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Abstract 

Background: Cardiopulmonary resuscitation (CPR) is an emergency procedure for a person whose heart has stopped 

or no longer can breathing, CPR save live. Nurses' role is vital in resuscitation process. Aim of the study: to Evaluate 

effect of educational protocol about resuscitation process on nurses' performance. Research design: Quasi - 

experimental research design utilized to fulfill the purpose of this study. Subjects: A Purposive sample included sixty 

nurses from critical care units. Setting: This study was carried out at five critical care units affiliated to Minia 

University Hospitals- Eygpt. Tools of data collection: Two tools designed and used for collecting data for this study, 

First: structured questionnaire sheet to assess nurses’ knowledge, second: Observational checklist for nurses′ practice 

sheet regard resuscitation process. Results: There was a highly statistically significant difference in nurses' knowledge 

and practice pre and post educational protocol regarding resuscitation process. Also, there was no statistically 

significance between personal data and their knowledge level or practice score.  Conclusion: Based on the results of 

this study educational protocol can increase nurses′ performance about resuscitation process. Recommendations: 

Greater attention and closely observation from hospital on nurse's performance during resuscitation process. 

Replication of the study should be done on a large sample. 

Keyword: cardiopulmonary resuscitation, nurses  ’ performance, critical care nurses, educational protocol, 

resuscitation process. 

 

Introduction  

Cardiopulmonary resuscitation (CPR) procedure as a 

basic skill is one of the most important inventions of the 

history in medicine with a rapid and urgent intervention to 

prevent or postpone death in a patient with cardiac arrest 

(Hasselqvist et al., 2015).  CPR consists of an initial 

assessment of the patient and a subsequent number of steps 

that includes chest compressions, airway maintenance and 

rescue breathing (Yang, et al., (2012).   CPR is one of the 

procedures that can be administered without an explicit order 

from a doctor which most incidences of cardiac arrest are both 

sudden and unexpected so, immediate actions are necessary 

(Waldron et al, 2016). CPR has been shown to reduce cardiac 

death in-hospital and related facilities when patients are 

managed by adequately trained health care professionals 

(Simmes et al., 2012).  CPR is a medical practice for all 

cardiac arrests except where a “Do not resuscitate” (DNR) or 

“No CPR” order has been given for a particular patient ( 

Burkle et al., 2013). Nurse is a key role in respond to a 

cardiac arrest and initiate basic life support while waiting for 

the advanced cardiac life support team to arrive (Terzi, 2012). 

Throughout the years, as CPR guidelines are altered and the 

roles of the multidisciplinary team members are also 

subjective to change. So, Some of these new roles include: the 

rapid response nurse, the initiation of external defibrillation, 

the involvement in CPR decision making, chest compression , 

ventilation role,  the understanding of the use of resuscitation 

drugs and the family support in the cases of witnessed 

resuscitation (Monsieurs et al., 2015). Nurses are the central 

part of the health care system and they are believed to be 

knowledgeable and competent in caring for patients.  ) Ray, 

2016). 

 

Significance of the study 

Cardiac arrest is a major public health problem 

affecting thousands of individuals each year in both out-of-

hospital and in-hospital settings (Hasegawa et al. (2013). In 

2012 nearly 383,000 out-of-hospital sudden cardiac arrests 

occurred and approximately 209,000 cardiac arrests occurred 

within a hospital. Survival rates from cardiac arrest are 

improving, however overall rates of survival are still low 

(American Heart Association, 2012). 

Through my experience as a clinical instructor over a 

period of 2 years working in intensive care units I observed 

lack in nurses’ knowledge and practice during resuscitation 

process that affect on patient’s condition and delayed patient 

out. Therefore, this study designed in an attempt to improve 

nurses’ performance during resuscitation process. 

 

Aim of the Study  

Evaluate effect of educational protocol about 

resuscitation process on nurses' performance.  

 

Research Hypothesis: 

The nurses’ knowledge and practice about 

resuscitation process will be better than pre educational 

protocol. 

 

Study Design:  
Quasi - experimental research design was utilized to 

fulfill the purpose of this study 

 

Subjects:  
A purposive sample of about 60 critical care nurses 

who were working in a five Critical Care Units at Minia 

University Hospital at the time of conducting the study and 

willing to participate in the study was included.  

 

Inclusion Criteria:-  

 All nurses were in duties.  

 Nurses who attended or not attended previous 

training courses about resuscitation process.  

 

Exclusion Criteria:   

 Nurses refuse participation in the study.    
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Setting:   

All Critical Care units affiliated to Minia University 

Hospital including (Intensive Care Unit, Emergency unit, 

Cardiothoracic Care Unit, Cardiac Care Unit, Stroke). 

 

Study Duration:  

The total data collection was collected for five 

months from February to July 2019.  

 

Tools for data collection  

Two tools were designed and used for collecting data 

for this study, these tools were formulated and tested by the 

researcher, and the content of the tools was established after 

extensive literature review. 

 

First Tool: “Structured Questionnaire Sheet” it consists of 

(two parts): 

1st Part: - Nurses’ personal data to collect nurses' data 

related to the following (age, gender, years of experience, 

level of education …etc. 

2nd Part: - Knowledge assessment questionnaire sheet 
about resuscitation process and nurses' role in resuscitation 

team.it was multiple choice questions sheet translated into 

Arabic language. 

 

Scoring System:  
Each right answer takes one grade and the wrong 

answer take zero grade with a total scores 38, so (< 60%) was 

considered unsatisfactory; (≥60%) was considered 

satisfactory. 

 

Second Tool:"Observational checklist for assessment 

nurses' practice in resuscitation Process" 

This tool consists of (32) items for evaluating nurses′ 

performance regarding their roles during resuscitation for 

critically ill patients in different critical care units.  

 

Scoring System:  
Each right answer (Done) take one grade and the 

wrong answer (Not done) take zero grade with a total scores 

23, so (≤ 70%) was considered poor, (<70-85%) was 

considered fair and more than (85%) was considered good 

practice scores.  

 

Educational Brochure about CPR Process. It was 

formulated by the researcher after extensive literature review 

and revised by experts in the field of critical care nursing. It 

was translated into the Arabic language with figures for more 

clarification. 

 

Tools validity:  
The study tools were developed after reviewing the 

related literature. To determine content and face validity, these 

tools were tested by a Jury committee that consists of five 

medical surgical-nursing experts. Recommendations were 

followed; the questions that were not appropriate were taken 

out and some questions needed clarification and modifications 

were done. 

 

Tools reliability: 
Tools were tested for content reliability using Alpha 

Cronbach’s test. It was (0.81) for the first tool, (0.79) for the 

second tool. 

 

Pilot study: A pilot study was carried out on 6 nurses 

working in the Critical Care units who fulfilled the inclusion 

criteria to test the feasibility, objectivity, applicability of the 

study tools, and to estimate the needed time to fill the data 

collection. Based on the results of the pilot study, no 

refinement/ modifications were done for data collection 

instruments; nurses who shared in the pilot study were 

included in the actual study sample. 

 

Ethical consideration: Official permission to 

conduct the study was obtained from faculty ethical committee 

of research, dean of the faculty of nursing at Minia University, 

Research center afflicted to Egypt Ministry of Health, 

agreement from Egypt academic for the research center and 

technology and from directors of Critical Care Units at Minia 

43 University Hospital. Oral consents were obtained from 

each nurse after explanation of the nature and purpose of the 

study. Each head nurses who were on duty during study 

implementation and nurses were free to either participate or 

not in this study and had the right to withdraw from the study 

at any time without any rational; also, nurses were informed 

that data will not be included in any further researches without 

another new consent. Confidentiality and anonymity of each 

subject were assured through coding of all data. (60%) was 

considered poor, (≥ 60-85%) was considered fair and more 

than (85%) was considered good practice scores.  

 

Study Procedure: Once official permissions were 

granted, the pre-educational data (pre-test) collected through 

(four weeks) to test studied sample for actual level of 

knowledge and practices regarding resuscitation process. The 

researcher distributed the Knowledge assessment 

questionnaire sheet to assess study sample′ s actual level of 

knowledge after clearly explaining the way to fill it, then 

Observational checklist for assessment nurses' practice in 

resuscitation Process" 
 

The total number (60) of the study participants was 

divided into twenty classes each class consists of three 

participants. The appointment for starting educational sessions 

was scheduled with the study sample according to their 

circumstances. The educational protocol was conducted as one 

session for knowledge teaching, two sessions for practice 

teaching for every class; each session took about 30- 45 

minutes. At the end of teaching sessions (knowledge & 

practice), the researcher gave the study participants  brochure 

as an educational protocol about resuscitation process: It was 

formulated by the researcher after extensive literature review 

by experts in the field of critical care nursing , and translated 

into the Arabic language with figures for more clarification. 

The researcher collects post educational evaluation 

(post-test) for knowledge through giving the sample the 

Knowledge assessment questionnaire sheet and 

Observational checklist. 

as an immediate posttest assessment, then follow up 

was done by the researcher after three months by using 2 nd 

Part (Knowledge assessment questionnaire) & 

Observational checklist .  
To evaluate the effectiveness of the educational 

protocol regarding study sample′ performance. Statistical 

analysis of data: Data obtained from the study tools were 

categorized, tabulated, analyzed and data entry was performed 

using the SPSS software (statistical package for social 

sciences version 22.0). Descriptive statistics were applied (e.g. 
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mean, standard 45 deviations, frequency, and percentage). 

Pearson's correlation coefficient was applied between 

quantitative variables. A significant level value was 

considered when p<0.05. The smaller the P-value obtained, 

the more significant is the result (*), less than 0.001 was 

considered highly significant (**). The P- value is the 

probability of error of the conclusion.  

 

Results  

Table (1):  Percentage distribution of the studied groups  as regards personal data (n= 60). 
100% No. (60 nurses) Personal data 

Age categories 

51.7 31  20-24 

11.6 7  25-29 

36.7 22  ≥30 

27.88 ± 7.709 years Mean ± SD 

Gender 

31.7 19  Male 

68.3 41  Female 

Education Level 

15 9  Bachelor  

55 33  Technical institute 

30 18  Diploma & secondary school 

Years of experience in ICU 

60 36  <5 years 

40 24  ≥ 5years 

5.2667 ± 2.655   years Mean ± SD 

Previous  workshop attendance 

23.3 14  Yes 

76.7 46  No  

 

Table (1) revealed that more than half of the study group′s age was between 20-24 years and their Mean average age ± SD 

was (27.88 ± 7.709) years and the highest  percentage from them constituted (3.82%) were females, also as regards their educational 

level results  found that above the half among them  had graduated from technical institute degree in nursing. On  the other hand, the 

highest percentage of participants constituted (60%) had less than five  years of experience in working at critical units ,but lowest 

percentage of them were more than five  years of experience and their Mean average ± SD was (5.2667 ± 2.655   years). Finally, as 

regards, previous  workshop attendance regarding cardiopulmonary resuscitation process results revealed that the  majority of the 

study group constituted (76.7%) hadn't attended any previous  workshop . 

 

 
 

Figure (1):  Overall total studied samples' knowledge  levels about CPR process in the pre-post education 

Figure (1) revealed that 78.3% of studied sample had unsatisfactory knowledge during pre education ; while100% of them 

had hundred percent knowledge levels immediately post education, while post education after three months 93.3 % of them had 

satisfactory knowledge level.  

 

post-testImeddiatelypre-test

93.3% 100% 

21.7 

6.7 0 

78.3% 

Overall total knowledge score level  

satisfactory unsatisfactory
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Figure (2):  Overall total practice levels of the Studied groups in about CPR process through pre-post educational protocol 

l(three months) 

Figure (2) displayed that 83% of study sample had poor practice level during pre test ,while 45 % of them had good practice 

level post three months test. 

 

Table (2) Correlations between total knowledge score and total practice score among studied sample pre& post educational 

protocol 
  Total Knowledge score 

  

Pre - education Post – education 

R P R P 

 Pre- education 0.310 .016* -0.822 .000** 

 Post education -0.136 .300(NS) 0.618 .000** 

 

Table (2) showed that there was highly statistical significance between total knowledge and practice score at pre & post – 

educational protocol (three months). 

 

 

Table (3) Correlations between personal data and total practice score at pre& post educational protocol 

personal data 

Pre- education Post-education 

R p-value R p-value 

 Age categories  0.063 .630(NS) -.253 .052* 

 Gender -0.091 .487(NS) 0.077 .560(NS) 

 Education level 0.079 .550(NS) -0.033 .800(NS) 

 Years of experience in working at critical units -0.082 .534(NS) -0.037 .776(NS) 

 Previous workshop attendance regarding 

resuscitation process 
-0.067 .611(NS) -.047 .722(NS) 

 

Table (3) reveled that there was no statistically significant correlation between all personal characteristics for studied groups 

and their total practice score pre and post-educational protocol except in a studied sample's age categories it had a significant 

correlation with mean practice score after three months post education with p-value (052*).  

 

Discussion 

Cardiopulmonary resuscitation (CPR) is an important 

medical procedure which is critically required for individuals 

who face sudden cardiac arrest or those who suddenly lose 

their consciousness) Ray, 2016). CPR knowledge and skill is 

extremely important to prevent and return the life of suddenly 

collapsed patient, so that nurse should become knowledgeable 

and skillful in delivering quality CPR (Wolfe et al., 2014).  

During the current study the results of 60 nurses 

included in the study were have age from 20:24 years with the 

mean average age ± SD was (27.88 ± 7.709) years; this may 

be due to shortage of the staff or the desire of university′s 

hospitals to provide high-quality health care services, through 

employing as possible new graduates of the faculty of nursing 

or nursing technical institute in critical units. 

Results of the current study were agree with  

(Elazazay et al., 2012) they conducted a study entitled effect 

of cardiopulmonary resuscitation training program on nurses 

knowledge and practice and  they found that the highest 

percentage of the study group′ age was between 20 to 25 

years, Also, results supported by (Parajulee & Selvaraj, 

2011) who stated that the majority of the study sample age 

ranged from 20-32 years, In addition, a further validation by 

(Selman & Ahmed, 2018 ) who stated that the  half of the 

study group nurses who work in critical unites are with age 

range 18-24 years old (50%).  

Findings of the present study showed that more 

than two third of the total study group were females. These 

results may be explained by the fact that nursing is a universal 

feminine profession especially in our society culture as well as 

poor
fair

good

18 37 
45 

 83%  

12% 5% 

Overall total practice levels 

post-test pre-test

Total practice score 



Minia Scientific Nursing Journal (Print) (ISSN 2537-012X) Vol. (7) No. (1) June 2020 

P a g e  | 6  Randa M., et al 

the enrolment of the male students in this profession was 

started in the late decades. These findings agreed with  

(Selman  et al., 2018) who conducted a study on critical care 

nurses and they  indicates that the female is the dominant 

gender among the current study, in which 73.3% of nurses in 

the study group,  Also, results validated by (Rajeswaran et 

al., 2018) who stated that the majority of the study sample 

(70%) were female. Also, results supported by (Shah et al., 

2019)  
Concerning to educational level; the present study 

findings demonstrated that, more than half of the study sample 

graduated from a technical institute. This may be explained by 

a little number of faculty′s graduates had employed in the 

university hospital and other like to work in schools or 

ministry of health hospital.  This study results is similar to the 

study done by  (Eubayd & Abbas, 2017) that stated the 

highest percentage related to the educational levels is seen to 

be educated in the nursing clinical institute that are 40% in the 

study group. This result was contradicting with ( Al-Ani et al.,  

2014) they found  that most of participants (41.2%) held a 

diploma degree in nursing. 

Study results displayed that, more than half of the 

studied groups had less than five years of experience in 

working at critical units because they were newly graduated 

and young aged. Studied results were supported by ( Al-Ani et 

al.,  2014)  who founded that more than half (56.3%) of nurses 

have less than five years of critical care units′ experience 

while only (33.7%)  have more than five years of experience 

in working at ICU. These results contradicting with  

(Rajeswaran et al., 2018) they stated that The duration of 

work experience was divided between 49.3% (working from 

between 1 and 6 years) and 50.6% (working for more than 7 

years). Study findings illustrated that the most of the study 

sample had not attended any previous workshop regarding 

cardio pulmonary resuscitation process (CPR). This may be 

due to negligence from in-service educational training unit in 

the hospital about importance of this topic, no preparatory 

program for new staff and lack of interest from critical care 

nurses to attend any conferences or workshops. These study 

findings agreed with ( Al-Ani et al.,  2014), they illustrated 

that more than half (61.2%)  of critical care nurses had no 

previous workshop attendance regarding cardiopulmonary 

resuscitation. 

Regarding overall total studied samples' 

knowledge  Score levels about CPR process, the results 

showed that, more than two third of studied sample had 

unsatisfactory knowledge during pre education ,while 93.3 % 

of them  had satisfactory knowledge level post three months 

test, these results confirmed by (Tíscar-González et al., 2019) 

they founded that the nurses level of knowledge improved 

post educational program, moreover validation by ( 

Rajeswaran et al., 2018) they stated that the majority of 

studied samples' knowledge  score 88.6% post 12 week of test. 

Further validation by (Selman & Ahmed (2018) they reached 

to that the overall assessment of nurses' knowledge in the 

study group showing a fair knowledge towards 

cardiopulmonary resuscitation process during the pre-test 

period (86.7%), and their knowledge is increased to a good 

level during the post-test period (100%) after receiving an 

educational program. 

Regarding overall total practices levels of studied 

samples' roles in resuscitation Process pre&post education  

regard CPR process, the results showed that, the outcome 

of post-test of CPR knowledge and skills of nurses post 

educational protocol improved considerably post intervention 

given that there was no significant previous training or 

attendance any workshop. 

These results confirmed by )Munezero et al., 2018) 

they conducted study that concluded that increase of nurses' 

knowledge & skills after training, from a pretest average 

scores of 46.0% to 81.3% for skills and 53.8% to 82.45% for 

knowledge. As well as, (Rajeswaran & Ehlers (2014) stated 

that the results of the CPR skills tests showed lower scores 

before training was 32.4% indicating a low level of 

competence while post-test three months reach to high level of 

competence (76.2). Moreover, (Elazazay et al., 2012  

Regarding Correlations between total knowledge 

score and total practice score among study sample pre& 

post educational protocol (three months) results revealed 

that there was highly statistical significance between total 

knowledge and practice score at pre & post education (three 

months). These results were disagreed with (Elazazay et al., 

2012) who stated that decreasing knowledge level at the initial 

baseline data assessment for nurses in ICU that also reflected 

in the nurses' practice at pre-intervention of the program, that 

converted to a significant improvement of both knowledge and 

practice after intervention. 

Regarding Correlations between personal data of 

the studied groups and total practice score pre-education 

and post-education (three months), results revealed that, 

there was no statistically significant correlation between all 

socio-demographic characteristics for study group and their 

total practice score pre and post-educational protocol except in 

a study sample’s age it had a significant correlation with mean 

practice score after three months post education with p-value 

(.052).  These results similar to (Rajeswaran & Ehlers 

(2014) they demonstrated that their no significant differences 

in terms of gender, age and experience, although a study 

conducted in Belgium demonstrated that accumulated work 

experience was associated with improved CPR skills. On other 

hand, study results contraindicated with ( Rajeswaran et al., 

2018) they founded that Male participants scored slightly 

better than their female counterparts (52.9% vs. 46.1%) in the 

pre-test, also, The highest improvement realised (28.5%) was 

observed among the participants with 5–6 years of experience 

and the least improvement (22.7%) was among the 

participants who have more than 11 years of experience 

 

Recommendations 
1. Greater attention and closely observation from 

hospital on nurses’ performance during resuscitation 

process.  

2. Training program should be arranged for nurses 

working in critical care units about CPR and receive 

regular, periodic CPR courses, updating nurses on the 

latest CPR techniques,technologies and 

developments. 

3. The hospital organization must be emphasize to 

develop Mock Code Blue system and it  ’ s team for 

resuscitation at emergency situations when needed. 

4. Future studies have to be carried out in order to 

assess factors associated with poor  level of practice 

regarding resuscitation process pre-educational 

protocol.  
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Abstract 

Background: Evidence-based practice (EBP) is a systematic approach to improving the quality of nursing 

practice.Aim: The current study aims to investigate the effect of educational program regarding evidence based 

practice on beliefs and implementation among Clinical instructors. Design: A quasi-experimental research was 

utilized. Setting: The study was carried out at Faculty of Nursing, Minia University. Subjects: convenient sample of 

all available (78) clinical instructors who were working in a six Departments in Faculty of Nursing at Minia 

University at the time of conducting the study. Tools: Two tools were used; the Evidence-Based Practice Beliefs 

(EBPB) Scale, and the EBP implementation (EBPI) scale. Results: showed that total mean scores of clinical 

instructors' evidence-based practice implementation was increased post program than pre-program and follow up 

session was increased than pre and post program and total mean scores of clinical instructors' evidence-based practice 

beliefs was increased post program than pre-program and follow up session was increased than pre and post program 

with highly statistically significance differences which P – value .0001 respectively. Conclusion:  Findings of the 

research demonstrated that education can affect the clinical instructor’s belief and implementation to use EBP. 

Recommendations: Repetition of the educational program in other nursing Faculties needs to be done on the use and 

implementation of EBP. 

Key words:  Evidence-based practice, Beliefs, Implementation, Clinical Instructors.  

 

Introduction 

Evidence-based practice (EBP) has become the gold-

standard of care in the nursing discipline today. Healthcare 

and educational institutions need to shift focus on EBP. 

Subsequently, health professionals are expected to possess the 

competency in the implementation of EBP to meet the 

demands of the health care system in this twenty first century. 

To fulfill this need, numerous academic strategies in the 

introduction of EBP to undergraduate nursing baccalaureate 

education have been implemented to prepare future nurses (1). 

 Evidence-based practice in healthcare is a decision-

making approach for patient care that integrates the best 

scientific evidence with the clinician's expertise and the 

patient's preference for care (2). 

Nursing faculty's primary goal is to prepare future 

nurses for clinical practice with competencies to provide safe 

and quality patient-centered care. Healthcare requires timely 

information for effective decision-making, and requires the 

integration of health information-seeking skills throughout 

nursing education curricula to effectively promote evidence-

based practice (3).  

Nurse educators or clinical instructors play a key role 

in creation of opportunities for implementing EBP and in 

facilitating the implementation process. The question now is 

how to foster implementation of EBP. The most important 

factor that is likely to help nurses and nurse educators to adopt 

EBP is the provision of adequate training in EBP (4). 

Nurses need to be competent and confident 

embracing evidence-based practice as a standard of care, and 

faculty must seamlessly integrate sufficient skills to navigate 

electronic databases, comprehend and analyze research, and 

make decisions based on evidence throughout the various 

program curricula for nursing practice (5). 

Cobus-Kuo and Waller, (2016) concurred with Pierce 

and reported that the evidence-based practice process requires 

information literacy skills, which are complex research skills 

developed over time and with repetitive practice. Nurses need 

to be knowledgeable and confident in making clinical 

decisions based on reliable and current evidence, and both 

competencies should be integrated throughout nursing 

curricula for students to value and appreciate the importance 

of evidence-based practice (6) 

 

 

Significance of the Study 
EBP is one of the main professional competencies for 

health care professionals and a priority for nursing and 

medical education programs as well. Nursing educators have 

responsibility to teach the future nurses, and an opportunity to 

promote positive patient outcomes. Nursing educators are in 

charge for training the future nurses, so their participation in 

integrating the EBP into clinical education will improve 

healthcare outcomes (7) . They must involve themselves in 

clinical issues and approximate clinical, educational, and 

research activities through teaching EBP to students and 

nurses. This requires nursing educators to have sufficient 

knowledge and skills in EBP before involvement in this 

sophisticated practice (8). 

Despite the significant amount of literature regarding 

the benefits of EBP and nurse’ positive attitudes toward it, 

there are many barriers to implementing EBP, and the process 

of implementing EBP is slow. Lack of time to search for 

evidence, lack of understanding and interpreting skills for 

research findings, inadequate access to information 

technology, limited information technology (IT) skills, lack of 

autonomy to change practice, and lack of information 

searching skills are examples of these barriers. Within many 

healthcare professions such as dentistry, physical therapy, 

nursing, and medicine, it is estimated that it takes 

approximately 17 years on average to translate research 

findings into clinical practice to improve patients’ outcomes 

(9). 
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Aim of the study                                                                                                                  

The aim of this study was to investigate the effect of 

educational program regarding evidence based practice on 

beliefs  and implementation among Clinical instructors  

 

Research Hypothesis 

1. Clinical Instructor' beliefs toward EBP will be positive 

after the educational program than before. 

2. Clinical Instructor' implementation of EBP will be 

higher after the educational program than before. 

 

Subjects and methods 

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

 

Setting:  
Faculty of Nursing at Minia University. The study 

was conducted at Faculty of nursing, Minia University that 

was established in (1995) by Presidential Decree number 

(184) as Higher Institute of Nursing which was affiliated the 

Faculty of Medicine then issued Presidential Decree number 

(200) of year(2000) to turn it to a Faculty of Nursing. The 

study started in the academic year 1997/1998. 

 

Subjects  
A convenience sample of all available (78) clinical 

instructors who were working in a six Departments  in Faculty 

of Nursing at Minia University at the time of conducting the 

study and willing to participate in the study was included. 

Distribution of sample as follows Nursing Administration 

Department 13, Woman Health and Obstetrics Nursing 

Department 11, Pediatric Nursing Department 9, Medical- 

Surgical Nursing Department 26, Community Health Nursing 

9 and Psychiatric Health Nursing 10 

 

Tools of data collection: 

Two tools were used in this study as follows: -  

First Tool: “The Evidence-Based Practice Beliefs (EBPB) 

Scale” it includes two parts: 

1
st
 part: - the socio- demographic characteristics of 

the studied subjects such as (age, gender, Educational 

qualification , years of experience, Department and marital 

status). 

2
nd

 part: - The Evidence-Based Practice Beliefs 

(EBPB) Scale. The scale was developed by Melynk and 

Fineout-Overholt, (2008) (10).  It consists of 16 item. The 

EBPB Scale is five point  Likert-type scale designed to 

measure beliefs about EBP. Responses ranged from 1 = 

strongly disagree to 5 = strongly agree and included two 

reverse scored items 11 & 13. The 16 items on the scale were 

summed with a possible score ranging from 16 to 80.   

 

Scoring System: 

The range of scores for the EBPB is 16 to 80. 

Interpretation markers are 16, 32, 48, 64 and 80; therefore, 

scores below a 64 indicate that there is less than agreement 

with their knowledge of, confidence in and belief in their 

ability to implement EBP. But when scores were above 48 

(neither agree or disagree) (but less than 64) indicate that there 

is not full commitment at this point to EBP while scores were 

lower than 48 indicate there is no commitment to EBP. 

Overall, the closer to 64, the more commitment/belief in EBP. 

Mean scores > 64 indicate a firm belief in and confidence 

about implementing EBP. 

 

Second Tool: "The Evidence-Based Practice 

Implementation (EBPI) Scale ": 

The EBPI scale is an 18-items scored on five point 

Likert  scale based on how many times the participant utilized 

EBP during the previous 8 weeks. The respondents performed 

the item in question (1=0 times to 5≤/=8 times). 

 

Scoring System: 

The range of scores for EBPI is 18 to 90. To interpret 

the EBPI scores, a response of 0 -17 indicates that in the past 

8 weeks respondents have implemented EBP less than 1 time. 

An overall mean score of 18 - 35 would indicate respondents 

have implemented EBP between 1-3 but less than 4 times 

within the past 8 weeks. A score between 36 – 53 would 

indicate that respondents have implemented EBP between 4-5 

but less than 6 times within the past 8 weeks. A score of 54 – 

71 would indicate that respondents had implemented EBP 

between 6-7 but less than 8 times and a score of 72 would 

indicate respondents had implemented EBP 8 times or more 

within the past 8 weeks. 

 

Validity and reliability  

The validity were revised and validated by a panel of 

five experts in Nursing Administration field. The reliability 

analysis of the study tools was done using alpha coefficient to 

measure the stability of its internal consistency; it was 

(0.962)for the Evidence-Based Practice Beliefs (EBPB) Scale, 

while the test value for the EBP implementation (EBPI) scale 

was (0.977). Thus indicate High reliability for both tools. 

 

Pilot Study 
A pilot study was carried out on 10% of participants 

(8 clinical instructors) working in the Faculty of Nursing 

,Minia University who fulfilled the inclusion criteria to test 

the feasibility, objectivity, applicability of the study tools, 

accessibility  of study participants and to estimate the needed 

time to fill the data collection. Based on the results of the pilot 

study, no refinement/ modifications were done for data 

collection instruments; Clinical Instructors who shared in the 

pilot study were included in the actual study sample. 

 

Procedure  

An official permission was obtained from the Dean 

of Faculty of Nursing, Minia University where the study was 

carried out. The study was conducted in three phases: 

Assessment and planning phase, implementation phase, as 

well as evaluation phase.  

A)Assessment and planning phase: 

 The purpose of the study was simply explained to the 

clinical instructors who agree to participate in the 

study prior to any data collection. 

 Individual oral consent was obtained from each 

participant after explaining the nature and benefits of 

the study.  

 The researcher maintained anonymity and 

confidentiality of participant.  

 Participants were allowed to choose to participate or 

not in the study, and given the right to withdraw at 

any time from the study without giving reasons. 

 The study tools were filled in and completed by the 

participants on 3 stages (pre, post & follow up 

implementation of program). 
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 Data collection (pretest) was started and completed 

within 2 months / 2 days per week, starting from May 

2018 to June 2018. 

 

B)Implementation phase:  

 The program content and its objectives were developed 

by the researcher in the form of 4 sessions. 

 Each session of the educational  program had taken 

about 2 hours for 2 days per week for each group of 

clinical instructor to develop their beliefs toward 

using EBP . These sessions were conducted for each 

Department. 

  The sessions were conducted in Faculty of Nursing, 

Minia University. 

  Implementation of educational program lasted over a 

period of (6) months, starting from September 2018 

to February 2019 for all participants under the study. 

  At the beginning of the first session, an orientation of 

the evidence based practice educational program and 

its purpose took place. The importance and benefit of 

the program were explained to all the participants 

under the study. 

 Educational program was divided into four sessions: 

 Session 1: Introductory session, definition and 

importance of evidence-based practice. 

 Session 2:  sources and steps of evidence-based 

Practice. 

 Session 3: models ,Barriers and facilitators of 

evidence-based practice. 

 Session 4: Giving example about the application 

of evidence-based practice in nursing and 

Immediate post-test by using tool I part 2 and 

tool II . 

 The booklet was handed for every participant. 

 

 

C)Evaluation and follow up Phase:  

The evaluation phase was done to determine the 

effect of educational program on clinical instructor' beliefs 

toward using EBP through filling in the same tools again after 

implementation of the program. The collection of data was 

done immediately after the application of the EBP program. 

Then follow up was done after three months of program 

implementation by using the same tools.  

 

Ethical considerations  

Official permission to conduct the study was 

obtained from Faculty Ethical Committee of Research, Dean 

of the Faculty of Nursing at Minia University. Oral consent 

was obtained from each clinical instructor after explanation of 

the nature and purpose of the study. Each clinical instructor 

was free to either participate or not in this study and had the 

right to withdraw from the study at any time without any 

rational; also, clinical instructors were informed that data will 

not be included in any further researches without another new 

consent. Confidentiality and anonymity of each subject was 

assured through coding of all data. 

 

Statistical design 

The collected data were tabulated & statistically 

analyzed using software program and statistical package for 

social science (IBM SPSS 25.0) to evaluate clinical instructors 

involved in the study. The statistically analysis included 

percentage (%), mean, stander deviation (SD). Fisher's exact 

test used to detect differences between more than two 

variables and the sample size is small. Quantitative continuous 

data were compared by using Friedman test in case of 

comparisons between the mean scores of the three times of 

studied group. Graphs were done for data visualization using 

Microsoft Excel. Correlation test and  P - value of ≤ 0.05 

indicates a significant result while, P value of > 0.05 indicates 

a non-significant result. 

 

Results     

Table (1): Percentage distribution of socio-demographic characteristics of clinical instructors in Faculty of Nursing, Minia 

University  in the study sample (n= 78) 
Socio -demographic characteristics No. % 

Age/year    

23- 28 25 32.1 

29- 34 39 50.0 

35- 40 14 17.9 

Mean ± SD 30.4 ± 3.9 years  

Gender    

Male 12 15.4 

Female  66 84.6 

Marital status    

Single  20 25.6 

Married  58 74.4 

Educational qualification   

Bachelor degree of Nursing Science 24 30.8 

Master  degree of Nursing Science 54 69.2 

Years of experience    

1-5 31 39.7 

6-10 25 32.1 

11-15 22 28.2 

Mean ± SD 7.4 ± 4.1 years 

Department    

Nursing Administration  13 16.7 

Medical- Surgical Nursing  26 33.3 

Pediatric Nursing  9 11.5 

Community Health Nursing 9 11.5 

Psychiatric Health Nursing 10 12.8 

Woman Health and Obstetrics Nursing  11 14.2 
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Table (1): reveals that, 50.0% of clinical instructors aged between 29- 34 years with mean aged 30.4 ± 3.9 years, 84.6% of 

them were females, 74.4% of them married and 69.2% of them had master degree. Regarding years of experience 39.7% of clinical 

instructors their experience ranged between 1- 5 years and 33.3% of sample was in Medical Surgical department. 

 

Table (2): Relations between clinical instructors' evidence-based practice beliefs in pre, post and follow-up program (n = 78). 
  

 

Statement 

Pre Post Follow up 

SD D N A SA SD D N A SA SD D N A SA 

% % % % % % % % % % % % % % % 

EBP results in the best 
clinical care for patients. 

0.0 7.7 15.4 47.4 29.5 .0 .0 1.3 32.1 66.7 .0 .0 .0 1.3 98.7 

Clear about the steps of 

EBP. 

.0 43.6 17.9 30.8 7.7 .0 .0 3.8 53.8 42.3 .0 .0 .0 25.6 74.4 

Sure, that I can implement 
EBP. 

.0 29.5 25.6 24.4 20.5 .0 .0 1.3 50.0 48.7 .0 .0 .0 30.8 69.2 

Critically appraising 

evidence is an important 
step in the EBP process. 

1.3 19.2 12.8 35.9 30.8 .0 .0 1.3 44.9 53.8 .0 .0 .0 20.5 79.5 

Evidence-based guidelines 

can improve clinical care. 

.0 19.2 3.8 37.2 39.7 .0 .0 2.6 34.6 62.8 .0 .0 .0 16.7 83.3 

Can search for the best 
evidence to answer clinical 

questions in a time efficient 

way. 

.0 39.7 15.4 26.9 17.9 .0 1.3 2.6 48.7 47.4 .0 .0 1.3 25.6 73.1 

Can overcome barriers in 
implementing EBP. 

1.3 26.9 48.7 20.5 2.6 .0 .0 7.7 48.7 43.6 .0 .0 .0 21.8 78.2 

Can implement EBP in a 

time efficient way. 

1.3 14.1 61.5 16.7 6.4 .0 .0 9.0 48.7 42.3 .0 .0 1.3 30.8 67.9 

Implementing EBP will 
improve the care that I 

deliver to my patients. 

.0 19.2 24.4 28.2 28.2 .0 .0 1.3 33.3 65.4 .0 .0 .0 24.4 75.6 

Sure about how to measure 
the outcomes of clinical 

care. 

.0 24.4 42.3 28.2 5.1 .0 .0 9.0 42.3 48.7 .0 .0 .0 29.5 70.5 

EBP takes too much time. 5.1 19.2 30.8 37.2 7.7 43.6 39.7 7.7 7.7 1.3 70.5 28.2 .0 1.3 .0 

Can access the best 
resources in order to 

implement EBP. 

.0 30.8 43.6 21.8 3.8 .0 .0 5.1 56.4 38.5 .0 .0 2.6 24.4 73.1 

EBP is difficult. 6.4 37.2 19.2 33.3 3.8 55.1 35.9 6.4 1.3 1.3 74.4 25.6 .0 .0 .0 

Know how to implement 
EBP sufficiently enough to 

make practice changes. 

.0 47.4 23.1 25.6 3.8 .0 .0 9.0 46.2 44.9 .0 .0 .0 24.4 75.6 

Confident about my ability 
to implement EBP where I 

work. 

.0 29.5 23.1 41.0 6.4 .0 .0 5.1 48.7 46.2 .0 .0 .0 26.9 73.1 

The care that I deliver is 

evidence-based. 

1.3 35.9 19.2 38.5 5.1 .0 .0 3.8 42.3 53.8 .0 .0 .0 17.9 82.1 

SD= Strongly Disagree, D = Disagree, N = Neutral, A= Agree, SA= Strongly Agree  

Table (2): Illustrates that, 5.1% of clinical instructors strongly agreed they care delivered was evidence based increased to 

53.8% of them post program then to 82.1% of them care delivered was evidence based in the follow-up program, moreover, 39.7% of 

clinical instructors' strongly agreed evidence-based guidelines can improve their clinical care increased to 62.8% of them post 

program then to 83.3% of them in follow-up program. Also, 29.5% of clinical instructors strongly agreed with EBP results in the best 

clinical care for patients increased to 66.7% of them post program then to 98.7% of them in follow-up program 

 

Table (3): Means scores of clinical instructors' evidence-based practice beliefs in pre, post and follow-up program (n = 78). 

 
Items  Pre Post Follow up F P – value 

Mean ±  SD Mean ±  SD Mean ±  SD 

EBP results in the best clinical care for patients. 4.0 ±   .875 4.7 ±   .505 5.1 ±   .113 58.664 .000** 

Clear about the steps of EBP. 3.0 ±   1.032 4.4 ±   .563 4.7 ±   .439 121.995 .000** 

Sure that I can implement EBP. 3.4 ±   1.116 4.5 ±   .528 4.7 ±   .465 68.779 .000** 

Critically appraising evidence is an important 
step in the EBP process. 

3.8 ±   1.101 4.5 ±   .528 4.8 ±   .406 39.483 .000** 

Evidence-based guidelines can improve clinical 

care. 

4.0 ±   1.05 4.6 ±   .543 4.8 ±   .375 27.936 .000** 

Can search for the best evidence to answer 
clinical questions in a time efficient way. 

3.2 ±   1.161 4.4 ±   .614 4.7 ±   .480 74.144 .000** 

Can overcome barriers in implementing EBP. 3.0 ±   .797 4.4 ±   .624 4.8 ±   .416 177.520 .000** 

Can implement EBP in a time efficient way. 3.1 ±   .779 4.3 ±   .638 4.7 ±   .501 121.197 .000** 

Implementing EBP will improve the care that I 
deliver to my patients. 

3.7 ±   1.091 4.6 ±   .509 4.8 ±   .432 52.527 .000** 

Sure about how to measure the outcomes of 

clinical care. 

3.1 ±   .849 4.4 ±   .651 4.7 ±   .459 118.561 .000** 

EBP takes too much time. 2.8 ±   1.018 4.2 ±   .959 4.7 ±   .546 101.414 .000** 

Can access the best resources in order to 3.0 ±   .829 4.3 ±   .574 4.7 ±   .512 149.382 .000** 



Minia Scientific Nursing Journal (Print) (ISSN 2537-012X) Vol. (7) No. (1) June 2020 

P a g e  | 12  Essam A., et al 

Items  Pre Post Follow up F P – value 

Mean ±  SD Mean ±  SD Mean ±  SD 

implement EBP. 

EBP is difficult. 3.1 ±   1.059 4.4 ±   .782 4.7 ±   .439 93.477 .000** 

Know how to implement EBP sufficiently enough 
to make practice changes. 

2.9 ± .935 4.4 ±   .644 4.8 ±   .432 158.590 .000** 

Confident about my ability to implement EBP 

where I work. 

3.2 ±   .955 4.4 ± .591 4.7 ±   .446 98.034 .000** 

The care that I deliver is evidence-based. 3.1 ±   1.001 4.5 ±   .575 4.8 ±   .386 131.700 .000** 

**= Highly statistical significance difference P- value at .01  

 

Table (3): presents that mean scores of clinical instructors' evidence-based practice beliefs was increased post program than 

pre-program implementation and follow up session was increased than pre and post program with highly statistically significance 

differences in all statement. 

 

Table (4): Relations between clinical instructors' evidence-based practice implementation in pre, post and follow-up program 

(n = 78). 
 

In the past 8 weeks, I have: 
 

Pre Post Follow up 

0 1-3 4-

5 

6-

7 

>8 

 

0 1-3 4-5 6-7 >8 

 

0 1-3 4-5 6-7 >8 

 

% % % % % % % % % % % % % % % 

1. Used evidence to change their clinical 

Practice. 

59.0 34.6 1.3 3.8 1.3 2.6 78.2 14.1 3.8 1.3 .0 51.3 43.6 3.8 1.3 

2. Critically appraised evidence from a research study. 60.3 26.9 6.4 5.1 1.3 5.1 74.4 12.8 7.7 .0 .0 57.7 34.6 7.7 .0 

3. Generated a PICO question about their clinical practice. 66.7 23.1 5.1 2.6 2.6 2.6 73.1 15.4 7.7 1.3 .0 56.4 34.6 7.7 1.3 

4. Informally discussed evidence from a research study 

with a colleague. 

62.8 26.9 5.1 1.3 3.8 2.6 66.7 19.2 9.0 2.6 .0 56.4 32.1 7.7 3.8 

5. Collected data on a patient problem. 57.7 25.6 6.4 6.4 3.8 1.3 69.2 14.1 5.1 10.3 .0 60.3 23.1 6.4 10.3 

6. Shared evidence from a study/ies in the form of a report 
or presentation to >2 colleagues. 

62.8 29.5 2.6 2.6 2.6 2.6 71.8 14.1 7.7 3.8 .0 52.6 35.9 7.7 3.8 

7. Evaluated the outcomes of a practice change. 64.1 25.6 6.4 2.6 1.3 2.6 75.6 12.8 3.8 5.1 .0 60.3 30.8 3.8 5.1 

8. Shared an EBP guideline with a colleague. 65.4 26.9 5.1 2.6 .0 2.6 71.8 17.9 5.1 2.6 .0 50.0 41.0 6.4 2.6 

9. Shared evidence from a research study with a 

patient/family member. 

75.6 17.9 1.3 3.8 1.3 2.6 73.1 15.4 6.4 2.6 .0 59.0 32.1 6.4 2.6 

10. Shared evidenced from a research study with a 

multidisciplinary team member 

66.7 26.9 2.6 3.8 .0 .0 70.5 23.1 3.8 2.6 .0 56.4 35.9 5.1 2.6 

11. Read and critically appraised a clinical research study 64.1 23.1 6.4 5.1 1.3 .0 61.5 24.4 11.5 2.6 .0 50.0 35.9 11.5 2.6 

12. Accessed the Cochrane database of systematic reviews 65.4 21.8 7.7 .0 5.1 .0 52.6 38.5 3.8 5.1 .0 48.7 41.0 5.1 5.1 

13. Accessed the National Guidelines Clearinghouse. 76.9 11.5 9.0 .0 2.6 1.3 56.4 37.2 2.6 2.6 .0 43.6 51.3 2.6 2.6 

14. Used an EBP guideline or systematic review to change 

clinical practice where I work. 

64.1 30.8 1.3 2.6 1.3 1.3 60.3 30.8 6.4 1.3 .0 48.7 43.6 6.4 1.3 

15. Evaluated a care initiative by collecting patient 
outcome data. 

69.2 23.1 3.8 2.6 1.3 1.3 66.7 25.6 3.8 2.6 .0 57.7 35.9 3.8 2.6 

16. Shared the outcome data with colleagues. 74.4 19.2 1.3 3.8 1.3 1.3 73.1 15.4 7.7 2.6 .0 59.0 30.8 7.7 2.6 

17. Changed practice based on patient outcome data. 70.5 17.9 3.8 5.1 2.6 1.3 70.5 14.1 10.3 3.8 .0 56.4 28.2 10.3 5.1 

18. Promoted the use of EBP to my colleagues. 71.8 50.5 2.6 1.3 3.8 .0 67.9 23.1 5.1 3.8 .0 60.3 29.5 6.4 3.8 

 

Table (4): shows that, more than half of clinical instructors don't implemented evidence-based practice in their clinical 

preprogram decreased to minority of them post program then none of them in follow-up the program. 

 

Table (5): The means scores of clinical instructors' evidence-based practice implementation in pre, post and follow-up 

program (n = 78). 

 
Items Pre Post Follow up F P – value 

Mean ± SD Mean ± SD Mean ± SD 

1. Used evidence to change my clinical 

Practice. 

1.5 ± .817 2.2 ±.622 2.6 ±.638 42.908 .000** 

2. Critically appraised evidence from a research study. 1.6 ± .917 2.2 ±.663 2.5 ±.639 29.389 .000** 

3. Generated a PICO question about my clinical practice. 1.5 ± .908 2.3 ±.712 2.5 ±.697 37.614 .000** 

4. Informally discussed evidence from a research study with a colleague. 1.6± .948 2.4 ±.798 2.6± .797 32.666 .000** 

5. Collected data on a patient problem. 1.7 ±1.089 2.5±1.002 2.7 ±.989 19.006 .000** 

6. Shared evidence from a study/ies in the form of a report or presentation to >2 colleagues. 1.5 ±.879 2.4 ±.825 2.6 ±.791 37.748 .000** 

7. Evaluated the outcomes of a practice change. 1.5±.833 2.3 ±.817 2.5 ±.800 34.416 .000** 

8. Shared an EBP guideline with a colleague. 1.4±.714 2.3±.733 2.6±.725 55.135 .000** 

9. Shared evidence from a research study with a patient/family member. 1.4±.808 2.3±.750 2.5±.733 51.004 .000** 

10. Shared evidenced from a research study with a multidisciplinary team member 1.4±.731 2.4±.688 2.5±.715 54.899 .000** 

11. Read and critically appraised a clinical research study 1.6±.920 2.6±.800 2.7±.784 40.895 .000** 

12. Accessed the Cochrane database of systematic reviews 1.6±.1.013 2.6±.793 2.7±.800 38.525 .000** 

13. Accessed the National Guidelines Clearinghouse. 1.4±..858 2.5±..698 2.6±..664 64.641 .000** 

14. Used an EBP guideline or systematic review to change clinical practice where I work. 1.5±..768 2.5±..697 2.6±..671 59.366 .000** 

15. Evaluated a care initiative by collecting patient outcome data. 1.4±..799 2.4±..708 2.5±..698 50.254 .000** 

16. Shared the outcome data with colleagues. 1.4±..809 2.4±..758 2.5±..751 50.759 .000** 

17. Changed practice based on patient outcome data. 1.5±..977 2.4±..847 2.6±..868 35.151 .000** 

18. Promoted the use of EBP to my colleagues. 1.4±..920 2.4±..767 2.5±..784 41.737 .000** 



Minia Scientific Nursing Journal (Print) (ISSN 2537-012X) Vol. (7) No. (1) June 2020 

P a g e  | 13  Essam A., et al 

**= Highly statistical significance difference P- value at .01  

Table (5): presents that, mean scores of clinical instructors' evidence-based practice implementation was increased post 

program than pre-program and follow up session was increased than pre and post program with highly statistically significance 

differences in all statement 

 

Table (6): Relations between clinical instructors' total evidence-based practice beliefs and implementation in pre, post and 

follow-up program (n = 78). 
  Items Pre Post Follow up 

NO. % NO. % NO. % 

Evidence-Based Practice Beliefs       

1-3 62 79.5 4 5.1 0 .0 

4- 5 12 15.4 64 82.1 67 85.9 

6-7 2 2.6 7 9.0 8 10.3 

8 2 2.6 6 3.8 3 3.8 

Evidence-Based Practice Implementation       

No commitment  19 24.4 0 .0 0 .0 

No full commitment  53 67.9 6 7.7 0 .0 

Greater with knowledge confidence in and belief in their 

ability to implement EBP 

6 7.7 72 92.3 78 100.0 

 

Table (6): presents that, 15.4% of clinical instructors implement 4-5 times pre-implement EBP program vs 82.1% and 85.9% 

of them post and follow-up program while 7.7% of them had greater with knowledge confidence in and belief in their ability to 

implement EBP preprogram vs 92.3% and 100.0% of them post and follow-up program. 

