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OHAPTER I 

INTRODUCTION 

Nursing students have been the focus of many studies 

in recent years. It is often assumed that these students are 

a readily available and captive audience upon which research 

can be conducted. However, it seems much more important to 

realize that the opinions and attitudes of nursing students 

have a great impact on the nursing profession, as a whole. 

As the nursing student begins her first clinical ex

perience in a psychiatric setting, fear and anxiety often 

prevail. The psychiatric setting brings an increased aware

ness to the importance of the nurse-patient relationship and 

the student begins to realize that she must look to herself 

as the greatest research tool. In her search for a therapeu

tic approach to the psychiatric patient, she may consider the 

diagnosis to be the most influential factor in determining 

nursing care. The student will have found the diagnosis to 

have a strong influence on.the care of her patients in other 

settings, such as medical and surgical and may also feel the 

diagnosis has a strong influence on the care of her psychia

tric patient. 

There is concern among nursing educators over the ad

visability. of providing students with diagnostic information 

on their psychiatric patients before the initiation of a one-

1 
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to-one relationship. Many educators feel this·information 

can lead to stereotyped responses to the patient and his prob

lems. The attitudes or nursing students working with psych

iatric patients for the first time may prov�de a valuable re

search source for nursing educators as they prepare students 

for this type of experience. It is also hoped that this study 

may serve as an impetus for further research in this area. 

Problem 

The problem of this study was to determine 1! a change 

would occur, following a psychiatric clinical experience, 1n 

nursing students' attitudes toward diagnostic information. 

Purposes 

The purposes of this study were to: 

l. Determine, _prior to a psychia trio clinical exper

ience, nursing students' attitudes toward diagnostic informa

tion. 

2. Determine, following a psychiatric clinical exper

i.ence, nursing students' attitudes toward diagnostic informa

tion. 

3. Compare, prior to and following a psychiatric

clinical experience, nursing students' attitudes toward diag

nostic information. 

Background and Significance 

A favorable shift in nursing students' attitudes toward 



3 

the mentally 111 is often associated with a psychiatric clin

ical experience according to several studies.1• 2,3,4 A lower

ing of authoritarian attitudes· and an increase in the humani

tarian outlook toward mental patients is often seen. 5 Will 

psychiatric experience also bring about a change in nursing 

students' attitudes toward psychiatric diagnostic information? 

Will students feel the diagnosis is therapeutically valuable 

and desire this information or will they feel it has no value. 

and may in faot be detrimental to the care of psychiatric pa

tients? 

No research studies have been found concerning nursing 

students' attitudes toward the use of diagnostic information 

in the care of psychiatric patients. In fact, only two studies 

were found related to this topic. Cochrane states: "It is 

striking that. there has been so little empirical exploration 

to date·on the utility of diagnostic information to psycho-

lJack M. Hicks and Fred E. Spanner, "Attitude Change 
and Mental Hospital Experience," Journal of.Abnormal and Social 
Psychology, LXV, No. 2 (1962), 119. 

2walter J. Johannsen, M. Constance Redel, and Ronald G. 
Engel, "Personality and Attitudinal Changes During Psychiatric 
Nursing Affiliation," Nursing Research, XIII, No. 4 (1964), 344.

3sidney Gelfa�d and Leonard P. Ullmann, "Attitude 
Changes Associated With Psychiatric Affiliation," Nursing 
Research, X, No. 4 (1961), 204. 

41. Lauvine Lewis and Sidney E. Cleveland, "Nursing
Students' Atti.tudinal Changes Following a Psychiatric Affili
ation," Journal of Psychiatric Nursing, IV, No. l (1966), 231. 

· 5Johannsen, Redel, and Engel, "Personality and Attitudi
nal Changes , 11 pp •. ·· 34 3-44. 
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therapists iu understanding their patient.1 In a study con

ducted in 1968, Cochrane attempted to explore the exte,n t to 

which diagnostic information facilitates or interferes with 

the therapists• therapeutic understanding of the client at 

the experiential-behavioral level. Although she did not feel 

this study determined whether diagnostic information helps in 

planning and formulating the strategy of treatment or the 

goals of therapy, she concluded that this single study did 

show diagnostic information to have no effect upon the spe

cific operative process of empathizing.2 In another study by 

Lakin and Lieberman, it was found that conceptualization of 

patients depended largely upon the psychiatrists' theoretical 

orientation and relatively unrelated to the content of infor

mation supplied, on the patient.3

In the field of psychiatry, a great deal of controversy 

exists concerning the importance of the diagnostic categories 

or classifications. Opinions range from those authorities 

who feel classifications are useful and necessary to those who 

feel all classifications should be abolished. 

1carolyn Cochrane, "Effects of Diagnostic Information
on Empathic Understanding by the Therapist in a Psychotherapy 
Analogue," Journal of Consulting and Clinical Psychology, 
XXXVIII, No. 3 (1972), 365. 

2 Ibid., P• 359. 

3Martin Lakin and Morton Lieberman, "Diaijnostic Infor
mation and Psychotherapists' Conceptualization, Journal of 
Clinical Psychology, XXI, No. 21_ (1965), 388.
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Proponents of the traditional approach maintain the 

descriptive categories are helpful in organizing subject mat

ter related to incidence, onset, prognosis and prevention of 

specific mental disorders.1 Freedman and Kaplan, in their

Comprehensive Textbook of Psychiatry, consider it futile to 

speak of abolishing classifications. Classifications are a 

device for reducing complexity by noting similarities in a 

given mass of observations and then grouping them abstractly 

in order to deal with them more easily.2 Eaton and Peterson

give three specific uses for the classifications of mental 

Illness: (1) brevity in communications, (2) research,. (3) data 

storage and retrieval. The chief advantage of diagnostic 

categories, as seen by Bourne and Ekstrand, is in the area of 

communication. Diagnostic labels can convey, in a single 

word,.much general information about a person's behavior.4

On the other hand, these two authors give the opinion 

1Marguer1te Lucy Manfreda, Teaching Psychiatric and
Mental Health Nursing (Philadelphia: F. A. Davis co., 1961), 
P.• 263. 

2Alfred M. Freedman and Harold P. Kaplan, Comprehensive
Textbook of Psychiatry (Baltimore: The Williams and Wilkins 
Oo., l9b7), P• 58. 

3Merr111 T. Eaton and Margaret H. Peterson, Psychiatry
(2nd ed.; Flushing New York: The Medical Examination Publish
ing Co., Inc., 1969), P• 69. 

4Lyle E. Bourne Jr. and Bruce R. Ekstrand, Psychology:
Its Principles and Meanings (Hinsdale, Illinois: The Dryden 
Press, 1973), p. 350. 
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that there is no single classification system upon which all 

workers in the field can agree upon. They feel that diagno

ses are usually highly reliable on gross classifications such 

as whether a person is neurotic or psychotic but not when a 

more specialized diagnosis is sought. 1 Even though the pre

sent scheme is unsatisfactory, no better alternative has been 

presented, and the widespread use of the present system makes 

many therapists and researchers reluctant to change.2 Glasser.

advocates dispensing with the common psychiatric labels such 

as neurosis and psychosis. He prefers to use the word "re

sponsible" for mental heal th and "irresponsible" for mental· 

.illness. 3 Bellak and Small say the diagnosis must be cast in 

terms of probability. The diagnostic hypotheses can only be 

expected to provide a guide to the most probable effect. 4

Nosological description supplies only the most general state

ments concerning disturbances. 5

Although nursing educators are not as outspoken in 

their praise or criticism of diagnostic categories, they do 

1Bourne and Ekstrand,· Psychology: Its Principles and 
Meanings, p. 350. 

2 Ibid., P• 352.
3will1am Glasser, Reality Therapy (New York: Harper

and Row, 1965), P• 15. 
4Leopold Bellak and Leonard Small, Emergency Psycho

therapy and Brief Psychotherapy (New York: Grune and Strattan, 
1965), p. 19. 

5 Ibid., p. 29. 
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express concern over the possible influence of•diagnostic in

formation on relationships with psychiatric patients. Many 

educators feel the information oan lead to stereotyping of 

the patient.1, 2,3 Me�eness points out tAe use of diagnostic 

terms may encourage the nurse to adopt an impersonal attitude 

toward the patient.4 

According to Gannon, nurses often feel they know all 

about a patient after they have learned his diagnosis. Be

cause of their need to classify and categorize they may well 

perceive all future symptoms and signs in the context of the 

diagnosis and not with an unbiased approach.5 Travelbee con

tends that categorization of individuals makes one tend to 

relate to the category instead. of the individua1.6 A surpris

ing number of nurses can reel off the titles of mental diseases 

without being able to tell the difference between a psychosis 

and a psychoneurosis. Nursing care requires more than an 

1Mary Redmond and Margery E. Drake, Teachinf and Im
plementation of Psychiatric Mental Health Nursing Washington: 
The Catholic University of America Press, 1958), p. 200. 

