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Abstract  

Background: Many factors influence the practice of nursing and the education of nursing students. The aim of this 
study is: to assess the factors affecting quality of education program for nursing students at Minia University. 
Design: A descriptive design was utilized for the purpose of current study. Setting: this study was carried out on the 
faculty of nursing Minia University. The Sample of student that participated in the study represented four academic 
levels (300students out of 964students) as follows: second level 91 out of 292, third level79 out of 270, fourth 
level70 out of 226 and internship student 60 out of 176. Tool of the study Data was collected through the utilization 
one tool that divided into two parts: part one: personal data and part two: Student self-assessment tool to assess the 
factors affecting quality of nursing education. Results: 2nd year students had high percentage regarding evaluation 
system, 3rd year student had high percentage regarding clinical infrastructure, while 4th year student had high 
percentage regarding incidental teaching and guidance and counseling and internship students had high percentage 
regarding change in curriculum and incidental teaching were present and very essential with statistical significance 
differences Conclusion: 2nd year students’ determined 1st factor affecting quality of educational program was 
evaluation system, 2nd factor was qualified & experienced teachers, 3rd factor was physical facilities and 4th factor 
was change in curriculum. While, 3rd year students’ determined 1st factor affecting quality of educational program 
was incidental teaching, 2nd factor was qualified & experienced teachers, 3rd factor was physical facilities and 4th 
factor was teaching methods. Recommendations: Apply different teaching methods and styles as peer teaching and 
develop national standard regarding requirement in nursing students as student aptitude, personality, intelligence, 
and ability to follow instructions 
Keywords: Nursing students, Quality Factors, education 

 
Introduction: 

The quality of nursing education is one of the key 
elements of quality healthcare services. The health staff needs 
to growing, developing and be better distributed across 
settings of care to continue to meet the increasing and 
changing needs in community for access to high-quality 
healthcare services. Also, high-quality education and training 
in health service settings are necessary to prepare nursing 
students to enter the health workforce, enabling them to gain 
essential experience in the theory and practice of delivering 
quality services in advance of assuming direct responsibility 
for patient care (Willis commission on nursing education 
report, 2012). 

Nurses have an important role in meeting the health 
care needs of a changing population. Therefore, it is 
necessary to invest in appropriate nurse education to meet 
these needs. Despite the rapid changes in nursing education, 
we still grapple with the same healthcare reform issues. The 
challenges for nursing are consistent globally and include a 
shortage of nurses, an ageing professional workforce and the 
financial constraints of funding nurse education. There was 
also concern that the principle of caring is no longer fully 
integrated into nursing curriculum and could be potentially 
overlooked in the future. (Jackson, Graham and Ross, 2017).  

The challenge of education today is to offer school 
experiences that provide students with opportunities to 
develop the understandings, skills, and attitudes necessary to 
become lifelong learners, capable of identifying and solving 
problems and dealing with change. Moreover, students need 
to be able to communicate clearly, competently, and 
confidently from a broad knowledge base in order to make 
thoughtful and responsible decisions. Achieving these 
educational goals will provide students with the means to 
make connections between what they learn and how they live 
(Shinneh, 2015, RushSomit & Firth, 2015). 

Many factors influence the practice of nursing and 
the education of nursing students. Historically, changes in 
society and the health care system influence nursing 
education curriculum. American Associations of College 
Boards of Nursing (AACN) (2012) discussed how changes in 
the complexity of the health care environment in today’s 
society, along with scientific advances, and the changing 
needs of a diverse population influence nursing practice and 
health care. New technological discoveries and innovations 
effect information management and quality of nursing care. 
Additionally, the age, cultural, and lifestyle diversity of the 
population requires more critical thinking in order to apply 
nursing concepts to the care of those populations. This 
multiplicity of influences on the health care of individuals 
that requires nursing graduates from today’s nursing 
education programs to be able to master complex information, 
coordinate a complex system of care, and use technology for 
providing care delivery. 

Sass and Dama (2011) argued that in clinical nursing 
education, clinical learning environment, behaviors of the 
clinical educators and learning of appropriate clinical 
knowledge and skills have been found to influence nursing 
students’ perception. According to Nahas and Yam (2001), 
many studies have shown stressors associated with going out 
into the clinical fields as fear of making mistakes, anxiety 
over possible criticisms from peers, being able to 
communicate with health personnel and patients, providing 
care for the seriously ill or terminal patients, attitudes of staff 
towards the nursing students. 
 
Significance of the study  

High-quality patient care is only feasible if nurses 
have received high -quality teaching during their course of 
study and their work years (American Associations of College 
Boards of Nursing, 2012). Nurses have a key role in 
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promoting health of the people they care for him. The 
competence of nurses is based on their education and 
knowledge and skills provided to patients (Fluit et al., 2010) 
Nursing development starts in a university environment and 
continues in a clinical setting, where they predominantly learn 
on the job (Gamil and Ali, 2012). Therefore, it became 
essential to assess possible factors influencing quality of 
nursing education to invest in appropriate nurse education 
 
Aim of the study 

The aim of the study is to assess the Factors 
Affecting Quality of Education Program for Students in 
Nursing Faculty  
 
Subjects and Methods 
 
Research Design  

A descriptive design was utilized for the purpose of 
current study. 
 
Setting 
This study was conducted in the faculty of nursing Minia 
University 
 
Subjects 

The sample included in the study was (300students 
out of 964students) nursing students, distributions for the four 
academic levels were: second level n=91 out of 292, third 
level=79out of 270, fourth level n=70out of 226and internship 
student n=60out of176.2017-2018 
 
Inclusion Criteria: 

The inclusion criteria for this study sample include: 
nursing student at faculty of nursing from second academic 
levels to internship students 
 
Exclusion Criteria:              

The Exclusion criteria for this study sample include: 
nursing student in faculty of nursing at first academic level. 
 
Setting of the study 

The present study was carried out in Faculty of 
Nursing Minia University. Faculty of Nursing was built in 
1995 by presidential decree number (184) higher institute of 
nursing which followed the Faculty of Medicine then issued 
presidential decree number (200) of 2000 turned to Faculty of 
Nursing. Faculty of Nursing consisted of five laboratories 
(one for pediatric Nursing department- one for medical 
\surgical Nursing department- one for Maternity and 
Gynecology Nursing department- one for Community Health 
Nursing department- one for Computer Unit) 

The duration of the study for the Bachelor of nursing 
science degree in nursing is four academic years followed by 
one mandatory internship year under supervision of the 
Faculty. The academic year consist of two semesters، each is 
fifteen weeks. The faculty of nursing accept nursing students 
that have the general secondary degree final certificate 
(scientific section) and graduates who had associated degree 
of nursing. 
 
Tool of the study 

Data was collected through the utilization of the 
following tool that divided into two parts: 
Part I: Demographic data sheet: 

It will be used to collect data about the Personal 
characteristics of the study participants. It included items 
related to age, sex, and academic level. 
 
Part II 

Student self-assessment questionnaire to assess the 
factors affecting quality of nursing education develop by 
(Bhushan Josh, 2013) and modified by the researcher to be 
suitable for use. This part including 73 items classified into 
14 main items as following (potentiality of student (5 items), 
change in curriculum (7 items), qualified and experienced 
teacher (13 items), teaching methods (8 items), physical 
facilities (9 items), clinical infrastructure (4 items) , 
constructive supervision (3 items) , incidental teaching (5 
items), teacher student ratio (4 items), new technology 
(4items), evaluation system (5 items),and institutional polices 
(6 items). 
 
Scoring system  

The students’ response 3-point scale (-present and 
very essential (3), not present and very essential (2), - not 
required (1)). The students’ score was considered satisfactory 
if have 165 degree or more and unsatisfactory if have less 
than 165 degree. 
 
Procedure:  

An official permission was obtained from the Dean 
of Faculty of Nursing & Vice-dean for education and Student 
Affairs and from Academic Departmental Heads of Faculty of 
Nursing. An oral agreement was taken from the students who 
participate in the study after explaining the aim of the study.  
Confidentiality of obtained data was maintained and ensure 
for every student before starting data collection. Arabic 
translation of the study tool was done. Data was collected the 
student at the beginning of academic year after permission of 
the nursing educators. 

Second year student's data were collected while they 
are in clinical area in two days also data was collected from 
third academic year students when they are in clinical area in 
(Suzan Moubarak Hospital), data was collected from fourth 
academic year students after dividing them into group while 
they are in clinical area (Minia University Hospital) after 
finishing clinical hours. Finally, internship academic year 
data were collected in clinical area (Minia University 
Hospital) and (Suzan Moubarak Hospital) 

The time consumed to fill the questionnaire was 
between 20 to 30 minutes. The researchers stayed with the 
students until the questionnaire was completed to ensure 
objectivity of the responses and to ensure that all items were 
answered. Sampling started at the beginning of October 2017 
to the end of February 2018 
 
Validity and Reliability 

The tool was tested for content validity by a jury of 
five experts in the field of the study in Nursing Faculty at 
Minia University, in Nursing Faculty at assuit University and 
necessary modifications was done. The tool was tested for 
internal consistency by using Cronbach’s’ alpha test was 
0.759. 
 
Ethical considerations: 

 A written initial approval was obtained from the 
Research Ethical Committee of the Faculty of Nursing, Minia 
University. An official permission was obtained to collect 
necessary data from the Dean of Faculty of Nursing & Vice-
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dean for education and Student Affairs and from Academic 
Departmental Heads of Faculty of Nursing. 

 The Students were informed that their participation 
in this study is completely voluntary and there is no harm if 
they choose not to participate and no individual information is 
shared outside of the research. Written informed consent was 
obtained from each participating nursing student after 
explaining the nature and benefits of the study. Each 
assessment sheet was coded and student names not appeared 
on the sheets for the purpose of privacy and confidentiality.  
 
Pilot study: 

Pilot study was carried out on a sample of 30 nursing 
students selected randomly from different academic years to 

check and ensure the clarity of Arabic questionnaire identify 
the obstacle and problems that may encountered during data 
collection and to estimate the time needed to complete the 
questionnaire items. 
 
Statistical analysis: 

Statistical analysis was done by using Statistical 
Package for the Social Science (SPSS 20.0). Quality control 
was done at the stages of coding and data entry. Data were 
presented by using descriptive statistics in the form of 
frequencies and percentage for qualitative variables, and 
mean & standard deviation (SD) for quantitative variable. 
Comparison between two variables was done using t-test and 
difference between more two variables used ANOVA test.  

 
Results 
Table (1): Percentage Distribution of nursing students according to their personal characteristics (n= 300) 

 
personal characteristics 

Nursing students (n= 300) 
No. % 

Gender   
Male  142 47.3 
Female  158 52.7 
Age / years    
18  117 39.0 
21- 23 183 61.0 
Mean ± SD 21 ± 1.7 years 
Academic year    
2nd  91 30.3 
3rd  79 26.3 
4th  70 23.4 
Internship student  60 20.0 

 
Table (1) shows that 52.7% of nursing students were females, 61.0% of them aged between 21 – 23 years and 30.3% of 

them were in the 2nd academic year. 
 
Table (2): Mean scores of factors affecting quality of education program among nursing students and personal 
characteristics (n = 300). 

personal characteristics Factors of quality 
education 

t P – value 

Gender    
Male  171.9 ± 7.9 1.053 .293 
Female  172.9 ± 8.0 
Age / years     
18  170.2 ± 8.1 3.884 .0001** 
21- 23 173.8 ± 7.7 
Academic year     
2nd  168.9 ± 7.2 F 

12.107 
 
.0001** 3rd  172.1 ± 9.1 

4th  174.6 ± 6.6 
Internship students 175.8  7.1 

** P ≤ 0.001 ( high significant) T-test: P – value based on paired sample t-test 
 
Table (2): indicates that there were a highly statistical significance differences between total mean scores of factors the 

Factors Affecting Quality of Education Program for Students in Nursing Faculty and nursing student age and their academic years. 
and nursing student age and their academic years. 
 
Table (3): Frequency distribution of nursing students' according their totality of factors affecting quality of education 
program among nursing students 

 
Factors affecting quality 

of educatin 

2nd year 3rd  year 4th year Internship students P – value  
PVE  NPE NA  PVE  NPE NA  PVE  NPE NA  PVE  NPE NA  

% % % % % % % % % % % % 
1. Potentiality of 
student 

44.0 56.0 .0 43.0 57.0 .0 30.0 70.0 .0 35.0 65.0 .0 .234 

2. Change in 
curriculum  

59.3 40.7 .0 44.3 55.7 .0 52.9 47.1 .0 83.3 16.7 .0 .000** 
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Factors affecting quality 

of educatin 

2nd year 3rd  year 4th year Internship students P – value  
PVE  NPE NA  PVE  NPE NA  PVE  NPE NA  PVE  NPE NA  

% % % % % % % % % % % % 
3. Qualified & 
Experienced teachers  

68.1 31.9 .0 68.4 31.6 .0 67.1 32.9 .0 56.7 43.3 .0 .437 

4. Teaching methods  59.3 40.7 .0 62.0 38.0 .0 54.3 45.7 .0 58.3 41.7 .0 .815 
5. Physical facilities 62.6 37.4 .0 64.6 35.4 .0 57.1 42.9 .0 76.7 23.3 .0 .128 
6. Clinical 
infrastructure  

39.6 60.4 .0 55.7 44.3 .0 54.3 42.9 2.9 40.0 60.0 .0 .026** 

7. Constructive 
supervision  

37.4 62.6 .0 38.0 59.5 2.5 41.4 58.6 .0 53.3 46.7 .0 .128 

8. Incidental teaching 31.9 68.1 .0 87.3 12.7 .0 90 10 .0 80 20 .0 .000** 
9. Teacher student 
ratio  

54.9 45.1 .0 40.5 59.5 .0 50.0 50.0 .0 45.0 55.0 .0 .276 

10. New technology  46.2 53.8 .0 45.6 51.9 2.5 57.1 42.9 .0 41.7 58.3 .0 .166 
11. Evaluation system  95.6 4.4 .0 43.0 57.0 .0 52.9 47.1 .0 43.3 56.7 .0 .000** 
12. Guidance and 
Counseling 

36.3 63.7 .0 51.9 48.1 .0 68.6 31.4 .0 56.7 43.3 .0 .001** 

13. Opportunity of 
self-development  

44.0 56.0 .0 40.5 58.2 1.3 38.6 61.4 .0 35.0 65.0 .0 .661 

Total factors scores 63.7 36.3 .0 74.7 25.3 .0 90.0 10.0 .0 91.7 8.3 .0 .000** 
 
Table (3): presents that 2nd year students there are  high percentage regarding evaluation system, 3rd year student had 

high percentage regarding clinical infrastructure, while 4th year student had high percentage regarding incidental teaching and 
guidance and counseling and internship students had high percentage regarding change in curriculum and incidental teaching were 
present and very essential with statistical significance differences (P – value ≤ 0.000, .026, .000, .001& .000 respectively). 
 
Discussion 

Students are the key assets of universities. The 
students’ performance plays an important role in producing 
best quality graduates who will become great leaders and 
manpower for the country thus responsible for the country’s 
economic and social development. Academic achievement is 
one of the major factors considered by employers in hiring 
workers especially for the fresh graduates. Thus, students 
have to put the greatest effort in their study to obtain good 
grades and to prepare themselves for future opportunities in 
their career at the same time to fulfill the employer’s demand. 
Continuous improvement of the quality of the teaching 
learning process through the analysis of the assessment tools 
and their results, traditional lectures were used to explain the 
process of nursing. (Conzalez-chrorda & Macio-Soler, 2015) 
so the current study was assessed the factors affecting quality 
nursing education from nursing student's self-assessment  

Regarding personal characteristics of studied nursing 
student more than half of them was female, aged between 21 
– 23 years, and near to one third of them in second year in the 
Faculty of Nursing, this result due to the majority number of 
nursing student is female than male.  

Nursing student aged between 21- 23 years and 
internship students had higher scores than other age and 
year’s student with a highly statistical significance difference 
that’s due to they had one month training courses before 
beginning internship year.  

Regarding teacher student ratio more than half of the 
2nd years nursing student and 4th years of nursing students 
mentioned that it was present and very essential factors 
affecting quality of educational program. 

This result in the same line with Essays, (2013) who 
mentioned that student: staff ratios (SSRs) may seem to be a 
direct consequence of funding levels, institutions in practice 
spend funds on buildings, on administration, on ‘central 
services’, on marketing, on teachers undertaking research, and 
so on, to very varying extents, rather than spending it all on 
teaching time. Low SSRs offer the potential to arrange 
educational practices that are known to improve quality of 
educational outcomes. Also, Hosseini et al., (2017) assessed 
factors affecting the quality of clinical educational services 

from the point of view of Operating room, Nursing and 
Midwifery Department Students in Isfahan reported that 
providing internship course at the beginning of internship to 
students is useful in development of educational goals as the 
base for clinical evaluation.  

The current results suggest empirically that the use 
of new technology has a positive effect on academic 
performance of student nurses. Nearly to half of the fourth 
year’s student mentioned that new technology were present 
and very essential factors affecting quality of educational 
program   

In the same line the study done by Dube & 
Mlotshwa (2018) described the perceptions of enrolled 
student nurses on factors influencing their academic 
performance in a private nursing school in KwaZulu-Natal, 
South Africa showed that phone calls, emails and electronic 
discussion boards classroom computer technological gadgets 
and internet services were reported to have a positive 
influence on the academic performance of 74% (n = 74), 80% 
(n = 80) and 70% (n = 70) of the respondents, respectively. 

The current study of mean scores of guidance and 
counseling was higher among 4th year nursing students than 
others years students with statistically significance 
differences. This result in the same way with, Dale, Leland, & 
Dale (2013) explored bachelor students’ in nursing perceived 
to be important for having good learning experiences in 
clinical studies in medical and and surgical wards at the local 
public hospital the students wanted supervision and guidance 
as well as their need to take on challenges. Thus, having 
enough time for feedback carried out in a respectful, friendly, 
and supportive way may result in good learning experiences 
and growth for the students, even in problematic situations. 
Also, Hajihosseini et al., (2017) explored that teachers’ and 
postgraduate nursing students’ experience of the educational 
environment in Iran mentioned that guiding the students in 
research leads to a proper learning experience and prevents 
their confusion.  

The current study presented that no statistical 
significance differences between different year’s students 
regarding opportunity of self-development. In the same line 
with the study done by Hirsch et al., (2015) who mentioned 
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that the social/professional interaction factor was the last 
factor affecting on the quality of education (3.28).  
 
Conclusion 

Highest common factors affecting quality of 
education program among 2nd year nursing students were 
evaluation system, qualified & experienced teachers, physical 
facilities, and change in curriculum respectively. While, 
among 3rd year students’ were incidental teaching, qualified 
& experienced teachers, physical facilities and teaching 
methods respectively. Regarding 4th year students’ were 
incidental teaching, guidance and counseling, and qualified & 
experienced teachers respectively. In additional, among 
internship students’ were incidental teaching, change in 
curriculum, and physical facilities respectively. 
 
Recommendations 

Based on the study findings, the following 
recommendations are proposed: 

 Developing of educational plan to increase clinical 
infrastructure in the faculty to be appropriate with 
increasing nursing student number. 

 Applying different teaching methods and styles as 
peer teaching.  

 Updates student curriculum to be competency-based 
education. 

 Developing national standard regarding requirement 
in nursing students as student aptitude, personality, 
intelligence, and ability to follow instructions.  

 Updates student curriculum every 2 years as 
minimum or 5 years as maximum duration and 
reflect philosophy and graduate competencies. 

 Applying critical thinking, correlation between 
theory and clinical practice in the educational 
program.  

 Applying safety system to prevent and protect 
student and client during training. 
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Abstract 

Background: The workers are exposed to workplace hazards arising from various activities involved in sugar 
production. Aim: study aims to assess effect of health education program on knowledge and practice of workers 
regarding occupational health hazards at sugar factory. Design: Quasi-experimental design was utilized for this study 
with pre/posttest. Sample: A purposive sample with number of 130 workers according to specific criteria. Setting: 
The present study was carried out in Minia sugar factory in Abu Korkas district, Tools: Data were collected using 
three tools; the first tool included questions related to demographic characteristics, health history, health habit and 
occupational health services. The second tool is a questionnaire regarding knowledge of workers about occupational 
health hazards and the third tool is a self-reported practice questionnaire about using workers personal protective 
equipment and most commonly first aid in the factory. Results: the mean age was 44.7 ± 8.7, 37.7% years. All 
workers of the study sample had poor knowledge about occupational health hazards and unsatisfactory self-reported 
practice regarding personal protective equipment and first aids. Conclusion: post implementation of health education 
program the workers knowledge and self-reported practice improved. Recommendation: on-site training programs 
for workers have to be implemented to improve their working skills. Training programs should include awareness 
about safety measures and orientation regarding work hazards and how to avoid work related injuries as well as first 
aid measures.    
Key words: sugar factory, hazards, education program, PPE and first aids. 

 
Introduction: 

The workers working in the sugar industry are prone 
to face a number of stresses. Sugar mill employees would 
develop flulike symptoms several hours after reporting to 
work at the beginning of a new season or even after a free 
week end, repeated attacks causes fine scarring of the lungs 
and impaired breathing. Working condition in sugar industry 
includes cleanness, light, temperature (heat), ventilation, 
noise, vibration, physical energy required, length of work day, 
and irregularity of the work hours such as night shifts, 
physical hazards, exposure to possible industrial stressors and 
similar condition that directly or indirectly influence the 
worker's happiness, satisfaction, dissatisfaction at work. ( 
Nayakawadi,,2014)  

Workers may be exposed to physical, chemical, and 
biological hazards at work that may lead to occupational 
illness. Hazardous substance exposure routes include dermal 
and inhalation exposure and ingestion,depending on the dose, 
route and duration of exposure, and chemical properties of the 
hazardous substance, exposure symptoms may range from 
mild discomfort to debilitating conditions or even death. 
Sudden exposure to large amounts of a toxic compound may 
lead to acute poisoning, causing life-threatening symptoms. 
Chronic exposure to even trace amounts of certain substances 
may cause serious health effects such as cancer or 
reproductive and teratogenic effects years after the exposure 
has ceased. Families of workers also can face risks from toxic 
substances brought home on contaminated work clothes or 
vehicles. (Biswas et al., 2016) 

The injury of workers in sugar mills resulted in lack 
of safety measures, no proper training and education program, 
safety covers were not provided to the vibrating machines, 
Noise in the factory could lead occupational hearing loss 
while extreme temperatures from boilers and evaporators are 
likely serious burns and high levels of dehydration, poor 
ventilation and lighting during working hours, Other hazards 
include electric shocks, falls from tall buildings, burns from 

steam used to drive turbines, burgusse fires in the dry season 
and gases from the lagoons which can cause skin diseases. 
There was no facility for the workers to drink clean and pour 
water, lubricant dropped on the passage of the workers, there 
was no facility of first-aid and preventive maintenance staff 
was no appointed at the sensitive sections of sugar mills. 
(Hamza, 2016) 
 
Significant of study: 

The global burden of diseases associated with 
occupational factors was estimated as 4-10 million cases per 
year, with approximately 3-9 million in several developing 
countries per year. The international labor association (ILO), 
the United Nations agency, has estimated that industrial 
workers, on a global scale suffer around hundred and sixty 
million occupational diseases and two million deaths per year, 
fatalities due to respiratory diseases represent around 140,000 
of these. An estimated 12% of chronic obstructive respiratory 
diseases deaths are from occupational exposure to airborne 
particulates. (Ahmad, Sattar, & Nawaz, 2016)  

Sugar cane workers have a high level of 
occupational accidents and are exposed to the high toxicity of 
pesticides. They may also have an increased risk of lung 
cancer, possibly mesothelioma. This may be related to the 
practice of burning foliage at the time of cane-cutting. 
Bagassosis is also a problem specific to the industry as it may 
follow exposure to bagasse (a by-product of sugar cane). The 
workers may also be affected by chronic infections which 
reduce their productivity. The legal framework for their 
protection is often inadequate. (Bener et al., 2012) 

 Industrial nurse has an important role in preventing 
industrial hazards. Her role includes determining workers 
health problems, identify industrial health hazards and 
dangerous conditions to health, plan and promote workers 
health by providing appropriate treatment. She participates in 
implementing a safety plan to prevent or minimize accidents 
and injuries that occur during daily activities. In educational 
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program, she assesses worker's needs, develops appropriate 
educational program, by using formal and informal 
presentation, also she has a role in training workers to use 
preventive measures during working ،encourages workers to 
use health services, evaluates effectiveness of workers 
response to nursing actions and control of environmental 
factors that cause a disease. (Bijayalaskhmi, 2017) 
 
Aim of the Study (It is two-folded aim):  

 To assess knowledge and self-reported practices of 
workers regarding occupational health hazards at 
sugar factory, Minia, Egypt.  

 To assess the effect of health education program on 
knowledge and self-reported practices of workers 
regarding occupational health hazards at sugar 
factory, Minia, Egypt.  

 
 
Research hypothesis: 

1) The knowledge of workers regarding occupational 
health hazards will be improved after attending the 
proposed health education program.  

2) The self- reported practice of workers regarding 
personal protective equipment and first aids will be 
improved after attending the proposed health 
education program. 

 
Subjects and Methods 
 
Research Design: 

 Quasi experimental design (pre/posttest) was used 
for the current study. 

 
Research Setting: 

The present study was carried out in Minia 
sugarcane factory this is located in Abu Korkas district, 20 
km south to Minia city and about 250 km south to Cairo, 
Egypt. It consists of eight departments namely; (industrial 
operations, squeezers, steam boilers, turbines, lime kiln, 
mechanical workshop, mechanical evacuation and sulfur 
furnace). 
 
Sample of the study:  

A purposeful sample with number of 130 workers 
were chosen out of the total 360 of the occupational workers 
at Abu Korkas sugarcane factory, after excluding engineers, 
technicians, supervisors and papers work and choose the most 
important hazards in the factory, namely (lime kiln, steam 
boilers, industrial operations and sulfur furnace ). 
 
Study Tool:  

Tool I- Structured interview questionnaire was 
constructed by the researcher after reviewing the relevant 
literature and recent scientific articles; this tool is consisted of 
four parts: 
Part 1- Sociodemographic characteristics such as (name, age, 
income, residence, education level, marital status and years of 
work experience). 
Part 2- Health history 

 Past health history (diabetes, hypertension, 
cardiovascular disease, liver disease, hearing loss 
and others).  

 Current complaint (dyspnea, chronic cough, chest 
pain, hearing disturbances, tinnitus, headache, 
blurring vision and others). 

 Occupational history (previous work, absenteeism, 
exposure to accident, causes and its prevention). 

Part 3- Health habit (smoking, shisha and others). 
Part 4- Occupational health services 

 Recreation services such as (sports, clubs and 
resorts). 

 Health services such as (pre-placement examination, 
periodic medical examination and nursing services). 
Tool II- Questionnaire to collect knowledge of 

workers about occupational health hazards such as (noise, 
dust, heat, light, ventilation and radiation) and how to prevent 
these hazards. Each correct answer took two scores, 
incomplete one took one score and the wrong answer or not 
known response took (zero). It contained 24 questions, so 
maximum total scores of knowledge were 48. If scores ≤ 50% 
means poor knowledge (24 score), 51- 70% means fair 
knowledge (25- 33.6 scores) and more than 70% means good 
knowledge (≥33.7 scores) 

Tool III- Self-reported practice questionnaire about 
using workers personal protective equipment and self-
reported practice about most commonly first aid in the 
factory. Practice for personal protective equipment, each wear 
continuous took two scores, wear sometimes took one score 
and never wear took (zero). For first aid, know took two score 
and don't know took zero. It contained 51 questions, so 
maximum total scores of self-reported practice were 102. If 
scores ≤ 50% means unsatisfactory (51 score), If scores ≥ 
51% means satisfactory. 
 
Content Validity: 

The content validity of the data collection tool was 
examined by three experts who were affiliated to faculty of 
nursing and faculty of medicine Minia University at 
community health nursing department and public health ∕ 
preventive medicine department. The tool was examined for 
content coverage, clarity, relevance, applicability, wording. 
Based on experts` comments and recommendations; minor 
modifications had been made such as rephrasing and 
rearrangements of some sentences. 
 
Reliability:  

The internal consistency of the questionnaires was 
calculated using Cronbach's alpha coefficients. Test-retest 
was used. The Cronbach’s alpha of the questionnaires were 
0.833 and 0.798 indicate good reliability. 
Procedure 

 A review of the related literature which was covering 
various aspects of the risk factors has done, using 
different books, journals and web sites, to get 
acquainted with the research problem and to 
implement the study 

 An official permission taken from the dean of the 
faculty for conducting the study. 

 An official letter from the faculty of nursing was 
delivered to the director (s) of the intended study 
setting (sugar factory). 

 Verbal informed consents were obtained from all the 
workers before the program enrollments. After that; 
a detailed explanation on study objectives was done. 

 Data collection took about 6 months from (July to 
the end of December 2017). Three visits were 
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conducted to the factory every week. The data of the 
questionnaires were collected by the researcher 
through personal interviewing. The visit took about 6 
hours in the morning shift. Each questionnaire took 
about 25-30 minutes. The average number of 
interviewed was 7-8 workers ∕ day. During the 
interview, each individual was assured that the 
information obtained was confidential and used only 
for the purpose of the study. Moreover, each worker 
was asked by the researcher about using safety 
measures during work in addition to assess self-
reported practice of workers about most common 
first aids in the factory.  

 The program lasted for 6 months; the study started at 
the beginning of September 2016, and was 
completed by the end of February 2017. 

 The health education program was implemented to 
the workers users in terms of sessions.  Teaching 
continued for 6 months to complete the program 
content from (May to the end of October). The total 
numbers of sessions were 13 (7 sessions for 
knowledge and 6 sessions for self-reported practice 
(PPE and first aid). Health educational program was 
implemented to the worker who's divided into 
subgroups and before beginning of the first session, 
an orientation to the program and its purpose of the 
study were done .Each session started by a summary 
about what was given during the previous session 
and the objectives of the new topics. 

 The studied workers divided into 10 groups, each 
group consisted of 13 workers and the researcher 
applied the program for each group on separate time 
and attended 13 sessions and duration of each 
session from one to two hours. Handouts of the 

program were given to each learner immediately 
after the pre-test. 

 At the beginning of each session; the objective of the 
session explained. Also Feedback was done about 
the previous session and the content of the session 
were dealt using different ways of teaching. While 
the practical part of the teaching program was done 
for each session that corresponding with session 
contents  

 Each session followed by a summary of essential 
points.  

 At the end of program sessions, data were 
immediately collected using the study tool as a post-
test 

 
Pilot study 

To assess the clarity, reliability and applicability of 
the study tools which was used in the study for data 
collection; a pilot study was conducted on 10% of the sample. 
The results of the pilot study was helped in the necessary 
modifications of the tools in which omission of unneeded or 
repeated questions, adding missed questions will be done.  
 
Statistical Analysis 

Statistical package for the social science SPSS 
version 21 was used for statistical analysis of data, as it 
contains the test of significance given in standard statistical 
books. Collected data was summarized and tabulated.  
 
Ethical consideration 

Informed verbal consent will be obtained from 
workers to be included in the study. It was included full 
explanation of the sheet, rights for privacy, confidentiality 
and rights to withdraw at any time.  

 
Results 
Table (1) Frequency distribution of studied sugarcane workers regarding socio-demographic characteristics in Abokorkas 
sugarcane factory, (n = 130). 

Socio-demographic characteristics No. % 
Age/ year   
 20-≤30  11 8.5 
 30-≤40  29 22.3 
 40-≤50  49 37.7 
 50- ≤59 41 31.5 

Mean ± SD 44.7 ± 8.7 years 
Income / L.E   
 > 1000  5 3.8 
 1000- > 2000 90 69.2 
 2000- > 3000  31 23.8 
 3000- 4000    4 3.1 

Mean ± SD 1299 ± 523.1 L.E 
 Residence    
 Rural  76 58.5 
 Urban  54 41.5 
Educational level    
 Illiterate  27 20.8 
 Read and write 5 3.8 
 Primary education        13 10.0 
 Secondary education 80 61.5 
 Technical education      3 2.3 
 University education                                       2 1.5 
Years of work experience   
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 Less than five years  2 1.5 
 5-≤10 36 27.7 
 10- ≤15 14 10.8 
 15-≤20  30 23.1 
 20- 24 48 36.9 

Mean ± SD 13.4 ± 6.2 years 
 
Table (1) shows that, 37.7% of the workers were in the age group from 40-≤50 years and 31.5% aged from 50- ≤59 years, 

while only 8.5% aged from 20 to less than 30 years with mean age of 44.7 ± 8.7 years. Regarding monthly income, 69.2% of the 
sample gets 1000 - > 2000 pounds, while only 3.1% ranged from 3000-4000 pounds. Concerning to residence, 58.5% live in rural 
area. As regard to level of education, 61.5% were secondary education and 20.8% were illiterate. Regarding years of work 
experience, 36.9% were ranged from 20-24 years, while only 1.5% was less than 5 years. 
 
Table (2) Relation between pre and post health educational program regarding worker’s knowledge scores, (n=130). 

Knowledge  X ± SD t - test P - value 
Pre Post 

 General knowledge 0.4 ±1.0 3.0 ± 1.3 17.602 .0001** 
 Noise 1.6 ± .8 2.6 ± .9 10.353 .0001** 
 Heat 1.6 ± 1.7 4.4 ± .8 18.539 .0001** 
 Dust 3.2 ± 1.4 4.1 ± .3 7.020 .0001** 
 Bagassosis .7 ± 1.4 4.2 ± 1.2 21.969 .0001** 
 Radiation 1.7 ± 1.7 4.1 ± .7 14.570 .0001** 
 Ventilation 1.2 ± .8 1.4 ± .6 2.112 .04* 
 Lighting 1.3 ± .8 2.0 ± .4 9.088 .0001** 
 Total knowledge scores   12.6 ± 7.2 45.4 ± 11..3 27.887 .0001** 

     ** Statistically significant at P – value ≤ .01 
 
Table (2) reveals that there are highly statistically significant differences between pretest and posttest regarding workers 

knowledge, while there is a significant difference in knowledge of ventilation (P=.04). 
 
Table (3): Relation between pre and post health educational program regarding using the personal protective equipment's 
continuously, (n=130):- 

PPE  Pre Post X2 P – value 
No. % No. % 

Overall  104 80.0 130 100.0 F=28.889 .0001** 
Head cover  12 9.2 103 79.2 130.264 .0001** 
Ear plug 11 8.5 113 86.9 162.254 .0001** 
Face mask 13 10.0 93 71.5 110.894 .0001** 
Gloves  14 10.8 54 41.5 32.305 .0001** 
Rubber boot 49 37.7 101 77.7 44.484 .0001** 
Muzzles  0 .0 128 98.5 F=257.333 .0001** 
Glasses  7 5.4 49 37.7 42.668 .0001** 

     ** Statistically significant at P – value ≤ .01 
Table (3): illustrates that, 80%, 37.7% using overall and rubber boot in pretest respectively, while 100%, 77, 7% in 

posttest respectively. There is highly significant difference between pre and posttest (P=.0001**) 
 
Table (4): Relation between pre and post health educational program among total studied sample regarding personal 
protective equipment's and first aids scores (n=130):- 

First aid X ± SD t – test P - value 
Pre Post 

 PPE 6.7 ± 2.2 13.4 ± 2.2 24.436 .0001** 
 Fracture  2.2 ± 1.2 7.0 ± 2.3 21.255 .0001** 
 Burn  1.9 ± 1.1 6.7 ± 2.1 22.368 .0001** 
 Foreign body  1.9 ± 1.2 6.4 ± 2.4 19.062 .0001** 
 Epistaxis  1.5 ± 1.2  7.9 ± 2.8 23.581 .0001** 
 Wound  2.2 ± 1.3 5.1 ± 2.1 16.487 .0001** 
 Fainting  1.2 ± 1.2 5.1 ± 2.1 18.140 .0001** 

      ** Statistically significant at P – value ≤ .01 
Table (4): Indicates that shows that there is highly statistically differences between pre and posttest regarding workers 

self-reported practice of personal protective equipment's and first aids. 
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Table (5): Relationship between pre and post health educational program regarding total studied sample knowledge and 
self-reported practices (n=130):- 

Items Pre Post Fisher exact 
test 

P – value 
No. % No. % 

Total practice        
 Unsatisfactory  (less than 50% ) ≤  51 130 100.0 49 37.7  

117.654 
 
.0001**  Satisfactory  practice  ≥  52 0 .0 81 62.3 

Total knowledge        
 Poor  (less than 50%) ≤ 24 130 100.0 43 33.1  

130.751 
 
.0001**  Fair  ( 51 -70%) 25 – 33.6 0 .0 82 63.1 

 Good (more than 70%) ≥ 33.7 0 .0 5 3.8 
     ** Statistically significant at P – value ≤ .01 

 
Table (5): Regarding total practice in pretest, all workers had unsatisfactory self-reported practice, while in posttest, 

62.3% of workers had satisfactory self-reported practice. As regard to total knowledge in pretest, all workers had poor knowledge, 
while in posttest, 63.1% of workers had fair knowledge and only 3.8% had good knowledge. There is highly statistically significant 
difference between pre and posttest regarding workers knowledge and self-reported practice. 
 
Table (6): Correlation between pre and post health educational program regarding total studied sample knowledge with 
self-reported practices (n=130): 

 
Items 

Total knowledge score 
Pre Post 

r P -value r P -value 
 PPE .153 .082 .304 .001** 
 Fracture  .142 .108 .576 .0001** 
 Burn  .032 .720 .485 .0001** 
 Foreign body  .074 .402 .526 .0001** 
 Epistaxis  .031 .725 .579 .0001** 
 Wound  .066 .456 .402 .0001** 
 Fainting  .016 .859 .502 .0001** 
 Total self-reported practice 
score 

.083 .350 .617 .001** 

** Statistically significant at P – value ≤ .01 
In table (6) illustrates that there were moderate positive correlation between workers' knowledge after health education 

program between their knowledge and total practice score, fracture, epistaxis, foreign body and fainting self-reported practice in 
which r= 0.617, 0.579, 0.576, 0.562 and 0.502 respectively.  
 