 

Table (7): Relations between clinical instructors' total evidence-based practice beliefs and implementation in pre, post and 

follow-up program (n = 78). 
Items Pre Post Follow up F P – value 

Mean ± SD Mean ± SD Mean ± SD 

Evidence-Based Practice Beliefs 52.3±10.748 71.0 ±5.087 76.1±2.532 249.399 .0001** 

Evidence-Based Practice Implementation 27.0± 3.307 43.3±10.712 46.5 ± 9.9 65.274 .0001** 

**= highly statistical significance difference P- value at .01  

Table (7): shows that, total mean scores of clinical instructors' evidence-based practice implementation was increased post 

program than pre-program and follow up session was increased than pre and post program and total mean scores of clinical 

instructors' evidence-based practice beliefs was increased post program than pre-program and follow up session was increased than 

pre and post program with highly statistically significance differences which P – value .0001 respectively 

 

Table (8): Correlation matrix between age of clinical instructors, their years of experience, evidence based practice beliefs, 

and evidence based practice implementation in pre, post and follow-up of program (n = 78) 
 

Items 

  Pre Post Follow up 

Age Years of 

experience  

EBPB  EBPI Age Years of 

experience  

EBPB  EBPI Age Years of 

experience  

EBPB  EBPI 

Age              

R             

P - value              

Years of 
experience  

            

R .934    .934    .934    

P - value  .000**    .000**    .000**    

EBPB              

R .138 .123   .202 .193   .093 .107   

P - value  .228 .284   .077 .091   .418 .352   

EBPI             

R -.066 .010 .484  .077 .155 .100  .059 .124 .010  

P - value  .566 .931 .000**  .501 .176 .382  .605 .280 .934  

     **Correlation is significant at the .01 level 

Table (8): represents that, there were positive strong  association between age of clinical instructors and their years of 

experience in pre, post and in follow-up of program  and there was positive fair association between  evidence based practice beliefs 

of clinical instructors pre the program with evidence based practice implementation which r= .484 and P – value .000 

 

Discussion 

Regarding to the demographic characteristics of the 

clinical instructors, revealed that 50.0% of clinical instructors 

aged between 29- 34 years with mean aged 30.4 ± 3.9 years, 

84.6% of them were female, 74.4% of them married and 

69.2% of them had master degree. Regarding years of 

experience 39.7% of clinical instructors their experience 

ranged between 1- 5 years and 33.3% of sample was in 

medical surgical department. These results were supported by 

the study to assess Nursing Educators' Knowledge, Skills in 

Evidence-Based Practice and their Critical Thinking Skills by 

Hussein and Hussein , (2014) (7) who showed that Medical-

Surgical Nursing specialty represented the highest capacity of 

nursing educators, 97.9% of the nursing educators were 

females. 
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Regarding to beliefs toward evidence based practice 

the study showed that 5.1% of clinical instructors strongly 

agreed they care delivered was evidence based increased to 

53.8% of them post program then to 82.1% of them care 

delivered was evidence based in the follow-up program, 

moreover, 39.7% of clinical instructors' strongly agreed 

evidence-based guidelines can improve their clinical care 

increased to 62.8% of them post program then to 83.3% of 

them in follow-up program. Also, 29.5% of clinical instructors 

strongly agreed with EBP results in the best clinical care for 

patients increased to 66.7% of them post program then to 

98.7% of them in follow-up program. This  finding  may  

supported  by  the  finding  of  the  study  conducted  by 

Snibsøer, Espehaug,Ciliska & Nortvedt (2017), (11 ) who 

indicated  a statistically significant positive change in scores 

reported before and one year after the postgraduate program. 

The largest percentage of respondents with improved scores 

was for the items ‘I am clear about the steps of EBP’ (88%), ‘I 

know how to implement EBP sufficiently enough to make 

practice changes’ (68%) and ‘I am confident about my ability 

to implement EBP where I work’ (67%). More than 80% of 

the participants answered ‘agree’ and ‘strongly agree’ before 

the program started for other items. 

Regarding to evidence based practice 

implementation, the study showed  more than half of clinical 

instructors don't implemented evidence-based practice in their 

clinical preprogram decreased to minority of them post 

program then none of them in follow-up the program. This  

finding  may  supported  by  the  finding  of  the  study  

conducted  by  Snibsøer, Espehaug,Ciliska & Nortvedt 

(2017)(11). Result revealed a statistically significant change in 

implementation score after the postgraduate program. There 

are studies reporting larger increase in mean EBP 

implementation sores (12-13-14). 

In the present study, the finding revealed that total 

mean scores of clinical instructors' evidence-based practice 

implementation was increased post program than pre-program 

and follow up session was increased than pre and post 

program and total mean scores of clinical instructors' 

evidence-based practice beliefs was increased post program 

than pre-program and follow up session was increased than 

pre and post program with highly statistically significance 

differences which P – value .0001 respectively. This  finding  

may  supported  by  the  finding  of  the  study  conducted  by  

Eldeeb & Bakeer  (2016),  (15) who indicated  that there  were  

statistical  significant  improvements  in  the  three  EBP 

domains(attitude,  skills  and  knowledge) in the post test in 

comparison to pretest. 

Regarding to the relation between beliefs and 

implementation to evidence based practice, the study showed 

that there were positive strong association between age of 

clinical instructors and their years of experience in pre, post 

and in follow-up of program and there was positive fair 

association between evidence based practice beliefs of clinical 

instructors pre the program with evidence based practice 

implementation which r= .484 and P – value .000. This 

finding was consistent with the findings of earlier authors as 

(16- 17- 18- 19) who associated levels of EBP implementation 

with nurses’ educational levels, professional roles and years of 

experience. This finding was consistent with those reported in 

other studies (18-19-20). This finding was consistent with the 

study done by (Pereira, Pellaux& Verloo, 2018) (21). A 

positive correlation was observed between the EBP Beliefs 

Scale and the EBP Implementation Scale (q = .764, p < .001) . 

 

Conclusion      

 Findings of the research demonstrated that education 

and years of experience can affect the clinical 

instructor’s belief and implementation to use EBP.  

 Clinical instructors' evidence-based practice beliefs and 

implementation were increased post program than pre-

program and follow up sessions. 

 

Recommendations 
Based on the findings of the current study the following 

recommendations suggested: 

 EBP should be incorporate across undergraduate and 

postgraduate curricula at Faculty of Nursing. 

 Repetition of the educational program in other nursing 

Faculties needs to be done on the use and 

implementation of EBP to improve faculty attitude 

toward EBP. 

 Encourage hospital's administrators to provide a work 

environment that identifies research evidence that will 

give nurses and clinical instructors   opportunities for 

search evidence, ask questions, evaluating each 

evidence for possibility of its application. 

 The library of the faculty should have new issues of 

nursing journals to help clinical instructors in searching 

new evidences and follow up updates in nursing. 
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Abstract 

Background: nurse educators are responsible for the preparation of nursing students for their future profession; they 

are vital and serve as a critical driving force to lead the progression of the next generation of professional nurses. If 

nurse educators perceive themselves as empowered in their jobs, they will be more confident in their skills and 

knowledge, be more engaged in their role. Aim: the aim of this study was to determine relation between nurse 

educators' empowerment and nursing students' clinical competence. Design: Descriptive correlational research design 

was used to achieve the aim of the current study. Setting: two nursing technical institute, one affiliated to university 

and another one affiliated to ministry of health at Minia city. Subjects: The subject of study was include all nurse 

educators at Minia Nursing technical institutes (n=20) and 50% of nursing students enrolled at 2 
nd 

academic year 

2018-2019 (n=350). Tools: three tools were used to collect data pertinent to the study as: Structural Empowerment 

Questionnaire; Psychological Empowerment Questionnaire; and Clinical Competence checklist. Results: The study 

revealed that highest percentage of nursing educators had moderate level of structural empowerment and high level of 

psychological empowerment. Regarding the total clinical competence mean score, there was highly statistical 

significance difference (P=0.000) between nursing students at two institutes in favor to Health Technical Institute had 

higher mean score (82.7 ± 4.6). Conclusion: this study concluded that, there was a positive correlation between nurse 

educators' empowerment and nursing students' clinical competence. Recommendations: Periodic training courses 

should be provided in order to keep nursing students updating knowledge, skills, and attitudes regarding to clinical 

practice and conducting workshops to develop nurse educators' empowerment. 

Keywords: nurse educator, empowerment, clinical competence, nurse student. 

 

Introduction 

The demographic changes of the population 

increased technological advancement, as well as the increased 

prevalence of chronic illness and disabilities have resulted in 

the need for changing the health care delivery systems 
(1, 2)

. 

This dynamic and uncertain nature of health care environment 

requires competent professional nurse to manage the rapidly 

changing environment 
(1)

. 

Therefore, nurse educators play a vital role in 

ensuring that the new generation of nurses is prepared to meet 

the growing demand of health care services. Nurse educators 

are also instrumental in shaping the future of the nursing 

profession 
(3)

.They represent the spirits of the education 

process 
(4).

 So, many nurse educators have a dream to make a 

difference in the nursing profession, but this dream is 

challenging and faces many problems. One of these challenges 

is lack of nursing empowerment that nurses are still 

experiencing 
(5)

. 

Empowerment is the process of increasing the 

capacity of individuals or group to make choices and to 

transform those choices into desired action and outcomes 
(6)

. It 

is considered a motivational process of enhancing feeling of 

self-efficacy among organizational members through the 

identification of conditions that foster powerlessness
 (7).

 

Moreover, the need to produce a competent, 

confident, critical thinker with the ability to lead, to question, 

and to be questioned is the core of modern preregistration in 

nursing educational programs .Despite the qualified 

professionals’ need, nowadays clinical competence of nurses 

in hospitals and other clinical environments are the concern 

and the center of attention for managers and the healthcare 

systems 
(8)

. 

Thus, competence is a crucial attribute for assuring 

high-quality, ethical and safe nursing care 
(9, 10)

. Nurse 

students’ clinical experience in nursing institutes has a long-

term effect on their future competence 
(11)

. They are required 

to master multiple task related skills during their education 
(12)

, to accurate determine patients' states and predict and cope 

with the problems that may occur during nursing care 
(13,14).

 

Currently, lack of nurses’ clinical competence is one 

of the most important issues in the provision of quality 

nursing care 
(15, 16)

. The expectation of nursing education is to 

produce graduates who will be competent practitioners upon 

graduation 
(17)

. Therefore, nursing technical institutes are one 

of the organizations responsible to train nurses who have high 

level of clinical competence to satisfy the needs of all 

concerned bodies. For the preparation of these incompetent 

graduated nurses, literature revealed the contributions of 

different factors such role of the nurse educators as enabling 

the integration of theory and practice 
(18) 

. 

In addition, the empowered nurse educator possesses 

the tools and resources that required developing instructional 

strategies; so students can attain successful mastery of the 

designated learning outcomes for the clinical course. With 

access to opportunity, resources, support, and information; 

nurse educators possesses the ability to engage in purposeful 

teaching ,and enabling the student to integrate theoretical 

concepts into successful practice 
(19).

 

 

Significance of the study 

Nurse educators have played a critical role in the 

professional development of nurses, and maintaining and 

advancing nursing practice standards. They are responsible for 

advancing practice development and student support 
(20)

. Also, 

in the healthcare systems, nurse educators have the role for 

helping nursing students to become the type of practitioners 

who will positively impact patient care and satisfaction 
(21)

.  

Aliakbari, and Amoli, 2016
 (22)

 found in their study 

that teacher empowerment important factor that enhance and 

improve student performance. Nurse educators who are 

empowered to make decisions are likely to have the ability to 

improve student achievement, as improving working 
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condition will surely increase teaching quality which leads to 

positive effects on nursing student performance, learning, and 

academic performance.  

Therefore, an effective role of nurse educators is the 

most important part in nursing education, because they 

considered as the change agent in the nursing education, in 

which, their role help nurse student to gain knowledge, skills, 

and attitudes, to enhance patient care. There are many 

researches that identify nurse educator empowerment as an 

important component to educator. But still now, there is no 

research that identifies a direct relation between nurse 

educators' empowerment and student clinical competence. 

Thus it is important to evaluate the relation between nurse 

educator empowerment and student clinical competencies 

 

Aim of the study 
The aim of the current study is to determine relation 

between nurse educators' empowerment and nursing students' 

clinical competence.                                         

 

Research questions 

 What are the nurse educators' levels of empowerment 

at Minia Nursing technical institutes? 

 What is the nursing students' clinical competence at 

Minia Nursing technical institutes? 

 What is relation between nurse educators' 

empowerment and nursing students' clinical 

competence at Minia Nursing technical institutes? 

 

Subjects and methods 

Research design: 

Descriptive correlational research design was used to 

achieve the aim of the current study. 

 

Setting: 

The study was conducted at Minia two nursing 

technical institute, one affiliated to university and another one 

affiliated to ministry of health. 

 

Subjects: 
The subject of study was include all nurse educators 

at Minia Nursing technical institute (n=15) and 50% of 

nursing students enrolled at 2nd academic year, 2018-2019 

(n=165). And all nurse educators at Health Technical Institute 

(n=5) and 50% of nursing students enrolled at 2nd academic 

year, 2018-2019 (n=185). Total number of educators was (20) 

and total number of students was (350). 

 

Data Collection Tools:  

Data was collected by using three tools as follows:   

Tool (І) – Structural Empowerment Questionnaire it was 

included two parts:  

Part 1: personal data; it was including information 

about nurse educators; such as: age, gender, residence, nursing 

qualification, and years of experience. 

Part 2: Condition of Work Effectiveness 

Questionnaire (CWEQ) This tool was developed by 

Laschinger, et al., (2001)
 (23)

 to assess nurse educators' 

structural empowerment. This tool was adopted and modified 

by the researcher to be compatible with the nursing institute 

environment. CEWQ included 19 item divided into 6 

subscales components as follow: opportunity included (3 

items), information included (3 items), support included (3 

items), resources included (3 items), informal power included 

(3 items), and formal power included (4 items). Each Item was 

measured with five points Likert scale as (1 = never, 2 = 

seldom, 3 = sometimes, 4 = often, 5 = always). Scoring 

system was ranged from 19 to 95, and divided as follow:  

 Low nurse educator structural empowerment from 19 

to 44 

 Moderate nurse educator structural empowerment 

from 45 to 69  

 High nurse educator structural empowerment from 

70 to 95 

This scale was also, had two question measured by 

five point likert scale as (1 = strongly disagree, 2 = disagree, 

3= agree, 4 = neutral, 5= strongly agree). These two items 

score were used to confirm construct validity with six 

components of structural empowerment 

Tool (ІІ) – Psychological Empowerment 

Questionnaire: This tool was developed by Spreitzer (1995) 
(24)

 and was adopted by researcher to assess nurse educators' 

psychological empowerment. It contained 12 item divided into 

four subscales as follow: Meaning, Competence, Self-

determination, and Impact (3 items for each subscale). Each 

item was measured with five points likert scale as (1 = 

strongly disagree, 2 = disagree, 3= agree, 4 = neutral, 5= 

strongly agree). Scoring system of this tool was ranged from 

12 to 60 and divided as follow: 

  Low nurse educator psychological empowerment 

from 12:28  

 Moderate nurse educator psychological 

empowerment from 29:44  

 High nurse educator psychological empowerment 

from 45:60  

 

Tool (ІІІ) – Clinical Competence checklist: it was including 

three parts:  

Part 1: Personal data; which included information about nurse 

students as age, gender, previous education and residence. 

Part 2: this part was included the student score of final 

clinical exam during the time of data collection. The scoring 

system for this part was as follows: 
 Poor= less than 

50% 

 Fair= 50 to less 

than 65% 

 Good= 65 to less 

than 85% 

 Excellent 85% or 

more 

Part 3:  
This tool is developed by the researcher based on 

literature review 
(25: 33)

 to assess nursing student clinical 

competence. The final clinical competence observational 

checklist contained (66) items divided into two subscales as 

follows:  

 Subscale (I): Nursing Clinical Behaviors, Values 

and Attitudes: it included (19 items); each item 

measured with 3 point as (0=Unsatisfactory, 1= Need 

Improvement, 2= Satisfactory, and Not observed =-). 

This subscale was divided into 3 dimensions as 

follows: 

o Communication (6 items) 

o Responsibility and commitment (6 items) 

o Caring and ethics (7 items) 

 Subscale (II): Nursing Clinical skills: it included 

(47 items); each item measured with 3 point as (0= 

Not Done, 1= Done Incompletely, 2= Done 

Completely, and Not Applicable =--). This subscale 

was divided into 5 dimensions as follows: 

o General skills  (14 items) 
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o Measuring vital signs skills (4 items) 

o Specific skills (11 items) 

o Safety and infection control skills (10 items) 

o Drug administration skills (8 items) 

Scoring system of this part was ranged from 0 to 132 

and divided as follows:  
 Poor= less than 

50% 

 Fair= 50 to less 

than 65% 

 Good= 65 to less 

than 85% 

 Excellent 85% or 

more 

 

Validity of the tools: 

Tools were tested for the content validity by a jury of 

5 experts in the field of Nursing Administration and a 

necessary modification was done. The jury composed of two 

Assistant Professors from Faculty of Nursing, Minia 

University and three Assistant Professors from Faculty of 

Nursing, Assuit University. Each of the expert panel was 

asked to examine the instrument for content coverage, clarity, 

wording, length, format and overall appearance.  

The tool І & ІІ of empowerment was not modified 

according to jury comments. Jury panel modified tool (ІІІ) 

clinical competence observational checklist; according to jury 

comments, there were (4) items that added to the tool related 

to student clinical area (pediatric unit) in which they were 

practiced during data collection. These four items were added 

to the specific skills dimension. The final format of the tool 

contained (70) items.    

 

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 measure the 

same concept and correlate with each other by Cronbach’s 

alpha test; the reliability of the tools were structural 

empowerment (α=0.889), psychological empowerment 

(α=0.874), and clinical competence (α=0.791).  

 

Pilot study: 

A pilot study was conducted on 10% of student (35) 

and 10% of nurse educators (2) to ascertain the clarity, 

comprehensiveness and applicability of the tools as well as to 

estimate the appropriate time required to fill the questionnaire. 

The necessary modification was done. 

According to the observation that was done for the 

students of the pilot; there were 4 items that all students had 

not performed and had score for ''not applicable'' for all of 

them; thus these 4 items were excluded from the final format 

of the tool. The final format of the tool contained (66 items). 

Thus, the tool (ІІІ) was modified and results of pilot study 

were not added to the final results. 

 

Study procedure         

 An official letters were granted from the Faculty 

Dean, the Director of both technical institute of 

nursing. This letter was included a brief explanation 

of the objectives of the study. 

  The researcher interviewed with nursing educators 

through morning during the working days of clinical 

rotation.   

  The tools were handed to the nursing educators and 

researcher waited with them during their working 

hours to fill it and it was collected after filling. The 

time required for filling the tools was thirty minutes 

approximately. 

 For nursing students the researcher went to the 

hospital with nurse educators who supervised the 

nursing students to fill the observational checklist by 

asking the nurse educator to support and supplying 

general essential information and by observation, 

students were observed performing patient care duties 

during their clinical day, being limited interacts with 

the patients, visitors or other hospital personnel. 

 Data was collected from Nursing Technical Institute 

on Sunday per week during first semester of the 

academic year 2018-2019, it was lasted for three 

months, and each day, the researcher observed 15:16 

students from 9:00 A.M to 1:00 pm.  

 Data was collected from Health Technical Institute on 

Tuesday per week during first semester of the 

academic year 2018-2019; it was also lasted for three 

months, and each day the researcher observed 

filled17:18 students from 9:00 A.M to 1:00 pm.  

 

Ethical consideration 

A written initial approval was obtained from the 

research ethics committee of the Faculty of Nursing, Minia 

University. Approval to conduct the study obtained from the 

Dean of faculty, as well from the Vice dean for education and 

students affairs in Faculty of Nursing at Minia University. The 

participants were informed that their participation in the study 

was completely voluntary and there will be no harm if they 

not participate in the study. Informed consent was obtained 

from participating after explaining the nature and benefits of 

the study. Each assessment sheet was coded and participants' 

names were not appearing on the sheets for the purpose of 

anonymity and confidentiality. 

 

Statistical analysis: 

Data entry was done using compatible personal 

computer. Statistical analysis done by using statistical package 

of social science (SPSS) version 25 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.  

And comparison of means was performed using 

paired-sample t-test. Pearson’s chi square test (X2) is used to 

test for the association (or relationship) between the categories 

of two independent samples (row and column variables) to 

reflect a real association between these 2 variables in the 

population. Correlation is used to test the nature and strength 

of relation between two quantitative / ordinal variables. 
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Results: 

Table (1): Percentage distribution of the nursing educators according to their personal data 

Personal data 

Nursing Educators (n=20) 

Nursing technical institute (n=15) Health technical institute (n=5) 

N0 % N0 % 

Age/ years   

 25- 29 4 26.7 0 0.0 

 30- 34 6 40.0 5 100 

 35 – 39 5 33.3 0 0.0 

Mean + SD 32.3 + 3.9 32.0 +0.5 

Gender    

 Male  1 6.7 0 0.0 

 Female  14 93.3 5 100 

Residence    

 Rural  10 66.7 3 60.0 

 Urban  5 33.3 2 40.0 

Nursing qualification   

 Baccalaureate  12 80.0 5 100.0 

 Master  3 20.0 0 0.0 

Years of experience    

 5- < 10 12 80.0 3 60.0 

 10- 15 3 20.0 2 40.0 

Table (1) showed that, more than one third (40.0%) of nursing educators at Nursing technical institute and all (100) at Health 

technical institute aged between 30- 34 years with mean age (32.3 + 3.9 and 32.0 +0.5 respectively). The majority (93.3%) of nursing 

educators at Nursing technical institute and all (100) at Health technical institute was female. Regarding the residence; two third 

(65.0%) and (60%) of nursing educators live in rural area. the majority (80.0%) of nursing educators at Nursing technical institute and 

all (100%) at Health technical institute had baccalaureate degree. Speaking about years of experiences, the majority (80%) of nursing 

educators at Nursing technical institute and (60%) at Health technical institute had (5 < 10) years of experience.  

 

Table (2):  Percentage distribution of the nursing students according to their personal data 

Personal data 

Nursing students (n=350) 

Nursing technical institute (n=165) Health technical institute (n=185) 

N0 % N0 % 

Age/ years 

 19 – 20 104 63.0 185 100.0 

 21 – 22 61 37.0 0 0.0 

Mean+ SD 20.2 +0.970 19.5 +0.2 

Gender 

 Male  79 47.9 34 18.4 

 Female  86 52.1 151 81.6 

Residence 

 Rural  136 82.4 164 88.6 

 Urban  29 17.6 21 11.4 

Previous Education 

 Secondary nursing school  0 0.0 185 100.0 

 High school  165 100.0 0 0.0 

Table (2) presented that, near to two third (63.0%) of nursing students at Nursing Technical Institute aged between 19- 20 

years with mean age (20.2 +0.970); more than half (52.1%) of them were female; the majority (82.4%) of them live in rural area, and 

all (100.0%) had high school.  Regarding to Health Technical Institute, table (2) shows that all (100.0%) of nursing students aged 

between 19- 20 years with mean age (19.5 +0.2); the majority (81.6%) of them were female; the majority (88.2%) of them lived in 

rural area; and  all (100.0%) of them had secondary nursing school. 

 

 
Figure (1): Levels of total structure empowerment among nursing educators (n=20) 

Figure (1) revealed that nursing educators had highest percentage for moderate level at Health Technical Institute (80%) and 

at Nursing Technical Institute (73.30%); also, there was (20%) of them at Health Technical Institute and (6.7%) at Nursing Technical 

Nursing technical
institute (n=15)

Health technical
institute (n=5)

20% 
0% 

73.30% 80% 
6.70% 20.00% 

Structure Empowerment Level 
Low structure empowerment

Moderate structure
empowerment

High structure empowerment

Fisher=1.642 
P=0.430 
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Institute had high level of structure empowerment; with no statistically significant differences between them at two institutes; with no 

statistical significance difference.   

 

 
Figure (2): Levels of total Psychological empowerment among nursing educators (n=20) 

Figure (2) displayed that nursing educators had highest percentage for high level as all (100%) at Health Technical Institute 

and neat three quarter (73.3%) at Nursing Technical Institute; also, no one (0%) of them at Health Technical Institute and at Nursing 

Technical Institute had low level of psychological empowerment; with no statistically significant differences between them at two 

institutes.   

 

 
Figure (3): Total level of empowerment among nursing educators (n=20) 

Figure (3) showed that at Health Technical Institute, there was near to two third (60%) of nursing educators had high level 

and (40%) of them had moderate level of total empowerment; while at Nursing Technical Institute, there was two third of nursing 

educators (66.7%) had moderate level and only (20%) of them had high level of total empowerment; with no statistically significant 

differences between them at two institutes.   

 

Table (3): Mean scores of nursing students regarding their clinical competence 

Clinical Competence 

Nursing students (N=360) Test of significance  

Nursing technical 

institute (n=165) 

Health technical 

institute (n=185) t- test P – Value 

Mean ± SD Mean +SD 

Subscale (I): Nursing clinical behaviors, values and attitudes  

 Communication (6) 7.7 ± 2.3 7.9 ± 1.9 0.821 0.412 

 Responsibility and commitment (6) 10.1 ±1.0 9.1± 1.3 7.745 0.000** 

 Caring and ethics (7) 10.6 ± 1.6 10.9 ± 2.0 1.912 0.057 

Total of subscale (I) (19 items) 28.3 ± 3.4 27.8 ± 3.9 1.221 0.223 

Subscale (II): Nursing clinical skills  

 General skills (14) 14.7± 1.2 14.1 ± .8 2.457 0.015* 

 Measuring Vital signs  (4) 2.8 ± 0.7 2.2 ± 1.06 2.185 0.034* 

 Specific skills (11) 5.5 ±0.9 9.0 ± 1.5 26.665 0.000** 

 Safety and infection control (10) 16.1 ±0.8 16.1 ± 0.8 0.175 0.861 

 Medication administration (8) 8.0 ± 1.3 8.8± 1.4 5.798 0.000** 

Total of subscale (II) (47 items) 46.5 ± 2.0 50.4 ± 2.4 16.212 0.000** 

Total of clinical competence (66 items) 77.3 ± 4.1 82.7 ± 4.6 11.486 0.000** 

Independent t- test was used for quantitative data  

 *: Significant difference in between groups (p value ≤ 0.05) **: Significant difference in between groups (p value ≤ 0.000) 

 

Nursing technical
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Health technical
institute (n=5)

0.00% 0.00% 

26.70% 
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Fisher=1.667 
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Table (3) showed that nursing students at Health Technical Institute had higher mean score (7.9±1.9) for (communication 

dimension), and (10.9+2.0) for (Caring and ethics dimension), than nursing students at Nursing Technical Institute (7.7±2.3) and 

(10.6+1.6) respectively with no statistically significance difference (P=0.412) and (P=0.057) respectively. While, nursing students at 

Nursing Technical Institute (10.1±1.0) had higher mean score than nursing students at Health Technical Institute (9.1± 1.3) for 

(responsibility and commitment dimension) with highly statistical significance difference (P=0.000).  

The nursing student at Nursing Technical Institute had highest mean score for ''General skills'' and ''Measuring Vital signs'' 

(14.7±1.2 and 2.8 ±0.7 respectively) than nursing student at Health Technical Institute; with statistical significance difference 

(P=0.015, and 0.034 respectively). While nursing student at Health Technical Institute had highest mean score for specific skills and 

Medication administration'' (9.0±1.5 and 8.8±1.4 respectively) than nursing student at Nursing Technical Institute; with highly 

statistical significance difference (P=0.000). No statistical significance differences founded between students for the safety and 

infection control dimension (p=0.861). 

Regarding total mean score of subscale (I), there was no statistical significance difference between nursing students at two 

institutes (P=0.223). While; there was highly statistical significance difference between nursing students at two institutes (P=0.000) 

regarding the total mean score of subscale (II). Speaking about total clinical competence mean score, there was highly statistical 

significance difference (P=0.000) between nursing students at two institutes in favor to Health Technical Institute had higher mean 

score (82.7 ± 4.6). 

 
Figure (4): Nursing students' final clinical exam scores according to their clinical institutes (n = 350) 

Figure (4) illustrated that near to two third (62.4%) of nursing student at Nursing Technical Institute VS the majority (87.0) 

of nursing student at Health Technical Institute had excellent levels regarding their clinical area score. While more than one third 

(36.4%) of them VS (11.4%) had very good levels respectively. 

 

 
Figure (5) Nursing students' levels regarding their total score levels of clinical competence (n=350) 

Figure (5) displayed that, majority of nursing students (79.2%) at Nursing Technical Institute had fair level; while majority 

of nursing students (78.4%) at Health Technical Institute had good level regarding their total clinical competence; as well as no one 

(0%) had excellent level; with highly statistical significance differences between nursing students at two institutes (P=0.0001).  

 

Table (4): Correlation between nursing students' clinical competence and their clinical score and nursing educators' 

empowerment 

Variables  

Nursing students (n=350) 

Nursing technical institute 

(n=165) 
Health technical institute (n=185) 

Total score of clinical competence  

r p – value r p – value 

Final Clinical Exam Score 0.157 0.04* 0.187 0.02* 

Nurse Educators' Empowerment 0.542 0.01* 0.431 0.05* 

Table (4) presented that there were positive weak significant correlation between nursing student clinical competence and 

their final clinical exam score at Nursing Technical Institute which (r= 0.157 and P – value 0.04) and at health technical institute 

which (r= 0.187 and P – value 0.02).  Also, there were positive moderate significant correlation between nursing student clinical 
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competence and nurses educator empowerment at Nursing Technical Institute which (r= 0.542 and P – value 0.01) and at Health 

Technical Institute which (r= 0.431 and P – value 0.05) 

 

Discussion: 

Nursing is both an art and science
 (34)

. The science of 

nursing involves a body of abstract knowledge and the art of 

nursing involves the creative use of this knowledge to serve 

people
 (35)

. When educating nursing students, a balance is 

needed between the knowledge obtained in the theory class 

and application of that theory in the clinical setting 
(36)

.  

Nurse educators are vital and serve as a critical 

driving force to lead the progression of the next generation of 

professional nurses and meet the rapidly changing landscape 

of nursing practice and education
 (37)

. The future of nursing 

education and the education of the next generation of 

professional nurses must be empowered through the expertise 

of qualified nurse educators and administrators in nursing 

programs
 (38)

. 

Regarding the personal data of nurses educators it 

was noted that, more than one third of nursing educators at 

Nursing technical institute and all at Health technical institute 

aged between 30- 34 years . The majority of nursing educators 

at Nursing technical institute and all at Health technical 

institute was female. Regarding the residence; two third 

(65.0%) and (60%) of nursing educators live in rural area. the 

majority of nursing educators at Nursing technical institute 

and all  at Health technical institute had baccalaureate degree. 

Speaking about years of experiences, the majority of nursing 

educators at Nursing technical institute and at Health technical 

institute had (5 < 10) years of experience.. 

Regarding the personal data of students it was noted 

that near to two third of nursing students at Nursing technical 

institute aged between 19- 20 years, more than half of them 

were female, majority of them lived in rural area, and all had 

high school. Regarding to Health technical institute, all of 

nursing students aged between 19- 20 years, majority of them 

were female, majority of them lived in rural area, and all of 

them had secondary nursing school. 

The result of the current study revealed that highest 

percentage of nurse educators at two institutes had moderately 

structural empowerment. These findings may be due to the 

highest percent of the study subject were adult nurse educators  

(less than 40 years), so they accept the work challenges, need 

to refine their knowledge and skills, and searching for 

opportunities to improve their position in the work.  

This result was the line with Sarmiento et al. (2004) 
(39)

 who reported that College educators perceived themselves 

to be only moderately empowered; this is likely to be related 

to the nature of their roles. Educators are expected to attend 

professional conferences to remain up-to-date. These 

conferences provide them with opportunities to develop new 

knowledge and also to network with others within and outside 

the organization who might be able to provide support. 

Also, this result of the present study was consistent 

with Dunker (2014) 
(40)

 who reported that nursing faculty 

members, perceived themselves to be moderately structurally 

empowered. Also El-Dahshan and Dorgham (2013)
 (41)

 

reported that nurses experienced moderate level of structural 

empowerment. Also El-Demerdash and Obied (2016) 
(42)

 

results showed that around half of the study subject had a 

moderate and low level of structural empowerment. Also, 

Valdez, Cayaban and Mathews (2019)
 (43)

 reported that 

majority of the respondents have a moderate level of structural 

empowerment.  

This finding was not consistent with Taha (2012) 
(44)

, 

who found that nurses at El-Manial University Hospital had 

low access to workplace empowerment structure, as well as, 

Abdelhamied (2017)
 (45)

 reported that nurse staff had low 

level of structural empowerment. Also, Hassona (2013) 
(46)

 

reported that more than half of the nursing staffs (59%) were 

not empowered at their work. Also Gabra (2019)
 (47)

 showed 

that the level of empowerment among studied nurses Near to 

two third of studied nurses have low empowerment level. 

While more than one third of them have moderate 

empowerment, and the minority of them have high 

empowerment level. The study findings revealed that less than 

half of the staff nurses in the study sample had empowerment 

in their work environment. 

Concerning levels of psychological empowerment 

among nurse educators highest percentage of nurse educators 

had high level of psychological. This might due to the nurse 

educators had moderate structural empowerment which had 

direct effect on psychological empowerment, and felt that they 

had an influence on their daily work, were independent, had 

autonomy with regard to the manner in which they performed 

their jobs and were proud of their  jobs. 

This result of the present study was consistent with, 

Nasiripour and Siadati (2011) 
(48)

 who indicated that the 

majority of nurses in their hospitals were perceived 

psychological empowerment positively. Also, Rawat (2011) 
(49)

 reported that working professional employee perceived 

themselves to be empowered. Also, Ibrahim, El-Magd and 

Sayed (2014) 
(50)

 study indicated that the majority of nurses 

were perceived psychological empowerment as moderate 

level.  

Also, Saif and Saleh (2013) 
(51)

 reported that the 

employees perceived themselves as highly psychologically 

empowered, El-Demerdash and Obied (2016) 
(42)

 reported 

that (77.4%) of the study subjects had a high level of 

psychological empowerment. Royan et al., (2017)
 (52)

 reported 

that Nurses' psychological empowerment was in a moderate 

level. Also, the result of the present study was inconsistent 

with Abdelhamied (2017)
 (45)

 who reported that nurses' staff 

had low psychological empowerment. 

Regarding total scores of empowerment (structural 

and psychological), it was noted from the current study that 

the highest percentage of nurse educators at Health Technical 

Institute had high level of total empowerment; while the 

highest percentage of nurse educators at Nursing Technical 

Institute had moderate level empowerment scores. This result 

may be due to the nursing educators at Health Technical 

Institute had high mean score for structural and psychological 

empowerment  

This result was in the same line with El-Demerdash 

and Obied (2016) 
(42)

 who reported that study subjects of 

nurses were empowered structurally and psychologically. 

Also, Valdez, Cayaban and Mathews (2019) 
(43)

 showed that 

the nursing faculty members from Oman reported moderate 

levels of empowerment. This result was inconsistent with 

Abdelhamied (2017) 
(45)

 that reported that nurses' staff had 

low level of empowerment. Also, El-Dahshan and Dorgham 

(2013) 
(41)

 who reported that the most of nurses worked in 

Shebin Elcom hospital had low empowerment 

 The present study showed that nursing students at 

Health Technical Institute had higher mean score for 
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(communication dimension), and for (Caring and ethics 

dimension), than nursing students at Nursing Technical 

Institute. This may due to nursing students at Health Technical 

Institute had previous contact with patients in the last years of 

nursing school that give them such experience in how to deal 

with patients, nurse staff and physician using good verbal and 

non-verbal communication and using good attitudes toward 

patient. 

The result of the present study is consistent with 

Tork et al., (2018)
(53)

 that reported most of nursing students 

in the Qassim region had trained in hospitals for three 

semesters or more which subsequently exhibit an 

understanding of communication. Also, this result is 

consistent with Bijani (2017)
(45)

 study that showed that the 

nursing students adhered to these ethical codes more than the 

working nurses and the highest average scores for adherence 

to ethical codes among nursing students pertained to 

"respecting the client/patients’ privacy when performing 

nursing interventions”. Also, Radwan (2018) 
(55)

 reported that 

more than half of nursing graduates reported that their level of 

competence as good in ethics and values during nursing care.  

On the other hand, it was inconsistent with Xie et al., 

(2016)
(56)

 who revealed that nursing students at the beginning 

of practice sessions showed that majority of nursing students 

had poor skills in clinical, treatment, and interpersonal 

communication and they need extra training. Also it is not 

consistent with Shafakhah et al., (2015)
 (57)

 who 

demonstrated that most nursing students required 

improvement in their communication skills in both clinical 

communication behavior and treatment communication 

ability. 

 Also, the current study showed that nursing students 

at Nursing Technical Institute had higher mean score than 

nursing students at Health Technical Institute for 

responsibility and commitment dimension. This may due to 

feeling fear of clinical instructor evaluation and fearing from 

repeat or fail. On the other hand nursing students at health 

technical feeling bored of daily routine in the clinical rotation 

as they since five years in the clinical area, this lead to less 

responsibility and commitment. This result is inconsistent 

with Awuah-Peasah, Sarfo and Asamoah, (2013) 
(58)

 who 

showed that (41%) of the respondents stated that the nursing 

students did not show commitment to clinical work. 

 The study showed that the nursing student at 

Nursing Technical Institute had highest mean score for 

''general skills'' and ''measuring vital signs'' than nursing 

student at Health Technical Institute; While nursing student at 

Health Technical Institute had highest mean score for ''specific 

skills'' and ''medication administration'' than nursing student at 

Nursing Technical Institute. This may be due to the difference 

in the system of distribution of students in clinical area; for 

example in the Health Hospitals where the nursing students at 

Health Technical Institute had their training; there is a 

shortage in nursing staff and the students used to cover this 

regardless their clinical rotation, instead of meeting the 

clinical training outcomes; consequently, the student does not 

commit to one patient and perform the required and essential 

tasks for the patients as medication administration and some 

specific skills. on the other hand students at Technical Nursing 

Institute were trained in university hospitals where there is a 

sufficient number of nursing staff and obligated to one patient 

and makes a comprehensive assessment for him; this allow to 

measure vital signs in competent manner . 

This result is consistent with Radwan (2018)
(55)

 who 

reported that more than half nursing graduates reported that 

their level of competence was good in subscales of general 

nursing care and technical care. Also, Kajander-Unkuri 

(2014)
(59)

 reported that medication administration was self-

assessed by nursing students as very good level of competence 

and students’ self-assessed their nursing skills related to 

patients’ vital signs on either good or very good level.  

In this study, two methods were applied to assess the 

clinical competence of nursing students; researcher 

observation and nurse educators' clinical exam. As for the 

researcher observation; the current study revealed that 

majority of nursing students at Nursing Technical Institute had 

fair level; while majority of nursing students at Health 

Technical Institute had good level regarding their total clinical 

competence; as well as no one had excellent level. This may 

due to nursing students at health technical institute have more 

experience and knowledge than nursing students at technical 

nursing institute because they studied nursing sciences for 

three years in nursing school, and they did a lot of practical 

training, which led to making their level better. 

This is agreed by Lawal et al., (2015)
(60)

 who stated 

that clinical experience is to allow nursing students to learn 

how to apply principles and theories learnt in class in the 

clinical setting. Also, this is consistent with Benner’s (1984) 
(61)

 who stated that there was a theoretically systematic 

correlation between the length of experience and competence. 

The reason for these differences is likely due to the amount of 

time the students devoted to practicing their clinical skills. 

As regarding to the second methods of assessment 

clinical competence of students the clinical score at clinical 

exam, the current study showed that near to two third of 

nursing student at Nursing Technical Institute VS the majority 

of nursing student at Health Technical Institute had excellent 

levels regarding their clinical area score. While more than one 

third of them VS (11.4%) had very good levels respectively 

This may be due to that there was briefing conducted 

by teachers for nursing students before their skill laboratory 

examination. As a result, students know well enough 

concerning the requirement of their skill examination and 

perhaps the students realized the importance of being able to 

safely execute these procedures; so, students practiced more 

often in their skill labs. Also, the examination take place 

inside the laboratory where there are no patients but rather on 

dolls, which reduces the stress or anxiety of the student from 

making mistakes that harm the patients or dealing with him; in 

addition to the students being evaluated on specific steps 

according to practical part only and thus their behaviors, 

values, and attitudes doesn’t been assessed.  

This is consistent with Joseph -Dlama and Umar 

(2015)
 (62)

 reported that high levels of stress and anxiety was 

the highest ranking by respondents as inhibiting clinical 

performance. Also, Gemuhay et al., (2019)
(63)

 who reported 

in his study that anxiety among the nursing student was 

related to fear of making mistakes is a factor leading to lack of 

competency and affect negatively clinical practice.  

To conclude, a significant correlation was found 

between empowerment and clinical competency (skill 

examination in the laboratory evaluation and direct 

observation evaluation). Therefore, it could be predicted that 

increasing empowerment leads to clinical competency 

development. No study was founded to investigate the relation 

between educators' empowerment and students' clinical 

competency, but studies such as Aliakbari, and Amoli, 2016
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(22)
 entitled  the teacher empowerment important factor that 

enhance and improve student performance. Also, Fikre 

(2016) 
(64)

 (entitled “Effect of spiritual intelligence on mental 

health”) and /have shown the effect of teacher empowerment 

on student achievement and performance.  So, it could be 

concluded that educators' empowerment could be effective on 

performance and, consequently, on level of competence of 

students. 

 

Conclusion: 

It can be concluded from the current study that nurse 

educators' empowerment has a buffering effect on student's 

clinical competence level. Nurse educators' empowerment is a 

main factor that contributes to moderate competence level 

among second year nursing students studying in technical 

institutes in Minia. Moreover, from this study it can be 

concluded that second year nursing students had moderate 

level of clinical competence. And, there was a positive 

statistical significant relation between nurse educators' 

empowerment and nursing students' clinical competence. 

 

Recommendation 

1. Periodic refresher training courses should be 

provided in order to keep nursing students of 

updating knowledge, skills, and attitudes regarding to 

clinical practice. 

2. Conducting workshops to develop nurse educators' 

empowerment. 

3. Qualifying exams should be done for students before 

their practicing in clinical setting.  

4. Educational programs regarding clinical competence 

should be organized for students at the time of 

commencement of their training and before their 

graduation.  
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Abstract 

Background: Educational environment have a significant impact on promoting and enhancing lifelong learning and 

continuing academic development. Aim: the aim of this study is to evaluate the educational environment and it's 

relation to nursing student academic achievement among fourth year students at Faculty of Nursing. Design: 

Descriptive correlational research design was used to achieve the aim of the current study. Setting: Faculty of 

Nursing, Minia University. Subjects: fourth year nursing students who enrolled for the academic year 2018-2019 

(n=360). Tools: one tool was used to collect data pertinent to the study. It was included three parts; personal data, 

academic achievement of student's final score of 1
st
 semester, and the Dundee Ready Education Environment Measure 

(DREEM). Results: The findings in the present study revealed that the overall score of DREEM was 85.8% with 

mean global score (127.5/200), which indicated that the students have more positive than negative perceptions of their 

educational environment. Conclusion: The current study explained that students’ perception of their educational 

environment is more positive than negative. It was clear that educational environment does not have an enormous 

impact on academic achievement of students as commonly perceived. Recommendations: Emphasis on developing 

students' skill rather than just transfer of factual knowledge, using active learning techniques like small group 

discussion.  

Keywords: Educational Environment, DREEM, Nursing students, Academic achievement. 

 

Introduction 

In today’s world, education systems constantly must 

be evolve in order to effectively respond to the rapidly 

changing demands of the societies they serve. Also, 

innovations in curricula, methodologies, materials and 

technologies may require major changes in the design of the 

educational environments (EE) in which they are housed 
(1)

. 

In nursing field education, is a fundamental, because 

nursing service had a vital component of the health care 

delivery system that reaffirms its purpose as a practical 

discipline in assisting patients to achieve positive health 

outcomes. Also, nurses constitute an important element of the 

medical team; they are the key to quality in health care 

delivery system. A poorly trained nurse may not only hamper 

the team’s effectiveness but also lead to low quality health 

care. Therefore, the EE had important relation and influence 

on nursing student academic achievement 
(2)

.  

Nursing students will be the future nurses who 

represent a very important component of the medical team. A 

poorly graduate nurse might not just hinder the team’s 

effectiveness, additionally cause inferiority health care. 

Clinical learning lies at the center of nursing education that 

aids to organize students for the type of work they will be 

compelled to do as professional nurses; so it is very important 

to foster their educational environment 
(3)

. 

Educational environment is not restricted to student-

teacher interaction, teaching and learning activities, but also 

includes having good facilities and physical structures that 

provided by the institution. Also, the perceptions of students’ 

about the EE has pivotal role in executing modifications of 

curriculum, learning, and teaching process. It is possible to 

assess and modify the EE by employing appropriate methods 

and instruments to assess it 
(4)

. 

The concept of the educational or learning 

environment is "the conditions forces, and external stimuli 

which challenge on the individual, these forces may be 

physical, social, as well as intellectual forces and conditions". 

Therefore, the learning environment is an interactive network 

of forces within the teaching and learning activities that 

influence students learning outcomes. Specifically, in nursing 

education, the learning environment has to be integrated 

between theory and clinical practice in order to obtain 

balanced learning outcomes 
(5)

. 

Educational environment not only has an impact on 

the students during the academic years; but it has its 

reflections throughout their career. The Dundee Ready 

Educational Environment Measure (DREEM) is an 

internationally accepted useful tool to analyze undergraduate 

educational environments in the health professionals. This tool 

enables the faculty to adopt changes in their teaching methods 

to make the learning process more productive and enjoyable 

for future students 
(6)

. 

Thus, the learner’s perception of the learning 

environment determines approach to learning and learning 

outcome. Appraisal of the learning environment is vital to 

deliver high quality nursing education. Negative perceptions 

of the learning environment have a negative impact on the 

student achievement, satisfaction, and learning outcome. This 

would result in “fear and anxiety” that may stop up learning 

while positive perceptions could lead to a feeling of 

“attraction and interest” which may enhance learning 
(7)

. 

Students’ perception of their EE has progressively 

attracted more attention and it is always recognized as 

important to consider the students’ perceptions to improve the 

EE; because students’ perceptions are associated positively 

with learning outcomes, learning approach and attitude toward 

studying.  So, assessment of students’ perceptions regarding 

the EE was believed to assist educators and administration of 

health professions colleges in gauging the quality of learning 
(8)

. 

As universities continue to become more student 

oriented, student perceptions of higher educational facilities 

and services are becoming increasingly important. Meaningful 

learning correlates positively with the students' perceptions of 

the educational environment, which impacts on students' 

learning experiences and outcomes. It influences how, why 

and what students learn. The conducive environment has a 
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positive and significant impact on students’ learning, 

academic progress (achievement) and well-being 
(9)

. 

Academic achievement is something students achieve 

at school, college or university in class, in a laboratory, library 

or field work 
(10)

.The academic achievement refers to the 

average marks obtained by an individual in the final 

examination. It has long been recognized as one of the 

important goals of education encompassing the culture of a 

faculty and its presiding ethos and characteristics, including 

how students interact with and treat one another, as well as the 

ways in which teachers may organize an educational setting to 

facilitate learning 
(11)

. 

There are important relationships between learning 

environment, and students’ academic achievement and social 

emotional outcomes. One of the main qualities of a positive 

educational environment is to impart students’ influence and 

responsibility over their own learning situation, and thereby 

increase the likelihood that students would become active 

learners 
(12)

. 

 

Significance of the study 

Nursing as a profession is currently compelled to 

address the challenges posed by globalization and to respond 

by forming international alliances that will facilitate 

knowledge sharing, in order to improve human health. Thus, 

the education of under graduate nurses is fundamental to these 

health initiatives 
(13)

, because the environment of learning has 

an impact on the experiences of students and consequences of 

their academic achievement which in the future affect their 

practice of nursing profession
 (14)

. 

The accomplishment and contentment of nursing 

students depends upon their educational environment. Despite 

the recent increase in number of nursing colleges in Egypt, the 

literature review identified little studies about learning 

environment in Egyptian nursing colleges. As, EL-Gilany, et 

al., (2017) 
(15) 

assessed learning environment from three 

Faculties of Nursing according to their student perception 

(Port-said, Benisuif, and Aswan) and revealed that total 

DREEM mean score of nursing students were (118.4) which is 

considered to be more positive environment. 

 

Aim of the study: 
The aim of current study was to assess the 

educational environment and it's relation to nursing student 

academic achievement among fourth year students at Faculty 

of Nursing, Minia University. 

 

Research Questions 

• What is the perception of nursing students about their 

educational environment?  

• Is there a relation between perception of nursing 

students about their educational environment and 

their academic achievement? 

 

Subjects and Methods 

Study design:                                                                                                                
Descriptive correlational research design was used to 

achieve the aim of the current study. 

 

Setting:                                                                                                                                      
The study was conducted at Faculty of Nursing, 

Minia University in Minia city, Egypt. 

 

 

Subjects: 

Study subject included all undergraduate nursing 

students of 4
th

 year, at Faculty of Nursing, Minia University; 

(n= 360) 

 

Tools for data collection: 

Data collected through the utilization of one tool as 

follow: 

Tool (1) – Dundee Ready Education Environment 

Measure DREEM instrument, it was included three parts as 

follows:  

Part (1): Personal data of the students, it was 

included information about nurse students. The data was 

included items related to age, gender, residence, last academic 

achievement, last certification, and department. 

Part (2): The academic achievement: this part was 

included the student's final total score of 1
st
 semester for 4

th
 

academic year. The academic achievement of the students was 

divided as follows: (Poor; Fair; Good; Very good; and 

Excellent).  