2Eaton and Peterson,. Psychiatry, p. 70. 
3Anne Albiez, "Reflecting on the Development of a Re

lationship," Journal of Ps chiatric Nursin and Mental Health 
Services, VII November-December, l , 25. 

4Dorothy Mereness, Essentials of Psachiatric Nursing
(8th ed.; St. Louis: O. V. Mosby Co., 197 ), P• 61. 

5Brian Gannon, "Perception," Nursing Mirror, CXXXIV, 
No. 9 (197 2 ), 43.

6Joyce Travelbee, Interpersonal Aspects of Nursing 
(Philadelphia: F. A. Davis Co., 1971), p. 45.

y Et. 
( 970) 
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intellectual ability to learn nomenclature and ·symptoms.1

"It is not necessary for the nurse to know the name of 

the mental disorder from which the patient is suffering in 

order to nurse the patient properly. If there is exc1,tement, 

seek to allay it; if anger, to dispel it; and so on."2 This

quote could well have come from a recent psychiatric nursing 

textbook; however, it was written in 1908 by Olara Barrus in 

Nursing the Insane. She also states that nurses should do 

everything in their power to individualize each patient and 

not to classify him as one of the masa.3

Traditionally, nursing has been closely identified with 

the general medical tradition. Education of nurses has been 

focused in general hospital settings and attitudes, for the 

most part, have been clinically focused on physical disease 

and techniques for its eradication.4 

Mereness feels there was a time in the development of 

the nursing profession when, unfortunately, nursing care was 

thought to be limited to the performance of comfort measures 

1Helena Willis Rend�r and M. Olga Weiss, Nurse-Patient 
Relationships in Psychiatr;y (2nd ed.; New York: McGraw-Hill 
Book Oo., Inc., 1959), p. 110 • 

. 2Joyce Hays, "Excerpts From a Discussion of Psychiatric
Nursing," Journal of.Psychiatric Nursing and Mental Health 
Services, VIII, No. 6 (1970), 29, citing Nursing the Insane. 

Ibid., p. 28. 
4Arthur Noyes, William P. Oamp, and Mildren van Sickel, 

Psychiatric Nursing (6th ed.; New York: Macmillan Co., 1964), 
P• 328. 

3 
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and restorative techniques.1 Travelbee wonders why so many

nurses are activity-oriented. Although she has found no re

search findings to validate her assumption, she believes in

structors in schools of nursing have placed too much emphasis 

on teaching students to learn techniques and develop psycho

motor skills before helping them learn how to interact on a 

human-to-human level.2

It is obvious that Florence Nightingale, the founder 

of modern nursing,was interested in the psychological impli

cations of nursing. She stated: "Apprehension, uncertainty, 

waiting, expectation, fear of surprise do a patient more harm 

than any exertion.3 Increasingly, the nursing profession has

emphasized the importance of nursing the "whole" patient.4

The inclusion of behavioral concepts and experience 

with the care of the mentally 111 are included as a necessary 

element of nursing curriculums today.5 Manfreda discusses the 

use of the patient-centered teaching approach in psychiatric 

nursing. This approach revolves around the behavior and prob

l·ems presented by individual patients. She states that nursing 

1 Mereness, Essentials of Psychiatric Nursing, p. 4. 
2Travelbee, Interpersonal Aspects of Nursing, p. 45.
3�Ianfreda, Teaching Psychiatric and Mental Health Nursing,

P• 263. quoting Notes on Nursing, p. 22. 

Ibid., p. 111. 

5Pearl Shalit, "The Psychiatric Nurse '63," Journal of 
Psychiatric Nursing, !,(January, 1963), 13. 

4 
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educators have been placing increased emphasis.upon behavior 

patterns in an effort to reduce reference to descriptive 

psychiatry. 1

A search of the literature has revealed the opinions 

of many nursing educators and workers in the psychiatric 

field concerning the use of diagnostic information in the 

care of psychiatric patients. However, no studies were dis

covered oonoerning nursing students' attitudes in this area. 

These attitudes could be quite beneficial to nursing educa

tors as they seek means of preparation for students entering 

a psychiatric setting for the first time. 

Hypotheses 

The following hypothesis was tested in this study: 

There will be no change, following a psychiatric 

clinical experience, in nursing students' attitudes toward 

diagnostic information. 

Definition of Terms 

For the purpose of t�is study the following defini

tions have been formulated: 

1. Nursing students: Junior undergraduate nursing

students in a baccalaureate program. 

2. Diagnostic information: The psychiatric diagno

sis, using a classification system such as that devised by the 

American Psychiatric Association. For example, Schizophrenia, 

1 
Ma.nfreda, Teaching Psychiatric Nursing, p. 118. 
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Paranoid Type. 

3. Favorable attitude toward psychiatric diagnostic

information: Psychiatric diagnostic information has thera

peutic value in the care of psychiatric patients. 

4. Unfavorable attitude toward psychiatric diagnostic

information: Psychiatric diagnostic information has no thera

peutic value in the care of psychiatric patients and/or it 

may be detrimental to the care of these patients. 

5. Psychiatric clinical experience: Five weeks of

personal contact with mentally 111 patients. 

Limitations 

This study was designed with the following limitation 

in mind: 

Previous psychiatric experience of any students may 

affect their attitude toward psychiatric diagnostic informa

tion. 

Assumptions 

The following assumptions were formulated for the pur

pose of this study: 

1. Junior undergraduate nursing students, entering a

psychiatric clinical setting for the first time, will have 

only a slight degree of familiarity with the psychiatric diag

nostic categories. 

2. Junior undergraduate nursing students will have

found the diagnosis to have a strong influence on the care of 

their patients in other settings, such as medical or surgical. 



CHAPTER II 

REVIEW OF LITERATURE 

The review of literature will be presented under the 

following subheadings: (1) Attitude and Attitude Change; 

(2) History of Classification in Psychiatry; (3) Advantages

of a Psychiatric Classification System; (4) Disadvantages -of 

a Psychiatric Classification System; (5) Reliability of Psych

iatric Classifications; (6) Psychiatric Nursing and Diagnos

tic Classifications. 

Attitude and Attitude Change 

According to Remmers, a person's behavior is deter

mined more by his attitudes than by his cognitive understand

ing of this world.1 There has been a great deal of interest

and study, in recent years, concerning attitudes. Oppenheim 

says an attitude is a state of. readiness, a tendency to act 

or react in a certain manner when confronted with certain 

stimuli.2 Krech, Crutchfield and Ballachey describe an atti

tude as "an enduring system of positive or negative evalua

tions,.emotional feelings, and pro or con action tendencies 

l H. H. Remmers, Introduction to Opinion and Attitude 
Measurement {New York: Harper and Brothers Publishers, 1954), 
PP• 16-17. 

2 . A. N. Oppenheim, uestionnaire Desi n 
Measurement (New York: Basic 

12 

Attitude 
, p. 10 . 

g 
Books, Inc., 1966} 

er and 
4 
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with respect to a social object.1 Heidgerken speaks of atti

tudes as 0a disposition, a readiness, an inclination, a tend

ency to act toward a specific object in a particular way."2

Rokeach views an attitude as "a relatively enduring organiza

tion of beliefs around an object or situation predisposing 

one to respond in some preferential manner."3

An attitude change, then, according to Rokeach, would 

be a "change in predisposition, the change being either in 

the content of one or more of the beliefs entering into the 

attitude organization."4 Summers says that attitudes are ame

nable to change but their alteration, especially those which 

are strongly held, require substantial pressure.5

Carlson feels attitude changes result from "change3 

in either the expected satisfaction, the goal, or in the in

strumental relationship perceived between the attitude object 

and the goa1."6 Newcomb indicates that familiarity with

1D. Krech, R. S. Crutchfield, and E. L. Ballachey,
Individuals in Society {New York: McGraw-Hill Oo., 1962), 
p� 177.

2 Loretta E. Heidgerken, Teachi�g and Learning in Schools 
of Nursing {Philadelphia: J. B. Lippincott, 1965), p. 149. 

· 3Milton Rokeach, Beliefs, Attitudes and Values (San
Francisco: Jossey-Bass, Inc., 1969), P• 112� 

4 Ibid., P• 134.

5Gene F. Summers, Attitude Measurement (Chicago: Rand
McNally Oo., 1970), p. 2. 