Discussion 

Discussion is presented according to the aim of the 
study that to assess the effect of health education program on 
knowledge and practice of workers regarding occupational 
health hazards. Workers are exposed to serious health 
problems due to lack of knowledge and poor practices of 
using personal protective equipment. Therefore health 
education program regarding occupational health hazards 
and using personal protective equipment is vital for workers. 
Hence, the researcher keen to implement this study to 
evaluate the effect of health education program on 
knowledge and practice of workers regarding occupational 
health hazards. 

 Regarding age of workers in the study sample, 
more than one third with age 40 years with the mean age 
44.7 ± 8.7. this consistent with (El-Khateb et al., 2011) who 
study some of the non-auditory effects of noise among 
exposed workers in abou-qurkas sugar factory, EL-Minia 
governorate, Egypt and found that all participants with ages 
ranging from 25 – 59 years (mean age 42.4, S.D. ± 8.0).  

Regarding sex the present study show all workers 
were males. This consistent with (Hajiali et al, 2014) in 
Biston sugar production factory’s occupational hearing and 
reported that all participants were males. However there are 
female members in factory but all of them in a way be 
involved with paperwork so not included in this study. 

As regard to the education level, two third had 
secondary education, one fifth were illiterate and 10% had 
primary education. This result contradicted with (Berivan & 
Al-Dosky,2015 ) who study noise level and annoyance of 
industrial factories in Duhok city and reported that 5.56% no 
educational, less than one third primary school, one third 
intermediate, 5.56% technical and 2.22% university 
education. 

Regarding place of residence, around two third of 
workers from rural area. This result consistent with (Aida, et 
al., 2014) who study Health Hazards of Solvents Exposure 
among Workers in Paint Industry and reported that majority 
of the workers resided in rural areas. 

Regarding years of work experience, more than one 
third ranged from 20-24 years. this findings contradicted 
with (Islam et al., 2017) who study occupational health 
hazards and safety practices among the workers of tannery 
industry in Bangladesh and reported that more than half less 
than 5 year, one third from 5-10 years and 14.2% was above 
10 years. 

Regarding previous work, the current study reveals 
that one third in architecture ∕ construction. This results 
contradicted with (Bodin et al., 2016) who study intervention 
to reduce heat stress and improve efficiency among 
sugarcane workers in El Salvador and found that 44% in 
construction, 30% in cotton and 25 in mining. 
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Regarding total knowledge, all workers had poor 
knowledge in pretest improved in posttest to more than two 
third had fair knowledge, one third had poor knowledge and 
only 3.8% had good knowledge. This result contradicted 
with (Shrimanti et al., 2016) who study occupational health: 
health promotion program to improve health workers in 
Tourah cement factory and reported that three quarter had 
average knowledge, less than one fifth had good knowledge 
and only 8% had poor knowledge in pretest improved in 
posttest to two third had average knowledge, more than one 
third had good knowledge and only 6% had poor knowledge 
except There is no significant difference between 
sociodemographic characteristics and knowledge post health 
education program .  

  Regarding types of personal protective equipment, 
majority of workers used overall continuously, more than 
three quarter used ear plug sometimes and vast majority 
never used muzzle in pretest improved in posttest, majority 
of workers used overall, muzzle, ear plug, head cover, rubber 
boot continuously and less than one fifth never used glasses, 
gloves and rubber boot. This disagree with (Esaiyas, 
Sanbata, & Mekonnen, 2018) who study occupational health 
and safety related knowledge, attitude and practice among 
wood and metal workers in Hawassa, Ethiopia and reported 
that majority of workers never used ear plug, helmet ,two 
fifth used eye glasses continuously and one third used gloves 
and mask sometimes. 

  Regarding self-reported practice toward first aids, 
there is highly statistically difference between pre and 
posttest regarding workers self-reported practice of personal 
protective equipment's and first aids. All workers had 
unsatisfactory practice in pretest decreased to more than one 
third in posttest and after educational program two third had 
satisfactory practice. This result consistent with (Shafik & 
Abd El-Mohsen, 2012) who study Occupational health: 
Health Promotion Program to Improve Health Workers in 
Tourah Cement Factory and reported that there were highly 
statistically significant differences between pre and post 
practices related to good, average and poor practice (P 
<0.000). Majority of the studied sample had poor practice in 
case of contact between chemical materials and eye, entry of 
flying dust in the eye, ingestion of toxic materials and falling 
of persons from the height. However, good performance was 
not found among all workers in all seven cases of 
occupational hazards. 

Regarding relationship between total knowledge 
and self-reported practice, there is highly statistically 
difference between pre and posttest regarding workers 
knowledge and self-reported practice. This consistent with 
(Adewale & Adhuze, 2017) who study knowledge and 
practice of occupational hazard control among building 
construction workers in Lagos Metropolis, Nigeria and 
reported that there is a strong and significant positive 
relationship between knowledge and practice of hazard 
control. 
 
Conclusion 

 There was highly statistically significant 
improvement of worker’s knowledge and self-
reported practices regarding occupational health 
hazards after implementation of the health 
education program. 

 
 
 

Recommendations 
1) There is a need for a continuous planned 

educational and training program and offered on 
regular basis for workers to improve their 
knowledge and practice regarding occupational 
health hazards. 

2) On-site training programs for workers have to be 
implemented to improve their working skills. 
Training programs should include safety measures 
and orientation regarding work hazards and how to 
avoid work related injuries as well as first aid 
measures. 

3) Activate the role of occupational health nurse in the 
factory by facilitating periodic visits to workers to 
perform workplace assessment to ensure it doesn’t 
affect workers health, develop & implement the 
most suitable educational program to workers. 

4) Further researches should be conducted to explore 
the health hazards in the field of occupational 
health. 
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Abstract 

This study aimed to assess the relationship between aggression toward psychiatric nurses and patient satisfaction 
about the quality of care. Design: Adescriptive correlational design was used in this study. Settings: Minia Hospital 
for Psychiatric Health and Addiction Treatment. Participants: a convenience sample of (100) psychiatric inpatients 
hospitalized during the study duration. All nurses working (on duty) in the psychiatric wards (2018), their total 
number was(54). Methods: tools used in this study  werePerception of Prevalence of Aggression Scale POPAS 
questionnaire, Impact of Patient Aggression on Careers Scale, while patients completed Rome Opinion 
Questionnaire for Psychiatric Wards’ (ROQ-PW) to measure their satisfaction about the  quality of care. Results: 
Verbal abuse was the highest form of aggression(74%), Whilesexual assault was at the least level(2.3%).Around 
half ofnurses reportedhigh impact of aggression.Relation impairment between patients and nurses was the most 
effect of aggression on nurses(51%). The lowest level of satisfaction was in the area of staff professionalism 
(10.4±2.3). Conclusions: there wasa highly Significant negative correlation between aggression toward psychiatric 
nurses and satisfaction about the quality of care (p=.003), and ahighly positive correlation between aggression 
toward psychiatric nurses and the total impact of aggression on health careier (p=.000).Recommendation: provide 
continouse training program onhow to deal with aggressive patient, increase security, video monitoring, and creating 
workplace violence prevention committees. 
Keywords: aggression, satisfaction, quality of care, psychiatric nurses. 

 
Introduction 

  International concern about violence and 
aggression in work place is increasing day after day because 
it is a major and serious worldwide public health problem 
that touching health services personnel (1). In Egypt about 
250,000 nurses working in health services and thousands of 
nursing students graduate each year and join the medical 
field in order to introduce help and support to patients (2), 
but the conflicting idea is that a patient would want to harm a 
nurse or allied professional who are trying to help(3). 
Hospital workers have been found to have the greatest rates 
of non-fatal work place assault injuries when comparing with 
other workers from different jobs that result from aggressive 
acts by patients (4). Among hospital workers, the risk of 
aggression from patients is greatest toward nurses, mental 
health professionals and security staff (5). In psychiatric 
settings a dilemma arises from concerning aggression from 
psychiatric patient is a part of nurses work or being 
aggression should be stopped(6). 

Nurses are more likely to have more interaction, 
involved in aggressive incidents with patients, and facing of 
all types of trauma, suffering, and life threatening events 
than other health care providers,that known to put them at 
greatest risk of aggression than others in the health care 
profession(7). Aggression in work place is a pressing 
concern for nurses in all settings and for psychiatric nurses in 
particular(8). 

Aggression from patients even physical or non-
physical has negative implications for employees health and 
safety and quality of patient care(9).Additionally to health 
problems from physical injury, worker responses to violence 
may negatively impact the work environment by creating 
fearfulness, low morale and productivity, absenteeism, and 
increase turnover(10).  Not only aggression and violence 
harmful to the person and the organization, it is also very 
expensive, in one recent year, over two million Americans 
reported being physically attacked at work resulting in $13.5 

million in medical costs alone, there are also some 
international data regarding costs that are troubling (11). 

The Joint Commission issued an alert regarding 
rude and disruptive behavior in health care settings .The 
Joint Commission states that intimidating and disruptive 
behavior can foster medical errors, contribute to poor patient 
satisfaction and to preventable adverse outcomes,and 
increased the cost of care (12). Safety and quality of patient`s 
care is dependent on more professional environments. Safety 
and quality of care requires teamwork, communication, and 
collaborative work environment. To ensure quality and to 
promote culture safety, health care organizations must 
address the problem of behavior that threaten the 
performance of health care team(13). 
 
Significance of study 

Inpatient aggression is a pressing concern for nurses 
in all settings and for psychiatric nurses in particular. When 
compared to other industries, the rate of aggression is the 
highest among hospital workers, 8.3 per 10,000 workers vs. 
2 per 10,000 workers, and among this group nurses are the 
most ‘at risk’(14) . As much as 70% of abuse toward nurses 
may be unreported(15). This is because of the complexities 
that arise, in part, from a health care culture resistance to the 
impression that health care providers are at risk for patient-
related aggression combined with complacency that 
aggression "is part of our job" (16) . 

Psychiatric nurses commonly reported the effects of 
exposure to occupational aggression to be associated with 
reduced productivity, decreased job satisfaction, burn-out, 
increased use of sick days(17). Where health care workers 
report high stress and dissatisfaction in their 
work,  emotional exhaustion, depersonalization and 
inefficacy ,the patients also report a reduced level of care and 
autonomy and satisfaction when the relationship 
deteriorates.Low quality  of patient`s care may lead to low 
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satisfaction, low compliance with treatment and little 
cooperation with staff (18) . 

 
Aim of the study 

This study aimed to assess prevalence of aggression 
toward psychiatric nurses and its relation to 
patients`satisfaction about quality of care.             
 
Research questions: 

 What are the nurses’ perceptions of the prevalence 
of aggression in Minia psychiatric hospital? 

 Is there a relationship between aggression toward 
psychiatric nurses and patient satisfaction about 
quality of care? 

 
Research Design: 

A descriptive correlational design was utilized to 
achieve the aim of the present study. 
 
Setting: 

This study was conducted at El. Minia Hospital for 
mental health and addiction treatment. It is a governmental 
hospital is affiliated to the ageneral syndicate for psychiatric 
health which is affiliated to the ministry of health (MOH). It 
serves all districts of Minia governorate. The hospital 
consists of inpatient departments (psychiatric wards, 
addiction ward) and outpatient clinics (children and 
adolescent clinic, psychiatric clinic, neurologic clinic); the 
capacity of the hospital is 53 (33 beds for psychiatric patients 
and 20 beds for addiction patients) and hiring 250 employees 
and 60 of them are nursing staff. 
 
Sample: 

The subjects of this study consisted of a 
convenience sample of (100) psychiatric inpatients from 
thosehospitalized during the study duration.Also, all nurses 
was working (on duty) in psychiatric wards (2018), their 
total number was (54) nurses. 
 
Exclusion criteria : 

 For psychiatric patients:Mental retarded patients, 
Addiction patients. 

 For nurses: Nurses with experience less than one 
year. 

 
Tools for Data Collection: 

The following tools were used for collecting data in 
this study. 
Tool I:Staff`s questionnaire: 
Part 1: personal data sheetto obtain variables such as age, 
gender, education, ward, position, and duration of experience 
in mental health nursing. 
 
Part 2:The Perception of Prevalence of Aggression Scale 
(POPAS): 

It was developedbyOud, (2001).This questionnaire 
has been developed to assist individuals in identifying the 
frequency with which they have been confronted with 
aggressive or violent behavior during the last year in the 
course of their professional work as a health care worker in 
psychiatry. There are in total 17 questions. The POPAS rates 
experience with 16 types of aggressive behavior .For each 
form of aggressive behavior surveyed, a definition and 

examples were provided on the POPAS. It is rated on a 5-
point Likert scale as 1= never, 2= occasionally, 3= 
sometimes, 4 = often, and 5 = frequently. The scoring system 
was categorized as follows:17:39 low prevalence, 40:61 
moderate prevalence ,62:85 high prevalence(19). 
Part (3): Impact of Patient Aggression on Careers Scale 
(IMPACS): 

      It was developed by Neehdam, (2010), to 
measure negative consequences of patient aggression on 
nurses. It consists of 10 items included in three domains 
impairment of the relationship between patients and nurse 
(items 1,2,3,4,) , adverse moral feelings (items  5,6,7,8,), 
adverse feeling to external sources(items 9,10)respectively. 
It was rated on five points Likert scale (1=never, 2=rarely, 
3=sometimes, 4=often and 5=always). The scoring system 
was categorized as follows:10: 23 low impact, 24:35 
moderate impact, 36:50 high impact(20) 
 
Tool II: Patient Questionnaire 

 Part (1): personal datasheetto obtain personal data 
of the patients: such as patient's age, gender, 
residence, education and job. 

 Part (2): clinical data sheet to obtain medical 
history: diagnosis, the number of admission, 
duration of illness and experience of violent 
behavior, ward. 

 
Part (3): Rome Opinion Questionnaire for Psychiatric 
Wards’ (ROQ-PW):   

It was designed to measure patients` satisfaction 
and opinion about the quality of care given to them, it 
includes only 10 items on three domains professionalism of 
staff (items 1,2,3,4,10), availability of information (items 
5,6,7,) ,and physical environment (items 8,9)respectively.It 
was rated on a 5-point Liker scale, with higher numbers 
indicating greater satisfaction. It is rated on a (1) ‘not very’; 
(2) ‘mildly’; (3) ‘sufficiently’; (4) ‘very, with some 
exceptions’; and (5) ‘very, with no complaints’. (21)The 
scoring system was categorized as follows:10: 23 low 
satisfaction, 24:35 moderate satisfaction, 36:50 high 
satisfaction. 

Tools Cronbach's alpha 
POPAS 0.90 

IMPACS 0.77 
ROQ-PW 0.85 

 
Reliability 

The tools were designed in its final format and 
tested for reliability by using, cronbach`s alpha coefficient 
test , 
 
 
Validity 

Study tool were reviewed by five experts in the 
field of this study  atCairo university ,Asiut university, and 
AienShams university  to examine the content validity. 
Modifications were done according to the panel`s judgment 
on the clarity of sentences, appropriateness of content. Based 
on experts comments and recommendations of study 
supervisors minor changes had been made in the 
questionnaire. 
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Pilot study  
The pilot study was conducted on 10% of the 

sample(10)Patients, and (6)nurses to investigate and ensure 
the feasibility, objectivity, applicability, clarity and adequacy 
of the study tools and to estimate the timeneeded for filling 
the tool .The pilot study sample was included because no 
modification donein the study tools. 

 
Procedure: 

To fulfill the aim of the study an official permission 
was obtained from the director of the health and population 
directorate and the director of Minia hospital for mental 
health and addiction treatment.  In order to conduct the 
study, the aim of the study was explained by the investigator 
to the subjects to get their approval prior starting their 
participation in the study. 

In April 2018, the investigator submitted the 
questionnaire to the nurses and asked them to fill them out, 
enfold and cover them with provided wrapper, and return 
them to the head nurse within one week. 

The patient`s sample data collected  
throughstructured interview conducted in the patient`s  
roomafter ten days of admission;The researcher assured the 
voluntary participation and confidentiality to each patient 
who agreed to participate.Measures were taken to protect 
patient's ethical rights. After explaining the purpose of the 
interview and getting agreement of the patient  to participate 
in the research, the questionnairewas read, explained to the 
patient and the responses were recorded by the investigator 
for eliminating the systematic error. Data were collected by 
using a socio-demographic data sheet ,Rome Opinion 
Questionnaire for Psychiatric Wards’ (ROQ-PW). The 
researcher collected data through three sessions in the week 
,each session take form 10:20 minutes according to the 

patient`s condition.Data collection was conducted over a six 
months’ period extending from April,2018 to October,2018. 
 
 
Ethical Considerations: 

A written initial approval was obtained from the 
research ethical committee of the Faculty of Nursing, Minia 
University. Written informed consent was obtained from 
each participating patient and oral consent from nursing staff 
after explaining the nature and purposes of the study. Each 
assessment sheet was coded and participant`s name was 
notappearing on the sheets for the purpose of privacy and 
confidentiality.  The study sampleswere assured that there is 
no risk to study subjects during application of the 
research.The participant was assured that they can withdraw 
at any time from the current study without any effect on their 
treatment and care or their working condition.  
 
Statistical Analysis: 

The collected data were coded, categorized, 
tabulated, and analyzed using the Statistical Package for the 
Social Science (SPSS 20.0). Data were presented using 
descriptive statistics in the form of percentages, frequency, 
mean and standard deviation. In order to study the possible 
association between aggression reported by staff and 
perceived satisfaction about the quality of care by patients, it 
was necessary to connect the data sets from the POPAS and 
quality of care questionnaires. Hospital department was the 
one variable that was the same in both questionnaires, and 
thus provided the link between the two data setsInferential 
statistical tests of significance, such as T.test, Pearson 
correlation, and linear regression analysis were used to 
identify group differences and the relations among the study 
variables 

 
Results: 
Table 1:  distribution of personal data of nursing staff (n= 54). 

Personal data No. % 
Gender  
Males 23 42.6 
Females  31 57.4 
Age 
20:30 19 35.2% 
31:40 22 40.7% 
41:50 8 14.8% 
>50 5 9.3% 
Mean age 33.5± 5.4 years 
Education 
 Secondary (diploma) 36 66.7% 
Technical institute 10 18.5% 
Baclurate 8 14.8% 
Ward 
Free males 21 38.9% 
Economic males 19 35.2% 
Females 14 25.9% 
Training  
Yes 5 9.3% 
No  49 90.7% 
Experience 
1:5 years 14 25.9% 
6:10 years 17 31.5% 
11:20 years 19 35.2% 
21:30 years 4 7.4% 
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Mean of experience years  12.8± 4.7 years 
Total 54 

 
Table (1): showed that, the majority of the studied sample was females 57%, while 43% were males.40.7% of the studied 

sample wasinthe age group of 31 to40 years with mean age 33.5± 5.4 years. 66.7% of the nurses had secondary (diploma) degree of 
education , 38.9% of themwere working in the free male ward, and 35.2% of them had 11:20 years' experience with mean 
experience years  12.8± 4.7 years. 
 
Table (2):  Distribution of perception of prevalence of aggression scale among nurses: (n=54) 

Perception of aggression scale Never occasionally 
Sometimes \ 

Often \ 
frequently 

No. % No. % No. % 
Verbal aggression 3 5.6% 11 20.3% 40 74.1% 
Threatening verbal aggression 6 11.1% 18 33.3% 30 55.6% 
Humiliating aggressive behavior 5 9.3% 18 33.3% 31 57.4% 
Proactive aggressive behavior 2 3.7% 23 42.6% 29 53.7% 
Passive aggressive behavior 5 9.3% 15 27.6% 34 63.1% 
Aggressive splitting behavior 4 7.4% 23 42.6% 27 50% 
Threatening physical aggression 5 9.3% 24 44.4% 25 46.3 % 
Destructive aggressive behavior 5 9.3% 27 50% 22 40.7% 
Mild physical violence 6 11.1% 26 48.2% 22 40.7% 
Sever physical violence 14 26% 21 38.8% 19 35.2% 
Mild violence against self 8 14.8% 20 37% 26 48.2% 
Sever violence against self 14 26% 20 37% 20 37% 
Suicide attempts 10 18.5% 27 50% 17 31.5% 
Successful suicides 24 44.4% 25 46.3% 5 9.3% 
Sexual intimidation 26 48.1% 25 46.3% 3 5.6% 
Attempted Sexual assault 52 96.3% 2 3.7% 0 0% 
Sick leave 33 61.1% 18 33.3% 3 5.6% 
Total 54 

 
Table (2): revealedthat ,Verbal aggression was the highest form of aggression 74.1%, followed by non- physical forms of 

aggression which include Passive aggressive behavior ,humiliating aggressive behavior ,threatening verbal aggression ,proactive 
aggressive behavior, aggressive splitting behavior, 63.1%, 57.4%, 55.6 ,53.7%, 50% respectively. While the sexual intimidation 
and assault was the lowest 3.7%.  Also,about 61% of nurses who was facing aggression did not take sick leave after aggressive 
incidents.  
 
Table (3): Distribution of Impact of Aggression on Carrer Scale among nurses (no=54). 

Variable Never rarely \ 
Some times 

Often \ 
always 

NO % NO % NO % 
Impairment of relationship between  patients and carrer 
 
I avoid contact with this patient 2 3.7% 13 24.2% 39 72.1% 
I feel insecure at work 0 0% 21 38.9% 33 61.1% 
I experience a disturbance in the relation with the patient 3 5.6% 20 37.1% 31 57.3% 
I feel insecure in working with the patient 3 5.6% 16 29.4% 35 65.0% 
Adverse moral emotions                                                                      
I have a guilty consciences toward the patient 6 11.1% 21 38.9% 27 50% 
I feel sorry for the patient 2 3.7% 21 38.9% 31 57.4% 
I have feeling of being failure 13 24.2% 25 46.2% 16 29.6% 
I feel a shamed of my work 12 22.2% 25 46.2% 17 31.6% 
Adverse feeling to external sources  
 
I have feeling of anger toward the clinic I am working in 5 9.3% 26 48.2% 23 42.5% 
I feel that I am having to deal with societies problems 1 1.8% 18 33.4% 35 65.0% 

Total 54 
 

 
Table (3): showed that the highest impact of aggression came in the item of nurses avoid contact with this patient 

(73.1%),followed by feel insecure in the  workplace(61.1%), or in working with patients (63%), dealing with societies problems 
(63.1%), while feeling of being afailure or ashamed of work came in the lowest level of impact (29.6%),(30.5%) . 
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Figure (1): distribution of levels of impact of aggression on carrer scale among nurses (no=54)  
 

Figure (1) demonstrated that, (57%) of nurses perceived high impact of aggression, but only (11%) of them perceived low 
impact of aggression. 
 
Table (4):distribution of personal and medical data of study sample (patients) (n=100) 

Personal  an medical data No % 
Gender  
Males  81 81% 
Females  19 19% 
Age 
20:30 47 47% 
31:40 23 23% 
41:50 30 30% 
Mean age                                               33.5± 5.8 
Duration of illness 
1:5 29 29% 
6:10 42 42% 
11:20 20 20% 
20:30 9 9% 
Diagnosis 
Schizophrenia 57 57% 
Depression 13 13% 
Mania 7 7% 
Others 23 23% 
Times of Admission 
Firsttime 23 23% 
2:5 times 57 57% 
More than five times 20 20% 
Aggression  
Yes 65 65% 
No  35 35% 
Total 100 

Note: other diagnosis included borderline personality disorder, obsessive compulsive disorder  
 
Table (4): illustrated that, majority of the studied sample were males(81%), where females were only (19%).  47% of the 

studied sample (patients) werein age group 20:30 years with mean age 33.5± 5. 42% of them were suffering from psychiatric 
disease from 6:10 years, 57%of them were diagnosed with schizophrenia, and 57% of them were admitted to hospital for 2:5 
times.Also 65% of the studied sample experienced aggression acts toward staff. 
 
  

low impact
11%

moderate impact
32%

high impact
57%

level of impact
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Table (5):distribution of Rome Opinion Questionnaire for Psychiatric Wards’ (ROQ-PW) amongpatients (n=100) 
ROQ-PW Not at all Not very\ sufficiently Very with some exception\ 

 very with no exception 
NO % NO % NO % 

Staff Professionalism   
Suitability of care 29 29% 51 51% 20 20% 
Staff availability 23 23% 71 71% 6 6% 
Staff kindness and politeness 47 47% 48 48% 5 5% 
Dealing with agitated patients 57 57% 43 43% 0 0% 
Psychological group activities 10 10% 67 67% 23 23% 
Information availability 
Information about a health condition 0 0% 85 85% 15 15% 
Information about drugs 0 0% 79 79% 21 21% 
Information about care after discharge 1 1% 72 72% 27 27% 
Physical environment 
Physical environment 0 0% 43 43% 27 57% 
Recreational activities 0 0% 61 61% 39 39% 
Total 100 

 
Table (5) showed that,  the lowest area of satisfaction was dealing with agitated patients (57%), followed by staff kindness 

and politeness 47% .While  85%of studied sample represented sufficient satisfaction about information delivered to them , and 
57% of them represent high satisfaction about the physical environment. 
 
Table (6): distribution of Rome Opinion Questionnaire for Psychiatric Wards`s domains(n=100). 

ROQ-PWdomains Total score Mean S.D 
Staff Professionalism   25 10.4 ±2.3 
Information availability 15 9.2 ±3.1 
Physical environment 10 6.8 ±2.8 

 
 Table (6) showedthat ,the lowest domain of patient satisfaction was staff Professionalism (M=10.4±2.3), but the highest 

domain of satisfaction was Physical environment (M=6.8±2.8) 
 

 
Figure (2): distribution of levels of Rome Opinion Questionnaire for Psychiatric wards' (n=100). 

 
Figure (2) illustrated that, 57% of the studied sample represented moderate satisfaction about the quality of care and only 

22% of them represented high satisfaction.  
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Table (7): Correlation between total POPAS and total QOC-PW and total IMPACS. 
Total POPAS Total IMPACS Total QOC-PW 

R. P. R. P. 
.932** .003 -.921* .022 

** Correlation is significant at the 0.01 level (2-tailed). *Correlation is significant at the 0.05 level (2-tailed). 
 
Table(7) revealed that, there was a significant negative correlation between total POPAS and total QOC-PW, and positive 

correlation between total POPAS and total IMPACS.  
 
Discussion: 

Concerningpersonal data of the 1st studied sample 
(nurses), the present study revealed that, more than half of 
the studied sample werefemales(Fig 1). This result might be 
due togender inequality in the nursing profession as it was 
for many decades taken as female's profession, Also it could 
be attributed to in equality in numbers of nursing student at 
the first place in nursing schools, and may be it isn’t the best 
paid job especially in governmental places. This result was 
in the same tone with (22) who found that, efforts to promote 
gender equality in workplaces of all kinds may be 
widespread, but the number of men in nursing remains 
stubbornly low. 

The present study revealed that, over the third of the 
study sample worked on the free male ward. This finding 
might be related to that it is the biggest word with regard to 
bed's number.  

Regarding different types of aggression, the present 
study revealed that, verbal aggression was the highest form 
of aggressive acts faced by psychiatric nurses(table2). This 
might be due to that, verbal aggression appears to be almost 
uncritical and more a consequence of contact time than any 
pre-selection. This result was in agreement with (23)who 
reported that, there may be something about the nature of the 
nurse–patient interaction, which contributes to increased 
experiences of verbal aggression. In this context 
(24)represented that, the annual incidence of verbal assaults 
70%. Similarly  (25) reported that, 60% of the confrontations 
with aggression is verbal aggression. Also (26)reported that, 
Verbal aggression was the commonest type of aggression. 

As for sexual harassment and rape, the present 
study revealed that, they were at the lowest rate (table2). 
This might be related to our religious and culture which 
criminate this actions. This finding compatible to the 
findings of(24)whofound that,the  annual incidence about 
25% of nurses report sexual harassment.  

Concerning day off after facing aggressive acts, the 
current study revealed that,around two thirds of the studied 
sample didn’t take days off as aresult of aggression (table2). 
This might beattributed to that, nurses and their mangers 
seeing aggression as a-part of psychiatric nurses' profession. 
This result was congruent with (27)who reported that, only 
5% of the subjects had called out sick following an 
aggressive incident. 

Regarding to the impact of aggression on health 
among nurses,the present study revealed that, around fifty of 
the studied samplesuffered high impact of aggression (figure 
4). This result was supported by(18)who reported that, about 
half of his study sample suffered high impact of aggression 
including physical ,psychological ,emotional, and cognitive 
effects. Similarly (28) who reported that, two thirds of the 
employees felt under high levels of stress as a result of the 
incidents . 

The present study appointed that, around half of the 
sample experienced impairment in relation with patients in 

the form of (disturbance of therapeutic relation, avoidance of 
aggressive patient, feel insecure with working with patients 
,and feel insecure at the work place) (figure 3). Also, around 
three quarters of the sample represented avoidance of 
patients after the aggressive incident (table 3). This 
avoidance of contact with the patients , impairment of 
relationship between nurse and patient were the most 
obvious reactions of nurses after patient`s aggressive acts 
and might be related to fear from an aggressive patient or 
fear of permanent side effects of the assault and by its turn 
produce impairment of their relation. 

The previous finding was consistent with (29) who 
reported that, avoidance of aggressive patient was the most 
common reaction of nurses. In the same line (30) reported 
that impairment of the nurse-patient relationship after 
aggressive acts by the patients was the most serious problem.  

In addition the present study revealed that, two 
thirds of the studied sample presented the feeling of insecure 
at work place (table 3).This might be due to the 
administration`sreaction after aggressive incidents as they 
saw aggression as a part of nurse`s job and didn’t treat nurse 
as a victim of assault.This finding was supported by (31)who 
revealed that, after aggressive actsnurses' perceptions of their 
job competency and security or satisfaction with the 
workplace may be affected. Also, (6) reported that, many 
assault victims feel insecure at work. 

In addition, the current study illustrated that,around 
two thirds of studied sample feelinsecur in working with the 
aggressive patients(table9). This might be related to 
psychiatric nurses look to mental patients as impulsive and 
can`t control his actions. This finding was partially supported 
by (32)who signify that, 25% of psychiatric nurses  felt that 
their life had been threatened in aggressive incidents. 
Similarly (4)found that , insecurity and fear might be  
relatedto being at the mercy of the perpetrator. 

Also,approximately half of the studied sample 
reported guilty consciences and sorry toward the patient 
(table3). This feeling of sorry or guilty consciousness might 
be related to inability to handling the situation in a more 
appropriate way. In this respect,(33) found that, many of the 
staff members felt guilty after dealing with aggressive 
patients . Also(34) who reported that, guilt or self-blame or 
shame were also a prominent reaction to aggression reported 
in a majority of the studies.  

In addition, the present study revealed that, two 
thirds of the studied sample represented the feeling of 
insecure at work place (table 9).This might be due to the 
administration reaction after aggressive incidents as they see 
aggression as a part of nurse`s job and didn’t treat the nurse 
as a victim of assault.This finding was supported by (31)who 
revealed that, after aggressive actsnurses' perceptions of their 
job competency and security at or satisfaction with the 
workplace may be affected. Also, (6) reported that, many 
assault victims feel insecure at work 
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As regard to the patient`s personal data, the current 
study demonstrated that, Majority of the studied sample 
(patients)were males where females were only (19%)  
(fig.5). This might be interpreted by males being at higher 
level of responsibility and life stress which may put them at 
higher prevalence to psychiatric disorders or simply that the 
sample taken from two males ward against one female ward. 
This finding was in contrast with (35) who found that, 
mental disorder prevalence is higher in women than men 
(19.0%, 12.9%) respectively. 

Moreover, the present study revealed that, around 
half of the studied sample (patients) was in the age group 20-
30 years (table 4). Also, around one third of themduration of 
their illness was6:10 years(table 4). And half of them were 
diagnosed with schizophrenia(table 4). This mightdue to that 
schizophrenia is the most prevalent psychiatric disorder. This 
finding was supported by (36)who reported that,across 
studies that use household-based survey samples, clinical 
diagnostic interviews, and medical records, estimates of high 
prevalence of schizophrenia and related psychotic disorders 
in Egypt . 

The present study found that, more than two thirds 
of the studied sample represented aggressive acts toward 
nurses (table 4). This might be due to the psychiatric patients 
complain from,impulsivity, hyperactivity, hallucination and 
delusions which effect on patient and his behaviors.This 
finding was congruent with (17) who stated that, (57%) of 
aggressors were usually patients at psychiatric clinic. 

Concerning patient satisfaction about quality of 
care,The present study illustrated that, over all patient`s level 
of satisfaction about the quality of care was moderate (fig. 
2).This result wasconsistent with (37) who found that, 
consumers were asked to rate their overall satisfaction by 
marking a number from 1 to 10 (where 1 = very bad and 10 
= excellent). A mean score of 6.8 resulted.This finding was 
in disagreement with (38) who signified that,  high 
proportion of patients were dis-satisfied with quality of care 

Moreover, results of the present study demonstrated 
that, most of the studied sample were quiet satisfied about 
meeting their request when asking for help(table 5). This 
might be due to  the number of the nursing staff to represent 
help as needed . This finding was supported by(39)who 
revealed that, Patient satisfaction was highest in the area of 
receiving help when needed ,60% reported that admission 
was good, and 76% of the patients felt that staff were caring 
and showed sympathy in acceptable manner.In the same line 
(40)presented that, respondents reported  moderate 
satisfaction with time available to be with other patients, and 
their degree of comfort talking to staffas needed. The 
previous finding wasincongruent with (37)who reported 
that,the treating team dealt in-promptly with concerns and 
requests was rated bad at 80% disagreement. 

Regarding, dealing with agitated patients , the 
current study illustrated that, dealing with agitated patient 
being at the lowest satisfaction area in the patient`s care 
(table 5) .This might be due to that the patients seeing the 
nurses dealing with excessive force, and  in  an 
unprofessional manner with agitated patients. In the same 
context (37)revealed that, most dissatisfaction areas were 
restrictions and compulsory care. Also (39)repoted that, 
patients showed low satisfaction in the area of restrictions on 
movement, with 47% evaluating restrictions as negative or 
very negative. Similarly (41) who represent that, patients 
demonstrated lack of patient’s dignity while dealing with 
aggression. 

Regarding the physical environment, the current 
study revealed that, the physical environmentincluded 
cleanliness, food, sound level, companion patients,the 
comfort and esthetics of the places. The environment and 
recreational services (Table 5) represented the highest 
satisfaction items. This might be related to presence of 
suitable rooms, good ventilation, proper bathrooms, good 
light, sanitary food, clean clothes, and numerous entertaining 
events. These findingswere in consistent with (42) who 
represented that, all items included in physical environment  
and recreational activities attracted 75% of patient`s 
satisfaction.The current findings  were in contrast with (43) 
who revealed that, physical environment need to more 
improvement in areas of single bedrooms, a maximum of 
two patients per room and aspecial room for eating, clean 
clothes, aclean bed and tasty food were considered to be 
tokens  and recreational activities need to be more attractive . 

Concerning the relation between the study 
variables, The current study revealed that, there were high 
positive significant  correlation between  facing aggression 
and it`s impact on nurses(table 7) especially on areas of 
impairment of relation between patient and nurses and 
adverse moral feelings this can interpreted by excessive 
facing of different types of aggression that put nurse in 
dilemma between dealing with aggression as a-part of their 
job or refuse it as humiliating to their dignity  so, they  resort 
to stay away from aggressive patients and at the same time 
feeling of guilt about this.  This result was supported by(44) 
who defined seven categories of consequences of workplace 
aggression: (1) physical, (2) psychological, (3) emotional, 
(4) work functioning, (5) relationship with patients/quality of 
care, (6) social/general, and (7) financial. Also, (45) found 
that, the health care professionals who had been exposed to 
physical and verbal violence reportedahigher percentage of 
anxiety, emotional exhaustion, depersonalization and 
burnout syndrome compared with those who had not been 
subjected to any aggression. 

The present study revealed that, there was a highly 
significant negative correlation between aggression toward 
psychiatric nurses and patient`s satisfaction about qualityof 
care(table 7) .As mentioned before facing aggression by 
nurses made them more deniable to patients, tending to 
dealing improperly, feeling that this patient the only 
treatment to him is being in isolation. This result was 
supported by (38) who reported that, there was a highly 
statistically significant negative correlation between patient 
satisfaction about quality of care and facing of aggression. 
Similarly (31) who signified that, Patient`s aggression and 
assault can lead to real or perceived impairments in 
professional performance, leading nurses to doubt the quality 
of their work. Also (46) reported that, of those who had 
experienced aggression, over two-thirdsindicated that it 
frequently or occasionally contributed totheir potential to 
make errors, or to affect their productivity, decreased job 
performance and headache andtheir patients represent lower 
level of satisfaction . 
 
Conclusion 

Based on the present study, the result could be 
concluded that, Nurses working in psychiatric settings 
experience high levels of aggression at work, especially 
verbal aggression, where sexual abuse came at the lowest 
level. The serious effects of aggression toward nurses  
appearin the area of  nurse`s performance and relation with 
patients.There was a positive association between aggression 
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toward psychiatric nurses and impact of aggression on 
nurses. There was a negative association between aggression 
toward psychiatric nurses and patient satisfaction about the 
quality of care. 
 
Recommendations: 

Based on the previous findings of the present study, 
the following recommendations are suggested: 

 For clinical implication: 
o Continuous training program about how to 

deal with  anaggressive patientwichshould 
be designed and conducted to improve the 
nurse's awareness of the problems. 

o Increased security, video monitoring, and 
safe nursing areas were important safety 
measures. 

o Creating workplace violence prevention 
committees are seen as vital.  

o Tertiary prevention recommendations 
suggested by the respondents included the 
option of taking legal action once 
workplace violence had occurred and 
offering adequate followup care and 
necessary treatment after the violent event. 