Part (3): The Dundee Ready Education Environment 

Measure (DREEM) developed by Roff et al., (1997) 
(16) 

to 

measure students’ perception of the education climate. The 

tool included five subscales of the learning environment, 

which identified as follows: component of students’ 

perception of learning (SPL) consisted of (12 items), students’ 

perception of teachers (SPT) consisted of (11 items), students’ 

academic self-perception (SASP) consisted of (8 items), 

students’ perceptions of atmosphere (SPA) consisted of (12 

items), and students’ social self-perceptions (SSSP) possessed 

(7 items).  

 

Scoring system of the Dundee Ready Education 

Environment Measure DREEM instrument: 

Items were scored on 5-point Likert scale as follows: 

4 = strongly agree, 3 = agree, 2 = unsure, 1= disagree, and 0 = 

strongly disagree. However, 9 of the 50 items (number 4, 8, 9, 

17, 25, 35, 39, 48 and 50) are negatively phrased statements 

and were scored reversely.  

        The tool was ranged from (0 to 200) as higher score, the 

higher perception of positive school environment climate. The 

Practical Guide described by McAleer and Roff 
(17)

 for 

interpreting the overall and subscale scores, and the number of 

items in each subscale is given as follows: 

• Students' Perception of Learning ranged as: (very 

poor, teaching is viewed negatively, a more positive 

perception, and teaching highly thought). 

• Students' perception of course organizers ranged as: 

(abysmal, in need of some retraining, moving in the 

right direction, and model course organizers). 

• Students' Academic Self-Perception ranged as: 

(feelings of total failure, many negative aspects, feeling 

more on the positive side, and confident).  

• Students' Perceptions of Atmosphere ranged as: (a 

terrible environment, there are many issues that need 

changing, a more positive attitude, and a good feeling 

overall).  

• Students' Social Self Perceptions ranged as: 

(miserable, not a nice place, not too bad, and very good 

socially). 

• Overall ranged as: (very poor environment, plenty of 

problems in the environment, more positive than 

negative environment, and excellent environment.  
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Reliability of tools: 

The tool was tested and demonstrated good internal 

reliability with Cronbach' alpha test. The alpha coefficient 

reliability for the Dundee Ready Education Environment 

Measure was (α= 0.884). And for subscales were as follow 

(SPL) was (α =0.710), (SPT) was (α =0.618), (SASP) (α 

=0.764), (SPA) was (α =0.723), and (SSSP) was (α =0.695). 

 

Pilot study: 

A pilot study was conducted on 10% of participants 

which equal (36) nursing students to ascertain the clarity, 

comprehensiveness and applicability of the tools as well as to 

estimate the appropriate time required to fill the questionnaire. 

Based on pilot study there was no modification done, and it 

was added to final results. 

 

Study procedure         

 Written approvals were obtained from administrative 

authorities (Faculty dean, Vice dean for teaching and 

student affairs, and head of departments of the Faculty 

of Nursing, Minia University) after explaining the 

purpose of the study. 

 The questionnaires was distributed to all of the 

undergraduate nursing students after explaining the 

purpose and process of data collection. Questionnaires 

was directly administered and supervised by the 

researcher with the help of instructors from 

Administration, Psychiatry and Community 

Departments.  

 Students were given from 15 minute to 30 minute to 

answer the questionnaires. Students were not allowed 

to discuss with each other to save time and to be given 

the most accurate answer from the researcher but they 

were allowed to ask questions to the researcher about 

the meaning of statements or educational terms in the 

questionnaire. 

 The data collection was performed to the 4
th

 year 

nursing students during first semester of the academic 

year 2018/2019.   

 The data was collected during the days of practical 

training (Tuesday, Wednesday, and Thursday) to have 

the largest number of students. 

 

Ethical considerations 

• An oral consent was obtained from students to collect 

the study data before data collection. After 

explanation of the purpose of the study, the privacy 

and confidentiality of the answers were guaranteed 

by the researcher.  

• Each assessment sheet was coded and participants' 

names not appeared on the sheets for the purpose of 

anonymity and confidentiality.  

• The participants were informed that their 

participation in the study was completely voluntary 

and there was no harm if they are not participate in 

the study. 

 

Statistical analysis:  

The data obtained from the study tools were 

categorized, tabulated, analyzed and data entry was performed 

using the SPSS software (statistical package for social 

sciences version (25.0). Descriptive statistics were applied 

(e.g. mean, standard deviation, frequency and percentage). 

Pearson's correlation coefficient was applied between 

quantitative variables. A significant level value was 

considered when P <0.05.  

 

Results 

Table (1): Percentage distribution of personal data among nurse students  

Personal data 
Nurse Students (n = 360) 

No. % 

Age    

• 20 – 21 138 38.4 

• 22 – 23 222 61.6 

Mean ± SD 21.7 ± .7 years 

Gender   

• Male  143 39.7 

• Female  217 60.3 

Residence    

• Rural  281 78.1 

• Urban  79 21.9 

Last academic achievement    

• Poor  9 2.5 

• Good 99 27.5 

• Very good 175 48.6 

• Excellent  77 21.4 

Last certification    

• Secondary school 301 83.6 

• Clinical nursing institution  59 16.4 

Department    

• Nursing Administration department 88 24.4 

• Psychiatric Nursing department 86 23.9 

• Community Nursing department 186 51.7 

Table (1) shows that the highest percent of nursing students (61.6%) were in the age group (22-23) with mean age 

(21.7±0.70), and highest percent of them (60.3%) were females. Regarding to residence, more than three quarters of nursing students 

(78.1%) were lived in rural. Connecting to last academic achievement, the highest percentage of nursing students had "very good" 

(48.6%). Regarding to last certification, more than three quarters of nursing students (83.6%) enrolled in Faculty of Nursing from 

secondary school. Speaking about academic department, more than half of nursing students (51.7%) were in Community Nursing 

department. 
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Table (2): Percentage distribution of nursing students about their educational environment subscales (n = 360)  
Educational Environment subscales Nursing students (n=360) 

No % 

Students  Perception of Learning   

Very poor 3 0.8 

Teaching is viewed negatively 34 9.5 

A more positive perception 280 77.8 

Teaching highly thought of  43 11.9 

Students  Perception of Course organizers   

Abysmal  1 0.3 

In need of some retraining  58 16.1 

Moving in the right direction 297 82.5 

Model course organizers 4 1.1 

Students'  Academic Self-Perception   

Feelings of total failure 3 0.8 

Many negative aspects 32 8.9 

Feeling more on the positive side  182 50.6 

Confident 143 39.7 

Students  Perceptions of Atmosphere   

A terrible environment 6 1.7 

There are many issues that need changing 56 15.6 

A more positive attitude 255 70.8 

A good feeling overall 43 11.9 

Students'  Social Self Perceptions   

Miserable  2 0.6 

Not a nice place  54 15.0 

Not too bad  243 67.5 

Very good socially 61 16.9 

 

Table (2) reveals that more than three quarters (77.8%) of nursing student had a more positive perception regarding the" 

learning perception domain". About the "student perception of course organizer (teacher)" it was noted that majority of nursing 

student (82.5%) perceived their teachers as moving to the right direction. Regarding the"  Academic Self-Perception" domain more 

than half of nursing students (50.6%)  feeling more on the positive side and more than one third (39.7%) of them feel confident 

.Moving to "students perceptions of atmosphere " the highest percent of nursing students ( 70.8%) had a more positive attitude  

toward their educational atmosphere. Connecting to the "Social Self Perceptions" domain more than two thirds of nursing students 

(67.5%) had social perception not too bad. 

 

Table (3): Mean scores of student perception about educational environment and its subscale  

Educational Environment 
Student perception (n=360) 

Mean+ SD Min Max 

Students Perception of Learning 31.3 ± 5.1 8.0 41.0 

Students Perception of Course organizers 25.5 ± 3.6 11.0 37.0 

Students' Academic Self-Perception 22.8 ± 4.8 0.0 32.0 

Students Perceptions of Atmosphere 29.9 ± 6.0 3.0 46.0 

Students' Social Self Perceptions 18.0 ± 3.7 4.0 27.0 

Overall 127.5 ± 18.4 36.0 165 

 

Table (2) shows that the students had mean score for students' perception of learning (31.3 ± 5.1); for students perception of 

course organizers (25.5 ± 3.6); for students' academic self-perception (22.8 ± 4.8); for students perceptions of atmosphere (29.9 ± 

6.0); and for students' social self- perceptions (18.0 ± 3.7). The total mean score of overall score of educational environment was 

(127.5+18.4) with min score (36) and max score (165). 

 

Table (4): Relation between levels of nursing students' perception regarding Educational Environment subscales and their 

level of academic achievement 

Dundee Ready Education 

Environment Measures 

Student levels of academic achievement (n=360) 

FEP 
P – 

value 
Excellent 

(n=47) 

V. good 

(n=150) 

Good 

(n=119) 

Fair 

(n=39) 

Poor 

(n=5) 

No % No % No % No % No % 

Students' Perception of Learning 

Very poor 1 2.1 1 0.7 1 0.8 0 0.0 0 0.0 

10.158 0.602 

Teaching is viewed 

negatively 
8 17.0 14 9.3 7 5.9 5 12.8 0 0.0 

A more positive perception 31 66.0 115 76.7 98 82.4 31 79.5 5 100 

Teaching highly thought of  7 14.9 20 13.3 13 10.9 3 7.7 0 0.0 

Students' Perception of Course organizers 

Abysmal  0 0.0 1 0.7 0 0.0 0 0.0 0 0.0 

 

12.236 

 

0.427 

In need of some retraining  8 17.0 30 20.0 14 11.8 6 15.4 0 0.0 

Moving in the right 
direction 

37 78.7 117 78.0 105 88.2 33 84.6 5 100 

Model course organizers 2 4.3 2 1.3 0 0.0 0 0.0 0 0.0 

Students' Academic Self-Perception 

Feelings of total failure 1 2.1 1 0.7 1 0.8 0 0.0 0 0.0 
13.955 0.304 

Many negative aspects 4 8.5 20 13.3 8 6.7 0 0.0 0 0.0 



Minia Scientific Nursing Journal (Print) (ISSN 2537-012X) Vol. (7) No. (1) June 2020 

P a g e  | 30  Wafaa A., et al 

Dundee Ready Education 

Environment Measures 

Student levels of academic achievement (n=360) 

FEP 
P – 

value 
Excellent 

(n=47) 

V. good 

(n=150) 

Good 

(n=119) 

Fair 

(n=39) 

Poor 

(n=5) 

No % No % No % No % No % 

Feeling more on the 

positive side  
25 53.2 76 50.7 59 49.6 21 53.8 1 20.0 

Confident 17 36.2 53 35.3 51 42.9 18 46.2 4 80.0 

Students' Perceptions of Atmosphere 

A terrible environment 1 2.1 3 2.0 2 1.7 0 0.0 0 0.0 

12.075 0.440 

There are many issues that 

need changing 
9 19.1 23 15.3 16 13.4 8 20.5 0 0.0 

A more positive attitude 35 74.5 106 70.7 82 68.9 29 74.4 3 60.0 

A good feeling overall 2 4.3 18 12.0 19 16.0 2 5.1 2 40.0 

Students' Social Self Perceptions 

Miserable  0 0.0 1 0.7 1 0.8 0 0.0 0 0.0 

 

7.499 

 

0.823 

Not a nice place  7 14.9 26 17.3 16 13.4 5 12.8 0 0.0 

Not too bad  30 63.8 98 65.3 81 68.1 31 79.5 3 60.0 

Very good socially 10 21.3 25 16.7 21 17.7 3 7.7 2 40.0 

FEP: P value based on Fisher exact probability 

Table (4) reveals that the highest percentage of nursing students of all academic achievement levels (poor, fair, good, v. 

good, and excellent) perceive all educational environment subscale as more positive than negative environment with no statistical 

significant relation between student level of academic achievement and their perception about educational environment subscales.  

 

Discussion 

Educational environment (EE) is the “culture” that 

determines students’ learning development. In classrooms, 

clinical wards, and community health centers, students’ 

learning scaffolding and development take place when 

interactions between students and teachers, peers, and other 

health care professionals occur. With the existence of 

friendships (high affiliation) and teacher support in 

classrooms, students’ level of learning would be improved 
(18)

. 

Educational environment (EE) refers to the diverse 

physical locations, contexts, and cultures in which students 

learn. It includes perception of infrastructure of the campus, 

learning opportunities, teacher's skills and attitudes and their 

interaction with peers as well as many other factors. Studies 

had shown that the EE affects students’ achievement, 

happiness, motivation, and success. The quality of the EE is 

indicative of the effectiveness of an educational program
 (15)

. 

Educational environment makes an important 

contribution to student learning, it have greatly impact on 

students satisfaction with the course of study, perceived well-

being  and academic achievement. The educational 

environment can also be changed; thus enhancing the quality 

of the environment for the nursing education process itself 
(5)

. 

Also, the learning experience in a nursing faculty can 

bring about a lifelong change in the students' knowledge, 

attitudes, and practices. The teacher’s role is to facilitate 

learning by providing content and a positive learning 

environment. Understanding student’s perceptions about the 

EE plays a vital role in planning and implementing a holistic 

curriculum 
(24)

. 

The Dundy Ready Educational Environment Measure 

(DREEM) can provide useful diagnostic information about 

medical and nursing faculties, whether it is in developing or 

western developed countries. The DREEM gives a clear 

indication of the priorities for reform of the curriculum. These 

data can also serve as a baseline for a longitudinal quality 

assessment of student’s perceptions of the changes that 

planned for the college 
(19)

. DREEM can also be used to 

pinpoint more specific strengths and weaknesses within the 

educational environment. This reflects a better EE in the 

studied colleges. And this could be attributed to the on-going 

quality assurance and accreditation programs implemented in 

all Egyptian Universities 
(15)

. Also, (DREEM) has been used 

internationally for different purposes and is regarded as a 

useful tool by users 
(20)

. 

Regarding the personal data of nursing students, the 

highest percent of nursing students (61.6%) were in age group 

(22-23), and highest percent of them (60.3%) were female. 

Regarding to residence, more than three quarter of nursing 

students (78.1%) were lived in rural. Connecting to last 

academic achievement, the highest percent of nursing students 

had "very good" (48.6%). Regarding to last certification, more 

than three quarter of nursing students (83.6%) were enrolled 

in Nursing Faculty from secondary school.  Speaking about 

department, more than half of nursing students (51.7%) were 

in community department. 

Regarding the overall score of DREEM; the current 

study was revealed that students' perception about overall 

score was 85.8% with mean score (127.5/200) which indicated 

to more positive than negative environment; and which means 

that the academic educational environment can still be 

improved to benefit the nursing students. 

This results may be due to the many reasons, as the 

Faculty of Nursing, Minia University was seeking for 

accreditation and this required the administrative authority to 

support educational environment for students with effective 

materials and supplies; the nursing curriculums that provided 

to students were more up to date and dependent on students 

centered than teacher centered; teachers are knowledgeable 

and have effective communication skills; the effective 

relations between faculty staff members' and students; and the 

support that provided to students during stressful situations 

;and encouraging students to participate in teaching sessions 

;and the atmosphere is relaxed and motivate students during 

sessions.  

This result was the highest one in the studies done in 

Egypt until now. As; El-Gilany, et.al, (2017) 
(15)

 , reported 

that the total DREEM mean score among nursing students at 

(Faculty of Nursing, Port Said University; Faculty of Nursing, 

Ben-Suif University, and Faculty of Nursing, Aswan 

University) was (118.4). Also, Abusaad et al., (2015) 
(14)

, had 

a study on nursing students and reported total mean score for 

pediatric and maternity nursing students’ perception of their 

learning environment were 115.0 and 110.3 respectively. In 

addition Youssef, et al, 2013
(21)

, reported that total mean 

score of all six years at the Faculty of Medicine, Suez Canal 

University was (113.8). 
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On the international side there were many studies 

reported more positive than negative environment; as in Saudi 

Arabia El-Sobkey, (2015)
(8) 

had a study on medical students 

and showed the significant higher perception of the 

educational environment at the new campus than the old one 

(mean score for the DREEM total mean score were (152.1 and 

127.7) respectively, P= 0.0001). Also in Sweden, Edgren, et 

al. (2010)
(22)

 had high mean score (145/200 )was congruent 

with current study result; as they used DREEM for comparing 

the educational environment at two different stages of 

curriculum reform. The students rated their climate as 

positive.  

Also in Malaysia, Ugusman, et al. (2015)
(23) 

had an 

assessment of learning environment among the first year of 

Malaysian medical students; and revealed that the total 

DREEM score recorded was (135.6/200), which indicated that 

medical students’ perceptions were more positive than 

negative. Moreover in India Patil and Chaudhari (2016) 
(24)

, 

revealed from their study that all students perceived their EE 

positively. The mean global DREEM score was (123/200).   

In Sudan, this result was in same line with Ahmed, 

et al. (2018)
(25)

 carried study about students’ perception of the 

learning environment and its relation to their study year and 

performance in Sudan. They mentioned that the overall score 

of students’ perception was (122/200), which indicating a 

positive perception of the learning environment.  

Moreover in United Arab Emirates, Nosair, et al. 

(2015) 
(18)

 carried out a study about measuring students’ 

perceptions of educational environment in the PBL Program 

of Sharjah Medical College; and revealed that the PBL 

environment is generally perceived positively by their medical 

students. The overall DREEM mean score was (113.4/200).In 

Pakistan, Noreen, et al. (2018)
(26) 

displayed that over all 

DREEM mean score was (107.5/200).  

In Turkey Tontuş, (2010)
(27) 

, mentioned from study 

results that undergraduate medical school students from the 

11different medical faculties all over Turkey had overall total 

DREEM mean score for a group of 11 medical faculties was 

(107.15/200) which lined with "more positive than negative 

environment" as the current study result.in Iran, this result was 

congruent with Arab, et al. (2016)
(28) 

who done a study about 

Nursing and Midwifery students perception of educational 

environment; and revealed that the mean total DREEM mean 

score was (103.54 /200).  

Also this was in line with Dreyer, et al. (2015) 
(29)

 in 

South Africa who carried study about clinical associate 

students’ perception of the educational environment at the 

University of the Witwatersrand, Johannesburg; the students’ 

perceptions of their learning environment were ‘more 

positive’ than negative. In Sri Lanka, Lokuhetty, et al. (2010) 
(30)

, carried study about students’ perception of the educational 

environment in a Medical Faculty with an innovative 

curriculum in Sri Lanka. The majority (65.6%) responded 

‘more positively" toward their educational environment. In 

Bangladesh, Mohsena, et al. (2016)
(31) 

carried study and 

suggested that students, in general, hold positive perceptions 

of their course environment. These results can serve as a 

baseline for a longitudinal quality assessment of pupils’ 

perceptions of the college. 

While the current study results were in disagreement 

with Helal, et al. (2013) 
(9)

 who conducted a study in Egypt 

about Quality of educational environment among Egyptian 

medical students using DREEM questionnaire.  The study 

revealed that the total mean score was (92.6) out of a 

maximum of 200 (46.3%) indicating plenty of problems so 

improvement is required across all five domains of the 

educational environment. 

Also, the current study results were in congruent with 

Sharkawy et al., (2013) 
(5)

, reported about two thirds (65.9%) 

of nursing students at Assiut, Sohag, and Qena had poor level 

of perception. And Al-Ayed and Sheik, (2008)
(32) 

had 

assessment of the educational environment at the College of 

Medicine of King Saud University, Riyadh; and the results 

showed a low overall score on the DREEM inventory: a score 

of 45.0% (89.9/200). 

Moreover, the current study revealed that students 

had had high mean score and levels for all subscale of 

DREEM as: for students’ perception of learning (SPL), the 

highest percent of students perceived their environment as 

"more positive perception", with mean score (31.3+5.1). For 

the students’ perception of teachers (SPT) the highest percent 

of students perceived their environment as "Moving in the 

right direction" with mean score (25.5+3.6). For students’ 

academic self-perception (SASP) the highest percent of 

students perceived their environment as ''Feeling more on the 

positive side" with mean score (22.8+4.8). For students’ 

perceptions of atmosphere (SPA) the highest percent of 

students perceived their environment as "more positive 

attitude" with mean score (29.9+6.0). And for students’ social 

self-perceptions (SSSP) the highest percent of students 

perceived their environment as ''Not too bad" with mean score 

(18.0+3.7). 

 Which supported by Al-Qahtani, (2015)
(33)

the mean 

scores for all five domains fell within the satisfactory range. 

This indicates that students perceived" more positive 

approach" (28.5/48) for their learning; had a "more positive 

attitude" (21.1/32) toward their academic self-perception; felt 

their teachers were "moving in the right direction" (25.8/44); 

had "more positive perception" of their learning environment 

(27.6/48); and regarded their social self-perception as being 

"not too bad" (15.7/28).  

Also, Ganvir & Ganvir, (2016)
 (34)

 supported the 

current result. Overall subscale analysis score for the 

component Student Perception of Learning (SPOL) was (33.9) 

which are considered to be positive. Subscale of Students’ 

Academic Self-perception (SASP) scored (23.2) which 

indicate a feeling more on positive side, subscale of Student’s 

perception of Atmosphere (SPOA) scored (32.3) indicating a 

more positive attitude, and a subscale of students social self-

perception had a score of (17.8) which means "not too bad "; 

but not agreed with subscale Student Perception of Teachers 

(SPOT) was (30.6) which is interpreted as Model course 

organizers. Unlike our students which felt their teachers were 

"moving in the right direction" with mean score (25.5+3.6). 

Mushtaq, et al.(2017)
(6)

 agreed to current results of 

DREEM subscales which were the students' perception of five 

sub-scales of the educational environment were Student’s 

perception of learning (29.084±6.02) "more positive 

perception". Student’s perception of course organizers 

(24.74±4.93) "Moving in the right direction". Student’s 

academic self-perception (20.9±4.88)"Feeling more on 

positive side". Student’s perception of atmosphere 

(29.84±6.62) was "more positive attitude". Student’s social 

self-perception (17.43±4.07) "Not too bad". 

 Moreover, this finding supported by El-Gilany, et 

al. (2017)
(15) 

who mentioned that the student perception of 

learning, teachers, academic self-perception and social self-

perception were (more positive perception), (moving to the 
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right direction), (feeling more on the positive side), students’ 

social self-perceptions (not too bad). But students’ perceptions 

of atmosphere was (there are many issues need changes), 

while in the current study students’ perceptions was "more 

positive attitude". 

In Iran Arab, et al. (2016) 
(28)

 done a study about 

Nursing and Midwifery students perception of educational 

environment; and revealed the scores for domains were agreed 

in current study except" Social self-perceptions" in which 

Iranian students had perception of "Not a nice place" with 

percent 64%; while the current study the highest percent of 

students perceived their environment as ''Not too bad" with 

mean score (18.0+3.7). 

The current study revealed that highest percentage of 

nursing students (41.7%) had very good degree of academic 

achievement; and one third (33.1%) had good degree; while 

only (13.1%) of them had excellent degree. Nouh, et al. 

(2016) 
(35)

 found that mean GPA of students perceiving their 

learning environment as "More Positive than Negative" and 

"Excellent" was 0.38 (95% confidence interval [CI]0.19 - 

0.57) points higher than those perceiving their learning 

environment as "Plenty of Problems" and "Poor", adjusting for 

age, gender, nationality and medical college. 

Also, the current study revealed that there is no 

statistical significant relation between student perception 

about educational environment and their academic 

achievement. This result may be due to the nature of the 

faculty of nursing courses and studies as the students mainly 

focus on practicing and mastering nursing skills than their 

environment and classrooms. Most of students preferred to be 

good nurse and acquired the nursing skills that will help 

him/her to work than to have higher academic achievement.  

This was in same line with Baig (2015)
(36)

 who found 

that academic achievement does not have an enormous impact 

on the mind-set of students as commonly perceived. This 

could be attributable to the fact that majority of the students, 

instead of competing for marks, aimed to compete for 

practical expertise. On the other side, Al-Qahtani, 2015
(33)

 

found a correlation analysis between learning environment 

subscales and academic achievement shows that there is a 

positive and significant relationship between academic 

achievement and student academic perceptions (SAP) 

(r=0.232, P= 0.004). This suggests that students who have a 

higher GPA are more likely to exhibit higher scores on the 

SAP subscale. 

 

Conclusion: 

 It can be concluded from the current study that 

overall score of students perception about educational 

environment (DREEM) was 85.8% (127.5/200) which 

indicated that the nursing students had more positive than 

negative environment perception; and which means that the 

academic educational environment can still be improved to 

benefit the nursing students. Also, the highest percentage of 

students had very good level of academic achievement.  

Moreover, there was no statistical significant relation 

between student level of academic achievement and their 

perception about educational environment. This study 

identified major defects and areas that need to be improved in 

order to facilitate student learning. 

 Remedial measures need to be implemented in low 

scoring areas to ensure a sound educational environment for 

nursing students. This will help improve academic 

performance as well as personal growth, two of the most 

important aspects of becoming successful nurse. 

Consequently, the study strongly suggests presenting 

these results to the relevant educational and administrative 

authorities and decision makers for utilizing them as the basis 

for strategic planning and resource utilization. In addition, the 

results should be used as guidance to institutional corrective 

actions regarding the students’ perception of areas of concern.  

 

Recommendations: According to the results of the current 

study, the following recommendations are suggested: 

• Emphasis on developing students' skill rather than 

just transfer of factual knowledge, using active 

learning techniques like small group discussion.  

• Teachers should try to correlate the facts in the books 

with the real case scenario, so that students would not 

feel that the teachings over emphasized factual 

learning. 

• Teachers should not ridicule their students instead 

they should actively engage them in learning and 

they should reflect whatever they learn. 

• Teachers should be more approachable and flexible 

while dealing with the students so that students 

would not feel as if the teachers were authoritarian. 
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Abstract 
Background: Critical thinking has long been considered an important part of nursing education. Nursing graduates 

must have critical thinking skills in addition to a basic knowledge of nursing and the sciences to make the necessary 

clinical judgments. The development of these skills requires different teaching and learning strategies. Aim: the aim 

of this study is to assess nursing educators' opinions, knowledge and teaching methods regarding encouragement 

students' critical thinking. 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 75% (n= 80) of 

clinical instructors, assistant lecturers and lectures at the Faculty of Nursing, Minia University. Tool: One tool was 

used in this study the critical thinking tool for nurse educators. Results: reveals that, the majority of the sample had 

moderate score of knowledge about critical thinking ranged from "88.5% to 100%". Conclusions: the majority of the 

sample had moderate score of knowledge about critical thinking, the highest mean scores of nurse educators' 

regarding use each method in clinical teaching was "written nursing care plan" , also the highest mean scores of nurse 

educators' regarding use each method in clinical didactic and methods that enhance student ability to think critically 

was "small group discussions" Recommendations: nurse educators must try new teaching approaches that are most 

effective in promoting critical thinking skills among student, and nursing curriculum should be revised to include 

critical thinking skills into nursing curriculum.  

Keywords: Nursing Educators' Knowledge, Teaching Methods, Critical Thinking. 

 

Introduction 

Today, increasingly complex health care demands 

fast and effective decision making from nurses, which relies 

on strong critical thinking (CT) skills. The growth in health 

care complexity is associated with increasingly rapid 

technological evolution, thus necessitating continuous 

improvement of nurses’ cognitive and metacognitive skills, 

which are indispensable to CT. Training programs, have 

invested in CT education for nurses, and through testing, these 

programs have sought to determine whether new professionals 

will enter the labor market with well-developed CT skills. 

Importantly, the acquisition of CT skills requires conscious 

commitment (Pitt et al., 2015). 

Also one of the objectives of nursing education is to 

produce nurses with the ability to think critically and thus be 

able to provide safe nursing care. Nurses today are expected to 

use critical thinking skills to make judgments about patient 

situations and act upon those judgments on a daily basis. 

Nurses must weight multiple pieces of evidence and make 

quick decisions. Critical thinking has long been considered an 

important part of nursing education. Nursing graduates must 

have critical thinking skills in addition to a basic knowledge 

of nursing and the sciences to make the necessary clinical 

judgments. The development of these skills requires different 

teaching and learning strategies (Yildrim & Ozkahraman, 

2011). 

Moreover nursing education has emphasized CT as 

an essential nursing skill for more than 50 years. The 

definitions of critical thinking have evolved over the years. 

There are several key definitions for critical thinking to 

consider. The American Philosophical Association (APA) 

defined critical thinking as purposeful, self-regulatory 

judgment that uses cognitive tools such as interpretation, 

analysis, evaluation, inference, and explanation of the 

evidential, conceptual, methodological, criteriological, or 

contextual considerations on which judgment is based 

(Kriewaldt & Turnidge, 2013).   

Also critical thinking in nursing is particularly 

essential for correctly assessing, interpreting and analyzing 

information with discretion and without value judgments, with 

the goal of determining appropriate diagnostic and decision-

making needs. These skills are desirable in all areas of 

nursing, especially direct patient care (Carter    et al., 2015). 

Competence in critical thinking is one of the 

expectations of nursing education. It is a part of 

professionalism and included within undergraduate nursing 

school curricula and is a part of the criteria for the 

accreditation and assessment of undergraduate and graduate 

nursing education programs. Determining the critical thinking 

levels of students in undergraduate nursing schools is 

important in terms of planning interventions in this area and 

establishing the methods of education that should be used. 

Soon after this, healthcare accreditation agencies around the 

world moved to include critical thinking as a requirement for 

nurses when making clinical judgments concerning care 

provision (Mahmoud, 2012). 

Nursing is a profession where knowledge and 

practice do not remain static but are ever changing. It can be 

argued that nurse education should enable students to become 

effective lifelong learners equipped with the learning skills 

required for their profession. This can be achieved in different 

ways as by nurse educators knowing their students' learning 

style preferences and applying this knowledge in the selection 

and utilization of teaching, learning and assessment strategies 

to enable them to develop beyond their learning style comfort 

zone and become more flexible in their learning range 

(Fleming  et al., 2011). 
 So the educators have a number of sources and 

strategies, such as conceptual maps, simulations, problem-

based learning (PBL), YouTube videos, video vignettes, and 

team-based learning (TBL), that can help in developing their 

CT skills (Logan,2012; Hooper, 2014; Hung et al., 2015).
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Significance of the Study 
The role of the nurse has changed considerably since 

those early days. The complex legal, educational, and 

professional problems confronting nurses today emphasize the 

need for more than rote memory, knowledge of basic skills, 

and the ability to follow directions. Nurses must be able to 

make critical clinical judgments and solve life threatening 

problems without hesitation. Nurse educators' knowledge of 

critical thinking and their use of methods to encourage student 

critical thinking warrant further attention. It is, therefore, 

becoming increasingly important that nursing students learn 

how to think, and use reasoning skills in order to analyze 

complex data and make appropriate decisions in the clinical 

setting. So, studies are needed to determine if educators define 

critical thinking terms differently, and identify reasons why 

educators do not use critical thinking methods more often 

(Gendrop & Eisenhauer , 2012) 

The challenge of producing capable nursing 

educators need to acknowledge the need for student critical 

thinking should be met, and take every opportunity to foster 

student thinking by planning activities that require active 

learning. Nurse educator opinions and knowledge of critical 

thinking and their use of teaching methods were, therefore, the 

area selected for study. 

 

Aim of the study:                                                                                                                  
The aim of this study is to assess nursing educators' 

opinions, knowledge and teaching methods regarding 

encouragement students' critical thinking.             

 

Research questions: 

• What are nursing educator's opinions toward teaching 

critical thinking? 

• What are the nursing educator's knowledge about 

critical thinking? 

• What are teaching methods that promote critical 

thinking? 

 

Subjects And Methods 

Research design:  
The study was conducted by using descriptive 

research design  

 

Setting:  
The study was carried out at faculty of nursing, 

Minia University 

 

Subjects  

Sample type: 

• A represented sample of nursing educators at the 

Faculty of Nursing, Minia University. 

Sample size: 

• The study subjects consisted 75% (n= 80) of clinical 

instructors, assistant lecturers and lectures at the 

Faculty of Nursing, Minia University, divided as 

follows:  

Total 
Clinical 

instructor 

Assist. 

lecturer 
lecturer 

Department 

75% Total 75% Total 75% Total 75% Total 

14 18 3 4 7 9 4 5 

Nursing 

administration 

department 

10 13 2 3 6 7 2 3 

Community 

health nursing 

department 

9 13 3 4 3 5 3 4 
Pediatric nursing 

department 

10 14 2 3 6 8 2 3 Woman health 

Total 
Clinical 

instructor 

Assist. 

lecturer 
lecturer 

Department 

75% Total 75% Total 75% Total 75% Total 

and obstetrics 

nursing 

department 

11 15 2 3 6 8 3 4 

Mental health 

nursing 

department 

26 34 9 12 11 14 6 8 

Medical surgical 

nursing 

department 

80 107 21 39 39 51 20 27 Total 

Distribution of staff members at faculty departments 

 

Tools of data collection: 

One tool was used in this study: '' the critical thinking 

survey for nurse educators ''. 

This tool was used to examine nursing educators' 

opinions, general knowledge and methods used about CT; it 

consisted of two parties as follow:  

- 1st part was including: Personal data sheet for 

nursing faculty staff.  It was includes; (age, sex, 

qualifications, years of experience, position and the 

working department). 

- 2nd part: the critical thinking tool for nurse 

educators, it was developed by  Green,  (1 9 9 5).  

 

This tool consisted of five parts: 

• Part I, it consisted of (18) statement to examine 

nursing educators' opinions about general 

knowledge for teaching CT with five likert scale 

ranged as (strongly agree=5, agree=4, 

neural=3, disagree=2, strongly disagree=1) and 

score was reversed for negative items. The 

scoring system of this part was classified into 3 

levels as a follows: 
• Low 18-41 

• Moderate 42-66 

• High 67-90 

• Part II and Part III, it consisted of (21) 

statements were designed to identify current 

teaching methods used by nurse educators in the 

clinical and dedicate teaching, with four likert 

scale ranged as (never= 1, occasionally =2, 

frequently =3 and most of time =4). The higher 

scores reflect that the high teaching method was 

used.  

• Part IV, it consisted of  one question to identify 

two teaching methods that educators felt were 

the most effective in encouraging student CT. 

The higher score for two different teaching 

methods indicated these two methods are more 

used than others methods.      

• Part V, it consisted of (14) statement to assess 

nurse educators' specific knowledge about the 

essential constructs of critical thinking, with 

three likert scale ranged as (not a construct = 1, 

uncertain =2 and definitely a construct =3). The 

scoring system of this part was classified into 3 

levels as a follows: 

• Low 14-23 

• Moderate 24-33 

• High 34-42 

 

Validity of the tool: 

The tool was submitted to a jury of three experts in 

the field of nursing administration from Faculty of Nursing at 

Minia University. Tool face content validity was done to 
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identify the degree to which tools supposed to be measured. 

The tools were examined for content coverage, sequence of 

items, clarity, relevance, applicability, wording, length, 

format, and overall appearance. 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. Internal consistency of the 

tool was assessed with the Cronbach's alpha coefficient. 

Cronbach's alpha coefficient of 0.00 indicates no reliability 

and a coefficient of 1.00 indicates perfect reliability. However, 

a reliability coefficient of 0.70 is acceptable. Cronbach’s alpha 

for reliability testing was performed for each part of the  tool 

and the results was as represented in the table. 
Tool  parts Cronbach’s alpha test 

• 1st part (opinions about 

general knowledge for 
teaching CT) 

0.794 

• 2nd and 3rd part (teaching 

methods used by nurse 
educators in the clinical and 

dedicate teaching) 

0.855 

• 4th Part  (two teaching 
methods that educators felt 

were the most effective in 

encouraging student CT) 

0.842 

• 5th Part (assess nurse 

educators' specific knowledge 

about the essential constructs 
of critical thinking) 

0.758 

Pilot study: 

A pilot study was conducted on (10%) of participants 

about 10 members of the staff as (clinical instructors = 3) and 

(assistant lecturers=5) (lecturer = 2) (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. They were selected randomly from 

the different faculty departments in order to check and ensure 

the clarity and applicability of the tools; as well as to 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 modifications were done in the tool and the tool was put in 

their final form; so the pilot study were included in the actual 

study. 

 

Data collection procedure: 

 Permission was obtained to collect the data from 

Dean of Nursing Faculty and head of all academic 

departments (Medical Surgical Nursing Department, 

Woman Health and Obstetrics Nursing Department, 

Pediatric Nursing Department, Psychiatric and 

Mental Health Nursing Department, Community 

Health Nursing Department and Nursing 

Administration Department), after the researcher 

explains the importance and purpose of the study . 

 The data were collected from the beginning of 

second semester of the academic year 2018- 2019 

(from beginning of February to the end of April). 

 The researcher scheduled the visits to each 

department staff and meets them to collect data. 

 The sheets were given individually to all of them and 

they were given a period of time to respond on it. 

The data were received according to each individual 

time, also individual take about 30 minutes (half 

hour) to fill the questionnaire.  

 A review of the related literature which covering 

various aspects of the problem was done, using 

different books, journals and web sites, to get 

acquainted with the research problem and to 

implement the study.  

 

Administrative Design:  

 A written initial approval was obtained from the 

Research Ethics Committee of the Faculty of 

Nursing, Minia University. Permission to conduct the 

study was obtained from the Dean of the Faculty of 

Nursing, Minia University.  Permission to conduct 

the study was obtained from head of departments at 

the Faculty of Nursing, Minia University. 

 

Ethical Considerations: 

 The faculty nursing staff members were informed 

that their participation in the study was completely 

voluntary and there was no harm if they not 

participated in the study.  

 Explanation about the study was done to the faculty 

nursing staff members included the aim of the study 

and the potential benefits,  

 The faculty nursing staff members were informed 

about the withdrawal procedures if they decided to 

leave the study at any time before, during, and or 

after the completion of data collection,  

 Confidentiality of data, privacy, identity, voluntary 

participation and right to refuse to participate in the 

study was emphasized to subjects 

 

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. 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 the personal data regarding to nurse educators (n=80). 
Characteristics (N=80) % 

Sex 

• Male 10 12.5 

• Female 70 87.5 

Age  

• 20-29yrs 20 25 

• 30-39yrs 53 66.2 

• 40-49yrs 7 8.8 
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Characteristics (N=80) % 

Mean+SD = 32,7+4,87 

Qualification 

• BSc 21 26.2 

• MsD 39 48.8 

• PhD 20 25 

Years of experience 

• 1-5 20 25 

• 6-10 28 35 

• 11-15 20 25 

 16 <20 12 15 

Mean+SD = 9,60+4,87 

 

 
Figure (1) Distribution of study subjects according to faculty departments 

 

 
Figure (2) Distribution of study subjects according to position 

Table (1) and figures (1, 2) show that the majority of the participants from nursing educator's (87.5%) of are female. In 

relation to age, about two thirds (66.2%) of nursing educators were ranged from (30-39) years old. About the qualification, it found 

nearly to half of the sample (48.8%) has master degree. And about one third (35%) of nursing educators are located in (6-10) years of 

experience. As regards to their department, one third of nursing educators (32.5%) are at Medical surgical department. Concerning the 

position, it notes that nearly half of nursing educators (48.8%) are Assistant lecturer.  

 

 
Figure (3) frequency distribution by percentage of nurse educators' opinions and general knowledge about CT according to 

each department (n=80) 
Figure (3) displays that all the sample (100%) has moderate level of general knowledge about CT at woman health and 

obstetrics nursing & community health nursing department, in which (92.9%) has moderate level  of general knowledge about CT at 

nursing administration department, (90.9%) of the sample  has moderate level of knowledge about CT at mental health nursing 

department, (88.9%) of them has moderate level of knowledge about CT at  Pediatric department, and (88.5%) has moderate level of 

knowledge about CT at medical surgical nursing department . also (92.5%) of the sample  has moderate opinion and knowledge about 

CT 
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Tables (2) mean scores of nurse educators' response regarding methods used in clinical teaching at faculty departments 

Total 

Medical 

surgical 

nursing 

department 

(n=26) 

Mental health 

nursing 

department 
(n=11) 

Pediatric 

nursing 

department 
(n=9) 

Community 

health nursing 

department 
(n=10) 

Woman health 

and obstetrics 

nursing 

department 

(n=10) 

Nursing 

administration 

department 

(n=14) 
Variables 

 Mean+SD 

3.15+0.99 3.04+0.66 2.64+1.43 3.33+0.70 3.40+0.84 4,00+0,0 2.86+1.35 
Written nursing 

care plans 

2.75+1.00 2.92+0.62 1.82+1.07 2.78+0.83 2,90+0,87 3.00+0.63 2,29+1,13 
Clinical case 

simulations 

2.82+0.89 3.12+0.58 2.09+1.04 2.78+0.83 2.60+0.84 3.50+0.85 2.57+0,93 
Small group 

discussions 

2.27+1.13 2.58+1.02 2.09+1.22 2.11+1.05 2.70+1.05 1.70+1.16 2.07+1.14 
Computer case 

simulations 

2.69+1.01 2.92+0.89 2.36+1.28 2.78+1.09 2.60+0.96 2.50+0.97 2.64+1.08 Providing facts 

2.76+0.95 3.12+0.76 2.55+1.21 3.00+0.86 2.50+1.08 2.40+0.84 2.57+ 1.01 
Clarification of 

values 

2.94+0.99 2.96+0.72 2.73+1.27 2.89+0.78 2.90+1.01 3.10+1.19 3.00+1.24 

Pre-clinical 

written 

assignments 

Table (2) illustrates that the most method used in nursing administration department and mental health nursing department 

are pre-clinical written assignments  as mean scores (3.00+1.24 & 2.73+1.27 respectively),  while in woman health and obstetric 

nursing department, community health nursing and pediatric nursing department in favor to use the method of written nursing care 

plan as mean scores (4,00+0,0, 3.40+0.84 & 3.33+0.70 respectively), but in the medical surgical nursing department the most methods 

used small group discussion and clarification of values as mean scores(3.12+0.58 & 3.12+0.76 respectively). The most method used 

in the faculty is written nursing care plan as mean score (3.15+0.99). 

 

Table (3) mean scores of nurse educators' response regarding methods used in clinical didactic at faculty departments ( n=80) 

Total 

Medical 

surgical 

nursing 

department 

(n=26) 

Mental health 

nursing 

department 

(n=11) 

Pediatric 

nursing 

department 

(n=9) 

Community 

health nursing 

department 

(n=10) 

Woman health 

and obstetrics 

nursing 

department 

(n=10) 

Nursing 

administration 

department 

(n=14) 
Variables 

 Mean+SD 

3.06+0.91 3.00+0.74 2.91+1.30 3.00+0.86 2.70+0.83 4,00+0,0 2.93+0.99 
Classroom case 

simulations 

3.32+0.75 3.19+0.69 3.36+1.02 3.33+0.70 3.00+0,66 3.90+0.31 3.36+0.84 
Small group 

discussions 

2.38+1.15 2.19+1.02 3.00+1.18 2.44+1.13 2.30+1.05 1.60+1.26 2.79+1.12 
Computer 

tutorials                                                                                                                   

1.80+0.86 1.88+0.71 1.82+1.07 1.89+0.78 1.90+0.87 1.40+0.84 1.79+1.05 
Computer case 

simulations                                                                                                     

1.75+0.97 2.00+0.89 1.64+1.20 1.98+0.92 1.80+0.78 1.00+0.00 1.79+1.12 Debates 

2.53+0.95 2.65+0.76 2.36+1.21 3.11+0.86 2.30+1.05 1.90+0.56 2.64+ 1.00 Providing facts                                                                                                                           

2.51+0.99 2.58+0.72 2.27+1.27 2.89+0.78 2.40+1.01 2.30+1.19 2.57+1.24 Clarifying values 

3.09+0.9 3.12+0.76 2.91+1.37 3.22+0.83 2.50+1.08 3.50+.85 3.21+.97 Lecture 

3.14+0.86 3.04+0.72 2.82+1.25 3.33+0.70 2.90+0.87 3.90+0.31 3.07+0.91 
Essay 

examinations                                                                                 

3.09+0.91 3.12+0.76 2.73+1.19 3.44+0.52 3.30+0.67 3.00+1.4 3.00+0.87 
Written 

assignments                                                                                

2.44+1.07 2.35+0.79 2.00+1.26 2.78+0.83 2.70+1.16 2.60+1.50 2.43+1.15 Drills 

2.75+1.06 2.58+0.90 2.73+1.34 3.00+1.11 3.00+0.816 2.70+1.25 2.79+1.18 
Multiple choice 

examinations 

2.65+1.04 2.42+0.90 3.27+1.19 3.00+0.86 2.40+1.07 2.30+0.94 2.79+1.18 Concept mapping                                                                                   

2.26+108 2.12+0.81 2.36+1.28 2.67+0.70 2.30+1.16 1.60+1.26 2.64+1.27 Metaphors 

Table (3) illustrates that the most method used in nursing administration department, mental health nursing department and 

medical – surgical department  is small group discussion  as mean scores (3.36+0.84, 3.36+1.02 &3.19+0.69respectively),  while in 

woman health and obstetric nursing department in favor to use the method of classroom case simulation as mean score (4,00+0,0), but 

in community health nursing department and pediatric nursing department the most methods used (written assignments) as mean 

scores (3.30+0.67 &3.44+0.52 respectively). The most method used in the faculty is Small group discussions as mean score 

(3.32+0.75). 

 

Table (4) Percentage distribution of nurse educators' opinion, regarding the two methods that enhance student ability to think 

critically a faculty departments (n=80) 

Medical surgical nursing 

department(n=26) 

Mental health nursing 

department(n=11) 

Pediatric nursing 

department(n=9) 

Community health 

nursing 

department(n=10) 

Woman health and 

obstetrics nursing 

department(n=10) 

Nursing administration 

department(n=14) 
Variables 

Yes No Yes No Yes No Yes No Yes No Yes No 

% N % N % N % N % N % N % N % N % N % N % N % N 

23.1 6 76.9 20 0 0 100 11 22.2 2 77.8 7 10 1 90 9 10 1 90 9 0 0 100 14 
Classroom case 

simulations 

26.9 7 73.1 19 72.7 8 27.3 3 44.4 4 55.6 5 70 7 30 3 50 5 50 5 85.7 12 14.3 2 
Small group 

discussions 

0 0 100 26 27.3 3 72.7 8 11.1 1 88.9 8 0 0 100 10 40 4 60 6 0 0 100 14 Computer 
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Medical surgical nursing 

department(n=26) 

Mental health nursing 

department(n=11) 

Pediatric nursing 

department(n=9) 

Community health 

nursing 

department(n=10) 

Woman health and 

obstetrics nursing 

department(n=10) 

Nursing administration 

department(n=14) 
Variables 

Yes No Yes No Yes No Yes No Yes No Yes No 

% N % N % N % N % N % N % N % N % N % N % N % N 

tutorials                                                                                                                   

34.6 9 65.4 17 0 0 100 11 22.2 2 77.8 7 30 3 70 7 0 0 100 10 14.3 2 85.7 12 
 Computer case 

simulations                                                                                                     

0 0 100 26 9.1 1 90.9 10 0 0 100 9 10 1 90 9 30 3 70 7 7.1 1 92.9 13 Debates 

19.2 5 80.8 21 18.2 2 81.8 9 22.2 2 77.8 7 10 1 90 9 20 2 80 8 28.6 4 71,4 10 Providing facts                                                                                                                           

3.8 1 96.2 25 9.1 1 90.9 10 0 0 100 9 10 1 90 9 20 2 80 8 14.3 2 85.7 12 
Clarifying 

values 

26.9 7 73.1 19 9.1 1 90.9 10 11.1 1 88.9 8 0 0 100 10 20 2 80 8 7.1 1 92.9 13 Lecture 

7.7 2 92.3 24 18.2 2 81.8 9 11.1 1 88.9 8 10 1 90 9 20 2 80 8 14.3 2 85.7 12 
Essay 

examinations                                                                                 

11.5 3 88.5 23 0 0 100 11 11.1 1 88.9 8 0 0 100 10 0 0 100 10 0 0 100 14 
Written 

assignments                                                                                

15.4 4 84.6 22 9.1 1 90.9 10 0 0 100 9 0 0 100 10 10 1 90 9 7.1 1 92.9 13 Drills 

15.4 4 84.6 22 27.3 3 72.7 8 22.2 2 77.8 7 10 1 90 9 0 0 100 10 21.4 3 78.6 11 
Multiple choice 

examinations 

7.7 2 92.3 24 9.1 1 90.9 10 22.2 2 77.8 7 30 3 70 7 0 0 100 10 0 0 100 14 
Concept 

mapping                                                                                   

7.7 2 92.3 24 0 0 100 11 0 0 100 9 0 0 100 10 0 0 100 10 0 0 100 14 Metaphors 

This table (4) shows that the nurse educators' opinion, regarding the methods that enhance student ability to think critically, 

in the nursing administration department enhance use of small group discussion and providing facts as  (85.7% &28.6%respectively), 

while in woman health and obstetrics nursing department enhance use of  small group discussion and computer tutorials as (50% 

&40%respectively). Also in community health nursing department enhance use of small group discussion, computer case simulations 

and concept mapping as (70% &30%respectively) regarding, pediatric nursing department  enhance use of small group discussion, 

classroom case stimulations, computer case simulations, providing facts, multiple choice examinations and concept mapping as 

(44.4%&22.2% respectively). And in mental health nursing department enhance use of small group discussion, computer tutorials and 

multiple choice examinations as (72.7% &27.3%respectively), while medical and surgical nursing department enhance use of 

computer case simulations, small group discussion and lecture as (34.6% &26.9%respectively). 