6Earl R. Carlson, "Attitude Change Through Modification
of Attitude Structure," Journal of Abnormal and Social Psycho
!2.Sl. LII (March, 1956), 256.

. . 

�/ 
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objects toward which existing attitudes are not very intense 

may modify those attitudes.1 Newcomb further states:

Other things equal, it is predictable that attitudes 
will be affected by external influence to the extent 
that previous attitudes are not strongly held, to the 
extent that such influence is not neutralized by con
trary influences, and to th� extent that the influences
are vivid, first-hand ones. 

Within the past decade there has been considerable in

terest in developing methods for changing attitudes about· 

mental illness. Some studies indicate that attitudes are 

more likely to change through contact with the mentally 111. 

This seems to be particularly true if the subjects are already 

well informed concerning mental illness.3

History of Classification in Psychiatry 

Psychiatry has advanced greatly from the days when 

supernatural forces were deemed the cause of mental disorders. 

However, some of the terminology used today still reflects 

this thinking. The term "obsession" remains as a relic of 

the time when it was thought that the mentally 111 person was 

b'eseiged by the devil from without, a less serious condition 

than possession, in which the devil was within the victim. 

Similarly, t�e term "alienated" originated with the idea that 

1Theodore M. Newcomb, Social Psychology (New York: 
Dryden Press, 1950), p. 200. 

Ibid., p. 209. 
3sidney Gelfand and Leonard P. Ullmann, "Attitude

Changes Associated with Psychiatric Affiliation," Nursing 
Research X (Fall, 1961), 200. 

2 
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the victim had given over control of his soul to the cievil in 

barter.1

Eventually it was recognized that certain mental changes 

could be associated with old age and that alcohol might be 

the causative factor in some oases of mental deterioration.2

This was a giant step in the direction of a classification 

system. However, it was the late 18th century before the ad

vent of an actual classification system. Phillipe Pinal, in 

France, attempted to analyze symptoms based on his own obser

vation.3 He describes melancholia, mania without delirium, 

mania with delirium, dementia and idiotism.4

In 1845, Wilhelm Griesinger published a textbook, 

The Pathology and Therapy of Psychic Disorders, in which he 

insist�d that psychiatry should proceed on a physiological 

and clinical basis and- emphasized his belief that all mental 

disorders could be explained in terms of brain pathology. 5

Although. the work of Griesinger received considerable atten

tion, his follower, Emil. Kraepelin, played the dominant role 

in the establishme�t of. the organic viewpoint. Kraeplin noted 

1AlfredM. Freedman, Harold I. Kaplan, and Benjamin J.
Sadock, Modern S no sis of Com rehensive Textbook of Ps 
(Baltimore: The Will ams and W lk ns co., l 72 , p. 20 . 

2Ibid.
3 Ibid., P• 9. 
4 I b.i d • , p. 212. 
5James o. Coleman, Abnormal Psychology and Modern Life

(Glenview, Illinois: Scott, Foresman and co., 1972}, p. 45. 

V 'D p 
1 1 i 9 ) 1ch1atry 
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that certain groups of symptoms of mental illness occurred 

together with regularity in much the same way that measles, 

smallpox and other physical ailments have a regular pattern 

of symptoms.1 On the basis of his asylum experience, Kraeplin

gathered together catatonia, hebephrenia, various dementias 

to create the concept of dementia praecox. This term was 

later changed to schizophrenia by Eugen Bleuler, but the 

basic syndrome described by Kraeplin was widely accepted as 

was his delineation of manic-depressive psychoses.2

Until relatively recent times, medical classifications 

and nomenclature, including that of psychiatry, were local or 

personal matters based on whatever a physician or other author

ity was inclined to follow. The first move toward. psychiatric 

standardization in the United States occurred in 1917 with a 

statistical classification of mental diseases prepared by the 

American Medical, Psychological Association. In 1928, the 

American Medical Association moved to adopt a general standard 

nomenclature of morbidity and death, and, at this time, or

ganized psychiatry undertook to prepare_a section of mental 

disorders.3

In 1952, the American Psychiatric Association adopted 

1
Ibid. 

2Freedman, Kaplan, and Sadock, Modern Synopsis of
Psychiatry, P• 202. 

3
Ib1d. 



17 

a classification of mental disorders that was based largely 

on a scheme worked out during World War II by the United 

States Army. The current American Psychiatric Associatio� 

Diagnostic and Statistical Manual of Mental Disorders was 

adopted in 1968 in conjunction with the World Health Organi

zation. This international classification system permits 

comparisons of relevant data concerning mental disorders 
lthroughout the world. 

Advantages of a Psychiatric Classification System 

Psychoanalytioally oriented and directed psychothera

pists have traditionally maintained that obtaining diagnos-

tic information and making a formal diagnosis are prerequisites 

for planning and carrying out successful therapy.2 Bellak

and Small feel the dia·gnosis should enable the therapist to 

identify the factors most. susceptible to change and to select 

and apply methods for affecting the change.3 A classifica

tion system, properly employed, can lead to a fuller as well 

as a more conceptually based understanding of the psychopath

o,logies. 4

Coleman, Abnormal Psychology and Modern Life, p. 18. 
2cochrane, "Effects of Diagnostic Information in a

Psychotherapy Analogue," P• 359.

3Bellak and Small, Emergency Psychotherapy and Brief
Psychotherapy. p. 19. 

4Edward Ziegler and Leslie Phillips, "Psychiatric 
Diagnosis:ACritique, 11 Journal of Abnormal Psychology LXIII
(November, 1961), 616 •. 

1 
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The forms that psychopathology can take -are many and 

varied and in order to simplify and make sense of these di

verse behavior forms, classification systems have been devel

oped.1 Classification is a first step toward introducing 

some order into a discussion of the nature, causes and treat

ment of abnormal behavior. It involves the delineation of 

varipus types or categories of maladaptive behavior and pro

vides a basis for studying the causes and treatment of such 

behavior. Classification also facilitates communication 

about mental disorders in agreed upon and meaningful ways.2

English and Finch list two important advantages of 

being able to recognize various syndromes. First, such rec

ognition gives a more general understanding of the patient's 

underlying conflicts. ·Secondly, it allows a clearer and more 

accurate estimation of prognosis.3 Diagnosis is a shorthand 

method for summarizing those characteristics which the patient 

shares with a number of other_ individuals "of a given class, 

at a given time, and which are relevant to etiology, the treat

ment chosen, and prognosis."4: 

1 Bourne and Ekstrand, Psychology: Its Principles and 
Meanings, p. 350. 

2ooleman, Abnormal Psychology and Modern Life, p. 18.
3
o. Spu.rgeon English and Stuart M. Finch, Introduction

to Psychiatry· (New York: W. w. Norton and Co., Inc., 1964),
p. 85.

4LeonardD. Eron, The Classification of Behavior Dis
orders (Chicago: . · Al dine Publishing Co. , 1966 ) , p. ix. 
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Freedman and Kaplan feel' classifications are absolutely 

necessary and the only question is what kind' or kinds will

serve psychiatry best. They contend that the proposal to 

abolish all psychiatric classifications is foolish. 

It is difficult to avoid the impression that this·is a 
. replay in modern dress of a controversy that extended 
from the 11th to the 14th century, when a bitter debate 
raged around the idea that all collective terms, such 
as animal, man, wood, stone, had no existence or reality 
and were mere words. The argument originated in Aristotle's 
"Categories" which apli t scholastic.a into three warring. 
groups. This analogy may seem far fetched, but it serves 
to recall that classification involves a very subtle and 
complex logic, although it is basic to even quite simple 
human thought.l

Knowing that an individual has symptoms simila� to 

other patients helps a psychologist form reasonable expecta

tions about the individual's future behavior and his chance 

for improvement. It also allows the psychologist to plan and. 

conduct the most suitable therapy.2 Kaplan and Sadock voice

similar views. They feel that diagnosis of the patient's dis

order is important in determining the best therapeutic approach 

and in evaluating his motivation for treatment, his capacity 

for change and the strength and weaknesses of his personality 

structure.3

1Freedman and Kaplan, Comprehensive Textbook of Psych
iatry, p. 581. 

2Bourne and Ekstrand, Psychology: Its Principles amd
Meanings, p. 350. 