 For further research: 
o Further studies are necessary using alarge 

probability sample for generalization of the 
result  

o Repeating this study with involving 
physicians, social workers, and all staff 
involved in patient care. 
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Abstract:  

Background: Dysmenorrhea is one of the most common gynecologic disorders. It is the greatest single cause of lost 
work and school days among adolescent girls. The aim of this study was to assess knowledge, attitude and practice 
among adolescent girls regarding dysmenorrhea. Subjects and methods: A descriptive research design was utilized 
to fulfill the aim of this study. Purposive samples composed of 300 girl students were recruited from two 
governmental secondary schools. Tools for data collection were consisted of five tools:  a structure self-
administrative interview questionnaire, visual analogue scale, knowledge assessment, attitude scale, and practice 
assessment. Results: 45.3% of the adolescent’s girls had moderate pain, 41.3% of the adolescent’s girls take 
analgesic during dysmenorrhea, 79.7% of adolescent’s girls had unsatisfactory knowledge level, 87.0% of them had 
poor practice during dysmenorrhea, and 55.7% of them had positive attitude toward dysmenorrhea. Conclusion: 
about half of the adolescent’s girls had moderate pain, more than one quarter of them had pain in lower abdomen, 
back, and legs and the majority of adolescent’s girls had unsatisfactory knowledge level, poor practice during 
dysmenorrhea, but more than half of them had positive attitude toward dysmenorrhea.  Recommendation: initiate 
educational program during adolescent stage by using a multitude of audiovisual materials that suite for each 
adolescent’s girls and achieve a satisfactory level 
Keywords: Attitude, knowledge, Practice, Adolescent Girls, Dysmenorrhea 

 
Introduction 

Dysmenorrhea, painful menstruation, is one of the 
most common gynecologic disorders. It is the greatest single 
cause of lost work and school days among young women. 
Dysmenorrhea may be primary, with no associated organic 
pathology, or secondary, with demonstrable pathology 
(Iacovides, et al., 2015). 

Primary dysmenorrhea usually begins in 
adolescence after the establishment of ovulatory cycles. 
Primary dysmenorrhea is caused by myometrium activity 
resulting in uterine ischemia causing pain. This myometrium 
activity is modulated and augmented by prostaglandin 
synthesis. Uterine contractions can last many minutes and 
may produce uterine pressures greater than 60 mm Hg. 
Multiple other factors may play a role in the perception and 
the severity of the pain (Shaviv, et al., 2018).  

Secondary dysmenorrhea means pelvic pain caused 
by (secondary to) a disorder or disease. Secondary 
dysmenorrhea most commonly begins in women who are in 
their late teens or early twenties and progressively worsens. 
The pain may begin before menses and continues during and 
even after menses. Dyspareunia is also common. 
Gynecological problems that can cause secondary 
dysmenorrhea includes pelvic inflammatory disease, 
leiomyomata, endometriosis, adenomyosis, and intrauterine 
device use (Bernardi, et al., 2017).   

The reaction to menstruation depends upon 
awareness and knowledge about the subject. The manner in 
which a girl learns about menstruation and its associated 
changes may have an impact on her response to the event of 
menarche. Although menstruation is a natural process, it is 
linked with several misconceptions and practice, which 
sometimes result into adverse health outcomes. Many girls 
have a faulty knowledge of the location and function of the 
reproductive organs and their inter-relationships some even 
perceiving events like menstrual bleeding to be coming from 
the abdomen, intestines, and kidneys, or occurring as a 
consequence of expletive from god, sin, and disease (Orhan 
et al., 2018). 

Attitudes towards dysmenorrhea are affected by 
many factors, including cultural, ethnic, and religious 
backgrounds. Mothers, teachers, friends, relatives, television, 
and books are the main sources of information on 
menstruation for adolescent girls (Farotimi, et al., 2015). 

Nurses are often asked for advice about 
dysmenorrhea and are in an ideal position in their role as 
health educators and health promoters to offer suggestions 
for self-care. Patients should be informed that dysmenorrhea 
is a treatable condition and that the prognosis for primary 
dysmenorrhea is excellent. It is vital, therefore, that nurses 
understand how the menstrual cycle works and are familiar 
with the anatomy and physiology of the reproductive system 
and its associated disorders. This will enable them to give 
patients a better understanding of their condition (Said & 
Mettwaly, 2017). 
 
Significance of the Study  

The burden of dysmenorrhea is greater than any 
other gynecological complaint: dysmenorrhea is the leading 
cause of gynecological morbidity in women of reproductive 
age regardless of age, nationality, and economic status. The 
effects extend beyond female adolescents to society, 
resulting annually in an important loss of productivity. Thus, 
the World Health Organization estimated that dysmenorrhea 
is the most important cause of chronic pelvic pain (Bernardi 
M, et al, 2017). 

 Santina, et al, (2011) showed that there is high 
Prevalence of dysmenorrhea among adolescents was ranged 
(50%-70%) especially in the first years of their reproductive 
life. Other study done by (Mohamed& Mansour ) reported 
that dysmenorrhea has effect on quality of life as it reduced 
ability of girls to concentrate, changes in normal  physical 
activity, adverse effect on psychosocial well-being, sleep 
disturbance, absence from school and hospital admission . 
An epidemiological study in Egypt reported that 75% of 
pubertal adolescent experienced dysmenorrhea (Mohamed 
and Mansour, 2013).  
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Also, Abd El-Hameed, et al.,(2011) who assessed 
dysmenorrhea and menstrual hygiene practice among 
adolescent girls in some nursing schools at Minia 
governorate, found that (26.9%) from sample taken rest at 
home (absences from schools). 
 
Aim of the Study 

The aim of the current study was to: 
Assess knowledge, attitude and practice among 

adolescent girls regarding dysmenorrhea. 
 
Research Question 

What are the levels of adolescent girls' knowledge, 
attitude and practice regarding dysmenorrhea? 
 
Subjects and Methods 
 
Research Design 

A descriptive research design was utilized to fulfill 
the aim of this study. 
 
Setting 

This study was conducted at two governmental 
secondary school  (Abdelgaber Mohamed & Tala secondary 
school) representing two villages at Minia city (west to 
Minia city ) in Minia governorate 
 
Sample: 

Purposive sample composed of 300 girl’s students 
was recruited for the current study through using the 
following multistage sampling: 

 Stage 1: List all villages (20) at Minia city. 
 Stage 2: Select two villages from Minia city at 

randomly from available villages. 
 Stage 3: List all schools in each of the 2 villages 

(each villages contain one school). 
 Stage 4: Select all girl students who had 

dysmenorrhea in the selected school in each village. 
The inclusion criteria were girls who had age 

ranged between 15 - 19 years, had experienced primary 
dysmenorrhea, and has risk factors for dysmenorrhea. While 
girl students who have medical diseases (diabetes, anemia, 
cardiac diseases,………) were excluded. 

Tools for data collection used in this study were 
consisted of five tools: 

Tool I: A structured self-administrative 
questionnaire designed by the investigator after reviewing of 
the related literature. It consisted of two parts: 

Part (One): Concerned with socio-demographic 
characteristics related to adolescent’s girls including age, 
residence, class number, mother’s education, and mother’s 
occupation) 

Part (Two): This part involving menstrual and 
dysmenorrhea characteristics including age of menarche, 
menstrual cycle, duration of menstrual flow, number of bad 
changed / days, duration of cycle, drink hot fluids, take 
analgesic, timing of analgesic use, number of days when take 
analgesic, total number of tables, onset of dysmenorrhea, 
duration of pain and site of pain. 

Tool II: Visual Analogue Scale (VAS). It developed 
by Andersch and Milsom (1982) and used as a self-report 
pain to assess the adolescent girls experience of pain. It is a 
measurement instrument that tries to measure a degree that is 
believed to range across a continuum of values. For example, 

the amount of pain that a girl feels ranges across a continuum 
from none to an extreme amount of pain (Rijkenberg et al., 
2015) 
 
Scoring systems of VAS:  

Scores from the VAS was categorized on a scale of 
0 to 10 which 1–3 means mild pain; 4-7 means moderate 
pain; and 8–10 means severe pain. 

 
Tool III: Knowledge Assessment tool designed by 

the investigator to assess adolescents’ girls’ knowledge 
regarding dysmenorrhea included (47) items related to 
definition, causes, time of dysmenorrhea relieve, risk factors, 
signs and symptoms and effect of primary dysmenorrhea. 
With response (Yes or No). 
 
Scoring System 

Answers obtained from the adolescents girls related 
to knowledge were scored and calculated according to their 
answers, their responses were evaluated using the models 
key answers sheet prepared by investigator. Correct response 
scored as (One) while incorrect responses scored as (Zero). 
The total knowledge scores were 47. Scores <15 were 
classified as unsatisfactory level of knowledge, scores 15-30 
were classified as moderate level of knowledge, and scores 
>30 were classified as satisfactory level of knowledge. 

 
Tool IV: Attitude assessment scale which was 

designed by the investigator to assess adolescents’ girls’ 
attitude regarding dysmenorrhea. It involves 20 questions as 
menstrual pain is considered to be annoying only if attention 
is paid to them, the menstrual pain something that difficulties 
to me and I hate, I am really moody. But when i get 
menstrual pain I feel crazy, do evil deeds during menstrual 
pain, wish that the pain of menstruation away from 
me…………. 
 
Scoring System  

A three point Likert scale (agree- neutral- disagree) 
was developed to assess the students responses to attitude 
statements toward dysmenorrhea, it consisted of (20) 
statements to which the girls were asked to response to one 
the choices.  

A scoring for girls was consisted of given three 
scores for agree, two scores for neutral, and one score for 
disagree. Total attitude score was (60) scores. If their total 
scores were ≤ 30 were classified as negative attitude while a 
total scores ≥ 31 were classified as positive attitude. 

 
Tool V: Practice Assessment Sheet designed by the 

investigator to assess Adolescents’ girls’ practice regarding 
dysmenorrhea which involved 22 items as isolate from my 
family, taking hot bathing, taking hot drinks, prevent some 
food intake which increase dysmenorrhea, taking some food 
that decrease dysmenorrhea, perform physical exercise, 
rubbing / massaging the abdomen or worst pain, 
……………………………..etc with response done or not 
done. 
 
Scoring System  

Done practice was scored as (One) while not done 
practice was scored as (Zero). The total practice scores were 
22 scores. Score of ≤11 was classified as poor practice; 
scores ≥12 was classified as good practice. 
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Validity and Reliability 

The tool was tested for content validity by a jury of 
five experts in the field of maternal nursing and psychologist 
staff and necessary modifications were done. The tool which 
was tested for internal consistency by using Cronbach’s’ 
alpha test were 0.812, 0.80, 0.790 &0.759 respectively that 
indicated strong reliable tools.  
 
Pilot Study: 

After developing the tools, a pilot study was 
conducted on 10% of students (30 students).  It was 
conducted to test clarity, and feasibility and applicability of 
the tools used in the current study for data collection as well 
as to determine the time required for filling the data sheets. 
According to the results of pilot study, the needed 
modifications, omissions and/or additions for some items 
were done. The sample of the students who participated in 
the pilot study was excluded from the main study sample. 
 
Data collection procedure: 

An official letter was requested from the Dean of 
the faculty of Nursing at Minia University to head manager 
of Abdelgaber Mohamed & Tala secondary schools, asking 
for permission to collect data. Meeting with selected schools 
manager to explain the objectives and aim of the study who 
helped to gain their cooperation and to allow interviewing 
students during minimal workload activities.  

The investigator was attending to selected schools 
to collect the data from 8.30 AM to 1.00 PM in two days 
each week (Saturday and Sunday) for three months. The 
investigator was collect data from every grade secondary in 
four weeks. The investigator was collect data from 20- 30 
students each week  

All students were informed that their participation is 
voluntary and reassurance was given to the students about 
the confidentiality of their responses. The investigator 

explained the aim and nature of study briefly through direct 
personal communication that it was take time from 20-25 
minutes with the participants. Oral consent was obtained 
from the participants before inclusion in the study.  

After that the investigator was distribute all 
questionnaires to students who participated in the study and 
asked them to fulfill them and the investigator spend this 
time with students during fulfilling the questionnaires. The 
investigator was reminding students to answer all questions 
that present in questionnaires. Duration of data collection 
was started from middle February 2018 to the middle of May 
2018.  
 
Ethical Consideration: 

A written initial approval was obtained from the 
dean of the Faculty of Nursing and from the research ethical 
committee of the Faculty of Nursing, Minia University. Oral 
informed consent was obtained from students who 
participated in this study. Each assessment sheet was coded 
and students' name was not appearing on the sheets in the 
purpose of anonymity and confidentiality. 
 
Statistical Design: 

Data entry was done using compatible personal 
computer. Statistical analysis was done using statistical 
package of social science (SPSS) version 20 and excel for 
figures. The content of each tool was analyzed, categorized 
and then coded. Data were presented using descriptive 
statistics in the form of frequencies and percentages for 
qualitative variables, and means and standard deviations for 
quantitative variables. Statistical significance used at P value 
<0.05.Chi-square/ or fisher exact test was used to detect the 
relation between adolescents’ girls knowledge, attitudes, 
practices based on their selected socio-demographic 
characteristics 

 
Results 

The results of this study are presented under 5 heading: demographic descriptions of the girls, knowledge of adolescents 
regarding dysmenorrhea, their attitude, their practice and relationship between demographic descriptions of them and their 
knowledge, their attitude, their practice regarding dysmenorrhea. 
 
Table (1): Percentage distribution of socio-demographic characteristics of adolescent girls (n = 300). 

Items no. 
(n= 300) 

% 

Age / Year    
< 15  29 9.6 
15 –< 17  167 55.7 
17- <19   104 34.7 

Mean ± SD 16.2 ± 1.23 years 
Grade No.    
1st  110 36.7 
2nd  90 30.0 
3rd  100 33.3 
Mother’s education   
Illiterate      80 26.7 
Read and write   54 18.0 
Primary education  20 6.7 
Secondary education  121 40.3 
University education  25 8.3 
Mother’s  occupation    
House Wife  221 73.7 
Employed 57 19.0 
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Items no. 
(n= 300) 

% 

Free Work  22 7.3 
 
Table (1) shows that 55.7% of the adolescents’ girls aged between 15 – 17 years with mean 16.2 ± 1.23 years , 36.7% of 

them in 1st grade, 40.3% of them their mothers had secondary education and 73.7% their mothers were housewives 
 
Table (2):  Percentage distribution of adolescent’s girls according to visual analogue scale (n = 300). 

Dysmenorrhea Characteristics no. % 
Degree of pain    
Mild  95 31.7 
Moderate  136 45.3 
Severe  69 23.0 

Mean ± SD 5.8 ± 2.3 
Onset of dysmenorrhea   
Before one week of menstruation  50 16.7 
2- 3 days before menstruation 121 40.3 
At the day of menstruation 116 38.7 
After one day of menstruation 13 4.3 
Duration of pain  in  months / hours   
< 1 hour 39 13.0 
1- 4 hour  91 30.3 
5- 8 hour  67 22.3 
More than 8 hours  103 34.4 
Site of pain    
Lower abdomen  61 20.3 
Lower abdomen and back 84 28.0 
Lower abdomen, back and legs 91 30.3 
Chest pain  10 3.3 
All body parts 54 18.0 

 
Table (2): presents that 45.3% of the adolescent’s girls had moderate pain with mean 5.8 ± 2.3, 40.3% of them 

dysmenorrhea onset at 2- 3 days before menstruation, 34.4% of them duration of pain in moths more than 8 hours and 30.3% of 
them the most common site of pain in lower abdomen, back, and legs 
 

 
Figure (1): Percent distribution of adolescents’ girls regarding their source of knowledge about dysmenorrhea (n = 300) 

 
Figure (1) illustrates that 50.6% of adolescent’s girls their source of knowledge about dysmenorrhea was their mothers. 
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Figure (2): Distribution of action taken for dysmenorrhea during school hours 

 
As regard distribution of action taken for dysmenorrhea during school hour’s figure (2) illustrates that 34.3% of 

adolescent’s girls inform their friends and get help while the minority of them (13.0%) inform teacher and seek help 
 
Table (3): Distribution of adolescent’s girls regarding their total knowledge, practice and attitude about dysmenorrhea (n= 
300). 

Items No. (n = 300)  % 
Knowledge level   
Unsatisfactory (< 15 scores) 239 79.7 
Moderate (15 – 30 scores) 57 19.0 
Satisfactory (≥ 30 scores) 4 1.3 

Mean ± SD 22.5 ± 6.6 
Practice level   
Good (≥ 12 scores) 39 13.0 
Poor (≤ 11 scores) 261 87.0 
Mean ± SD  8.0 ± 3.2 
Attitude level    
Positive ((≥ 31 scores) 167 55.7 
Negative (≤ 30 scores) 133 44.3 
Mean ± SD  21.0 ± 4.1 

 
Table (3): shows that 79.7% of adolescent’s girls had unsatisfactory knowledge level, 87.0% of them had poor practice 

during dysmenorrhea, but 55.7% of them had positive attitude toward dysmenorrhea 
 
Table (4): Relations between adolescent’s girls’ total knowledge levels and their socio-demographic data (n= 300). 

 
 Items   

Total knowledge levels  
Fisher  

 
P – 

value  
Unsatisfactory Moderate Satisfactory 

no. % no. % no. % 
Age / Year          
< 15  22 75.9 6 20.7 1 3.4  

13.448 
 

.009** 15 – < 17  145 86.8 21 12.6 1 0.6 
17- < 19  72 69.2 30 28.8 2 1.9 
Grade No.          
1st  94 85.5 14 12.7 2 1.8 11.979 .02* 
2nd  76 84.4 14 15.6 0 0.0 
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 Items   

Total knowledge levels  
Fisher  

 
P – 

value  
Unsatisfactory Moderate Satisfactory 

no. % no. % no. % 
3rd  69 69.0 29 29.0 2 2.0 
Mother’s education   
Illiterate      65 81.3 15 18.7 0 0.0  

 
.06 

 
 

15.181 
NS 

Read and write   46 85.2 5 9.3 3 5.6 
Primary education  15 75.0 5 25.0 0 0.0 
Secondary education  96 79.4 24 19.8 1 .8 
University education  17 68.0 8 32.0 0 0.0 
Mother’s  occupation    
Housewife  181 81.9 36 16.3 4 1.8  

6.603 
 

.158 
NS 

Employed 40 70.2 17 29.8 0 0.0 
Free work  18 81.8 4 18.2 0 0.0 

 
Table (4): presents that there were statistically significance differences between adolescents’ girls’ total knowledge levels 

and their age and grade number which P – value ≤ .009& .02 respectively 
 
Table (5): Relations between adolescent’s girls attitude levels and their socio-demographic characteristics (n= 300). 

 
Items  

Total Attitude   
X 2  

 
P – 

value  
Positive (n = 

167)  
Negative (n = 

133) 
no. % no. % 

Age / Year        
< 15  13 7.8 16 12.0  

2.060 
 

 
.357 
NS 

15 –< 17  92 55.1 75 56.4 
17- < 19  62 37.1 42 31.6 
Grade No.        
1st  55 32.8 55 41.4 2.355 .308 

NS 2nd  52 31.1 38 28.6 
3rd  60 35.9 40 30.1 
Mother’s education       
Illiterate      45 26.8 35 26.3  

.484 
 

.975 
NS 

Read and write   32 19.2 22 16.5 
Primary education  11 6.6 9 6.8 
Secondary education  65 38.9 56 42.1 
University education  14 8.4 11 8.3 
Mother’s  occupation        
Housewife  121 72.5 100 75.2 .453 .797 

NS Employed 34 20.3 23 17.3 
Free work  12 7.2 10 7.5 

NS= not statistically significance 
 
Table (5): shows that there were no statistical significance differences between adolescent’s girls’ attitude levels and their 

socio-demographic characteristics. 
 

Table (6): Relations between adolescent’s girls’ total knowledge levels and their total practice and attitude level (n= 300). 
 

Items  
Total knowledge levels  

Fisher  
 

P – 
value  

Unsatisfactory 
(n= 239) 

Moderate 
(n = 57) 

Satisfactory 
(n= 4) 

no. % no. % no. % 
Practice level         
Good (≥ 12 scores) 30 76.9 8 20.5 1 2.6  

.606 
 

.739 
NS 

Poor (≤ 11 scores) 209 80.1 49 18.8 3 1.1 

Attitude level          
Positive ((≥ 31 scores) 129 77.2 36 21.6 2 1.2  

1.625 
 

.444 
NS 

Negative (≤ 30 scores) 110 82.7 21 15.8 2 1.5 

NS= not statistically significance 
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Table (6): presents that there were no statistical significance differences between adolescent’s girls knowledge level and 
their total practice and attitude level 
 
Table (7): Relations between adolescent’s girls total practice levels and their socio-demographic data (n= 300). 

  
Items  

Total practice level   
X 2  

 
P – 

value  
good  

(n = 39) 
poor  

(n= 261) 
no. % no. % 

Age / Year        
< 15  4 13.8 25 86.2  

1.774 
 

.412 
NS 

15 –< 17  18 10.8 149 89.2 
17- <19  17 16.3 87 83.7 
Grade No.        
1st  18 16.4 92 83.6 2.445 .294 

NS 2nd  8 8.9 82 91.1 
3rd  13 13.0 87 87.0 
Mother’s education       
Illiterate      12 15.0 68 75.0  

2.935 
 

.569 
NS 

Read and write   10 18.5 44 81.5 
Primary education  2  18  
Secondary education  12 9.9 109 90.1 
University education  3 12.0 22 88.0 
Mother’s  occupation        
Housewife  28 12.7 193 87.3  

.083 
 

.959 
NS 

Employed  8 14.0 49 86.0 
Free work  3 13.6 19 86.4 

 
Table (7): shows that there were no statistical significance differences between adolescent’s girls total practice levels and 

their socio-demographic characteristics 
 
Discussion 

The adolescents’ girls that were included in the 
study were revealed that more than half of adolescents’ girls 
aged between 15 – 17 years, more than one third of them in 
1st grade, and less than three quarters of them their mothers 
were housewives. This result relevant to other studies at this 
research point as Abd  El-Hameed, et al., (2011) who studied 
the assessment of dysmenorrhea and menstrual hygiene 
practices among adolescent girls in some nursing schools at 
EL-Minia Governorate, Egypt and reported the same results. 

As regards distribution of adolescent’s girls 
regarding their dysmenorrhea characteristics around half of 
adolescent’s girls had moderate pain. This result in the same 
line with Tanmahasamut & Chawengsettakul, (2012) who 
studied dysmenorrhea in Siriraj medical students; 
prevalence, quality of life, and knowledge of management 
and reported that the prevalence of one third of studied had 
mild, more than one third of them had  moderate pain . Also 
this result were confirmed with  Chang & Chuang, (2012) 
reported that one quarter of participant  reported feeling mild 
pain (1–3 points), more than one third of them felt moderate 
pain (4–7 points) and near to one quarter participants 
experienced severe pain (8–10 points). Moreover, Wijesiri & 
Suresh, (2013) found in their study that more than half of the 
students experienced moderate pain during their 
menstruation.  

The present study reported that slightly more than 
one third of them their duration of pain was more than 8 
hours and the most common site of pain were in lower 
abdomen, back, and legs. These results come in accordance 
with Abd El-Hameed et al., (2011) who reported that near 
half of the students had the pain with menstrual beginning 
and continues for 24-hours while the most common site of 
pain was the lower abdomen. Also, Kamel et al., (2017) who 

reported that mean duration of menstrual pain was 2.07 ± 
0.95 days and the most of respondents reported feeling pain 
in the abdomen and back (VAS score, 5.00) in additional to 
Rabiepoor, et al., (2017) mentioned the same. 

The present study illustrated that the more than 
three quarters of adolescent’s girls had unsatisfactory 
knowledge level and only one fifth of them had satisfactory 
knowledge. This result come in the same line with 
Ogunfowokan & Babatunde, (2010) who studied 
management of primary dysmenorrhea by school adolescents 
in ILE-IFE, Nigeria and  found that adolescents have limited 
knowledge regarding menstruation and dysmenorrhea.  

But this results contradicted with Chang` & 
Chuang, (2012) who mentioned that participants had 
moderately good knowledge about dysmenorrhea  and 
Wijesiri & Suresh, (2013) who study and find that more than 
one third of the participants had high knowledge about 
dysmenorrhea. Also, Farotimi et al., (2015) mentioned that 
more than one third of the participants had adequate 
knowledge about dysmenorrhea, more than one third had 
moderate knowledge, and more than one fifth of them had 
low knowledge. Moreover,  Sherpa et al., (2017) who studied 
knowledge regarding dysmenorrhea and its health seeking 
behavior in colleges of Sik and reported that more than three 
quarters of participants had moderate knowledge regarding 
dysmenorrhea and its health seeking behavior.  

This result confirmed that health education about 
the menstrual period should begin before the first menstrual 
period for physical and mental preparing of girls. 

According to adolescent’s girls practice during 
dysmenorrhea more than half of the adolescents girls taking 
hot bathing. This result agreed with Abd El-Hameed et al., 
(2011) who reported in their study mentioned that the 
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majority of adolescent girls taking hot bath to decrease the 
menstrual pain. 

Concerning to management of dysmenorrhea the 
present results found that more than one third of adolescents’ 
girls ignore the pain. This result in the same line with 
Farotimi et al., (2015) who determined the knowledge, 
attitude, and healthcare-seeking behavior of female students 
is a prerequisite for planning interventions that seek to 
improve the management of dysmenorrhea among female 
students reported that more than one third of participants 
usually ignore the pain.  

Regarding to rest at home during dysmenorrhea the 
current result reported that about half of them taking rest at 
home during dysmenorrhea.  This result was in the same line 
with Abd El-Hameed et al., (2011) who reported in their 
study that more than one-third of the students mentioned that 
menstrual pain decreases their daily activities. Also, Wijesiri 
& Suresh, (2013) who reported in his study that the near to 
two third of the adolescents in the present study  used rest as 
their pain-relief method.  

Regarding to adolescent’s attitude about 
dysmenorrhea the most of them agreed with the menstrual 
pain something that difficulties to them and they hate it, wish 
get menstruation period without pain, and more than two 
third of them agree with hope that menstrual pain comes to a 
few minutes. This results were confirmed by (Wijesiri & 
Suresh, 2013) who indicated that the studied sample had 
negative attitude towards dysmenorrhea and also reported 
that there was a statistically significant association between 
pain and poor mental health status of the adolescent girls.  

Regarding total practice scores the present study 
showed that majority of adolescent’s girls had poor practice 
during dysmenorrhea may be due to lack of knowledge 
regarding management of dysmenorrhea.  

The present study showed that more than half of 
adolescent’s girls had positive attitude toward dysmenorrhea.  
This result inconsistence with Farotimi et al., (2015) showed 
that more than one third of participants had positive attitude 
towards dysmenorrhea while near to two third of them had 
negative attitude towards dysmenorrhea.  

Regarding the relations between adolescent’s girls’ 
total knowledge levels and their socio-demographic data 
there were statistically significance differences between 
adolescents’ girls’ total knowledge levels and their age and 
grade number which P – value ≤ .009& .02 respectively. 
This may be due to the experience and knowledge of the 
adolescent increase with increasing age and affected by 
mother's education, mother's occupation because the mother 
is a mainly source of knowledge for adolescent girl. 

  Regarding the relations between 
adolescent’s girls total practice levels and their socio-
demographic data, there were no statistical significance 
differences between adolescent’s girls total practice levels 
and their socio-demographic characteristics. The 
adolescent’s girl’s total practice regarding dysmenorrhea is 
not affected by the socio-demographic characteristics. They 
learn this practice from their mothers, sisters and friends.  

Regarding to the relations between adolescent’s 
girls’ attitude levels and their socio-demographic 
characteristics there were no statistical significance 
differences between adolescent’s girls' attitude levels and 
their socio-demographic characteristics. Wijesiri & Suresh, 
(2013) who studied knowledge and attitudes towards 
dysmenorrhea among adolescent girls in an urban school in 
Sri Lanka and report that dysmenorrhea among adolescent 

girls is a common condition that has been studied 
extensively. Dysmenorrhea represents a common problem 
for all adolescent’s girls so the adolescents’ attitude not 
affected by socio-demographic characteristics.  

Regarding relationship between adolescent’s girls 
knowledge level and their total practice and attitude level 
there were no statistical significance differences between its. 
This result in the same line with Farotimi et al., (2015) 
reported that participants knowledge level did not showed 
any significant association with their attitude towards 
dysmenorrhea (P = 0.7). Contradicted to this result 
Rabiepoor et al., (2017) indicated that there was a significant 
relationship between levels of knowledge of adolescent girls 
and positive attitude to menstruation cycle  

Conclusion: Based on the results of the present 
study, it can be concluded that: about half of the adolescent’s 
girls had moderate pain, more than one quarter of them the 
most common site of pain in lower abdomen, back, and legs 
and the majority of adolescent’s girls had unsatisfactory 
knowledge level, poor practice during dysmenorrhea, but 
more than half of them had positive attitude toward 
dysmenorrhea.   
  
Recommendation:  

Ongoing education is highly needed for the 
Adolescents’ girls. It should initiated during adolescent stage 
by using a multitude of audiovisual materials that suite for 
each adolescents girls and achieve a satisfactory level. 
 
Further researches:  

Replication of the study on a larger probability 
sample in different geographical areas in Egypt to figure out 
the main aspects of these problems 
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Abstract 

Background: Emotional Intelligence (EI) is considered as an important characteristic of nurses that can affect the 
quality of their work including clinical decision-making, critical thinking, evidence and knowledge use in practice. 
Therefore, the professional nurse should  have the ability to understand the views and needs of a wide variety of 
people to be motivated and empowered them Aim: to investigate the effect of emotional intelligence educational 
program for first line managers on the nurses' motivation and empowerment at Minia University Hospital. Setting: 
The study was carried out at Minia University Hospital. Subject: A convenience sample of first-line nurse 
managers' (no. = 25) and staff nurses (no. = 150) were included in the study. Tools: four tools were used in this 
study; emotional intelligence knowledge questionnaire, emotional intelligence self-assessment questionnaire, 
Motivation Scale and Empowerment Scale. Results: The total knowledge score and levels of EI, and its subscales 
among first line nurse managers were low before the program implementation; after the program implementation 
they had high scores with statistically significant differences; also the staff nurse motivation score and 
empowerment score will be increased after implementing emotional intelligence educational program for first line 
managers. Conclusions:  statistically significant increase in the knowledge test scores have been found after 
program implementation and during the different periods of testing. Recommendations: Periodical workshops and 
program for first line managers to develop their EI competences to be more motivated and empowered for their 
nurses. 
Key words: Emotional Intelligence, Education Program, First Line Nurse Managers, Nurses, Motivation, 
Empowerment. 

 
Introduction 

Nursing is a challenging profession because it 
requires expertise in a broad range of skills and abilities. The 
nursing profession demands the nurse in the process of care 
to interact with the patients, the medical fraternity, and with 
the health care workers constantly. This interaction is not 
just conversation, but also a complex process that involves 
nurse perception, understanding of the patient emotions, and 
utilization of the perceptions; in order to manage patient 
problems that achieve the goal of effective patient care 
which facilitated when nurses having emotional intelligence 
(EI)(1).  

  The professional nurse should have the ability to 
understand the views and needs of a wide variety of people; 
as well as to remain sensitive and empathic to patient 
concerns; be able to keep personal emotional reactions in 
perspective; handle stress and promote social responsibility 
which is encompassing within the framework of emotional 
intelligence (2). 

In order to understand the effects of managers’ and 
all employees’ moods and emotions, it is important to take 
into account their level of emotional 
intelligence(3).Emotional intelligence defined as the capacity 
for recognizing feelings as well for motivating and managing 
emotions for self and others. Emotional competencies are 
learned capabilities that based on emotional intelligence and 
contribute to effective performance at work (4). 

Emotional intelligence have been classified into 
five components: first self-awareness and accurate self-
assessment, second self-regulation, impulse management and 
conscientious responsibility along with integrity, third 
motivation and higher achievement through optimistic 
thinking, fourth using empathy to help others to develop, and 
fifth managing relationships and building collaborative 
teams—influencing change through empathy (5). 

In the health care systems, motivation plays an 
important role in retaining health care personnel. This 
increases productivity of the health care systems which is 
manifested in patients’ outcomes. There are several 
motivational patterns in the nursing profession such rewards, 
relationship, challenge, control and drive (6). 

Motivated human resources are the most important 
assets of any health system. (7).This resource, especially 
nursing department works directly with the health consumers 
(patients). Once the nurses are motivated, the work 
productivity increases resulting in good outcome which is 
good patients’ outcomes. In recent years it has been 
increasingly recognized that improving the motivation of 
health personnel should be at the core of any sustainable 
solution to patient outcome. However, it is widely 
acknowledged that health systems are not producing the 
desired outcome of health intervention due to factors such as 
insufficient skilled and experienced health personnel, 
demotivated health personnel, lack of management skills, 
poor working conditions and environment and inadequate 
remuneration (8). 

Motivation is the act of providing a motive that 
causes a person to take action. In most cases motivation 
comes from some need that leads to behavior those results in 
some type of reward when the need is fulfilled. Motivation 
defined as a willingness to exert effort to achieve a goal or 
objective for rewards (6). 

Emotionally intelligent people are self-motivated. 
They're not motivated simply by money or a title. They are 
usually resilient and optimistic when they encounter 
disappointment and driven by an inner ambition (9).   
Employees with high emotional intelligence almost possess 
higher levels of job satisfaction due to proficiency in 
evaluating and modifying their emotions compared to low 
emotional intelligence employees (10). 
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Empowerment through emotional intelligence is the 
way you utilize your communication skills, your ability to 
create rapport and empathy with people, to influence 
outcomes and the behaviors of other people (11).Emotional 
intelligence is the ability to understand, express and precise 
evaluate of their own and others' emotions and also the 
ability to access and generate emotions and empower the 
staff (12). 

Organization that are committed to employees 
empowerment they are in position to motivate and retain 
their employees , employees empowerment is concerned 
with trust , motivation ,decision making and breaking the 
inner boundaries between management and employees(13). 
In recent years there has been considerable academic and 
practitioner interest in the topic of employee's empowerment, 
which has become a buzzword, and recent management 
trends in both the public and private sector (14). 

Empowerment has received a wide recognition as 
an important subject in management circles, mainly, because 
it is seen as one of the fundamental elements of managerial 
and organizational effectiveness that increases when power 
and control are shared in organization (15). Empowerment 
programs have been introduced in a number of organizations 
in order to improve productivity, increase customer 
satisfaction and enhance competitive advantage .Thus; 
employee's empowerment has been hailed management 
technique which can be applied universally across all 
organizations as means of dealing with the needs of modern 
global business (16). Leaders have advocated for 
empowerment of employees to help organizations compete 
successfully in highly competitive marketplace (17). 
 
Significance of the Study 

Emotional intelligence (EI) is important which help 
leaders to have the ability to recognize emotions within one 
and to express those feelings to others. This enables the 
leader to use their positive emotions to influence others and 
facilitate the vision of the organization through job 
performance (18). 

In addition, during the clinical training of the 
nursing students at Minia University Hospital, The 
researchers observed different situations in clinical areas 
revealed that first line mangers (head nurse) have limited 
knowledge and experience in personnel management 
especially emotional intelligence. First line nurse mangers 
might be aware of the concept of emotional intelligence but 
they are lacking the knowledge and sound principles of 
emotional intelligence which may increase nurses’ 
motivation and empowerment. 

There was an international study which ensured that 
emotional intelligence has positive impact on motivation, 
empowerment and organizational structure by percent 80%   
(19). 

In addition, there was an Egyptian thesis which 
ensured that leadership competences among nursing leaders 
increased after application of emotional intelligence program 
and it can be improved through continuances training by 
percent 77% (20). And another thesis that conducted and 
found that the forcing and smoothing conflict management 
styles were the most two used by the nurse mangers in 
handling conflict with their subordinate, and there is a 
negative correlation between EI and avoid conflict style by 
percent 54% (21). 

 Emotional intelligence (EI) is helping nurses to 
manage stress, enhance well-being, improve performance, 

improve quality patient care, decision making abilities, 
effective communication, more motivated and more 
empowered to work. All these benefits of emotional 
intelligence, therefore carrying out emotional intelligence 
educational program for first line nurse mangers may help 
nursing staff to be motivated and empowered.  
 
Aim of the study:  

The aim of this study to investigate the effect of 
emotional intelligence educational program for first line 
nurse managers on the nurses' motivation and empowerment 
at Minia University Hospital                                                                                                 

                                                                                             
Research Hypothesis: 

H1: First line nurse manager's knowledge score 
about emotional intelligence (EI) will increase after the 
implementation of an educational program than before 
implementation.  

H2: First line nurse managers' emotional 
intelligence components will be higher after the 
implementation of an educational program than before 
implementation. 

H3: Staff nurse motivation score and empowerment 
score will be increased after implementing emotional 
intelligence educational program for first line nurse 
managers (head nurse). 
 
Subjects and method  
 
Research design:  

Quasi-experimental design was utilized in this 
study.  
 
Setting:  

The study was carried out at Minia University 
Hospital. 
 
Subjects  

A convenience sample of all available first-line 
nurse managers' were included in the study (total no= 25 
head nurses) and staff nurses (total no =150 nurses).         
Tools of data collection: 

Four tools were used in this study: emotional 
intelligence knowledge questionnaire, Emotional intelligence 
self-assessment questionnaire, Motivation Scale and 
Empowerment Scale. 

Tool I: Emotional intelligence knowledge 
questionnaire, this tool was included two parts as follows:  

1st part was including: Socio-demographic 
characteristics data sheet for first-line nurse mangers It 
included questions related to; (age, gender, marital status, 
years of experience, educational qualification and 
department …..etc.). 

2nd  part was including: emotional intelligence 
knowledge questionnaire was developed by the researcher 
based on related literatures to assess first-line nurse 
managers' knowledge regarding emotional intelligence. It 
consisted of 40 questions related to: emotional intelligence, 
self-awareness, self-regulation, empathy, motivation and 
human (social) relation……….etc. The questions scored as 
one for the correct answer and zero for the incorrect answer. 
The scoring system of this tool divided as follows: Low 
emotional intelligence knowledge (<60%), moderate (60% = 
<75%), and high emotional intelligence knowledge 
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(=>75%). The higher score, the higher knowledge of first 
line nurse managers about emotional intelligence.                            

  Tool II: Emotional Intelligence Self-assessment 
Questionnaire: developed by (Mohaple, 2015) (22) which 
adopted and modified by the researchers to assess first line 
nurse manager's emotional intelligence. The scale consisted 
of 40 items categorized in 4 subscales namely; self-
awareness (ten items), emotional management (ten items), 
social emotional awareness (ten items), relationship 
management (ten items). Responses rated on 5 points likert 
scale ranging from (4) always to (0) never. The scoring 
system of this tool classified as a follows: Low emotional 
intelligence (<53), moderate (53 = < 106) and high 
emotional intelligence  >106. 