 

Table (5) mean scores of nurse educators' believe responses regarding constructs of the concept CT at faculty departments( 

n=80) 

Total 

Medical surgical 

nursing 

department 

Mental health 

nursing 

department 

Pediatric 

nursing 

department 

Community 

health nursing 

department 

Woman health 

and obstetrics 

nursing 

department 

Nursing 

administration 

department Variables 

 Mean+SD 

2.52+0.57 2.54+0.64 2.36+0.50 2.67+0.50 2.80+0.42 2.40+0,51 2.43+0.64 
Analyzing 

arguments 

2.51+0.59 2.46+0.52 2.45+0.50 2.67+0.50 2.50+0,87 2.50+0.52 2.57+0.51 Judging values                                                                                                    

2.56+0.59 2.31+0.73 2.82+0.40 2.67+0.50 2.60+0.84 2.70+0.48 2.64+0,93 Making inferences                                                                                               

2.48+0.61 2.08+0.62 2.91+0.30 2.44+0.52 2.40+0.69 2.90+1.16 2.64+0.49 
Identifying 

assumptions 

2.45+0.53 2.15+0.67 2.64+0.50 2.44+0.52 2.50+0.52 2.90+0.31 2.50+0.51 Decision making                                                                                                      

2.58+0.95 2.50+0.76 2.73+1.21 2.89+0.86 2.20+1.08 2.60+0.84 2.64+ 1.01 Productive thinking                                                                                                  

2.36+0.99 2.00+0.72 2.64+1.27 2.44+0.78 2.00+1.01 2.70+0.48 2.79+0.42 
 Deductive 

reasoning                                                                                                  

2.40+0.57 2.38+0.64 2.18+0.50 2.78+0.50 2.20+0.42 2.60+0,51 2.36+0.64 Reciting facts                                                                                                             

2.38+0.59 2.27+0.52 2.45+0.50 2.33+0.50 2.40+0,87 2.10+0.52 2.71+0.51 
 Separating 

relevant from 

irrelevant data                                                                

2.38+0.59 2.50+0.73 2.09+0.40 2.67+0.50 2.20+0.84 2.60+0.48 2.14+0,93  Reflecting                                                                                                                       

2.21+0.61 2.08+0.62 2.55+0.30 2.00+0.52 2.30+0.69 2.10+1.16 2.36+0.49 Creative thinking                                                                                                            

2.34+0.53 2.38+0.67 2.36+0.50 2.56+0.52 2.30+0.52 2.50+0.31 2.00+0.51 Following logic                                                                                                               

2.36+0.53 2.35+0.67 2.55+0.50 2.33+0.52 2.30+0.52 2.40+0.31 2.29+0.51 Inductive reasoning                                                                                                         

2.40+0.95 2.38+0.76 2.45+1.21 2.33+0.86 2.20+1.08 2.60+0.84 2.43+ 1.01 Divergent thinking                                                                                                            

Table (5) illustrates that the nurse educators' believe responses regarding constructs of the concept CT in nursing 

administration department is deductive reasoning as mean scores (2.79+0.42), and in woman health and obstetrics nursing department 

are identify assumptions and decision making as mean scores (2.90+1.16&2.90+0.31). While community health nursing and medical - 

surgical nursing department in favor to believe analyzing arguments as mean scores (2.80+0.42&2.54+0.64 respectively), but 

pediatric nursing department believe the productive thinking as mean scores (2.89+0.86). Also mental health nursing department 

believe the identify assumptions as mean score (92.54+0.64). The nurse educators' believe responses regarding construct of the 

concept CT at the faculty is productive thinking as mean score (2.58+0.95). 

 

Table (6): Correlations between parts of the tool 
Nurse educators' 

knowledge about 

constructs of CT 

Two teaching 

methods  
Teaching methods used by 

nurse educators 

Opinion & Knowledge 

about CT Variables 

p r p r p r p r 

        Opinion & Knowledge about CT 

  
    

0.665 0.049 Teaching methods used by nurse 

educators 

    0.490 0.078 0.623 0.056 Two teaching methods  

  0.653 0.051 0.074 0.201 0.829 0.024 Nurse educators' knowledge about 
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Nurse educators' 

knowledge about 

constructs of CT 

Two teaching 

methods  
Teaching methods used by 

nurse educators 

Opinion & Knowledge 

about CT Variables 

p r p r p r p r 

constructs of CT 

        N.B *Significant is considered highly significant at (p-value <0.01) 

Table (6) displays that; there were positive correlation between tool parts. 

 

Discussion 

Ongoing changes in science and technology have 

contributed to revolutionary changes in every sector of the 

health care system. In nursing, critical thinking has been 

identified as a valuable educational goal in meeting the 

challenges of science and technology in the twenty-first 

century and beyond. Learning and thinking are interrelated 

lifelong processes (Chaffee, 2011). To add depth and 

substance to knowledge, one must learn to refine and adjust 

one’s thinking. With practice and time, one can get better at 

making more thoughtful observations and judgments and can 

recognize how values are reflected in thinking and behaving 

(Yıldırım, & Özkahraman 2011).  
The current study showed, regarding the personal 

data of nurse educators, about two thirds were aged from (30-

39 years old); and for the gender the majority of nursing 

educators were females; concerning to years of experience 

about one third of nursing educators had (6-10) experience 

years. As regard to position and qualification, nearly half of 

the sample were assistant lecturers and with master degree. 

About department, the highest percent as one third (32.5%) of 

them were in Medical Surgical Nursing Department. 

The study findings revealed that there were no 

statistically significant difference between nurse educators' 

opinions and general knowledge about CT at different 

departments. That may be regarded as all nursing educators of 

any specialty value critical thinking in nursing because they 

believe it can improve professional standards of practice, 

stimulate inquiry, encourage sound reasoning in practice, and 

contribute to personal and professional development.  

Also, educator's knowledge of critical thinking and 

use of critical thinking methods for didactic nursing courses 

help students to face and deal with issues facing them in 

clinical practice. Another possibility is that nurse educators' 

opinions are more positive today than in years past due to new 

trends applied in medical and nursing education fields. 

This was supported by Van-Graan & Williams, 

(2017) who revealed in their study that there were no 

statistically significant differences in the opinion and 

knowledge mean scores of nurse educators of critical thinking 

based on specialty or educational setting. 

The study findings illustrated that the most method 

used to promote critical thinking in clinical teaching at 

nursing administration and mental health nursing departments 

is ''Pre-clinical written assignments'' as mean scores 

(3.00+1.24&2.73+1.27) respectively.  

As in these departments a part of student clinical 

activity depend on student preparation of assignment which 

give students the opportunity to thoroughly explore a 

particular topic, and to develop and stimulate critical thinking 

skills independently. These written assignments also give 

educator the opportunity to evaluate each student’s critical 

thinking ability, independent of the group. Written assignment 

involves highly complex cognitive processes and can be used 

not only to communicate with others. It also, engages students 

in generating and converting knowledge. In addition to 

facilitating essential inquiry, writing situates individuals in 

roles of “self-active” learners who are motivated to assume 

responsibility for their own learning.  

 This supported by Ferreria & Schulze, (2014) who 

asserted that writing assignment is an important strategy to 

develop critical thinking because it inspires students to think 

in the abstract domain, to conceptualize, to interpret and to 

reason. Writing and rewriting with thoughtful and ongoing 

feedback allows for student and educator to become active 

participants in the practice of dialogue and thus learning 

effectively.  

This also, supported by Chan, (2017) who believed 

that by having students “write assignment continuously, we 

can help create the quality of mind needed for professional 

and critical thinking expertise in nursing. 

The study findings illustrated that the most method 

used in clinical teaching to promote critical thinking in 

woman health and obstetric nursing department, community 

health nursing and pediatric nursing department in favor to 

use the method of ''Written Nursing Care Plan'' as mean 

scores (4,00+0,0, 3.40+0.84&3.33+0.70) respectively. This 

regarded as the clinical activity in these departments involve 

hospital rotations which involve dealing with patients of 

various health status and diagnoses in a real life situation.  

Student in these departments deal with patients with 

complex nursing problems through which they coming up 

with nursing diagnosis, nursing intervention, and using 

clinical judgment to decide upon the best way to approach 

how to direct care for patient. Written nursing care plan also is 

a systematic approach that used by students to gather data, 

critically examine and analyze this data, identify patient 

response, design outcomes, take appropriate action, then 

evaluate the effectiveness of action and each of the previous 

steps require that the student use his critical thinking skills.  

This supported by Papathanasiou, et. al, (2015) who 

encouraged using written nursing care plan in clinical 

teaching. This method help students see complex nursing 

problems from multiple perspectives. Students may be 

tempted to base their actions on logic using his critical 

thinking abilities. They also, stressed that using nursing care 

plan steps help student to use critical thinking abilities to 

prioritize patients' daily needs. 

The study findings illustrated that the most method 

used in clinical teaching to promote critical thinking at 

medical surgical nursing department is ''Small Group 

Discussion and Clarification of Values'' as mean scores 

(3.12+0.58&3.12+0.76) respectively. As when practicing 

clinical skills in medical surgical department labs, educators 

use small group activities which used to get all students 

involved and give each one of them the opportunity to practice 

skills taught, and to offer and receive feedback, which help to 

improve their self -awareness about their thinking.  

Educators in these departments also, socialize 

students through using group discussion into the values, 

standards, and methods of discipline. This also contribute to 

students' personal growth, self -confidence, improve their 

listening, self- control, and collaborative skills and broaden 

their perspectives on interpreting and applying the skills 
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taught. This method help to wake students out of their 

passivity. When using small group discussion it help 

educators to determine if students understand the material 

taught. 

Also, when students are engaged in participating 

through meaningful contributions to a small-group discussion, 

they are more actively involved in thinking and learning. 

Small-group discussions promote inquiry, higher-order 

thinking, cooperation, and student responsibility, all of which 

have been shown to increase student achievement. The small-

group setting and structured discussion format calls on 

students to think deeply, contribute their thinking to the 

conversation, listen attentively, and respond thoughtfully to 

one another. 

 These findings supported by Vander and 

Schneider, (2014), who mentioned that the use of small-group 

discussion is a collaborative and constructivist teaching 

method widely recognized as a high-yield, best-practice 

instructional strategy. Small-group discussions engage 

students in critical thinking, working collaboratively, and 

communicating effectively, all of which are hallmarks of 

deeper learning. The small-group discussion protocols are 

designed to engage students in critical thinking by applying, 

analyzing, synthesizing, and/or evaluating information and 

ideas. 

The study findings revealed that the most method 

used in clinical didactic teaching at nursing administration 

department, mental health nursing department and medical –

surgical department is small group discussion as mean 

scores(3.36+0.84,3.36+1.02&3.19+0.69) respectively. This 

may be related to these departments use different small group 

discussion activities according to content of each to improve 

quality of teaching process. During data collection the 

researcher asked each of these department educators about 

group discussion activities that are appropriate to their 

contents material.  

At administration and mental health nursing 

department they were in favor to use it during "Seminar 

overview" as this activity type is suitable to larger classes, 

during which the educator have outer circle students who stay 

silent, observe and take notes and inner circle students those 

who participate in the discussion and view their subject 

matter. During this activity the educator evaluate the critical 

thinking ability for all student group, by observing the manner 

of showing and explaining information by inner student circle 

and asking questions for outer circle students. 

For medical- surgical nursing department, in 

which they use "Video tutorials'' which created by educator 

or students for content related clinical practice. In which the 

educator present a video for content matter or procedure 

explained, ask students to take notes for what they see and 

then ask questions which promote critical thinking abilities for 

students. 

This come in the same line with (Morrall and 

Goodman, 2013) who reported that proper preparation of 

group discussion activities by educators increases the student 

ability to think effectively and critically. 

The study findings revealed that the most method 

used in clinical didactic teaching at woman health and 

obstetric nursing department in favor to use the method of 

classroom case simulation as mean score (4,00+0,0). As the 

educators at this department create a real clinical area through 

practice laboratories and computer aided nursing situations 

may be one way to teach critical thinking in a simulated, safe, 

clinical environment. Nursing students can take the time they 

need for reflection and practicing without endangering 

patients in the clinical labs.  

This supported by (Gambrill, 2012) who indicated 

that classroom case simulation is attractive for students and 

help promoting critical thinking abilities. 

The study findings revealed that the most method 

used in clinical didactic teaching at community health 

nursing department and pediatric nursing department the 

most methods used (written assignments) as mean scores 

(3.30+0.67&3.44+0.52respectively). As in these departments 

educators choose some elements or subjects of course to be 

prepared by students through writing assignment. Students use 

their critical thinking abilities to design a unique and relevant 

assignment. Then those educators carefully analyze students 

work, grading it and may sometimes discuss and ask for 

rewriting some parts of it using constructive and critical 

thinking. 

 This supported by (Macpherson and Owen, 2017) 

Who  found in results of his study that about 75% of  

educators have demonstrated that they favor focused written 

assignments and readings for improving the concept of critical 

thinking. 

The study findings illustrated that the most method 

constructs of the concept CT used in nursing administration 

department is deductive reasoning as mean scores 

(2.79+0.42), this as deductive reasoning is considered a 

mental process of making inferences that are logical. 

Deductive reasoning move from general premise to specific 

conclusion. So, when teaching a theoretical content as which 

related to nursing administration as applying change process, 

leadership style, resolving a conflict and  achieving quality 

and so on. When educators discuss these topics with their 

students they explain the desired outcome they want to reach 

in each subject matter then explain steps to reach this 

conclusion, in each step of this process the educator and 

student use critical thinking skills. 

This supported by (Jenkins, 2011 and Kaya, et. al. 

2011) who indicated in their studies that deductive reasoning 

and critical thinking are working in the same line with each 

other. 

The study findings illustrated that the most method 

constructs of the concept CT used in woman health and 

obstetrics nursing and mental health nursing departments 
are Identify Assumptions for both as mean scores 

(2.90+1.16& 92.54+0.64), and Decision Making in woman 

health and obstetrics nursing department  (2.90+0.31). As 

educators in this departments consider that analyzing 

assumption is considered a main characteristic of critical 

thinking. As analysis of assumption means for them reflecting 

the nature and origin and consequences of what being taught.  

Thus, for them analysis of assumption includes 

where they come from, what they mean and where they lead. 

They consider that helping students to analysis of assumptions 

lead students to critically think about exploring new ideas to 

revise or change the old assumption. 

This supported by (Yancher, et. Al, 2008) who 

reported that analyzing and identifying assumption is 

considered as a main direction for critical thinking. 

Regarding decision making, at woman health and 

obstetrics nursing department they teach their students when 

become a nurse or have hospital rotations they should use 

decision making process to reach appropriate action to fulfill 

the desired objectives through critical thinking. This requires 
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that the student should be both decision maker and critical 

thinker. As when facing patient with multiple needs, they 

should set priorities and decide the order in which they help 

the patient.  They teach their students to examine the 

advantages and disadvantages of options, prioritize needs, 

assess priority actions and implement it and finally reach 

evaluation of results. Each of above mentioned steps need to 

apply critical thinking. 

These findings came in the same line with (Chan, 

2017) who reported that determining if critical thinking has 

occurred came after a decision has been made and the 

consequences of that decision are known. Learning to become 

a critical thinker requires being a decision maker. 

The study findings illustrated that the most method 

constructs of the concept CT used in community health 

nursing and medical surgical nursing in favor to believe 

analyzing arguments as mean scores(2.80+0.42&2.54+0.64 

respectively), as educators in these departments deal with 

health problems, each of these problems always have more 

than possible solutions. Through their explanation of details of 

these problems and its possible, feasible and multiple 

solutions. During this discussion they use analyzing 

arguments, claims, point of views and opinions with students 

and the reasons for this opinions through analytical critical 

thinking skills. 

This supported by (Mathews& Lowe, 2011) who 

mentioned that argument analysis and critical thinking are 

closely linked skills and concepts. Argument analysis allows 

one to utilize and apply critical thinking. 

The study findings illustrated that the most method 

constructs of the concept CT used in pediatric nursing 

department is the productive thinking as mean scores 

(2.89+0.86). As educators in this department may encourage 

and motivate student to use mental operation regarding 

information taught in their classroom content to reach creative 

and critical thinking. When educating student specific theory, 

experimental technique or known observation, they encourage 

combining this known knowledge to critical thinking reaching 

logical and productive results in any situation.  

Also, students in this department are taught specific 

diseases, deal with patients with various and complicated 

health status. Through their hospital rotations the educators 

encourage students to use their cognitive abilities to reach 

etiology of this health status, determining the etiology of it 

and complications may occur to produce an action using 

productive and critical thinking. Educators also, encourage 

and prepare students through reading and research preparation 

from wide variety of resources which in return enhance the 

ability of productive thinking of students. 

This supported by (Krupat, et, al. 2011) who 

reported that the process of thinking using motivation and 

memorization is skillfully combine creative and critical 

thinking is called productive thinking. 

 

Conclusions It can be concluded from the current study that:  

• The majority of the sample had moderate level of 

knowledge about CT at faculty departments. The 

highest mean scores of nurse educators' regarding use 

each method in clinical teaching at faculty departments 

was "written nursing care plans". 

• The highest mean scores of nurse educators' regarding 

use each method in clinical didactic and methods that 

enhance student ability to think critically at faculty 

departments was "small group discussions" , and the 

highest mean scores of nurse educators' believe 

regarding constructs of the concept CT at faculty 

departments was "productive thinking"                                                                                         

 

Recommendations 

On the light of the results of this study the following 

recommendations will be suggested: 

Recommendations for Nurse Educators 

• Nurse educators need to scrutinize curriculum plans, 

course structures, course assignments, and teaching 

strategies to ascertain how critical thinking is 

defined, how it is operationalized, and how its 

progression as part of these structures is nourished or 

obstructed. 

• Nurse educators need to identify, measure, and 

motivate thoughtful, fair-minded engagement in 

problem-solving, decision-making, and professional 

judgment. There is a need to prepare graduates who 

are able and willing to think. 

• Nurse educators need to create assessment portfolios 

which comprise a collection of multiple (reliable and 

valid) measures of thinking that may be used to 

observe the progress, strengths and areas of weakness 

of nursing students. 

• Number of clinical instructors and nursing educators 

should be increased to meet needs of student nurse to 

improve CT. 

• Study the personal and environmental factors that 

impact nurse educators’ decisions to participate or 

decline participation in nursing education research.  

 

Recommendations for Practice  
• Develop and implement workshops and learning 

activities to support faculty development focused on 

critical thinking, role modeling, and questioning 

specific for nurse educators who are working with 

students in clinical settings.  

• Enhance nurse educators’ practice through the use of 

reflection and engagement in ways that support their 

own critical thinking skills and dispositions and how 

these can be role modeled in the clinical setting.  

 

Recommendations for future research studies 
• A similar study should be replicated in others 

universities (nursing faculties) in Egypt to validate 

these findings. 

• Longitudinal studies including the same cohort of 

baccalaureate students from Year 1 through Year 4 

should be carried out to ascertain whether there is a 

change in the students’ CTS and CTD upon 

completion o f a baccalaureate nursing program. 
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Abstract 
Background: Patient rights may be considered as one of the main bases for defining the standards of clinical services. 

On the other hand, the concept of patient rights has been on the rise alongside the ever-growing interest of 

international organizations in human rights. Also nurses have more responsibility than physicians in this regard, 

because they are usually in closer contact with patients than other health care workers. Thus, nurses are the most 

suitable supporters of their rights. Aim: The aim of the study was to assess nurses’ compliance toward patients' rights 

and its relation to patients’ satisfaction. Research Design: The study was conducted using descriptive comparative 

research design. Setting: The study was carried out Coronary Care Unit (CCU) at Minia General Hospital and Minia 

University Hospital in Minia city. Subject: participated of the study included a convenience of patients total number 

(n=110) patient admitted to hospitals, and all staff nurses who working in CCU during the period of data collection. 

Their total numbers were (55) nurses. Tool: Two tools were used; Nurses’ compliance to the patient’s rights 

questionnaire and patient satisfaction scale. Results: there was more than half at Minia University Hospital staff 

nurses had high level of compliance toward  patients' rights  as  (51.9%), less than half of the sample had moderate 

level of compliance toward  patients' rights  as  (48.1%), also none of them were low level of compliance toward  

patients' rights  in the three times observation. But nurses in General Hospital had low level of compliance toward 

patients' rights in the first, second, and third observation as (25.9%, 55.6% and 59.3%) respectively,  also more than 

one third to less than two thirds of them had moderate level of compliance toward  patients' rights in the first, second, 

and third observation  as  (63%, 44.4% and 37%) respectively, but the lowest percent of them have high level of 

compliance toward  patients' rights  in in the first, second, and third observation as (11.1%, 0.0% and 3.7%) 

respectively. Also more than half (50.9%) of patient at Minia University Hospital exhibit the responses toward 

moderate level and low half (43.6%) of them responses toward high level of satisfaction. But the majority (87.3%) of 

patient at Minia general hospital exhibit the responses toward moderate level and (12.7%) of them responses toward 

low level of satisfaction. Conclusions: More than half of staff nurses had high level of compliance toward patients' 

rights and low half (43.6%) of patients responded toward high level of satisfaction at Minia University Hospital. But 

about half of staff nurses on second and third observation had low level of compliance toward patients' rights and the 

majority of patient exhibited the responses toward moderate level of satisfaction at General University Hospital. 

Recommendation: Nurse need to attend training program about patient rights that enhance patient satisfaction, also 

the hospital should made policy, rules and regulations that enhance patient rights 

Keywords: Nurses Compliance, Patients' Rights, Patients Satisfaction. 

 

Introduction 
Patients’ rights are integral components of human 

rights. They promote and sustain beneficial relationships 

between patients and health care providers. The role of 

patients’ rights, therefore, is to reaffirm fundamental human 

rights in the health care context according patients humane 

treatment. Furthermore, the need to protect and promote the 

dignity, integrity, and respect of all patients is now widely 

accepted. To this end, the World Health Organization (WHO) 

predicts that the articulation of patient rights will in turn make 

people more conscious of their responsibilities when seeking 

and receiving or providing health care and this will ensure that 

patient-provider relationships are marked by mutual support 

and respect. Ideally, this would guarantee the patient the right 

to autonomy, free expression, self-determination, information, 

personalized attention, and non-discrimination (Abdho et al., 

2015). 

In all over the world, promoting patient’s rights is the 

priority of healthcare policy makers and health care providers. 

It is considered as an indicator of health service and one of the 

main bases for defining the standards of clinical services. 

Therefore, the patient's bill of rights is created to ensure the 

ethical treatment of all patients; help patients feel more 

confident in the health care system; gives patients a way to 

address any problems they may encounter; encourages 

patients to take an active role in staying or getting healthy, and 

stress the importance of a strong relationship between patients 

and their health care providers (Tabassum et al., 2016). 

Patient rights may be considered as one of the main 

bases for defining the standards of clinical services. On the 

other hand, the concept of patient rights has been on the rise 

alongside the ever-growing interest of international 

organizations in human rights. The  condition of patients' 

rights began to have a significant effect in healthcare settings 

throughout the world (Yaghobian et al., 2014).  

Patients’ bill of rights was created in order to defend 

human rights; preserve patients' dignity; and ensure that in 

case of sickness, and especially in emergencies, patients 

receive competent care without discrimination. Most patients’ 

bills of rights, are concerned with informed consent, 

confidentiality, privacy, autonomy, safety, respect, treatment 

choice, refuse the treatment and participating in the treatment 

plan. These rights are derived from the values and ethics of 

the medical profession (Lawler et al., 2014).   

In Egypt, the patient’s bill of rights was introduced 

into the Egyptian Hospital Accreditation standards, and was 

enforced in all hospitals across the country since 2005. The 

Egyptian patient’s rights are concerned with access to health 

care, choice of care, health education and safety environment, 

participation in treatment plan, informed consent and 

information, researches, dignity, confidentiality, privacy, and 
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patient’s complaints (Egyptian Health care Accreditation 

Organization, 2013) 

Also, the Egyptian Hospital Accreditation Standards 

has obligated each hospital to develop quality committee to 

monitor and evaluate practice of patient’s rights among health 

care provider. This was aimed at providing high quality of 

care; increasing the productivity, efficiency, effectiveness, and 

the satisfaction of the patient; and ensuring different 

dimensions of quality. Furthermore, quality dimensions can be 

described as the consumer’s evaluation criteria of the 

perceived performance of a service (Ghanem et al., 2015). 

Nurses have more responsibility than physicians in 

this regard, because they are usually in closer contact with 

patients than other health care workers. Thus, nurses are the 

most suitable supporters of their rights. However, good 

practice of patient’s rights can bring about a lot of advantages 

such as increased quality of health care services; decreased 

costs; more prompt recovery; decreased length of stay in 

hospitals; lower risk of irreversible physical and spiritual 

damages; and more importantly, increased dignity of patients 

through informing them about their rights to participate in 

decision making (Masood et al., 2016).  

Compliance is the extent to which certain behavior as 

implementing healthier lifestyles, in accordance with the 

health care provider instructions or health care advice. 

Compliance can be influenced or controlled by a variety of 

factors like culture, economic and social factors, self-efficacy, 

and lack of knowledge or means (Efstathiou et al., 2011). 

Nurse’s compliance defined as the act or process of 

doing what are has been asked or ordered to do the act or 

process of complying (Mosby medical dictionary, 2013). 

Also compliance is considered acting according to certain 

accepted standards. Focused on improving quality of care at 

skilled nursing and long term care facilities, so nurses must 

encourage patients or their families to know their rights. Each 

hospital unit must explain the rights to staff. The staff should 

work diligently to do the best they can to care for their 

patients to improve the quality of care (Ahmed et al., 2010; 

El Sayed et al., 2013). 

Consequently, rights stems from respecting 

individuals in a social context. Patients’ rights are defined on 

the basis of the patients’ satisfaction with the treatment 

process, confidentiality, informed consent, and privacy. The 

World Health Organization (WHO) defines patient’s rights as 

the collection of rights which individuals have in the 

healthcare providing system and which healthcare providers 

are required to observe. Furthermore, WHO emphasizes that 

patients, physicians, and nurses must work in cooperation to 

provide appropriate conditions for supporting patient’s rights. 

Preserving patients’ rights is the responsibility of physicians 

and nurses (Qavam et al., 2017).  

Patient satisfaction defined as the patients’ subjective 

evaluation of their cognitive and emotional reaction as a result 

of the interaction between their expectations regarding the 

ideal nursing care and their perceptions of the actual nursing 

care (Johansson et al., 2002). Patient satisfaction has been 

often defined as the extent of agreement between what a 

patient expects to result or obtain from the healthcare 

experience and the perception of care they actually receive. 

Patient satisfaction is considered as one of the most important 

predictors when measuring health outcomes and quality of 

services provided by any health care facility. It is linked to 

good patient-nurse relationship, and therefore, good 

compliance. Where satisfied patients were found to have a 

better compliance with their plans of treatment (Awad et al., 

2017). 

In health care, patient satisfaction is how much the 

individual regards the health care service or the manner in 

which it is delivered by the provider as useful, effective, and 

beneficial. Patients’ satisfaction is related to the degree to 

which general health care needs and condition-specific needs 

are met. Evaluating whatever degree patients are satisfied with 

health services is clinically significant, as satisfied patients are 

more likely to comply with treatment and be active in their 

own care (Pulia, 2011). 

 

Significance of the study: 

Egypt is one of the countries advocating human 

rights and enhancing the fundamental freedoms of the human 

person. Consequently, many organizations related to health in 

Egypt, such as medical and nursing faculties and hospitals are 

working on the adoption of the quality assurance and 

accreditation system, this has a great effect in emphasizing the 

implementation of patients’ rights, because patients’ right is 

one of eight categories that the final accreditation is based on.  

Through my work as a Nursing inspector at 

Directorate of health and Population, and my volunteer work 

as CAP of Minia Nursing Syndicate it was observed that many 

of staff nurses not compliance toward patients' rights. This 

affects negatively on quality of patient care and patient 

satisfaction. So the investigator introducing this study about 

nursing compliance toward patient rights and its relation to 

patient satisfaction because it is vital to the nursing practices. 

According to a study done by Sheikhtaheri et al., 

(2016), to determine the nurses' awareness of the patients' 

rights and measure their performance Tehran, Iran reported 

that nurses' knowledge of the patients’ rights was acceptable.  

In Egypt study done by Ahmed et al., (2010) 

demonstrated  that more than half of patients (55.56% & 

52.22%) had a high level of awareness regarding to ”privacy” 

and ”considerate and respectful care” respectively, while, the 

majority (17.77%) of patients were un aware of their rights to 

decide to participate in research studies, 21.11% & 44.44% of 

patients` had strongly satisfied & satisfied toward 

confidentiality as patient`s right respectively, while 91.11% 

&78.89 of them was unsatisfied regarding their rights to 

”privacy” and ”being informed about other hospitals and other 

health care providers” respectively. Also, majority of patients` 

were unsatisfied related to the considerate and respectful care 

and response to request, while concerning the item ” review 

the records” all patients were unsatisfied. 

 

Aim of the Study: 

The aim of the current study is to assess nurses’ 

compliance toward patients' rights and its relation to patients’ 

satisfaction. 

 

Research Questions: 

1. What is the level of nurse’s compliance toward 

patients' rights in Minia General Hospital and Minia 

University Hospital? 

2. What is the level of patients’ satisfaction in Minia 

General Hospital and Minia University Hospital? 

3. Is there a relation between nurses’ compliance 

toward patients' rights and patients’ satisfaction 

Minia General Hospital and Minia University 

Hospital? 

 



Minia Scientific Nursing Journal (Print) (ISSN 2537-012X) Vol. (7) No. (1) June 2020 

P a g e  | 46  Entesar R., et al 

Subjects and Methods 

Research design:  
Descriptive comparative research design was utilized 

to fulfill the aim of this study .  

 

Setting:  
The study was conducted in Coronary Care Unit 

(CCU) at Minia General Hospital and Minia University 

Hospital in Minia city, Egypt. 

 

Subjects  

Sample type: 

 Convenience sample of patients admitted to CCU at 

Minia General Hospital and Minia University 

Hospital and all staff nurses who working in CCU 

during the period of data collection. 

 

Sample size: 

The subjects of the study sample included a 

convenience sample of patients total number (n=110) patient 

admitted to hospitals, with (n = 55) patient from each hospital 

and all staff nurses who working in CCU during the period of 

data collection. Their total numbers were (55) nurses, one 

nurse wasn't participating in the study from Minia General 

Hospital due to laying vacation. So actual number of nurses 

participates in this study were (54) nurse  

 

Data Collection Tools:  

Data was collected through the utilization of two 

tools as follows: 

Tool (1): Nurses’ compliance to the patient’s rights 

questionnaire 

It was included two parts as follows:  

 Part I: Socio - demographic Data: It was used to 

collect data about nurses and encompass item such as 

age, gender, residences, marital status, educational 

level, years of experience and place of work. 

 Part II:   Nurses’ compliance to the patient’s 

rights questionnaire. This tool developed by 

Ahmed, et al., (2010) and was adopted and modified 

by the researcher (modification such as use of" not 

done = 0, done incompletely= 1, and done 

completely= 2" instead of likret scale) to assess level 

of nurses’ compliance to patient rights. It consisting 

of 55 items divided to 12 dimensions as follow: 

Dimensions 

 

No of 

items 

The right to consideration and respectful care 7 

The right to be informed about diagnosis, treatment and 
prognosis 

7 

the right to make decisions about the plan of care and refuse 

treatment 

8 

The right to have an advance directive concerning  treatment 5 

The right to consideration of privacy  5 

The right to confidentiality 4 

The right to review the records and to have information  1 

The right to make reasonable responses to the request for 

medical care and services  

4 

The right to be informed about relationships among the 

hospital, other healthcare providers or payers that may 

influence the patient treatment and care  

1 

The right to consent or decline to participate in proposed 

research studies  

3 

The right to expect reasonable continuity of care  5 

The right to be informed of hospital, policies and practices 
that relate to patient care, treatment and responsibilities  

5 

The items measured by observational sheet using 

three scales ranged as not done = 0, done incompletely= 1, 

and done completely= 2. The scoring system was ranged from 

0 to 110.  

 

Tool (2): Patient Satisfaction Scale: It included two parts 

 Part I:  Patient personal data developed 

by the researcher: It was used to collect 

data about patients. It included five items 

related to gender, age, level of education, 

length of stay, and place. 

 Part II:  Patient Satisfaction Scale: This 

scale was developed by  ( Grogan, et al., 

(1995) to measure the level of patient 

satisfaction and was translated into Arabic 

by the researcher. It contains of 14 items 

with 2 scales ranged as unsatisfied = 1, and 

satisfied = 2. The scoring system was range 

from 14 to 28. Higher scores indicate 

greater satisfaction with nursing care 

services, while lower scores indicate less 

satisfaction. 

 

Validity of the tool: 

The tools were tested for the face validity by a jury of 

five experts in the field of Nursing Administration and 

necessary modifications were done. The jury composed of two 

Assistant Professors from Faculty of Nursing, Minia 

University and three Assistant Professors from Faculty of 

Nursing, Assuit University. Each of the expert panel was 

asked to examine the instrument for content coverage, clarity, 

wording, length, format and overall appearance. 

 

Reliability of the tool: 

Reliability of the tools was performed to confirm 

consistency of tool. The internal consistency measured to 

identify the extent to which the items of the tools measure the 

same concept and correlate with each other. Internal 

consistency of the tool was assessed with the Cronbach's alpha 

coefficient. Cronbach's alpha coefficient of 0.00 indicates no 

reliability and a coefficient of 1.00 indicates perfect reliability. 

However, a reliability coefficient of 0.70 is acceptable. 

Cronbach’s alpha for reliability testing was performed for 

each tool and the results was as represented in the table. 
Tool  parts Cronbach’s alpha test 

 Nurses’ compliance to the 

patient’s rights questionnaire 
0.927 

 Patient Satisfaction Scale 0.821 

 

Pilot study: 

A pilot study was carried out before starting data 

collection on five nurses and eleven patients (10% of nurses 

and patients) from Minia General Hospital and Minia 

University Hospital. In addition, the pilot study helped the 

researcher experience to estimate the needed time to fill the 

data collection tools. Based on the results of the pilot study, 

tools not needed any modifications; so that the five nurses and 

patients who shared in the pilot study were included in the 

actual study.. 

 

Data collection procedure: 

 Permission was obtained to collect the data after the 

researcher explain the importance and purpose of the 

study. 
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 Oral consent obtained from all participants after 

explaining the nature and purpose of the study. 

 The data were collected over a six months' period 

from the beginning of February 2019 to beginning of 

August 2019. 

 The researcher scheduled the visit to each hospital to 

collect data. 

 The sheets were given individually to each patient 

and observe each nurse individually, they were given 

a period of time to respond it. The data were received 

according to each individual time. The sheet of 

patient fill through about 15 minutes at rate of 3 to 5 

patients/ week and the observation of each nurse take 

three times in the different shifts at rate of 3 to 5 

nurses/ week. 

 A review of the related literature which covering 

various aspects of the problem was done, using 

different books, journals and web sites, to get 

acquainted with the research problem and to 

implement the study.  

 

Administrative Design:  

1. A written initial approval was obtained from the research 

ethics committee of the Faculty of Nursing, Minia 

University.  

2. Permission to conduct the study was obtained from the 

Dean of the Faculty of Nursing, Minia University. 

3. Permission to conduct the study was obtained from 

directors of the hospitals. 

4. Permission to conduct the study was obtained from head of 

CCU department 

 

Ethical Consideration: 

 An official letter was granted from the research 

ethics committee of the Faculty of Nursing, Minia 

University.  

 The nursing staff members and the patients were 

informed that their participation in the study was 

completely voluntary and there was no harm if they 

not participated in the study.  

 Explanation about the study was done to all 

participants included the aim of the study and the 

potential benefits,  

 The participants were informed about the withdrawal 

procedures if they decided to leave the study at any 

time before, during, and or after the completion of 

data collection,  

 Confidentiality of data, privacy, identity, voluntary 

participation and right to refuse to participate in the 

study were emphasized to subjects 

 

Statistical Analysis 

The data obtained from the study tools were 

categorized, tabulated, analyzed and data entry was performed 

using the SPSS software (statistical package for social 

sciences version (22.0).  Descriptive statistics were applied 

(e.g. mean, standard deviation, frequency and percentage). 

Tests of significance were performed to test the study 

hypotheses (i.e. t- test, and ANOVA test).  Pearson's 

correlation coefficient was applied between quantitative 

variables. A significant level value was considered when 

p<0.05. 

 

Results 

Table (1) Distribution of the staff nurses personal data characteristics (n=54). 

Characteristics 

Minia University Hospital 

N=27 
Minia General Hospital N=27 

(N) (%)          (N) (%) 

Age 

20-30 year 25 92.6 16 59.3 

31-41 year 2 7.4 6 22.2 

42-52 year 0 0 5 18.5 

Mean+SD 25.5+4.06 31.4+9.47 

Marital status 

Single  13 48.1 6 22.2 

Married 14 51.9 21 77.8 

Experience 

1-10 19 70.4 27 100 

11-21 6 22.2 0 0 

<22 2 7.4 0 0 

 

 

 
 

Figure (1) distribution of staff nurses according to 

gender (n=54) 

Figure (2) distribution of staff nurses according to 

residence (n=54) 
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Figure (3) distribution of staff nurses according to qualification (n=54) 

Table (1) and figures (1, 2 & 3) show that regarding Minia university hospital, the majority of the sample (92.9%) are in 

age group ranged between 20-30 years with Mean score (25.5 ± 4.06); more than half (51.9%) of them are married; more than two 

thirds (70.4%) of them have 1-10 years of experience; about two thirds (66.7%)  of them are males; more than two thirds (70.4%) of 

them from rural; also the majority (88.9%) of them have baccalaureate degree of nursing.  

As regards to Minia General Hospital, notes that more than half of nurses (59.3%) are in age group ranged between 20-30 

years with Mean score (31.4±9.47); more than two thirds (77.8%)  of them are married; all of the sample (100%) have 1-10 years of 

experience; also the majority (88.9%)  of them are females; more than half (51.9%) of them from rural; and less than half (44.4%) of 

them have technical degree of nursing.  

 

Table (2) distribution of the patient personal data characteristics (n=110). 
Characteristics Minia University hospital Minia General hospital 

(N) (%)          (N) (%) 

Age 

34-44 yrs 10 18.2 1 1.8 

45-55 yrs 27 49.1 27 49.1 

56-66 yrs. 15 27.3 14 25.5 

<  67year 3 5.5 13 23.6 

Mean+SD 51.78+9.02 56.33+9.28 

Length of stay 

1-3days 16 29.1 
4 7.3 

4-6days 29 52.7 
31 56.4 

7-10days 10 18.2 
20 36.4 

 

 
 

Figure (4) distribution of patients according to gender (n=110) Figure (5) distribution of staff nurses according to educational level (n=110) 

 

Table (2) and figures (4 & 5) show that regarding Minia university hospital, about half of the sample (49.1%) are in age 

group ranged between 45-55 years with Mean score (51.78±9.02); more than half (52.7%) of them are stay in the hospital from (4 to 

6) days; more than two thirds (67.3%) of them are males; also less than half (47.3%) of them have secondary degree of education.  

As regards to Minia General Hospital, notes that about half of the sample (49.1%) are in age group ranged between 45-55 

years with Mean score (56.33±9.28); more than half (56.4%) of them are stay in the hospital from (4 to 6) days; less than two thirds 

(60%) of them are males; also more than half (56.4%) of them have secondary degree of education.  
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Figure (6) percentage distribution for level of compliance among nurses toward patients' rights at Minia University Hospital 

(N-27) 

Figure (6) shows that, more than half  of Minia University Hospital staff nurses have high level of compliance toward  

patients' rights  as  (51.9%), less than half of the sample have moderate level of compliance toward  patients' rights  as  (48.1%), also 

none of them have low level of compliance toward  patients' rights  in the three times observation 

 
Figure (7)  

Percentage distribution for level of compliance among nurses toward patients' rights at Minia General Hospital (N-27) 

Figure (7) shows that, staff nurses have low level of compliance toward patients' rights in the first, second, and third 

observation as (25.9%, 55.6% and 59.3%) respectively,  also more than one third to less than two thirds of them have moderate level 

of compliance toward  patients' rights in the first, second, and third observation  as  (63%, 44.4% and 37%) respectively, but the 

lowest percent of them have high level of compliance toward  patients' rights  in in the first, second, and third observation as (11.1%, 

0.0% and 3.7%) respectively 
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Table (3) Comparison between mean scores regarding three times observation among Minia University Hospital   and Minia 

General Hospital staff nurses’ compliance dimensions toward patients' rights (N=54) 
 

Nurses compliance 

dimensions toward patients' 

rights  

1st  observation 

2nd  observation 

3rd  observation 

MUH MGH 

t- test P value 

MUH MGH 
t- 

test 
P value 

MUH MGH 

t- test P value 

Mean +SD Mean +SD Mean 

+SD 

Mean +SD Mean +SD Mean +SD 

1) The right to 

Consideration and 

respectful care 

12.55+1.64 10.22+2.17 4.44 .000** 12.62+1.9 10.18+2.9 3.55 .001* 12.11+2.0 11.14+2.6 1.49 .140 NS 

2) The right to be 

informed about 

diagnosis, treatment 

and prognosis 

8.62+3.43 6.77+2.69 2.20 .032* 9.77+3.57 6.29+3.26 3.73 .000** 8.96+3.86 6.40+3.61 2.50 .015* 

3) The right to make 

decisions about the plan 

of care and refuse 

treatment 

 

8.81+2.74 7.48+6.22 1.01 .313 NS 9.51+2.87 2.51+3.45 8.09 .000** 9.25+3.12 2.74+4.01 6.67 .000** 

4) The right to have an 

advance directive 

concerning  treatment 

7.07+2.05 4.92+1.68 4.19 .000** 7.29+2.28 3.44+1.94 6.66 .000** 7.44+2.01 3.55+2.20 6.77 .000** 

5) The right to 

consideration of 

privacy 

7.74+2.08 4.51+2.66 4.94 .000** 7.88+2.06 4.85+1.71 4.63 .000** 7.96+2.31 4.29+3.16 4.86 .000** 

6) The right to 

confidentiality 
4.85+1.93 2.59+2.13 4.07 .000** 5.00+1.73 1.11+1.80 8.07 .000** 4.48+1.60 1.25+1.85 6.83 .000** 

7) The right to review 

records and to have the 

information 

1.48+0.579 0.703+0.608 4.80 .000** 1.25+0.14

7 
0.296+0.465 5.59 .000** 1.37+0.741 0.370+0.564 5.57 .000** 

8) The right to make 

reasonable responses to 

the request for medical 

care and services 

6.29+1.53 3.18+1.84 6.73 .000** 6.66+1.56 1.55+1.80 11.1 .000** 6.85+1.16 1.70+2.01 11.5 .000** 

9) The right to be 

informed about 

relationships between 

hospital, other health 

care providers or payers 

that may influence the 

patient treatment and 

care 

1.55+0.577 0.925+0.54 4.10 .000** 1.55+0.64 0.481+0.5 6.46 .000** 1.44+0.69 0.518+0.6 5.07 .000** 

10) The right to consent or 

decline to participate in 

proposed research 

studies 

3.03+1.99 2.22+1.92 1.52 
.133 

NS 
3.70+1.97 1.11+1.55 5.35 .000** 3.62+2.13 0.925+0.3 5.30 .000** 

11) The right to expect 

reasonable continuity of 

care 

6.14+2.46 3.77+2.69 3.37 .001** 7.22+2.10 1.55+2.29 9.47 .000** 6.88+2.29 1.70+1.68 7.62 .000** 

12)  The right to be 

informed of hospital, 

policies and practices 

that relate to patient 

care, treatment and 

responsibilities 

6.33+3.77 4.29+3.19 2.14 .037* 6.18+3.53 2.66+2.96 3.96 .000** 6.55+3.50 2.33+2.70 4.96 .000** 

 p≤0.05 (significant)     NS= No Significant difference     * Statistical significant difference    ** highly Statistical significant 

difference    

 MUH: Minia University Hospital                              MGH: Minia General  Hospital   

 

 

Table (3) shows that, there are  statistical significant differences between first observation among Minia University Hospital 

and General Hospital staff nurses in all nurses compliance dimensions toward patients' rights except " the right to make decisions 

about the plan of care and refuse treatment and the right to consent or decline to participate in proposed research studies" with (P 

value= .313 & .133) respectively, there are highly statistically significant differences between second observation at Minia University 

Hospital and Minia General Hospital in the whole dimensions of nurses compliance toward patients' rights with (P value=.000) , and 

there are highly statistically significant differences between third observation at Minia University Hospital and Minia General 

Hospital with (P value =.000) in the whole dimensions of nurses compliance toward patients' rights, except "the right to consideration 

and respectful care" with (P value=.140). 
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Figure (8) Percentage distribution of patients' satisfaction at 

Minia university hospital (N-55) 

Figure (8) shows that, more than half (50.9%) of patient 

at Minia university hospital exhibited the responses toward 

moderate level and low half (43.6%) of them responses toward 

high level of satisfaction. 

 
Figure (9) Percentage distribution of patients' satisfaction at 

Minia general hospital (N-55) 

Figure (9) shows that, the majority (87.3%) of patient at 

Minia general hospital exhibited the responses toward moderate 

level and (12.7%) of them responses toward low level of 

satisfaction 

 

Discussion 

Patient rights have recently become the center of 

national attention in the practice of medicine. Patients' rights 

vary in different countries often depending upon prevailing 

cultural and social norms. Observing patients' rights is the 

most important ethical issue in a hospital which should 

absolutely be considered. Regarding patients’ rights and 

respecting them are two main factors for patients’ care. It is 

important that medical staff pay enough attention to its 

various aspects. Observing patients' rights means the 

accountability of all health care staff to the patients at the time 

of treatment and care giving (Habib & Al-Siber,  2013). 

Promoting patients' rights is a multi-dimensional 

issue and in order to achieve it, comprehensive efforts should 

be done. WHO has offered some strategies such as active 

participation of health care recipients and providers’ policy 

making and extending educational programs for health care 

providers, thus the overall goal of paying attention to patients' 

rights and observing to which degree it is taken in 

consideration by staff nurses help increasing their health care 

performance and quality and this reflected on level of patient 

satisfaction as it is considered a judgment on the quality of 

hospital care. (Arbabisarjou et al., 2016)  

The current study showed, regarding the personal 

data of nurses at Minia University Hospital, the majority of 

them were in age group between 20-30 years with Mean score 

(25.5±4.06); more than half of them were married; concerning 

to years of experience, more than two thirds have 1- 10 years 

of experience; about two thirds of them were males; more than 

two thirds of them from rural; and about qualification, the 

majority of them had baccalaureate degree of nursing. 

Regarding the personal data of nurses at Minia 

General Hospital, more than half of them are in age group 

between 20-30 years with Mean score (31.4±9.47); more than 

two thirds of them were married; concerning to years of 

experience, all of  the sample had 1-10 years of experience; 

also the majority of them were females; more than half of 

them from rural; and about qualification, less than half of them 

had technical degree of nursing. 

Regarding to personal data of patients at Minia 

University Hospital, about half of the sample were in age group 

between 45-55 years with Mean score (51.78±9.02); more than 

half of them staying at the hospital from (4 to 6) days; more 

than two thirds of them were males; also less than half of them 

have secondary degree of education. 

As regards to personal data of patients at Minia 

General Hospital, about half of them are in age group between 

45-55 years with Mean score (56.33±9.28); more than half of 

them staying at the hospital from (4 to 6) days; less than two 

thirds of them were males; also more than half of them had 

secondary degree of education. 

The current study findings showed that, there were a 

statistical significant differences at three time observation 

between Minia university hospital and general hospital staff 

nurses in relation to all dimensions regards nurses compliance 

except the items "The right to make decisions about the plan 

of care and refuse treatment'' and "The right to consent or 

decline to participate in proposed research studies" at 1
st 

time 

observation and for item The right to Consideration and 

respectful care at 3
rd 

time observation with highest mean 

score for Minia university hospital in all dimensions. 

These findings may be regarded to that, from staff 

nurses personal data it is observed that nurses at university 

hospital had bachelor degree in nursing and nowadays ethical 

and legal concepts such as patient rights are included in the 

educational curriculum of the nursing faculty and that may be 

not available at technical institutes. Those staff nurses also 

may have more positive vision toward nursing profession and 

that reflected on their attitude toward patient care and patient 

rights such as protecting the patient privacy during 

examination, treating patient in a respectful manner as human 

being, allow patients to know their name and identity, 

receiving examination and care in time without delay. 

Also, regulations and rules regarding patients' rights 

which are performed more in the university hospitals and who 
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Moderate
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0.00% 
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do not follow these rules is exposed to litigation. The results 

also are probably due to those nurses at university hospitals 

attending courses about patient rights and the hospital interests 

with the patient and their rights. 