3Freedman, Kaplan, and.Sadock, Modern Synopsis of
Psychiatry, p. 522. 
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Disadvantages of a Psychiatric Classification System 

The principles on the basis of which mental disorders 

can be satisfactorily classified are not so clearly defined 

as are those in physical disease. The latter lend themselves 

to classification according to such principles as "pathogenic 

cause, anatomical system involved, or nature of the morbid 

process."1

Ideally a classification scheme should describe mal

adaptive behavior as well as point to certain causal patterns 

and appropriate treatment procedures. This is a formidable 

requirement, and none of the classification schemes developed 

so far have been completely satisfactory.2 Kiev feels it

might be possible to study psychiatric disorders in much the 

same manner used to investigate infectious diseases. One 

could·track down oases in specific areas, establish the common 

factors to which they were exposed and ultimately determine 

both the distribution of the causative agent in the population 

and the conditions that account for its development and spread. 

Vulnerable groups could be isolated. While Kiev views a con

ceptual model for infectious disease applicable to psychiatric 

disorders, he concedes the delineation of the specific factors 

involved is much less easy, particularly when the pathogenic 

1Noyes, Camp, and van Sickel, Psychiatric Nursing,
p. 75.

2coleman, Abnormal Psychology and Modern Life, p. 18.
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agent causing the illness is not known.1 Kiev feels symptoms

are perhaps the phenomena par excellence to be studied cross

culturally, since many symptoms are learned in much the same 

way as behavioral patterns, attitudes and beliefs are.2

There is an often repeated proposal that all psychi

atric classification be abolished on the ground that there 

are only quantitative differences among the disorders of var

ious individuals and that �ll oases are different and must be 

described individually.3 Other criticism of a classification

system include, "poor reliability, lack of a theoretical or

ientation, little consideration for dynamics and no relevance 

for etiology or prognosis."4

Another objection to classification, according to Eaton 

and Peterson,is that ulabeling a patient may harm him." They 

feel this assumption is valid if the diagnosis is viewed by 

the clinician as a stereotype, if it is disturbing to the 

patient as in the case of inadequate interpretation and to the 

extent that society, including prospective employers, discrim1-

na.te against a person who has had a particular diagnosis. 5

1Ari Kiev, Transcultural Psrchiatry (New York: The
Free Pr.ess, 1972), p. 154. 

iatry, 

2 Ibid., P• 153. 

3Freedman and Kaplan, Comprehensive Textbook of Psych
P• 581. 
4 

Eron, The Classification of Behavior Disorders, p. vii. 

5Eaton and Peterson, Psychiatry, p. 70.
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Devereaux contends the same defense mechanisms are 

present in the normal' and in the abnormal personality as well 

as in members of various cultures. The normal differs from 

the abnormal and the Eskimo from the Bedouin not in terms of 

the presence or absence of these patterns of defense but in 

the relative degree of importance which culture assigns to 

them. This "assigning" is not seen as a deliberate act but 

simply a byproduct of the prevailing cultural atmosphere.1'

Noyes, Oamp, and van Sickel state the psychiatrist of "dis

cerning mental vision" does not place the major emphasis on 

classification but on the origin and development of the pa

tient's personality disorder.2

According to Sullivan, some psychiatrists have had a 

great deal of training in the area in which psychiatry can be 

taught most easily; namely in, the area of "describing as if 

they were museum pieces those people who have such great dif

ficulties in living that their situation would be apparent to 

all." What one learns about mental disorders by way of descrip

tive psychiatry is not very meaningful.3

Bourne and Ekstrand feel the gain in communication and 

1G. Devereaux, "Normal and Abnormal: The Key Problem
of Psychiatric Anthropology," in Some Uses of Anthropologr: 
Theoretical and Applied, ed •. by J. B. Casagrande and T. Gladwin 
(Washington: Anthropological Society of Washington, 1956), p. 25. 

2Noyes, Oamp and van Sickel, Psychiatric Nursing, p. 76.
3Harry s. Sullivan, Inter ersonal Theor of Ps chiat�,

ed. by Helen Perry and Mary. Gawel New York: · W. w. Norton co., 
1953), p. 4. 

p V V V 
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treatment planning that is provided by a classi'f'ication sys

tem may be lost in the obscurity it places on the unique fea

tures of'. each individual case.1 Still another problem is 

that placing a certain "label" on someone may have the effect 

of making the .person conform to the way he thinks the thera

pist expects him to behave. Thus the diagnostic prophecy be

comes self-fulfulling.2

Berne feels that the patient should be allowed to pre

sent himself as he sees fit and the therapist should examine 

this presentation in the light of his own personal impression. 

He states: "In a sense, reading the chart is subversive be

cause it introduces an artifact into the patient's relation-. 

ship with the therapist." Verbal reports and charts present 

someone else's picture of the patient based on the way the 

patient chose to present himself to that particular thera

pist.3. Berne says it is therapeutically irrelevant whether 

the patient is diagnosed as an ambulatory schizophrenic, a 

border-line schizophrenic, an impulsive neurotic or a psycho-

path. However, he feels this diagnosis, regardless of how 

it is disguised and softened by "evasive polysyllables," may 

1Bourne and Ekstrand, Psychology: Its Principles and 
Meanings, P• 350. 

2Ibid.

3Eric Berne, Principles of Group Treatment (New York:
Grove Press, Inc., 1966}, p. 33. 

. . 
4Er1c Berne, Transactional Analysis in Psychotherapy

(New York: Grove Press,. Inc., 1951), p. 149. 

4 
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give rise to apprehension in the therapist which may sooner 

or later be communicated to the patient.1

Correct diagnosis is vital where treatment lo'g1.cally 

and necessarily follow diagnosis, advocates Glasser. How

ever, "In the case of so-called mental illness, · treatment 

by any one doctor, whether psychoanalyst or Reality Thera

pist, is essentially• the same."2 Both the theory and practice 

of Reality Therapy are incompatible with the widely accepted 

concept of mental illness. Glasser believes that the con.

capt of people suffering from some specific, diagnosable,· 

treatable mental illness, analogous to a specific, diagnos

able, treatable physical illness, is inaccurate and a major 

road block in psychiatric treatment.3 In Reality Therapy

there is no essential difference in the treatment of various 

psychiatric problems. Glasser feels it is unfortunate for 

patients and for taxpayers that almost all teaching of psych

iatry, psychology and social work follows traditional think

ing that considers the diagnosis of mental illness to be es

aential to successful treatment. Millions of dollars are 

spent each year in diagnostic efforts with the hope that the 

diagnosis will be helpful in treatment.4

1 Berne, Principles of Group Treatment, p. 36. 
2Glasser, Realitl Therapy, p. 48.

Ibid., p. 45. 
4 Ibid., p. 49.

,i 

3 
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Client-centered psychotherapists have expressed skep

ticism about the value of diagnostic information in the treat

ment process.1 Carl Rogers maintains that diagnosis and

opinions by therapists about the nature of a client's prob

lems foster dependency in the client and put the therapist 

into a role of an all-knowing "expert. 11 He says: "The client 

is the only one who has the potentiality of knowing fully the 

dynamics of his perceptions and behavior."2 Rogers goes so

far as to imply that diagnostic information may actually in

terfere with the therapy process and limit the therapist's 

ability to create the conditions of acceptance, positive re

gard and accurate empathy. He feels a professional sometimes 

gets caught up in labels. For example: "This is straight 

paranoid behavior." As. a consequence the therapist may tend 

to withdraw somewhat and deal with the person more as an ob

ject.3 

In his widely read book, The Myth of Mental Illness, 

Szasz speaks of the "vague, capricious and generally unsat

isfactoryu character of. the concept of mental illness and its 

corollaries: diagnosis, prognosis and treatment. He feels 

·1 Cochrane, "Effects of Diagnostic Information in a 
Psychotherapy Analogue, 11 p. 359.

Carll Rogers, Client-Centered Therapy (Boston: Houghton 
Mifflin Oo., 1951), P• 221 

York: 
3carl Rogers, Carl Rogers on Encounter Groups {New
Harper and Row, 1970), p. 62. 