Tool III: Motivation Scale: developed by (Whitaker, 
(2011) (23)., which adopted and modified by the researchers 
to assess nurses' motivation that provided by first line nurse 
managers (head nurses). The scale consisted of 22 items. 
Responses rated on 5 points likert scale ranging from (1) 
strongly disagree (5) strongly agree. The scoring system of 
this tool classified as a follows: Low motivation (<60%), 
moderate (60% = <75%), and high motivation 
(=>75%).                                                                 

 Tool IIII: Empowerment Scale: developed by the 
researchers based on reviewing the related literatures. Used 
to assess nurses' empowerment that provided by first line 
nurse managers. The questionnaire consisted of 25 items. 
Responses rated on 3 points likert scale ranging from (1) 
rarely to (3) always. The scoring system of this tool 
classified as follows: Low empowerment (<60%), moderate 
(60% = <75%), and high empowerment (=>75%).                                                                                                   
 
Validity and reliability  

Content validity of the four tools was revised by 
five experts in the field of study which classified as follows: 
two Assistant professors of Nursing Administration 
Department – Faculty of Nursing – Minia University and 3 
professors of Nursing Administration Department – Faculty 
of Nursing – Assuit University. Accordingly some items 
were modified.  The reliability for the study tools were done 
using alpha coefficient to measure the internal consistency 
reliability of the three tools; it was (0.78) for emotional 
intelligence knowledge questionnaire, (0.91) for emotional 
intelligence self-assessment questionnaire, (0.89) for 
motivation scale and (0.75) for empowerment scale. 
 
Pilot Study 

A pilot study for the three tools was conducted on 3 
head nurses and 15 staff nurses which represent (10%) that 
were included in the study subjects, selected randomly from 
the different hospital departments in order to check 
applicability of the tools; identify obstacles and problems 
that may be encountered during data collection and estimate 
the time needed to fill the questionnaires. In the light of the 
findings of the pilot study, no changes occurred in the tools 
and the tools were put in their final form.          
 
Procedure  

The study was conducted in three phases: 
Assessment and planning phase, implementation phase, and 
evaluation phase.                                                                   

 Assessment and planning phase                                                                                     
 An official permission was obtained from the Dean 

of Faculty of Nursing- Minia University.                                                                                                               

 A review of the related literatures which covering 
various aspects of the problem was done. The 
review of literatures developed in sixth months 
from beginning of August 2017 to the end of 
January 2018.                                                               

 The researchers developed handout about emotional 
intelligence in sixth months from beginning of 
March 2017 to August 2017. 

 The researchers prepared timetable of the program, 
the learning environment in which the study was 
conducted, and all needed resources as (conference 
rooms in the hospital and data show). 

 
Implementing phase (implement Emotional 

Intelligence training program)            
 Pre-test was done before implementing program 

using tool (I) Knowledge test and (II) Emotional 
Intelligence self-assessment questionnaire for the 
first line nurse manager, Motivation and 
Empowerment Scales  for the staff nurses  

 The program was implemented for two-groups, 
each subgroup contained from 10 to 15 head nurses, 
and the researchers applied the program for each 
sub-group on separate time. All sessions were 
occurred within the working time of the participants 
in the hospital education building and teaching 
room. 

 In the first session the researchers explained the aim 
of the study, program objectives, content and time 
table. 

 At the beginning of each session, the objective of 
the session was explained. Daily feedback was done 
about the previous session and at the end of each 
session there a summary was provided. 

 The training program was implemented in three 
months from the beginning of February 2018 to the 
end of April 2018. 

 
Evaluation of Emotional Intelligence Training Program: 

Evaluation of the training program was carried out 
after implementation of Emotional Intelligence training 
program for first-line nurse managers using the following 
tools; the post-test knowledge and Emotional Intelligence 
self-assessment questionnaire; as well as post-test done for 
staff nurses using Motivation and Empowerment Scales for 
the staff nurses. The post test was done three times; first 
immediately after implementation, after three months, and 
follow-up after 6 months.   
 
Ethical considerations 

 This study was granted approval by the Ethical 
Committee of the Faculty of Nursing, Minia 
University.  

 The researchers explained to first line nurse 
managers and staff nurses who participate in the 
study, the aim of the study.  

 Informed consents were obtained from all the 
participants before the procedure enrollments after 
that a detailed explanation of study objectives was 
provided. 

 The study participants were reassured that their 
participation was voluntary and they had the right to 
withdraw from the study at any time if they want 
that.  
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 The study participants were reassured that their 
anonymity was maintained although the study and 
collected information wouldn't be used except for 
the purpose of this study. 

 
Statistical Analysis 

Data were analyzed using the statistical package for 
social science (SPSS) version 20. Numerical data were 
expressed as mean and SD. Quantitative data were expressed 
as frequency and percentage. For quantitative data, 

comparison between two variables was done using t-test, and 
comparison between more than two variables used ANOVA 
test and paired t- test. Relations between different numerical 
variables were tested using Pearson correlation. Probability 
(p-value) less than 0.05 was considered significant and less 
than 0.001 was considered highly significant.  
 
 
 
 

                                                   
Results     
Table (1): Demographic characteristics of the study subjects (First line managers' and staff nurses) 

Demographic 
characteristics 

First line nurse managers   (50) Staff Nurses 
(300) 

No % No % 
1. Age   

• > 30 
• 30-40 
< 40 

7 
18 
0 

28 
72 
0.0 

٠ 
١٢٦ 
٢٤ 

0.0 
84 
16 

Mean ± SD 32±3.5 31.3 ± 8.7 
2. Sex   

• Male 
• Female 

5 
20 

20 
80 

٥٠ 
١٠٠ 

33.3 
66.7 

3.Marital status   
• Single 
• Married 
• Divorce 
• Widowed 

٢ 
٢١ 
١ 
١ 

8 
84 
4 
4 

40 
108 

0 
2 

26.7 
72 

  0 
1.3 

4.Qualifications   

• Secondary School of 
Nursing Diploma 

• Technical Institute of 
Nursing 

• Baccalaureate Degree 
of Nursing 

 
0 
0 
 

25 
 

 
0.0 
0.0 

 
100 

 

 
75 
71 

 
4 
 
 

 
50 

47.3 
 

2.7 
 
 

5.Years of experience   
•   <٥  
• ٥-١٥  
• ١٥>  

٩ 
١٤ 
٢ 

36 
56 
8 

٣٧ 
٧٧ 
٣٦ 

24.5 
51.5 
24 

Mean ± SD 9.2 ± 4.6 14.3 ± 6.5 
6. Area    
• General  
• Critical  

١٩ 
٦ 

٧٦ 
٢٤ 

١١٦ 
٣٤ 

٧٧٫٣ 
٢٢٫٧ 

 
Table (1): Shows that less than three quarter (72 %) of first line nurse managers were in the age group between 30-40 

years,  the majority of the study sample were females and married (80% & 84%) respectively , more than half of the study sample 
(56%) had from 5-15 years of experience , all of the study sample (100%) had Baccalaureate degree of Nursing and more than 
three quarters (76%) of them worked in the general areas.  

Regarding personal and job characteristics of staff nurses , table (1) revealed that more than three quarters (84 %) of staff 
nurses were in the age group between 20-40 years, less than two thirds (66.7%) of them were females, less than three quarters 
(72%)  of them were married, more than half of the study sample (51.5%) had from 5-15 years of experience , half  of them(50%)  
had Secondary School of Nursing Diploma, and more three quarter (77.3%) of them worked in the general areas.  
 
Table (2): Total knowledge score of first line managers' (head nurses) about emotional intelligence during different times of 
testing at Minia university hospitals (No =25) 

P- value 
(paired t test) df or 

(McNemar) df 

Pretest Total 
Knowledge 

score  
Total 

(n=25) 
Critical 
(n=6) 

General 
(n=19) 

% N % N % N  
P1=0.001* 
P2=0.001* 

١٦ ٨٤٫٢ ٤ ٦٦٫٨ ٢٠ ٨٠٫٠ Low  
٣ ١٥٫٨ ١ ١٦٫٦ ٤ ١٦٫٠ Moderate  
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P- value 
(paired t test) df or 

(McNemar) df 

Pretest Total 
Knowledge 

score  
Total 

(n=25) 
Critical 
(n=6) 

General 
(n=19) 

% N % N % N  
P3=0.001* ٠ ٠٫٠ ١ ١٦٫٦ ١ ٤٫٠ High  

Posttest 
٠ ٠٫٠ ٠ ٠٫٠ ٠ ٠٫٠ Low  
٥ ٢٦٫٣ ١ ١٦٫٧ ٦ ٢٤ Moderate  
١٤ ٧٣٫٧ ٥ ٨٣٫٣ ١٩ ٧٦ High  

Follow up3 m 
٥٫٣ ٠ ٠٫٠ ١ ٤ 1 Low  

٧ ٣٦٫٨ ١ ١٦٫٧ ٨ ٣٢ Moderate  
١١ ٥٧٫٩ ٥ ٨٣٫٣ ١٦ ٦٤ High  

Follow up6 m 
8 2 0.0 0 10.5 2 Low  

36 9 16.7 1 42.1 8 Moderate  
56 14 83.3 5 47.4 9 High  

 
Table (2) Illustrates that (4.0%) of first line nurse managers had high level of knowledge in pre-test. While at the 

immediate post-test it was (76%) of them had high level of knowledge. After three months of program implementation there was 
change in knowledge level between first line nurse managers, (64%) of them had high level of knowledge. While after sixth 
months of program implementation the knowledge level had decrease, (56%) had high level of knowledge, with statistically 
significant differences(p=0.001) between pretest and different times of testing (pretest with immediately posttest, pretest with after 
three months of posttest, and pretest with after six months of posttest). 
 
Table (3): Frequency distribution of total emotional intelligence components among first line nurse managers at Minia 
University Hospital during different times of testing (N=25)   

Statement 
Pretest Posttest Follow up 3 

m 
Follow up 6m P- value 

(paired t test) df or 
(McNemar) df No  % No  % No  % No  % 

Self-awareness score 
P1=0.001* (8.2) 24 
P2=0.001* (5.3) 24 
P3=0.004* (3.5) 24 

 Low score  6 24 0 0 4 16 5 20 
 Moderate  19 76 19 76 18 72 19 76 
 High  0 0.0 6 24 3 12 1 4 
Emotional management  P1=0.001* (6.8) 24 

P2=0.001* (6.1) 24 
P3=0.001* (29.6) 24 

 Low score  5 20 1 4 1 4 3 12 
 Moderate  20 80 18 72 22 88 20 80 
 High  0 0.0 6 24 2 8 2 8  
Social intelligence awareness  

P1=0.001* (12.7) 24 
P2=0.001* (6.3) 24 
P3=0.001* (4.6) 24 

 Low score  3 12 0 0.0 3 12 3 12 
 Moderate  22 88 13 52 17 68 18 72 
 High  0 0.0 12 48 5 20 4 16 
Relationship management  

P1=0.001* (9.1) 24 
P2=0.001* (5.7) 24 
P3=0.012* (2.9) 24 

 Low score  1 4 0 0.0 1 4 4 16 
 Moderate  23 92 14 56 19 76 18 72 
 High  1 4 11 44 5 20 3 12 

Total emotional intelligence 
P1=0.001* (10.65) 1 
P2=0.001* (10.65) 1 
P3=0.001* (10.65) 1 

 Low score  5 20 0 0.0 0 0.0 0 0.0 
 Moderate  18 72 12 48 13 52  15 60 
 High  2 8 13 52  12 48 10 40 

 
Table (3) Summarizes that , (8%) of first line nurse managers' had high effective emotional intelligence before program 

implementation  compare with (52%) immediately post program implementation, as well as (48%) after three months of program 
implementation and (40%) after sixth months from program implementation, with statistically significant differences(p=0.001) 
between pretest and different times of testing (pretest with immediately posttest, pretest with after three months of posttest, and 
pretest with after six months of posttest) 
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Table (4): Distribution total motivation score of staff nurses during different times of testing at Minia University Hospital 
(No =150)  

P- value 
(paired t test) df or 

(McNemar) df 

Pretest 

Motivation score Total 
(n=150) 

Critical 
(n=34) 

General 
(n=116) 

% N % N % N 
P1=0.001* 
P2=0.001* 
P3=0.001* 

٧١ ٦١٫٢ ٢٣ ٦٧٫٦ ٩٤ ٦٢٫٦ Low  
٤٣ ٣٧٫١ ٩ ٢٦٫٥ ٥٢ ٣٤٫٧ Moderate  
٢ ١٫٧ ٢ ٥٫٩ ٤ ٢٫٧ High  

Posttest 
P1=0.001* 
P2=0.001* 
P3=0.001* 

٠ ٠٫٠ ٠ ٠٫٠ ٠ ٠٫٠ Low  
٨ ٦٫٩ ٣ ٨٫٨ ١١ ٧٫٣ Moderate  

١٠٨ ٩٣٫١ ٣١ ٩١٫٢ ١٣٩ ٩٢٫٧ High  
Follow up3 m 

P1=0.001* 
P2=0.001* 
P3=0.001* 

٠ ٠٫٠ ١ ٢٫٩ ١ ٠٫٧ Low  
٣٧ ٣١٫٩ ٣ ٨٫٩ ٤٠ ٢٦٫٧ Moderate  
٧٩ ٦٨٫١ ٣٠ ٨٨٫٢ ١٠٩ ٧٢٫٦ High  

Follow up6m 
P1=0.001* 
P2=0.001* 
P3=0.001* 

٦٫٩ ١ ٢٫٩ ٩ ٦ 8 Low  
٨٥ ٧٣٫٣ ٣ ٨٫٩ ٨٨ ٥٨٫٧ Moderate  
٢٣ ١٩٫٨ ٣٠ ٨٨٫٢ ٥٣ ٣٥٫٣ High  

 
Table (4) Summarized that (2.7%) of staff nurses had high level of motivation score in pre-test. While at the immediate 

post-test it was (92.7%) of them had high level of motivation score. After three months it was (72.6%) of them had high level of 
motivation score. While after sixth months of program implementation decrease to (35.3%) had high level of motivation score, 
with statistically significant differences (p=0.001) between pretest and different times of testing 
. 
Table (5): Distribution total empowerment score of staff nurses during different times of testing at Minia University 
Hospital (No =150)  

P- value 
(paired t test) df or 

(McNemar) df 

Pretest 
Empowerment score 

 
Total 

(n=150) 
Critical 
(n=34) 

General 
(n=116) 

% N % N % N 
P1=0.001* 
P2=0.001* 
P3=0.001* 

٦٨ ٥٨٫٦ ٢٥ ٧٣٫٥ ٩٣ ٦٢ Low  
٤٣ ٣٧٫١ ٨ ٢٣٫٥ ٥١ ٣٤ Moderate  
٥ ٤٫٣ ١ ٣ ٦ ٤ High  

Posttest 
P1=0.001* 
P2=0.001* 
P3=0.001* 

٠ ٠٫٠ ٠ ٠٫٠ ٠ ٠٫٠ Low  
٥ ٤٫٣ ١ ٣ ٦ ٤ Moderate  

١١١ ٩٥٫٧ ٣٣ ٩٧ ١٤٤ ٩٦ High  
Follow up3 m 

P1=0.001* 
P2=0.001* 
P3=0.001* 

٠ ٠٫٠ ٠ ٠٫٠ ٠ ٠٫٠ Low  
٢٢ ١٩ ٢ ٦ ٢٤ ١٦ Moderate  
٩٤ ٨١ ٣٢ ٩٤ ١٢٦ ٨٤ High  

Follow up6m 
P1=0.001* 
P2=0.001* 
P3=0.001* 

١٤٫٧ ١ ٢٫٩ ١٨ ١٢ 17 Low  
٦٥ ٥٦ ٣ ٨٫٩ ٦٨ ٤٥٫٣ Moderate  
٣٤ ٢٩٫٣ ٣٠ ٨٨٫٢ ٦٤ ٤٢٫٧ High  

 
Table (5) Summarized that (4%) of staff nurses had high level of empowerment score in pre-test. While at the immediate 

post-test it was (96%) of them had high level of empowerment score. After three months it was (84%) of them had high level of 
empowerment score. While after sixth months of program implementation decrease to (42.7%) had high level of empowerment 
score, with statistically significant differences (p=0.001) between pretest and different times of testing. 

  
 
Discussion 

     Nursing is a profession that including 
interpersonal and inter-group communications. Moreover, 
emotion is fundamental to nursing practice and EI is 
considered as an important characteristic of nurses that can 
affect the quality of their work including clinical decision-
making, critical thinking, evidence and the knowledge use in 
the practice , (Moawed, Gemeay, & ELsayes, (2017) (24). , 

so emotional intelligence is one of the leadership abilities to 
know one’s own and others emotions ,People with high level 
of emotional intelligence have ability to motivate and 
empowered one self and others (Atiq et al., (2015) (19).  

The current study revealed that 72% of first line 
nurse managers were in the age group30-  40 years with 
mean age 32 ± 3.5.This might be attributed to all most of 
first line nurse managers' graduated from Faculty of Nursing 
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and take at least 2-5 years bed side nurse or more. Regarding 
to sex, the majority of the study sample were females. This 
result might be attributed to that majority of nurses who 
graduated from Secondary School of Nursing, Technical 
Institution of Nursing, and Faculty of Nursing were females 
also the fact that females are still the main gender in the 
nursing profession. Regarding years of experience, the 
present study revealed that more than half (56%) of the 
studied first line nurse managers had from 5-15 years of 
experience with mean 9. 2 ±.4.6.  

Findings of the present study revealed a high 
statistically significant improvement in the level of 
knowledge of first line nurse managers' regarding emotional 
intelligence at the pretest and the following three times of 
measurements after implementation of the program. First 
line nurse managers' had low level of knowledge before 
program implementation. This level significantly increased 
to high level immediately after implementation of the 
program and after the following two periods of 
measurements (after three and six months).  

This result reflected that positive effect of the 
emotional intelligence educational program. This finding is 
consistent with Rahman & Mabrouk (2017) (25)., they found 
that most of the head nurses had unsatisfactory levels of 
knowledge and its application before training; while, 
knowledge level had improved after training and become 
satisfactory. In the same line,( Schutte, Nicola, John. 
Malouff, and Einar, (2013) (26).who conducts that  an 
emotional intelligence education and training program where 
leaded to increase knowledge and skills of emotional 
intelligence and that training has the potential to lead to other 
positive outcome.  

The result of the present study indicated that there 
were significant differences in overall first line nurse 
managers' self-assessment emotional intelligence scale 
between the pretest and the three measuring times after the 
program implementation. The total of emotional intelligence 
level increased from low level before the program 
implementation to high level immediately after 
implementation unexpectedly, there were slight gradual 
decrease in the level of the emotional intelligence after three 
months and after sixth months of the program 
implementation with statistically significant difference. 

This could be attributed to the changes in first line 
nurse managers' knowledge about emotional intelligence 
which affect their performance on emotional intelligence 
after implementing of the training program. As, first-line 
nurse managers learned and gained knowledge and skills 
from all topics of emotional intelligence and its' elements as 
well as the essential skills and how to implement the 
emotional intelligence. While the slight decrease in the 
quality of emotional intelligence could be attributed to 
forgetting this was compensated by giving the first line nurse 
managers handouts about the program contents. This was in 
harmony with Corbi, Rico,  Sanchez, and  Castejon, (2018) 
(27).who reported that, the goal of an educational program 
has been not only to acquire technical skills but also to 
master other skills, such as teamwork, effective 
communication skills, time optimization, build relationship, 
self-control and the ability to manage one's emotions. Also, 
added that educational program help participants to improve 
their knowledge about emotional intelligence and its 
components. This finding was in accordance with Erkayiran  
& Demirkiran , (2018) (28).who found that there were highly 
statistical significant improvement at the three times of the 

program (pre, immediately post and after three months post 
program implementation. Highly improvement was found in 
post program for level of first line nurse manger's knowledge 
and skills about emotional intelligence components. 

The result of the present study indicated that staff 
nurse motivation level increased from low level before the 
program implementation to high level immediately after 
implementation. Unexpectedly, there was slight gradual 
decrease in the level of the motivation after three months and 
after sixth months of the program implementation with 
statistically significant difference.  This could be attributed 
to the changes in first line nurse managers' knowledge 
practice about emotional intelligence that lead to improve 
motivation to their nursing staff. 

This finding is consistent with Christie, Jordan, 
Troth, and Lawrence, (2007) (29). who indicated that 
motivation is related to emotional intelligence. Emotional 
intelligence is a primary component from which motivation 
arises. Emotional intelligence is related motivation. This 
finding was in accordance with Dubey, (2012) (30). who 
found  that people with high level of emotional intelligence 
have ability to motivate one self and others also, assured that 
there are positive relation between the emotional intelligence 
and motivation. 

The result of the present study indicated that staff 
nurse empowerment level increased from low level before 
the program implementation to high level immediately after 
implementation. Unexpectedly, there was slight gradual 
decrease in the level of the empowerment after three months 
and after sixth months of the program implementation with 
statistically significant difference. This could be attributed to 
the changes in first line nurse managers' knowledge and 
practice about emotional intelligence that lead mangers to 
how empower their staff. 

This finding is consistent with (Atiq et al., (2015) 
(19). who concluded that emotional intelligence and the 
empowerment both relate to the state of mind and have direct 
relation and showed that emotional intelligence had an 
impact of empowerment. 
 
Conclusion     

 There were statistical significant differences 
between pre and the three measures of posttest 
regarding the knowledge and level of Emotional 
Intelligence for the first line nurse managers. 

  Staff nurse motivation and empowerment scores 
increased after implementing emotional intelligence 
educational program for first line nurse managers 
(head nurse).  

 The total mean score of Emotional Intelligence 
increased from low level before the program 
implementation to high level  immediately after the 
implementation, and then there was slight gradual 
decrease of the level of  Emotional Intelligence after 
three and sixth months of the program 
implementation with statistically significant 
difference.  

 
Recommendations 
Based on the findings of the current study it was 
recommended that: 

 Emotional Intelligence program should be 
periodically conducted for all first line nurse 
managers (head nurses). 
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 Emotional intelligence, motivation and 
empowerment should be recognized as effective 
tools   that help first line nurse managers (head 
nurses). And staff nurses to achieve their success. 

 First line nurse managers should periodically have 
nursing group meeting to verbalized, vitalize and 
support peer and social interaction. 

 First line nurse managers should develop a 
supportive working conditions and relationship that 
encourage trust, empathy and mutual regard. 

 First line nurse managers should use different 
methods of motivation and how to empowered of 
their staff nurses. 

 Increase first-line nurse managers' awareness 
toward the importance of their emotional 
intelligence and its benefits on the quality of patient 
care, nurses' well-being, and job satisfaction 
through conducting frequent meetings with them 
and encouraging discussion of clinical issues. 
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Abstract  

Background: Maintaining personal hygiene behaviors among mentally retarded children enhances their physical 
and emotional well-being. Aim: The present study aimed to evaluate effect of personal hygiene program on 
knowledges and practices of mentally retarded students at El-Fikreya schools in Minia Governorate. Design: Quasi-
experimental design was utilized with pre/posttest. Setting: The study was conducted in all schools for mentally 
retarded students in Minia governorate, which were: El-Fikreya school in Minia city, in Matay district and in 
Malawy district. Sample: A convenient sample consisted of 53 mentally retarded girls. Tools of data collection: 
one tool was used: A mentally retarded student's structured interview questionnaire to assess personal hygiene 
knowledges and self reported practices. Results:  Mean age of studied students was 12.4 ± 3.2 years, mean 
Intelligence Quotient (IQ) was 56.9 ± 6.4 score. Their knowledge score and self-reported practices about personal 
hygiene were improved from 9.4% and 15.1% respectively in pre- program to 43.4% and 71.7% immediately after 
program and 22.6% &54.7% after one month of program implementation. Conclusion: there were improvements of 
knowledges and self-reported practices about personal hygiene of studied students after educational program. 
Recommendation: sustainable school health education program with active involvement of school teachers should 
be conducted in each school.  
Key Words: Mental retardation, Hygiene, Personal hygiene. 

 
Introduction:  

Mentally disabled children are suffering from 
deficiencies in various abilities specially self-care abilities 
including personal hygiene. Personal hygiene is  the  most  
important  one since  any failure  in  this  aspect  will  affect  
the  rest  of  the  other  aspects  of  a  child's  life. Recently  
there  is  an  interest  in  the  field  of  disability  by  
designing  effective  programs  to train people with  
intellectual disabilities (Kasem & Bo- Dhayaaf, 2017). 

Personal hygiene requires the cleaning of all parts 
of the body (face, hair, body, legs and hands). Personal 
hygiene which is also referred to as personal care includes all 
of the following: hair care, nail care, foot care, genital care 
and dental care (United Nations Children's Fund (UNICEF), 
2016).The maintenance of good hygiene is essential for 
population's health and well-being. Poor hygiene is a risk to 
public health. Poor hygiene is one of the important 
behavioral risk factors contributing to the global burden of 
diseases (Altun et al., 2013).  

Personal hygiene is influenced by various factors 
such as society, family and individual awareness and 
attitudes concerning hygiene. Most of the health problems 
affecting school students are preventable by promoting 
proper hygiene practices through family and adopting good 
health education (Hazazi et al., 2019). Proper knowledge and 
practices of personal hygiene plays an important role in 
avoiding diseases like Diarrhea, Dysentery, Vomiting, 
Dental caries, Itching problems, Skin diseases etc., ( Kumar 
et al., 2018).   

Poor knowledge, practice of and attitudes to 
personal hygiene such as hand washing play major roles in 
the high incidence of communicable diseases and therefore 
has negative consequences for a child’s long term overall 
development (Sarkar, 2013 & Ghanim et al., 2016). Personal 
hygiene deficiencies have been found to be a serious public 
health problem and people often affected are school children. 
These have been attributed to inadequate knowledge of 
personal hygiene and its practices (Ajay et al., 2018).  

The responsibility of local school districts is to 
educate students with intellectual disabilities in the least 
restrictive environment. The school nurse collaborates with 
education staff to promote a safe and accommodating school 
environment for children with chronic health conditions 
including disabilities (American Nurses Association & 
National Association of School Nurses [NASN], 2017; 
Brook et al., 2015). 

Significance of the Study  
Inadequate hygiene practices have been estimated 

to affect 80% of the population globally (Freeman, 2014). 
Improvements related to sanitation and hygiene could result 
in the reduction of almost 10% of the total burden of disease 
worldwide (WHO, 2016).  There is need to assess the 
personal hygiene knowledge and practices of mentally 
retarded students because they are more likely to engage in 
practices that may be unfavorable to their health than other 
groups and thus make them susceptible to hygiene deficiency 
illnesses.  

Furthermore, developing an effective personal 
hygiene education programs is very essential to increase 
their basic knowledge. In addition, the findings from this 
study can also provide basic and useful information for 
policy formulation and strategic interventions on personal 
hygiene among disabled school students. The outcome of 
this study will serve as a guide for further research in this 
area. 
 
Aim of study 
This study aimed to:  

 Evaluate effect of personal hygiene program on the 
knowledge and practices of mentally retarded 
students at El-Fikreya schools in Minia 
Governorate. 
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Research Hypothesis: 
1. Knowledges of mentally retarded girls about 

personal hygiene will be increased after 
implementation of the personal hygiene program. 

 
Subjects and methods: 
Research design: 

Quasi experimental design (Pretest & Post-Test) 
was utilized in this research study. 
 
Setting:  

The study was conducted in all schools of mentally 
retarded students in Minia governorate, which were: El-
Fikreya school for mentally retarded pupils in Minia city, El-
Fikreya school in Matay district and El-Fikreya school in 
Malawy district. 
 
Sample and sampling: - a convenient sample consisted of 
53 mentally retarded girls in the three previous settings who 
met the inclusion criteria. Total Number was 53. 
Inclusion Criteria:  

 Female students 
 Age ≥ 6years  
 Have mild mental retardation (I.Q 50-70) 

 
Exclusion Criteria:  

 Autism  
 Have speech disorders or other types of disabilities 
 Have Attention Deficit Disorder (ADD). 

 
Tools of Data Collection:   

Data was collected through using a mentally 
retarded students structured interview questionnaire that was 
designed by the researchers to collect data related to 
participant's knowledge and personal hygiene practices (self-
reported practices) based on relevant literature, the tool 
contents were tested for validity by five experts in 
community health nursing and community medicine. It 
consisted of the following 3 parts: 

Part I: Included 8 questions related to socio-
demographic characteristics of participants. 

Part II: It included 6 questions (1 to 6) related to 
participant's knowledge about personal hygiene and 
18questions (7-25) related to participants personal hygiene 
practices (self -reported practices) included hand washing, 
oral care, and showering. Scoring system was: 

 Personal hygiene knowledge: its questions were 
recorded into Yes with 2 grades and No with 0 
grade and question No. 5 was recorded into 
complete correct answer with 2 grades, incomplete 
answer with score 1 and incorrect answer with 0 
grade.   The total grades were ranged from 0 – 18 
and classified as the following scoring: Poor score = 
less than 50% (less than 9 grades), Fair score= 50-
70 % (9 -12 grades) and Good score = more than 
70% (˃ 12 grades). 

 Personal hygiene self  reported practices: its 
questions were recorded into Yes or correct answer 
with 2 grades and No or incorrect answer with 0 
grade and the total grades were ranged from 0 – 34 
and classified as the following: Unsatisfactory = 
less than 50% (17 or less) and Satisfactory = equal 
or more than 50% (≥ 17). 

Part III: It included 4 questions (33-36) related to 
participant's knowledge about menstrual hygiene and 
7questions (37-43) related to participant's menstrual hygiene 
practices (self-reported practices). This part is applied only 
for mentally retarded girls in puberty stage who have been 
menstruated. Its scoring was: 

 Menstrual hygiene knowledge: its questions were 
recorded into correct answer with score 2, incorrect 
answer and don’t know with score 0 and the total 
score was ranged from 0 – 6 and classified as the 
following: Poor = less than 50% (3 or less), Fair = 
50-70 % (3 - 4.1) and Good = more than 70% (˃ 
4.1). 

 Menstrual hygiene Practices: its questions were 
recorded into correct answer with score 2, incorrect 
answer and don’t know with score 0 and the total 
score was ranged from 0 – 12 and classified as the 
following: Unsatisfactory = less than 50% (6 or 
less) and Satisfactory = equal or more than 50% (≥ 
6). 
Content Validity: The tool was tested for content 

validity by a jury panel of five experts in the field of 
community and public health medicine who reviewed the 
tools for clarity, relevance, comprehensiveness, 
understanding, applicability and easiness. Based on experts' 
comments and recommendations; major modifications had 
been made such as deleting difficult questions. Rephrasing 
and rearrangements of some sentences was done. 

Reliability: Internal consistency of interview 
questionnaire was assessed with the Cronbach's alpha 
coefficient after the pilot study done; parts II, III, were 0.60 
and 0.062 respectively. 
 
Pilot Study 

A pilot study was conducted on 10% of the sample 
(6) to assess the clarity; reliability and applicability of the 
study tools; that were included in the study due to the 
smallest numbers of students.    
 
Procedure: 

 The study lasted for 9 months (one academic year); 
it started at the beginning of September 2017, and 
was completed by the end of June 2018. 

 The program was implemented to the girls in terms 
of sessions in their usual classrooms in each school 
by using a variety of teaching methods such as 
group discussion, demonstration and re-
demonstration for hand washing and teeth brushing 
technique, role play and teaching videos, songs, 
colored cards.   

 The total number of sessions was 8 sessions for 
each group. This session included 2 theoretical 
sessions involved introduction of personal hygiene 
and body hygiene (hair, nose, skin and feet hygiene) 
and 6 practical sessions, two sessions for hand 
washing, two sessions for teeth brushing technique 
and two sessions for menstrual hygiene. Number of 
sessions per day were two sessions, (one hour for 
each session).   

 All sessions were conducted for each group of 
participants. Total number of participants were 
divided into small groups each group included 4-6 
students to attend session. 
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 The researchers attended in the study settings two 
days per week; Saturday and Monday from 8.00 
Am to 1.00 Pm. The researchers started a face to 
face individual interview; each interview took about 
50-60 minutes. Throughout this interview relevant 
information was recorded in the designed sheet 
(about 4-5 sheets per day). Data were collected 
before the implementation of the program for 
pretest, immediately after and one month after the 
completion of the program for posttest and follow 
up.  

 The  tool was used to collect data and applied to all 
participants except part III was applied only for 
mentally retarded girls in puberty stage who have 
been menstruated.   

 
Ethical Consideration 

Research proposal was approved from ethical 
committee in faculty of Nursing. The purpose of the study, 
right for privacy, confidentiality and rights to withdraw at 
any time were explained for girls' caregivers (mothers, 
teachers) in the previously mentioned setting.  
 
Statistical Design 

The collected data was computerized, tabulated, 
analyzed and summarized by using statistical tests as one 
way ANOVA and Chi-Square to test research hypotheses by 
using SPSS version 20. The level of significance was 
accepted at P<0.05 and was considered highly significant 
when P-value less than or equal 0.01. 

 
Results  
Table 1: Distribution of studied students’ according to their socio-demographic data (n = 53). 

  Socio-demographic data of the studied students no. % 

Age/year   
6 - < 12 9 17.0 
12 - < 18 30 56.6 
18 – 24 14 26.4 

Mean ± SD 12.4 ± 3.2 years  
IQ   
50- < 55 23 43.4 
55 - < 60 12 22.6 
60- < 65 12 22.6 
65 – 70 6 11.4 

Mean ± SD 56.9 ± 6.4 score 
Residence   
Urban                         23 43.4 
Rural 30 56.6 
Social class    
Satisfactory  19 35.8 
Unsatisfactory  34 64.2 
Fathers’ Occupation   
Yes  35 66.0 
No 10 18.9 
Died 8 15.1 
Fathers’ education   
Illiterate 9 17.0 
Primary or Preparatory  21 39.7 
Secondary 19 35.8 
University 4 7.5 
Mothers’ Occupation   
House wife  45 84.9 
Employee  7 13.2 
Died 1 1.9 
Mothers’ education   
Illiterate 27 50.9 
Primary or Preparatory  13 24.5 
Secondary 11 20.8 
University 2 3.8 

 
Table 1: Shows that 56.6% of studied students their age ranged between 12 < 18years, with mean age 12.4 ± 3.2 years, 

43.4% of them their IQ ranged between 50- < 55, with mean 56.9 ± 6.4 score, also 56.6% of students were come from rural area 
and 64.2% of them had unsatisfactory social class. 

Concerning to their fathers occupation, 66% of them have an occupation and 39.7% of them had primary or preparatory 
education but 84.9% of their mothers were house wives and 50.9% of their mothers were illiterate 
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Table 2: Distribution of studied students’ according to their correct answer of knowledge about personal hygiene (n = 53). 
   

Knowledge about personal hygiene 
Pre  Post Immediately   Follow up   

P - value  No. % No. % No. % 
Definition of personal hygiene 34 64.2 49 92.5 35 66.0 .000** 
Components of personal hygiene: 
Hair care 27 50.9 39 73.6 37 69.8 .03* 
Showering  42 79.2 49 92.5 46 86.8 .142 NS 
Foot and nail care, 4 7.5 11 20.8 14 26.4 .04* 
Genital care  3 5.7 22 41.5 13 24.5 .000** 
Dental care 19 35.8 39 73.6 32 60.4 .000** 
Importance of  personal hygiene  25 47.2 36 67.9 28 52.8 .08 NS 
Personal hygiene protects from diseases 22 41.5 40 75.5 31 58.5 .001** 
Basic equipment of personal hygiene 12 22.6 22 41.5 20 37.7 .000** 

NS= Not statistically significance                           * means there is statistically significant difference 
** means there is highly statistical significant differences. 

Table 2: presents that 64.2% of studied students answered correctly about the meaning of personal hygiene in pretest, 
increased to 92.5% in immediately posttest, while in the follow up was 66.0%.  

Showering was the most important aspect or component of personal hygiene as ranked by the studied students, 
79.2%,92.5% and 86.8% in pretest, immediately posttest and follow up posttest respectively.  

The main sources of information about personal hygiene were parents; 50.9% followed by media &T.V; 17.0%, teachers; 
15.1%, no source of information were 13.2% in pretest. In immediately posttest 47.2% of them answered parents, followed by 
Media &T.V 32.1%, teachers 9.4% and 1.9 % were books and no sources. In follow up 45.3% of them answered parents, followed 
by Media &T.V 24.5% and teachers 13.2%, figure 1 
 

                                                
                                  Figure 1: sources of information about personal hygiene 
 
Table 3: Distribution of studied students’ according to their correct answer of personal hygienic self-reported practices (n = 
53). 

Personal Hygienic Self-reported  
practices 

Pretest  Immediately 
Posttest  

Follow up after 
1 month  

X 2 P – value 

No.  % No.  % No.  % 
Wash hands 
Before and after eating 38 71.7 49 92.5 40 75.5 8.060 .02* 
After using the toilet 24 45.3 42 79.2 43 81.1 20.014 .000** 
After playing 5 9.4 9 17.0 15 28.3 6..411 .04* 
Using soap in hand washing 21 39.6 39 73.6 24 45.3 14.083 .001** 
Teeth brush   
At morning 7 13.2 31 58.5 23 43.4 23.831 .000** 
Before sleeping 9 17.0 15 28.3 26 50.0 13.641 .001** 
Gurgling after each meal 16 30.2 38 71.7 20 37.7 20.829 .000** 
Teeth brushing daily 13 24.5 31 58.5 27 50.9 13.640 .001** 
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Personal Hygienic Self-reported  
practices 

Pretest  Immediately 
Posttest  

Follow up after 
1 month  

X 2 P – value 

No.  % No.  % No.  % 
Visiting the dentist every six months 9 17.0 16 30.2 23 43.4 8.774 .01* 
Shower number 
Once per day  2 3.8 1 1.9 4 7.5  

4.304 
 
.636 NS Every other day  17 32.1 23 43.4 19 35.8 

Twice per week  22 41.5 18 34.0 22 41.5 
Once per week  12 22.6 11 20.8 8 15.1 
Shower alone  20 37.7 21 39.6 20 37.7 .053 .974 NS 
Showering daily  20 37.7 37 69.8 37 69.8 15.041 .001** 
Trimming foot nails horizontally  15 28.3 28 52.8 25 47.2 7.143 .03* 
Drying  the feet after showering 23 43.4 26 49.1 24 45.3 .355 .838 NS 
Ears care   22 41.5 32 60.4 32 60.4 5.065 .079 NS 
Eyes care 22 41.5 29 54.7 24 45.3 1.969 .374 NS 
Hair care 17 32.1 32 60.4 35 66.0 14.083 .001** 

NS= Not statistically significance                    * means there is statistically significant difference 
** means there is highly statistical significant differences 

Table 3: demonstrates that 39.6% of studied students uses soap to wash their hands in pretest vs 73.6% of them vs 45.3% 
of them in immediately and follow up after one month of educational program respectively and 9.4% of them wash hands after 
playing vs 17.0% of them vs 28.3% of them Immediately and follow up after one month of educational program respectively. Also 
37.7% of studied students shower daily in pretest vs 69.8% of them vs 69.8 % of them in immediately and follow up after one 
month of educational program respectively 
 
Table 4: Distribution of studied students’ knowledge regarding menstrual hygiene (n = 28). 