This study result were in the same line with the study 

conducted in Saudi Arabia by (Almoajel, 2012) and 

(Mohammed et, al. 2015) at Tanta which found that all nurses 

at teaching hospitals are more aware of the rights of all 

patients. 

This findings also, were consistent with (Ghanem 

et.al, 2015) who showed in their study that the practice of 

patient’s rights in the Alexandria Main University hospital 

were better than that of Matrouh General Hospital. 

On the other hand regarding Minia General Hospital, 

staff nurses had a poor practice related to patient’s rights. Poor 

practice may be attributed to many factors such as lack of 

positive vision in selecting nursing profession, shortage of 

medical and nursing staff, lack of awareness and attitude 

towards patient’s rights, lack of pre-service and in- service 

training programs, unavailability of workshops or training 

seminars, lack of guidance and supervision during practice of 

patient’s rights, and the unavailability of patient’s rights 

policy and procedure. Consequently, these are due to limited 

budgets and inadequate facilities and unsupported 

management. 

These finding was consistent with (Joolaee et al., 

2008 & Joolaee, Hajibabaee, 2012) who published that 

nurses and physicians were ready to exercise patient’s rights, 

but are battling with some factors. 

Also, Gaber, (2013) found that staff nurses at 

general hospitals are less committed to practicing patient 

rights and they also not interested in following rules, 

regulations related to patient rights. 

Furthermore, the study results showed that, the more 

than half of patient at Minia University Hospital exhibited 

moderate level of satisfaction and about 43% exhibited high 

level of satisfaction, on the other hand regarding Minia General 

Hospital, the majority of them exhibited the response toward 

low/ moderate level of satisfaction. 

These results may be regarded to that patient 

satisfaction and perception of quality is assessed by them 

through dimensions of what is personally valued. Patients 

consider that when they are being treated with respect and 

dignity, involved in treatment decisions, treated in a safe 

environment and given enough privacy when treated and so 

on are intangible issues of patient satisfaction. Staff nurses 

demonstration and meeting of patient expectations regarding 

their care results in patient increased level of satisfaction and 

patient feeling understood and accepted as a human being and 

this reflected on hospital reputation and flow by other patients 

and their families. 

Other factors help increasing patient satisfaction in 

MUH may be regarded to lower economic costs of hospital on 

patient, proper communication process during providing or 

receiving information about patient health status and also, 

assessing the patient current level of understanding, presenting 

the patient and families with treatment options and then 

actively know patient preference. 

On the other hand, regarding MGH, patient level of 

satisfaction come with lower level as They claimed there to be 

some obstacles in upholding the patient’s rights in most care 

units, these included socio- economic hardship as well as long 

and hard working hours for the nurses not to mention the 

problems of the work environment and its related mischiefs as 

the main reason for the patient’s rights to be ignored and then 

that affected on patient satisfaction regarding services offered 

by hospital. 

These findings come in the same line with (Abou 

Zeina, et al., 2013 and Elsayed et al, 2013) who mentioned 

in their studies that patients reach to level of satisfaction 

regarding quality of care in any health care facility by 

achieving some expectations regarding his health status and 

his humanity and rights. 

 

Conclusion 
It can be concluded from the current study that:  

 More than half of staff nurses had high level of 

compliance toward patients' rights and low half (43.6%) 

of patients responded toward high level of satisfaction 

at Minia University Hospital.  

 About half of staff nurses on second and third 

observation had low level of compliance toward 

patients' rights and the majority of patient exhibited the 

responses toward moderate level of satisfaction at 

general University Hospital.  

 

Recommendations 

On the light of the results of this study the following 

recommendations will be suggested: 

1- The hospital manager at top level should: 

 Integrate nurses' compliance toward 

patients' rights in the philosophy of the 

hospital through developing a set of policies 

that related to the principles and methods of 

its application.. 

 Support and encourage staff nurses' 

compliance toward patients' rights 

2- The hospital manager at middle level should: 

 Encourage staff nurses' to attend training 

program about patient rights that enhance 

patient satisfaction.  

 Employ a variety of educational materials 

and audiovisual aids when providing 

training program. 

 Increase nurses' awareness toward 

importance of compliance toward patients' 

rights. 

 Provide ongoing evaluation for nurses' 

compliance toward patients' rights. 

3- Fist-line nurse mangers should: 

 Develop supportive working conditions and 

relationship that encourage nurses' 

compliance toward patients' rights. 

 Put and identify the work policies and 

routine in place and allow supervisees to 

know their limitations 

 Use effective leadership, supervision skills 

and meet unit needs as well as support the 

team. 

 Conduct periodic formal and informal 

evaluation of nurses' compliance toward 

patients' rights8 

 

Recommendations for further research studies: 

 A study to investigate factors that affect 

nurses' compliance toward patients' rights. 
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 A study to assess the effect nurses' 

compliance toward patients' rights to 

provide high quality of nursing care and 

their quality of work life for patients. 

 Program about nurses' compliance toward 

patients' rights for staff nurses.  

 Replication of current study in other 

departments and hospitals to get nurses' 

compliance toward patients' rights benefits 

and effectiveness for nurses, organization 

and patients. 

 Include nurses' compliance toward patients' 

rights as a separate program in nursing 

administration courses at nursing colleges. 
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Abstract 

Background: the quality of relationship between supervisors and subordinates and leadership of head nurses played 

an important role in their subordinates such as organizational commitment, job performance and promotions. Aim: the 

aim of this study was to determine relation between leadership styles and behaviors of nurse managers' and 

organizational commitment of staff nurses. Design: Descriptive correlational research design was used to achieve the 

aim of the current study. Setting: the study was conducted in Health Insurance Hospital, Minia governorate at Minia 

city. Subjects: the subject of study was included all nurse managers (head nurses) and staff nurses in Health Insurance 

Hospital (n=255), divided as (17 nurse managers + 238 staff nurses). Tools: three tools were used to collect data 

pertinent to the study as: Leadership Styles Questionnaire (Multifactor Leadership Questionnaire 5X), Leadership 

Behavior, and the Organizational Commitment of the Staff Nurses Questionnaire. Results: The study revealed that 

highest percentage of head nurses had high level for transformational (63%) and transactional style (59.7%); also, 

more than half (58.8%) of head nurses had high level of leadership behaviors and more than one third (39.9%) had 

moderate level. Moreover, it was noted that more than half (57.1%) had high level commitment, and more than one 

third (41.2%) had moderate level. Conclusion: there were positive correlations between leadership style as well as 

leadership behaviors with the organizational commitment. Recommendations: Periodic training courses should be 

provided in order to keep head nurses updating knowledge, skills, and attitudes regarding to leadership skill, behaviors 

and styles. 

Keywords: leadership behaviors, leadership style, organizational commitment, staff nurse, nurse manager 

 

Introduction 

The complex and multi-faceted nature of modern 

healthcare requires nursing leadership professionals who can 

create effective intra-departmental and facility-wide systems 

of healthcare delivery, while leading a productive and efficient 

workforce. This allows for optimal patient care in any medical 

setting, from private hospitals and clinics to large medical 

centers and veteran’s administration hospitals. Nursing 

administration is a broad term that encompasses nursing 

professionals who are knowledgeable of leadership practices 

as they relate to the nursing profession (1). 

Moreover, nursing manager and administrators have 

the responsibility to implement all of the nursing procedures 

in a healthcare environment. While administrators can 

communicate with patients, they will be more than likely 

manage a team of nurses who will work on the front lines 

interacting with the patients who are seen in the facility. As a 

managerial team member in the nursing department, and 

administrator, head nurse should ensure that the department is 

complying with laws and that the department is fully staffed 

(2). 

Therefore, the most significant managerial function 

needed is leadership the dynamic force that stimulates, 

motivates and coordinates an organization. Leadership 

consists of interpersonal influence, exercised in a situation and 

directed by means of the communication process, toward the 

attainment of specific goals; it involves attempts by one 

person to affect the behavior of others in a situation (3).  

Leadership, since its appearance in literature in the 

19th century, has been attributed to quality in education, 

research and management (4). The central theme of leadership 

in health care revolves around the effectiveness of leadership 

in the improvement of the quality of care, client satisfaction, 

patient outcomes and financial performance (5).  Nursing 

requires leaders who are highly creative in their thinking, to 

be able to piece together multiple pieces of seemingly 

unrelated information, and test out new approaches in the 

pursuit of new meaning in support of nursing patient care. It 

will no longer be about the “nursing leader”; rather it will be 

about nursing leaders working with other health-related 

leaders and consumers (6, 7).  

Leadership as a management function is mostly 

related to human resources and social interaction. It is the 

process of influencing a group of people towards achieving 

organizational goals (8). Leadership is the ability of a manager 

to influence, motivate, and enable employees to contribute 

toward organizational success (9). 

Nurse managers as first-line leaders (head nurses) 

have a responsibility to induce changes in the clinical 

environment. Recently, this responsibility of nurse managers 

has become more important than ever due to demands for 

rationalization, cost cuttings, advancements in medical 

technology, and reduced lengths of hospital stay (10). 

Moreover, managers can utilize various leadership styles to 

lead and direct their employees including autocratic, 

bureaucratic, laissez-faire, charismatic, democratic, 

participative, transactional, and transformational leadership 

styles. There is no universal leadership style different 

leadership styles are needed for different situations. Effective 

leader must know when to exhibit a particular approach (11). 

Furthermore, the efficient use of leadership styles is 

an essential ingredient of good leadership skills. Leadership 

styles are the various combinations of tasks and behaviors 

which motivate people towards the achievement of set goals. 

A critical leadership skill is the use of different leadership 

styles (12). Leadership styles are a combination of tasks and 

transaction behaviors that influence people in achieving goals 

(13). 

For the past three decades, a pair of predominant 

leadership styles (transactional and transformational 

leadership) has received a significant amount of attention. 

Transformational leadership is a process in which “leaders and 
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followers raise one another to higher levels of motivation and 

morality” (14). By implementing transformational leadership 

styles, subordinates feel empowered leading to organizational 

commitment and solving the employee morale problems 

which in turn lead to job satisfaction (15). 

Transactional leadership starts with the idea that 

employees agree to obey their leader totally when they accept 

a job. The “transaction” is usually the organization paying the 

team members in return for their effort and compliance. The 

leader has a right to “punish”. The leader could give team 

members some control of their income/reward by using 

incentives that encourage even higher standards or greater 

productivity. Alternatively, a transactional leader could 

practice “management by exception” – rather than rewarding 

better work, the leader could take corrective action if the 

required standards are not met (16). 

The laissez-faire leadership style is also known as the 

"hands-off'' style. It is one in which the manager provides little 

or no direction and gives employees as much freedom as 

possible. All authority or power is given to the employees and 

they must determine goals, make decisions, and resolve 

problems on their own (17). 

So the efficient use of leadership styles is an essential 

ingredient of good leadership skills. Leadership styles are the 

various combinations of tasks and behaviors which motivate 

people towards the achievement of set goals. A critical 

leadership skill is the use of different leadership styles. 

Leadership styles are a combination of tasks and transaction 

behaviors that influence people in achieving goals (18). 

The success or failure of proper organizations, 

nations and other social units has been largely credited to the 

nature of their leaders and manager leadership style (19). 

Moreover, as explained in manufacturing companies, 

leadership is really a process for impacting on others 

commitment toward recognizing their full potential in 

achieving goals, vision with passion and integrity (20). 

Organizational commitment is a common 

phenomenon which has been extensively addressed by many 

researchers worldwide due to its importance to the 

organization (21). In the meantime, over the past two decades, 

organizational commitment was the dominant job attitude that 

has been the center of researchers' attention (22). Today, 

healthcare organizations are challenged by the lack of 

commitment from nurses and doctors due to their choices to 

leave the organization (23).  

Commitment is defined as the psychological bond 

that is characterized by the members’ feeling of attachment, 

obligation, and loyalty to a given organization. Commitment 

also describes the level of employees’ acceptance of the 

organization’s goals and the willingness they have to work 

towards these goals (23, 24).  

Organizational commitment shows the psychological 

attachment of an employee to the organization (25). 

According to Meyer and colleagues (2002) there are three 

types of organizational commitment: affective, continuance 

and normative commitment. Affective commitment relates to 

an employee’s emotional attachment to the organization and 

its goals. Continuance commitment shows cognitive 

attachment between an employee and his or her organization 

because of the costs associated with leaving the organization. 

Finally, normative commitment refers to typical feelings of 

obligation to remain with an organization (26). 

Thus, leadership of managers plays a critical role in 

employees ‘job satisfaction and commitment (27, 28). The 

achievement of organizational goals largely depends on 

managers and their leadership behavior and styles. The use of 

a particular leadership behavior by manager affects both job 

satisfaction and productivity and commitment of the 

employees (29).   

 

Significance of the study 

Manger function as a leader and act on cement 

commitment of staff in the future, nurses' manger can set an 

example by personally welcoming whoever walks through the 

door or asks about joining the organization or initiative.  Ask 

questions and get nurses know, and make them feel 

valued.  That not only gives people a good feeling about the 

effort and encourages them to become involved, but it also 

provides the basis for developing a relationship that helps 

nurse manger function as a leader and acts to cement 

commitment in the future (30). 

Nurses today work in an environment that overflows 

with unique challenges and opportunities, yet they tend to be 

over-controlled but grossly uninspired. There is an increasing 

need for leadership that inspires followers to aspire for a 

common greater good in a supportive environment is provided 

by leadership style (31).  The role of leadership is to 

ultimately accomplish outcomes for organizations through 

influencing others (31).  

Moreover, during my work in Health Insurance 

Hospital, it was observed that some nurses in hospital have 

negative commitment to their units, and desires to leave work. 

And by the speaking with nurses, they expressed the negative 

feeling from their manger; due to their manger leadership 

style, and behaviors when deal with them. Thus, it is crucial to 

determine the relation between leadership styles and behaviors 

of nurse managers which can play an instrumental role in 

promoting organizational commitment of nurses working in 

health care settings. 

 

Aim of the study 
The aim of the current study is to investigate or to 

determine relation between leadership styles and behaviors of 

nurse managers and organizational commitment of staff 

nurses 

 

Research questions 
- Is there a relation between leadership styles of nurse 

managers and organizational commitment of staff 

nurses? 

- Is there a relation between leadership behaviors of 

nurse managers and organizational commitment of 

staff nurses?  

- Is there a relation between leadership behaviors and 

leadership styles among head nurses? 

 

Subjects and methods 

Research design: 

Descriptive correlational research design was used to 

achieve the aim of the current study. 

 

Setting: 

The study was conducted in Health Insurance 

Hospital Minia governorate. 

 

Subjects: 
Study subject was included all nurse managers (head 

nurses) and staff nurses in Health Insurance Hospital 
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departments (n=255), divided as (17 nurse managers + 238 

staff nurses) 

 

Data collection tools: 

Data was collected by using three tools as follows: 

Tool (І): Leadership Styles Questionnaire, it was included 

two parts as follows:   

Part 1: Demographic data sheet which was 

attached with tools to get information among nurse mangers. 

It was included: gender, age, residences, years of experience, 

years of experience in current department, unit, and head 

nurse code.  

Part 2: Multifactor Leadership Questionnaire 5X:  

 This tool developed by Bass & Avolio (2004)
 (32)

 

and was adopted to measure the nurse managers' leadership 

styles and translated into Arabic. It was consisting of 

transformational, transactional, and laissez-faire leadership 

styles with nine subscales as: five subscales for 

transformational (Idealized Influence (attribute), Idealized 

Influence (behavior), Inspirational Motivation, Intellectual 

Stimulation, and Individualized Consideration), three 

subscales for transactional (Contingent Reward, Management-

by-Exception- active, and Management-by-Exception- 

passive) and one Laissez Faire.    

Participants were asked to judge the extent to which 

they view their head nurses engaged in specific behaviors 

measured by the MLQ. The MLQ Form 5X is self-scoring and 

used 27 items to measure the nine subscales (3 items for 

each).  The items was rated using a 5-point Likert scale 

labeled as (0 = not at all, 1 = once in a while, 2 = sometimes, 3 

= fairly often, 4 = frequently, if not always). The scoring 

system was calculated according to the sum of each style 

items. High score was showing high effectiveness of 

leadership style perception while low score was implying low 

effectiveness perception in the scale. 

 

Tool (ІІ) – Leadership Behavior 

This tool developed by Strange & Mumford (2002) 
(33) 

and was adopted by the researcher to assess nurse 

manager’s leadership behaviors, and translated into Arabic. It 

includes 26 items divided to 4 domains as follows: leader’s 

encouragement and support to subordinates (13 items); 

leader’s clarification of vision to his/her subordinates (8 

items); consistency of leader’s behavior with his/her vision (5 

items); and leader’s persuasiveness in convincing subordinates 

to accept his/her vision (4 items). Each items was measured 

using five-point Likert scale (1 = strongly disagree, 2= 

disagree, 3 = neutral, 4 = agree, and 5= strongly agree).  

The scoring system was according to the higher score 

of leaders' behaviors domain. The higher score of behavioral 

domain items indicated high level of behavior and low score 

indicated low level on behavioral domain.  

 

Tool (ІІІ) - The Organizational Commitment of the Staff 

Nurses Questionnaire, it was included two parts as follows:   

Part 1: Demographic data sheet was attached with 

tool to get information among staff nurses. It was included: 

gender, age, residences, years of experience, years of 

experience in current department, certificate, and unit. 

Part 2: The Organizational Commitment of the 

Staff Nurses scale 

This tool developed by Meyer et al. (1993) 
(34) 

and was 

adopted by the researcher to assess organizational 

commitment of staff nurse. It included 18 items divided to 3 

factors of organizational commitment (affective, continuance, 

and normative). Each factor included 6 items and was 

measured using five-point Likert scale (1= strongly disagree, 

2= disagree 3= neutral, 4= agree, 5 = strongly agree). Four 

items are negatively worded. The scoring system was ranged 

from 18 to 90, the higher score indicates higher level staff 

nurses commitment to the organization and low score 

indicates low commitment.  

 

Validity of the tools: 

Tools were tested for the content validity by a jury of 

5 experts in the field of Nursing Administration and a 

necessary modification was done. The jury composed of two 

Assistant Professors from Faculty of Nursing, Minia 

University and three Assistant Professors from Faculty of 

Nursing, Assuit University. Each of the expert panel was 

asked to examine the instrument for content coverage, clarity, 

wording, length, format and overall appearance.  

 

Reliability of the tools 

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 measure the 

same concept and correlate with each other by Cronbach’s 

alpha test; the reliability of the tools were leadership styles 

(α=0.889), leadership behavior (α=0.874), and organizational 

commitment (α=0.791).  

 

Pilot study: 

A pilot study was conducted on 10% of participants 

as (2) of head nurse and (24) of staff nurse to ascertain the 

clarity, comprehensiveness and applicability of the tools as 

well as to estimate the appropriate time required to fill the 

questionnaire. Based on pilot study there was no modification 

done, and it was added to final results. 

 

Study procedure:         

 Written approvals were obtained from 

administrative authorities (Faculty dean, Vice 

dean for teaching and student affairs, Director of 

Health Insurance Hospital, Nursing Director of 

Health Insurance Hospital, and head of 

departments of the Health Insurance Hospital) 

after explaining the purpose of the study. 

 The questionnaires were distributed to all the 

participants after explaining the purpose and 

process of data collection. Questionnaires were 

directly administered and supervised by the 

researcher with the assistance of head nurse for 

each department.  

 Participants were given from 15 minute to 30 

minute to answer the questionnaires. They were 

allowed to discuss with researcher any item that 

needs more clarification.   

 The data collection was performed all head 

nurses and staff nurses of health insurance 

hospital during the period of 6 months from the 

beginning of September 2018 to February 2019.   

 

Ethical consideration: 

a) An oral consent was obtained from participants to 

collect the study data before data collection. After 

explanation of the purpose of the study, the privacy 
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and confidentiality of the answers were guaranteed 

by the researcher.  

b) Each assessment sheet was coded and participants' 

names not appeared on the sheets for the purpose of 

anonymity and confidentiality.  

c) The participants were informed that their 

participation in the study was completely voluntary 

and there was no harm if they not participate in the 

study. 

 

Statistical analysis: 

Data entry was done using compatible personal 

computer. Statistical analysis done by using statistical package 

of social science (SPSS) version 25 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.  

 

Results: 

Table (1) Distribution of the personal data regarding to head nurses and staff nurses  

Personal data 

Participants 

Head nurses (n=17) Staff nurses  (n=238) 

No % No % 

Age  

 20-30  year 10 58.8 167 70.2 

 31-40 year 7 41.2 47 19.7 

 > 41 year 0 0 24 10.1 

Sex 

 Female  17 100 187 78.6 

 Male  0 0 51 19.7 

Years of experience 

 1-10 13 76.5 168 70.6 

 11-20 4 23.5 43 18.1 

 <21 - - 27 11.3 

Experience in current job 

 1-10 14 82.4 203 85.3 

 11-20 3 17.6 31 13 

 <21 0 0 4 1.7 

Residence  

 Rural  1 5.9 156 65.5 

 Urban  16 84.1 82 34.5 

Table (1): shows that more than half (58.8%) of head nurses age ranged from (20-30) years old. In relation to gender, all of 

them (100%) were females. Concerning to years of experience, more than three quarter (76.5%) had (1-10) years of experience; in 

relation to years of experience in the current job the majority of them (82.4%) had (1-10) years of experience. As regard to residence, 

the majority of them (84.1%) lived in urban areas.  

Regarding personal data of staff nurses shows that less than three quarter (70.2%) of staff nurses age ranged from (20-30) 

years old with mean age (28.6+7.03). In relation to gender, more than three quarter of them (78.6%) were females. Concerning to 

years of experience, more than two third (70.6%) had (1-10) experience years, and in relation to years of experience in the current job 

the majority of the sample (85.3%) had (1-10) experience years. As regard to residence, about two third of them (65.5%) were lived in 

rural areas. 

 

Table (2) Frequency distribution by percentage of staff nurses perception regarding their head nurses leadership style  

 

Leadership styles 

Staff nurses perception regarding their head nurses leadership style 

(N=238) 

Low Moderate High 

N % N % N % 

 Idealized Influence (attribute) 26 10.9 71 29.8 141 59.2 

 Idealized Influence (behavior) 19 8 66 27.7 153 64.3 

 Inspirational Motivation 7 2.9 79 33.2 152 63.9 

 Intellectual Stimulation 9 3.8 80 33.6 149 62.6 

 Individualized  consideration 11 4.6 76 31.9 151 63.4 

Transformational leadership style 3 1.33 85 35.7 150 63 

 Contingent reward 7 2.9 86 36.1 145 60.9 

 Management-by-Exception- active 7 2.9 59 24.8 172 72.3 

 Management-by-Exception- passive 66 27.7 37 15.5 135 56.7 

Transactional leadership style 4 1.7 92 38.7 142 59.7 

Lassie fair- style 201 84.5 18 7.6 19 8 

Table (2) shows that highest percentage of the staff nurses perceived their head nurses had high level for transformational 

leadership style (63%) and its subscales (59.2%, 64.3%, 63.9%, 62.6%, and 63.4% respectively) as well as had high level for 

transactional leadership style (59.7%) and its subscales (60.9%, 72.3%, and 56.7% respectively); except the majority of the staff 

nurses perceived their head nurses had low level to lassie faire style (84.5%).  
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Table (3) Frequency distribution by percentage of head nurses perception regarding their leadership behavior  

Leadership behavior dimensions  

Head nurses leadership behavior (N=17) 

Low Moderate High 

N % N % N % 

Leader’s encouragement and supportive to subordinates 4 1.7 92 38.7 142 59.7 

Leader giving subordinate her/his clear vision 49 20.7 52 21.9 136 57.4 

Leader’s behavior is consistent with her/his vision 10 4.2 46 19.3 182 76.5 

Leader is persuasive in convincing subordinates to 

acknowledging her/his vision 
51 21.4 47 19.7 140 58.8 

Total of leadership behavior 3 1.3 95 39.9 140 58.8 

Table (3) shows that the highest percentage staff nurses perceived their head nurses had high level to all dimensions of 

leadership behaviors (59.7%, 57.4%, 76.5, and 58.8% respectively). Regarding total score of leadership behaviors, it was noted that 

more than half (58.8%) of staff nurses perceived their head nurses had high level of leadership behaviors and more than one third 

(39.9%) had moderate level.  

 

Table (4) analysis of variance among head nurses and staff nurses regarding to leadership styles and leadership behaviors 

dimensions (n=255) 

Variables 

Staff nurses  

N=238 

Head nurses 

N=17 Z-test P 

Mean+ SD Mean+ SD 

Transformational leadership 41.8+1.07 43.8+7.64 0.751 0.454 

Transactional leadership style 24.3+7.20 26.2+4.52 1.06 0.290 

Lassie-faire  2.12+2.80 1.41+1.97 1.02 0.308 

Leadership behaviors 102.4+14.4 96.3+20.7 1.20 0.321 

Table (4) shows that there are no statistical significance differences between head nurses perception to themselves about 

leadership styles and leadership behaviors; and staff nurses perception about their head nurses leadership styles and behaviors.  

 

Table (5) Frequency distribution by percentage of staff nurses perception regarding organization commitment and its 

dimension 

Organization commitment 

Staff nurses commitment perception (N=238)  

Low Moderate High 

N % N % N % 

 Affective Commitment 10 4.2 116 48.7 112 47.1 

 Continuance Commitment 8 3.4 62 26.1 168 70.6 

 Normative Commitment 5 2.1 66 27.7 167 70.2 

Total organizational commitment 4 1.7 98 41.2 136 57.1 

 Table (5) shows that the near the half (48.7%) of staff nurses had moderate level regarding affective commitment; while 

more than two third (70.6%, and 70.2%) had high level regarding continuance commitment and normative commitment. Regarding 

the total score of organizational commitment, it was noted that more than half (57.1%) had high level commitment and more than one 

third had (41.2%) moderate level   

 

Table (6) correlations between leadership styles, leadership behavior and organizational commitment  
organizational 

Commitment 

Leader 

behavior 

Lassie-

fair 

Transactional 

leadership 

Transformational 

leadership 

Variable 

0.302** 

0.000 

0.672** 

0.000 

.051- 

0.435 

0.921** 

0.000 

1 R 

P 

Transformational 

leadership 

0.529** 

0.000 

0.666** 

0.000 

0.53 

0.418 

1 - R 

P 

Transactional 

leadership 

0.067- 

0.304 

0.008- 

0.903 

1 - - R 

P 

Lassie=fair 

.375** 

.000 

1 - - - R 

P 

Leaders behavior 

1 - - - - R 

P 
Commitment 

Table (6) there are positive correlations between transformational with transactional (r= 0.922, p=0.00); with leadership 

behavior (r=0.672, p=0.000) and with organizational commitment (r=0.302, p=0.000); also, there are positive correlations between 

transactional leadership style with leadership behavior (r=0.666, p=0.000) and with organizational commitment (r= 0.529, p=0.000); 

while no correlation between lassie-faire style and other styles as well as leadership behavior and organizational commitment.     

 

Discussion: 

Nurses working in any healthcare sector represent the 

most viable asset that contributes to building a reputation for 

health institutions and the abundance and flow for patients 

seeking better health services, but the behaviors of nurses 

toward organizations as satisfaction, commitment, and 

decision to stay or to leave the institutions may or may not be 

affected by organizational design dimensions (structure and 

culture). The staff nurses may be affected by their managers as 

head nurses skills and behaviors such as conflict management 

skills, decision making skills and styles, motivation and 

leadership style and behaviors (31-32).  

Also, organizational commitment is an important 

management element that determines nurses' work 

performance, productivity, and impact of organizational 

effectiveness (33-35). Thus, the quality of relationship 

between supervisors and subordinates has been considered as 

fundamental to employees’ behavior; as well the leadership of 

managers as head nurses played an important role in several 

work outcomes of their subordinates such as organizational 

commitment, job performance and promotions (36).  
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Regarding personal data of head nurse; the current 

study displayed that more than half of head nurses age ranged 

from (20-30) years old. In relation to gender, all of them were 

females. Concerning to years of experience, more than three 

quarter had (1-10) years of experience; in relation to years of 

experience in the current job the majority of them had (1-10) 

years of experience. As regard to residence, the majority of 

them lived in urban areas.  

Regarding personal data of staff nurses the current 

study showed that less than three quarter of staff nurses age 

ranged from (20-30) years old with mean age. In relation to 

gender, more than three quarter of them was females. 

Concerning to years of experience, more than two third had 

(1-10) experience years, and in relation to years of experience 

in the current job the majority of the sample had (1-10) 

experience years. As regard to residence, about two third of 

them were lived in rural areas. 

Regarding the leadership style of head nurses as 

perceived by staff nurses; the current study showed that 

highest percentage of the staff nurses perceived their head 

nurses had high level for transformational leadership style 

(63%) and its subscales, as well as had high level for 

transactional leadership style (59.7%) and its subscales; 

except the majority of the staff nurses perceived their head 

nurses had low level to lassie-faire style. This result means 

that the head nurses use the transformational leadership style 

as the most one followed by the transactional style; and they 

less use the lassie-faire style.  

This may be due to the head nurses' abilities and skill 

in order to be a good role model; they try to be positive 

motivators to their staff nurses in order to achieve their unit 

goals and achieve the optimal nursing care to the patients. As 

in the transformational head nurse has been motivated 

followers to perform to their full potential over time by 

influencing a change in perceptions and by providing a sense 

of direction’. A transactional head nurse has to be a good 

leader or manager who functions in a caretaker role and is 

focused on day-to-day operations’ 

These results were congruent with Abdelhafiz et al. 

(2016) 
(37)

 who had a study among staff nurses who working 

in selected hospitals at governmental and private hospital in 

Jordan; and their findings demonstrated that in all 

transformational and transactional leadership sub-scales, staff 

nurses in government hospitals ranked their managers higher 

than nurse managers in private hospitals, with significant 

differences observed between the group means 

This was also, in same line with Elmezin et al. 

(2016) 
(38)

 who showed in their study that nurses favor 

transformational leadership over transactional. Nonetheless, 

neither style is appropriate for inducing nurses' optimal 

performance, as it lacks the desired leader attributes. 

Moreover, leader earns the respect and trust of his/her 

followers, resulting in acceptance of challenging goals. Also, 

the results of Garg and Ramjee (2013) 
(39) 

indicated that 

leadership in the said Parastatal is more transformational than 

transactional.  

In addition this was in line with this Ahmed et al. 

(2019)
 (40) 

 who had a study on staff nurses at Zagazig 

University Hospitals, Egypt; and their results showed that the 

majority (83.9%) of those studied nurses had a positive 

perception of transformational leadership behavior and two 

third (66.4%) had a positive perception of transactional 

leadership behavior.  

Also, Majeed et al. (2017)
 (41)

 conducted a study to 

explore relationship between transformational leadership and 

organizational citizenship behavior, in Malaysia, and they 

found that nurses had a positive perception about 

transformational leadership behavior. Also, the results of El-

Demerdash and Aldeeb (2016)
 (42) 

showed that sixty (60%) 

of head nurses perceived themselves had high 

transformational leadership style. Aboshaiqah et al. (2014) 
(43) 

mentioned that nurses had a perception that their 

supervisors are more frequently using transformation and 

transactional than laissez-faire leadership styles 

Regarding the leadership behavior, the current study 

showed that the highest percentage staff nurses perceived their 

head nurses had high level to all dimensions of leadership 

behaviors (59.7%, 57.4%, 76.5, and 58.8% respectively). 

Regarding total score of leadership behaviors, it was noted 

that more than half of staff nurses perceived their head nurses 

had high level of leadership behaviors and more than one third 

had moderate level.  

These results were in same line with Olu-Abiodun 

and Abiodun (2017) 
(44)

 who show the perception of nurses 

about leadership behavior in their respective hospitals. The 

average score for the various items under leadership behavior 

domains ranged between 3.28 and 4.21. The perceptions that 

‘the leader expresses high performance expectations’ (4.21) 

and ‘effective leadership depends on factors that make 

followers open to the leader and his/her vision’ (4.04) had the 

highest mean scores. The lowest mean score was recorded by 

the perception that ‘followers are devoted and unquestioning 

of the leader’.  

Moreover, in the current study; the highest 

percentage of leadership dimensions was for Leader’s 

behavior is consistent with her/his vision, followed by leader’s 

encouragement and supportive to subordinates, then leader is 

persuasive in convincing subordinates to acknowledging 

her/his vision, and then lowest was leader giving subordinate 

her/his clear vision 

These results were approximately in the line with 

Olu-Abiodun and Abiodun (2017) 
(44)

 in which they revealed 

that out of the four domains of leadership behavior that were 

examined, the perception about leader’s clarification of vision 

to his/her subordinates had the lowest mean score (3.50 ± 

0.73). Whereas, the perception of leader’s encouragement and 

support to subordinates had the highest mean score (3.83 ± 

0.61). The perception about the consistency of leader’s 

behavior with his/her vision had a mean score of 3.81 ± 0.65, 

while, the perception about leader’s persuasiveness in 

convincing subordinates to accept his/her vision had a mean 

score of 3.74 ± 0.84. 

This may be due to the transformational style that 

head nurses use in which they provide more support and 

guidance to their subordinates, enhance collaboration, make 

up teams and actively involve others; as well the head nurses 

may influence their subordinates and increase their 

engagement by working together to achieve a vision of a 

preferred future; and this in turn improve their leadership 

behaviors. This was in line with Lin et al. (2015) 
(45)

 who 

mentioned that the nurse leaders who adopt the 

transformational leadership style are likely to be providing 

supervisor support workplace and had more positive 

leadership behaviors.  

The current study showed that near the half of staff 

nurses had moderate level regarding affective commitment; 

while more than two third had high level regarding 
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continuance commitment and normative commitment; this 

means that the continuance commitment was the highest one 

followed by normative and least score was for affective 

commitment. This result may be due the staff nurses had more 

fear to leave their job and be unemployed; the increased 

number of unemployment in Egypt, and the stress and burdens 

of life.  

These results were in line with Dadgar et al. (2013) 
(46)

 at Zahedan University of medical sciences found that the 

highest mean score among participants was in continuance 

commitment and the lowest was in affective commitment. 

While Alammar et al. (2016) 
(47) 

results were not consistent 

with these result in which the coefficients were the highest for 

the affective commitment and this implying that affective 

commitment is the strongest predictor in their study.    

 Regarding the total score of organizational 

commitment in the current study, it was noted that more than 

half (57.1%) had high level commitment, and more than one 

third (41.2%) had moderate level. This mean that the staff 

nurses had moderate to high level of organizational 

commitment and this may be due in Egypt once a one had a 

job in a governmental organization he/she usually remains in 

it for life because of its benefits, as job security in which 

he/she not threatening to lose the job, some financial benefits, 

especially those after retirement. 

These study’s results agreed with Abed and 

Elguindy (2014) 
(48) 

who found that the mean score of staff 

nurses’ organizational commitment was moderate to high, 

which was a good score as it indicated that nurses were 

committed to their hospital and the profession. Also, Lorber 

and Savic (2014) 
(49) 

in Slovenian hospitals found that the 

level of commitment among staff nurses was high to medium. 

These results were in line with Alammar et al. 

(2016) 
(46) 

who had a study about organizational commitment 

among nurses who working at a large tertiary hospital in 

Riyadh, Saudi Arabia and their result represented a relatively 

favorable level of organizational commitment in the 

participants.  

These results were incongruent with Ahmed et al. 

(2017) 
(50)

 who had a study on staff nurses working in selected 

hospital at Beni- Suef city, Egypt; and displayed in their study 

that the total means score of organizational commitment was 

moderate, which means that nurses had a moderate level of 

organizational commitment to their hospital. The mean score 

of affective commitment and continuance commitment was 

also moderate, meaning that nurses had a moderate level of 

both types of commitment. The mean score of normative 

commitment was low, which means that nurses had a low 

level of normative commitment. This means that the degree of 

staff nurses’ commitment to their hospital is quite moderate.  

In addition these results were inconsistent with 

Dorgham (2012) 
(51) 

who found that the studied participants 

had low commitment toward their hospital, as they did not 

feel emotionally attached to their hospital or they felt that the 

hospital did not deserve their loyalty. Also El-Demerdash et 

al. (2013)
 (52) 

reported in their study that three-fourths of staff 

nurses had a moderate level of total organizational 

commitment.  

Also, these results were not consistent with 

Labrague et al (2018) 
(53)

 who had a study on nurses working 

in nine hospitals in the rural areas at the Central Philippines; 

and revealed in their study, that nurses perceived “moderate 

commitment”, with higher scores observed in the “affective 

commitment subscale.” 

The current study revealed that there were positive 

correlations between transformational leadership style with 

(transactional leadership style, leadership behavior, and with 

organizational commitment); also, there were positive 

correlations between transactional leadership style with 

(leadership behavior, and with organizational commitment. 

While no correlation between lassie-faire style and other 

styles as well as leadership behavior and organizational 

commitment. This may be due to the effective characteristics 

of transformational as well as transactional leadership style 

which positively improves head nurses leadership behaviors 

and thus in turn the staff nurses' organizational commitment 

will be improved.  

These results were in line with Çokluk and Yılmaz 

(2010) 
(54)

 who revealed that there was a moderate positive 

relationship between the teachers’ perceptions about 

organizational commitment and supportive leadership 

behavior of school administrators. There was a moderate 

negative relationship between organizational commitment and 

directive leadership behavior of school administrators. Also, 

Anderson (2015) 
(55)

 agreed with the current study results as 

he revealed there was a very strong correlation between 

transactional leadership and transformational leadership 

indicated (.89). 

Furthermore, Garg and Ramjee (2013) 
(39)

 displayed 

that the correlation results suggest that although the 

relationship is not strong, there is a positive relationship 

between the transformational leadership behaviors and 

commitment. This means that leadership behaviors, which 

involve building trust, inspiring a shared vision, encouraging 

creativity and emphasizing development, is somewhat 

positively related to employee commitment. 

Also, Keskes (2014) 
(56)

 mentioned that there is 

substantial evidence that transformational leadership is 

positively related to employee organizational commitment. 

This was demonstrated in numerous studies which have 

applied a direct effect approach to examine the effect of 

transformational leadership on organizational commitment. 

However, the mechanisms by which transformational leaders 

influence their followers have not been studied in a systematic 

manner 

While, these results were not in same line with Lo et 

al. (2010) 
(57)

 who found none of the dimensions of 

transactional leadership styles were found to have significant 

impact on all three components of organizational 

commitment. Generally, the present study has exhibited that 

transformational leaders have a more significant and stronger 

relationship with organizational commitment. Also, this was 

not consistent with Walumbwa and Lawler (2003)
 (58)

 who 

elucidated that leader who exhibit transformational leadership 

styles are more effective in achieving significantly higher 

commitment levels than transactional leaders 

These results indicated that the head nurse who use 

transformational and transactional leadership styles as they 

provide more support, motivate their subordinates, provide 

more shared decision making, provide guidance, and more 

communicators; had more positive high score of leadership 

behaviors which have a direct effect on the their staff nurses 

commitment. This was in line with Lo et al. (2010) 
(57) 

who 

mentioned that the leaders who give advice, support and pay 

attention to the individual needs of followers will enhance the 

level of organizational commitment of the employees  
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Conclusion 

It can be concluded from the current study that the 

highest percentage of the staff nurses perceived their head 

nurses had high level for transformational leadership style and 

its subscales, as well as had high level for transactional 

leadership style and its subscales; except the majority of the 

staff nurses perceived their head nurses had low level to 

lassie-faire style. Regarding the leadership behavior, the 

current study showed that the highest percentage staff nurses 

perceived their head nurses had high level to all dimensions of 

leadership behaviors; as well as it was noted that more than 

half of staff nurses perceived their head nurses had high level 

of leadership behaviors. 

Moreover, near the half of staff nurses had moderate 

level regarding affective commitment; while more than two 

third had high level regarding continuance commitment and 

normative commitment. And it was noted that more than half 

had high level commitment, and more than one third (41.2%) 

had moderate level.  

Furthermore, there were positive correlations 

between transformational leadership style with (transactional 

leadership style, leadership behavior, and with organizational 

commitment); also, there were positive correlations between 

transactional leadership style with (leadership behavior, and 

with organizational commitment. While no correlation 

between lassie-faire style and other styles as well as leadership 

behavior and organizational commitment. 

 

Recommendations: According to the results of the current 

study, the following recommendations are suggested: 

 Emphasis on developing head nurses leadership skill 

using continuous learning program like small group 

discussion.  

 There should be clear policy and regulations in 

organizational systems that will increase 

organizational commitments. 

 The nurse managers and policy makers should 

improve nursing work conditions using the different 

strategies such as; reduce nurse workload through 

appropriate staffing, improve access to information, 

distribute resources fairly, provide professional 

development opportunities, and improve nurses' 

leadership skills such as decision making and 

empowerment.  
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Abstract 

Background: Hearing impairment is a partial or total inability to hear. A deaf person has little to no hearing. Hearing 

loss may occur in one or both ears, it can affect the ability of children to learn spoken language. Aim: The study aimed 

to assess of knowledge and attitudes of caregivers regarding hearing impairment among children at Minia City. Study 

design: A cross sectional descriptive design used to conduct in this study. Subject: Random cluster sample of 268 

caregivers. Setting: This study was carried out at Alamel School for the Deaf and Hearing impairment at Minia city. 

Tools: Two tools was utilized in this study, first tool was an interviewing structured questionnaires sheet was contained 

two parts: Part 1: Socio-demographic characteristics about caregivers and such as  age,  sex  and  residence. Part II: 

Assess caregivers‟ knowledge, about hearing impairment that includes definition, causes, symptoms, consequences and 

management of hearing impairment and second tool  was attitude scale. Results: The results show that 86.5% of 

children suffer from hearing problem less than one year. Regarding knowledge about symptoms & signs, 58% of 

caregivers didn't know about screen test for early detection hearing loss. There is highly statistically significant 

difference as regard the level of caregiver‟s knowledge in relation to residence. There is positive attitude of caregiver 

regarding hearing impaired child can be manageable if helped and supported. Conclusion: More than half of caregiver 

didn't have enough knowledge about hearing impairment. There is highly statistically significant difference as regard 

the level of knowledge of caregiver‟s relation to residence, also there is positive attitude of caregiver regarding 

hearing impaired children. Recommendations: The study recommended providing health education for caregivers 

about hearing impairment among children at Minia city and investigating the effect of caregivers‟ knowledge about 

hearing impairment among children 

Keywords: Knowledge, Attitudes, Caregivers, Hearing Impairment, Children 
 

Introduction 

The senses have a major  impact on the life of all 

organisms. They are responsible for the perception of the 

world around us; they help  shape experiences and affect the 

ability to interact with the surroundings. Generally, life is richer 

with sharp and well- functioning senses, and their function is 

often taken for granted (Ze ng & Djalilian, 2010). Hearing 

loss is the most common sensory defect in humans. According 

to the World Health Organization, over 270 million people 

worldwide have moderate to profound hearing loss, with one 

fourth of these cases beginning in childhood. In most cases, 

hearing loss is a multifactorial disorder caused by both genetic 

and environmental factors (Kim et al., 2010). 

Disabling hearing loss refers to hearing loss greater 

than 40 decibels in the better hearing ear in adults and a 

hearing loss greater than 30decibels in the better hearing ear in 

children. The overall development of a child is determined on 

how healthy a child is. It determines child ability to acquire 

knowledge and skill, though there are various reasons, a child 

is to be labeled as challenged, one of the most important 

reason is disruptive functioning of the five basic senses (to 

see, to hear, to smell, touch and to taste) (Ferrite et al., 2017). 

Deafness is not simply the deprivation of sound. It is 

rather deprivation of language. Even this view is considered to 

be narrow at present. It is now believed that hearing 

impairments of a very mild and episodic kind do much more 

than interfere with what children can hear of the language 

around them. Hearing impairment affects not only the 

language development of the child but also many aspects of 

the child's social, emotional and educational development. 

When there is a more sever sensor neural loss, early social 

interactions between the parents and the child are disrupted. 

These early stages are crucial to later language development 

(Reddy, 2010). 

Permanent childhood hearing impairment is best 

identified through newborn hearing screening programs. Early 

identification and effective management of hearing loss 

optimizes outcomes. It was making sound audible from the 

first months of life through hearing aids. It is possible to 

harness auditory plasticity and maximize lifetime auditory 

potential. Infants with profound hearing loss or auditory 

neuropathy the option of cochlear implantation may give 

improved hearing for speech, typically at around 12 months of 

age. The onus of responsibility for using hearing aids and 

providing a suitable sound environment for the child falls on 

the parents (Marriage et al., 2017). 

The National Dissemination Center for Children with 

Disabilities (NICHCY) explains that hearing loss falls into four 

subcategories: conductive, sensor neural, mixed and central. 

These identify the location in the body in which the hearing 

impairment occurs (Johnson, 2017). Hearing loss is 

categorized as slight, mild, moderate, severe or profound, 

depending on how well an individual can hear the frequencies 

that are commonly associated with speech (Carew et al., 2018). 

Possible causes of congenital hearing loss such as 

infections during pregnancy (German measles, toxoplasmosis 

and cytomegalovirus), ototoxic medication used during 

pregnancy, and disorder of the brain or nervous system. 

Possible causes of acquired hearing loss such as untreated 

middle-ear infections, perforation of the eardrum, and serious 

injury to the head (Meiklejohn et al., 2015). 

Caregivers have a primary role in communicating 

with and offering care to residents of long-term elder care 

facilities. It is therefore important that they have the necessary 

knowledge, attitudes and behaviors to provide quality care to 

http://nichcy.org/disability/specific/hearingloss
http://nichcy.org/disability/specific/hearingloss
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residents, also the decisions taken by them depend on their 

knowledge and attitude. Positive attitudes and interactions 

between caregivers and residents have been reported to 

improve residents‟ quality of life and their psychological and 

social well-being (Sorin-Peters et al., 2010). Attitude means 

manner effective communication despite the loss of normal 

hearing (Cole & Flexer, 2015). 

The community health nurse may assess for the 

presence of a hearing impairment and refer the client for audio 

logical evaluation and treatment. The nurse provides support, 

counseling, and advice on locating affordable resources (e.g., 

funding for a hearing aid that is not covered by Medicare) and 

securing appropriate intervention (Smith, 2013) 

 

Significance of the study 

According to the last update of the WHO, (2017) 

360 million people worldwide, equaling 5% of the world‟s 

population, have a disabling hearing loss (328 million adults 

and 32 million children). Most of these people live in low- 

income and middle- income countries where treatments for 

hearing loss are more  difficult  to obtain and consanguinity 

increases the risk of recessive disease (Mahmoud et al., 2016 

& Diwan, 2017). 

In Egypt, there have been no national surveys on the 

prevalence of hearing  loss and deafness and there are few 

hospita l-based academic studies that give an idea about the 

magnitude of the problem (Cohen, 2014). No conclusive data 

or recommendations could be drawn from such limited studies 

in Egypt, therefore, there is a need to conduct a study on a 

national level (Mahmoud et al., 2016). 

 

Aim of the study 

The aim of this study was to assess of knowledge and 

attitudes of caregivers regarding hearing impairment among children 

at Minia City 

 

Research questions 

 Are there a relationship between caregivers‟  socio-

demographic and their knowledge regarding hearing 

impairment? 

 Are there a relationship between caregivers‟  

knowledge and attitudes regarding hearing 

impairment? 

 

Subject and Methods 

 

Research Design: 

A descriptive design was used to conduct this study. 

 

Setting: 

 This study was conducted at Alamel School for the 

Deaf and Hearing impairment at Minia city beside 

Minia University Hospital. Alamel School is a 

governmental school followed to the Ministry of 

Education. It serves all districts of Minia 

Governorate, student age in entering school from 

6yrs to 12yrs with hearing impairment degree 70db, 

it contains primary school, preparatory school and 

secondary. It contains 75 teachers, 2 social teachers 

and one school Bachelor nurse 

 

 

 

 

Subjects: 

Selected random sample of 226 caregivers were 

recruited,26 of them were in pilot study and were excluded 

from sample .  

  

Inclusion criteria: 

 All caregiver who were cooperative and their deaf 

children. 

  

Exclusion criteria: 

 Caregivers' who were refuse to participate in this 

study. 

 

 Data collection Tools 

 The data were collected using the following tools: 

 

First tool: Interviewing questionnaire, it was containing 

two parts as the following: 

1. Socio demographic data of the caregivers: - 

Caregiver socio demographic question; it  was used to  

assess socio- demographic characteristics it consisted of question 

such as age, sex, education, marital status, occupation…. etc. 

2. Knowledge regarding hearing impairment: 

Knowledge was assessed via 23 questions; it 

was used to assess general knowledge, 

symptoms, diagnosis, risk factors, 

complication, management, prevention and 

treatment. 

 

Second tool: Attitude scale 

It was used to assess caregiver's attitudes regarding 

children with hearing impairment by using attitude scale. It 

was adopted from Oketch (1982) and modified to suit the 

situation in Egypt. It was consist of twenty four items, used to 

find out attitudes of caregivers .it measures feelings, beliefs 

and behavior of caregivers towards children with hearing 

impairment. 