2 
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reliance on such terms as "neurosis, psychosis ·and emotional 

illness" cannot be dismissed lightly. In his view, a science 

can be no better than its linguistic apparatus permits and 

he maintains psychiatry is shackled to a scientifically out

moded conceptual framework and its terminology.1

Reliability of Psychiatric Classifications 

Just how reliable is the system of psychiatric class

ifications?. In-1956, each of 426 state hospital patients 

was diagnosed independently by pairs of psychiatrists using 

the official psychiatric nomenclature. There was four-fifths 

agreement of these psychiatrists on the classification of 

patients into three major categories--organic, psychotic, 

characteriological. However, when patients were placed into 

specific subtypes of these categories, there was agreement 

on only half of the cases and almost no agreement on cases 

involving personality pattern-and-trait disorders and the 

psycho-neuroses. The British Journal of Psychiatry published 

a 1972 study which showed agreement ranging from 24 per cent 

on character disorders to 80 per cent for types of organic 

illnesses. Other data r�viewed suggested that agreement 

would drop as the number of psychiatrists diagnosing the case 

1 
Thomas Szasz, The Myth of Mental Illness (New York: 

Harper and Row, Publishers, 1961), p. 4.

2Hermann o. Schmidt and Charles P. Fonda, "The Reli
ability of.Psychiatric Diagnosis: A New Look," Journal of 
Abnormal and·Social Psychology LII (March, 1956)�6. 

2 
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increased.1

When a patient is repeatedly hospitalized for psych

iatric care, it is a common assumption that relapses and ex

acerbations of the same psychiatric disorder are the cause of 

readmissions. Kaelbing and Volpe report a study comparing 

the psychiatric diagnosis of 218 consecutive readmissions 

with the final diagnosis recorded during recent previous ad

missions to the same hospital. Agreement between diagnoses 

on different admissions was termed 0constancy.u Despite con

ditions favoring constancy, change in diagnosis was consid

erable, especially in,personality disorders, psychoneurosis 

and various types of psychotic depression. Even in the most 

constant classifications, e.g., schizophrenia, changes were 

noteworthy. 7 out of 64 schizophrenics, so diagnosed on 

first admission, were not classified again as schizophrenia 

on readmission to the same hospital. Of 79 cases diagnosed 

as schizophrenia on readmission, 22 had an entirely different 

diagnosis on previous hospitalization. Kaelbing and Volpe 

f.eel this study further clarifies the limitation of the prog

nostic value of psychiatric diagnoses.2

In another study, ·eight sane people gained secret ad

mission to twelve different hospitals. They were a varied 

1P. Ley, "The Reliability of Psychiatric Diagnosis:
Some New Thoughts," British Journal of Psychiatry CXXI (July, 
1972), 41. 

2Rudolph Kaelbing and Peter Volpe, II, "Constancy of
Psychiatric Diagnoses in Readmissions," Comprehensive Psych
iatry IV (February, 1963), 30. 
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group: Three psychologists, a psychology graduate student, 

a pediatrician, a psychiatrist, a painter, and a housewife. 

The twelve hospitals were located in five different states 

on the East and West coasts. On seeking admission, the 

pseudopatients all complained of hearing voices. The voices 

seemed to say "empty," ''hollow," and "thud." · These symptoms 

were chosen because of their similarity to existential symp

toms. Such symptoms are alleged to arise from concerns about 

the perceived meaninglessness of one's life. This choice of 

symptoms was also made because it was determined that no 

cases of existential psychoneurosis had ever been reported 

in the literature. After admission, the pseudopatients ceased 

simulating any symptoms of abnormality. Despite their pu!>

lic display of sanity, none of them were detected by the staff 

as pseudopatients. All but one of these individuals was di

agnosed on admission as schizophrenia and were discharged with 

a diagnosis of schizophrenia "in remission." Having once been 

la_beled schizophrenic the pseudo patients were unable to over

come this tag.1 • 

Dembo and Haufmann conducted an investigation in a state 

hospital among one hundred consecutively admitted patients. 

The psychological attitudes of these patients were studied 

during their first week of hospitalization. Six major types 

1n. L. Rosenhan, "On Being Sane in Insane Places,"
Science CLXXIX (19 January 1973}, 251-52. 
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of reactions were categorized and found to be largely ·in

dependent of the diagnostic classification, but to corre

late with certain social factors in the patient's background 

such as first admission, readmission, level of education and 

the sexual roles of men and women in their culture.1

Psychiatric Nursing and Diagnostic Classifications 

Historically, psychiatric nursing has been of a cus

todial nature. Nurses followed the direction of the physi

cian and served as his helper in the custodial care of psych

iatric patients. Nurses had to be able to understand the 

doctor's technical language, diagnostic categories, and ther

apeutic regimens. In conjunction with these medical images, 

psychiatric-mental health nursing educators taught their 

students the terminology and symptomatology of the various 

psychopathologies. The emphasis was upon disease entities 

and institutional care.2

This emphasis has changed greatly in recent years. 

Shalit says that nurses can take pride in the fact that their 

profession was, among the first to recognize and provide for 

the implementati�n of the concept that the individual cannot 

be divided into "convenient organic systems or classified and 

1T. Dembo and E. Haufmann, "The Patient's Psychological
Situation Upon Admission to a Mental Hospital," American 
Journal of Psychology XXXXVII (1935), 381-408 •. 

2011ver H. Osborne, "Theoretical Basis for the Educa
tion of the Psychiatric-Mental Health Nurse," Nursing Clinics 
of North America V (December, 1970), 700. 



30 

categorized along similar lines." She further.states ·that 

nurses learned that they must consider the total individual 

and take into account his relationships with his family and 

all others in his social environment.1

The pattern of relations between people vary from 

culture to culture. The contrast between the nature of the 

Japanese family and its place in the culture of Japan and 

the nature of the family in the culture of the United States 

makes the problems of the person in distress very different 

in these two situations. When a person enters the hospital 

his expectation about relationships are carried with him; a 

patient "does not take off his culture with his clothes."2

The patient-centered teaching approach, which involves 

teaching around the behavior and problems presented by indi

viduaL patients, has received wide attention in recent years. 

Investigators emphasize that it is more important to know and 

treat the individual patient than to treat the specific mental 

disorder.3 Beland says the concept of "total patient care"

1�- extensively promoted but is actually only in the initial 

stage of becoming an operational concept.4

· 1shalit, "The Psychiatric Nurse 1 63," p. 13. 
2 William 0audill, The Psychiatric Hospital as a Small

Society (Cambridge,·Massachusetts: Harvard University Press, 
1958), p. 18. 

3Manfreda, Teaching Psychiatric and Mental Health Nurs-
ing, p. 118. · . 

4Irene L. Beland, Clinical Nursing (New York: Macmillan
0o., 1970), p. 218.·· 
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Render and Weiss feel the patient's individuality is 

a "precious and prized possession."1 Travelbee considers
' ' 

the term "patient" as a stereotype. She says there are no 

patients; only individual human beings in need of the care 

and assistance of other human beings. She feels nurses should 

establish "human-to-human" relationships not "nurse-patient 

relationships."2 No man is exactly like any other, accord

ing to Hofling, Leininger and Bragg. They state: 

No man is exactly like any other man, and any event which 
touches significantly on any part of man affects his 
whole being •••• There are no routine cases. In fact, there 
are no really satisfactory labels that a thinking nurse 
can apply to any patient or group of patients if she has 
committed herself to the concept of patient-centered care. 
The nurse determines her "nursing care plan" for each 
patient by drawing on her.scientific knowledge and by 
taking her clues from the patient's behavior. She is con
stantly evaluating �nd modifying her care in terms of the 
patient's response.J

According to Irving, the patient is a person, a unique 

human, different from all others. She says the patient is not 

a category of illness or a condition or set of symptoms: "He 

is a person, an individual, who is sick, in trouble, alone and 

afraid."4· The mental patient is more than a conglomeration

of symptoms, an affectless ·stare or a wild aggressive less-

· l Render and Weiss, Nurse-Patient RelationshiE�
Psychiatry, p. 88.

2Travelbee, Interpersonal Aspects of Nursin&, p. vii.
3oharles L. Hofling, Madeline M. Leininger, and Elizabeth

Bregg, �ic Psychiatric Concepts in Nursing (Philadelphia:• 
J. B. Lippincott Oo., 1967), p. · 5. 

4 
' -

Susan Irvin
.
gt Basic Psychia trio Nursing (Philadelphia:

W. B. Saunders, 1973 J, P• 2. 
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than-human being. st Behind the bizarre behavior, the mental 

patient is still an individua1.1· The psychiatric nurse is

dealing with behavioral rather than physical symptoms of ill

ness and this calls for a great deal of knowledge, understand

ing and skill on her part. It is easier to relieve the symp

toms of fever and pain than to relieve the symptoms of hal

lucinations and- delusions.2

One of the worst errors into which the nurse can fall 

when working with psychiatric patients is to develop a mental 

picture of her patient as "the schizophrenic" or the "schiz. 0 

Using labels in this way may result in attitudes and thinking 

becoming set in "mental concrete." It would be more thera

peutic to think of this person in terms of an individual from 

a certain family background, life experiences and particular 

current problems who is reacting to her environment in a schiz

ophrenic manner.3

In mental illness, it is the extreme that is easiest 

to identify; the closer to the borderline between mental health 

and mental illness, the more·difficult it is to determine an 

individual. 1 s �ealth status� Most well persons have a sick 

1 Albiez, "Reflecting on the Development of a Relation-
ship," p. 25. 

2Irving, Basic Psychiatric Nursing, p. 6. 