Knowledge regarding menstrual 
hygiene 

Pretest  Immediately 
Posttest  

Follow up after 
one month  

X 2 P – value 

No. % No. % No. % 
The normal age for menarche  
Less than 12 yrs.  1 3.6 3 10.7 1 3.6  

17.445 
 

.008** 12 - 14 yrs.  4 14.3 11 39.3 11 39.3 
More than 14 yrs.   0 .0 5 17.9 4 14.3 
Don’t know   23 82.1 9 32.1 12 42.9 
Duration of  regular menses 
3-7 days   2 7.1 15 53.6 7 25.0  

25.212 
 

.000**  ˃7 days 4 14.3 9 32.1 8 28.6 
 Don’t know  22 78.6 4 14.3 13 46.4 
Bathing during menses 
First day    2 7.1 0 .0 1 3.6  

23.418 
 

.001** Last day  12 42.9 7 25.0 9 32.1 
Daily 5 17.9 21 75.0 15 53.6 
Don’t know  9 32.1 0 .0 3 10.7 

** means there is highly statistical significant differences 
 

Table 4: shows distribution of participants' knowledge about menstrual hygiene. There was a lack of knowledge regarding 
to age of menarche and duration of regular menses among 82.1% and 78.6% of participants in pretest respectively, with significant 
improvement in this knowledge after educational program compared to pretest, P < 0.01. 

Concerning to time of bathing during menses, 17.9% of them answered correctly "Daily" in pretest, increased to 75.0% in 
immediately posttest and  53.6%  in follow up   with significant improvement in knowledge of studied sample after intervention 
compared to pretest, P < 0.001 
 
Table 5: Distribution of studied students related to their total knowledge score about personal hygiene (n = 53). 
  

Total knowledge 
 

Pretest  Immediately 
Posttest  

Follow up after 
1 month  

 
X2 

 
P- 

Value No % No % No % 
Personal hygiene knowledge (n = 53). 

Poor   29 54.7 9 17.0 18 34.0 
23.481 .000** Fair   19 35.8 21 39.6 23 43.4 

Good   5 9.4 23 43.4 12 22.6 
Mean ± SD 6.5 ± 3.6 10.5 ± 27 9.0 ± 3.2   
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Table 5:  demonstrates that 54.7% of studied students’ had poor knowledge score about personal hygiene in pretest vs 
17.0% of them in immediately post educational program vs 34.0% of them after one month of educational program with highly 
statistically significance improvements where p-value =0.000.  
 
Table 6: Distribution of studied students related to their total self-reported practices score regarding personal and 
menstrual hygiene (n = 53), (n = 28) respectively 

Total self-reported  
practices  

 

Pretest  Immediately 
Posttest  

Follow up after 
1 month  

 
X2 

 
P- Value 

No % No % No % 
Personal hygiene self-reported practices (n = 53). 

Unsatisfactory    45 84.9 15 28.3 24 45.3 35.889 .000** 
Satisfactory    8 15.1 38 71.7 29 54.7 

 
Mean ± SD 11.9 ± 5.7 19.5 ± 3.8 18.2 ± 3.9   

Menstrual hygienic self-reported practices (n = 28). 
Unsatisfactory    14 50.0 1 3.6 6 21.4 16.381 .000** 
Satisfactory    14 50.0 27 96.4 22 78.6 

Mean ± SD 5.7 ± 2.9 8.8 ± 2.1 7.6 ± 2.9   
Practices of tooth brushing techniques(n = 53)  

Unsatisfactory    18 34.0 1 1.6 7 13.2 20.507 .000** 
Satisfactory    35 66.0 52 98.1 46 86.8 

Mean ± SD 9.1 ± 1.8 12.9  ± 1.9 11.3 ± 2.4   
Practices of Hand washing technique(n = 53) 

Unsatisfactory    3 5.7 0 .0 0 0 6.115 .05* 
Satisfactory    50 94.3 53 100. 53 100.0 

Mean ± SD 9.2 ± 1.9 11.8 ± 1.4 10.7  1.6   
 

Table 6:  demonstrates that only 15.1% of studied students’ had satisfactory level  of personal hygiene practices in pretest 
increased to 71.7% of them in immediately post educational program and 54.7% of them after one month of educational program 
with statistically significance improvements in their self-reported practices. There was highly significant improvement in total self-
reported practices score of studied students related to personal hygiene, menstrual hygiene, teeth brushing and hand washing 
technique after completion of the program compared to pretest total score, P < 0.001. 
 
Table 7:  Relation between studied student’s knowledge about personal hygiene and their demographic data in pretest, 
immediately and follow up   (n = 53). 

Demographic data of students 

Knowledge about personal hygiene 

Pretest Immediately Posttest Follow up after 
1 month 

Po
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 (n
 =
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Age/year 
6 - < 12   27.6 5.3 .0 44.4 19.0 4.3 27.8 13.0 8.3 
12 - < 18 62.1 42.1 80.0 44.4 52.4 65.2 50.0 56.5 66.7 
18 – 24 10.3 52.6 20.0 11.2 28.6 30.4 22.2 30.5 25.0 
X 2 (P – value) 13.505 (.009)  �   �  7.790 (.100) 2.597 (.627) 
IQ  
50- < 55 48.3 42.1 20.0 44.4 52.4 34.8 55.6 43.5 25.0 
55 - < 60 31.0 15.8 .0 44.4 19.0 17.4 27.8 21.7 16.7 
60- < 65 17.2 26.3 40.0 11.2 19.0 30.4 16.7 26.1 25.0 
65 – 70 3.4 15.8 40.0 .0 9.5 17.4 .0 8.7 33.3 
X 2 (P – value) 9.933 (.027) * 6.168 (.405) 11.704 (.038) * 
Residence 
Urban                         55.2 63.2 40.0 55.6 57.1 56.5 50.0 56.5 66.7 
Rural 44.8 36.8 60.0 44.4 42.9 43.5 50.0 43.5 33.3 
X 2 (P – value) .918 (.632) .007 (.997) .814 (.666) 
Social class  
Unsatisfactory  64.7 29.4 5.9 23.5 44.1 32.4 44.1 38.2 17.6 
Satisfactory 36.8 47.4 15.8 5.3 31.6 63.2 15.8 52.6 31.6 
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X 2 (P – value) 4.094 (.129) 5.544 (.050) * 4.507 (.105) 
Fathers education  
Illiterate 24.1 10.5 0.0 33.3 9.5 17.4 22.2 13.0 16.7 
Primary or reparatory 48.3 26.3 40.0 44.4 47.6 30.4 50.0 39.1 25.0 
Secondary  24.1 52.6 40.0 22.2 38.1 39.1 27.8 34.8 50.0 
University  3.4 10.5 20.0 0.0 4.8 13.0 .0 13.0 8.3 
X 2 (P – value) 8.110 (.230) 5.369 (.497) 4.934 (.552) 
Mothers education  
Illiterate 65.5 31.6 40.0 77.8 47.6 43.5 66.7 43.5 41.7 
Primary or reparatory 20.7 31.6 20.0 11.1 38.1 17.4 27.8 26.1 16.7 
Secondary  13.8 31.6 20.0 11.1 14.3 30.4 5.6 26.1 33.3 
University  0.0 5.3 20.0 0.0 0.0 8.7 .0 4.3 8.3 
X 2 (P – value) 10.772 (.034) * 8.757 (.188) 6.324 (.388) 

 
NS= Not statistically significance       * means there is statistically significant difference 
** means there is highly statistical significant differences. 
 

Table 7 :  shows that there were statistical significant relation between students' total knowledge about personal hygiene 
and their demographic data related to their age and their mothers education in pretest only where p_value were 0.02 and 0.03 
respectively and with I.Q in both pretest and follow up and with social class in immediately posttest only. But there were no 
statistical significant relation between total knowledge and socio demographic characteristics of the studied sample related to 
residence and father's education. 
 
Discussion 

Personal hygiene means personal care including 
Hair hygiene, Nasal hygiene, Eye hygiene, Oral hygiene, 
Hand hygiene, Body Skin hygiene, Personal cloths hygiene 
etc. The maintenance of personal cloths hygiene is affected 
by many reasons like personal, social, health, psychological 
and simply as a way of life (Kumar et al., 2018). Proper 
knowledge and practices of personal hygiene plays critical 
role in avoiding communicable diseases and benefit the 
primary school children to enjoy healthy and productive 
school life (Ghanim et al., 2016). Lack of knowledge about 
personal hygiene and poor hygienic practices increases the 
burden of communicable diseases. Maintaining a good 
personal hygiene among children helps to improve the 
quality of life (Hazazi et al., 2018). 

Mentally retarded individuals are susceptible to 
health hazard either as a direct consequence of their 
disability or due to lack of awareness regarding personal and 
environmental hygiene. Disabled children are not conscious 
of personal hygiene at school level. Health education 
intervention program was very much important to the 
growing children for their better health and upcoming future 

The findings of the current study revealed about 
two thirds of studied students answered correctly regarding 
the meaning of personal hygiene in pretest, increased to the 
majority of them in immediately posttest. From researcher's 
point of view, this may be due to that the studied students 
have heard about the term personal hygiene previously from 
their mothers and from songs and videos about personal 
hygiene from T.V. The correct answer was increased 
immediately posttest may be due to effectiveness of the 
program. 

The previous finding was in the same line with 
study conducted by Ilesanmi (2016) in Ile-Ife, Nigeria, 
which revealed that the vast majourity of the respondents 
have answered correctly regarding the meaning of personal 
hygiene. It was also similar to study conducted by Bastos 
(2010) in Ikeja, which showed that the vast majority of the 
respondents answered true to the definition of personal 
hygiene. Also it was supported by the study of Kumar & 
Akoijam, (2015) in Manipur, India, in which 100% of the 

respondents agreed that personal hygiene includes cleaning 
of the body and clothes.  

Showering was the most important aspect or 
component of personal hygiene as ranked by four fifth of the 
studied students in pretest, increased to the majority of them 
in immediately posttest and follow up respectively with 
significance difference. Showering was the most important 
component of personal hygiene may be due to cultural, 
familial and religious beliefs. In Egypt bathing is an 
important hygienic practice that prevents body odor and 
irritation of the skin by removing sweat, sebum, and dead 
skin cells. The risk of lice as well as infections, fungi, 
scabies, and allergic diseases may emerge on an unwashed 
body due to dirty skin, clothes, and surroundings. The 
findings were similar to the study conducted by Ghanim et 
al., (2016) in Sharjah-UAE who's found that showering was 
the most important aspect of personal hygiene as ranked by 
more than three fifths of the students. 

The main sources of information regarding personal 
hygiene in the present study were parents followed by media 
&T.V and teachers in pretest, immediately posttest and after 
one month follow up. From researchers's point of view, this 
may be due to that the studied students were girls who don’t 
inhabits the internal school accommodation, they spent only 
few  hours at school . Most of their times were spent at home 
in contact with their mothers from whom they may taught 
personal hygiene behaviors. Also at home they can watch 
T.V which shows videos and song about personal hygiene, 
so teachers were not the first source of information about 
personal hygiene.  It was in the same line with Ghanim et al., 
(2016) 

Who's found that parents and teachers were the 
most common source of knowledge providers about personal 
hygiene to participants, more than three quarters and less 
than half respectively.  

The present study showed that hand washing 
practice improved significantly after educational program, 
p<0.01. Using soap for washing hands also significantly 
increased after educational program. This improvement in 
hand washing practices may be due to effectiveness of the 
program. 
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This previous findings of the present study were 
similar to the findings of Ghanim et al., (2016) who's found 
that washing of hands before meals, after using toilets and 
after playing (73%, 69% and 51% respectively) were the 
major episodes for washing hands and 71% of participants 
used soap and water regularly to wash their hands. Also it 
were similar to Greene et al., (2012) findings in Western 
Kenya that reported increase in using of soap for washing 
hands before eating and after defecation and was statistically 
significant where p<0.05, and Riaz & Khan, (2010) in 
Bangladesh showed increase in knowledge about hand 
hygiene and was statistically significant where p<0.01.   

As regards to participants' knowledge about 
menstrual hygiene, there was a lack of knowledge about age 
of menarche and duration of regular menses among the 
majority of participants in pretest, with significant 
improvement in this knowledge after educational program 
compared to pretest, P < 0.01. This is contradicted with the 
study conducted by Bhore & Kumbhar (2014) in India which 
revealed that 72.2% of girls had knowledge about age of 
menarche, duration and interval in menstrual cycle. This 
contradiction with the current study might be because those 
studies were involved normally developed intellectual girls 
as study population not mentally retarded population. 

Mentally retarded adolescents face several 
psychological pressures associated with growth and maturity. 
Insufficient mental abilities, decreased intellectual level (low 
IQ score), poor information and poor educational status of 
their mothers regarding menarche and menstrual hygiene and 
lack of discussion with mothers about menstruation. All 
those factors lead to poor psychological adjustment with 
menstruation and lack of knowledge about menstruation and 
menstrual hygiene. This indicates the need for imparting 
necessary education and information on the anatomy & 
physiology, interval and duration, meaning and fact related 
to menarche as well as education to the mother regarding 
menarche and menstrual hygiene 

The main findings of the current study revealed that 
the knowledge score about personal hygiene increased after 
health education intervention and was statistically 
significant, p<0.05 where more than half of studied students’ 
had poor knowledge level about personal hygiene in pretest 
vs less than one fifth of them in immediately post 
educational program vs more than one third of them after 
one month of educational program. These findings were 
similar to the study conducted by Shrestha & Angolkar 
(2014) in Karnataka, India where improvement in 
participants' knowledge was statistically significant after 
intervention. Also this was similar to the study of Greene et 
al, (2012) in Western Kenya where increase in knowledge 
was statistically significant after intervention. 

There was significant increase in self-reported 
practices score of studied students after health education 
intervention (p<0.05) which was supported by the study 
conducted by Siwach M. (2009) in Panipat, India , reported 
significant increase in knowledge and practice after health 
education intervention. From researchers's point of view, the 
improvements in knowledge and practices of the studied 
students may be due to that the researcher uses a variety of 
teaching methods which helped the students to understand 
and acquire basic knowledge and practices about personal 
and menstrual hygiene. Also may be due to that the program 
was effective in improving their knowledge and practices 
score. 

There were statistical significant relation between 
students' total knowledge and total self-reported practices 
about personal hygiene and their demographic data related to 
their age, their mothers' education, I.Q and social class. The 
higher the age, I.Q score, mothers education and social class, 
the higher level of knowledge. This may be explained that 
the older age may give more experiences to acquire more 
knowledge about personal hygiene. The higher I.Q may 
allow more understanding and acquisition of hygiene 
knowledge and behaviors. Educated mothers may able to 
provide their girls with more and accurate hygiene 
knowledge and practices and act as a source of information 
for their children.     

The findings of the current study was similar to 
study done by Pal & Pal., (2017) in Kolkata, West Bengal, 
India, which revealed that students of lower socioeconomic 
status  and with low parental educational background had 
statistically significant higher odds of poor practices and 
overall poor Knowledge, Attitude and Practices (KAP) of 
personal hygiene. Also with the study of Mukherjee et al., 
(2014) in Kolkata, West Bengal, India, which revealed that 
KAP of personal hygiene scores were higher among higher 
age group students and the students of the higher classes. 
Parental literacy status, occupation and per capita monthly 
income of the families influenced the knowledge score 

 
Conclusion  

Based up on the findings of this study, it can be 
concluded that knowledge and self-reported practices about 
personal hygiene increased after the program and it was 
statistically significant. Students' age, I.Q, social class and 
their mothers' education were significant predictors of 
knowledge score about personal hygiene. Also there was a 
lack of knowledge and self-reported practices regarding 
menstrual hygiene with significant improvement in this 
knowledge after educational program compared to pretest. 
Students' residence, I.Q and their social class were 
significant predictors of knowledge score about menstrual 
hygiene.  There was positive effectiveness of personal 
hygiene program on improvements of general appearance of 
studied students after the program compared to pretest. 
Additionally there was positive effectiveness of personal 
hygiene program on improvement in steps of teeth brushing 
technique and steps of hand washing procedure of studied 
students after the program compared to pretest.  
 
Recommendations 

1. Sustainable and continuous school health education 
and training program with the active involvement of 
school teachers should be conducted in each school 
that leads to improvement in personal hygiene of 
school children.  

2. Well-developed school-based health and hygiene 
curricula that promote personal hygiene at home 
and at school should be established. 

3. Additional studies should be done in Egypt using a 
wider geographic scope and a larger sample size 
including their mothers in order to produce 
sufficient and comprehensive information. 
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Abstract 

Background: Patient with schizophrenia usually has lack of social skills and has an inability to communicate 
effectively with people, so that social competence program is needed for schizophrenic patients to improve their 
self-esteem and assertiveness skills .This study aimed to assess the effect of social competence program on self-
esteem and assertiveness among schizophrenic patients Quasi experimental research design was utilized in this study 
.The study sample  included 100 patients ,The study included four tools (I) structured Interview questionnaire to 
assess sociodemographic and clinical characteristics, tool (II) Rosenberg Self – Esteem Scale to assess level of self-
esteem tool (III) Rathus Assertiveness Schedule to assess level of assertive behavior and tool (IV) Brief psychiatric 
rating scale to assess psychiatric symptoms. The result demonstrated that there were an improvement in total mean 
scores of self-esteem, assertiveness and psychiatric symptoms in post implementation as compared to its pre 
program implementation and follow up program implementation. Also the study showed that there, was statistically 
significant negative correlation between self-esteem and assertiveness among Schizophrenic Patients. It was 
concluded that there was highly statistically significant different in self-esteem, assertiveness and psychiatric 
symptoms after implementation of the program and in follow up assessment. The study recommended that 
collaboration between all health team members to develop specific goals for behavior modification, improving 
assertiveness and increasing patient's socialization. 
Key Words: Social competence, self-esteem, aseertiveness, schizophrenia 

 
Introduction 

Schizophrenia is a mental disorder characterized by 
abnormal behavior, strange speech, and a decreased ability to 
understand reality [1]. etiology of schizophrenia is not 
known, but it is thought to involve interactions between 
genetic and environmental factors, including developmental 
problems that occur during gestation [2].  

Deficits in assertiveness skills are important 
components of social dysfunction in schizophrenia. Studies 
revealed that, patients with schizophrenia had numerous 
functional impairments across a wide range of assertiveness 
skills. For instance, behavioral analysis of schizophrenic 
patients  interactions revealed that they are lacking the 
ability to engage in effective social interactions, make 
request, express their opinions, refuse others  unreasonable 
demands, confirm and express their feelings, understand 
interpersonal boundaries and respond assertively to different 
situations[3]. 

Schizophrenic patients show unstable levels of self-
esteem and are more likely to exhibit poorer responses to 
treatment and have a poorer quality of life; Patients with 
Low-self-esteem suffer from feelings of being weak, 
helpless, hopeless, frightened, fragile, incompetent, 
worthless and inadequate. They suffer from negative 
thoughts and fail to recognize their potentials, they fear 
criticism and take compliments negatively and are afraid of 
taking up responsibilities, and afraid of constituting their 
own opinion..[4] 

Social competence is a term used by researchers to 
refer to how well a person is doing in day-to-day social 
situations. On measures of social competence, patients with 
schizophrenia  are fare poorly[5]. It is necessary to provide 
social skills training according to the state of illness of the 
patient with schizophrenia. This training encourages human 
interaction and is expected to improve the patient's skills for 
conversation and assertiveness Social skills training are 
basically behavioral techniques that mainly emphasize on 
activity of daily living, conversational skills, and 

Assertiveness skills, developing interpersonal 
relationships, and vocational training.[6]. 

 
Significance of the Study: 

Through clinical experience, the researcher noticed 
that, a great number of patients have negative self-esteem, 
problems in communication skills including assertiveness 
and exaggerated psychiatric symptoms, therefore this study 
attempts to test the effectiveness of social competence 
program on self-esteem, assertiveness and psychiatric 
symptoms .Based on the obtained information, social 
competence program will be specially tailored, implemented, 
and evaluated for the study target population. Nurses can 
assist patients to become more assertive, promoting their 
self-esteem and fostering a respect for their own rights and 
the rights of others. Thus, social competence program is 
designed to enable schizophrenic patients to compensate for 
or eliminate the environmental and interpersonal barriers as 
well as the functional deficits created by this illness. 

Previous Researches have found that an important 
prerequisite of the development of good social competence is 
that the individual should have positive self-esteem, positive 
attitude towards their environment and efficient 
communication are also important factors of social 
competence[7]. 
 
Aim of the Study 

The study aimed to Evaluate the effect of social 
competence program on self-esteem and assertiveness skills 
among schizophrenic patients. 
 
Research Hypothesis 

The formulated research hypothesis: 
The main research hypothesis is schizophrenic 

patients who are subjected to the social competence program 
have an improvement in level of self-esteem, assertiveness 
and psychiatric symptoms 
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 H1: Application of social competence program on 
self-esteem among schizophrenic patients will 
improve. Self-esteem. 

 H2: Application of social competence program on 
assertive behavior among schizophrenic patients 
will improve. Assertive behavior. 

 H3: Application of social competence program on 
psychiatric symptoms among schizophrenic patients 
will decrease. 

 
Working definition: 

Social competence in this study is limited to self-
esteem and assertiveness. 
 
Subjects and Method 
Research Design: 

Quasi experimental research design (one group pre- 
test, post - test and follow up design) was used to achieve the 
aim of the study. 
 
Setting 

This study was conducted at Minia psychiatric 
health and addiction treatment hospital. The hospital consists 
of inpatient (psychiatric department, addiction department) 
and outpatient clinic; the capacity of hospital is 53 beds. 
 
Subjects: 

A convenience sample of 100 male and female 
schizophrenic patients admitted to the psychiatric inpatient 
unit was included in the study according to statistical 
equation (22*360/100), also sample size ranged between 
10% to 30 % from total population size (Roscoe, 1975) and 
total population size admitted to Minia psychiatric health and 
addiction treatment hospital was 600 patients at previous 
year. The total numbers of schizophrenic patients were 360 
patients at the previous year.  
 
Inclusion Criteria: 

 Patients between the ages of 18 and 55 years. 
 Schizophrenic patients with different types. 
 The patient should be on treatment for at least three 

to four weeks prior to inclusion in the study. 
 
Exclusion Criteria: 

 Mental retardation. 
 Comorbid diagnosis of substance dependence. 
 Organic brain disease. 

 
 Tools of Data Collection: 

Tools of data collection consisted of four tools 
Tool (1): consists of 

A- sociodemographic and clinical data 
It was developed by the researcher to collect data 

about gender, the educational level, marital status, duration 
of illness, date of admission, history of hospitalization, 
number of hospitalization, and total duration of 
hospitalization.  
Tool (II) includes: 

Rosenberg Self – Esteem Scale (RSE). 
The Rosenberg self-esteem scale adopted to 

measure self-esteem [8] and translated into Arabic version. It 
consists of 10 statements (statements are phrased positively 
and 5statements are phrased negatively). These statements 
are rated on a 4-pointscale, which are: (1) strongly agree, (2) 

Agree, (3) disagree, (4) strongly disagree. According to these 
answers, scoring ranges from 1 to 40, with 40 indicating the 
highest possible score. Scoring for negative answers was 
reversed, i.e., 4 for strongly agree and 1 for strongly 
disagree, and so on. 
 
Scoring system of self-esteem scale: 

Higher score is an indicator of low self-esteem; 
moderate score is an indicator of moderate self-esteem while 
low score is an indicator of high self-esteem. 
 

 High self-esteem < 50%  20 score = Indicator of 
high self esteem  

 Moderate self-esteem 50%- 75% 21-30 score  = 
indictor of moderate self esteem 

 Low self-esteem > 75%  > 30 score = Indictor of 
low self esteem  

 
 (III)Rathus Assertiveness Schedule 

Rathus assertiveness schedule adopted from[9] and 
translated into Arabic version, it was developed for 
measuring assertive behavior. It consists of 30 items ranged 
between (3+) very much like me to (3- ) very much unlike 
me. It scores from (90+) to (90- ), and the schedule 
statements numbers (1, 2, 4, 5, 9, 11, 12, 14, 15, 16, 17, 19, 
23, 24, 26, 30) are reversed statements.  
 
Scoring system of Rathus Assertiveness Schedule: 

 Assertive behavior 60% or more  
 Non Assertive behavior is  less than  60% 

 
Tool (IV) Brief psychiatric rating scale (BPRS): 

 The Brief Psychiatric Rating Scale (BPRS) First 
published in 1962 as a 16-construct tool by[10] the 
developer's added two additional items, resulting in 
the 18-item scale used widely today to assess the 
effectiveness of treatment, it  is a widely used 
instrument for assessing the positive, negative, and 
affective symptoms of individuals who have 
psychotic disorders, especially schizophrenia. 

 Responses were measured on a 7- point Likert Scale 
where the highest score indicates the highest level 
of symptoms intensity. 

 The 7 categories for scoring system are (1) not 
present ,(2) very mild;( 3) mild; (4) moderate; (5) 
moderately severe; (6) severe; (7) extremely severe. 

 
Scoring 

 Mild Brief psychiatric  symptoms rating scale < 
50% 

 Moderate Brief psychiatric symptoms  rating scale 
50% -75% 

 Severe Brief psychiatric rating symptoms  scale ≥ 
75% 

 
Validity and Reliability 

The tools were tested for content validity by a 5 
jury of experts in the field of the study (Psychiatric Nursing) 
and the necessary modifications were done. Reliability of the 
study tools was done through used of coefficient test .r 
=.0.87for self-esteem, r = 0.93 for assertiveness while r = 
0.91for psychiatric symptoms. 
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Procedure 
A review of the related literature which covering 

various aspects of the problem was done, using available 
books and journals, to get acquainted with the research 
problem and to implement the study. 

An official letter was obtained from the dean of the 
Faculty of Nursing, Minia University, as well as the director 
of Minia hospital for psychiatric health and addiction 
treatment, asking for permission to collect data and carry out 
the program. Oral and written consent was obtained from the 
patients after explaining the nature and purpose of the study 
through direct personal communication to gain their 
acceptance and cooperation. After that, data collection 
started; the researcher went to the hospital for three days  
week from 3-5pm (Monday,Tuesday, Wednesday).Fifteen 
patients had withdrew from the study. 
 
Pilot study 

Pilot Study was conducted on 10% from the total 
number which equal 10 patients of study sample to test the 
study process and to evaluate the efficiency, clarity, of tools 
that was used in the study. It also helped in the estimation of 
the time needed to fill the form. The necessary modification 
was done according to the result of the pilot study. Subjects 
who participated in the pilot study excluded from the actual 
study 

The effect of social competence program on self-
esteem and assertiveness 

 
The proposed program was conducted through the 
following phases: 
1. Assessment Phase: 

This phase aimed at assessing social competence 
among schizophrenic patients; each patient interviewed to 
collect the necessary data .Based on the assessment phase, 
the program and media was prepared by the investigator in 
the form of booklet, posters, and videos. 
2. Planning (Preparatory phase): 

The planning phase included the program strategy 
time, number of sessions, teaching methods, media that was 
used. In addition, the teaching place and the program 
facilities checked for appropriateness. Number of sessions 
was 8 sessions, three sessions every week; the duration of 
each session was ranged from 30-60 minutes. Teaching 
sessions of the program conducted at conference room of 
Minia psychiatric health and addiction treatment hospital. 
 
Program teaching methods: 

A variety of teaching methods were included 
modeling, role playing, feedback reinforcement; group 
discussion sharing experience of the patients were utilized in 
this program. 
3. Implementation of the program. 

Oral and written agreement for participation  are 
obtained from patients. The program was conducted by the 
researcher The program implemented for ten subgroups, 
each subgroup contains ten patients, the researcher applied 
the program on available first ten patients in the hospital and 
after finishing the program on these subgroups, applied the 
program on the second admitted ten patients until finished 
the ten subgroups. The same program implemented for each 
subgroup of patients. In some instances, sessions were 
carried out on a daily basis instead of 3 sessions per week. 
This is due to patients  shortened length of hospitalization 

and very high rate of turnover. Throughout the training 
program, instructional techniques, such as; group discussion, 
modeling, role playing, getting participants  feedback, 
providing corrective feedback had been used. This was done 
in order to make the skills very real and simple, and 
encourage patients to participate during the sessions and 
master the skills efficiently. At the end of each session, the 
researcher made a summary of what has been going on 
session.  
 
The program content will be as follows: 

1) Session 1: Includes introduction about the program 
(purpose, session's time, session's content, and 
effect on patient condition). 

2) Session 2: Consists of brief explanation about signs 
and symptoms of chronic schizophrenia, immediate 
influence of these signs and symptoms on patients' 
interaction with others, and how gradually patient 
becomes withdrawn. 

3) Session 3: Explains to the patient strategy of 
assertive communication which include of how to 
say "No". The patient can't say" No" or don't know 
how to do so. 

4) Session 4: Applys to the patient astrategy of how to 
make requests; many patients are quite passive 
when it comes to making requests. They might felt 
they didn't have the right to ask. Or they might  fear  
of the consequences of the request. The result 
indicated that , the patients avoid asking for help 
even when it was perfectly reasonable to do so. 

5) Session 5: Applys skills for how to respond and 
give criticism assertively; and give constructive 
criticism. 

6) Session 6: Practices skills of effective listening. 
7) Session 7: Performs strategies of how to handle and 

express anger assertively. 
8) Session 8: Consists of how to strengthen patient's 

self-esteem and improve Self-acceptance. 
4. Evaluation of the program: 

Evaluation was done to measure the progress of the 
patient's social competence. The pre-assessment tools were 
repeated again after 3 months of the program to measure the 
progress of the patient social competence .evaluation of the 
patient self-esteem, assertiveness and the psychiatric 
symptoms were done through the results of the pretest and 
posttest assessments of the experimental groups. Evaluation 
of test was done one time. 
 
Ethical Consideration 

A written initial approval was obtained from the 
Research Ethical Committee of the Faculty of Nursing, 
Minia University, there was no risk for study subjects during 
application of this research, the study followed common 
ethical participation in clinical research, privacy was 
provided during data collection. Anonymity and 
confidentiality was assured through coding the data; and a 
patient has the right to withdrawal to participate in the study 
without any rationale. 
 
Statistical Analysis 

Collected data were tabulated and needed statistical 
analyses was done utilizing the computer data processing 
using SPSS version (20). Acceptance level of significance 
was at P < 0.05. 
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Results 
This study was conducted on institutionalized patients who have schizophrenia to determine the effect of social 

competence training program on self-esteem and assertiveness. 
 
Table (1): Frequency distribution of socio-demographic data (N=85). 

Socio-Demographic data No. % 
Gender   Male 58 68.2 
Female 27 31.8 
Marital Status   Single 45 52.9 
Married 36 42.4 
Divorced 4 4.7 
Education level   Illiterate 19 22.4 
Primary (reads and writes) 4 4.7 
Elementary or Secondary 50 58.8 
University 12 14.1 

 
Table (1): demonstrated that, more than half of studied were Males (68.2%), and about (52.9%) were single about 

(58.8%), had Elementary or Secondary school level . 
 

Table (2): Frequency distribution of Clinical Characteristics (No= 85) 
Medical characteristics No % 
Duration of disease 
Less than one year 
From year to less than two years 
From two years to less than three years 
More than 3 years 

 
5 
8 
9 
63 

 
5.9 
9.4 
10.6 
74.1 

How many Admission (N=59)   
Once 22 25.9 
Twice 24 28.2 
Three times 9 10.6 
More than three times 5 5.9 
Staying Time (N=59)   
Less than 1 month 8 9.4 
From 1 month to 2 months 48 56.5 
Three months 3 3.5 

More than three months 1 1.2 
 
Table (2) :demonstrated that more than three quarter of patients were admitted more than  3 years (74.1%), about most of 

patients had at least one institutionalized admission (25.9%), about half of the patients had Staying From 1 month to 2 months 
(56.5%),  
 
Table (3): Comparison between pre, post and follow-up among studied sample in relation to their self-esteem (N=85). 

Total self-esteem level Pre Post Follow-Up Chi-square test 
No. % No. % No. % x2 p-value 

High self-esteem ≤20% 4 4.7% 34 40.0% 2 2.4% 

58.957 <0.001** 
Moderate self-esteem >20-
50% 80 94.1% 51 60.0% 83 97.6% 

Low self-esteem >50% 1 1.2% 0 0.0% 0 0.0% 
Total 85 100.0 85 100.0 85 100.0 

**p-value <0.001 HS 
 
This table showed there were highly statistically significant differences between pre, post and follow-up in relation to self-

esteem among schizophrenic patients with   p-value (<0.001 HS). 
 
Table (4): Comparison between pre, post and follow-up among studied sample in relation assertiveness behavior (N=85). 

Total Rathus assertiveness 
Schedule 

Pre Post Follow-Up Chi-square test 
No. % No. % No. % x2 p-value 

Non assertive behavior 
<60% 47 55.3% 8 9.4% 14 16.5% 52.574 <0.001** 
Assertive behavior >60% 38 44.7% 77 90.6% 71 83.5% 
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Total Rathus assertiveness 
Schedule 

Pre Post Follow-Up Chi-square test 
No. % No. % No. % x2 p-value 

Total 85 100.0 85 100.0 85 100.0 
**p-value <0.001 HS 

 
This table indicated that there were highly statistically significant differences between pre, post and follow-up in relation 

to assertive behavior among schizophrenic patients  with p-vale (<0.001 HS). 
 
Table (5): Comparison between pre, post and follow-up in relation to their total Brief psychiatric rating scale (N=85). 

Total Brief psychiatric rating 
scale 

Pre Post Follow-Up Chi-square test 
No. % No. % No. % x2 p-value 

Mild symptoms <50% 22 25.9% 60 70.6% 82 96.5% 

95.070 <0.001** Moderate symptoms 50-80% 55 64.7% 23 27.1% 3 3.5% 
Severe symptoms >80% 8 9.4% 2 2.4% 0 0.0% 
Total 85 100.0 85 100.0 85 100.0 

**p-value <0.001 HS 
This table showed that, there were highly statistically significant differences between pre, post and follow-up in relation to 

psychotic symptoms with p-vale (<0.001 HS). 
 
Table (6 ): Relation between self-esteem of studied sample and their socio demographic characteristics (N= 85). 

Socio-Demographic data Pre program  Post program  Follow Up 
Mean ±SD Mean ±SD Mean ±SD 

Gender             
Male 23.90 2.80 21.48 1.89 23.03 1.71 
Female 24.63 3.01 21.56 1.72 23.07 2.11 
T 1.202 0.029 0.009 
p-value 0.276 0.866 0.927 
Age (years)             
≤30 years 24.13 2.90 21.29 1.81 23.13 1.92 
>30-40 years 24.09 2.83 21.59 1.83 22.88 1.62 
>40 years 24.20 3.10 21.87 1.92 23.20 2.11 
F 0.007 0.588 0.230 
p-value 0.993 0.558 0.795 
Marital Status             
Single 23.94 2.87 21.49 1.90 22.86 1.73 
Married 24.32 2.79 21.67 1.80 23.19 1.87 
Divorced 24.80 3.90 20.25 0.50 24.00 2.55 
F 0.309 1.085 1.040 
p-value 0.735 0.343 0.358 

 
This table demonstated the relation between schizophrenic patient's sociodemographoc data and pre, post and follow total 

self-esteem It was found that ,there was no statistically significant relation among patients with schizophrenia between levels of 
self-esteem and socio demographic data. 
 
Table (7) Relation between self-esteem of studied sample and their clinical characteristics (N= 85). 

History Pre program  Post program  Follow Up 
Mean ±SD Mean ±SD Mean ±SD 

Duration of disease             
Less than one year 22.83 2.48 22.00 2.83 24.00 1.67 
From year to less than two years 23.50 2.98 22.25 1.98 22.75 1.91 
From two years to less than three years 23.88 3.04 21.33 1.50 23.25 2.43 
More than 3 years 24.37 2.89 21.40 1.78 22.97 1.77 
F 0.689 0.656 0.675 
p-value 0.561 0.582 0.570 
How many Admission             
No 22.88 2.39 21.44 1.78 23.00 1.55 
Once 24.44 3.04 21.41 1.92 23.24 2.13 
Twice 25.00 2.98 21.96 2.03 22.71 1.31 
Three times 25.29 2.75 20.78 1.48 23.29 3.09 
More than three times 23.83 2.71 21.40 1.14 23.33 1.86 
F 2.192 0.742 0.303 
p-value 0.047* 0.566 0.875 
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History Pre program  Post program  Follow Up 
Mean ±SD Mean ±SD Mean ±SD 

Staying Time              
No 22.88 2.39 21.44 1.78 23.00 1.55 
Less than 1 month 24.44 1.51 22.38 2.00 23.33 2.29 
From 1 month to 2 months 24.84 3.03 21.44 1.83 23.04 1.93 
Three months 19.00 0.00 21.33 2.31 22.00 0.00 
F 4.129 2.204 0.183 
p-value 0.009* 0.641 0.908 

 
It indicated that, there was statistically significant differences  between levels of self-esteem scale and clinical 

characteristics. 
 
Table (8) Relation between Assertiveness of studied sample and their socio demographic characteristics (N= 85). 