 

Validity of the tool: 

The tool was submitted to a jury of 5 experts in the 

field of community health from faculty of nursing at Minia 

Universities and Ain- shams Universities. Tool content 

validity was done to identify the degree to which tools 

supposed to be measured. The tools were examined for content 

coverage, sequence of items, clarity relevance, applicability, 

wording, length, format, and overall appearance. Some 

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. Internal consistency of the tool 

was assessed with the Cronbach's alpha coefficient. Cronbach's 

alpha coefficient of 0.00 indicates no reliability and a 

coefficient of 1.00 indicates perfect reliability. However, a 

reliability coefficient of 0.70 is acceptable. The internal 

consistency was assessed and showed 84% reliability rate by 

using cronbach‟s Alpha test. 

 

Ethical Consideration 

Permission from ethical committee of the faculty of 

nursing to conducted the study. Approval from the director of 

Alamel School for the Deaf and Hearing impairment was 
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taken. Oral consent was taken to be included in the study 

subject. Before carrying out the study the investigator was 

clarify the aim of the study and its expected outcomes. 

 

Administrative design 

Before starting data collection, two(2) formal letters 

were issued from faculty of nursing, Minia University to 

directorate of education in Minia governorate, then to  the 

director of Alamel School the Deaf and Hearing impairment 

to  gain the administrative approval. The aim and importance of the 

study were explained at first. 

 

The Preparatory Phase: 

A review of the past and  current  local  and  international  

related  literature including book, articles, and magazines was done 

to collect data about knowledge  of hearing   impairment   including   

definition,   causes,    diagnosis,    treatment,    prevention, and attitude 

of caregivers regarding child impairment. 

 

Pilot Study: 

The pilot study was conducted  before  starting  actual  

data  collection.  It  was done on 26 participants (10%) to  

investigate and ensure the feasibility, objectivity, applicability, clarity 

and adequacy of the study tools and to  determine possible 

problems in the methodological approach.  The  results  of  the  pilot  

study  used  to  test  the proposed statistical and data analysis 

methods. The tools were completed without difficulty,  adding  

support  to  the  validity  of  the  instrument.  The  pilot   study  

sample was excluded from the main study sample. The necessary  

correction  and  modification were carried out, also  revealed  that  

the  questionnaire  takes  25  minutes  to  be  filled out by 

investigator. 

 

Field Work: 

Data were collected within three months from 

beginning of October to end of the December 2018, six 

sheet/day and two days/week at official school time from 

8Am: 12Pm. The investigator met participants and they were 

interviewed in their schools at times that were convenient for 

them. The time spent to fill the questionnaire ranged between 

25 minutes according to the needed explanation. Measures 

were taken to protect ethical rights of participant. 

  

Statistical Design: 

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. Inferential statistical tests of 

significance such as chi squared, Pearson correlation, and 

student t test were used to identify group differences and the 

relations among the study variables. Level of significance < 

0.05 was used as the cut off value for statistical significance. 

 

Limitation of the study 

 Lack of caregivers‟  cooperative 

Some caregivers‟ unwilling to participate in the study 

 

Results 

Table 1: Demographic and baseline characteristics of study participants (n=200) 

 
Characteristics of the caregiver  No. % 

The main caregiver 

 Parents 
191 95.5 

 Others 
9 4.5 

Age 

 ˂ 30 years 
68 34 

 30-40 years 
91 45.5 

  years 
41 20.5 

Gender 

 Male 
8 4 

 Female 
192 96 

Consanguinity between parents 

 Absent 
55 27.5 

 1st degree relatives 
106 53 

 2nd degree relatives 
39 19.5 

Marital status 

 Married 
188 94 

 Divorced 
6 3 

 Widowed 
6 3 

Residence 

 Urban 
26 13 

 Rural 
174 87 

Educational level 

 Illiterate 
107 53.5 

 Basic education 
19 9.5 

 Secondary education 
50 25 

 University level 
24 12 

Occupation 
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Characteristics of the caregiver  No. % 

 Housewife 
149 74.5 

 Free workers 
13 6.5 

 Clerical 
12 6 

 Professional 
26 13 

 

Table (1) shows demographic and baseline characteristics of caregivers. The majority of the sample 95.5% are parents, less 

than half 45.5% of caregivers aged 30- 40years, 53% of them are first degree relatives. Regarding educat ional level, 53.5% are 

illiterate; also 74.5% of them are not working or housewife 

 

Table 2: percentage distribution of caregivers’ knowledge about hearing loss (n=200) 
 

Questions 

Correct 

Answer 

Incorrect 

Answer 

Don`t know 

N (%) N (%) N (%) 

General Knowledge 

1. Do you know that hearing impairment, also known 
as hearing loss? 

41 (20.5) 57 (28.5) 102 (51) 

2. Do you know that hearing impairment may be complete or partial? 52 (26) 33 (16.5) 115 (57.5) 

3. Do you know that hearing impairment have degrees? 53 (26.5) 31 (15.5) 116 (58) 

4. Do you know that ear wax prevent foreign body to 

enter the ear? 

143 (71.5) 36 (18) 21 (10.5) 

Knowledge of symptoms and signs 

5.a. Child does not move toward around voice 21 (10.5) 49 (24.5) 130 (65) 

5.b. Lack of interest in the speech addressed to him 7 (3.5) 43 (21.5) 150 (75) 

5.c. Presence of secretions outer the ear 111 (55.5) 80 (40) 9 (4.5) 

5.d. Feeling of pain in the ear 167 (83.5) 28 (14) 5 (2.5) 

5.e. Delaying in speaking 60 (30) 138 (69) 2 (1) 

Knowledge of early detection 

6. Do you know about hearing screening test after 

birth? 

49 (24.5) 34 (17) 117 (58.5) 

Knowledge of risk factors for child hearing loss 

7.a. Head injuries and falls/excessive noise 69 (34.5) 57 (28.5) 74 (37) 

7.b. Untreated ear infection 99 (49.5) 14 (7) 87 (43.5) 

7.c. Excessive use of antibiotic/ototoxic drugs 135 (67.5) 16 (8) 49 (24.5) 

7. d. Wax accumulation 30 (15) 118 (59) 52 (26) 

7.e. complications resulting from infectious diseases 52 (26) 18 (9) 130 (65) 

7.f. Maternal causes during pregnancy 191 (95.5) 6 (3) 3 (1.5) 

7.g. Congenital 120 (60) 43 (21.5) 37 (18.5) 

Knowledge of preventive measures 

8.a. washing of ear protect from hearing impairment of children 133 (66.5) 30 (15) 37 (18.5) 

8.b. Women vaccinated 

pregnancy protect from 
impairment 

against 

causing 

rubella 

fetus 

before 

hearing 

 

17 
 

(8.5) 
 

34 
 

(17) 
 

149 
 

(74.5) 

8.c. Children vaccination against children disease such 

as measles, rubella and mumps protect children from hearing impairment? 
 

31 
 

(15.5) 
 

33 
 

(16.5) 
 

136 
 

(68) 

Knowledge of treatment measures 

9.a. There is medicine available to treat hearing loss in children 168 (84) 19 (9.5) 13 (6.5) 

9.b. Cochlear implant help treat hearing impairment of 

children via knowing and discrimination of voices 

164 (82) 21 (10.5) 15 (7.5) 

9.c. Early treatment of hearing impairment in children lead to better results 123 (61.5) 39 (19.5) 38 (19) 

 

Table (2) shows that there was lack of general knowledge regarding hearing loss. About one quarter of caregiver know that 

hearing loss may be partial or complete and there were degrees of impairment (26%) & (26.5%) respectively.  About  72% from them 

know that ear wax prevents foreign body to enter the ear. 

Regarding knowledge about symptoms & signs, feeling of pain in ears was the most frequently known symptoms (83%) 

followed by presence of secretions (55. 5%).More than half of caregiver (58%%) did not know about screen test for early detection 

hearing loss. Considerable portion of caregivers know about the common risk factors of hearing loss. The majority (95.5%) of the 

sample know about the maternal causes during pregnancy and (67.5) know about excessive use of antibiotic &ototoxic drugs as a risk 

factor of hearing loss. However, more than two thirds (68.5%) of caregiver did not know about the preventive measures to guard against 

hearing loss. As regard available treatment of hearing loss (HL) 84% of caregiver knows medicine available to treat hearing loss in children 

 

Table 3: Relation between knowledge score and characteristics of caregivers (n=200) 

Characteristics of the caregiver Mean knowledge score 

Mean ± SD 

P value 

The main caregiver 

 Parents 9.76±2.93 0.9 

 Others 9.78±2.81 

Age 

 ˂ 30 years 10.47± 2.63  



Minia Scientific Nursing Journal (Print) (ISSN 2537-012X) Vol. (7) No. (1) June 2020 

P a g e  | 67  Ebtsam H., et al 

Characteristics of the caregiver Mean knowledge score 

Mean ± SD 

P value 

 30-40 years 9.43± 2.97 0.05 

  years 9.29 ±3.11 

Gender 

 Male 10.0± 3.85 0.8 

 Female 9.75 ±2.89 

Marital status 

 Married 9.77 ± 2.98  

0.8 
 Divorced 9.50 ± 2.07 

 Widowed 9.50 ± 1.87 

Residence 

 Urban 11.85± 3.30 0.0001* 

 Rural 9.44 ±2.74 

Educational level 

 Illiterate 8.84 ±2.89  

0.0001* 
 Basic education 10.42 ± 2.26 

 Secondary education 9.84± 2.32 

 University level 13.16± 1. 88 

Occupation 

 Not working/housewife 9.26 ±2.62  

0.0001* 
 Free workers 7.30 ±2.17 

 Clerical 11.33 ±3.05 

 Professional 13.11 ± 1.86 

 

Table (3) Regarding the mean knowledge score, the table above shows that urban caregiver, University and Professional 

have higher significant mean knowledge scores (11.85± 3.30), (13.16 ±1.88) and (13.11 ±1.86) respectively than rural, illiterate and 

free workers (9.44± 2.74),( 8.84± 2.89) and (7.30± 2.17),respectively .As regard gender and marital status there are no significant 

differences 

 

 
Figure (1) Grades of knowledge among caregivers (n=200) 

  

Figure (1) shows that (70%) of caregivers have adequate knowledge and (30%) of them has inadequate knowledge about 

hearing loss 

 

  

60/200 

(30%) 

140/200 

(70%) 
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Table 4: frequency distribution of caregivers’ attitude towards children with hearing impairment (n=200) 
Questions SA Agree U D SD 

No. (%) No. (%) No. (%) No. (%) No. (%) 

Domains of positive attitude 

1. Believe that a hearing 
impaired child can be useful if helped and 

supported. 

 

143 
 

(71.5) 
 

57 
 

(28.5) 
 

0 
 

(0) 
 

0 
 

(0) 
 

0 
 

(0) 

2. Believe taking care of a 
hearing impaired child is a blessing 

 

90 
 

(45) 
 

110 
 

(55) 
 

0 
 

(0) 
 

0 
 

(0) 
 

0 
 

(0) 

3. Believe that it is my 

responsibility to take care of my hearing 

impaired child 

 

79 
 

(39.5) 
 

121 
 

(60) 
 

0 
 

(0) 
 

0 
 

(0) 
 

0 
 

(0) 

4. Desiring in treating hearing impaired of my 

child. 

87 (43.5) 113 (56.5) 0 (0) 0 (0) 0 (0) 

5. Feel motivated when I see 
my hearing impaired child. 

86 (43) 109 (57) 0 (0) 0 (0) 0 (0) 

6. Feel happy with my hearing impaired child. 118 (59) 82 (41) 0 (0) 0 (0) 0 (0) 

7. Love my hearing impaired 

child.  

111 (55.5) 89 (44.5) 0 (0) 0 (0) 0 (0) 

8. Feel important when taking my hearing 
impaired child to 

school 

 

104 
 

(52) 
 

96 
 

(48) 
 

0 
 

(0) 
 

0 
 

(0) 
 

0 
 

(0) 

9. Provide everything that my hearing impaired 
child needs 

77 (38.5) 123 (61.5) 0 (0) 0 (0) 0 (0) 

10. Protect my hearing 

impaired child. 

94 (47) 106 (53) 0 (0) 0 (0) 0 (0) 

11. Play a lot with my hearing 
impaired child. 

72 (36) 128 (64) 0 (0) 0 (0) 0 (0) 

12. I am always there for my 

hearing impaired child. 

61 (30.5) 138 (69) 0 (0) 0 (0) 0 (0) 

13. Accept that my child has a 
hearing impairment 

46 (23) 154 (77) 0 (0) 0 (0) 0 (0) 

14. Do not except my hearing impaired child 

from  the duties, tasks or from obedience 

properly demanded 

from all other children 

 

 

20 

 

 

(10) 

 

 

178 

 

 

(89) 

 

 

1 

 

 

(0.5) 

 

 

1 

 

 

(0.5) 

 

 

0 

 

 

(0) 

 

Table 4 (Cont): frequency distribution of caregivers’ attitude towards children with hearing impairment (n=200) 
 

Questions 

Strongly 

agree 

Agree Uncertain Disagree Strongly 

disagree 

No (%) No. (%) No. (%) No. (%) No. (%) 

Domains of negative attitude 

1. Hearing impairment is 

punishment by God. 

0 (0) 4 (2) 0 (0) 0 (0) 196 (98) 

2. Hearing impairment is a 

result of witchcraft. 

0 (0) 5 (2.5) 0 (0) 0 (0) 195 (97.5) 

3. Believe that a hearing impaired 

child is not a burden 

3 (1.5) 3 (1.5) 0 (0) 34 (17) 160 (80) 

4. Feel sad when I see my 

hearing impaired child. 

0 (0) 10 (5) 1 (0.5) 121 (60.5) 68 (34) 

5. Feel guilty when I see my hearing impaired 

child 

2 (10) 9 (4.5) 1 (0.5) 127 (63.5) 61 (30.5) 

6. Do not show impatience to my 

hearing impaired child. 

88 (44) 112 (56) 0 (0) 0 (0) 0 (0) 

7. Felt confused when I learnt that my  child 

was hearing impaired 
 

96 
 

(48) 
 

104 
 

(52) 
 

0 
 

(0) 
 

0 
 

(0) 
 

0 
 

(0) 

8. Get isolated because of my 

hearing impaired child 

0 (0) 22 (11) 1 (0.5) 120 (60) 57 (28.5) 

9.Get bothered by my hearing impaired child's 

activities. 

0 (0) 1 (0.5) 0 (0) 131 (65.5) 68 (34) 

10.Don't like visiting my 

hearing impaired child in 

school. 

 

0 
 

(0) 
 

7 
 

(3.5) 
 

0 
 

(0) 
 

0 
 

(0) 
 

193 
 

(96.5) 

Attitude score (mean ± SD) 92.0±3.4 

Table (4) shows attitude of caregiver which include positive attitude and negative attitude towards children with hearing 

impairment. Regarding to positive attitude 71.5% of caregiver reported that hearing impaired child can be manageable if helped and 

supported, 45% of caregiver agreed that taking care of a hearing impaired child is a blessing. Also, 77% of caregiver accepts their 

hearing impaired child. Also 89% of caregiver not except their hearing impaired child from the duties, tasks obedience properly 

demanded from all other children 

Domains of negative attitude the majority (98%) of caregiver in favor to strongly disagreed that hearing impairment is 

punishment by God, 97.5% of caregiver strongly disagreed that hearing impairment is a result of witchcraft and 80% of caregiver 

strongly disagreed that a hearing impaired child is not a burden.  Also  52% of caregiver agree with felt confused when they learnt that 

their child was hearing impaired ,60% of them disagreed about get isolated because of their hearing impaired child ,65.5% of caregiver 

disagreed that get bothered by my hearing impaired child's activities. 
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Table 5: Relation between attitude score and characteristics of caregivers (n=200) 
Characteristics of the caregiver Mean attitude score 

Mean±SD 

P value 

The main caregiver 

 Parents 
92.05±3.48 0.9 

 Others 
91.89±2.20 

Age 

 ˂ 30 years 
91.42 ± 3.44  

0.2 

 30-40 years 
92.18 ± 3.72 

  years 
92.53 ± 2.56 

Gender 

 Male 
89.88 ± 4.85 0.07 

 Female 
92.09 ±3.34 

Marital status 

 Married 
92.14±3.32  

0.002* 

 Divorced 
87.16 ±4.40 

 Widowed 
92.50± 2.51 

Residence 

 Urban 
92.07±3.19 0.9 

 Rural 
91.99±3.47 

Educational level 

 Illiterate 
91.99 ± 3.57  

0.3 

 Basic education 
92.05 ±2.74 

 Secondary education 
91.50 ± 3.32 

 University level 
93.04 ±3.45 

Occupation 

 Not working/housewife 
92.04±3.32  

0.09 

 Free workers 
91.30 ± 5.20 

 Clerical 
90.08±1.73 

 Professional 
92.96±3.79 

Table (5) shown that there are statistical difference between attitude and marital status with (p=0.002), also there are no 

statistical difference between socio demographic characteristics (the main caregiver, age, gender, residence, educational level and 

occupation) and attitude 

 

Table 6: Relation between level of knowledge and attitude score among study participants regarding children with hearing 

impairment (n=200) 
 

Attitude score 

Knowledge  

P value Adequate Inadequate 

Mean±SD 92.01±2.6 91.9±3.7 0.9 

Table (6) shows that there are no significant differences between attitude and knowledge score of both participants who have 

adequate & inadequate knowledge. 

 

Discussion 

Hearing impairment is a partial or total inability to 

hear. A deaf person has little to no hearing. Hearing loss may 

occur in one or both ears. In children hearing problems can 

affect the ability to learn spoken language and in adults it can 

cause work related difficulties. In some children, hearing loss 

can result in loneliness. Hearing loss can be temporary or 

permanent (Bjorklund & Causey, 2017). 

Regarding demographic characteristics of the 

participants of caregivers, the current study revealed that 

majority (95.5%) of the caregivers were parents and less than 

half (45.5%) of them had from 30 to 40 years old, more than 

half (53%) of them of them were first degree relatives. 

Regarding educational level, more than half (53.3%) of the 

participants were illiterate and nearly three quarters (74.5%)of 

them were not working or housewife. 

This results are in agreement with the study done by 

Aras et al., (2014) who studied “Health related quality of life 

in parents of children with speech and hearing impairment” 

and found that majority of the caregivers were first degree 

relatives and having not working. In the same line, this result 

is congruent with Stevenson et al., (2015) who studied 

“emotional and behavioral difficulties in children and 

adolescents with hearing impairment” and found that more 

than half of the caregivers were illiterates and their ages 

ranged from 30 to 50years old 

Regarding caregivers‟ knowledge about hearing 

impairment, the current study revealed that more  than half of 

caregiver didn‟t know the concept of hearing impairment and 

its degree as (51% & 57.5% respectively) while more than two 

thirds (71.5%)of them know that ear wax prevent foreign body 

to enter the ear, from the researcher point of view this finding 

may be related to more than half of the sample are illiterate. 

 

These findings are congruent with the study done by 

Ravi et al., (2016) who studied “knowledge and attitude of 

parents/caregivers towards hearing loss and screening in 

newborns–a systematic review” and found that more than half 
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of caregivers didn‟t have enough knowledge about hearing 

impairment. The other hand, the current study results are in 

disagreement with the study done by Crowe et al., (2014) who 

studied “speech, sign, or multilingualism for children with 

hearing loss” and stated that majority of caregivers didn‟t 
know the importance of ear wax for preventing foreign body 

to enter the ear. This may be due to changing massage of beliefs 

awareness by self or by others. 

Regarding caregivers‟ knowledge about signs and 

symptoms of hearing impairment, the current study revealed 

that around two thirds of caregiver didn‟t know signs and 

symptoms of hearing impairment such as movement toward 

around voices and lack of interest in the speech addressed to  

him as (65% & 75% respectively), more than half (58.5%) of 

them didn‟t know about hearing screening test after birth, from 

the researcher point of view this finding may be related to the 

family don't explore hearing impairment through first year after birth. 

The present study results are  similar  to  the  study 

done by Narayansamy et al., (2014) who studied 

“Knowledge and beliefs about ear and hearing health among 

mothers of young children in a rural community in South 

India.” found that more than half of the participants didn‟t 
know manifestations of hearing impairment. On contrary, 

study is in disagreement with Crowe et al., (2014) who studied 

“Part of our world‟: Influences on caregiver decisions about 

communication choices for children with hearing loss” and 

stated that nearly half of the participants know signs and 

symptoms of hearing impairment and able to discover it easily. 

This may be due to the changing level of knowledge among 

different personnel 

Regarding caregivers‟ knowledge about risk factors 

of hearing impairment, the current study revealed that more 

than two thirds (67.5%) of caregiver know that excessive use 

of antibiotic/ototoxic drugs considered risk factors of hearing 

loss (HI) and majority (95.5%) of them know that maternal 

causes during pregnancy, from the researcher point of view 

this finding may be related to this causes are most familiar to 

most people. 

This results are in accordance with Justice et al., 

(2018) who studied “Increasing caregivers‟ adherence to an 

early- literacy intervention improves the print knowledge of 

children with language impairment” stated that more than two 

thirds of the participants didn‟t know risk factors of hearing 

impairment. This study is in the same line with the study done 

by Ambrose et al., (2015) who studied “Quantity and quality 

of caregivers‟ linguistic input to 18- month and 3-year-old 

children who are hard of hearing” stated that 64.3% of the 

participants have enough knowledge about risk factors of 

hearing impairment such as antibiotics and maternal causes 

during pregnancy 

Regarding caregivers‟ knowledge about preventive 

measure of hearing impairment, the current study revealed 

that about two thirds (66.5%) of caregiver give correct answer 

about washing of ear protect from hearing impairment of 

children while more than two thirds (68%)of them didn‟t 
know that women vaccinated against rubella before pregnancy 

protect from causing fetus hearing impairment and children 

vaccinated against children disease such as measles, rubella 

and mumps protect children from hearing impairment, from 

the researcher point of view this finding may be related to more 

than half of the sample are illiterate. 

In the same line this result  is  in agreement with the 

study done by Mukara  et al., (2017) who studied 

“Knowledge and care seeking practices for ear infectio ns 

among parents of fewer than five children in Kigali, Rwanda” 

and indicated  that more than half of the participants know the 

importance of washing ears in preventing hearing impairment. 

Also, this result is  in congruence with the  study done by 

Ravi et al., (2016) who studied “Knowledge and attitude (KA) 

survey regarding infant hearing loss in Karnataka, India “and 

found that more than half of the participants know that 

vaccination against children‟s disease such as rubella and 

mumps protect children from hearing impairment 

Regarding caregivers‟ knowledge about treatment of 

hearing impairment, the current study revealed that majority 

of caregiver knows that there are available medications for 

treatment of hearing loss in children, cochlear implant help 

treat hearing impairment of children via knowing and 

discrimination of voices, and early treatment of hearing 

impairment in children lead to better results as 84%, 82% & 

61.5% respectively). 

The current study results in the same line, this result is 

congruent with the study done by Bush et al., (2017) studied 

“Promotion of early pediatric hearing detection through 

patient navigation” who found that majority of the participants 

know that hearing impairment can be controlled using 

medication and updated techniques that help hearing impaired 

children. Also, these results are in  the  same line with 

Stevenson et al., (2015) who studied “Emotional and 

behavioral difficulties in children and adolescents with 

hearing impairment” stated that 75% of the participants 

reported understanding the available treatment of hearing 

impairment. 

Regarding the relation between caregivers‟ 
knowledge about hearing impairment and their demographic 

characteristics, the current study revealed that urban caregiver, 

university level education, and professional workers have 

higher mean knowledge scores than rural, illiterate, and free 

working/housewife. There no significant relation between 

caregivers knowledge and their gender and  marital status. 

This result is in agreement with the study done 

Scarinci et al., (2018) who studied “The parents‟ perspective 

of the early diagnostic period of their child with hearing loss”, 

stated that there  is a statistically significant relation between 

participants‟ knowledge about hearing impairment and their 

residence and level of education. Also, this result is congruent 

with Mukara et al., (2017) who studied “Knowledge and care 

seeking practices for ear infections among parents of fewer 

than five children in Kigali, Rwanda” stated that there is no 

statis tically significant relation between participants‟ 
knowledge about hearing impairment and marital status 

Regarding caregivers‟ attitude toward care of hearing 

impaired children, the current study revealed that more than 

two thirds (71.5%) of caregiver reported that hearing impaired 

child can be useful if helped and supported. More than half of 

caregiver agreed that taking care of a hearing impaired child is 

a blessing, having the desire to care, taking the responsibility 

to take care of hearing impaired child, feel happy and 

motivated, protect their hearing impaired child, and play a lot 

with their hearing impaired child, from the researcher point of 

view this finding may be related the caregivers feel with 

empathy to the children's have hearing impairment. 

In the same line, the current study is in agreement with 

Ravi et al.,  (2016) who studied “Knowledge  and attitude (K 

& A) survey regarding infant hearing loss  in Karnataka” 

stated that more than two thirds of the participants have 

positive attitude regarding care of hearing impaired children 

and less than one third of them have negative attitude. 
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Regarding negative attitude domains, the current 

study revealed that majority of caregiver strongly disagreed 

that hearing impairment is punishment by God and disagreed 

that it is a result of witchcraft as (98% & 97.5% respectively). 

More than half of them reported feeling of confusion when 

they learnt that their child was hearing impaired and disagreed 

on getting isolated because of their hearing impaired child as 

(52% & 60%), from the researcher point of view this finding 

may be related the caregivers' religious. 

This result is in disagreement with the study done by 

Nabors et al., (2016) that studied “Predictors of flourishing 

among children with hearing loss” and stated that feeling 

confused and punished by God is the main negative emotional 

effects of hearing impairment. Also, this result  is  congruent  

with the  study done by  Crowe  et al., (2014) who studied 

“Speech, sign, or multilingualism for children with hearing 

loss” and found that nearly half of the participants have 

negative attitude regarding care of hearing impaired children. 

Regarding the relation between level of knowledge 

and attitude scores among caregivers of children with hearing 

impairment, the current study revealed that there is no 

statistically significant relation between caregivers‟ level of 

knowledge  and their attitude scores toward children with hearing 

impairment 

In the same line, this result is in  agreement  with the  

study done  Stevenson et al., (2015) who studied “Emotional 

and behavioral difficulties in children and adolescents with 

hearing impairment” and stated that there is  no statistically 

significant relation between participants‟ knowledge about 

hearing impairment and their attitude. Also, this result is 

congruent with Mukara et al., (2017) who studied 

“Knowledge and care seeking practices for ear infections 

among parents of fewer than five children in Kigali, Rwanda” 

and stated that there is a highly statistically significant relation 

between participants‟ knowledge about hearing impairment 

and their attitude. 

 

Conclusion 

Based on the finding of the present study, it can be 

concluded that: 

The majority of children suffer from hearing problem 

less than one year. More than half of caregivers did not know 

about symptoms & signs of screen test for early detection 

hearing loss. Regard mean knowledge score among urban, 

illiterate, free workers and professional education have higher 

significance difference than rural, also there was no significant 

difference between attitude and knowledge score for both 

participants who have adequate and in adequate knowledge. 

 

Recommendation 

The current study recommended that 

 Providing health education for family caregivers 

through strengthens immunization programs to prevent 

hearing impairment, which is a complication of 

infectious diseases, such as congenital rubella, 

meningitis, mumps, and measles. 

 Investigating the effect of caregivers‟  knowledge 

about hearing impairment among children 

 Investigating the effect of caregivers‟  attitude about 

hearing impairment among children 

Continuous supervision of maternal and neonatal care 

by the ministry of health and population. 

Periodic hearing screening for early identification 

should be done for children before 6 months of age 
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Abstract 

Background Rheumatoid arthritis (RA) is a significant and serious public illness affecting peoples especially adults 

all over the world and emotional problems such as depressive symptoms are more common in patients with RA than 

in general population. Synovial inflammation, joint damage, degeneration of cartilage, bony destruction and limitation 

of physical functioning are the distinctive feature of RA that consequently leads to functional disability. This study 

aimed at assesses prevalence of symptoms of depression and disability among RA patients. Research Design: A 

descriptive correlational research design was utilized in this study. Study subjects: Established diagnosed 80 RA 

patients were included in the study. Two tools were used; Beck Depression Inventory (BDI) version I to assess 

symptoms of depression, and Health assessment questionnaire-disability index (HAQ-DI) to assess disease-related 

disability. Result: Majority of the participants were females with the age of (20-65) y. About two thirds of the studied 

sample had moderate depressive symptoms, while about three quarters of them have moderate level of disability. 

There was significant positive correlation between symptoms of depression and disability. Conclusion: More than 

three quarters of the studied sample had moderate to severe level of depressive symptoms and disability. 

Recommendation of the study: Frequent assessments of depressive symptoms and disability in RA patients.  

Key Word: Rheumatoid Arthritis (RA), Depression, Disability 

 

Introduction  

Rheumatoid arthritis (RA) is a chronic systemic 

inflammatory autoimmune disease characterized by 

proliferative inflammation of synovial joints (Kuo et al., 

2020). It is common among adults around the world with 

prevalence rate about 1% of general population and commonly 

starts between the ages of 30-50 years (Vallerand et al., 

2019), the occurrence in Women is two to three times more 

than men. There is no definite cause of RA; it is thought to 

involve a variety of factors mainly genetic in addition to 

environmental factors. RA cannot be cured and its 

management aimed to achieving remission" few or no 

symptoms" and maintaining good quality of life (Arthritis 

Foundation., 2019). Depressive symptoms is known in the 

rheumatology field as ‘comorbidity’ of RA (Vallerand et al., 

2019) that occurs in about 16.8 (10-23%) of patients and this 

is considered greater than prevalence in general population 

(Alan et al., 2016).  
Depressive symptoms in RA may occur as a result of 

pain and disability which associated with impaired activity, 

organ dysfunction and altered role performance (Cunha et al., 

2016). Also, there is a great evidence that joint pain, fatigue 

and disability result in physical and psychological stress 

which lead to disturbance in balance of brain 

neurotransmitters and hormones like serotonin, 

norepinephrine and this lead to negative impact on mood, 

behavior and cognition, that finally increasing the risk of 

depression (Arthritis Foundation, 2016; Zelman, 2018). 

According to a different model, depression in RA occur as a 

result of chronic inflammation from pro-inflammatory 

cytokine present in RA (Arthritis Foundation., 2016), The 

presence of depression in the case of RA results in different 

problems more than the burden of the emotional problem 

alone (Dures et al., 2014). It is linked with higher incidence 

of cardiovascular problems, heart attack, suicidal ideation 

(Tektonidou et al., 2011) increase health service use, 

impaired quality of life and higher mortality (Matcham, et al., 

2016*).  

RA also, has a great negative effects on patient's 

quality-of-life (QoL), including physical, mental, social and 

occupational aspects (Matchamet al., 2014; Qorolli et al., 

2019). Health-related quality of life (HRQL) involve physical, 

emotional, , social and particular feelings of wellbeing  which 

represent the person's  evaluation and response to his disease 

(Fontaine, 2011; Malm et al., 2017).  RA is affecting quality 

of life directly and indirectly, and accounted as the major 

cause of health service consuming, the main cause of 

handicap, the first reason for impaired work productivity and 

early retirement. Pain and physical disability that present in 

RA accompanied with limited activity, organ deterioration, 

and impaired social and functional roles resulting, a negative 

effect on different aspects of patient life (Cunhaa et al., 

2016). Poor quality of life in patients with RA is accompanied 

with increased healthcare resources usage and high risk of 

depression (Gaber et al., 2013; Gheita et al., 2014).  

 

Significance of the study 

Symptoms of depression has been listed as the most 

common symptom among psychological problems that 

negatively impacts patient's life and adversely affects multiple 

outcomes in RA beyond the burden of mental illness itself 

(Margaretten et al., 2011). Also RA has a considerable 

impact on patient's physical health and lead to great limitation 

in physical activity. Assessing both the physical and 

psychological symptoms of RA is very important to 

investigate the association between depression and disability, 

which considered a useful target for interventions aimed at 

improving physical and mental health status. 

 

Aim of the study 

This study aimed to assess prevalence of symptoms 

of depression and disability among RA patients. 

 

Subjects and Methods 

Research design  

A descriptive correlational research design was 

utilized in this study. 



Minia Scientific Nursing Journal (Print) (ISSN 2537-012X) Vol. (7) No. (1) June 2020 

P a g e  | 74  Ebtsam A., et al 

 

Setting 

This study was conducted on a cohort of RA patients' 

recruited from out-patient clinic of Rheumatology and 

Rehabilitation Department at Minia university hospital. The 

Hospital serves as central hospital in Minia Governorate and 

its suburb areas. 

 

Subjects                                                            

A purposive sample established diagnosed 80 RA 

patients by rheumatologist which equal to 30% from total 

population size, and the total population size at a previous 

year was (270) (Mohamed., 2002; Roscoe., 1975). 

 

Inclusion Criteria 
• Patients aged ≥18 years (Adult RA). 

• Disease duration ≥ one year. 

• The patient should be adherent to follow up 

outpatient clinic. 

 

Tools of Data Collection 

A well-designed questionnaire was used to collect the 

data of the recruited patients. Patient data were obtained from 

patient's record sheet in Rheumatology outpatient clinic and 

includes; demographic information: age, gender, educational 

level, marital status, occupation and clinical data (duration of 

illness). 

 

Tool (I): Beck Depression Inventory (BDI): 

(BDI) version I developed by Beck (1961), is a 21-

question multiple-choice self-report inventory measuring the 

severity of depressive symptoms The questionnaire contains 

21 questions about how the subject has been feeling in the last 

week; each question has a set of at least four possible answer 

choices, ranging from 0 to 3, indicating the severity of the 

symptom. Items 1 to 13 assess symptoms that are 

psychological in nature, while items 14 to 21 assess more 

physical symptoms (Beck. 1961). The questionnaire back 

translated to Arabic by Abdel- khalek, (1998), the translated 

questionnaire had shown a strong validity and reliability. 

Internal consistency showed a high value for standardized 

alpha (Cronbach’s) = 0.98 (Damati et al., 2000). 

 

Tool (II): The Health Assessment Questionnaire- 

Disability Index (HAQ-DI): 

Originally was developed in 1978 by James F. Fries 

and colleagues at Stanford University as a functional 

assessment tool measure disease-related disability and 

discomfort in patients with RA. The questionnaire contains 20 

questions grouped into eight subscales as dressing and 

grooming, arising, eating, walking, hygiene, reach, grip and 

activities (Fries et al., 1982).The Arabic version of El-

miedany was used. The translated questionnaire had shown a 

strong validity and reliability. 

 Internal consistency showed a high value for 

standardized alpha (Cronbach’s): 0.979(El Miedany et al., 

2003).The HAQ disability index was calculated as the sum of 

the scores for various subscales, divided by the number of 

subscales responded to, and results in a score between (0 and 

3). Scores of 0 to 1 is generally represent mild to moderate 

difficulty, 1 to 2 represents moderate to severe disability, and 

2 to 3 indicates severe to very severe disability (Fries et al., 

1982). 

 

Pilot study 

Pilot Study was conducted on 10% from the total 

number which equal 8 patients of study sample to test the 

study process and to evaluate the efficiency, clarity, of tools 

that was used in the study. Subjects who participated in the 

pilot study were excluded from the actual study. 

 

Field work 

Each patient interviewed to collect the necessary 

data, the researcher went to Minia university hospital for two 

days per week (Sunday, and Wednesday from 9 am to 11 am). 

The questionnaires filled out by the researcher and also the 

researcher clarified the meaning of the questions to the patient 

facilitate understanding the meaning of the statements. 

 

Administrative Design 

An official letter was obtained from the dean of the 

Faculty of Nursing, Minia University, as well as the Head of 

rheumatology and rehabilitation department, asking for 

permission to collect data and carry out the program. Oral 

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. 

 

Ethical Consideration 

A written initial approval obtained from the Research 

Ethical Committee of the Faculty of Nursing, Minia 

University, there was no risk for studied subject during 

application of this research, the study followed the common 

ethical rules in clinical research, and privacy was provided 

during data collection. Anonymity and confidentiality were 

assured through coding the data; and a patient had the right to 

refuse to participate in the study and without any rationale. 

 

Statistical Analysis 

Recorded data were analyzed using the statistical 

package for social sciences; version 24.0 Quantitative data 

were expressed as mean± standard deviation (SD). Qualitative 

data were expressed as frequency and percentage 

 

Results 

Table (1): Descriptive statistic of demographic and clinical data of the studied sample (N= 80). 
Range Median Mean ± sd % N Variables 

20-65 42.5 43.1±11.1   Age(y) 

   Sex 

   11.3% 9  Male 

   88.7% 71  Female  

   Marital state 

   3.8% 3  single  

   73.8% 59  Married 

   11.3% 9  Divorced 

   11.3% 9  Widow  

   Education 
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Range Median Mean ± sd % N Variables 

   37.5% 30  Illiterate  

   57.5% 46  Primary Education 

   5% 4  Higher  Education 

   Activity 

   21.25% 17  Non activity 

   20% 16  Light activity 

   33.8% 27  Moderate activity 

   25% 20  Heavy activity 

1-20 8 8.6 ± 5.5   Disease duration (y) 

Frequency   %                                                      Mean ± SD                       Median 

 

Table 1 showed the descriptive statistics of the 80 participants included in the study. In total, 71 (88.7) % of participants 

were female, and the median age was 42.5 (20-65) y. The majority of participants were married 59 (73.8 %) and 46 (57.5%) of them 

were primary educated. About one third of the studied sample had moderate activity and the median disease duration was 8 (1-20) y. 

 

 
Figure (1): Frequency distribution of levels of symptom of Depression among the studied sample (N=80) 

 

 
Figure (2): Frequency distribution of disability levels among the studied sample (N=80) 

 

Figure1, 2 showed the frequency distribution of depressive symptoms and disability levels. It can be noted from figure 1 

that 59 (73.8%) of the studied sample had moderate symptoms of depression, while figure 2 showed that 67 (83.8%) had moderate 

level of disability.  

 

  

Minimum
Mild

Moderate
Sever

0 10 (12.5%) 

59 (73.8%) 

11 (13.8%) 

Depressive Symptoms 

0 

9 (11.2%) 

67 (83.8%) 

4 (5%) 

No DisabilityMild DisabilityModeate DisabilitySever Disability

Disability 
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Table (2).  Comparison between levels of symptom of Depression relation to levels of disability among the studied sample 

(N=80). 

 

 
 

 Symptom of Depression 

Total 

Chi-square 

test 

Minimum Mild  Moderate Sever  
 

X2 

 

P 

  
N. 

% 
N. % N. % N. % N. % 

2.02 0.04 

Disability  

NO 0 0 0 0 0 

Mild 0 1 1.3% 6 7.5% 6 2.5% 9 11.2% 

Moderate 0 9 11.3% 49 61.3% 9 11.3% 67 83.8% 

Severe 0 0 0 4 5% 0 0 4 5% 

Total 0 10 12.5 59 73.8% 11 13.8% 80 100% 

Chi-square test                                                           *p-value <0.05 S; **p-value <0.001 HS 

Table 2 revealed that there was statistically significant differences between levels of depressive symptoms in relation to 

levels of disability with p= .04. 

 

 

 
There was significant positive correlation between symptom of Depression and disability with total score r = .81 at P= .0001 

which shown in Figure 3.  

 

Discussion 

The present study results revealed that female 

patients constituted more than three quarters of studied 

sample. This could be due to the fact that RA occurs in 

women three times more often than men (Cross et al., 2014) 

and that, traditionally; women seek health services more often 

than men (Barbosa et al., 2015).This finding was broadly 

consistent with the results of the study conducted in Egypt, 

Gamal et al. (2016) and Elsaman et al. (2017) who reported 

that majority of their studied sample were female. 

As regard to age, the present study revealed that 

means age was 43.1 ±11.1 y, with range (20:65). This might 

be related to that most individuals' first experience RA 

between 30 and 50 years of age, but people of any age can be 

affected (Bautista et al., 2015). Also, the age of participants 

included in this study was detected to be more than 18 years 

old. This finding agrees with the study of Elsaman et al. 

(2017), who revealed that the mean age of the participants was 

45±10.9 y. Also, this finding was in congruent with 

Mahmoud et al. (2018) who found that mean age of 41.5 ± 

11.1 years.  

The results concerning to marital status showed that 

about three quarters of the studied sample were married, this 

might be due to that the health seeking behavior are more 

common among the married person due to the additional 

responsibilities and worries regarding inability to perform 

duties or loss of work as result of disease disability (Rezaei et 

al, 2014). This result was in agreed with the results of Hamed 

et al. (2017) and Rathbun et al. (2016), who found that 

married patients constituted the majority of the studied 

sample. This finding contradicted with the results of Barbosa 

et al. (2015) who reported that single patients constituted the 

majority of the studied sample. 

In relation to education, results of the present study 

reported that about two third of the studied sample were 

primary educated; this might be a result of physical disability 

and symptoms of the disease that prevent completing the 

educational studies. This finding was in agreement with 

Gamal et al (2016) and Baloglu et al. (2015) who reported 

that the majority of their studied sample are less than high 

education level. This result contradicted with the result of 

Barbosa et al (2015) and Vinaccia et al (2017) who reported 

that most of the sample involved in their studies achieved 

higher educational level. 

The current findings also revealed that more than one 

third of the studied sample had no and light activity. This 
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result might be due to physical disability which causes 

impairment in the ability to perform different activities. This 

result is consistent with the results of Gamal et al (2016) and 

(Rathbun et al. 2016) who reported that high percentage of 

the studied sample was not working. Moreover, Barbosa et al 

(2015) reported that (43.3%) of his studied participants though 

in occupations with less physical work. As regard to duration 

of illness, the current results showed that mean duration 8.6 ± 

5.5 y with range (1:20). This might be due to the chronicity of 

the disorder. This finding was broadly consistent with the 

results of Intriago et al (2019) who stated that Mean disease 

duration of the studied sample was 8.8±6.3 years. The result 

was not in agreement with the findings of Gamal et al (2016) 

where the mean duration was 11.2 ± 7.2 years.  

In the current study, more than three quarters of the 

studied sample had moderate and sever levels of depression, 

this high percentage could be attributed to several factors;  the 

inflammatory nature of the disease, physical disability, pain, 

economic strains and lack of social support. RA also affects 

patients’ physical identity, social role and self-image and 

change physical appearance to accommodate restrictions or 

tries to hide physical deformities (Matcham et al., 2016) 

which leading to a higher possibility of depression. From the 

researcher viewpoint, the majority of the current studied 

samples were females, and prior studies in RA have also 

found that female sex is associated with an increased 

incidence of depression (Lin et al., 2015; Wang at al., 2014). 

This result was in agreement with results of Cunha et al. 

(2016) who reported that the majority of people with RA had 

high and moderate levels of depression. This result was 

inconsistent with the results of Maldonado et al. (2017) who 

found that about half of the studied sample had mild 

depressive symptoms. 

Results of the current study showed that more than 

three quarters of the studied sample had moderate to severe 

level of disability. This results might be related to the 

chronicity and inflammatory nature of the disease (Campos et 

al., 2013) where synovitis and joint damage cause impairment 

of physical function (Heinimann et al., 2018). From the 

researcher point of view this could be due to high level of 

depressive symptoms among the studied sample, and it is 

known that depressive symptoms negatively affect the health 

and functional status. This result was in agreement with the 

result of Barbosa et al.(2015) who mentioned that majority of 

his sample had moderate to severe disability. On the other 

hand, the results of wan et al.(2016) was inconsistent with the 

results of the present study, in which he found that majority of 

participants experienced mild to moderate functional 

disability. The inconsistency of findings may be related to 

sampling differences. 

The result of current study revealed that there was 

significant positive correlation between depression and 

disability with total score. This could be attributed to the fact 

that performing a large number of activities is correlated with 

a good mental health and loss of valued activities beyond 

functional decline has been shown to lead to depression 

(Mostafa& Radwan. 2013).  A reduction of 10% in the 

ability to carry out activities of daily living causes a 7-fold 

increase in the risk of depression in the following years 

(Maldonado et al., 2017).This result was in the same line 

with the study of Mostafa& Radwan.(2013) who revealed 

that a high positive correlation was found between HADS-D 

and HAQ scores. The study of Maldonado et al. (2017) 

demonstrated that patients with severe depression had the 

highest mean value of HAQ-DI and the patient who presented 

severe disability with HAQ-DI had high levels of depression. 

 

Conclusion 

More than three quarters of the studied sample had 

moderate to severe level of depression and disability and there 

was significant positive correlation between depression and 

disability. 

 

Recommendations 

 Frequent assessments of depressive symptoms and 

disability levels in RA patients. 

 Planning a program that helps patients to adapt 

with symptoms of depression and managing 

disability. 
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Abstract 

Background: Diabetes Mellitus (DM) is a major 21
st
 century health and development challenge, this chronic and 

incurable non-communicable disease is large preventable but remains responsible for millions of deaths annually and 

many more life-threatening complications. Uncontrolled diabetes and poor diabetic patients' knowledge about disease 

can lead to a high morbidity and mortality. Aim of the Study: To evaluate the effect of nursing Instructions on 

adherence of diabetic patients to treatment. Research Design: A quasi-experimental design was utilized in this study. 

Setting: The study was conducted in outpatient clinic for diabetic follow up at Minia University Hospital and Minia 

General Hospital. Sample: A purposive sample of 144 adult with type two diabetes mellitus (T2DM) were divided in 

to two equal groups (study and control) from both sex with duration of diabetic disease more than one year and 

patients without comorbid disease, and without cerebrovascular accident. Tools of Data Collection: Structured 

Interview assessment questionnaire sheet (patient socio-demographic characteristics and medical data), Assessment 

Scale for Treatment Adherence to assess Compliance of T2DM to Diabetic management, and instructions about 

diabetes "Booklet". Results: Current study findings revealed that there was a highly a significant improvement in 

Compliance of T2DM patients to Diabetic management in study group than control group and in post 1st and 2nd 

follow up for study group than pre application of instructions. Conclusion: The diabetic instructions and the use of 

booklet would improve patient's Adherence to Treatment. Recommendations: Nurses should emphasis to provide 

instructions tailored to each diabetic patient and increase their awareness about the importance of diabetic instruction 

to improve glycemic control.  

Key Words: Adherence to Treatment, Diabetic Nursing instruction, T2DM. 

 

Introduction: 

Diabetes is a major cause of morbidity and associated 

mortality, type 2 DM is the most common type of diabetes and 

characterized by insulin resistance, which may be combined 

with relatively reduced insulin secretion, the defective 

responsiveness of body tissues to insulin is believed to involve 

the insulin receptor (Alkhatib, & Tuomilehto, 2019). 

There is strong evidence that individuals who are 

educated and diligent with their diabetes self-care achieve 

better and durable diabetic control (Powers, et al., 2015). 

Furthermore, previous studies on knowledge, attitude and 

practice (KAP) on diabetes have supported the needs of 

greater awareness of prevention, diagnosis, and risk factor 

control in diabetes (Islam, et al., 2014). Even though, having 

better knowledge, good attitude and practices on diabetes 

could be helpful for better management (Herath, et al., 2017).      

Instructional programs that emphasize adherence to 

treatment regimens as a whole, especially to diet, to exercise 

and to regular follow up are of greater benefit in glycemic 

control as compared to compliance of medications alone. A 

significant role in diabetic patient instruction is played by the 

nursing staff, nurses provided patients with better information 

on diabetes than other studied staff. (MakkiAwouda, et al., 

2014). 

Patient instruction plays a crucial role the treatment 

and management of diabetes. Without proper instruction, 

people diagnosed with T2DM may ignore their symptoms, 

develop life- threatening complications and continue this trend 

amongst their family and peers. Instruction can help prevent 

serious complications as well as hospitalization. Instruction 

needs to be specific to the individual to have a basic 

understanding of his disease and for him to feel confident in 

managing his disease in a home setting when a provider is not 

present (Cardenas, 2019). Nurses have important educating 

roles and responsibilities to improve knowledge of diabetic 

patients (Aalaa, et al., 2012). 

 

Significance of the Study:  
Egypt is the nation with the ninth biggest population 

of diabetics in the world. According to IDF, there have been 

8.2 million diabetic patients in Egypt in 2017, it is expected 

that this number will bounce up to 13.1 million by 2035. 

Among all diabetic cases, 90% are T2DM mellitus (Omar et 

al., 2018).The prevalence of T2DM is around 15.56% among 

adults with an annual death of 86,478 associated with diabetes 

(Hegazi, et al., 2015). In Egypt, the Demographic and Health 

Survey (DHS) 2015 estimated that around 4 in 10 of the 

individuals who had diabetes were eating a healthy diet, 13 

percent of women and 15 percent of men were trying to lose 

weight or control their weight, and 2 percent of women and 7 

percent of men were exercising. Only 2 percent of individuals 

who were diabetic (mainly men) said that they had stopped 

smoking in response to their condition (DHS, 2015). Diabetics 

need to have adequate knowledge, skills and positive attitudes 

to successfully manage diabetes every day
 
(Parsons, et al., 

2017& Escalada, et al., 2016). 

 

Aim of the Study:  
The aim of the present study was to evaluate the 

effect of nursing Instructions for diabetic patients on their 

adherence to treatment.  