3navid Maddison, Patricia Day, and Bruce Leabeater, 
Psychiatric Nursing {3rd ed.; Baltimore: The Williams and· 
Wilkins Co., 1970), PP• 153-54.
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potential and most sick persons have a well potential.1 The

actual behavior of maladjusted persons does not differ in 

kind from that· of so-called· normal persons; it differs only 

in degree. For convenience sake, behavior is grouped in broad 

patterns that have certain major characteristics in common. 

However, no two individuals behave alike or duplicate each 

other.2

Although Kalkman feels some kind of diagnostic classi

fication is necessary for treatment of patients and for pur

poses of study and research, she considers it difficult to 

reach a diagnosis in psychiatry because neither symptoms nor 

diagnostic ent-ities are as clear-cut as in medical or.surgi

cal conditions. There is no sharp dividing line between nor

mality and abnormality.3 Maddison, Day and Leabeater state 

that psychiatric diagnosis is further complicated by the fact 

that many individuals do not fit precisely into any of the 

usual "pigeon-holes" of diagnosis, but rather, show features 

of two or more types of reaction at the same time. These au

thors voice the hope that nurses will see the possible harm

ful effects of drawing any far-reaching conclusions from the 

diagnostic label applied, to a particular patient.4

1Ru th V. ·Matheney and Mary Topali s, Psychia trio Nurs
ing (.2nd ed.; St. L·ouis: O. V. Mosby Co., 1970), p. 3. 

2Ibid., P• 55. 

3Marion E. Kalkma�, Psychiatric Nursing {3rd ed.; 
New York: McGraw-Hill Book co., 1907), p. 98. 

' . 

4Maddison, Day, and Leabeater, Psychiatric Nursing, p. 153.
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Little information is available in the literature con

cerning nurses' use of diagnostic information in the care of 

psychiatric patients. At a workshop of teaching and imple

menting Psychiatric-Mental Health Nursing, a group of nurses, 

representing both psychia trio and general nurs.ing, discussed 

the advantages and disadvantages of providing students with 

diagnostic information. They felt this information might lead 

to stereotyped responses to the patient and his illness. On 

the other hand, they expressed the fear that lack of inform

ation might leave the student with a feeling of frustration 

and unsatisfied curiosity. They concluded that collegiate 

nursing students should be given diagnostic information if 

they have had previous experience in the diagnostic categories 

in psychology and sociology. However, they stated: "This 

information should be utilized in a scientific manner and in 

keeping with modern psychiatric thought."1

The preceding review of literature has centered on at

titudes toward diagnostic classifications in psychiatry. Opin

ions seem to be divided regarding the advantages and disadvan

tages of a classification system. However, most authorities, 

regardless of their views on diagnostic categories, stress the 

importance of individualizing patient care. Nursing educators, 

in particular, are concerned that each individual be treated 

as a unique human being. 

1Redmond and Drake, Teaching and Implementation of
Psychiatric Nursing, p. 200. 



CHAPTER III 

METHODOLOGY 

This chapter will include a description of: (l) type 

of study; (2) instrument for collection of data; (3) popu

lation; (4) setting; (5) procedure for collection of data; 

(6) method of data analysis.

Type of Study 

The quasi-experimental research design was used in 

this study with the dependent variable being nursing students' 

attitudes toward psychiatric diagnostic information while the 

independent variable studied was a five-week psychiatric clini

cal experience. The researcher was not able to maintain com

plete control of the experimental setting and, according to 

Campbell and Stanley, such situations can be regarded as quasi

experimental designs.1

A two-group, before-after experimental design was se

·le�ted in an attempt to correct for lack of initial equaliza-

tion of the groups.

In this design lack of initial equalization of the groups 
is·compensated somewhat by the fact that in the data an
alysis we can compare the change that has taken place in 
both from the time· preceding the application of the 

1 Donald T. Campbell and Julian c. Stanley, Experimental
and uasi-Ex erimental Desi ns For Research (Chicago: Ran� 
McNally College Publishing Company, 19 3, P• 34. 
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1ndepenfent variable to the time following.its appli
cation. 

The changes in each group were compared to see if the 

changes in the experimental group were larger than those of 

the control group. 

Instrument for Collection of Data 

The measurement instrument was designed by the re

searcher since no tool was found in the literature that seemed. 

appropriate for use in this study. A questionnaire was con

structed containing statements deemed to elicit favorable or 

unfavorable attitudes toward psychiatric diagnostic informa

tion. In an at-:tempt to remove the focus of attention from 

the actual problem being studied, a lare;e number of filler 

questions.were also included in the questionnaire. 

A pilot study was conducted among six registered nurses 

who were asked to answer the questionnaire and examine it for 

clarity of meaning. After some revisions, the measurement 

instrument was then submitted to a panel of judges consisting 

of a psychiatrist� a psychiatric nursing instructor, a psych

iatric clinical supervisor·and a psychologist with experience 

in the. design and administration of various testing procedures. 

The questionnaire was sub_mi tted to a panel of. judges

in order to establish the validity of the instrument. Validity 

1Faye Abdallah and Eugene Levine, Better Patient Oare
Through Nursing Research (New York: The Macmillan Company, 
1965), p. 182. 
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is a criterion. for evaluating the quality of data·. Data. are 

valid if' they actually measure what they are supposed to meas

ure.1 Another term for validity is relevance. 

A panel of judges was chosen because "polled judgments 

increase the accuracy of any rating scale·." Any number of 

judges can be used but they should be "selected on a basis of 

expertness-in relation to the continuum to be examined."2

Agreement from three-out-of-four of the judges, or 

75 per cent agreement was sought. 1wenty-one questions re

lated to "attitude toward psychia trio diagnostic information"' 

were submitted. Twenty of these questions were retained by 

the judges. Twenty-seven filler questions were used bringing 

the total number of questions on the final questionnaire to 

forty-seven. These additional questions were not included as 

a part of the study but were used in an attempt to remove the 

focus from the actual problem being investigated. 

The response categories of "Agree" and "Disagree"were 

chosen in order to more readily determine the respondents' 

favorable or unfavorable attitudes. The questionnaire con

tained an inst1"uction- to check "Agree if the respondent agreed 

or mostly agreed wi.th the statement and to check "Disagree" 

if they disagreed or mostly disagreed with the statement. 

1Ibid., p. 712.
2William J. Goode and Paul K. Hatt, Methods in Social

Research (New York: McGraw-Hill Book Company, - 1952) t p. - 256. 



38 

Population 

Nonprobability, convenience sampling was used in this 

study. Nonprobability indicat�s that the subjects have not 

been selected out of some larger population in which all mem

bers of .the population have some stated chance of being se

lected .1 The main limitation of the use of data obtained in

this manner is that there is difficulty 1n generalizing the 

findings to a larger target population. Therefore, the find

ings of this study are applicable only to the population de

scribed in the study. Convenience sampling is defined by 

Abdallah as a method in which subjects are selected because 

they happen to be available for participation in the study at 

a certain time.2

The study subjects were selected from a privately op

erated baccalaureate nursing program in a large metropolitan 

area in the Southwest. Mental health concepts are integrated 

throughout the curriculum which is based upon the health needs 

of man. During the. junior year of. study, all. nursing students 

receive five weeks of clinic�� experience with psychiatric 

patients. At the time of this study, in the spring of 1974, 

one group of students from the pr_ivately operated nursing pro

gram were beginning their psychiatric clinical experience and 

were, therefore, chosen as the experimental group. 

1Abdellah and Levine, Better Patient Care, p. 310.
2 Ibid. , p. 709.
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The control group students were chosen·from a·state· 

operated baccalaureate nursing· program in the same metropoli

tan area. These students were sophomores and all planned to 

enter the nursing sequence of the curriculum during the next 

semester of their study. They had had no previous contact 

with psychiatric.patients.· As·was previously mentioned, a 

two-group before-after experimental design was chosen in an 

attempt to correct for the lack 0£ equalization of the exper- : 

imental and control groups. 