Socio-Demographic data Pre program  Post program  Follow Up 
Mean ±SD Mean ±SD Mean ±SD 

Gender             
Male -3.03 22.90 26.05 18.66 24.09 18.11 
Female -9.52 26.12 32.00 20.20 19.81 22.38 
T 1.350 1.777 0.879 
p-value 0.249 0.186 0.351 
Age (years)             
≤30 years -6.79 30.10 28.18 18.61 20.95 19.52 
>30-40 years -1.38 15.38 25.44 20.07 25.25 19.40 
>40 years -8.73 22.02 32.67 19.40 21.87 20.64 
F 0.646 0.721 0.433 
p-value 0.527 0.489 0.650 
Marital Status             
Single -6.41 25.41 27.11 19.00 23.73 20.67 
Married -4.42 19.23 28.03 20.35 21.13 18.25 
Divorced 3.60 38.14 36.50 11.56 22.80 18.93 
F 0.408 0.432 0.166 
p-value 0.666 0.651 0.848 

 
This table showed that there was no statistically significant differences  between levels of assertiveness and 

sociodemographic characteristics . 
 
 
Table (9) Relation between Assertiveness of studied sample and their clinical characteristics (N= 85). 

History Pre program  Post program  Follow Up 
Mean ±SD Mean ±SD Mean ±SD 

Duration of disease             
Less than one year 3.17 12.89 31.00 33.49 17.00 23.33 
From year to less than two years 6.25 13.37 33.75 18.86 36.25 17.45 
From two years to less than three years 11.88 15.29 28.33 19.75 20.75 15.00 
More than 3 years -9.48 25.31 26.90 18.24 21.81 19.63 
F 3.078 0.339 1.553 
p-value 0.032 0.797 0.207 
Does entry before             
No 3.35 18.38 28.28 18.68 24.12 19.31 
Yes -8.81 25.35 27.80 19.63 22.12 19.77 
T 4.844 0.011 0.187 
p-value 0.031 0.917 0.667 
How many Admission             
No 3.35 18.38 28.28 18.68 24.12 19.31 
Once -0.76 21.59 27.68 25.02 24.76 19.81 
Twice -19.00 26.85 27.04 15.88 20.71 17.96 
Three times -8.29 19.86 34.44 14.43 27.86 24.36 
More than three times -7.33 33.13 20.00 18.75 9.33 19.03 
F 3.094 0.474 0.981 
p-value 0.020 0.755 0.423 
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This table declared that there were statistically significant differences between assertiveness levels and clinical 
characteristics among schizophrenic patients.  
 
Table (10) Relation between psychiatric symptoms of studied sample and their socio demographic characteristics (N= 85). 

Socio-Demographic data Pre program  Post program  Follow Up 
Mean ±SD Mean ±SD Mean ±SD 

Gender             
Male 59.55 13.25 44.12 13.68 29.02 6.86 
Female 57.93 13.57 42.30 15.44 28.67 9.75 
T 0.273 0.302 0.036 
p-value 0.602 0.584 0.849 
Age (years)             
≤30 years 60.18 13.06 43.16 14.23 31.47 8.79 
>30-40 years 57.00 13.77 43.72 16.10 26.38 6.69 
>40 years 60.47 13.19 44.13 9.96 27.80 5.54 
F 0.599 0.029 4.152 
p-value 0.552 0.972 0.019* 
Marital Status             
Single 59.18 13.57 43.33 14.87 28.88 7.22 
Married 57.65 12.17 44.31 14.02 29.06 9.16 
Divorced 66.20 17.58 39.00 8.37 28.20 5.67 
F 0.897 0.257 0.026 
p-value 0.412 0.774 0.974 

 
 
This table demonstrated that  there were  no statistically significant differences  between levels of psychotic symptoms 

and sociodemographic data, while there was statistically differences  between psychotic symptoms and patient's age  
 
Table (11) Relation between psychiatric symptoms of studied sample and their clinical characterstics (N= 85). 

History Pre program  Post program  Follow Up 
Mean ±SD Mean ±SD Mean ±SD 

Duration of disease             
Less than one year 48.67 14.22 39.00 12.47 28.17 4.92 
From year to less than two years 52.25 11.84 38.00 8.49 29.00 9.72 
From two years to less than three years 55.50 8.07 42.44 8.35 25.38 4.47 
More than 3 years 61.33 13.28 44.76 15.44 29.41 8.14 
F 2.916 0.743 0.640 
p-value 0.039* 0.529 0.592 
Does entry before             
No 59.92 11.37 44.52 13.57 28.73 5.46 
Yes 58.64 14.13 43.13 14.54 28.98 8.72 
T 0.166 0.167 0.019 
p-value 0.685 0.684 0.892 

 
It was observed that, there was statistically significant differences between levels of psychotic symptoms of schizophrenic 

patients  and duration of disease . 
 

Table (12): Correlation between post Rosenberg self-esteem scale, Rathus assertiveness and brief psychiatric rating scale among 
Schizophrenic Patients (No =85). 

Post Rosenberg Self 
Esteem Scale 

Rathus Assertiveness 
Schedule  

Brief psychiatric rating 
scale 

Rosenberg Self 
Esteem Scale 

R  -0.303 0.188 
p-value  0.005* 0.086 

Rathus 
Assertiveness 

Schedule 

R -0.303  -0.002 

p-value 0.005*  0.986 

Brief psychiatric 
rating scale 

R 0.188 -0.002  p-value 0.086 0.986  *p-value <0.05 S; **p-value <0.001 HS 
Spearman's rank correlation coefficient (rs) 

 
Table 12 showed that, there was significant negative correlation between post Rosenberg self-esteem scale and rathus 

assertiveness schedule among Schizophrenic Patients. 
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Discussion 

Research evidence recognizes low self-esteem to 
occur in several psychiatric disorders, particularly major 
depressive disorders, dysthymic disorder, anxiety disorders 
and schizophrenia[11] patient with schizophrenia usually 
lack social skills and have an inability to communicate 
effectively with people ,confirm and express their feelings 
,and understand interpersonal boundaries, they may solve 
their problems in an unsuitable manner or may have few 
solution[12] . The aim of this study was evaluate  the effect 
of social competence program on self-esteem and 
assertiveness. 

To fulfill the objectives of this study, findings are 
presented in main parts 

 
Which include the following: 
Part (I): Sociodemographic and clinical 

characteristics of the studied 
Patients 
As regard to the gender of the participants, the 

present study revealed that, about more than half of the 
studied participants were males .This might be due to culture 
which represented as hinder to female institution .The result 
also was consistent  with[13] about “Gender Differences 
within the Psychosis Spectrum” who reported that, the 
prevalence of specific diagnoses differed between men and 
women men were approximately 1.4 times more likely to 
have a diagnosis of schizophrenia than were women. 

As regarding marital status, the present study 
revealed that, the majority of the studied participants were 
single .This might be related to onset of the disease appear 
early in male than in female and also may be due to stigma 
of the disease .This result agreed with [14] who mentioned 
that The vast majority of the patients were unmarried. This 
result also congruent with[15] who found that 44.44% of 
cases were unmarried. 

Concerning the education of the participants, the 
study demonstrated that more than half of the subjects had 
secondary school and small numbering of the participants 
had university education, this might be related to severity of 
the symptoms which affect on the level of education. This 
result agreed with[16] who showed that ,more than one third 
of the sample had preparatory or secondary education, while 
only 15.4% of patients had a university education. 

As regard to occupation, the present study showed 
that, more than half of the participants were unemployed 
.This might be due to many causes which might include 
factors related to the illness, frequent hospitalization, might 
be the result of combination of public discrimination and 
patients  perceived stigma, as well as side effects of 
antipsychotic drugs .This result agreed with [15] who found 
that, about half of cases were unemployed  

Regarding the clinical characteristics of the 
participants, more than three quarters of the participants their 
duration of the disease was more than three years .This might 
be due to the chronicity of the disorder. This was in 
agreement with the literature[17] who mentioned that, 
schizophrenia is associated with many costs to the health 
care system as it often presents early in life, has no cure, 
requires repeated interaction with the health care system, 
lifelong medications and frequent hospitalizations 

The present study showed that, about nearly half of 
the participants were admitted to hospital between twice and 
three times .This might be related to the relapse of the 

disease so that, it increase  the number of hospitalization. 
This finding was congruent with [18] who found that half of 
the participants  had one hospitalization and 40.0%had 2–4 
hospitalizations . 

 The result of the present study  also showed that, 
more than three quarters of the participants had previous 
hospitalization and duration of staying was between one 
months to two months this might be related to policy of the 
hospital , this finding was inagreement with[14]  who found 
that , The length of current hospitalization ranged from 1 to 
64 days.  

 
Part (II) Effect of the competence training program 

on self-esteem, assertiveness and brief psychiatric 
symptoms. 

The result revealed that, there was highly 
statistically significant difference between participants  
regarding self-esteem before and after the implementation of 
the program .This might be related to the effectiveness of 
social competence program which helped the patient to be 
able to achieve different issues as the “ability to achieve 
legitimate, ability to share in discussion , ability to express 
emotion ,ability to express weakness and strengths of patient 
personality This finding was consistent with[19] who 
mentioned that Coping skills and social competence confer 
not only protection against stress-induced relapse but also 
resilience, interpersonal supports, social affiliation, and 
improved quality of life. 

On the other hand, This result was not consistent 
with  [20]who showed that, there was no statistically 
significant difference between the mean scores of the pretest 
(20.33+4.38) and for the post intervention regarding the 
effect of Assertive Training Program on Social Interaction 
Anxiety and Self - Esteem of Institutionalized Patients with 
Chronic Schizophrenia . 

Regarding assertiveness skills after implementation 
of the program, this study revealed that assertiveness skills 
were developed after the implementation. This might be 
related to effect of social competence program which 
enhance assertiveness skills. This finding agreed with[21] 
who found that, individuals with chronic schizophrenia 
significantly improved  in assertive behavior, decreased 
social anxiety, and increased self-reported satisfaction with 
interpersonal communication immediately following 
treatment and at the three month follow up. 

As regard to brief psychiatric symptoms, there were 
highly statistically significant difference between pre ,post 
assessment after program implementation .This might be 
related to effectiveness of training program which has 
apositive effect on self-esteem and assertiveness skills so 
subsequently affect on decrease in brief psychiatric 
symptoms. This findings was consistent with[22] who 
indicating that assertiveness training can improve various 
clinical symptoms above and beyond assertive behavior. On 
the other hand[23]concluded that social skill training has no 
effect on psychopathology 

 
Part (III): Differences and correlation between socio 

demographic and clinical characteristics 
In relation to participant's self-esteem and their 

gender , the finding of the current study revealed that ,there 
were no statistically  significant differences relation between 
participant self-esteem score pre ,post and follow social 
competence implementation .This finding was agreed 
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with[24] who stated that, relationship between self-esteem 
and Socio-demographic characteristics of the studied sample 
of schizophrenic patients at  pre and post program 
implementation showed that, there was no statistical 
significant differences between self-esteem mean score and 
gender of the studied sample pre or post program. 

In relation to participant's self-esteem and their 
duration of disease, the finding of the current study revealed 
that, there were statistically significant differences between 
participants self-esteem score at pre, post and follow the 
social competence implementation. This finding may be 
related to institutionalization itself that cause major 
deterioration in a majority of skills that negatively affect 
patient's self-esteem. This finding was agreed with[25] Who 
found that, with chronicity of illness in addition to 
institutionalization, patients start to escape from reality , use 
more less effective coping methods and become more 
socially isolated due to anxiety about interactions or over 
hostile behavior. 

In relation to participant's age and self-esteem, the 
finding of the study showed that, there were no statistically 
significant differences between participants self-esteem and 
their age  at pre, post and follow social competence 
implementation .This result was consistent [20] who 
mentioned that there were no statistically significant 
differences among patients' age groups and social anxiety 
score and self-esteem . 

The present study showed that, there were no 
statistically significant differences between participants, 
socio demographic data and assertive behavior and 
nonassertive behavior regarding social competence 
implementation .These results  were supported by [14] who 
found that, no statistically significant differences between 
the study group all socio-demographic and almost all clinical 
factors .On the other hand, these findings were unsupported 
with[26] who found that, there were statistically significant 
differences between the study groups level of assertiveness 
and educational levels. 

In relation to participants brief psychiatric 
symptoms and their age, the finding of the current study 
indicated that, there was highly statistically significant 
difference in psychiatric symptoms at the follow up of  social 
competence implementation rather than before 
implementation of the program. This finding was in 
disagreement with [27] who documented that, there were no 
statistical significant differences between Egyptian patients' 
age and total negative symptoms, total positive symptoms, 
and total general psychopathology scores. 

In relation to brief psychiatric symptoms and 
duration of the disease, the finding of the current study 
indicated that, there was statistically significant relation 
between psychiatric symptoms and duration of the disease 
.This finding was congruent with[27]who illustrated that 
Saudi patients' duration of illness was statistically significant 
related with total general psychopathology scores On the 
other hand, there were no statistical significant differences 
between Egyptian patients' socio-demographic and medical 
data and total negative symptoms, total positive symptoms, 
and total general psychopathology scores. 

The present study reported that, there was a 
significant negative correlation between self-esteem and 
assertiveness skills of studied sample post program 
implementation .this result indicted that, patients who have 
assertiveness skills have high level of self-esteem .This result 
was consistent with[28]  who Indicted that, results of studies 

focusing on disorder-specific symptoms, there is evidence 
that unassertiveness is associated with other trans diagnostic 
factors that are broadly that are broadly related to 
psychopathology, such as lowered self-esteem and self-
concept .Finally, it can be concluded that, social competence 
training program can affect  on reduction of symptoms of 
schizophrenia patients, improve self-esteem and assertive 
behavior . 
 
Conclusion 

Based on the study findings, which revealed there 
were highly statistically significant differences between pre 
and post intervention regarding self-esteem, assertiveness 
and psychiatric symptoms, so the findings of the present 
study indicated that, social competence program had 
apositive effect on self-esteem, assertiveness and psychiatric 
symptoms of the schizophrenic patients after receiving social 
competence program. 
 
Recommendation 

In light of the results of the current study, the 
following recommendations are suggested: 

1) Social skills training program should be held for all 
psychotic patients in hospitals to improve their 
social competence and self-esteem. 

2) Collaboration between all health team members to 
develop specific goals for behavior modifications, 
improving assertiveness and increasing patient's 
socialization 

3) Further studies are required concerning social skills 
and assertiveness 
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Abstract: 

Background: the core of nursing education program is the clinical education in which training of nursing student 
occur to have competent nurse student. Also, clinical instructors play a significant role in creating positive learning 
experiences in the clinical setting that shape student behaviors at the work environment. Therefore, clinical 
instructors should have the effective clinical teaching behaviors to create a positive learning environment for nursing 
students. Aim: to assess the clinical instructor's behaviors as perceived by themselves, students and Nursing Faculty 
Staff. Research Design: The study was conducted using descriptive research design. Setting: The study was carried 
out at faculty of Nursing, Minia University. Subject: The study subjects consisted of all clinical instructors, staff 
members and about 80% of students at (2nd, 3rd, 4th year) at the Faculty of Nursing, Minia University. Tool: The 
Nursing Clinical Teacher Effective Inventory (NCTEI) was used for data collection. Results: revealed that, the high 
level of clinical instructors behaviors were from clinical instructors themselves view with (89.2%), followed by 
students view (68.2%) and then view of staff members (59.2%) with statistically significant difference between 
clinical instructors, students and staff members view (P=0.001). Conclusions: Clinical instructors had biased self-
assessment regarding perception of their clinical teaching behaviors. Recommendation: Workshops/seminars 
should be organized and also orientation program for all newly clinical instructors on their roles in clinical teaching.  

 
Introduction 

 Moreover, nursing practice in the 21st century 
faces a number of challenges that including: a growing 
population of hospitalized patients who are older and more 
acutely ill, increasing healthcare costs, and the need to be 
aware of rapid advances in medical knowledge and 
technology. These challenges are complicated by an existing 
shortage of nurses, an aging nurse workforce, and shortage 
of nursing faculty members, which affect nursing education 
(1-4).  

Nursing is a practice-based discipline that is 
accountable to the public for quality of care, therefore staff 
members should teach students the art and science of nursing 
and it should be not only academically rigorous but also 
clinically competent (5, 6).  

The overall goal of clinical nursing education is to 
prepare students for future practice through current learning 
experiences. Because of the rapid changes that can be 
occurred in the health care; understanding become more 
important than doing, and rationale more important than 
technique. Thus, for having effective clinical teaching; the 
clinical instructor (C.I) should permit students to have 
clinical experiences by which they reach the clinical 
competence (7, 8).  

The clinical instructors must maintain a focus on 
the essential activities in a way that ensure patient safety, 
provide opportunities for students to perform successfully in 
the clinical area, and communicate the fullness of the nursing 
role (9). Although many new C.Is have experience in their 
clinical area of practice, they may not initially have the 
ability to convey the proficiency to their students. The 
reasons for this C.I proficiency are twofold, generally, they 
do not have formal training and supervision in teaching; also 
they are thrown into unplanned activities where there is 
limited control over the factors that affect student clinical 
teaching (10, 11).  

Clinical instructors are the teaching faculty 
members who guide nursing students to gain fundamental 
knowledge, technical skills, and practice values. Also, they 
play a vital role in nursing students’ development by 

enabling them gain self-confidence for future practice (12- 
14). They also play a significant role in creating positive 
learning experiences in the clinical setting that frame student 
perceptions of the work environment. Therefore, to create a 
positive learning environment for nursing students, a lot of 
hard work goes into the development and practice of clinical 
teaching. So, not only the instructors need to organize their 
clinical experience but they also need to facilitate the 
learning process (11, 15).  

Effective C.Is behaviors divided into five major 
domains as following: First, teaching ability: it is the process 
of transmission of skills and attitudes, and the creation of an 
atmosphere that facilitate learning process. Second, nursing 
competence: it is the clinical teacher's theoretical and clinical 
knowledge used in the practice of nursing. Third, evaluation: 
it is the type and amount of feedback the student receives 
from the clinical instructor regarding clinical performance 
and written clinical assignments. Fourth, interpersonal 
relationships: it is a state of reciprocal interest or 
communication between student and clinical instructor; and 
fifth, personality; it is the totality of the individual's attitudes, 
emotional tendencies and character traits, which aren't 
specifically related to teaching, nursing or interpersonal 
relationships but may affect them (16).  
 
Significance of the Study  

Clinical practice is a significant component and 
critical part of nursing education which considered ''the 
heart'' of professional practice. The quality clinical practice 
delivered through clinical instructors are dynamic to success 
of clinical education and has direct impact on the quality of 
nursing which ensure students achieve positive outcomes in 
the clinical settings as well as in the future practice. 
Therefore, the clinical instructors as a cornerstone of nursing 
education, plays an essential role in preparing nursing 
graduates for their role as competent, capable and caring 
nurses.  

There were many previous studies were conducted 
in this field one of them was in Oman by 
(Madhavanprabhakaran, Shukri, Hayudini and Narayanan, 
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2013) (17), who found that Omani nursing students rated 
professional competence of instructors as the most important 
characteristic and instructors’ relationship with students as 
the second most important characteristic without any 
discrepancy (p >0.05). And in Egypt, a study by Ismail, 
Aboushady, Eswi, (2016) (18) revealed that the highest 
ranked behaviors were teaching ability category followed by 
nursing competence and evaluation respectively. The 
personality and interpersonal relationship among nursing 
student set as the fourth and fifth factors that affect learning 
process in the clinical settings. All previous studies focused 
on determining the most effective and ineffective clinical 
instructor’s behaviors for learning process success as 
perceived by students' point of view about most important 
and less important behaviors only. Therefore, it is important 
to assess the clinical instructors clinical behaviors from 
different view of point.    
 
Aim of the Study 

The aim of the current study is to assess the clinical 
instructor's behaviors as perceived by themselves, students 
and Nursing Faculty Staff. 
 
Research Questions: 

1. What are the clinical instructor's behaviors as 
perceived by them? 

2. What are the clinical instructor's behaviors as 
perceived by their students? 

3. What are the clinical instructor's behaviors as 
perceived by Nursing Faculty Staff? 

4. Is there a relation between clinical instructors, 
students and Nursing Faculty Staff perception about 
clinical instructor's behaviors?  

 
Methodology 
Research design: 

The study was conducted using descriptive research 
design  
 
Setting: 

This study was conducted at the faculty of nursing 
at Minia University. This study included all nursing faculty 
academic departments.  
 
Subjects:  

The study subjects consisted of all clinical 
instructors, staff members and about 80% of students at (2nd, 
3rd, 4th year) at the Faculty of Nursing, Minia University. 
All available clinical instructors at the time of collecting data 
(2nd semester 2017/2018) was (n= 74) and Faculty staff 
members (n=27)  

N.B:  the students of 1st year were excluded from 
the study because of lack of their awareness about how to 
evaluate a clinical instructor correctly and objectively. 

Tool: one tool was used in this study: '' The Nursing 
Clinical Teacher Effectiveness Inventory'' ''NCTEI'' 

 This tool was used to assess the clinical instructors’ 
behaviors as perceived by themselves, student and nursing 
faculty staff; it consisted of two parties as follow:  

1) The first part is Socio- Demographic data sheet: 
was attached with tool to get information about Nursing 
Faculty staff, clinical instructors and students at Minia 
University. It was one of the following for the study subject:   

1. Staff member code, sex, years of 
experience, position, department, and 
clinical instructor code. 

2. Clinical instructor code, gender, 
scientific degree, and department.  

3. Student code, gender, age, academic 
year, last academic achievement and 
clinical instructor code. 

2) The second part is '' The Nursing Clinical 
Teacher Effectiveness Inventory'' ''NCTEI''; it was developed 
by Knox & Magon (1985) (16). It consisted of 48 important 
instructor behaviors with 5 point Likert scale ranged as 
(Never= 0, scarcely=1, sometimes=2, often=3, and 
always=4).  

It was divided into sub-scales as follows: teaching 
ability (16 items), nursing competence (10 items), evaluation 
(9 items), interpersonal relationship (6 items) and personality 
traits (7 items). The scoring system was ranged from 0 to 
192, the higher the score, the higher effective behaviors of 
clinical instructor, the scoring system was divided as the 
follows: (0- 64= Low), (65- 128= Medium), (129- 192= 
High). 
 
Validity of the tool: 

The tool was submitted to a jury of 5 experts in the 
field of nursing administration and education field to 
determine its applicability and content validity. No 
modification was done. 
 
Reliability of the tool: 

Reliability of the tool was performed to confirm 
consistency of tool. The internal consistency measured to 
identify the extent to which the items of the tool measured 
what it was intended to measure. Also, the tool parts 
(teaching ability, interpersonal relationships, personality 
traits, nursing competence and evaluation) were tested for 
reliability, they were reliable and coefficient values were 
(α=.99 for clinical instructors, .97 for staff members, and .95 
for students). 

 
Pilot study: 

A pilot study was conducted on a random sample of 
participants as (clinical instructors = 7) and (staff 
members=3) (students = 80) (from the total study subjects) 
prior to starting the field work in order to obtain information 
that may improve the research plan and facilitate the 
execution of the study. Results of the pilot study indicated 
that; the tool was applicable and don’t need any changes. 
 
Data collection procedure: 

 The permission to collect the data from Nursing 
Faculty Dean and vice dean for education and 
student affairs and heads of all academic 
departments was obtained. 

 All needed sheets of the tool were printed, and data 
were collected from clinical instructors, staff 
members and students.  

 The data were collected during second semester of 
the academic year 2017- 2018 (from the beginning 
of February to the end June). 

 The sheets were given individually to all of them 
and they were given a period of time to respond to 
it. The data were received according to each 
individual time.  
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 The researcher scheduled the visits to each 
department staff for (staff members and clinical 
instructors) and to classrooms for students which 
was done.  

 
Ethical Consideration: 

1. An informal consent was obtained from the 
identified Faculty staff members, clinical instructors 
and students to collect the study data before data 
collection, after explanation of the purpose of the 
study. 

2. Confidentiality, anonymity and privacy were 
assured.  

3. Participation was on voluntary basis of participants.  
 
 
 

Data processing and analysis: 
The data of this study were processed and analyzed 

using number of sheets collected from the study subject as 
follows: For clinical instructor (sheets= 74), for Faculty Staff 
Members (sheets= 365), and for students (sheets= 1420) 

Data were fed to the computer and statistical 
analysis was performed using Statistical Package for Social 
Sciences (SPSS version 20). Significance of the obtained 
results was judged at the 5 % level of significance. 
Quantitative data were expressed as frequency and 
percentage. For quantitative data, comparison between two 
variables was done using t-test, and comparison between 
more than two variables used ANOVA test. Relations 
between different numerical variables were tested using 
Pearson correlation. Probability (p-value) less than 0.05 was 
considered significant and less than 0.001 was considered 
highly significant. 

 
Results:  
Table (1): Distribution of clinical instructors according to their Socio demographic data 

Studied group 
(n =74) Socio-demographic characteristics 

% No 
 

89.2% 
10.8% 

 
66 
8 

Age groups 
25-35 years 
>35 years 

 
18.9% 
81.1% 

 
14 
60 

 gender 
    Male     
    Female 

 
25.7% 
52.7% 
21.6% 

 
19 
39 
16 

Years of experience 
  <5 years 
   5-10 years 
  >10 years 

 
35.1% 
64.9% 

 
46 
48 

Position 
    Demonstrator     
    Assistant lecturer 

 
17.6% 
14.9% 
12.2% 
13.5% 
10.8% 
31.1% 

 
13 
11 
9 

10 
8 

23 

Department 
  Nursing Administration     
 Women Health& Obstetric Nursing 
  Community Health Nursing 
   Psychiatric& Mental Health Nursing 
   Pediatric& Neonatal Nursing 
   Medical- Surgical Nursing 

              * Categorical data represented by number and (%).  
 
Table (1) shows that, the majority (89.2%) of nursing clinical instructors age was ranged from (25-35) years old; in 

relation to sex the majority of them (81.1%) were females. Concerning to years of experience more than half of nursing clinical 
instructors (52.7%) had (5-10) experience years. As regard to position, about two thirds of them (64.9%) were assistant lecturers. 
About department, the highest percent as one third of them (31.1%) was in medical surgical nursing department, and the lowest 
percent was in pediatric and neonatal nursing department as (10.8%).   
 
Table (2): Distribution of nursing students according to their Socio-demographic data:- 

Students 
(n =798) Socio-demographic characteristics 

%  No 
 

60.9% 
39.1% 

 
486 
312 

Age / years  
 20≥18  
 20≤ 23  

 
38.5% 
61.5% 

 
307 
491 

gender 
 Male     
 Female 

 
 36.5% 

 
291 

Academic year 
 Second     
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Students 
(n =798) Socio-demographic characteristics 

%  No 
 37% 

 26.5% 
295 
212 

 Third 
 Fourth 

 

 
Figure (1): Distribution of nursing students according to their last academic achievement. 

 
Table (2) and figure (1) show that about two third (61.5%) of nursing students gender were female. In relation to age, 

about two thirds (60.9%) of nursing students ranged from (18-20) years old. As regards to their academic year, the highest percent 
of students (37%) were at 3rd academic year. About the last academic achievement, it was found that more than half of students 
(54.3%) had very good degree. 
 
Table (3): Distribution of faculty staff members according to their Socio-demographic data: 

Faculty staff members  
(n =27) Socio-demographic data 

% No 
 

0% 
100% 

 
0 
27 

gender 
 
 Male 
 Female 

 
 

37% 
37% 
26% 

 
10 
10 
7 

Years of experience 
 <15 
 15-25 
 >25 

 
 (18.5%) 
 (14.8%) 
 (14.8%) 
 (11.1%) 
 (11.1%) 
 (29.7%) 

 
5 
4 
4 
3 
3 
8 

Department 
  Nursing Administration     
  Women Health& Obstetric Nursing 
  Community Health Nursing 
   Psychiatric& Mental Health Nursing 
   Pediatric& Neonatal Nursing 
   Medical- Surgical Nursing 

 

 
Figure (2): Distribution of nursing faculty staff according to their position 

 
Table (3) and figure (2) show that, all of the staff members were female; regarding years of experiences more than one 

third had less than 15 years' experience and more than one had (15-25) years of experiences. About the position, there was about 

0.00%

20.00%

40.00%

60.00%

1.80%
9.30%

54.30%

34.60%

last academic acheivement of students 

Acceptable

Good

Very Good

Excellent

66.70%

25.90%

7.40%
staff members postions 

Lecturer

Assistant professor

Professor



Minia Scientific Nursing Journal (Print) (ISSN 2537-012X) Vol. (4) No. (1) June 2019 

P a g e  | 64  Rasha M A., et al 

two third (66.7%) of nursing staff were lecturers. In relation to department, the highest percent (29.6%) of nursing staff were in 
medical surgical department. 

 

 
Figure (3): Comparison between groups regarding to clinical instructors teaching behavior scores. 

 
In  figure (3) it was observed that highest level of clinical instructors behaviors were from clinical instructors themselves 

view with (89.2%), followed by students view (68.2%) and then view of staff members (59.2%) with statistically significant 
difference between clinical instructors, students and staff members view (P=0.001).  
 
Table (4): Comparison between groups regarding to clinical teaching behavior score: 

ANOVA (DF) 
P value 

Staff sheets 
(n =365) 

Clinical instructor 
sheets 
(n =74) 

Students' sheets 
(n =1420) 

Clinical instructors 
behaviors dimensions 
scores 
Teaching ability score 

9.7 (2) 
<0.001* 

44.8 ± 10.5 
13 - 64 

50.4 ± 7.5 
32 – 64 

47.9 ± 15.3 
0 – 64 

  Mean ± SD 
  Range 
Interpersonal relationship score 

5.24 (2) 
0.005* 

16.8 ± 4.9 
1 - 24 

19.1 ± 3.7 
10 – 24 

17.5 ± 6.5 
0 – 24 

 Mean ± SD 
 Range 
Personality traits score 

12.6 (2) 
<0.001* 

18.9 ± 6.3 
0 - 28 

22.2 ± 3.6 
11 – 28 

20.7 ± 7 
0 – 28 

  Mean ± SD 
  Range 
Nursing competence score 

7.6 (2) 
<0.001* 

27.9 ± 8.3 
1 – 40 

30.2 ± 4.7 
21 – 40 

29.9 ± 9.4 
0 – 40 

 Mean ± SD 
 Range 
Evaluation score 

11.9 (2) 
<0.001* 

24.7 ± 7.7 
1 - 36 

29 ± 4.4 
20 – 36 

26.6 ± 8.7 
0 – 36 

  Mean ± SD 
  Range 
Total score 

10.27 (2) 
<0.001* 

133.1 ± 34.7 
21 – 192 

151.1 ± 19.8 
108 – 191 

142.8 ± 43.4 
0 – 192 

  Mean ± SD 
  Range 

*ANOVA test was used for quantitative data   *: Significant difference in between groups (p value ≤ 0.05) 
 
Table (4) shows that the highest mean scores were from clinical instructors view of themselves and the lowest mean 

scores were in favor to staff members view in all dimensions, with highly statistically significant difference. (p<0.001*) except for 
'' interpersonal relationship dimension'' (p<0.005*) 

Also, it was noted from table that the clinical instructors had the highest total mean scores for their clinical teaching 
behaviors (151.1±19.8), while the lowest total mean score was for staff members' perception for their clinical instructors teaching 
behaviors (133.1±34.7), with statistical significant difference (p<0.001*) between students, clinical instructors and staff members. 
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Table (5) Total level scores of clinical instructors behaviors as perceived by students in faculty departments: 

Scientific Departments 
 Total Score Level of clinical instructors behaviors  ANOVA (DF) or 

X2 (DF) 
P value 

Low Moderate High 
No % No % No % 

Nursing Administration     
(n=240) 10 4.2% 36 15% 194 80.8% 

204.6 (10) 
 

0.001* 

Women Health& Obstetric 
Nursing  (n=220) 0 0% 38 17.3% 182 82.7% 

Community Health 
Nursing (n =190) 12 6.3% 36 18.9% 142 74.7% 

Psychiatric& Mental 
Health Nursing  (n=206) 11 5.3% 72 35% 123 59.7% 

Pediatric& Neonatal 
Nursing (n =160) 25 15.6% 96 60% 39 24.4% 

Medical- Surgical Nursing 
(n =404) 17 4.2% 98` 24.3% 289 71.5% 

ANOVA test was used for quantitative data and chi square test (X2) was used for qualitative data 
 *: Significant difference in between groups (p value ≤ 0.05) 

 
Table (5) shows that ''Women Health& obstetric health nursing'' had the highest level of clinical instructor’s behaviors 

from student's point of view (82.7%), while ''pediatric& Neonatal health nursing department'' had the lowest level of clinical 
instructor’s behaviors with (15.6%) with highly statistical significant differences (P=0.001*) between departments. 

 

 
Figure (4): Relation between last academic achievements and total clinical teaching behavior scores as perceived by students 

 
Figure (4) shows that, clinical instructors had the high level score from point of view of students who had ''Excellent'' 

achievement (71.6%), students who had ''Very good'' achievement (69.4%), and those with ''good'' achievement (59.9%). While the 
students who had ''Acceptable'' achievement viewed that clinical instructors had moderate level of their clinical behaviors (66.7%) 
with statistical significant difference (p=0.001*) 
 
Discussion: 

Clinical teaching is an important aspect of the 
nursing education. As through clinical teaching the students 
learn how to apply the abstract concepts of nursing into 
situations that are specific and concrete to acquire the 
characteristics and values that are needed in their nursing 
professional role (19). Therefore, the CI is responsible for 
managing, educating and supporting the nursing students 
during clinical practice that is most effective for facilitating 
learning process. When CIs are clinically competent, they 
can more easily establish a safe environment for clinical 
learning, facilitate student learning, and aid students to 
provide patient care (20). 

Regarding the socio-demographic data of CIs it was 
noted that, the majority of CIs aged from 25 to 35 years old; 
and for the sex the highest percentage of CIs were female. 
Concerning to years of experience more than half of nursing 
clinical instructors had (5-10) experience years. As regard to 

position, about two thirds of them were assistant lecturers. 
About department, the highest percent as one third of them 
were in medical surgical nursing department, and the lowest 
percent were in pediatric and neonatal nursing department.  

Regarding the socio-demographic data of students it 
was noted that about two thirds of nursing students were 
ranged from (18-20) years old and were female. As regards 
to their academic year, the highest percent of students were 
at 3rd academic year. About the last academic achievement, 
it was found that more than half of students had very good 
degree at all academic year. 

Regarding the socio-demographic data of staff 
members, it was noted that all of them were female, and 
more than one third had less than 15 as well as more than 
one third had 15-25 years of experiences, regarding the 
position there were about two third of staff members 
lecturers. In relation to department, the highest percent of 
staff members were in medical surgical department. 
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The current study revealed that clinical instructors 
perceived themselves to have the higher clinical teaching 
behaviors than both students and faculty staff members 
perceived them with statistically significant difference. The 
cause of this perception may be result of individuals' view to 
themselves; as they always view own self perform well and 
better than others see them. Also most of individuals, had 
overestimation of their performance, success, character, 
abilities, or future prospects, and they are more optimistic 
than reality warrants.  

Also, clinical instructors considered as a biased 
self-assessment as in which individual often attributes 
success and failure in a self-serving manner, so that success 
is attributed to internal factors, such as skill, competencies or 
intelligence, and failure is attributed to external factors, such 
as bad luck or distraction. CIs also, are more likely to 
remember self-enhancing information; in which they may 
always remember that they were the best ones among their 
colleagues at faculty. 

This finding was consistent with Lane and Gottlieb 
(2004) (21), Cole et al. (2004) (22) as well as Houston et al. 
(2004) (23) who shown that instructors’ self-assessment 
scores were higher than the scores given by students. Also, 
in a study by Shakurnia and Karami (2011) (24) carried out 
about comparing scores of instructors evaluation by students 
with those of instructors’ self-evaluation, it was found that 
the mean score of instructor’s self-assessment was higher 
than the average score of students evaluation for instructors 
and the difference was statistically significant.  

This is also, supported by a study of Mazar, Amir, 
and Ariely (2008) (25) who showed that individuals will 
generally engage in dishonesty and bias when they given the 
opportunity to assess their behaviors abilities, and 
performance; and generally not revise their self-concept to 
incorporate this dishonesty. Individuals always, had positive 
self –concept as sees themselves as intelligent persons, and 
view themselves as a hard-working and competent 
employee. 

While this finding was not consistent with Barnett, 
Matthews, Jackson, (2003) (26) research who found that the 
difference between instructors’ self-assessment scores and 
the scores allotted to instructors by the whole students was 
not significant. 

The current study also revealed that nursing faculty 
staff members agreed that their instructors regarding had low 
scores in their clinical behaviors. This finding may be related 
to staff members' higher expectations from instructors 
regarding clinical teaching. Also, faculty staff members are 
more aware of instructors’duties, their knowledge in the 
courses of study, and the relevant syllabuses, etc. They are 
aware of the teaching quality and teaching problems and how 
to solve it. Therefore, they can comment more accurately 
about the quality of CIs behaviors. 

 Staff members also had attended different courses 
more than instructors; these courses which related to 
curriculum development and effective teaching strategies, so 
staff members saw themselves more effectively able to deal 
with students than instructors as they didn't get these courses.  

This finding was in consistent with Adhami, 
Reihani, Fattahi, Nakhaei, Fasihi Harandi (2005) (27) who 
found significance when comparing the scores of instructors’ 
self-assessment with heads of departments (P = 0.04), in 
which the scores of department heads were higher than those 
obtained from their instructor’ self-assessment. 

Also, this finding of the current study was 
supported by Aksu, Çivitçi, and Duy, (2008) (28) who found 
in their study that teaching leaders perceive that the 
instructors should be given the chance to update their 
knowledge and achieve development as they always have 
lack of teaching and personal update. 

Also, this finding supported by Bozpolat, Uğurulu, 
Usta, and Şimşek, (2016) (29) who indicated that staff heads 
reported that competencies of instructors regarding teaching 
methods/techniques was in low levels; as they don’t have 
enough preparation and experience about how to effectively 
prepare a teaching plan and manage a classroom. 

As regarding to students assessment of their 
instructors, it was between the score of instructors' 
assessment to themselves and staff score to instructors. This 
may be considered as students had lack of knowledge and 
experience about effective teaching process, teaching 
behaviors and depth view of each behavior. They may not 
have true judgment about evaluation. Students also, may take 
some personality and interpersonal factors in their 
consideration when evaluating their instructors.  

 This finding supported by Greenwood (2009) (30) 
who opposed to evaluation of teachers by learners and 
believes that perceptions and judgments of people are 
affected by general personality traits and by environmental 
characteristics; hence, these factors can affect students and 
they apply them in their teachers' evaluation. 