 

Research Hypothesis: 

H1: Diabetic patients' Adherence to Treatment will 

be better for study group post instructions than control group. 
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Subjects and Methods: 
Research Design: Quasi experimental research design (study 

and control) was utilized to fulfill the     purpose of the 

current study. 

 

Study variables:  
The independent variable in this study were the 

nursing instructions while the dependent variables were: 

patient's Adherence to Treatment 

The present study was portrayed under topics as the 

following: technical design, operational design, administrative 

design, and statistical design.  

 

I- Technical design: 

Setting: This study was carried out at outpatient clinic for 

diabetic follow-up in Minia university hospital and Minia 

General Hospital. 

 

Subjects: A purposive sample of 144 adult type II diabetic 

patients were divided in to two equal groups (study and 

control) the 1
st
 admitted patient for study group (n=72) and the 

2
nd

 admitted patient for control group (n=72), all of them 

included in this study with the following criteria:  

- Inclusion criteria: male and female patient, patients 

age of (18 - 65) years, and with duration of diabetic 

disease more than one year. 

- Exclusion criteria: patients without comorbid disease, 

and without Cerebrovascular Accident (CVA). 

 

Sample size :       
Sample size is calculated by using the Isaac, Bell, & 

Micheal (1982) formula which is computed as (N= n x 30 / 

100( 

N = sample size 

n = Total number of diabetic patients admitted at Minia 

University Hospital during the period 2016:20178 

N = 240 x 30 / 100 = 72 patient 

Study group 72 patient + control group 72 patient = 144 

patient for total study sample. 

 

Study duration: The data collection was continued over a 

period of ten months, starting from April 2018 to January 

2019. 

 

Tools of data collection: 

Two tools were designed and used for collecting data: 

Tool I: “Structured Interview assessment questionnaire 

sheet” (I): structured and developed by the researcher after a 

literature review, through clinical evaluation and examination, 

this tool includes two main parts:  

 

Part 1: Patient socio-demographic characteristics: it 

includes items related to demographic characteristics of 

patient such as (age, sex, occupation, marital status, level of 

education, income, residence).  

 

Part 2: Patient medical data: it includes details of the 

diabetes disease such as (duration of DM, treatment type, 

frequency of follow-up, had previous hospitalization for DM, 

smoker, previous instruction related to diabetic disease 

management, and source of knowledge about diabetic disease 

management).  

 

Tool ІІ: Assessment of patient Adherence to Treatment by 

using of "Assessment Scale for Treatment Adherence in 

Diabetes Mellitus" which adopted and developed by 

Demirtaş and Akbayrak, (2017).This scale with 5 item 

Likert type, the participants reflect the degree of their attitude 

related to the statement content. The scale consists of these 

grades in the form of 1= certainly agree, 2 = agree, 3 = 

partially agree, 4 = disagree and 5 = certainly disagree, score 

of 5 was accepted as indication of an unfavorable attitude and 

1 as a favorable attitude8      

 

The scale includes 13 items containing positive attitudes and 

17 items containing negative expressions: 

Items including positive expressions: item 

No.(1,3,5,8,13,15,16,17,19, 23,25, 26, 29 ).  

Items including negative expressions: item No.(2,4,6,7,9,10, 

11,12,14, 18,20, 21,22,24,27,28, and 30). 

 

Scoring system: 
 Good adherence: was considered if scoring = (13) 

grade in positive expressions items, and if scoring = 

(85) grade in negative expressions items. 

 Moderate adherence: was considered if scoring = 

(14:64) grade in positive expressions items, and if 

scoring = (18-84) grade in negative expressions items. 

 No Adherence: was considered if scoring = (65) grade 

in positive expressions items, and if scoring = (17) 

grade in negative expressions items.  

 

Instructions about Diabetes "Booklet": The 

researcher was implementing the instructions about Diabetes 

"Booklet": that was formulated by researcher after extensive 

literature review (Phillips et al., 2015, Thom et al.,2013, 

Evert et al.,2013, Powers et al.,2013, Funnell et al.,2015, 

Raebel et al.,2014, and American Diabetes Association 

2017) and revised by experts. This Booklet contain knowledge 

about diabetes (definition, sign and symptoms, causes, 

complication, how to prevent complication, medication, 

nutrition, exercise, and glycemic control). The researchers 

used simple language to suit the level of patients, with 

motivation and reinforcement to enhance learning. A copy of 

the handout booklet that was written in Arabic language 

offered for each study participant to use it as future reference. 

It was developed and supported with photos and illustrations 

to help patients and families to understanding the content of 

the booklet 

 

II- Operational Design: 

The study will carried out on three phases: 

Phase I: Preparatory phase: 

1- The study tools were designed after extensive review of 

literature. 

2- The content and validity were done to identify the degree to 

which the used tools measure what was supported to 

measured. The developed tools was tested by Jury committee 

consist of five academic experts in field of thesis (staff of 

medical and surgical nursing at faculty of nursing in Minia 

and Assiut university). Each of the experts is an active 

participant in their particular environment and together they 

offered a complete assessment of the content and face validity 

of the instruments. All jury members (100%) agreed that 

current study tools were valid and relevant with the aim of the 

study. 
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3- Pilot study: After having the ethical approval and 

permission to access the hospital, a pilot study was conducted 

on 10% of participants whom included in the study to test the 

clarity of tools and estimate the time required for fulfilling it. 

Based on result of the pilot study no modification or 

refinements were done and the participants included to the 

actual sample. 

4- Tools Reliability: were designed in final format and tested 

for reliability by using, Cronbach’s alpha coefficient test 

(0.96, 0.71 and 0.68) respectively. 

 

Ethical Consideration:  

An official permission to conduct the study was 

obtained from the ethical committee in the Minia Faculty of 

Nursing, Dean of nursing faculty and the Manager of Minia 

University Hospitals, Minia General Hospital and agreement 

from Egypt academic for research center and technology at 

Minia University to carry out this study. Oral permission was 

obtained by the researcher from the patients and anonymity 

and confidentiality was applied by coding of all data and 

protecting the obtained data. Subjects were informed that 

obtained data will not be included at any further researches 

without a second oral consent. Each involved subject was 

informed about the purpose, procedure, benefits and nature of 

the study and that he/she had the right to withdraw from the 

study at any time without any rational, then oral consent were 

obtained. 

 

III- Administrative design: 

Phase II: Implementation phase:  

1. An official permission was obtained from the Manager of 

Minia University Hospitals and Minia General Hospital. 

2. Oral permission for voluntary participation was obtained 

from the participants and the nature and the purpose of 

the study was explained. 

3. Data was assured for confidentiality. 

4. Each participant from the study and control group was 

assessed using tool I, II, in the first interview. 

5. The researcher prepared the training places, teaching aids 

and media (computer, picture, handouts). Educational 

instructions were conducted   through discussion, 

demonstration and re-demonstration. 

6. Study group were exposed to design nursing instructions 

in the form of small instructional sessions. 

7. Knowledge was provided to the study group in 2 sessions, 

the duration of each session ranged from 30:45 minutes or 

according to the level of understanding of every patient. 

The first session started by theoretical part about 

knowledge related to meaning of DM, types, sign and 

symptom, causes, and complications. The second session 

concerning with the practical part about how to prevent 

complication, medication, nutrition, exercise, and 

glycemic control. One patient’s family member attended 

the sessions to help him/her follow the health instructions 

at home in addition every patient was given an illustrated 

booklet.   

 

Phase III: Evaluation phase: 

In which the researcher was follow up for patients 

(study and control group) two times 1
st 

follow up
 
(post 1

st
 3 

months) and 2
nd

 follow up (post 6 months) from the 

implementation of instructions to the study group using 

second tool to evaluate the impact of nursing instructions for 

diabetic patients on their Adherence to Treatment. 

 

IV- Statistical design  : 

Data were summarized, tabulated, and presented 

using descriptive statistics. Statistical package for the social 

science (SPSS), version (20) was used for statistical analysis 

of the data, quantitative data were expressed in the form of 

means and standard deviations as a measure of dispersion 

while qualitative data presented as frequency distribution. Chi 

square and fisher exact were used to compare qualitative data 

and One way ANOVA test and independent sample t test used 

for quantitative data. P value of less than 0.05 considered as 

cut off for significance, the test of significance, less than 0.05 

was considered significant is the result (*), less than 0.001 

was considered highly significant(**). Fisher's Exact test is a 

way to test the association between two categorical variables. 

When in case of small cell sizes (expected values less than5). 

Chi-square test is used when the cell sizes are expected to be 

large. If the sample size is small (or you have expected cell 

sizes<58 

Results 

Table (1): Socio-demographic characteristics of the study & control group:-  
χ2 

P 

 

Control group 

N=72 

N.                    % 

Study group 

N=72 

N.                % 

Characteristics 

4.6 
0.09 

 
4.2 

25 

70.8 

 
2 

8. 

28 

 
9.7 

36.1 

54.2 

 
7 

26 

39 

Age 

18 - < 30 yrs 

30 - < 50 yrs 

50 - 60  yrs 

55.9 ± 12.14 51.9 ± 10.14 Mean ± SD 

1.9 

0.1 
 

81.9 

18.1 

 

25 

82 

 

72.2 

27.8 

 

52 

20 

Sex 

Female 

Male 

1.3 

0.2 

 

50 

50 

 

23 

23 

 

59.7 

40.3 

 

43 

29 

Residence 

Rural 

Urban 

4.5 

0.03* 

 

94.4 

5.6 

3. 

4 

 

83.3 

 16.7 

 

60 

12 

Marital state 

Married 

Single 

8.7 

0.03* 

 
31.9 

25 

43.1 

0 

 
23 

18 

31 
0 

 

 37.5 

 18.1 

34.7 
9.7 

 
27 

13 

25 
7 

Education 

Illiterate 

Read and write 

Primary and secondary 
University 

3.1 

0.2 

 

22.2 

77.8 

 

16 

56 

 

31.9 

68.1 

 

23 

49 

Occupation 

Work 

Not work 
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χ2 

P 

 

Control group 

N=72 

N.                    % 

Study group 

N=72 

N.                % 

Characteristics 

 

0.69 

0.4 

 

50 

50 

 

36 

36 

 

43.1 

56.9 

 

31 

41 

Family income according to subject 

expression: 

Enough 
Not enough 

     χ
2
 Chi-square test                                                   * Statistical significant difference (P < 0.05)        

Table 1: Show that out of 144 of total study participants were their age around 50 years for study and control group, the 

majority of them were females and around half were live in rural area. Most of study participants were married and regarding to 

educational level about more than third (37.5%) were illiterate in the study group and (43.1%) were primary and secondary educated 

in control group. In addition more than half of the study participants were not working and with not enough family income according 

to subjects expression. 

 

Table (2): Medical data of the study & control group:-  
χ2 

p  

Control group  

N=72 

N.                % 

Study group 

N=72 

N.                % 

Data 

 

5.5 
0.06 

 

 30.6 

 69.4 

 

22 
50 

 

 47.2 

 52.8 

 

34 
38 

Duration of DM 

1-<5 years 
5-10 years 

 

7.2 

0.02* 

 

 68.1 

 1.4 
30.6 

 

49 

1 
22 

 

69.4 

 11.1 
 19.4 

 

    50 

8 
14 

Treatment of DM  

Oral 

Insulin 
Both  

0.94 

0.6 

 

55.6 
41.7 

2.8 

 

40 
30 

2 

 

50 
44.4 

5.6 

 

36 
32 

4 

Follow up 

Monthly 
More than one month  

Weekly  

 

6.7 

0.03* 

 

1.4 

98.6 

 

8 
18 

 

11.1 

88.9 

 

8 
64 

Previous hospitalization  

Yes 
No  

10.1 

0.001** 

 

 

97.2 

2.8 

10 

3 

 

80.6 

19.4 

58 

84 
Receive previous diabetic instruction 

No 

Yes  

 

3.1 
0.2 

 

18.1 

43.1 

38.9 

 

82 
28 

3. 

 

30.6 

38.9 

30.6 

 

33 
3. 

33 

Source of information  

Family or friends 
Hospital 

Mass media  

 

3.6 

0.04* 

 

97.2 

2.8 

 

70 
2 

 

88.9 

11.1 

 

64 
8 

Smoking 

No  
Yes 

        χ
2 
Chi-square test                                                    * Statistical significant difference (P < 0.05)   

                                                                                        ** Highly statistical significant difference (P < 0.001)        
 

Table 2: Shows that more than half of the study participants in the study and control group have duration of disease 5-10 

years, with oral diabetic treatment, with frequent follow up monthly, and with no previous hospitalization. Also less than quarter of 

participants had previous diabetic instruction and regarding to source of information was from physician in hospital. Most of study 

participants were not smoking with a statistical significant between study and control group regarding treatment of DM, previous 

hospitalization and smoking, and a highly statistical significant regarding previous training.  

 

 

Part IІ: Comparison between the studied groups regarding to Adherence to Treatment pre-post application of nursing 

instructions (Table 3): 

P χ2 

Control  Study   

Treatment adherence 

post-instructions 

P
r
e
- 

in
st

r
u

c
ti

o
n

s 

post-instructions 

P
r
e
- 

in
st

r
u

c
ti

o
n

s 

2nd 

follow up 

1st 

follow up 

2nd 

follow up 

1st 

follow up 

N.        (%) N.      (%) N.      (%) N.       (%) N.         (%) N.       

(%) 

0.0 

0.001* 

0.001* 

 

19.9 

32.7 

0.0 
 

7 (9.7%) 6 (8.3%) 0 39(54.2%) 29(40.3%) 0 Good  Positive 

expression  65(90.3%) 66(91.7%) 72(100%) 33(45.8%) 43(59.7%) 72(100%) Moderate 

0 0 0 0 0 0 No 

080 

0.3 

0.3 

080 

1.007 

1.007 

0 0 0 0 0 0 Good  Negative 

expression  

 
 

71(98.6%) 72(100%) 72(100%) 72(100%) 72(100%) 71(98.6%) Moderate  

1(1.4%) 0 0 0 0 1(1.4%) No  

              χ
2
 Chi-square test                                  ** highly Statistical significant difference (P <  0.001) 
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Table 4 Shows that all study and control group (100%) had moderate adherence to diabetic treatment pre application of 

instructions while in the 1
st
 and 2

nd
 follow up after application of instructions (40.3%and 54.2%) respectively of study group became 

good adherence. Also there is a highly statistically significant difference between study and control group in diabetic treatment 

adherence (positive expression) in the 1
st
 and 2

nd
 follow up after application of instructions (P < 0.001), and there is no statistical 

significant difference in diabetic treatment adherence (positive expression) pre and after application of instructions. 

 

Part IV: Relation of Socio-demographic characteristics for study group with Adherence to Treatment pre-post application of 

nursing instructions (Table 4): 
Negative expression  Positive expression   

Characteristics post-instructions pre-

instructions 

 

post-instructions pre-

instructions 

 
2nd follow up 1st follow up 2nd follow up 1st follow up 

Mean ± SD Mean ± SD Mean ± SD Mean ± SD Mean ± SD Mean ± SD 

 
79.4±2.8 

76.3±3.5 

77.7±6.3 

1.1 

0.3 

 
78.5±3.5 

76.1±3.2 

75.3±7.6 

0.8 

0.4 

 
61.2±11.3 

64.8±9.8 

57.1±9.3 

4.8 

0.01* 

 
13.8±1.5 

14.3±1.5 

14.7±4.5 

0.2 

0.8 

 
14.7±3.1 

15±2.03 

16.9±6.8 

1.2 

0.2 

 
29.5±8.5 

27.5±7.3 

36.1±15.5 

3.7 

0.03* 

Age 

18-<30 

30-<50 

50-60 

F 

P 

 
77.1±5.1 

77.5±5.3 

0.3 
0.7 

 
76.4±5.1 

75.7±6.4 

0.4 
0.6 

 
57.8±11.2 

61.2±9.7 

1.2 
0.2 

 
14.9±2.3 

14.3±3.8 

0.4 
0.4 

 
15.6±3.2 

16.1±5.9 

0.1 
0.6 

 
36.1±14.3 

30.8±12.4 

2.3 
0.1 

Sex 

Male 

Female 

T 

p  

 

76.8±6.1 

78.2±3.5 
1.1 

0.2 

 

75.3±7.4 

76.7±3.3 
0.9 

0.4 

 

62.4±9.8 

67.2±10.1 
2.1 

0.03* 

 

14.7±4.2 

14.1±1.8 
0.7 

0.4 

 

16.4±6.5 

15.3±2.7 
0.9 

0.3 

 

28.9±7.2 

37.4±17.6 
2.8 

0.006** 

Residence 

Rural 

Urban   

T 

P 

 
77.2±5.1 

78.3±3.7 

0.6 
0.5 

 
75.7±6.4 

77±4.1 

0.6 
0.5 

 
59.6±10.1 

63.6±10.6 

1.2 
0.2 

 
14.5±3.7 

14.1±1.5 

0.3 
0.7 

 
16.1±5.5 

15.8±3.8 

0.1 
0.8 

 
32.8±13.8 

30±8.6 

0.6 
0.5 

Marital state 

Married 

Single 

T 

P 

 

76.5±6.8 
78.2±2.9 

77.2±4.7 

79.5±2.7 
0.7 

0.5 

 

75.9±6.6 
73.8±8.7 

76.2±4.2 

78.5±2.6 
0.9 

0.4 

 

65.1±10.8 
64.5±10.5 

59.2±9.5 

51.7±3.03 
2.8 

0.04* 

 

15.02±5.1 
14.1±1.5 

14.4±2.1 

13.4±1.1 
0.4 

0.6 

 

16.03±5.2 
18.6±8.9 

15.2±2.5 

14±1.7 
1.6 

0.1 

 

29.7±5.7 
30.3±9.6 

28.8±6.9 

58.7±24.6 
18.1 

0.001** 

Education 

Illiterate 
Read and write  

Primary & secondary 

University 

F 

P 

 

77.5±4.9 
77.3±5.4 

0.1 

0.8 

 

77.1±4.8 
75.3±6.6 

1.1 

0.2 

 

57.8±10.4 
61.5±10.1 

1.4 

0.1 

 

14.5±2.2 
14.4±3.9 

0.1 

0.9 

 

14.8±2.3 
16.5±6.1 

1.2 

0.2 

 

37.6±20.1 
29.8±6.9 

2.4 

0.01* 

Occupation  

Work 
Not work 

T 

P 

 

78.6±2.9 

76.4±6.4 
1.8 

0.07 

 

77.7±2.8 

74.5±7.4 
2.2 

0.02* 

 

55.8±8.5 

63.7±10.2 
3.4 

0.001* 

 

14.1±1.8 

14.7±4.3 
0.7 

0.4 

 

14.7±2.6 

16.9±6.5 
1.7 

0.08* 

 

38.8±16.8 

27.3±5.7 
4.1 

0.001* 

Family income 

Enough 

Not enough 

T 

P 

   *Statistical significant difference (P <0.05)              ** highly Statistical significant difference (P < 0.001) 

    F on-way-ANOVA test  t Paired sample T test  

       

Table 9: It's clear from the above table that there was a highly positive significant relation between study participant's 

adherence to treatment and participant's age, residence, level of education, and occupation pre instructions except with family income 

pre and post 1
st
 follow up after application of instructions.  

 

Discussion: 

Diabetics need to have adequate knowledge, skills 

and positive attitudes to successfully manage diabetes every 

day (Parsons, et al., 2017). Treatment adherence among 

patients with type 2 diabetes mellitus (T2DM) is strongly 

influenced by the level of knowledge of the patient, his 

misconceptions, beliefs and inaccurate assumptions on the 

matter (Campbell, 2012). Adherence to treatment of diabetes 

mellitus is to improve glycemic control and therefore decrease 

morbidity and death associated to uncontrolled diabetes and 

reduce the effective cost of the disease (Albuquerque, et al., 

2015). 

Based on the result of the current study, it has been 

noticed that out of 144 of total participants were their age 

around 50 years with mean age 51.9±10.14 for study group 

and 55.9±12.14 for control group, this may be due to that 

T2DM start at middle age and late adult hood, and this 

confirmed by National Diabetes Statistics Report (2017) 

which reported that adults aged 45 to 64 were the most 

diagnosed age group for diabetes in 2015, and middle-aged 

and older adults are still at the highest risk for developing type 

2 diabetes. These findings were compatible with Reisi et al., 

(2016), who cited in their study that the majority of study 

group with the mean age of the patients was (57.4±11.1 

years), also current findings agree with Aliha et al., (2013), 

who said that the mean age at experiment and control groups 

were around 50 years (had mean±SD age 50.9 ± 7.3 and 55.1 

± 10.1 years respectively). 

https://www.cdc.gov/diabetes/pdfs/data/statistics/national-diabetes-statistics-report.pdf
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The present study illustrated that the majority of the 

participant were females, the researchers opinion were that 

related to increase obesity is common in female and it is one 

from main risk factor for developing T2DM, this justification 

confirmed by Quartuccio, et al.,  (2018) which reported that 

female had more extensive fat distribution than male. Also 

Ramirez, et al., (2016) and Taha, et al., (2016), who 

mentioned that the most of study group were females, While 

Kassahun, et al., (2016), in contrast with current results who 

found in their study that the majorities of patients were male 

in the study group. 

The current study found that around half of 

participants were lived in rural area, this is due to lack of 

resources and limited access to medical care for diabetic 

follow-up in rural area , this result supported by Zheng, et al., 

(2019) who cited in their study that most of the patients were 

rural residents. Also agree with Arafa, et al., (2019) who 

found in their study that around half of T2DM patients were 

lived in rural area. 

In relation to educational levels about more than one 

third were illiterate in the study group, this may be related to 

Egyptian rural culture which not allowed for women to attend 

or complete their education level which confirmed by Ali, and 

Gurmu, (2018) who said that Upper and Lower Egyptian 

rural culture not allowed for women to go to school or 

complete their education level. This finding come agree with 

Aliha et al., (2013), who stated that, more than one third 

among the study group were illiterate. In contrast, Taha, et 

al., (2016), reported in their study that, the majority of 

participants indicated their educational level was read and 

write and basic education.  

According to occupation the present study illustrated 

that more than half of participants haven't work in both groups 

and with not enough family income according to subjects 

expression and this may be due to the majority of participant 

were females that lived in rural area and do not have a 

profitable job, but their work is limited to household, and this 

leads to the lack of sufficient income, which compels her to go 

to the hospital to follow up and spend the treatment free of 

charge. These results agree with Cardenas, (2019) who stated 

that low income and the educational level of an individual are 

contributing factors resulting to poor management of T2DM 

Also in the same line with Thomas, et al., (2016) who found 

in his study that the greatest increase in T2DM prevalence has 

occurred in low-to-middle family income. In contrast, Taha, 

et al., (2016) reported in their study that the majority of 

participants 72% had working. 

Our results show that more than half of the 

participants in the study and control group have duration of 

disease 5-10 years (because most of participants age around 

50 years and the prevalence of T2DM is in middle adulthood 

phase), using oral hypoglycaemic treatment, with frequent 

follow up monthly (this due to hospital policy), and most of 

participant with no previous hospitalization (my explanation 

that in the current study excluded patients with comorbid 

disease or CVA. These results in an accordance with Zheng et 

al., (2019) who reported that the most of study group take oral 

hypoglycaemic treatment. Also agree with Taha, et al., 

(2016) who stated in their study that Two-fifth of the patients 

(40.0%) were on oral medication and the majority (72.0%) 

had monthly follow-up.  

The current study show that less than one quarter 

among participants in study and control group had previous 

training and they were received their information from 

physician in hospital. From my observation the patients' 

follow‐up process was not done and there was no continuity in 

DM patient's care, no teamwork in diabetes unit and the role 

of the nurse was limited to insulin injection training and there 

was no nutritionist for training the patients about their diet. 

My observation confirmed by Abaza and Marschollek, 

(2017) who found in their study that diabetic patients have 

poor levels of communication with healthcare providers, most 

patients were not receiving the most basic form of education 

in the clinic, and accordingly knew very little about their 

diabetes and how to control it and very few patients indicated 

attending educational diabetic instruction lectures or seminars 

which were rarely organized. This result disagree with Reisi et 

al., (2016), who mentioned that less than half (48.1%) of the 

participants had received previous diabetes patient Previous 

instructions. 

Regarding smoking, the majority of both group in our 

study were not smoking, perhaps this is due to majority of 

participant were females in rural area and our culture the 

females not smoking. This finding agrees with 

Swiątoniowska et al., (2019) who cited that about more than 

half of the study respondents have not smoking. Finally 

current results agree with Kassahun et al., (2016), who 

reported that 92.9% of study patients have not smoking.   

Concerning to compliance of the study group to 

diabetic management was had good treatment adherence in the 

first instruction and second follow up after application of 

instructions than pre, this improvement was due to the  

participants attending current studied instructional session and 

acquiring sufficient knowledge about diabetes sign 

&symptoms, complication, medication, nutrition and exercise, 

that all encourage them to be more compliance to medication, 

taking diabetic diet as prescribed and performing suitable 

exercise with using our educational booklet and this reflect of 

instructions on patients adherence to treatment. Our findings 

were in the same line with Awodele & Osuolale, (2015), who 

mentioned in their study that the overall improvement in 

adherence rate of 86.8% was observed after educational 

interventions. This findings were disagree with study by 

Sontakke, et al., (2015), who observed that, 74% of diabetic 

patients had low adherence to treatment, 26% had medium 

adherence whereas none of the patients showed high 

adherence. Also in contrast with Sankar, et al., (2013) who 

found in their study that nearly three fourths of patients had 

poor adherence to the medication with a mean score of 3.57 ± 

1.67.          

          

Conclusion:  
The majority of both study and control groups have 

aged around 50 years, female, married, live in rural area with 

low income and with duration of disease from 5-10 years. 

The participant of study group had improvement in 

adherence to treatment after application of nursing instructions 

than pre also than control group. 

 

Recommendations: 

For patients; 
- Increase patient awareness about the importance of 

diabetic education to improve glycemic control to 

prevent developing complication that affects patient 

quality of life. 

- Each diabetic patient should have such our 

educational booklet. 

 

https://search.proquest.com/indexinglinkhandler/sng/au/Cardenas,+Aimee+A/$N;jsessionid=B64026281897A200D07EF7B3ED5ADF89.i-0fdb43f759e4b1f11
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For nurse; 

- Nurses should emphasis to provide an educational 

instruction tailored to each diabetic patient. 

 

For administration; 

- Accessibility to diabetic health center should be easy 

for all diabetic patients and raising the awareness of 

diabetic patients towards their education. 

- Develop and equip more diabetic health centers with 

audio tapes, video tapes, pamphlets, leaflets, 

magazines, and books. 

- Establishment of hot line (phone and net) contact for 

urgent consultations. 

- Strengthening of diabetic patients association. 

- The study recommends generalization of such 

educational booklet in all health care settings 

providing services to T2DM patients. Such booklet 

should particularly address the patients with low 

educational attainments, long history of T2DM, and 

those residing in rural areas. 

- Healthcare organizations must develop a dedicated 

funding plan that supports diabetic education. 

 

For further researches 

- Replication of the current study on a larger sample 

size to achieve generalizable results8 

- More research on evaluation of the impact of health 

instructions on diabetic patients. 
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Abstract 

Background: Diabetes mellitus has increased the risk of peripheral vascular diseases by causing endothelial and 

smooth muscle cell dysfunction in peripheral arteries. The ankle-brachial index (ABI) is a simple, noninvasive and 

widely used test that detects peripheral arterial disease (PAD).Aim: the study aims to assess peripheral vascular 

disease degree for diabetic patients. Design: Descriptive research design. Sample: Purposeful samples with number of 

50 diabetic patients were selected. Setting: the present study was conducted at the diabetic out-patient clinic at Minia 

university hospital. Tools: Data were collected using two tools; the first tool included questions related to 

demographic characteristics, medical and life style data. The second tool is ankle brachial index. Results: The main 

finding of the study were two thirds were females with mean average age were 50.9 ± 10.5 years and two thirds of the 

studied sample have mild obstruction  while the other third were had a moderate obstruction of peripheral vascular 

disease. There statistical significance relation between the duration of type 2 diabetes and accompanied medical 

illness among studied sample regarding their ankle brachial index levels (p≤ .03&.02) respectively. Conclusion: 

Around two thirds of the studied sample had mild level of peripheral arterial obstruction and there was significant 

difference between the duration of type 2 diabetes and accompanied medical illness regarding their ankle brachial 

index. Recommendation: Planning a program that helps diabetic patients about of peripheral vascular disease 

management. 

Key words: Diabetes mellitus, Peripheral Vascular disease. 

 

Introduction: 

Diabetes mellitus is one of the leading non-

communicable diseases of the 21
st
 century. Diabetes imposes a 

heavy toll on the vascular system, with both macro-vascular 

and micro-vascular complications. Peripheral arterial disease 

is one of the macro-vascular complications of Type 2 diabetes 

mellitus; its prevalence is higher among diabetics and has a 

predilection for lower limbs. It has been hypothesized that the 

metabolic abnormality in the pre-diabetic phase predisposes to 

a more distal and aggressive atherosclerosis. Once diabetes 

has developed, this process is accelerated due to chronic hyper 

glycaemia, endothelial damage, non-enzymatic glycosylation 

and poly-neuropathy which in turn could lead to impaired 

vascular remodeling and collateral formation (Jakovljevic & 

Milovanovic, 2015). Peripheral arterial disease (PAD) also 

referred to as peripheral vascular disease (PVD), is a condition 

characterized by a gradual reduction in blood flow to one or 

more limbs secondary to atherosclerosis. (Edwards et al., 

2017).  

Peripheral neuropathy, peripheral vascular disease 

and infection are three major factors for diabetic foot ulcer 

that can lead to gangrene and amputation. However, peripheral 

neuropathy is solely responsible for more than 80% of foot 

ulcers in diabetic patients. This not only is important for 

neurological examination as the first criterion for screening 

patients at risk for foot ulcers, but also is indirectly 

emphasized on nurse’s role in performing a diabetic foot 

examination (Kumarasinghe et al., 2018). 

The use of ankle-brachial-pressure index (ABI) in the 

clinic and bedside provide a measure of blood flow to the 

ankle. This could help early detection, initiate early therapy 

and may thus reduce the risk of critical limb ischemia and 

limb loss (Edwards et al., 2017). The ankle-brachial index is a 

simple and inexpensive test that can identify patients with 

PAD by determining the ratio of systolic blood pressure at the 

ankle arteries relative to that at the brachial arteries blood 

pressure at the ankle arteries relative to that at the brachial 

arteries (Qu, B et al., 2015).  & Kim  E S, 2012)
.
  

It has been observed that nurses have an effective 

role in prevention of foot ulcers and lower limb amputation by 

educational interventions, screening high-risk people and 

providing health care (Bethel, 2015). However, the nurse 

educators can evaluate patient requirements and design a 

particular educational program for each of patients and their 

families. Nurses can facilitate active participation of patients 

and family members in care and they can also teach patients 

about the importance of regular visits to the clinic, blood tests 

at specified intervals and the primary principle of diabetes 

care and prevention of its complication (Ammendola et al., 

2017). 

 

Significant of study: 
Diabetes mellitus is the one of the important health 

issue in today’s world which may affect the entire life pattern 

of an individual. It is a global chronic public health problem 

and is now growing as an epidemic in both developed and 

developing countries. In individuals with diabetes, peripheral 

arterial disease (PAD) typically presents at an earlier age and 

is associated with a more rapid progression than in non-

diabetic (Park et al., 2013)   

In 2013, 382 million adults were diagnosed with 

diabetes mellitus worldwide; this number is expected to grow 

to 592 million in 2035. People with diabetes are at increased 

risk of macro vascular and micro vascular complications, as 

well as early mortality. In Egypt, diabetes mellitus is a fast 

growing public health problem with a significant impact on 

morbidity, mortality, and health care resources. Currently, the 

prevalence of type II diabetes (T2D) is around 15.6% of 

diabetic Egyptian adults aged twenty (20) to seventy nine (79) 

years of age (International Diabetes Federation, 2013 & 

Hegazi et al 2015).  

https://www.sciencedirect.com/topics/medicine-and-dentistry/microvascular-complication
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Peripheral arterial disease (PAD) is one of the macro-

vascular complications of type 2 diabetes mellitus. It has 

received little detection especially among the community 

setting. Hence, the present studies assess the degree of 

peripheral vascular disease among type II diabetic patients. 

 

Aim of the Study 

To assess peripheral vascular disease degree for 

diabetic patients.  

 

Research question: 

- Is there a different degree of peripheral vascular 

disease among type II diabetic patients? 

- Is there relation between socio demographic data, 

medical data and degree of peripheral arterial 

disease? 

 

Research Design:  

Descriptive research design was utilized in the 

current study. 

 

Setting: 

The study was conducted at the diabetic out-patient 

clinic, Minia university hospital. The hospital located on the 

western bank of the Nile River and in the face the upper 

bridge on the Nile south of Minia City.  

 

Sample size: 

Purposeful sample technique was utilized in this 

study. Selected number of patients with type II Diabetes 

Mellitus who attend the outpatient clinics and whose who met 

the inclusion criteria. The total numbers of patients attending 

the diabetes clinic during the year are five hundred (500) 

patients and the sample was calculated using the following 

equation:- 

The determination of the sample size based upon the 

following sample calculation formula: 

 

N = 
t

2
     x    p (1-p) 

= 

(1.96)
2
     x    

0.034(1- 0.034) = 
50 

patient 
m2 (0.05)

2
 

 

Description: 

- N = required sample size. 

- t = confidence level at 95 % (standard value of 

1.960). 

- p = estimated prevalence of type 2 diabetes mellitus 

at Minia University Hospital 2016 (0.07).  

- m = margin of error at 5 % (standard value of 0.05).   

 

Inclusion Criteria: 

- Patients who are medically diagnosed as Type II 

Diabetes Mellitus and with regular treatment.  

- Ankle Brachial Index (ABI) score is less than 0.90 – 

0.40  

- Diabetic patients for more than 4 years. 

 

Exclusion criteria: 
- Patients who have sever foot ulcer or amputated. 

 

Tools of data Collection: 

The current study data was collected by two tools. 

Study tool was revised by five experts in the field of nursing 

at the faculty of nursing; Assuit and Minia University, to test 

its content validity and feasibility, the necessary modifications 

were done.  

 

This includes two tools:- 

Tool 1: Structured interviewed data:  

It was collected by the researcher at the first 

interview and covers two main parts: 

 

Part (I): socio demographics characteristics assessment: 

This part included six (6) items as five (5) items 

including socio demographic data such   as age, sex, 

occupation, level of education, residence.  

 

Part (II): medical status assessment: 

This part included six (6) items as duration of 

diabetes mellitus, health problem, body mass index, 

accompanied medical illness with diabetes II, diabetes 

treatment, family history of peripheral arterial disease and 

receive medical treatment for PAD. 

 

Tool 2: Ankle-brachial index (ABI): 

It was originally adopted by (Winsor T. 1950):- this 

test is a simple, noninvasive tool which standard for the 

diagnosis and screen of lower-extremity peripheral artery 

disease (PAD). ABI test was done individually for every 

studied subject by using: 

- Standard manual sphygmomanometer with 

appropriately sized cuff(s) for arm and ankle, 

standard Handheld Doppler device with vascular 

probe 8.0M HZ, Conductivity gel. 

- Ankle brachial index was measured by placing 

BP cuff tied on upper arm, palpate the brachial 

pulse, then place the doppler after applying gel 

and inflate at about 20 -30 mmHg where pulse is 

not audible and then deflate and mark the first 

heard pulse as the systolic blood pressure and 

repeat for the other arm . then repeat the same 

steps on the legs by placing BP cuff tied on 2.5 

cm above the malleolus, palpate the 

dorsalispedis or posterior tibial pulse, then place 

the Doppler after applying gel and inflate at 

about 20 -30 mmHg where pulse is not audible 

and then deflate and mark the first heard pulse as 

the systolic blood pressure and repeat for the 

other extremity. 

- ABI test is calculated by dividing the higher of 

the dorsalispedis systolic pressures for each 

ankle by the higher of the two upper extremity 

brachial systolic pressures to obtain the ankle 

brachial index for each of the lower extremities. 

Ankle brachial Index = Highest ankle pressure / 

Highest brachial arm pressure 

 

Score Interpretation:    

Above 0.90 – Normal  

0.71 – 0.90 – Mild Obstruction  

0.41 – 0.70 – Moderate Obstruction  

0.0 – 0.40 –   sever obstruction 

 

Content validity and Reliability:   The tools and scales 

content validity was done to identify the degree to which the 

used tools measure what was supposed to be measured. 

Developed tool and ABI test were examined by a panel of five 



Minia Scientific Nursing Journal (Print) (ISSN 2537-012X) Vol. (7) No. (1) June 2020 

P a g e  | 89  Zeinab M., et al 

experts' opinion in the field of community health nursing 

specialties 

 

Procedure 

-  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 (director of 

Minia University Hospital and director of outpatient 

clinics).  

- The study duration lasted for 3 months; the study 

started at the beginning of November 2018, and was 

completed by the end of January2019. 

- Selected sample who attend the diabetic outpatient 

clinic was chosen and informed by the researcher 

individually about purpose and nature of the study, 

then researcher obtained oral consent and telephone 

number from those who accepted to participate in this 

study. 

- Prepare equipment were needed to assess peripheral 

vascular disease (PVD) and measure ankle brachial 

index (ABI) for the studied sample through two days 

per week according to diabetic outpatient scheduling 

which start regularly then the selected study sample 

were ranged from 3-5 diabetic clients in each visit. 

- The researcher has started a collection of data from 

the study sample by using the study tool which 

consisted of two tools (tool 1) socio-demographic 

characteristics and medical data (tool 2) ABI test in 

the first meeting. This step lasted for 20-30 minutes 

for each participants based on number of selected 

studied sample in every diabetic outpatient clinic 

schedule. 

 

Pilot study 

To assess the clarity, reliability and applicability of 

the study sample tools which were used in the study for data 

collection; a pilot study was conducted on 10% (n= 5 diabetic) 

of the sample. Based on results of the pilot study there is not 

modification was done. Those cases of the pilot study were 

included in the study sample. 

 

Statistical Analysis 

Data were summarized, tabulated, and presented 

using descriptive statistics in the form of frequency 

distribution, percentages, means and the standard deviations as 

a measure of dispersion. A statistical package for the social 

science (SPSS), version (25) was used for statistical analysis 

of the data, as it contains the test of significance given in 

standard statistical books. Numerical data were expressed as 

mean and SD. Qualitative data were expressed as frequency 

and percentage. Probability (P-value) is the degree of 

significance, less than 0.05 was considered significant. The 

smaller the P-value obtained, the more significant is the result 

(*), less than 0.001 was considered highly significant (**). 

 

Ethical consideration 

 Informed oral consent was obtained from each 

diabetic patient to be included in the study. It was included 

full explanation of the tool, rights for privacy, confidentiality 

and rights to withdraw at any time. 

 

Results 

Table (1): Distribution of the studied sample according their Socio demographic characteristics (n= 50). 
Socio demographic data 

 
No. % 

Age/ year   

20- 1 2.0 

30- 5 10.0 

40- 16 32.0 

50- 20 40.0 

60- 5 10.0 

70- 3 6.0 

Mean ± SD 50.9 ± 10.5 years   

Sex   

Male 20 40.0 

Female 30 60.0 

Educational level   

Illiterate 26 52.0 

Read and write 10 20.0 

Secondary 11 22.0 

University 3 6.0 

Occupation   

Not working 38 76.0 

Working 12 14.0 

Residence   

Rural 34 68.0 

Urban 16 32.0 

 

Table (1) showed that, two third of the studied sample were females and this mean average age were 50.9 ± 10.5 years. As 

regard to educational level the highest percentage (52%) was illiterate while the lowest percentage (0.6%) among the same group was 

university and most (76.0%) among the studied sample not had occupation. On the other hand result show that most (68%) of them 

were lived in rural area. 
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Table (2): Distribution of the studied sample according their medical data (n= 50). 
Medical data No. % 

Duration of type 2 diabetes   

5 – <10 years 32 64.0 

>10 years  17 34.0 

Don't known  1 2.0 

Body mass index (BMI)   

Normal weight  14 28.0 

Overweight  28 56.0 

Obese  8 16.0 

Accompanied medical illness with diabetes II   

Heart disease  3 6.0 

Hypertension  18 36.0 

Heart and hypertension  0 .0 

Not present  29 58.0 

Diabetes treatment   

Oral hypoglycemic agents 32 64.0 

Insulin 17 34.0 

Insulin and oral hypoglycemic agents 1 2.0 

Family history of peripheral arterial disease   

Yes  17 34.0 

No 33 66.0 

Receive medical treatment for PAD   

Yes  3 6.0 

No  47 94.0 

NS= not significant 

Table (2) founded that more than two-thirds among the studied sample have diabetes less than 10 years and they were had 

overweight constituted (56%). The result revealed that the highest percentage (58%) among them were hadn’t any accompanied 

medical illness. As regard diabetes treatment more than two thirds were had taken oral hypoglycemic agents but (66%) among them 

they were hadn’t family history about peripheral arterial disease. Finally most of the studied sample weren’t received previously any 

medical treatment for PAD.  

 

Table (3): Total ankle brachial index (ABI) degrees among the studied sample (n= 50). 
Total Ankle brachial index (ABI) degrees 

 

NO % 

Normal  0 0.0 

Mild obstruction 30 60.0 

Moderate obstruction 20 40.0 

Table (3) showed that, two thirds of the studied sample have mild obstruction while the other third were had a moderate 

obstruction of peripheral vascular disease. 

 

Table (3):   relations between socio-demographic data of studied sample and their ankle brachial index degrees (ABI) (n= 50). 
 

 

Socio-demographic data 

 

ankle brachial index degrees 

 

 

Fisher  

 (P – value) 
Normal 

(n= 0)  

Mild  

(n= 30) 

Moderate  

(n=20) 

No (%) No (%) No (%) 

Age      

20-  <30  0 (0.0) 0 (0.0) 0 (0.0)  

 

6.042 (.196) NS  
30-  <40 0 (0.0) 10 (83.3) 2 (16.7) 

40-  <50 0 (0.0) 6 (66.7) 3 (33.3) 

50-  <60 0 (0.0) 7 (46.7) 8 (53.3) 

60-  <70 0 (0.0) 4 (40.0) 6 (60.0) 

>70  0.(0.0) 3 (75.0) 1 (25.0) 

Sex     

Male  (0.0) 13 (61.9) 8 (38.1) .055 (.815) NS 

Female  (0.0) 17 (58.6) 12 (41.4) 

Educational level      

Illiterate  0 (0.0) 16 (61.5) 10 (38.5)  
 

.175 (.916) NS  
Read and write 0 (0.0) 8 (61.5) 5 (38.5) 

Secondary  0 (0.0) 6 (54.5) 5 (45.5) 

University  0 (0.0) 0 (0.0) 0 (0.0) 

Occupation      

Not working  0 (0.0) 20 (58.8) 14 (41.2) .210 (.900) NS 

working 0 (0.0) 10 (62.5) 6 (37.8) 

Residence      

Rural  0 (0.0) 22 (59.5) 15 (40.5) .017(.895) NS 

 Urban  0 (0.0) 5 (61.5) 8 (38.5) 

NS= not significant * p = ≤.05 (statistical significance ** p = ≤.01 (highly statistical significance) 

Table (4): presented that there were no statistical significance relation between all socio-demographic data of the studied 

sample and their ankle brachial index degrees. 
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Table (5):  Relations between medical data of the studied sample and their ankle brachial index (ABI) degrees ( no =50) 
 

Medical data 

Ankle brachial index (ABI) degrees  

Fisher 

 (P – value) 
Normal 

(n= 0)  

Mild  

(n= 32) 

Moderate  

(n=18) 

No (%) No (%) No (%) 

Duration of type 2 diabetes     

6.870 (.03*)

   
5 – <10 years  0 (0.0) 23 (71.9) 9 (28.1) 

>10 yrs. 0 (0.0) 6 (35.3) 11 (64.7) 

Don't known  0 (0.0) 1 (100.0) 0 (0.0) 

BMI     
 

7.589 (.669)
  NS 

Normal weight  0 (0.0) 6 (71.4) 2 (28.6) 

Overweight  0 (0.0) 16 (57.1) 12 (42.9) 

Obese  0 (0.0) 5 (62.5) 3 (37.5) 

Accompanied medical illness with diabetes II   
 

7.662 (.02*) 
Heart disease  0 (0.0) 0 (0.0) 3 (100.0) 

Hypertension  0 (0.0) 9 (50.0) 9 (50.0) 

Heart and hypertension  0 (0.0) 0 (0.0) 0 (0.0) 

Not present  0 (0.0) 21 (72.4) 8 (27.6) 

Diabetes treatment      

4.052 (.132) 
NS 

Oral hypoglycemic agents 0 (0.0) 17 (53.1) 15 (46.9) 

Insulin 0 (0.0) 13 (76.5) 4 (23.5) 

Insulin and oral hypoglycemic agents 0 (0.0) 0 (0.0) 1 (100.0) 

Family history of peripheral arterial disease  1.797 (.180)

  NS 
Yes  0 (0.0) 8 (47.1) 9 (52.9) 

No  0 (0.0) 22 (66.7) 11 (33.3) 

Receive medical treatment for PAD     

.059 (.808)  NS Yes  0 (0.0) 2 (66.7) 1 (33.3) 

No  0 (0.0) 28 (59.6) 19 (40.4) 

 

Table (5): showed that there were statistical significance relation between only two medical data as the duration of type 2 

diabetes and accompanied medical illness with diabetes mellitus and their ankle brachial index degrees (p  .03 & .02) respectively 

among the studied sample. 

 

Discussion 

The present study revealed that, the mean average 

age among the studied groups were  (50.9 ± 10.5) years, this 

related to increase the risk of peripheral arterial disease among 

type II diabetes mellitus with aging process. Another 

interpretation it was observed that with increasing age, the 

prevalence of PVD in type 2DM showed an increasing. This 

result was in agreement with John, J and Rathiga,A (2015) 

who mentioned that, more than half of the study sample 

between age 51 to 60 years were having lower extremity 

perfusion among Type 2 Diabetes Mellitus with lower 

extremity perfusion in Chettinad Hospital and Research 

Institute, TamiNadu, India.  This result was also in 

contradicted with Bhuvaneshwari S & Tamilselvi S (2018)
 

revealed that more than one third of the diabetes patients were 

between the age group above 60 years among both groups in 

Saveetha Medical College and Hospital in Chennai. 

The result of this present study illustrated that more 

than half of the studied sample were females  ,this can be 

discussed as decline level of estrogen at menopause cause 

increased risk for  diabetes mellitus (DM) because estrogen 

produce several anti-aging effects including anti oxidative 

properties as oxidative stress is considered the most important 

cause in micro vascular diseases. This result agreed with 

Kumari1.A et al., (2019) who illustrated that half of the 

diabetic patients in control group were females in selected 

hospital of Ambala, Haryana. In contrary to the current study 

findings Shilshi, TL et al., (2017)
 
 Illustrated that more than 

two third among  patients  with type 2 diabetes mellitus were 

males in Saveetha medical college and  hospital, Chennai.  

Our findings showed that more than half of the 

studied samples were illiterate. This may be rationalized as in 

the past there was no interest in education so, illiteracy was 

common among diabetic patients that lead to lack of health 

awareness about complication of diabetes and follow up. As 

well this finding is supported by Bhuvaneshwari, S & 

Tamilselvi, S (2018)
13

 illustrated that more than one third of 

the control group among patients with type 2 diabetes mellitus 

were illiterate. On the other hand; Priya, N (2016) study was 

contradicted this finding,  shows   that more than one third 

among patients with selected non- communicable diseases 

(NCDs) admitted at Sri Narayani Hospital and Research 

Centre (SNHRC), Vellore were studied in Primary education.  

As regard, current study sample’s occupation showed 

that the majority of them were not occupied. This may be 

related to the lack of work makes diabetics patients less 

mobile, which lead to a slowing of lower peripheral blood 

circulation, thus being prone to peripheral vascular disease.  

This result supported by baby, B (2015) revealed that that one 

third of control group were unemployment among diabetes 

mellitus patients with lower extremity perfusion in selected 

hospital at Coimbatore.   

The current study revealed that the majority of the 

studied sample was from the rural area because the lack of 

health awareness about care of diabetes mellitus which can be 

converted into complication leads to peripheral vascular 

disease as well as lack of health care services in rural area. 

This result supported by Ram BD et al., (2017) regarding area 

of residence, more than  half among patients with type 2 

diabetes mellitus at tertiary care hospital, Pakistan.  the 

subjects were residing in the rural area. 

Results of the current study showed that more than 

two-thirds of the studied sample's duration of diabetes from 

five (5) to less than ten (10) years. This can be discussed as 

the longer the duration of diabetes, the more susceptible to 

peripheral vascular disease. This result in agreement with 

Abishal, A (2015) stated that more than thirty of the control 

group was having duration of diabetes more than five years 
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among diabetes mellitus patients in selected hospitals of 

Kanyakumari district. On the other hand, Ram BD et al., 

(2017) study was contradicted this finding, illustrated that 

more than half among  patients  with type 2 diabetes mellitus 

at tertiary care hospital, Pakistan were have diabetes mellitus 

more than ten (10) years. 