Setting 

The experimental group students were divided· into four 

groups with each group being assigned to a different psychi

atric facility for their clinical experience. These facili

ties were: a large state psychiatric hospital, a community 

mental he,lth day center, and the psychiatric floors of two 

private hospitals. 

The state institution has a 2,226· bed capacity with an 

occupancy of approximately 1,700 at the time of this study. 

The average length of stay for newly admitted patients is 

approximately forty-five.to sixty days. With the exception 

of children, all age levels of patients are admitted. Prin

cipal methods of treatment include: chemotherapy, electro

convulsive therapy, occupational therapy, and individual and 

group ther�py. 

In the community mental health day center, the average 
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patient censu� is twelve to fifteen individuals with their 

average length of stay being approximately two months� Ages 

range upward from adolescence. The patients must' be in con

trol of their impulses and behavior and be able to take their 

own medications. The primary methods of treatment are. milieu,. 

individual and group therapy. 

The psychiatric floor of the first private hospital 

to be considered has twenty-four beds and is generally filled 

to capacity. The average length of stay is twenty-one days. 

with a three month time limit restriction in effect. All· age 

levels and types of patients are accepted with a restriction 

of no more than six adolescents at one time. Principal methods 

of treatment include: chemotherapy, milieu, occupational 

therapy, individual and group therapy. 

On the psychiatric floor of the second private hospi

tal facility, thirty-five beds are found and occupancy is gen

erally at capacity. Approximately three weeks is the average. 

length of stay. The patient population is generally composed 

of approximately one-third adolescents and two-thirds adults. 

Individual and group therapy, mili.eu, occupational therapy and 

electroconvulsive therapy' are the principaf, methods of treat

ment. 

The students are in the clinical. setting two days a 

week for five weeks for a sum total of ten days. The researcher 

would have·preferred to study an experimental group whose mem

bers were in actual contact with psychiatric patients for a 
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longer time period than that described. Howev�r, no avail

able group was discovered who met thi·s criterion. 

Procedure for Collection of Data 

After permission and cooperation from the proper au

thorities was obtained, the researcher approached the experi

mental group students after class on March 26 and asked for 

volunteers for the study. The control· group was approached 

in the same manner on March 27. Nineteen students volunteered 

in the experimental group and thirty-one students volunteered 

in the control group. In order to assure anonymity, all re

spondents were asked to refrain from placing their names on 

the questionnaires. For comparison of pre-test and post-test 

scores, a request was made for the last four digits of the re

spondent's Social Security number to be placed at the top of 

the questionnaire. These volunteer respondents were not told 

that they would be tested again in five weeks as it was felt 

this information might influence their responses. They were 

informed that the researcher was interested in t�eir opinions 

about psychiatric patients and the care of these patients. 

On May 7 these two groups were again approached and 

asked to volunteer for another aspect o,f the same st�dy. The 

importance of securing the cooperation of all those who had 

previously taken part in the study was stressed. At this time 

eighteen memb.ers of the experimental group and twenty-seven· 

members of the control group took the post-test. They were 
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informed that the researcher was again interested in their 

opinions about psychiatric patients and the care of these 

patients. It was further explained that the researcher was 

seeking to determine their present· opinions on this subject. 

They were all thanked profusely for their cooperation and in

terest in the research study. 

Method of Data Analysis 

Data analysis was determined by considering the most 

appropriate means available to properly test the research 

hypothesis. Statistical tests of significance used were the 

Wilcoxon Matched-Pairs Signed-Ranks Test and the Mann-Whitney 

U-Test. Additional statistical tables show the per cent of

change between the pre-test and post-test scores. An analy

sis of the responses for each of the research questions is 

also included. 

The Wilcoxon Matched-Pairs Signed-Ranks Test is a non

parametric alternative to the t-test for two related samples. 

Data is required on at least an ordinal scale, and this data 

is assumed to be continuou�ly distributed. However, this test 

does not require normality of distribution. It may be used 

in either repeated measurements or matched-pairs types of 

design.1 In this study, the criterion measure was administered

more than once to the same group of subjects and therefore, 

1John T. Roscoe, Fundamental Research Statistics
(New York: Holt, Rinehart and �'linston, Inc., 1969), p. 181. 
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was considered to be a repeated measurements design.1

The Mann-Whitney U-Test" may be used to test whether 

two independent groups have been drawn from the same popula

tion. Data is required on at' least an ordinal scale. This 

test is one of the most powerful· of the nonparametric tests 

and is an alternative to the parametric t-test.2

Summar.y 

The preceding chapter discussed the type of study 

and population sample used. Also included in this chapter 

was a review of the development of the research tool. The 

actual procedure £or the collection of data was described 

and the methods used for analysis of the data were discussed. 

l Ibid., p. 170.
2Sidney Siegel, Nonparametric Statistics for the

Behavioral Sciences (New York: McGraw-Hill Book Company, 
1950T, p. 116. 



CHAPTER IV 

ANALYSIS AND INTERPRETATION OF DATA 

Introduclli!!, 

A quasi-experimental study was conducted to test the 

null hypothesis of no change, following a psychiatric clini

cal experience, in nursing students' attitudes toward diag

nostic information. Data was obtained by means of an iden

ticai pre-test and post-test questionnaire administered to 

a group of junior nursing students before and after a five

week psychiatric clinical experience. A group of Sophomore 

nursing students from another school served as a control 

group and were administered the pre-t�st and post-test during 

the same time period as that in which the experimental group 

were tes·ted. The control group received no psychia trio clin

ical experience during the five-week period. 

Throughout t�e analysis of data, the experimental 

group students will be designated by the leter E and the con

trol group students by the letter C. Sub b (b) will be used

to indicate data obtained before the experimental treatment, 

and sub a <a) will indicate data obtained after the experi

mental treatment. Sub d (d) will indicate differences be

tween pre-test and post-test scores. Only the scores of those 

students who took both the pre-test and the post-test were in

cluded in the data. This number included eishteen experimental 

44 
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students and twenty-seven control students. 

Analysis of Data 

The first data to be examined was the comparison of 

the experimental and control groups' attitudes toward diag

nostic information before the introduction of the experi

mental treatment. Were these two groups similar in their 

initial attitudes or were they significantly different? To 

analyze this data, the Mann-Whitney U Test was used. The 

level of significance was arbitrarily set at o< = .05. The 

null hypothesis stated the experimental and control groups 

were equal in their attitudes toward diagnostic information 

as indicated. by the pre-test scores. The alternate hypo

thesis stated these two groups were different in their atti

tudes toward diagnostic information as indicated on the pre

test scores. 

Ho: Eb= ob 

H1: Eb lob 

o< = .05 

E = 18 C = 27

The data presented in Table 1 shows acceptance of the 

alternate hypothesis since T = 102.5 fell within the region 

of rejection which was T < 218.6 or T > 267 .4 The pre-test at

titude· scores of the two groups can then be considered to be 

significantly different with the experimental group showing 

a more unfavorable attitude than the control group. By this 

is meant that the experimental group felt that psychiatric · 

diagnostic information has less therapeutic value in the care 
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TABLE l 

COMPARISON OF EXPERIMENTAL AND CONTROL GROUPS' PRE-TEST 
ATTITUDES TOWARD DIAGNOSTIC INFORMATION 

Cb Eb Rank Cb Eb Rank Cb Eb Rank 

8 1 17 20 18 30.5 
12 2 17 20 18 30.5 
13 4 17 20 18 30.5 
13 4 17 20 18 30.5 

· 13 4 17 20 18 30.5 
14 7.5 17 20 19 40 
14 7.5 17 20 19 40 
14 7.5 17 20 19 40 
14 7.5 17 20 19 40 
15 10.5 17 20 19 40 
15 10.5 18 30.5 19 40 

16 13 18 30.5 19 40 
16 13 18 30.5 19 40 
16 13 18 30.5 19 40 
17 20 18 30.5 20 45 

s = R(Eb) 273.5 

T = S - n(n-1) = 273-5 - 18(19) = 102.5
2 2 

Critical Region: T < 218. 6 or T > 267. 4 

Therefore, reject H
0 

(Note: Eb (Cb)
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of psychiatric patients. The experimentai gro�p scores tended 

to cluster in the small number or more unfavorable rankings, 

while the·control group clustered 1n the high number or favor

able rankings. Although the pre-test scores demonstrated the 

experimental· group to be more unfavorable toward diagnostic 

information than the control group, no attempt was made to de

termine the cause of these attitudes. However, it is pos�ible 

that an additional year of mental health concepts could have 

influenced the experimental group of Junior nursing students' 

attitudes toward psychiatric diagnostic information. 