Findings of the current study also revealed that 
according to departments, instructors of obstetric& 
gynecological nursing and nursing administration 
departments get the highest ratings of using clinical 
instructor's behaviors by nursing student. This may be due to 
characteristics of clinical instructors in these department that 
affect students’ clinical teaching as those instructors may 
properly prepared for clinical teaching through  knowing the 
course material, thinking about how the material can be most 
effectively demonstrated, writing an outline or take notes to 
follow during clinical procedures, they also are organized 
during their course. They also commented that they not 
prefer (pediatric nursing instructors) because they deal with 
them in a rigid and tough manner. 

Also, during data collection from the 4th year 
students commented that nursing administration department 
is considered the most organized, committed department, 
they always have a plan for what they want to teach, and 
students of 3rd year commented that instructors of 
obstetric& gynecological nursing department are the most 
kind, humorous and empathetic one in the faculty and they 
offer support when students are in need. 

This was consistent with Siamian et al. (2012) 
(31) and Gashmard et al. (2011) (32) as their studies showed 
that teacher’s competency and effectiveness from student’s 
point of view can be positive when they feeling responsible 
for the students and supporting them, being available, having 
a good, organized plan for teaching the clinical course  
having a close relationship with the student, and wining the 
student’s trust. 

The findings of the current study also showed that 
according to academic achievement; the student with 
(Excellent, very good) perceived their instructors with high 
ratings of using clinical instructor’s behaviors. This finding 
may be as those students relate their success to effective 
teaching and intelligence of their instructors, those students 
also may be always concentrate with their instructors and try 
to ask questions to their instructors to get more information, 
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they may also ask them about good references to read; so 
they felt that their instructors had broad knowledge about 
variety of topics taught. Also, the students tend to build good 
relations with instructors as they saw them as their role 
models and want to follow their steps.  

Also students with high academic achievement are 
interested and concentrated in teaching and they do 
everything made them get high grades as (attendance in time, 
deliver sheets in time, always are with complete kits and 
uniform), so they get the highest marks so found that their 
instructors are fair in their evaluation. All above mentioned 
causes make those students see their instructors with high 
rating of using effective clinical teaching behaviors. 

This finding was supported by Theall and Franklin 
(2001) (33) who see that the students who performed the best 
on final exams, get higher academic achievement provide the 
highest ratings in their clinical instructor’s evaluation. While, 
this finding come in contrast with Benton and Cashin (2012) 
(34) that their research yields no conclusive correlation 
between overall GPA of students and high ratings for 
individual instructors.     
 
Conclusion 

Clinical instructors had biased self-assessment 
regarding their perception about clinical teaching behaviors; 
as it was noted that high level of clinical instructors 
behaviors were from clinical instructors themselves view, 
followed by students view and then view of staff members, 
with statistically significant differences. Moreover, the 
highest mean score for clinical instructors' clinical behaviors 
were among obstetric and gynecological nursing departments 
followed by nursing administration department; while the 
lowest mean score were among the CIs of pediatric and 
neonatal nursing department staff 
 
Recommendations 

 Effective and continuous workshops should be 
planned and implemented from beginning of 
clinical instructors' recruitment to increase their 
awareness of their role, and develop their clinical 
behaviors. 

 Continuous monitoring and evaluation of clinical 
instructors’ performance both at classroom and 
clinical settings. 
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Abstract 

Background: Conflict is a fact of human lives and if they are able to understand it and its impact on work 
effectiveness, they can make conflict useful and use them to achieve better results Aim of the current study is to 
identify organizational conflict causes and resolution style among first line managers and hospital administration. 
Design: A descriptive research design was utilized in the current study. Subjects of this study compromised 
convenient sample of all available nurse) first line managers who working at hospitals during the period of data 
collection (no 156).  Setting: the study was carried out at Minia University Hospitals. Tools: two tools were used to 
collect data of the study; Organizational Conflict Causes Questionnaire and Organizational Conflict Resolution 
Styles Scale. Results: The study results revealed that three quarter of hospital administrative and first line manager 
agreed about causes of conflict. The most conflict styles used by hospital administrative were collaborating, 
accommodating, and competing while, first line manager preferred compromising, avoiding, and competing styles, 
with statistically significant difference. Conclusion: this study concluded that, all participants agreed about causes 
of conflict; as well hospital administrative preferred collaborative style and first line manager preferred 
compromising style. Recommendations: Establishment of training courses for all nursing educators to improve 
their skill for conflict resolution.  
Key words: Organizational Conflict Causes, Resolution Style, First Line Manager, Hospital Administration.  

 
Introduction 

Conflict is a common issue in our everyday lives. 
Caused by disagreement in goals, motivations, or actions 
between two parties that can be real or only perceived to 
exist, conflict is seen as a perceived incongruity of interests. 
Whether it results due to a difference of opinions, harsh 
words or direct action to solve competing goals, conflict has 
the potential to occur in many domains of our lives. Conflict 
is considered to be the normal and inevitable consequence of 
social and organizational life (1,2).  

Furthermore, conflict is a fact of human lives and if 
they are able to understand it and its impact on work 
effectiveness, they can make conflict useful and use them to 
achieve better results. Every organization encounters 
conflicts on a daily basis. The conflict cannot be avoided, but 
it is possible to manage them in a way that people recognize 
conflict symptoms in time. Thus, it is necessary to 
continuously track the organizational signals which point to 
their existence. As well as, everyone has to deal with conflict 
both in the workplace and personal lives (3).  

Conflict is a situation where there is a disagreement 
between parties. It connotes a stressful, unhappy, distressing, 
depressing, annoying and frustrating state of affairs. Also, 
conflict occur because individuals have different perceptions, 
beliefs and goals; as well conflict is inevitable when 
managers are making important decisions as they would face 
opposing pressures from different sources (4,5). 

Also, conflict between people are caused for several 
reasons, some of which include incompatible goals, different 
values and beliefs, ambiguity and role conflict, problems of 
communications resulting from confusion or refusal to 
cooperate, ambiguous rules, authority conflict, inconsistent 
evaluation and reward system, job stress, task conflict, and 
deficiency of information system, etc.; which in turn can 
affect the managers and staff’s satisfaction (6, 7).  

Managing conflict in the workplace is a time-
consuming but it is necessary task for the nurse and 
physician leader. Conflict may range from disagreements to 
major controversies that may lead to litigation or violence. 

Conflict has an adverse effect on productivity, morale, and 
patient care. Also, it may result in high employee turnover 
and certainly limit staff contributions and impede efficiency 
(7, 8). 

The workplace conflicts in the healthcare 
environment tend to be far more complicated because in 
hospital one would interact with different human resources 
with diversity, including physicians, nurses, managers and 
personnel’s from same or other departments. However, some 
time nurses are working under difficult and stressful 
situation which can lead to negative interpersonal 
relationship with other co-workers, and they are so busy in 
their work to reflect upon and to resolve it (8, 9).  

As a result, patient care will be compromised and 
organization would lose its productivity. Health care 
professionals, who understand each other’s roles and can 
work effectively together, have been shown to provide 
higher quality care. Hence, to achieve desire out comes in 
patient care, it is essential to have good interpersonal 
relationship in terms of cooperation, collaboration, listen, 
and respect the values or positions of each other. It is usually 
observed in our context that physicians showing dominancy 
and lack of acceptance of role of nurses are the root causes 
of interpersonal conflict in health care settings (10, 11). 

Conflict management is a complex process, which 
demands time and energy. Thus, managing conflict and 
ultimately resolved it, is critical to the effective functioning 
of the organization and its ability to creatively move 
forward. The management and the subordinates must be 
concerned and devoted to resolving conflict among 
coworkers by being willing to listen and to find accurate 
solutions (12, 13). 

Interpersonal conflicts can be handled with various 
styles of behavior; there are five styles of resolve conflict 
avoiding, accommodating, compromising, competing, and 
collaboration. The person who has avoiding style neglects 
the conflict or denies the availability of conflict. One seeks 
for neither own concerns nor others’. In this mode, one 
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prefers to evade an issue or put it off until later (Unassertive 
and uncooperative) (14, 15).  

Accommodating style had to overlook own 
concerns to satisfy those concerns of others. It is a form of 
selfless generosity that followed by yielding to others’ 
wishes when one would prefer not to do (Unassertive and 
cooperative). Compromising style seek for a mutually 
acceptable solution that satisfy both parties partially via 
addressing some concerns of both parties and neglecting 
others by exchanging concessions and finding a middle-
ground position (Moderately assertive and moderately 
cooperative) (14, 15).  

Competing style seeks for own concerns at the 
expense of others’ concerns by using all appropriate power 
to win the position and defend something that is believed to 
be correct (Assertive and uncooperative).  The collaborative 
style pursuit of all concerns of both parties through a 
solution that satisfy both parties completely as a result of 
parties collaboration to address all underlying concerns and 
attempts to find alternatives to satisfy all of them (Assertive 
and cooperative) (15, 16).  

 
Significance of the Study  

Nursing is a profession based on collaborative 
relationships between nurses and others. When two or more 
people view issues from different perspectives, these 
relationships resulting in conflict. Conflict that was managed 
effectively by first line nurse managers can lead to personal 
and organizational growth. If conflict is not managed 
effectively, it can hinder a nurse's ability to provide high 
quality nursing care and escalate to violence. Therefore 
conflict has an adverse effect on productivity, morale, and 
patient care; it may result in high employee turnover and 
certainly limit staff contributions in participation in decisions 
and impede efficiency. 

Moreover, during working  in Minia University 
hospitals it has been observed that multiple problems related 
to conflicts occur between in the top level (directors of 
nursing services) with middle level (supervisors) and first 
level ( head nurses) and in the other side hospital 
administrative. Therefore, it is important to assess the causes 
of conflict among organizational staff and resolution style 
among first line manager and hospital administration.  

 
Aim of the study 

  The aim of the current study is to identify 
organizational conflict causes and resolution style among 
first line manager and hospital administration. 
 
Research questions: 

 What are the causes of organizational conflict 
among first line managers and hospital 
administrative? 

 What are the organizational conflict resolution style 
among first line manager and hospital 
administrative? 

 
 

Subjects& Methods 
Research design  

A descriptive correlation research design was used 
to achieve the aim of the present study and answer the 
research question. 
 

Subjects:  
The subject of this study was included convenient 

sample of the available first line manager (140 included 
nurses and physicians) and administrative authority (16 
included nurses and physicians) at time of data collection.      
 
Study settings: 

The study was carried out at Minia University 
Hospitals, at Minia City, Egypt. The study was conducted 
over two months during year 2017. 

 
 
Tools of data collection: 

Data was collect through the utilization of two tools 
as follows: 
Tool No I: it included two parts  

Part I: Personal Data sheet; it included age, sex, 
marital status, level of education, current department, current 
position, years of experience, and years of experience of 
current position. 
 
Part II: Organizational Conflict Causes Questionnaire 

This tool developed by Hasani et al. (2014) (17) and 
was adopted by researcher to measure first line managers and 
hospital administrative response opinions about conflict 
causes. It consist of 13 items with three point Likert scale 
ranged as (agree = 3, neutral = 2, and disagree =1). The 
higher score, the higher agreement about causes of conflict 
 
Tool No II: Organizational Conflict Resolution Styles 
Scale 

Developed by Grace (2012) (18) and was adopted 
by researcher to measure first line managers and hospital 
administrative responses opinions about Conflict resolution 
styles. It consist of 25 items with three point Likert scale 
ranged as (agree = 3, neutral = 2, and disagree =1). This tool 
was divided by the researcher into five styles as follow: 
collaborating style included (5) items; competing style 
included (6) items; avoiding style included (5) items; 
accommodating style included (4) items; and compromising 
style included (5) items. The higher score of style score, the 
higher dominant style of participants.   

 
 

 
Validity of the tools: 

A jury of 5 experts in the field of nursing 
administration field has been submitted with tools to 
determine its applicability and content validity. Necessary 
modification was done. 
 
Reliability of the tool: 

Reliability of the tools was performed to confirm 
consistency of tools. The internal consistency measured to 
identify the extent to which the items of the tools measured 
what is intended to measure. Also, the tools were tested for 
internal reliability by using Cronbach' alpha test (α=0.89 for 
tool I, and α =0.88 for tool II). 
 
Study procedure: 

 A written approval to carry out the study was 
obtained from faculty of nursing dean and ethical 
committee  
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 A written approval to carry out the study was 
obtained from the hospital directors and from 
nursing directors after explaining the aim of the 
study. 

 After getting approval the investigator explained 
purpose, nature, and significance of the study for 
the director of nursing services, supervisors, head 
nurses, resident physicians and hospital 
administrative.  

 Work schedule of supervisors, head nurses, resident 
physicians was obtained, to estimate time for data 
collection, the time consumed to fill the 
questionnaire was between 20 to 30 minutes.  

 According to the plan of time schedule, the 
questionnaires were collected from them during 
their break time.  

 Data collection was done during morning and 
afternoon shifts and lasted for two months during 
year 2017. 

 
 

Ethical Consideration: 
A written initial approval was obtained from the 

Research Ethical Committee of the Faculty of Nursing, 
Minia University, and then a written approval was obtained 
from the directors of Minia university hospitals. Consent was 
obtained from the subjects. Confidentiality was assured to 
them. Each participant was interviewed individually by the 
investigator to fulfill the necessary data. Subjects have the 
right to withdraw from the study without any rational.   

 
Statistical analysis of data  

The collected data of the study tools were 
categorized, tabulated, analyzed; and data entry were done 
using SPSS software version 20 (Statistical Package for 
Social Science). Data were presented using descriptive 
statistics in the form of frequencies and percentages, mean, 
standard deviation and chi-square. Tests of significance were 
performed to test the study hypotheses (i.e. t- test, and 
ANOVA test).  Pearson correlation analysis was used for 
assessment of the interrelation among quantitative variables. 
Statistical significance was considered at p- value ≤ 0.05. 

 
Results: 
Table (1): Distribution of the study participant personal data (n=156) 

Characteristics (N=16) % (N=140) % 
Age 
 25-35 year - - 124 88.6 
 36-46 year 10 62.5 15 10.7 
 47-57 year 6 37.5 - - 
 >57 years - - 1 0.7 

Mean + SD   43.75+4.21 30.94+4.68 
Sex 
 Male 5 31.3 65 46.4 
 Female 11 68.8 75 53.6 
Qualification 
 Bachelor 11 68.8 139 99.3 
 Master - - 1 0.7 
 Doctorate 5 31.3 - - 
Job 
 Directors Administration 2 6.3  

Residence 
 

95 
 

67.9  Assistant Directors 
Administration 3 18.8 

 High head nurses 11 6.3 Head nurses 45 32.1 
Marital statues 
 Single - - 67 47.9 
 Married 15 93.8 71 50.7 
 Divorced - - - - 
 Vidual 1 6.3 2 1.4 
Experience 
 1-10 - - 102 72.9 
 11-21 8 50 36 25.7 
 22-32 8 50 1 0.7 
 <32 - - 1 0.7 

 
It was noted from table (1) that the about two third (62.5%) of administrative subjects were in age group (36-46), while 

majority (88.6%) of first line manager were in age group (25-35). Regarding sex, more than two third (68.8%) of administrative 
subjects were female, and more than half (53.6%) of first line were female. Regarding qualification there were about one third 
(31.3%) of administrative subjects had doctoral degree, while no one (0%) of first line had doctoral degree. Speaking about marital 
status the majority (93.8%) of administrators, and the half (50.7%) of first line married.  About years of experiences, half of 
administrators had (11-21) years and half had (22-32), while about three quarter (72.9%) of first line had (1-10) years of 
experiences.  
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Table (2): The frequency distribution by percentage regarding to opinion of the hospital administrative regarding to causes 
of organizational conflict (N=16) 

NO Items 
Disagree 

(1)   
Neutral 

(2)    
Agree 

(3) 
N % N % N % 

1 Lack of responsibility and commitment at work 12 75% 0 0% 4 25% 
2 Lack of cooperation among the staff 0 0% 0 0% 16 100% 
3 Diverging opinions and actions to perform work 0 0% 3 18.7% 13 81.3% 
4 Lack of motivation and devaluation of work 6 37.5% 7 43.8% 3 18.7% 

5 Lack of information and dialogue among 
professionals 0 0% 0 0% 16 100% 

6 Gossip at the workplace 0 0% 0 0% 16 100% 
7 Lack of human and material resources 4 25% 0 0% 12 75% 
8 Incompatible goals 1 6.3% 2 12.4% 13 81.3% 
9 Different values and beliefs 5 31.2% 1 6.3% 10 62.5% 

10 Problems of communications 1 6.3% 3 18.8% 12 75% 
11 Ambiguous  rules 1 6.3% 5 31.2% 10 62.5% 
12 Job stresses 1 6.3% 2 12.5% 13 81.3% 
13 Deficiency in information system 1 6.3% 3 18.7% 12 75% 

Total  Causes of organizational conflict 0 0% 4 25% 12 75% 
 

Table (2) shows that all (100%) of administrative manager agreed that (Lack of cooperation among the staff, Lack of 
information and dialogue among professionals, and Gossip at the workplace) were the most causes of organizational conflicts. 
Moreover, the majority of them agree that (Diverging opinions and actions to perform work, Incompatible goals, and Job stresses) 
causes of organizational conflicts. Also, there were three quarter of them (75%) agreed about causes of conflict.  
 
Table (3): The frequency distribution by percentage regarding to opinion of the first line managers in relation to causes of 
organizational conflict (N=140) 

NO Items 
Disagree 

(1) 
Neutral 

(2) 
Agree 

(3) 
N % N % N % 

1 Lack of responsibility and commitment at work 17 12.1% 47 33.6% 76 54.3% 
2 Lack of cooperation among the staff 6 4.3% 64 45.7% 70 50% 
3 Diverging opinions and actions to perform work 9 6.4% 66 47.2% 65 46.4% 
4 Lack of motivation and devaluation of work 21 15% 71 50.7% 48 34.3% 

5 Lack of information and dialogue among 
professionals 24 17.1% 41 29.3% 75 53.6% 

6 Gossip at the workplace 20 14.3% 43 30.7% 77 55% 
7 Lack of human and material resources 15 10.7% 34 24.3% 91 65% 
8 Incompatible goals 17 12.1% 55 39.3% 68 48.6% 
9 Different values and beliefs 37 26.4% 55 39.3% 48 34.3% 

10 Problems of communications 21 15% 43 30.7% 76 54.3% 
11 Ambiguous  rules 18 12.8% 40 28.6% 82 58.6% 
12 Job stresses 20 14.3% 19 13.6% 101 72.1% 
13 Deficiency in information system 20 14.3% 37 26.4% 83 59.3% 

Total Causes of organizational conflict 8 5.7% 28 20% 104 74.3% 
 
Table (3) shows from the first line managers perceptions that (Job stresses, Lack of human and material resources, 

Deficiency in information system, Ambiguous  rules, and Gossip at the workplace) were the most causes of organizational conflict 
(72.1, 65, 59.3, 58.6, and 55 respectively) . Also, there were about three quarter of them (74.3%) agreed about causes of conflict.  
 
Table (4) the comparison between Hospital Administrative and First Line regarding to Causes of Organizational Conflict 
(N156) 

Variable 
Causes  of organizational conflict  

 
T 

 
 

P Mean + SD 

Hospital administrative (n=16) 33.37 +3.59 1.69 0.091 
NS First line managers (n=140) 31.10 +5.19 

 
In table (4) it was noted that mean score regarding causes of conflict among hospital administrative was (33.37+3.59) and 

among first line manager was (31.10+5.19) with no statistical significance difference between two groups. 
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Table (5) Distribution by percentage regarding to opinion of the hospital administrative in relation to resolution styles of 
organizational conflict (N=16) 

Items Least Backup Dominant Mean +SD Min Max N % N % N % 
-Collaboration 0 0 0 0 16 100 13.81+0.83 13 15 
-Competing 0 0 13 81.3 3 18.7 12.19+1.16 11 14 
-Avoiding 16 100 0 0 0 0 6.25+1.12 5 8 
-Accommodating 2 12.5 10 62.5 4 25 8.81+1.64 6 12 
- Compromising 16 100 0 0 0 0 6.63+1.20 5 6 

 
In table (5) it was noted that all of hospital administrative preferred the collaborative style with mean (13.81=0.83) and 

there was one quarter (25%) of them had dominant level and (62.5%) had backup level for the accommodating style, and majority 
of them (81.3%) had the competing style with backup level, while all of them (100%) less use/preferred the avoiding or 
compromising style.  
 
Table (6) Distribution by percentage regarding to opinion of the first line managers in relation to resolution styles of 
organizational conflict (N=140) 

Items 
Least Backup Dominant  

 
Mean +SD 

 
 

Min 

 
 

Max N % N % N % 

-Collaboration 122 87.1 12 8.6 6 4.3 6.21+1.03 5 8 
-Competing 60 42.9 30 21.4 50 35.7 11.49+4.01 6 18 
-Avoiding 28 20 28 20 84 60 11.79+3.08 5 15 
-Accommodating 59 42.1 74 52.9 7 5 6.93+1.89 4 12 
- Compromising 4 2.9 40 28.6 96 68.6 12.64+2.16 5 15 

 
In table (6) it was noted that there was more than two third (68.6%) of first line manager had the dominant level of the 

compromising style, and (60%) of them had the avoiding style with dominant level; while majority of them (87.1%) less use the 
collaboration style.  

 
Table (7) the comparison between Hospital Administrative and First Line regarding to resolution style of Organizational 
Conflict (N=156) 

Variable 
Hospital administrative 

 N= (16) 
First line managers  

N=(140)   
 
 

T 

 
 

P Mean + SD Mean + SD 
Collaboration 13.81 +0.83 6.21 +1.03 28.42 .000** 
Competing 12.19 +1.16 11.49 +4.00 0.69 0.488 

NS 
Avoiding 6.25 +1.12 11.79 +3.08 7.11 .000** 
Accommodating 8.81 +1.64 6.93 +1.89 3.80 .000** 
Compromising 6.63 +1.20 12.64 +2.16 10.88 .000** 

  
* p≤0.05 (significant) T-test: P – value based on independent sample t-test, 
NS= No Significant difference * Statistical significant difference 

 
In table (7) it was noted that there were highly statistical significance differences for all conflict resolution style between 

hospital administrative and among first line manager (p=0.000) except the competing style (p=0.488).   
 
Discussion  

The recent general trend has been to consider 
conflict as something normal, an everyday social 
phenomenon, and a simple and natural characteristic of 
human social systems. Society by its very nature, as human 
beings themselves, is not perfect, so disharmony and 
contradictions are inevitable parts of social development. To 
deal with a conflict effectively, it first needs to be analyzed 
and understood. Conflict analysis to determine its causes is 
the most important and necessary step that has to be taken 
before any conflict intervention can be carried out, and aims 
at gaining a clearer and deeper understanding of the origin, 
nature and dynamics of the conflict in question. 

It was noted in the current study that the about two 
third of hospital administrative were in age group (36-46), 
while majority of first line manager were in age group (25-

35). Regarding sex, more than two third of hospital 
administrative, and more than half of first line were female. 
Regarding qualification there were about one third of 
hospital administrative had doctoral degree, while no one of 
first line had doctoral degree. Speaking about marital status 
the majority of administrators, and the half of first line 
married.  About years of experiences, half of administrators 
had (11-21) years and half had (22-32), while about three 
quarter of first line had (1-10) years of experiences.  

The current study revealed that there were three 
quarter of hospital administrative agreed about total causes 
of conflict; as well as administrative manager agreed that 
most causes of conflict were: lack of cooperation among the 
staff; lack of information and dialogue among professionals; 
gossip at the workplace; diverging opinions and actions to 
perform work; incompatible goals; and job stresses. 
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Moreover, the findings of current study revealed 
that about three quarter of first line managers agreed about 
total causes of conflict perceptions. Also, the first line 
managers agreed that the most causes of conflict were job 
stresses; lack of human and material resources; deficiency in 
information system; ambiguous rules; and gossip at the 
workplace.  

This explained that the hospital administrative and 
first line managers from physicians and nurses agreed about 
causes of conflicts, and there was no statistical significant 
difference between their opinions. This result may due to the 
hospital structure and resources available; as there are 
shortages in the medical and nurses' staff. The medical staff 
has pressure for official permanence, for example, the doctor 
is responsible for such work (emergency - department - 
clinic) at the same time and this leads to low performance 
due to the workload of the doctor. Also, head nurses have to 
do many roles in short time as patient care assignment, 
schedule for staff, managing unit equipment, manage staff 
problems, etc.  

This was consisted with Bishop (2004) (19) who 
mentioned that there is a direct connection between nurses' 
negative experiences with conflict and the increasing nursing 
shortage. Also, Jackson, Clare, & Mannix, (2002) (20) 
acknowledged the worldwide nursing shortage increased 
conflict among health care providers; and mentioned that, if 
nurses are critical to health care, understanding nurses' 
experiences of conflict is necessary to ensure nurses' 
successful participation as health care providers 

Moreover, there is absence of work objectives 
clarity for first line manager among doctors and nursing. 
Ambiguity role and overlap between the duties of hospital 
staff. There is disagreement among doctors and nursing 
about the work procedures. There is no precise and clear 
description of each profession that specifies the duties and 
responsibilities to be performed by doctors and nursing.  

Furthermore, conflict can occur due to the personal 
characteristics of doctors and nurses which are different from 
each other; and the relation between health care workers 
which is often had poor communication. This was congruent 
with Obied and Ahmed (2016) (21) who show that ICU 
nurses perceived that personal characteristics, administrative 
policies, ICU work environment and nurse-physician 
interaction were contributing causes to conflict. 

This result was also congruent with Johansen 
(2012) (22) and Danjoux et al (2009) (23) they found that 
lack of organizational support, resource allocation issues, 
poor communication, and staff levels of experience cause 
workplace conflict. 

The hospital resources which include: the work 
overload; the lack of materials and equipment; value 
differences; size of unit; ambiguous job boundaries; 
complexity of patient care; and the administrative leadership 
skills and styles. This was consistent with Yufenyuy (2018) 
(24) who mentioned that several reasons were given as 
causes of conflict some of which include; identity threat, 
blurred job boundaries, power, personality differences, 
different values, and beliefs. Conflict in the healthcare 
setting emanate from personality differences, value 
differences, ambiguous job boundaries, decision making, 
communication, and expectation 

Similarly, Azoulay et al (2009) (25)  found that 
staff's mistrust, lack of regular staff meetings, absence of 
psychological support, unclear role and responsibilities, lack 
of cooperation, inappropriate leadership style contribute to 

conflict. Also they found that long working hours, size of 
ICU, complexity of care and caring for more than one 
critically ill patients lead to higher prevalence of conflict in 
ICU. Also Fassier (2010) (26) show that failure to set patient 
care goals, disregard patients and family preferences, 
linguistic and cultural barriers contribute to conflict 

Moreover, conflict between people are caused for 
several reasons, some which include incompatible goals, 
different values and beliefs, ambiguity and role conflict, 
problems of communications, authority conflict, inconsistent 
evaluation and reward system, job stress, task conflict, 
deficiency of information system which is consistent with 
Hasani, Boroujerdi , Sheikhesmaeili and Aeini (2014) (27).  

Also, Salleh and Adulpakdee (2012) (28), in their 
study about causes of conflict and effective methods of 
conflict management at Islamic secondary schools revealed 
that the main cause of conflicts occurring in school was the 
ambiguously defined responsibilities  and the teachers 
agreed that “different perception  were the major cause of 
conflict in school. 

Regarding conflict resolution style, it was noted 
from the current study that all hospital administrative 
preferred with dominant level the collaborating style, and 
majority of them preferred with backup level the competing 
style and accommodating style; also the less style used by 
them was avoiding and compromising.  

This result may due to the hospital administrative 
years of experiences they have from solving problems and 
conflict among staff in the hospital, and this in turn can 
increase their skills in handling conflict in a collaborative 
manner with win-win strategy. Also, this can be a result due 
to that hospital administrative use collaborative style as well 
as use accommodating style in order to find solution that 
pursuit all concerns of both and satisfy those concerns of 
others. 

This was consisted with who Earnest (1994) (29) 
who mentioned that the largest group of directors and district 
directors reported they used the integrating (collaborating) 
conflict management style when confronted with a conflict 
situation. As well as the majority of the administrators were 
classified as of the thinking/judging personality style 
indicating they make logical, objective, and tough-minded 
decisions and prefer a decisive, structured and organized 
environment to solve problems. 

This was in the same line with Sharifa, Majidb and 
Badlishah (2014) (30) who found that managers of 
Malaysia’s teacher education institutes categorized as having 
accommodating style; and this style is widely practiced in 
several contexts in organizations in Malaysia. 

This is consisted with the findings of Promsri 
(2017) (31) who showed that managers in Thai had a high 
score in collaborating. The hospital administrative in the 
current study use accommodating and competing styles and 
less use of compromising and avoiding styles which not 
consisted with Promsri (2017) who found managers had high 
score for compromising style and low score in competing 
style.  

Also, the findings of this present study were 
consistent with Özkalp et al. (2009) (32)  who found 
collaborating style to be the most preferred conflict 
management style of Turkish managers; followed by and 
compromising style which was not congruent with current 
study result. Also, these findings partially supported with 
Brewer et al. (2002) (33) who reported a high score of 
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managers in collaborating style and a low score in avoiding 
style.  

Furthermore, it was noted that there most conflict 
resolution styles preferred by first line manager were the 
compromising, avoiding, and competing styles; while 
majority of them less use the collaboration style. They use 
the compromising style more than administrative because 
may they seek for a mutually acceptable solution that satisfy 
themselves and other parties partially via addressing 
solutions that concerns all parties and finding a middle-
ground position. Also, the first line manager use avoiding 
style because they may feel that they have no power to have 
their rights and concerns, thus they characterized by 
distancing from problems and hiding them, or they seek for 
neither own concerns nor others.  

This is consisted with Obied and Ahmed (2016) 
(21) who mentioned that around one third  of medical and 
cardiac ICU nurses preferred avoiding style and the minority 
of them preferred collaboration style pre-intervention. While 
this was incongruent with Al-Hamdan (2009) (34) found that 
the respondents in his study reported using the integrating 
(collaborating) style as their first choice when managing 
conflict; and their preference rating for integrating followed 
by compromising, obliging (accommodating), dominating 
(competing) and avoiding.  

Furthermore in the current study, it can observed 
that the hospital administrative preferred collaboration and 
accommodating style more than first line with statistically 
significant difference; while first line managers preferred 
avoiding and compromising style more than administrative 
and both preferred competing style with statistically 
significant difference; and both of them had high mean score 
for competing style with no statistical significant difference. 

This was congruent with Islamoglu, Boru and Birsel 
(2008) (35) who mentioned in their study that there is a 
statistically significant difference between middle level 
managers and first line managers in relation to 
accommodation style. The means illustrate that middle level 
managers utilize accommodation style more than first line 
managers.  As well as they mentioned that there is a 
statistically significant difference between middle level 
managers and upper level managers in relation to avoidance 
style. The means show that middle level managers use 
avoidance style more than upper line managers. 

Moreover, in the current study the hospital 
administrative and first line manager use competing style 
with same level; this may be due to the hospital 
administrative and first line manager try to use the 
competing style in order to seek their own concerns at the 
expense of others’ concerns and using all of their power to 
win the position and defend something that is believed to be 
correct when they feel that their right is being lost.   

While this result was incongruent with the study of 
Islamoglu, Boru and Birsel (2008) (35), who found a 
statistically significant difference between first line 
managers, upper level and middle level managers in relation 
to competition style. The means reveal that first line 
managers utilize this style more than upper level managers 
and middle level managers. 

Moreover, this was not in same line with Promsri 
(2017) (31)  who revealed that the pairwise comparison 
revealed statistically significant differences between first-
line managers and top managers indicating that first line 
managers reported significantly low preference for 
competing style than top managers.  

 
Conclusions 

It can be concluded from the current study that 
hospital administrative and first line manager agreed about 
causes of conflict were lack of cooperation among the staff; 
lack of information and dialogue among professionals; 
gossip at the workplace; diverging opinions and actions to 
perform work; incompatible goals; lack of human and 
material resources; and job stresses. The most dominant style 
among hospital administrative were collaboration, and 
accommodating styles; while first line managers preferred 
avoiding and compromising style more than administrative 
and both preferred competing style with statistically 
significant difference; and both of them use competing style 
with no statistical significant difference. 
 
Recommendations 

Based on the findings of the present study the 
following recommendations were proposed:  

1) Establishment of training courses for all nursing 
educators to improve their skill for conflict 
resolution.   

2) Improve organization polices and rules to that help 
administrative and first line to work in a 
collaborative manner to solve problems and resolve 
conflict.  
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Abstract 

Background: Hemodialysis places children at high risk for infection because of patient comorbidities and numerous 
human, environmental, and procedural factors. The aim of this study was to evaluate the effect of the educational 
program on the nurse's knowledge and their practices about infection control measures in hemodialysis units. 
Research design: Pre /post quasi experimental design was used in this study.  Sample: A convenient sample of all 
nurses in hemodialysis units, Setting: the study was conducted in pediatric hemodialysis units at Minia University 
and Minia General Hospitals. Tools for Data Collection: A structured interview questionnaire sheet in Arabic 
language was used for the studied nurses as pre/posttest. It composed of the following parts: Part I: Demographic 
data related to the nurses' age, sex, qualification, years of experience and previous attending courses in infection 
control. Part II: Nurses, knowledge related to infection control in pediatric hemodialysis unites Part III: An 
observational checklist that was adopted from Control Diseases Center. (National Center for emerging and zoonotic 
infectious diseases division of health quality promotion). Results: the finding of the current study revealed that there 
were statistical significant differences between nurses' knowledge and practices at pre and post- program. There 
were significance correlations between nurses' knowledge, residence and occupation respectively at pre- program.  
Conclusion the study concluded that there were statistical significant differences between nurses' knowledge and 
practices at pre and post- program. Recommendation the study recommended  that the developed  program  should  
be  applied  and  repeat again  every  6  months  as well as provision   of   continuing   education programs  on  
regular  basis  is  suggested  in  order  to refresh  and  update  nurse's  knowledge. 
KeyWords: Infection Control, Hemodialysis, Pediatric nurse, chronic kidney disease    

 
Introduction 

Hemodialysis remained the most common treatment 
modality with approximately 1,929,000 patients undergoing 
hemodialysis, for 89% of all dialysis patients In Egypt the 
total prevalence of patients on dialysis is 264 per million 
(CDC,2014). Nurses are directly responsible for patients 
undergoing hemodialysis and they administer care to reduce 
the complications (Jane & Ruth, 2012). 

The patient and the dialysis apparatus should be 
under supervision of nurses consistently, so that different 
potential complications can be detected. Dialysis nurses must 
have knowledge and skills, because they considered 
important features of quality nursing care in the 
hemodialysis (Judith& Karen, (2013). 

Hemodialysis places children at high risk for 
infection because of patient comorbidities and numerous 
human, environmental, and procedural factors. Establishing 
an infection prevention and control program which includes 
a bundle of strategies and interventions that are consistently 
performed will reduce the infection risk for both employees 
and patients (Hassona, Winkelman, El-Wahab, Ali & 
Abdeen, (2012). 

Patients who undergo hemodialysis have a higher 
risk of infection, due to the following factors: Frequent use 
of catheters or insertion of needles to access the bloodstream, 
weakened immune systems, frequent hospital stays and 
prolonged hospital stay, and increased medical treatment 
costs. Infectious complications are a serious clinical problem 
and they are associated with high rates of morbidity and 
mortality (Elsayed, El-Soreety, Elawany & Nasar,2012).  

Infection is reported as the second most common 
cause of death in hemodialysis patients (20.2%), after 
cardiovascular disease. by the United States National 
Nosocomial Infection Surveillance, the admission rate for 
pneumonia rose 7.3%, for bacteremia/septicemia 31%, and 
for cellulitis 20.3%. There were 103 admissions per 1000 

patient years with the diagnosis of bacteremia/septicemia and 
129 per 1000 patient years with the diagnosis of vascular 
access-associated infection (Judith, Guzman & Karen, 2013). 

Infection prevention is essential to understand the 
transmission of a pathogen resulting in colonization or 
infection requires the following six vital links, causative 
agent infectious reservoir, portal of exit from the reservoir, 
mode of transmission, portal of entry into host and 
susceptible host. Each link must be present for infection or 
colonization to proceed and breaking any of the links can 
prevent the infection. The aim of isolation precautions is to 
interrupt these links (CDC, 2011). 

Recent guidelines for the prevention of transmission 
of infection published in the United States and Canada are 
based on the principles that certain precautions are required 
for the care of all patients, regardless of diagnoses, and are 
determined by the task performed and that further measures 
are required for patients with certain infections, and are 
determined by the route of transmission of the infection 
(CDC. 2010b). 

The nurse is considering the first line to seek to 
improve clinical practice in the hemodialysis units. It was 
important to assess the ability of nurses to create positive 
change in the practice. The continuous advances in 
technology increased the complexity of hemodialysis 
treatment and put patients at a higher risk for infection due to 
several etiologies related to chronic disease (Abdelsatir, 
2013). 

Healthcare associated infections (HAIs) are 
preventable through Implementation of best infection 
prevention and control practices.  This will facilitate the 
delivery of high quality health care for patients and a safe 
working environment for our healthcare workers. These 
national  guidelines  are  developed  to  provide  a  
coordinated  approach to  the  prevention  and  management  
of  HAIs (Abou El-Enein &EL Mahdy,2011). 
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Dialysis centers are not hospital-based and therefore 
they frequently do not have access to the trained infection 
perfectionists that provide infection control expertise in 
hospitals. Dialysis technicians, who provide a large amount 
of care in dialysis settings, generally receive limited formal 
training in infection control and aseptic technique (CDC, 
2013).  

Key Infection Prevention Practices: Perform hand 
hygiene frequently and change gloves, Maintain separate 
clean areas for supplies and medications and separate 
contaminated areas for used items, Practice proper handling 
and delivery of patient supplies and medications Perform 
effective cleaning and disinfection of dialysis equipment and 
environmental surfaces, Carefully handle medications and 
the patient’s vascular access to avoid contamination 
(Chenoweth,Hines,Hall,Saran,Kalbfleisch, et al, 2015). 