 The present study revealed also that more than half 

of the studied samples were overweight, this due to lack of 

compliance with   healthy diet for diabetic patients and 

exercise. As well this finding also in agreement with Priya, N 

(2016) represented that   majority of patients with selected 

non- communicable diseases (NCDs) were overweight. In 

contrast to the current study results Kumar, AVN (2018) 

reported that, nearly half of among clients with type II 

diabetes mellitus in selected hospital at Maharashtra were in 

the normal range of body mass index 

The current study found that there more than half of 

the studied samples were taking oral hypoglycemic agent. 

Because the studied sample have diabetes mellitus type II, so 

most of them were taking oral hypoglycemic agent, unless the 

condition was not responding, then the treatment will be 

changed to insulin injection. This result supported by 

Vijayabarathi. M (2014) regarding type of diabetic 

medication, majority of the control group was taking Oral 

Hypoglycemic agent among type 2 diabetes Mellitus with foot 

ulcer admitted in diabetic wards at Rajiv Gandhi Government 

General Hospital. 

The present study revealed also that more than two-

thirds of the participants were haven’t family history of 

peripheral arterial disease. Because the diabetes will be caused 

either by getting old, obese, not exercising regularly and not 

eating healthy food. This result was further supported by 

Hemalatha, K (2018)
 
who found that the majority of the 

control group wasn’t have family history of peripheral arterial 

disease among diabetes mellitus patients with impaired lower 

extremity perfusion center from Morris Mathias hospital.  

The Current study revealed that two thirds of the 

studied group have mild obstruction  while the other third 

were had a moderate obstruction of peripheral vascular disease 

because more than two-thirds of the studied sample has 

diabetes less than ten years, so its effect on the peripheral 

blood vessels is less. This result supported by Akhtar, KB et 

al., (2010) who found that more than half of the Study patients 

of type-2 Diabetes Mellitus have mild ankle brachial index in 

diabetic clinic of PMRC Research Centre, Lahore. On the 

same line Shilshi, TL et al., (2017)
 
illustrated that more than 

half in control group had PVD among patients with type 2 

diabetes mellitus, Chennai. In contrary to the current study 

findings Kumar, AVN (2018) who found that the pre- test of 

ankle brachial index (ABI) scores regarding the peripheral 

vascular tissue perfusion among clients with type II diabetes 

mellitus shows that majority (72%) of clients had moderate 

reduction in peripheral vascular tissue perfusion.  

The current study illustrated that there were 

statistically significant relation among duration of type 2 

diabetes and their ankle brachial index (ABI) levels because 

the greater the number of years of diabetes and the lack of 

attention to follow-up, all of this will lead to the impact of 

peripheral blood vessels. Another rational most of the sample 

age was more than forty years with no awareness and follow-

up will lead to affected peripheral vessels. This finding is 

compatible with Goel S, et al., (2018)
 
who said that there was 

significant association between duration of diabetes with 

peripheral arterial disease in type 2diabetes mellitus at MGM 

Institute of Health Sciences, Navi Mumbai. 

 

Conclusion 

There are two thirds of the studied sample had mild 

degree of peripheral arterial obstruction and there was 

statistical significant relation between the duration of type 2 

diabetes and accompanied medical illness regarding their 

ankle brachial index degree and there no relation between 

their socio-demographic data with this degree of peripheral 

vascular disease. 

 

Recommendations 

- Frequent nursing assessment of peripheral vascular 

disease and consider important nurse's role when 

mange among type II diabetes mellitus by ankle 

brachial index. 

- Planning a program that helps diabetic patients to 

self-care management of peripheral vascular disease  
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Abstract 

Sexuality is a process that involves the integration of different organ systems and requires neurologic, vascular and 

endocrine coordination. This study aimed to determine the various types of sexual and urinary disorders among 

asymptomatic woman in different social levels and identify the high-risk factors, which will be more likely to have 

these sexual and urinary disorders. Descriptive analytic design was used for this study. A systematic random sample 

was consecutively recruited in this study. conducted in Minia University Hospitals Results: mean age of studied 

group was 30.2 ± 6.3 years, more than half of them lives in urban area, near to half of them have university education 

and their marriage aged ranged between 15- 24 years and mean of marriage period 10.09 ± 7.0 years. Regarding total 

score of female sexual function index the majority of studied group not FSD and the minority of them FSD. Also, 

there were negative fair association between studied age and sensation of pain during sexual activity, and the marriage 

period with desired, arousal, satisfaction domain, and total FSFI. Conclusion: The most frequent dysfunction domains 

among studied group were sexual pain 22.0%, followed by 16.0% sexual desire, then 14.0% sexual arousal, 11.0% 

lubrication domain, 10.9% orgasm, 5.0% satisfaction domain, and 10.6% of them had FSD. The main risk factor can 

lead to FSD were age of studied group and duration period of marriage. Recommendation: Develop training program 

for asymptomatic women with sexual disorders and urinary incontinence to know the most frequent dysfunction and how 

to deal with it. 

Keywords: Asymptomatic Women, Sexual Disorders, Urinary Incontinence,  
 

Introduction  

Female sexual dysfunction (FSD) is defined as an 

umbrella term for disorders of libido, arousal, orgasm, and 

sexual pain that lead to personal distress or interpersonal 

difficulties also it can be defined as a disturbance in or pain 

during the sexual response (Mamdouh et al., 2015). It is a 

common problem, affecting 30–78 % of women (Jaafarpour 

et al., 2013) and has received mixed responses from clinicians, 

theoreticians, and researchers. FSD is a multi-causal and a 

multi–dimensional medical problem that adversely affects 

physical health and emotional well-being (Berman et al., 

2003) 
The incidence of FSD varies widely probably 

because of differences in the defining criteria of sexual 

dysfunction and factors affecting it, i.e., the population 

involved, cultural background, socio-economic level and 

quality of psychosexual relationships (Ibrahim et al., 2013). 

Mamdouh et al., (2015) in a cross-sectional survey 

conducted in Alexandria, Egypt. They found that FSD in more 

than half of the women surveyed (53.7%). Domain scores 

suggestive of sexual difficulties ranged from the highest 

prevalent difficulty related to desire (82.2%) to the least 

prevalent one of poor satisfaction (33.4%). Age above 40 

years (odds ratios [OR] 3.1; 95% CI 1.9to 4.8), fewer years of 

education (OR 2.0; 95% CI 1.3 to 3.2) and having fewer 

number of sexual intercourse per week (OR 4.6; 95% CI 3.0 to 

6.9) were the potential predictors for the presence of possible 

FSD among the current sample after using logistic regression. 

Urinary incontinence (UI) defined by the 

International Continence Society (ICS) an organization with a 

global health focus that works through education and research 

to improve QoL in people with urinary, bowel, and pelvic 

floor disorders as the complaint of any involuntary leakage of 

urine. Also, ICS stated that in each specific circumstance, 

urinary incontinence should be further described by specifying 

relevant factors such as type, frequency, severity, social 

impact and effects on quality of life. The measures used to 

contain the leakage should be described together with whether 

or not the individual sought or desired help because of urinary 

incontinence (Ford, et al., 2017).  

El-mowafy et al., (2015) studied the prevalence of 

degree, duration and types of urinary incontinence among 

middle age women and the risk factors associated with urinary 

incontinence among middle age women. They found that he 

overall prevalence of UI was 66.5%. The prevalence of mixed, 

urgency, and stress UI was 68.6%, 24.1 % and 7.3%, 

respectively. The degree of mild, moderate and severe UI was 

47.6%, 43.3% 9.1% respectively. They added that 37.7%, 

31.4% of the study sample who had urinary incontinence were 

45-49 & 55-60 years respectively. In addition, the results 

show that there was significant positive association between 

UI and family history of urinary incontinence (odds ratio [OR] 

= 2.275); Myomectomy (OR = 3.809). Moreover, The results 

of their study showed that there was a strong significant 

correlations between degrees of urinary incontinence and body 

mass index and dietary intake( tea, coffee and marjoram) with 

P-value <0.001. Additionally, strong significant correlations 

was found between duration of urinary incontinence and age, 

and body mass index. 

 

Significance of the study 

Female sexual dysfunction (FSD) has been reported 

in 46% of women with lower urinary tract symptoms (LUTS). 

FSD is a common health problem that remains under-

investigated, especially in Eastern communities, where 

discussion of the issue is considered a taboo. Female sexual 

dysfunction (FSD) is age-related, progressive and extremely 

common, affecting 30–50% of women worldwide and in 

Egypt, a study conducted in Lower Egypt reported a 

prevalence of FSD of 46 %. (Buckey and Lapitan, 2010). 

The absence of clear research in Egypt and other developing 

countries on sexual and urinary complaints among a 

symptomatic woman motivated the researcher to discover the 

types and incidence of these complaints, proposing the ideal 
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nursing care regarding it and know the health seeking 

behavior of women. From this point the researcher conduct 

this study. 

 

Aim of the Study 

This study aims to: 

1. Determine the various types of sexual and urinary 

disorders among asymptomatic woman in different 

social levels. 

2.  Identify the high risk factors, which will be more 

likely to have these sexual and urinary disorders. 

 

Research Question: 

 What are the factors that disturb urinary and sexual 

function among woman in different social levels? 

 

Subjects and Methods 

Research Design 

Descriptive analytic design was used for this study. 

 

Sample 

A systematic random sample was consecutively 

recruited in this study. The sampling population consisted of 

all women who are staff members or employees or workers in 

Minia University hospitals their total number was 350 women 

who’s married and in reproductive age (15-49years). 

 

Setting 

This study was conducted on staff members, 

employees, and workers in Minia University Hospitals 

(Obstetrics, Gynecological and Children University Hospital-

Minia University Hospital-Cardio Thoracic University 

Hospital-Dental University Hospital-Urological University 

Hospital) 

 

Tools of Data Collection: 

Data of this study was collected by using three tools 

Tool І: Structured Assessment Sheet: This tool was 

developed by the researcher after reviewing the 

related literature and it was designed to assess 

patients' socio demographic characteristics such as 

age, residence, level of education age at marriage and 

duration of marriage .  

 

Tool ІІ: Female sexual function index (FSFI): This 

questionnaire consists of 19 questions about sexual 

feeling and responses during the past 4 week and the 

woman check only one box question.  It six domains 

of sexual function desire domain (2 questions), 

arousal domain (4 questions), lubrication domain (4 

questions), orgasm domain (3 questions), satisfaction 

domain (3 questions), and pain domain (3 questions). 

 

Scoring system: 
The individual domain scores and full scale (overall) 

score of the FSFI can be derived from the computational 

formula outlined in the table below. For the individual domain 

scores, add the scores of the individual items that comprise the 

domain and multiply the sum by the domain factor and added 

the six domain scores to obtain the full scale score.  

 

 

 

 

Domain score range  Dysfunction scores 

Desire domain  2- 10  ≤ 4.28 

Arousal domain  0- 20 ≤ 5.08 

 Lubrication domain  0- 20 ≤ 5.45 

 Orgasm domain  0- 15 ≤ 4.05 

 Satisfaction domain  2 - 15 ≤ 5.04 

Pain domain  0 - 15 ≤ 5.51 

FSF 4 - 88 ≤ 26.55 

 

Tool ІІІ: PISQ- sexual function for woman with: pop, 

Urinary Incontinence: this questionnaire consists of 

20 question and structure of 2 section first section for 

those who are not sexually active and second section 

for those who are sexually active. 

 

Validity and Reliability 

The tools were tested for content validity by a Jury of 

three experts in the field of the study. The tools tested for 

internal reliability were 0.88, 0.74, and 0.76 respectively. 

 

Procedure 

An official letter was sent from the Dean of the 

Faculty of Nursing at Minia University to Head Manager of 

Minia University Hospitals, asking for permission to collect 

data. 

 

Interview Phase: the aim and nature of study was briefly 

explained through direct personal communication 

with the participant and formal consent was obtained 

from the participant (verbal or written) before 

inclusion in the study this phase was taken about 10 

minutes. 

 

Implementation Phase: the investigator was explained to the 

participant who was agreed to participate in the study 

how to fill the questionnaire this phase was taken 

about 15- 20 minutes. 

- Data was collected two days / week (Saturday, 

Sunday), at official work time. 

 

 

Pilot Study 

A pilot study was conducted on 10 % of total sample 

to test the tools for the clarity, applicability, feasibility, then 

necessary modifications was carried out and the results will be 

included from the study. 

 

Ethical Consideration: 

The study was conducted after the approval of 

research committee of the college. Permission to conduct the 

study was obtained from the faculties' responsible authority 

after explanation of the aim of the study. Informed consent 

was obtained from participants after explanation of the aim of 

the study. In addition to patient's privacy and confidentiality 

of response was considered during collection of data. Finally, 

the patient has the right to refuse to participate in the study. 

 

Statistical Design 

   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. Chi square 

(  ) was used to test the association between two qualitative 

variables or to detect differences between two or more proportions 
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and the sample size large. Fisher's exact test used to test the 

association between two qualitative variables or to detect 

differences between two or more proportions and the sample size 

is small. Graphs were done for data visualization using Microsoft 

Excel. Correlation coefficient test was also used and statistical 

significance was considered at p ≤ 0.05. 

 

Results  

Table (1): Distribution of personal data of studied group (n= 350).  
Personal data No. % 

Age (year)   

15 - 14 4.0 

20 - 63 18.0 

30 - 94 26.9 

35 - 40 179 51.1 

Mean ± SD 30.2 ± 6.3 year 

Residence   

Rural 147  42.0 

Urban 203  58.0 

Educational level    

Illiterate 3 .9 

Read and write 7 2.0 

Basic & Secondary education 169 48.3 

University education 171 48.9 

Age at marriage (years)   

15-  168 48.0 

25- 151 43.1 

35 - 45 31 8.9 

Mean ± SD 21.1 ± 6.5 year  

Marriage period (years)   

< 5  123 35.1 

5 - 101 28.9 

10 - 50 14.2 

15 - 38 10.9 

20-  30 8.6 

25- 30 8 2.3 

Mean ± SD 10.09 ± 7.0 

 

Table (1): demonstrated that mean age of studied group was 30.2 ± 6.3 years, 58% of them lives in urban area, 48.9% have 

university education, 48.0% of them marriage aged ranged between 15- 24 years and mean of marriage period 10.09 ± 7.0 years.   

 

Table (2): Assessment of sexual dysfunction according to female sexual dysfunction index among studied group (n= 350). 
 

FSFI items 
No sexual functional  Sexual dysfunctional   

Min- max 
 

Mean ± SD No.  % No.  % 

Desire domains 294 84.0 56 16.0 2- 10 6.6 ± 1.9 

Arousal domains 301 86.0 49 14.0 .0-20 13.2 ± 5.5 

Lubrication domains 312 89.1 38 10.9 .0-20  10.6 ± 4.2 

Orgasm domains 312 89.1 38 10.9 .0 – 15 8.5 ± 3.4 

Satisfaction domains 332 94.9 18 5.1 2- 15 10.8 ± 2.9 

Pain domains 273 78.0 77 22.0 .0- 15 7.3 ± 3.5 

Total FSFI  315 90.0 35 10.0 4- 88 56.9 ± 17.4 

  

Table (2) demonstrated that mean scores of total FSFI was 56.9 ± 17.4 among studied group, satisfaction domain was 10.8 ± 

2.9, and desire and arousal domain were 6.6 ± 1.9. Also, the most frequent dysfunction domains were sexual pain 22.0%, followed by 

16.0% sexual desire, then 14.0% sexual arousal, 11.0% lubrication domain, 10.9% orgasm, and 5.0% satisfaction domain. 

10.6%

89.4%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

FSD Not FSD

 
Figure 1: Distribution women responses regarding total score of female sexual function index (n= 350). 

Figure (1): illustrated that 89.4% of studied group not FSD and 10.6% of them FSD. 

 



Minia Scientific Nursing Journal (Print) (ISSN 2537-012X) Vol. (7) No. (1) June 2020 

P a g e  | 97  Ekram I., et al 

20%

80%

0%

10%

20%

30%

40%

50%

60%

70%

80%

Not sexual active Sexual active

 
Figure 2: Distribution of Sexual Function for Woman with Urinary Incontinence (n= 350) 

Figure (2): illustrated that 80% of studied ample was sexual active and 20% of them did not.  

 

Table (3): Distribution of reasons of sexual inactivity and sexual life feeling among sexual inactive women (n= 70). 
Items No.  % 

Reasons of  sexually inactivity   

No partner 31 44.3 

No Interest 43 61.4 

Urinary incontinence problems  44 62.9 

*Other health problems 32 45.7 

Pain 46 65.7 

Fear of leaking urine and/or stool and/or a bulging in the vagina 4 5.7 

Sexual life feeling   

Frustrated  48 68.5 

Sexually inferior 43 61.4 

Angry  33 47.2 

Satisfy  15 21.4 

Adequate   15 21.4 

Bothersome  8 11.4 

*Genital prolapse problems,  

Table (3): presented that 65.7% of studied who was not sexual active due to pain followed by 62.9% due to bladder or bowel 

problems or due to prolapse, then 61.4% not interest. Regarding feeling about their sex life 64.5% of studied who was not sexual 

active was frustrated and 61.4% was sexual inferior.  

 

Table (4): Relations between female sexual function index and women’s personal data (n= 350). 
 

Personal data 

FSD (n= 37) Not FSD (n=313) Fisher   P - 

value  No. % No. % 

Age (year)       

15 - 1 2.7 13 4.2  

 

8.646 

 

 

.034* 
20 - 2 5.4 61 19.5 

30 - 7 18.9 87 27.8 

35 - 40 27 73.0 152 48.6 

Residence       

Rural 11 29.7 136 43.5 X 2 2.557 .110 

NS Urban 26 70.3 177 56.5 

Educational level        

Illiterate 0 .0 3 1.0  

 
 

4.173 

 

 
 

.383 

NS 

Read and write 2 5.4 5 1.6 

Basic & Secondary education 18 48.6 151 48.2 

University education 17 
45.9 154 49.2 

NS = not statistically significance difference * statistically significance 

Table (4): demonstrated that there were no statistically significance differences between female sexual function with 

residence and educational level of participant but there was statistically significance differences between female sexual dysfunction 

with their age in which women aged between 35 – 40 years had female sexual function higher in which P – value ≤ .034. 

 

Table (5): Correlation between domains of female sexual function index and age, age at marriage, and marriage period (n= 

280). 
FSFI items Age Age at marriage Marriage period 

r P  r P  r P  

Desire  -.205 .000** .116 .03* -.310 .000** 

Arousal  -.121 .024* .096 .072 -.310 .000** 

Lubrication  -.105 .061 .077 .149 -.195 .000** 

Orgasm  .092 .087 .119 .026* -.226 .000** 

Satisfaction  -.132 .01* .202 .000** -.296 .000** 

Pain  -.269 .000** .045 .402 -.205 .000** 

Total FSFI -.180 .001** .127 .018 -.315 .000** 
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                     *Correlation is significant at the 0.05 level      ** Correlation is significant at the 0.01 level. 

Table (5): proved that there were negative fair association between studied age and sensation of pain during sexual activity(r 

= - .269; P – value ≤ .000), and the marriage period with desired, arousal, satisfaction domain, and total FSFI ( r = -.310; P – value ≤ 

.000; r = -.310; P – value ≤ .000;  r = -.296; P – value ≤ .000&  r = -.315; P – value ≤ .000 respectively). 

 

Discussion 

The International Continence Society (ICS) defines 

urinary incontinence (UI) as a complaint of any involuntary 

loss of urine. Urinary incontinence is considered a public 

health problem and affects the quality of life (QoL) of 

thousands of women (Haylen, Ridder, and Freeman, 2010). 

These debilitating conditions interfere with social wellbeing, 

psychological, occupational and domestic aspects and are also 

related to sexual complaints (Santana, Aoki, and Auge, 

2012). According to the World Health Organization, female 

sexual dysfunction (FSD) is defined as an inability to derive 

satisfaction from the sexual act (Abdo, et al., 2002). Female 

sexual dysfunction is a prevalent health problem that has been 

inadequately investigated in the Arab world. In Egypt, the 

prevalence of FSD among women is limited. (Hassanin, et 

al., 2010). So the aim of this study was to determine the 

various types of sexual and urinary disorders among 

asymptomatic woman in different social levels and identify 

the high risk factors, which will be more likely to have these 

sexual and urinary disorders. 

The present study pointed to the mean age of 

participants was 30.2 ± 6.3 years and more than half of them 

ranged between 35 – 40 years. This result accordance with El-

Mowafy et al., (2015) studied the prevalence of degree, 

duration and types of urinary incontinence among middle age 

women and the risk factors associated with urinary 

incontinence among middle age women. They found that that 

37.7%, 31.4% of the study sample who had urinary 

incontinence was 45-49 & 55-60 years respectively.  

This result in the same line with Milsom, (2009) 

mentioned that the prevalence estimates for middle-aged or 

older women are 25-45% for any urinary incontinence and 5–

15% for daily incontinence. 

Also concerning to residence of studied sample more 

than half of them come from urban area. This results in the 

same line with a recent study done by Ismail et al., (2017) 

investigated the prevalence and possible risk factors that may 

cause FSD Assiut University Hospital, Assiut, Egypt and to 

study women attitude towards their sexual dysfunction aged 

between 18 and 55 years who had visited the hospital for 

routine check-up, women accompanying other patients and 

non-medical female hospital staff, mentioned that more than 

half of women participated in their study come from urban 

area. 

This result due to middle Egypt women not go to 

obstetric physician only if they suffering from severe illness.  

Furthermore; concerning to age at marriage near to 

half of studied women 15- < 25 years with mean 21.1 ± 6.5 

year and the highest proportion of women reported that they 

had been married for less than 5 years. This result consistence 

with Mamdouh et al., (2017) in a cross-sectional survey 

conducted in eight family planning clinics in Alexandria, 

Egypt to determine the prevalence and risk factors for FSD 

reported that nearly half of the women were married at age 20-

29 years. The highest proportion of women (28.8%) reported 

that they had been married for five years or less. In addition 

study done by Ismail et al., (2017) mentioned near to one 

third of studied sample duration of marriage was less than 5 

years. 

This result due to obligatory rules from the 

governorate regarding age at marriage must be more than 18 

years.  

Regarding the most frequent domain of female sexual 

dysfunction in this result was sexual pain domain near to one 

quarter of the women studied followed by sexual desire 

domain then arousal domain and the minority have 

dysfunction in lubrication, orgasm and satisfaction domains. 

This result in the same line with Mollaoglu, Tuncay, and 

Fertelli, (2013) evaluated sexual dysfunction and the factors 

that affect sexual dysfunction in women with chronic disease 

in Cumhuriyet University’s internal medicine clinics, Turkey 

according to the Female Sexual Function Index (FSFI) Index 

component scores showed that the majority of women 

experienced pain during intercourse (80%), had orgasm (79%) 

and satisfaction (75%) problems and had loss of sexual desire 

(71%). In addition, there were also impairments of arousal 

(50%) and lubrication (46%). 

Moreover, Ibrahim et al., (2013) assessed sexual 

function among married women and determined associated 

risk factors for sexual dysfunction among 509 married females 

20–59 years old. Sexual dysfunction was assessed using 

female sexual function index (FSFI). Reported that desire and 

Orgasm domains were the most affected with 52.8 % of the 

participants having sexual dysfunction. 

In addition; In Japanese study by Sako, et al., 

(2011) that assessed whether lower urinary tract symptoms 

(LUTS) affect sexual function in Japanese females by using a 

multi-component questionnaire was mailed to 576 female 

hospital workers. They reported sexual pain disorders were the 

most frequent domain 58% of the 101 women.  Finally study 

done in El Fayoum city by El-Tahlawi, et al., (2018) reported 

the most frequently dysfunction was pain domain (43.3%). 

Contradicted with this result El Atrash et al., (2014); 

Mamdouh et al., (2015) they reported sexual desire disorders 

were the most frequent domain (86%& 82.2% respectively) 

also, Esfehani, et al., (2016) Sexual dysfunction was 

observed to be most frequent in domains of sexual desire 

(49.2%), sexual arousal (43.2%), orgasm (38.6%), lubrication 

(36%), sexual pain (35.2%) and sexual satisfaction (26.1%), 

respectively. 

It may be due to difference in level of education and 

awareness regarding the sexuality subject, the nature of 

studied populations and  methods of data collection. 

Concerning mean score of total FSFI was 56.9 ± 17.4 

among studied sample, satisfaction domain was 10.8 ± 2.9, 

pain domain was 7.3 ± 3.5 desire and arousal domain were 6.6 

± 1.9. These results in the same line with Alataş,  Özkan, and  

Öğce, 2013 assessed  the effect of overactive bladder 

syndrome (OAB) on the sexual life in asymptomatic continent 

women,  reported that patients were determined as 28 

continent women with OAB, 89 women without OAB. In the 

women without OAB mean scores of arousal , orgasm, and 

total FSFI are the same with these results  while mean scores 

of desired and satisfaction domain in this study was simply  

higher than them also, pain sensation was lower among this 

sample .  
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It may be due to difference in level of education and 

awareness regarding the sexuality subject, the nature of 

studied populations and methods of data collection.  

Concerning to prevalence of female sexual 

dysfunction was estimated at 10.0% of the studied women has 

it. This result accordance with Burri and Spector, (2011) 

estimated the prevalence and comorbidity of recent and 

lifelong FSD and identified potential psychosocial and 

behavioral risk factors in a nationally representative sample of 

UK women. Reported that female sexual dysfunction has been 

estimated at 5.8% in the United Kingdom. 

Contradicted to this result study done by Mamdouh 

et al., (2017) in a cross-sectional survey conducted in eight 

family planning clinics in Alexandria, Egypt to determine the 

prevalence and risk factors for FSD. They found that FSD in 

more than half of the women surveyed (53.7%). In additional 

study done by Mostafa et al., (2018) assessed the prevalence 

and patterns of female sexual dysfunction (FSD) among 

overweight and obese premenopausal women in Beni-Suef, 

Egypt reported precisely, 42 (28%) of women had 

FSD.Finally a recent study done by El-Tahlawi,  et al., 

(2018) estimated prevalence of FSD and its related factors in 

El Fayoum city  included 508 married females (above 21 years 

old) from the attendants of the health care facilities (outpatient 

clinic of Dermatology, STDs and andrology of faculty of 

medicine, El Fayoum University, Primary health care and 

Maternity and child health in EL Fayoum city) found that the 

prevalence of FSD among studied group was 61.2% versus 

38.8% had normal sexual function. 

It could be due to variations in diagnostic criteria, 

types of studied populations, and data collection methods 

used. 

Concerning women who were sexually active, more 

than three quarters of studied sample was sexually active and 

near to one quarter of them did not. This result consistent with 

Karbage et al., (2016) assessed the impact of socio-

demographic characteristics in the sexual function of Brazilian 

women with UI. Reported that 70.1% of their studied sample 

with sexual activity and 29.9% of them without sexual 

activity. 

Regarding leakage of urine and/or stool with any type 

of sexual activity among participants those sexually active the 

minority reported usually or always fears from it. This result 

contradict with Karbage et al., (2016) demonstrated that 

among sexually active women, approximately 58% of 

respondent women answered that the fear of leakage interferes 

negatively during the sexual intercourse sometimes, usually or 

always. These differences may be due to different 

environmental and cultural factors. 

Concerning factors that disturb urinary and sexual 

function among woman there was statistically significance 

differences between female sexual dysfunction and their age 

in which women aged between 35 – 40 years. This result due 

to mean age of participant was 30.2 ± 6.3 years that lead to 

increase risk factor to FSD 

This result in consistent with Hassanin et al. (2010) 

patients with FSD were significantly more likely to be older 

than 40 years, have sexual intercourse fewer than 3 times a 

week, have been married for 10 years or more, and have 5 

children or more. Age of the women maintained a statistically 

significant positive relationship with FSD in the regression 

model (odds ratio 1.39; 95% CI, 1.26–1.53). In additional to 

study done by Ibrahim et al., (2013) mentioned the total FSFI 

score of B 26.55 was the cutoff value for diagnosis of FSD 

and female age, duration of marriage were found to be 

significant associated factors with FSD, in Tekin, et al., 

(2014) study, evaluated women in the reproductive ages, and 

although their participants were not in menopause, observed 

that advancing age in women negatively affected the sexual 

functions. Also, Mamdouh et al., (2015) reported that age 

above 40 years (odds ratios [OR] 3.1; 95% CI 1.9to 4.8) was 

the potential predictors for the presence of possible FSD 

among the current sample after using logistic regression.  

In the Esfehani, et al., (2016) reported that there 

were a significant correlation was observed between duration 

of relationship with partner, increase female age and 

prevalence of FSD. Common belief suggests that sexual 

disorders tend to be more prevalent in middle-aged women, as 

well as those ageing ≥27 years (Aslan, et al., 2008, Ibrahim, 

2013). Increased prevalence of FSD is mainly associated with 

age due to decreased sex drive, reduced sexual intercourse and 

vaginal dryness caused by menopause (i.e., low estrogen 

secretion) (Castelo-Branco, Cancelo, Chedraui, 2007). 

Regarding women educational level as factors disturb 

urinary and sexual function among woman there was no 

statistically significance differences between female sexual 

dysfunction and their educational level. Contradicted to this 

result many studies performed abroad have shown the 

association of low educational level with sexual dysfunction 

(Chedraui, etal., 2009& Safarinejad, 2006).  
This simple discrepancy and variations with our 

findings could be due to some factors. For example due to 

differences in ethnicity and culture 

Studies from India & Brazil suggested that the 

prevalence of FSD rises with woman’s lower education 

attainment (Singh, etal., 2009; Aggarwal, etal.,  2012) 

However, some other research from developing countries 

reported an association between higher education and the 

reported rates of FSD (Sidi et al., 2007; Fajewonyomi BA, 

Orji EO, Adeyemo, 2007) and Echeverry et al., 2010) which 

identified low education level as a predictor for sexual 

complaints, and this finding was confirmed by another study 

in this regard, Esfehani, et al., (2016) study revealed that low 

education level has a significant effect on the manifestations 

of FSD. 

Another factors that disturb urinary and sexual 

function among woman is duration period of marriage there 

was negative fair association between female sexual 

dysfunction and its.  This finding correlates well with that of 

Ozerdoğan et al., (2009) who showed that an increase in 

parity negatively affected the sexual functions. As factors 

associated with the number of children, also the woman’s 

advancing age and type of delivery negatively affected the 

sexual functions. Likewise, Tekin, et al., (2014) showed that 

with an increase in the number of children, the sexual 

functions decreased (p=0.049). 

 

Conclusion  

Based on the findings of the current study the 

following conclusions can be drawn: The most frequent 

dysfunction domains among studied group were sexual pain 

22.0%, followed by 16.0% sexual desire, then 14.0% sexual 

arousal, 11.0% lubrication domain, 10.9% orgasm, 5.0% 

satisfaction domain, and 10.6% of them had FSD. The main 

risk factor can lead to FSD were age of studied group and 

duration period of marriage. Moreover, there were negative 

fair association between studied age and sensation of pain 
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during sexual activity, and the marriage period with desired, 

arousal, satisfaction domain, and total FSFI.  

 

Recommendations 

Based on the study findings, the following 

recommendations are proposed:  

 Develop training program for asymptomatic women 

with sexual disorders and urinary incontinence to 

know the most frequent dysfunction and how to deal with 

it. 

 All asymptomatic women with sexual disorders and 

urinary incontinence should identify their age is main 

risk factors of FSD.  

 Expand public awareness through mass media about 

sexual disorders and urinary incontinence among 

asymptomatic women. 
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Abstract 

Background: Blood transfusion is considered one of the most effective therapeutic alternatives in the treatment of 

certain conditions, although it is lifesaving, there is a risk for the patient to develop transfusion-related adverse 

reactions. Nursing professionals have a central role in the transfusion process. The aim of the study: is to assess 

correlation between nursing practices regarding blood transfusion among patients at medical department and its 

adverse reactions. Research design descriptive correlation research design was utilized in the current study. Subjects 

A convenience sampling of (39) adult patients who were going to receive blood transfusion were included in the 

current study. Setting: This study was carried out in medical department at Minia university hospital. Tools of data 

collection: Two tools were used in this study: 1-Patient's assessment sheet 2- immediate reactions of blood 

transfusion assessment sheet. Results: illustrated that there were a markedly decline in the total nursing practices 

regarding three phases of blood transfusion (pre, administration  and end) for studied sample as the Mean ± SD was 

11.7 ± 0.9 Conclusion: there was a negative correlation (-0.080) between the studied sample’ immediate blood 

transfusion adverse reactions and level of blood transfusion practices score. Recommendations: Based on the 

research findings the researcher recommended that in-service training programs based on evidence practice and 

regular inter- professional meeting that illustrate purposes and guideline procedure of safe blood transfusion 

administration to nursing staff that have positive effects on patient's safety outcomes should be provided. 

Key Words: Nursing practices, Blood transfusion, Patients, Adverse reactions. 

 

Introduction 

Blood transfusion considered  one of the most 

effective therapeutic alternatives in the treatment of certain 

conditions as surgery, trauma severe anemia , acute blood loss  

and in the replacement of blood components that are essential 

for maintenance of life  (Cherem et al., 2017). It  is defined as 

the process by which the blood of one person is injected into 

another one’s circulation for medical purposes 

(IslamiVaghar, 2018). Although blood transfusion is a 

common medical procedure that is often lifesaving, there is a 

risk for the patient to develop transfusion-related adverse 

reactions (Miao, 2019).  

Transfusion reactions can occur during the 

transfusion (acute transfusion reactions) or days to weeks later 

(delayed transfusion reactions) (Khoyumthem et al., 

2018).Acute transfusion reactions (ATR)  are those occurring 

within 24 hours of the administration of blood or blood 

components ,they occur in about 0.5%–3% of transfusions and 

include the following; Acute hemolytic reactions(AHTRs), 

Febrile non-hemolytic reactions (FNHTRs), Allergic and 

anaphylactic reactions, septic (bacterial contamination), 

Transfusion-Related Acute Lung Injury (TRALI), 

Transfusion-Associated Circulatory Overload (TACO) 

(Castillo et al., 2018). Any reaction beyond 24 hours of 

transfusion is termed a delayed transfusion reaction (Tinegate 

et al., 2012; Hillis et al., 2016).  
Nursing professionals have a central role in the 

transfusion process, when performing a blood transfusion 

nurses must pay attention to 4 basic elements: appropriate 

blood, correct patient, proper procedure and right timing of 

transfusion these requires specific knowledge and skills to 

ensure the safety and efficiency of this procedure. Errors in 

practice may therefore lead to severe and sometimes life-

threatening consequences to the patients (da Sila et al., 2016; 

Kavaklioglu et al., 2017). According to statistics the majority 

of mistakes related to blood transfusion occurring in hospitals, 

include neglect in observation of recipients during transfusion, 

patient misidentification and transfusion of wrong blood units, 

these errors are associated with inadequate training and lack of 

experience (Shamshirian et al., 2017) 

 

Significance of the Study 

According to world Health Organization (WHO, 

2016) and  Global Database on Blood Safety (GDBS) more 

than (67,000) hospitals performing  blood transfusions serving 

globally, (Gu et al., 2015)).  Flood and Higbie, (2016) stated 

that (WHO) reported that over nine million patients in ( 90) 

different countries receive blood in a year (Gu et al., 2015) . 

According to Serious Hazards of Transfusion program 

(SHOT, 2016) about (62.6%) of all reported adverse reactions 

were related to unsafe practice by individual staff members 

(SHOT, 2016).Through the researcher' clinical opinion during 

students training period  at medical department many patients 

who received blood transfusion were exposed to many 

complications, the researcher revised that there was no 

previous studies was done in this location about this point of 

research.
 

 

Aim of the Study: 
Assess correlation between nursing practices 

regarding blood transfusion among patients at medical 

department and its adverse reactions.  

 

Research question:   

What is the relation between nursing practices 

regarding blood transfusion among patients at medical 

department and its adverse reactions? 

 

Subjects and Methods 

Study design:- 

     Descriptive correlation study design was utilized 

to fulfill the purpose of this study. 

mailto:eman.hassan@mu.edu.eg
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Setting:- 

 The current study was carried out in medical 

department at Minia university hospital,  

 

Subject: 

   A convenience sampling of (39) adult patient who 

were going to receive blood transfusion during the study 

period and were meet the inclusion criteria in medical 

department was assigned in this study sample size that  was 

calculated by Slovin’S formula (Slovin, 1960) which is 

computed as n = N / (1+Ne
2
); whereas:  

n = sample size                                   N = total 

population 

e = desired margin of error                  n= 43 / 

[1+ (43) (0.05)
2 
= 39 patients 

 

Inclusion criteria:  
1.  Patient's age from 18 to 65 years.  

2. Conscious patient. 

 

Exclusion criteria: Patients with previous history of blood 

transfusion adverse reactions. 

 

Data Collection Tools 

Two tools were used in this study that were 

developed and collected by the researcher after revising 

extensive relevant literature review as (Dougherty et al., 

2015; Rutala et al., 2015; Bolton‐Maggs, 2017) and also 

reviewed by a panel of five experts, three in the field of 

Medical Surgical Nursing Faculty of Nursing Assuit  

University, one in the field of Medical Surgical Nursing 

Faculty of Nursing Ain Shams  University and one in the field 

of Community Nursing Faculty of Nursing at Minia 

University for validity testing. These tools were as following:-  

 

 

Tool I: Patient's assessment sheet: that was contain two 

parts  

Part 1: Personal data, to collect patient personal 

data through individually interview related to the following: 

age, gender and educational level.  

Part 2: Patient's clinical profile: to assess patient’s 

medical data though patient’s medical file and individually 

interview and it was consisted of six items such as (history of 

previous blood transfusion, patient's medical diagnosis, chief 

complaint for blood transfusion)  

Tool II: immediate reactions of blood transfusion 

assessment sheet: it was filled through patients ‘subjective 

and objective data and was consisted of signs, symptoms of 

immediate transfusion reactions which might be occur for 

patient within (24) hours from transfusion, It was ranked as 

present or not present of the following signs and symptoms as 

(fever, flushing, headache and dyspnea, …………… etc.) 

 

Validity 

Content validity was done to identify the degree to 

which the used tools measure what was supposed to be 

measured. The developed tools were examined by a panel of 

five experts opinion in the field of the study {one from Minia 

University faculty of nursing (Community Nursing 

Department), three from Assuit University faculty of nursing 

(Medical –surgical Nursing Department), and one from Ain-

Shams University faculty of nursing (Medical –surgical 

Nursing Department). All jury members (100%) agreed that 

current study tools were valid and relevant with the aim of the 

study.   

 

Reliability 

Reliability was ascertained statistically by using 

Alpha Cronbach's test to ensure that the study tools were 

reliable and the results of patient’s assessment sheet was 

(0.92) and immediate reactions from blood transfusion 

assessment sheet was (0.77) 

 

Ethical Consideration 

A written approval obtained from the ethical and 

research committee of the faculty of Nursing, Minia 

University, Agreement from Egypt Academic for Research 

Center and Technology. And Hospital, Oral consent obtained 

from each participant after explaining the nature & objectives 

of the study to gain their cooperation, each assessment sheet 

was coded and subjects' names were not appeared on the 

sheets for the purpose of anonymity and confidentiality. 

Subjects were free to withdraw from the study at any time. 

 

Study procedure 

The current study was conducted by preparing of 

different data collection tools, in addition to obtaining formal 

paper agreement from study setting. Collection of study data 

was done through daily basis (2 days / week) during evening 

shift8 Within average (2-3 patients through day).  

The data collection was assessed by researcher from 

studied sample who received a routine hospital care during 

blood transfusion administration by their nursing staff in about 

three months by using tool I and tool II.  

The researcher  trained the internship nursing 

students who had shift in  the same study setting as co- 

researcher  to use tool II (immediate reactions from blood 

transfusion assessment  sheet)  to follow up   the studied 

sample for signs and symptoms of   blood transfusion adverse 

reactions during the time when the researcher didn’t attain 

with the patients. 

 

Pilot study 

A pilot study was carried out on 10% (n = 4)   of the 

total sample to test the clarity of tools and estimate the time 

required for fulfilling it. Based on results of the pilot study no 

modifications or refinements were done and the subjects 

included to the actual sample. 

 

Statistical analysis of data  

Data were summarized, tabulated, and presented 

using descriptive statistics in the form of means and standard 

deviations as a measure of dispersion. A statistical package for 

the social science (SPSS), IBM (24) was used for statistical 

analysis of the data, as it contains the test of significance given 

in standard statistical books. Qualitative data were expressed 

as percentage. For quantitative data, Probability (P-value) is 

the degree of significance, less than 0.05 was considered 

significant. The smaller the P-value obtained, the more 

significant is the result (*), less than 0.001 was considered 

highly significant (**) .Graphs were done for data 

visualization using Microsoft Excel 
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Results 

Table (1): Distribution of the studied sample according to personal data and clinical profile (n = 39). 
 

 Personal data   

Studied sample  (n = 39) 

No. % 

Age / years   

18-  33 years 1 2.6 

33 – 48 years 12 30.8 

48 – 65 years 26 66.7 

Mean ± SD 49.3 ± 10.5 

Gender    

Male  19 48.7 

Female 20 51.3 

Educational level   

Illiterate                   17 43.6 

Read and write   8 20.5 

Primary school 8 20.5 

Secondary school 6 15.4 

University 0 .0 

History of previous blood transfusion 

Yes 17 43.6 

No 22 56.4 

Medical diagnosis   

Anemia  14 35.9 

Liver cirrhosis 25 64.1 

Chief complain   

Bleeding  15 38.5 

Low hemoglobin 14 35.9 

Active bleeding and low HB 10 25.6 

 

Table (1): Showed that the mean age among studied sample was (49.3 ± 10.5). In respect to gender; the results revealed that 

the highest percentage were female .Related to educational level the majority of the current studied sample were illiterate while the 

minority were university.  Also the table illustrated that the majority of the same group had no history of previous blood transfusion 

that constituted (56.4%), concerning their medical diagnosis more than half of the studied sample (64.1%) had liver cirrhosis, 

moreover the table represented that the highest percentage constituted (38.5%) had bleeding,   

 

 
Figure (1): Mean average scoring and standard deviation for nursing practice regarding three phases of blood transfusion 

(pre, administration  and end ) for studied samples (n=39) 
 

Figure (1): illustrated that there were a markedly decline in the total nursing practices regarding three phases of blood 

transfusion (pre, administration  and end) for studied sample as the Mean ± SD was 11.7 ± 0.9  
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Figure (2) Percentage distribution of the studied sample according to observation of immediate blood transfusion adverse 

reactions’ signs (n = 39) 

 

Figure (2): Showed that the highest percentage of the studied sample had fever and the lowest percentage of the same group 

had flushing constituted (46.2%) (10.3%) respectively 

 
Figure (3) Percentage distribution of the studied sample regarding to immediate blood transfusion adverse reactions’ 

symptoms (n = 39) 

 

Figure (3): Represented that the highest percentage of symptoms among the studied sample was headache, mild dyspnea and 

chest pain constituted (48.70% & 25.6% & 25.6%) respectively.  
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Table (2): Correlations between Level of Blood Transfusion Practices Score and Immediate blood transfusion adverse 

reactions (n=39) 
 

Variables 

Level of Blood Transfusion Practices Score 

Studied sample (n=39) 

r P 

Immediate blood transfusion adverse reactions -0.080 0.629 

 

Table (2): Highlighted that there was a negative correlation (-0.080) between the studied sample’ immediate blood 

transfusion adverse reactions and level of blood transfusion practices score. 

 

Discussion 

The present study showed that the highest percentage 

of studied sample had an age between (48-65 years) with 

mean constituted (47.1 ± 12.6) this is related to participants of 

studied sample was had medical conditions that required 

blood transfusion such as (anemia and liver cirrhosis) this 

result was compatible with Karafin et al. (2017) who found 

that transfusion incidence when stratified by age occurred in 

the 60–69 year age group. Further validation by De Santo et 

al. (2017) who documented that  the highest  rate of blood  

transfusion according to the decade of patients’ age was in 

patients aged (40 to 50 years) followed by  patients aged (50 

to 60 years). 

Concerning gender the present study demonstrated 

that the majority of the studied sample was female , this 

findings came in accordance with Okoroiwu et al. (2018) 

who reported  that the majority of the 2336 transfusion 

recipients studied were females also Sawadogo et al. (2018) 

found that the majority of patients who received blood 

transfusion were female constituted (59.5%) On the other 

hand  this result was in contrast with Gwaram et al. (2012) 

who reported that more than half of  transfused patients were 

males constituted    94 (52.2%) with the male: female ratio 

1.1:1.  

Regarding educational level the present study 

findings demonstrated that the highest percentage studied 

sample were illiterate  this  result was in consistent with 

Central Agency for Public Mobilization and Statistics in 

Egypt (CAPMAS, 2018) which reported that Upper Egypt 

had the highest rates of illiteracy in 2017; al-Minya ranked  as 

firstly that was recording 37.2 percent, followed by 35.9 

percent in Bani Suef, 34.6 percent in Assiut, 34 percent in 

Fayoum and 33.6 in Sohag.  

Findings of the present study showed that more than 

two third of studied sample had no history of previous blood 

transfusion this result was supported by Elsayed et al. (2019) 

who documented that the majority of studied sample in their 

study constituted (63%) had no history of previous blood 

transfusion. 

The current study results illustrated that there were a 

markedly decline in the total nursing practices regarding three 

phases of blood transfusion (pre, administration and end 

phase) by the studied sample this is related to lack of proper 

blood transfusion guidelines as well as inadequate continues 

in-service educational programs that provided for nurses to 

update their knowledge and practices about safe blood 

transfusion administration. These findings was in accordance 

with a study done by Ahmed (2019) who  reported that   total 

practices scores among study subjects of nurses had bad 

practices related to blood transfusion before implementing his  

training module as the mean  was (7.07±6.769,  8.11±7.977 

and 7.22±6.508, 8.11±7.847) among both groups in Egypt and 

Sudan.  

In the same line  the present study result was 

supported by Lahlimi et al. (2015) who displayed that highest  

percentage of the participants nurses  (75% ) have 

inappropriate knowledge and practice with  all steps of blood 

transfusion. Finally this result was in agreement with Hijji et 

al. (2013) who found that only 13 nurses (5%) in their study  

were aware of the routine activities  that they should perform 

after transfusion initiation until its end. 

The present study results showed that the highest 

percentage of the studied sample suffered from blood 

transfusions’ signs as (fever, hypotension urticaria, and 

tachycardia) and also the same group complained  from the 

following blood transfusion’s symptoms like  (respiratory 

distress and pruritus),  fever may be related to that the 

patient’s body is reacted to white blood cells, plasma  or 

platelets in the donated blood while the other signs and 

symptoms  may be related to  improper nursing  practices 

regarding blood transfusion administration these results were 

compatible with Hatayama et al. (2018)  who found that  the  

most clinical manifestations  of blood transfusion reactions 

were urticaria and  pruritus that constituted (39.3% & 20.7%) 

respectively ,while they  reported  in the same study that the 

lowest percentage of signs and symptoms of blood transfusion 

reactions  were  hypotension 3.7%,, respiratory distress 2.5% 

and tachycardia 2.5% that didn’t  match with the current  

study results, 

In the same line with the present results  Chavan et 

al. (2017) who  found that most common signs  of blood 

transfusion reactions was  pruritus  that constituted 26.60%. 

Also the result was supported by Charkravaty–Vartak et al. 

(2016) who reported  that the  most common signs of acute 

blood transfusion reaction were fever and tachycardia that 

constituted (38% &18%,) respectively. Moreover  Negi et al. 

(2015) and   Kumar et al. (2013) mentioned  that the  

Common presenting complaints of blood transfusion  in their 

study were  fever and hypotension  which constituted (54.2%  

&29.62%) respectively.   

The current result highlighted that there was a 

negative correlation between the studied sample’ immediate 

blood transfusion adverse reactions and level of blood 

transfusion practices score this may be related to improper 

nursing staff practices of blood transfusion administration this 

study findings were corroborated with Elsayed et al. (2019)  

who reported that occurrence of patient complications in study 

group  were  less than in control group during transfusion and 

first 24 hours of transfusion, 

 

Conclusion 

The current study findings concluded that there were 

a markedly decline in the total nursing practices regarding 

three phases of blood transfusion (pre, administration and end) 

for studied sample as the Mean ± SD was 11.7 ± 0.9.it also 

illustrated that there was a negative correlation (-0.080) 

between the studied sample’ immediate blood transfusion 

adverse reactions and level of blood transfusion practices 

score. 
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Recommendations       
  Based on the findings of the present study, the 

researcher suggested that; 

1. In-service training programs based on evidence 

practice and regular inter- professional meeting that 

illustrate purposes and guideline procedure of safe 

blood transfusion administration to nursing staff that 

have positive effects on patient's safety outcomes 

should be provided. 

2. Establishing skills and competencies tools for 

continuous  assessment of  nursing knowledge and 

practices to improve the blood transfusion  

administration 

3. Replication of the current study on a larger sample 

size and in other settings like blood banks and other 

hospital departments as (surgical, dialysis, Obstetric) 

to achieve generalizable results replicated..        
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