 The role of the Nurse in Infection Prevention and 
Control Specialist is straight forward: identify, prevent, and 
control outbreaks of infection in health care settings and the 
community; however, the activities, knowledge and skills 
required are exceptionally advanced and complex. While the 
role is straight forward, the span of activities to meet the 
responsibilities of the role is broad, and the methods are 
varied (Emily& Trish, 2011). 
 
Significance of the study 

Chronic kidney disease (CKD) is an emerging 
global public health problem. The disease is a component of 
a new epidemic of chronic conditions that replaced 
malnutrition and infection as leading causes of mortality 
during the 20th century (Ahamed & Sallam, 2018)). 

 Age standardized death rates due to CKD have 
increased during the last 23 years. CKD has shifted from the 
36th cause of death in 1990 to the 19th cause in 2013 
(Association for professionals Infection center, (2014).  

 A change in the global approach to CKD from the 
treatment of end stage renal disease (ESRD) to intensive 
primary and secondary prevention is therefore considered an 
absolute public health priority(Abd 
ElHafeez,Bolignano,D’Arrigo, Dounousi, Tripepi, and 
Zoccali, 2018). 

 Infection is the most common cause of 
hospitalization in hemodialysis patients and has become the 
second major cause of death. Lack of hygiene by staff 
increases the chance of infection (E Bagheban, SLakdizaji & 
Zamanzadeh, 2018). 

 The increasing risk of pediatric infections because 
of poor of infection control practices which causes 
significant children morbidity and mortality as well as 
increased hospitalization. pediatric patient  admitted  to 
hemodialysis  unit  as  the last end  stage of  renal failure,  
routinely  as  two to  three  time  at a weak.  Are routinely 
subjected to many procedures that invades (enters) the body 
(Abdelsatir, 2013). 

The prevalence of HCV infection among dialysis 
patients in developed countries ranges from 3.6 to 20%, with 
higher rates in developing countries.  It was estimated to be 
52.1% in Egypt. There is a high prevalence of HCV among 
HD patient (Lotfy, Sakla& El-Naggar ,2015). 

 So the  pediatric  nurses  need  theoretical  and   
technical  information  about  infection control  precautions  
in hemodialysis  units. There for developing and applying 
nursing intervention for nurses about infection control of 
some procedure in the   hemodialysis units, is very important 
and beneficial in terms of quality of care (Mabrouke ,2015). 

 
Aim of the study 

The aim of the current study was to evaluate the 
effect of educational program about infection control 
precautions for nurses in pediatric hemodialysis units; this is 
through the following.  

1) Assess the nurses' knowledge and practices about 
infection control measures in the hemodialysis units 
before applying educational program. 

2) Develop and apply an educational program about 
infection control precautions for nurses in pediatric 
hemodialysis units . 

3) Evaluate the effect of the educational program on 
the nurses' knowledge and practices about infection 
control precautions in pediatric hemodialysis. 

 
Research hypothesis 

Pediatric hemodialysis nurses knowledge and 
practices' mean scours will increase about infection control 
precaution after receiving an educational program than 
before.   
 
Subjects and Methods 

Research design:  Pre/post quasi experimental 
design was used in this study. A quasi experimental design is 
one type of experimental design that very similar to the true 
experimental design except there is loss one criteria which is 
control, manipulation or randomization (Burns & Grove , 
2012).   

  
Research Setting: The study was conducted in 

pediatric hemodialysis units at Minia University and Minia 
General Hospitals. 

 
Subject:   A convenient sample of all nurses in 

hemodialysis units (36) nurses; from Minia University 
Hospital and Minia General Hospital. 

 
Tools for Data Collection: Tool 1:- A structured 

interview questionnaire sheet in Arabic language was used 
for the studied nurses as pre/posttest. It was designed by the 
research investigator after extensive review of the related 
literature. It composed of the following parts.  
 Part I- Demographic data related to the nurses' age, sex, 

qualification, years of experience and previous attending 
courses in infection control. 

 Part II- Nurses, knowledge related to infection control in 
pediatric hemodialysis unites that involve 31 items of 
closed -ended questions were divided into knowledge 
about infection control in general, which consisted of 26 
items and 5 items about infection in hemodialysis units, 
the total score of knowledge equal 93 degree. 

 Part III:An observational checklists that was adopted 
from Control Diseases Center (CDC, 2014) National 
Center for emerging and zoonotic infectious diseases 
division of health quality promotion) to assess the 
nurses, practices about infection control procedures in 
hemodialysis unites  which include (hand washing(10 
steps), wearing gloves(5 steps), administration 
intramuscular injection (7 steps), hemodialysis 
injectable medication administration preparation ( 7 
steps), hemodialysis injectable medication 
administration (8steps), arteriovenous (AV) fistula graft 
cannulation (10 steps) and AV fistula graft 



Minia Scientific Nursing Journal (Print) (ISSN 2537-012X) Vol. (4) No. (1) June 2019 

P a g e  | 79  Sadia M A., et al 

decannulation (8 steps), hemodialysis catheter 
connection (9 steps ) and hemodialysis catheter 
disconnection (10 steps), hemodialysis catheter exit site 
care (10 steps) and dialysis station routine disinfection 
before(8 steps) and after receiving patient (6 steps) . 

The nurses' actual practices were assessed by the 
research investigator using the checklists by direct and 
indirect observation. The nurses, practices evaluated as done 
or not done where a score of 1 was given for done correctly, 
score of zero was given for not done practice these scores 
were converted in to a percentage score.  The nurses, 
practice was considered satisfactory if the percent score is 
60% or more and unsatisfactory if less than 60%. It was done 
during actual routine work in the morning shift. 
 
Scoring system: 

For knowledge; the total  score ( 92)  was 
categorized into three levels unsatisfactory if  score less 
60%, average for 60% -70%, and good for more than 70% .
For practice; the total score (96) was categorized into two 
levels unsatisfactory if scoreless 60%, and satisfactory for 
more than 60%.    For each part, the score of the items were 
summed up and the total divided by number of items, giving 
a mean score for the area. These scores were converted into a 
percent score and mean and standard deviations were 
computed. These scores were converted into a percent score. 
The nurse's practice was considered satisfactory if the 
percent score is 60% or more and unsatisfactory if scored 
less than 60% (Mohamed, 2018). 
 
Tool Validity and Reliability  

Data collection tools related to nurses practices 
were adopted from Control Diseases Center (CDC.2014) 
National Center for emerging and zoonotic infectious 
diseases division of health quality promotion) to assess the 
nurses, practices about infection control procedures in 
hemodialysis, the tools are valid and reliable. 
 
Pilot study 

 A pilot study was carried out on (4) nurses from the 
selected units using the previously mentioned tools, to 
evaluate their applicability and clarity and to estimate time 
for each tool. According to results of the pilot study the 
necessary modification was done. Nurses involved in the 
pilot study were included from the main study subjects. 
 
The program  

The study work was conducted in the period from 
November 2016 to April 2017, the research investigator was 
available daily by rotation at each study setting, each group 
was given the freedom to choose their optimal time for 
receiving the program whenever they have minimal work 
load. Each session usually started by a summary of what has 
been taught   during the preceding session. Giving praise / 
recognition to the studied nurses were used as motivation 
during program implementation. 

The session started by meeting the nurses 
throughout the morning shift, the research investigator first 
introduced herself to them and gave them a complete 
background about the study, its aim, and then the pretest 
format was distributed in order to collect the required data. 
The research investigator was available for more clarification 
whenever needed. Then, the content of the program was 
designed based on actual educational need assessment of the 

studied nurses. Consequently, the subject content has been 
sequenced through theoretical and practical sessions. 

Method of teaching involved modified lecture, 
group discussion, pictures, and data show on my personal 
computer and demonstration and re-demonstration. Suitable 
teaching aids were used especially for the program such as 
real equipment and facilities. 

It was designed in Arabic form of educational 
program by the research investigator based upon the actual 
need assessment of nurses. It was also supplemented with 
information based on review of relevant literature (nursing 
textbook, journals and internet resources) about infection 
control in pediatric hemodialysis 
 
Data collection procedure 

Administrative approval was obtained from ethics 
committee; Faculty of Nursing, Minia University. An official 
permission was obtained from the concerned hospital 
authorities to conduct the study. The aim, and expected out 
comes of the study was explained to the administrators, as 
well as participants nurses. 

Application of the program sessions was organized 
according to the time available to the nurses in each 
hemodialysis units, the time required for the program 
implementation was in six months, and the nurses will be 
interviewed two days /week from 9am: 12am.  Nurses were 
divided in to nine small groups.  

The program was conduct over two sessions per day 
to cover all information in knowledge and practices about 
infection control in hemodialysis. Different teaching 
methods were used to motivate and reinforce techniques. A 
copy of the program booklet was given to each participant. 
"Post-test" was carried out immediately and after six months 
after implementation of training program to assess the effect 
of the program on nurse's knowledge and practices about 
infection control in hemodialysis units. 

The educational program for nurses working in 
hemodialysis unit included a guidance book which covered 
theoretical and Practical parts through the following items: 
Theoretical part included: definition of infection , cycle if 
infection ,  rout of transmission, high risk group and general 
precaution; Practical part: it composed of the application of 
procedures(hand washing, wearing gloves, administration 
intramuscular injection, hemodialysis injectable medication 
administration preparation  ,hemodialysis injectable 
medication administration, arterio-venous fistula graft 
cannulation and arterio-venous fistula graft decannulation, 
hemodialysis catheter connection and hemodialysis catheter 
disconnection, hemodialysis catheter exit site care and 
dialysis station routine disinfection before and after receiving 
patient. 
 
Ethical consideration  

The purpose of the study was explained to the 
nurses and oral consent was obtained from them to 
participate in this study. They were given an opportunity to 
withdraw from the study without given a reason and they 
were assured that anonymity and confidentiality of 
information was protected. Ethics, values, culture, and 
beliefs were respected. 
 
Statistical analysis  

Data entry was done using compatible personal 
computer. The statistical analysis was done using SPSS-19 
Statistical Software Package. Data were presented using 
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descriptive statistics in the form of frequencies and 
percentages for qualitative variables and mean and standard 
deviations for quantitative variables. The quantitative 
continuous data were compared by using student t-test in 
case of comparison between the mean scores of the study 

group. Qualitative studied variable were compared using chi-
square test. Person correlation analysis used for assessment 
of the inter-relationships between the nurses knowledge and 
practices about infection control of procedure, statistical 
significance differences at value<0.05 

 
Results 
Table (1): Distribution of the Studied Nurses according To Their Demographics characteristic N=36 
 

Nurses Data N=36 
No  % 

Age  
- 20 < 30  
- 30 < 40 
- ≥40  

 
20 
12 
4 

 
55.6 
22.2 
11.1 

Sex 
- Male 
- Female 

 
10 
26 

 
27.8 
72.2 

Years of experience:  
< 5  
5 < 10  
>10 

 
13 
13 
10 

 
36.1 
36.1 
27.8 

Qualification of nurses: 
- Diploma of Secondary Nursing School  
- Bachelor in Nursing Sciences  
- Technical Institute of nursing 

 
17 
7 
12 

 
47.2 
19.4 
33.3 

Occupation: 
- Technical  
- Specialist 

 
30 
6 

 
83.3 
16.7 

Previous attendance of training courses: 
Yes 

 
36 

 
100 

Residents  
- Ruler 
- Urban 

 
19 
17 

 
52.8 
47.2 

 
Table (1) shows that more than half (55.6%) of the studied nurses are between 20 to less than 30 years old, more than two 

thirds (72.2%) of the studied nurses were female, while less than one third (27.8%) were male. nearly one third of studied nurses 
(36.1%) have less than five years of experience, less than half (47.2%) of the them have diploma of secondary nursing school. 
Regarding to their job description the majority (83.3%) are technical nurses.  All the studied nurses (100%) had previous 
attendance of training courses affiliated to (ICU), (EMOH) and (WHO), more than half of them (52.8%) were from ruler area.  
 
Table (2) Comparison of Nurses' Knowledge related to Infection Control Pre, Post and after 6 months of the educational 
Program (N-36) 
 

Knowledge Related to Infection Control 
Pre 

program Post program After 6 
Months χ2 P 

No % No % No % 
*Infection control  
Poor 
Average 
Good  

 
22 
7 
1 

 
77.8 
19.4 
2.8 

 
16 
14 
6 

 
44.4 
38.9 
16.7 

 
33 
2 
- 

 
91.7 
11.1 
- 

 
22.5 

 
0.001* 

*Hand washing 
Poor 
Average 

 
16 
20 

 
44.4 
55.6 

 
6 
30 

 
16.7 
83.3 

 
26 
10 

 
72.2 
27.8 

 
22.5 

 
0.001* 

*General Protection measures 
Poor 
Average 

 
35 
1 

 
97.2 
2.8 

 
16 
20 

 
44.4 
55.6 

 
27 
9 

 
75 
25 

 
25.2 

 
0.001* 

*Precaution in hemodialysis  
Poor 
Average 
Good 

 
22 
9 
5 

 
61.1 
25 
13.9 

 
35 
1 

 
97.2 
2.6 

 
28 
4 
4 

 
77.8 
11.1 
11.1 

 
 
14.7 

 
 
0.005* 

Total of nurses' knowledge about 
infection control. 
Poor 

 
 
26 

 
 
72.2 

 
 
17 

 
 
47.2 

 
 
32 

 
 
88.9 

 
 
18.1 

 
 
0.001* 
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Knowledge Related to Infection Control 
Pre 

program Post program After 6 
Months χ2 P 

No % No % No % 
Average 
Good 

9 
1 

25 
2.8 

13 
6 

36.1 
17.7 

4 
0 

11.1 
0.00 

 Significance (p.<0.05) 
   

It is clear from table 2 that there are statistical significance differences between pre, post and after 6 Months of the 
educational program, regarding the knowledge about infection control (p.0.001).  So there are observed elevation in the knowledge 
level in post program than in preprogram in relation to hand washing, general precaution measures and precaution in hemodialysis. 
There is decrease in the knowledge level after six months of educational program. 
 
Table (3): Comparison of Mean Scores of the Nurses' Practice Related to Universal Precaution of   Infection Control 
Pre/Post Educational Program n= 36 

Items practice t. test P. value Pre program Post program 
Hand washing 18.3±3.8 30.4±3.7 13.425 0.001* 
Wearing gloves 7.5±2.1 13.9±2.1 12.820 0.001* 
Administration of intramuscular injection 12.7±1.6 19.8±3.5 10.775 0.001* 
Hemodialysis  injectable  medication  
administration preparation 

13.3±2.3 25.1±4.4 14.053 0.001* 

Hemodialysis  injectable medication  
administration  

11.7±2.3 22.4±4.1 13.275 0.001* 

Total of nurses' practice about infection control. 63.7±8.7 99.1±17.3 14.859 0.001* 
 

In comparison of means scores of the studied nurses' practice related to universal precaution table (3) illustrates that there 
are highly statistical significant differences between nurses' practice at pre and post- program (p.<0.05). Regarding to hand 
washing, wearing gloves, administration of intramuscular injection, hemodialysis injectable medication administration preparation 
and hemodialysis injectable medication administration. 
 
Table (4): Comparison of Mean Scores of the Nurses' Practice Related to Universal Precaution of   Infection Control 
Pre/after six months Educational Program n= 36 
 

Items practice t. test P. value Pre program After six months 
Hand washing 18.3±3.8 30.4±3.7 5.868 0.001* 
Wearing gloves 7.5±2.1 13.9±2.1 4.206 0.001* 
Administration of intramuscular 
injection 

12.7±1.6 19.8±3.5 4.151 0.001* 

Hemodialysis  injectable  medication  
administration preparation 

13.3±2.3 25.1±4.4 5.368 0.001* 

Hemodialysis  injectable medication  
administration  

11.7±2.3 22.4±4.1 6.960 0.001* 

Total of nurses' practice about infection 
control. 

63.7±8.7 99.1±17.3 7.600 0.001* 

 
 

In comparison of means scores of the studied nurses' practice related to universal precaution table (4) illustrates that there 
are highly statistical significant differences between nurses' practice at pre and after six months of program (p.<0.05). Regarding to 
hand washing, wearing gloves, administration of intramuscular injection, hemodialysis injectable medication administration 
preparation and hemodialysis injectable medication administration. 
 
Table: (5) Comparison of Mean Scores of the Nurses' Practice Related to Hemodialysis Procedure Pre/Post Educational 
Program N= 36 

Items Practice t. test P. value Pre program Post program 
Hemodialysis  injectable medication  administration 11.7±2.3 22.4±4.1 14.053 0.001* 
Arteriovenous fistula graft cannulation 13.3±2.3 25.1±4.4 13.275 0.001* 
Arteriovenous fistula graft decannulation 11.7±2.3 22.4±4.1 13.995 0.001* 
Hemodialysis catheter connection     13.8±2.1 25.4±4.4 14.940 0.001* 
Hemodialysis catheter disconnection 15.7±1.8 28.2±4.6 14.645 0.001* 
Hemodialysis catheter  exit site care 14.6±2.3 28.1±5.02 13.658 0.001* 
Dialysis  Station   Routine  Disinfection 25.6±3.1 37.5±4.2 14.669 0.001* 
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Items Practice t. test P. value Pre program Post program 
Total of nurses' practice about hemodialysis 
procedure. 

94.9±11.9 167±26.9 14.7 0.001* 

 
In comparison of means scores of the studied nurses' practice related to hemodialysis procedure table (5) illustrates that 

there are highly statistical significant differences between nurses' practices related to hemodialysis procedure at pre and post- 
educational program (p.<0.05). Regarding to hemodialysis injectable medication administration, arteriovenous fistula graft 
cannulation, arteriovenous fistula graft decannulation, hemodialysis catheter connection, hemodialysis catheter disconnection, and 
hemodialysis catheter exit site care and dialysis station routine disinfection. 
 
Table: (6) Comparison of Mean Scores of the Nurses' Practice Related to Hemodialysis Procedure Pre/after six months  of 
Educational Program N= 36 

Items Practice t. test P. value Pre program after 6months 
Hemodialysis  injectable medication  
administration 

11.7±2.3 17.3±4.1 6.960 0.001* 

Arteriovenous fistula graft cannulation 13.3±2.3 19.2±6.1 5.368 0.001* 
Arteriovenous fistula graft decannulation 11.7±2.3 17.3±4.1 6.960 0.001* 
Hemodialysis catheter connection     13.8±2.1 19.2±4.4 6.480 0.001* 
Hemodialysis catheter disconnection 15.7±1.8 20.5±4.2 6.223 0.001* 
Hemodialysis catheter  exit site care 14.6±2.3 19.5±4.1 .661 0.5 
Dialysis  Station   Routine  Disinfection 25.6±3.1 25.1±3.9 7.246 0.001* 
Total of nurses' practice about hemodialysis 
procedure. 

94.9±11.9 120.9±17.9 7.2 0.001* 

 
In comparison of means scores of the studied nurses' practice related to hemodialysis procedure table (6) illustrates that 

there are highly statistical significant differences between nurses' practices related to hemodialysis procedure at pre and after six 
months of educational program (p.<0.05). Regarding to hemodialysis injectable medication administration, arteriovenous fistula 
graft cannulation, arteriovenous fistula graft decannulation, hemodialysis catheter connection, hemodialysis catheter disconnection, 
and dialysis station routine disinfection. While no statistical significant differences regarding hemodialysis catheter exit site care 
(p.>0.05).  
 
Table (7): Correlation between Demographic Characteristic and Total Knowledge among the studied nurses. 

Demographic data 
Total knowledge correlation 

Pre program Post program After 6 months 
R P R P R P 

Sex -0.06 0.7 -0.07 0.6 -0.23 0.1 
Residents  -0.47 0.001* -0.21 0.2 -0.25 0.1 
Age  -0.004 0.9 -0.01 0.9 -0.02 0.9 
Years of experience  -0.007 0.9 -0.15 0.3 -0.14 0.3 
Qualification of nurses -0.24 0.1 0.06 0.7 0.14 0.4 
Occupation 0.35 0.03* 0.36 0.02* 0.06 0.6 

 
Table (7) shows that there are no statistical significance correlation between demographic characteristics and total 

knowledge among the studied nurses at pre, post and after 6 months of the educational program. While regarding occupation there 
is mild significance correlation (r. 0.36) at post education program. There are significance correlation between nurses' knowledge, 
residence and occupation (p. 0.001 & 0.03) respectively at pre- program.  
 
Table (8): Correlation between Demographic Characteristic and Total Infection Control Practice among the Studied 
Nurses. 

 Total infection control practice correlation 
Pre program Post program after 6 months 
R P R P R P 

Sex -0.12 0.1 0.02 0.8 0.05 0.7 
Residents  0.005 0.9 0.04 0.8 0.05 0.7 
Age  0.32  0.05 -0.25 0.1 -0.25 0.1 
Years of experience:  0.24 0.4 -0.11 0.4 -0.05 0.7 
Qualification of nurses: -0.20 0.2 0.25 0.1 0.03 0.8 
occupation: -0.33 0.04* 0.04 0.8 0.001 0.9 

 
Table (8) shows that there is no significance correlations between demographic characteristics and infection control 

practice among the studied participants, while for age and occupation there  are mild correlation at pre, post and after 6 months of 
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the education program. Meanwhile  there are significance correlation regarding to occupation (p. >0.05) at pre- program, as well as 
regarding to qualification of nurses there  is mild significance correlation at six months post education program. 

 
 There are no significance correlation between demographic characteristics and hemodialysis practice among the studied 

nurses, while regarding to age and years of experience are mild correlation at pre education. 
 There are significance correlation regarding age and years of experience (p.<0.05).  
 Regarding to qualification of nurses is mild correlation (r. 0.27) at post education program 

 
Discussion 

This chapter discussed the results of the current 
study, compares them with other related studies, recent 
literatures, as well as representing the researcher 
interpretations of some results. The aim of the current study 
was to study the effect of educational program about 
infection control precautions for nurses in pediatric 
hemodialysis units. 

Patients with End Stage Renal Diseases (ESRD) are 
vulnerable to infectious diseases due to multiple 
comorbidities and reduced immune function. Due to the 
passive nature of dialysis therapy, hemodialysis patients can 
easily spread diseases through the narrow space between 
their beds. Therefore, appropriate infection control measures 
are very important to prevent the transmission of diseases in 
dialysis facilities (Hayne, Young-Ki ,2018). 

 The current study’s results revealed that more than 
two thirds of the studied nurses were female, while less than 
one third were male, and their ages were more than 20 and 
less than 30 years. This may be due to our culture was 
against male registration in nursing program so registration 
in nursing school started at the 21th country.  This result was 
similar to demographics characteristics that were reported by 
Fawzy, (2016) in hemodialysis at Alexandria University 
hospital who found that more than half of the nurses were 
between 20 and 30 years, while EL-moghazy, (2013) found 
that most of the participants were female and the majority of 
them were more than 30 years.  

This study’s results were similar to demographic 
characteristics that reported by Basiony, (2014) in Beni-sueff 
hemodialysis hospitals who found that the majority of nurses 
were female and their ages less than 34 years. On the other 
hand Ali, (2013) found that the majority of the nurses’ age 
ranged between twenty to fifty years and near to three 
quarters of them were female. Regarding male admission in 
nursing faculties the ratio is still limited compared by 
female, as well as in technical institutes. 

 According to Kadium, (2015) the proportion of 
male participants in his study was (7%), which was 
comparable to the (16.67%) reported by Deshmukh, & 
Shinde, (2014), and 33.8% reported by Bianco , Coscarelli, 
Nobile, Pileggi, C., &Pavia, (2013). 

The present study showed that nearly one third of 
the participants had less than 5 years of experience and from 
5 to less than 10 years of experience. It was detected that 
there were statistical significant relationships between 
nurses' overall practices and their years of experiences, as 
well as their qualifications and age.  In other words, nurses 
with longer years of experience had better practice of 
infection prevention and control practices than the less 
experienced nurses. 

 These findings were congruent with Fawzy ,(2016) 
who reported that nurses with longer years of experience had 
better practice of infection control precaution at HD units. 
These results may be attributed to day to day activities that 
enhances nurses' experience and improves their practice. 

Nevertheless, Metwally, Abou Donia & Abdel Aziz , (2016) 
indicated that nurses with 5 to less than 10 years of 
experience had higher mean percent practice score than those 
with more than 10 years of experience.  

This finding is consistent with Basiony,  (2014) in 
Beni-suff hemodialysis hospitals and Fawzy, (2016), 
Abdelfatah, (2013). Bakey,(2014), and Mohmmed, (2010) 
who reported highest percentages for the participants with 
less than 10 years' experience. However, the findings 
disagreed with Hassona. et al, (2011) who reported that more 
than half of the participants had more than 10years 
experience.      

Regarding nursing qualification the present study’s 
results showed that less than half of the studied nurses have 
diploma of secondary nursing school, while almost one third 
had technical institute of nursing.  

These results were consistent with the reality that 
nursing secondary schools graduates represent the majority 
followed by technical institute of nursing then nursing 
faculties.    

This finding goes in the same line with Basiony, 
(2014) in Beni-suef hemodialysis hospitals who found that 
all participants had technical nursing diploma, as well as 
Mohamed, (2008) who reported that all participants had 
diploma level of education; Fawzy, (2016), Ahmed, (2011) 
and Abdelfatah, (2013) in Assuit hospitals reported that less 
than half of nurses had diploma degree and less than one 
quarter of them had bachelor degree. 

 Hassona, et al, (2011) found that all participants 
had technical nursing diploma except one who has associate 
degree in nursing while Ali, (2013) found that more than 
three quarters of nurses had diploma level of education. 

In addition, the study’s results indicated that nurses 
with bachelor degree had significantly higher mean score of 
practice than those with diploma degree. This could be 
interpreted by the fact that bachelor degree nurses have more 
extensive undergraduate programs of infection control and 
microbiology than those with diploma of secondary nursing 
schools.  

In the same context, Deghidi & Growder , (2010) 
reported that education is a potential means for 
implementing prevention strategies as it alters perception, 
increases knowledge and in turn changes work practice. 

        Finding of the present study indicated that all 
of participants were attending unit staff development 
programs, orientation programs, or attending conference 
during the past five years affiliated to (ICU), (EMOH) and 
(WHO). this finding disagree with Basiony, (2014) in Beni-
suef hemodialysis hospitals who reported that none of nurses 
attending unit staff development programs, orientation 
programs or attending conference during the past five years 
and observed there was limited source of education activities 
for nurses in the study sitting. Meanwhile Abdelfatah, (2013) 
found that most of participants had no previous training. 

The current study’s showed that there are statistical 
significance differences between nurses' knowledge total 
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scores at pre, post and after six months of education program 
(p.0.001). This results were in the same direction with 
Shrestha, (2014) who indicated that there was a significant 
difference between the pre intervention and post intervention 
knowledge score (p = 0.039), and  this study showed that 
educational intervention program significantly improved the 
nurses’ level of knowledge about the care of the patient with 
CVC.  

On the other hand Abdelfatah, (2013) showed that 
there is no statistical significant difference between nurses' 
knowledge and their practice,  and added that this may be 
attributed to insufficient courses related to hemodialysis 
included in their undergraduate curriculum of nursing 
education and also there is no available Arabic source for 
updating and continuing their education. This result agreed 
also with Hussein & Mooji, (2010) who indicated that there 
is no significant difference between nurses' knowledge and 
their practice observed during the pre-test. As well as 
Abdelsatir, (2013) reported that there was no statistical 
significant difference, between pre and post program 
knowledge.  The study suggested that HD units required 
organizing adequate training on HD access care for their 
nursing staff.  

 In relation to nurses' knowledge about infection 
control in hemodialysis, the result showed that the studied 
nurses had unsatisfactory knowledge about infection control 
preprogram  and there are highly statistical  significant in 
which increased knowledge scores post program  conduction 
about infection, protection method  and hand washing, 
precautions in hemodialysis. 

This result was in the same line with Abd-
Hady,Khalifa , Zein El-Dein. N.Hemdan, (2011) who 
indicated that there was a highly statistical significance 
difference between posttest, retention test than pretest and 
supported by Abdelsatir, (2013) who enhance the role of 
education in improving nurses knowledge.  However, their 
practice still incompetent due to lack of facilities. 

Regarding nurses, practice related to universal 
precaution of infection control the study’s result revealed 
that there was an increase in knowledge score in all 
knowledge at post educational areas. In the same field 
Bayoumi& Mahmoud, (2017) studied the effect of education 
program on nurses’ knowledge and practice regarding care 
of central venous line in pediatric hemodialysis: evidence-
based practice guidelines, 

They found that there was a highly statistical 
significant improvement in nurses’ practice such as hand 
washing, wearing mask, goggles, sterile gown, and gloves, 
use of disinfection, and dressing, when compared with that 
before and immediately after implementation and also before 
and 6 months after implementation of teaching guidelines.  

In accordance with the study results, Abou El-Enein 
, ELMahdy, (2011) concluded that none of the nurses 
washed hands before and after the deferent activities that 
required hand washing or the use of plastic aprons or face 
protection among nurses in the dialysis unit in a University 
Hospital in Alexandria. On the other hand in a study done by 
Chenoweth, et al, (2015) observed patient care across 
hemodialysis facilitates enrolled in National Opportunity to 
Improve Infection Control in ESRD (end-stage renal disease) 
(NOTICE) project in order to evaluate adherence to 
evidence-based practices.  

 Many studies were agreed with Basiony,  (2014). 
who found poor compliance to hand hygiene which might be 

attributed to lack of continuous and efficient in-service 
training and absence of supervision.  

The current study’s result showed that there were 
highly statistical significant differences in all of wearing 
gloves, administration of intramuscular, injection medication 
preparation, injection medication administration as pre and 
post educational program. 

 This result was consistent with Abd-ElHady, et al, 
(2011). who observed that  the nurses know well the 
importance of hand washing for infection control, so more 
than two thirds of the nurses inadequately or infrequently 
performed and there were statistical significant differences 
between their performance on pretest, posttest and retention 
test. The author added that this result could be attributed to 
nurses used to rub hands with alcohol due to work overload 
in that area.  

The current study’s result illustrated that on pre-
test, the majority of nurses performed hand washing 
inadequately. This finding was consistent with National 
Health Service, (2014).  that  reported that hand washing is a 
complicated task comprising not only choice of appropriate 
disinfecting agent, but also frequency, duration, 
appropriateness, and liability for skin irritation from frequent 
washing. These findings were consistent with Dawood, 
(2011) who reported that lack of infection control equipment 
and supplies was one of the major factors to the application 
of precautions. 

Regarding to nurses’ practices in infection control 
precautions on starting hemodialysis procedure, it was found 
that there're high significant differences between pre and 
post program conduction (p valu.0.001), which might 
reflecting the effect of educational program. While decreased 
after six months.   This result was supported by E Bagheban, 
SLakdizaji, Zamanzadeh & Hasankhani, (2018). who 
concluded that the average score of knowledge and practices 
of the two groups before and after intervention was 
significantly different. Educational intervention increased 
knowledge (P = 0.05) and practice in hand washing (P = 
0.001), disinfection of the dialysis unit (P = 0.001), use of 
catheter (P = 0.011), and needle insertion or removing of 
fistula (P= 0.001) in the intervention group.  

Our study’s results indicated that more than two 
thirds of the studied nurses discard syringe in correct way in 
pre and post educational program, While in Abd-ElHady et 
al, (2011) showed that nurses' application of infection 
control precautions during dialysis, and at terminating 
dialysis as well as after session, only (8.0%) of nurses 
discarded needles in sharp container on pre- test, all nurses 
applied sterile dressing on the shunt and wrapped it securely. 
Other studies done by Bakey,(2014), Karkar, Bouhaha, 
Dammang, (2014), Ebrahem, (2009) and Dawood,  (2011) 
who reported that nurses threw out needles in leak-proof, 
puncture-resistant and color –coded boxes throughout all 
hemodialysis procedures. This could be attributed to lack of 
supervision. 

For the nurses' practice about hemodialysis the 
current study revealed that the mean scores of the nurses' 
practice related to universal precaution of infection control 
pre/post educational program. This indicated the increase in 
practice mean score in all practice areas at the post program 
phase. However ,  this increase  reached  statistical  
significance for nurses'  practice all of procedure are the 
same,  about hand washing  (p.0.001), 
gloving(p.0.001),while in AbdEl-Hady,et al., (2011) about 
the care of non-disposable equipment, removing mask and 
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goggles, and sterile gowns, all nurses (100.0 %) didn't 
perform these procedures due to the unavailability of these 
supplies. These findings were consistent with Ebrahem, 
(2009) and Dawood, (2011) who reported that lack of 
infection control equipment and supplies were the major 
obstacles to apply infection control properly. 

Our study’s results illustrated that the mean scores 
of the nurses' practice related to arteriovenous fistula graft 
cannulation and de-cannulation pre/post educational program 
indicated that there was highly statistical Significance 
differences between pre/post-educational program phases; no 
one of nurses done correctly performs hand hygiene before 
or after arteriovenous fistula graft cannulation. This result 
was in harmony with the study done by Ashour, (2016)   
Ramadan, (2016) and Hassona. et al, (2011) who reported 
that the highest percentage of their study nurses didn’t 
comply with hand washing neither before nor after patients 
contact during IV fluid administration. 

 In the same context Erasmus et al (2010) concluded 
that Noncompliance with hand hygiene guidelines is a 
universal problem, which calls for standardized measures for 
research and monitoring. Theoretical models from the 
behavioral sciences should be used internationally and 
should be adapted to better explain the complexities of hand 
hygiene. Moreover Moursy & Sharaf ,(2017) indicated that 
the majority of the nurses were acquainted with the 
significance of hand washing, many nurses were carrying out 
hand hygiene inadequately in morning shifts and neglected it 
in the afternoon shifts either during cannulation or 
decannulation. This result could be referred to the lack of 
time, nurses' staff shortage and the workload in HD unit.  

Personal protective equipment is compulsory to 
prevent cross infection. The present study showed that there 
were higher increases in percentages between steps done 
correctly pre/post educational programs phase.  

However there are statistical significance 
differences between nurses' practice as pre/post educational 
programs. Moreover, the study results revealed that one third 
of the nurses choose the correct size glove in preprogram 
Wearing gloves are required whenever caring for a patient or 
touching patient's equipment. According to Bianco, et al., 
(2013) revealed that all nurses used only clean gloves instead 
of sterile ones during the whole shifts. This result may be 
attributed to the cost of sterile gloves, lack of strict policies 
and supervision, as well as workload.  

According to CDC, (2010a) the use of sterile gloves 
during vascular access care is emphasized. In the same field 
Higgins& Evans, (2011) reported that lack of infection 
control equipment and supplies were the main factor to the 
implementation of infection control practices. 

Concerning care of vascular access site for 
prevention of infection, the present study indicated  that only 
one who was apply skin antiseptic and allow it to dry in  
preprogram and there was highly statistical significance 
difference between pre and post educational program as 
regards to care of vascular access site correctly. As well in 
all procedures' steps it was observed that no one apply 
antimicrobial ointment in pre educational phase. 

In the same context Ahmed et al, (2013). reported 
that the majority of the studied nurses in both shifts did not 
use to clean access arm for a minute with soap and water or 
antiseptic soap and placing access limb on a sterile drape or 
barrier was done inappropriately.   

In this regard the National Health Service, (2014). 
Emphasized that the nurse should wash the access site with 

soap and water then places the access limb on a sterile drape 
before cannulation to decrease the invasion of the micro flora 
into the blood stream. Bakey ,(2014). And Dawood, (2011) 
postulated that HD vascular access infections can be 
prevented by in service education and training programs for 
nurses, as they are largely responsible for the care of 
vascular access. 

Our study’s results showed that most of the nurses 
had poor knowledge about infection control pre educational 
program but post educational program the knowledge were 
at average level, meanwhile U.S. Renal Data System, 
USRDS, (2013). also showed that all nurses were not use the 
protective measures, in spite of the good knowledge of the 
majority. Also, the majority of them had poor knowledge 
about wearing goggles or face shields. This could be due to 
nurses' underestimation of the significance of these 
protective measures and the unavailability of these supplies.  

The above findings were consistent with, Higgins& 
Evans, (2011). Who reported that lack of infection control 
equipment and supplies was the main hindering factor to the 
implementation of infection control practices. In this context 
WHO, (2012). Recommended wearing Personal protective 
equipment when splashing, spraying or splattering of blood 
or body fluid is expected, and during HD vascular access 
cannulation or de-cannulation. 

Regarding Routine disinfection   of  the Dialysis 
Station  after   patient  has left  station  of  the dialysis 
pre/post educational program  which indicate that there are 
highly difference in percentage between nurses' practices 
who done correctly all procedures' steps  among pre and post 
–educational program  and observed that no one follow the 
basic step in infection control ( hand hygiene ) . Although in 
Moursy & Sharaf ,(2017)show that on pre-test, the majority 
of nurses (80.0 %) performed disinfection and rinsing for 
hemodialysis machine inadequately. 

 This finding was consistent with Bakey , (2014) 
who reported that nurses rinsed fluid pathway after every 
dialysis with dialox or citrosteril for 30 minutes. Also, this 
result consistent with Ebrahem , (2009) who reported that 
half of nurses disinfected external surfaces of hemodialysis 
machine. 

In our study explain how the results support the 
hypothesis and how the explanation is consistent or fit in 
with previously and existing knowledge on the topic. And 
observed that knowledge and practice improve after 
educational program and start to reduce after 6 months which 
indicate that continues training and education will prevent 
the transmission of diseases in dialysis station          

Therefore, nurses at HD units must possess an 
appropriate knowledge, skills and experience to prevent and 
control infection for themselves and for their patients and the 
continues training will improve the knowledge and skills 

 
Conclusion 

It can be concluded from the study's results that 
there were statistical significant relation between knowledge 
related to infection control pre, post and after 6 months of 
the educational Program. There were statistical significant 
relations between infection control practice pre, post and 
after 6 months of the program. The study's results indicated 
that there were improvement in control of infection in 
hemodialysis unites after educational program was applied . 
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Recommendations 
 Continuing   education programs  on  regular  basis  

is  suggested  in  order  to refresh  and  update  
nurse's  knowledge، 

 Written  booklets,  posters  and  videos  should  be 
available  in each  unit  in  hospital  to  
acknowledge  nurses about infection control 
procedures . 

 Rules and regulation for hospital visitors  and 
relatives must be settled and  applied   

 Provision of adequate resources, facilities and 
equipment related to any procedures in 
hemodialysis units such as eating, change clothes or 
child support.  

 Repeated this research on large sample to ensure 
generalizability of the study. 
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