Table 2 presents the experimental group's pre-test- and 

post-test favorable and unfavorable responses and the amount 

of change that occurred. The data presented in this table 

indicated fifteen of the eighteen experimental group students, 

or 83%, had a more unfavorable attitude toward psychiatric 

diagnostic information on their post-test scores, while only 

two, or 11%, had a more favorable attitude on their post-test 

scores. One student made no change. The amount of change 

rang·ed from 80% more unfavorable to 5% more favorable. The 

student (lio. 12) who demonstrated a 80% more unfavorable atti

tude changed fr.om seventeen out of twenty favorable responses 

on the pre-test to one out of twenty favorable responses on 

the post-test. Another student (No. 10) changed from thirteen 

favorable responses on the pre-test to zero favorable respo?ses 

on the post-test. 
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TABLE ··2 

EXPERIMENTAL GROUP'S PRE-TEST AND POST-TEST 
RESPONSES AND CHANGE 

Pre-Test Post;..Test 
Student Favor. Unfavor •. Favor. Unfavor. Change 

1. 

2. 

3. 

4. 

5. 

6. 

1. 

8. 

9. 

10. 

11. 

12. 

13. 

·14.

15.

16.

17.

18.

Totals 

17 3 I 17 3 

17 3 14 6 

15 5 12 8 

15 5 12 8 

14 6 12 8 

13 7 11 9 

8 12 2 18 

14 6 15 5 

18 2 11 9 

13 7 0 20 

14 6 16 4 

17 3 1 19 

12 1* 13 7 

14 6 13 7· 

19 1 17 3 

19 1 18 2 

18 2 17 3 

18 2 11 9 

275 84 212 148 

*Indioa tes no response for one question ·

Possible favorable score = 0-20 

0 

-3 (15%)

-3 (15%)

-3 (15%)

-2 (10%)

-2 (10%)

-6 · (30%)

+l (5%)

, -7 (35%) 

. -13 (65%) 

+2 (10%)

-16 (80%)

+l (5%)

-1 (5%)

-2 (10%)

-1 (5%)

-1 (5%)

-7 (35%)

-63 (23%}
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Table 3 presents the control group's pre-test �nd 

post-test favorable and unfavorable responses and the amount 

of' change that occurred. 

Student 

l. 

2. 

3. 

4. 

5. 

6. 

7. 

8 •
.

9. 

10. 

11. 

12. 

13. 

14. 

15. 

16. 

17. 

TABLE _3 

CONTROL GROUP'S PRE-TEST AND POST-TEST 
RESPONSES AND CHANGE 

Pre-Test Post-Test 
Favor •. Unfavor. Favor. Unf'avor. 

17 3 16 4 

19 l 19 l 

16 3* 12 8 

18 2 17 2* 

19 l 19 l 

18 2 15 5 

13 7 16 4 

17 2* 17 3 

19 l 18 2 

19 1 17 3 

17 3 18 2 

19 1 17 2* 

. 16 4 18 2 

17 3 17 3 

20 0 19 1 

19 1 19 1 

18 2 18 2 

Change 

-1 (5%)

0

-4 (20%)

-1 (5%)

0

-3 (15%)

+3 (15%)

0 

-1 (5%)

-2 (10%)

+l (5%)

-2 (10%)

+2 (10%)

0 

-1 (5%)

0 

0 
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TABLE 3--0ontinued 

Pre-Teat Post-Test 

Student Favor. Unfavor. Favor. Unfavor, 

18. 18 2 13 7 

19. 18 2 18 2 

20. 17 3 17 3 

21. 16 4 18 2 

22. 19 l 19 l 

23. 17 3 16 4 

24. 17 3 16 4 

25. 18 2 17 3 

26. 17 3 15 5 

27. 18 2 18 2 
Totals 476 62 459 79 

irindica tes no response for one question 

Possible favorable score = 0-20 

Change 

-5 (25%)

0

0

+2 (10%)

0

-l (5%)

-1 (5%)

-1 (5%)

-2 (10%)

-17 (3%)

The data pr�sented in Table 3 indicates thirteen out 

of twenty-seven control students, or 48%, had a more unfavor

able attitude toward psychiatric diagnostic information on 

their post-test scores. Four students, or 15%, had a more 

favorable attitude and ten students, or 37%, demonstrated 

no change. The degree of change ranged from 25% more unfavor

able to 15% more favorable. 

The Wilcoxon Matched-Pairs Signed-Ranks Test was used 

to a�alyze the data in Table 4. The level of significance 

0 
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was arbitrarily set ato<= .05 to test the null hypothesis 

that tne·experimental group's pre-test attitude scores are 

equal to the same group's post-test scores. The alternate 

hypothesis states the experimental group's pre-test scores 

are more favorable than their post-teat scores. 

Student 

1. 

2. 

3, 

4. 

5, 

6. 

7. 

a. 

9. 

10. 

ll. 

12. 

13. 

Ho: Eb = Ea

Hl: Eb ) E
a

o< = .05 

E = 18 

TABLE 4 

COMPARISON OF EXPERIMENTAL GROUP'S PRE-TEST 
AND POST-TEST ATTITUDE SCORES 

Rank of 
E

b 
E

a.
Di£. Di£. 

17 17 0 

17 14 -3 11 

15 12 -3 11 

15 12 -3 11 

14 12 -2 7.5 

13 11 -2 7.5 

8 2 -6 13 

14 15 +l 3 

18 11 -7 14.5 

13 0 -13 16 

14 16 +2 7.5 

17 l -16 17 

12 13 +l 3 

Rl

0 

0 

0 

0 

0 

0 

0 

3 

0 

0 

7.5 

0 

3 
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TABLE 4--oontinued 

Rank of 
Student E

b 
Ea Dif. · Dif. R1

14. 14 13 -1 3 0 

15. 19 17 -2 7.5 0 

16. 19 18 -1 3 0 

17. 18 11 -7 14.5 0 

18. 18 17 -1 3 0 

T =IR1. = 13.5

Critical Region: T (42 

Therefore, reject H
0

According to the data presented in Table 4, T = 13.5 

fell well within the region of rejection which was T(42. 

Therefore, the null hypothesis was rejected. Acceptance was 

made of the alternate hypothesis which assumes the experi

mental group's pre-test scores were significantly more favor

able toward psychiatric diagnostic information than their post-

test scores. 

The data in Table 5 is used to test the same type 

hypothesis on the control group; the null hypothesis being 

that the control group's pre-test attitude scores are equal to 

the same group's post-test scores. The alternate hypothesis 

states the control group's pre-test attitude scores are more 

favorable than their post-test attitude scores. Again, the 
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Wilcoxon Matched-Pairs Signed-Ranks Test was used to ana

lyze the data and the level of signifioanoe was arbitrarily 

set at o< = .05. 

Ho: ob = Oa 

H1: Cb) Oa 

o< = .05 

0 = 27 

TABLE 5 

COMPARISON OF CONTROL GROUP'S PRE-TEST 
AND POST-TEST ATTITUDE SCORES 

Rank of 
student Ob o

a 
Dif. Dif. 

l. 17 16 -1 4.5 

2. 19 19 0

3. 16 12 -4 16 

4. 18 17 -1 4.5 

5. 19 19 0

6. 18 15 -3 14.5 

7. 13 16 +3 14.5 

. 8. 17 17 0

9. 19 18 -1 4.5 

10. 19 17 -2 11 

11. 17 18 +l 4.5 

12. 19 17 -2 11 

13. 16 18 +2 11 

14. 17 17 0

15. 20 19 -1 4.5 

R1

0 

0 

0 

0 

14.5 

0 

0 

4.5 

0 

11 

0 
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TABLE 5--oontinued 

Student 

16. 

17. 

18. 

19. 

20. 

21. 

22. 

23. 

24. 

25. 

26. 

27. 

19 

18 

18 

18 

17 

16 

19 

17 

17 

18 

17 

18 

T =I:R1 = 41

19 

18 

13 

18 

17 

18 

19 

16 

16 

17 

15 

18 

Ori ti cal Region: T < 42 

Therefore, reject H
0

Dif. 

0 

0 

-5

0

0

+2

0

-1

-1

-1

-2

0

Ranlc of 
Dif. 

17 

11 

4.5 

4.5 

4.5 

11 

0 

11 

0 

0 

0 

0 

The alternate hypothesis was again accepted; this in

dicated that the control group was more favorable in their at

titude toward psychiatric diagnostic information on their pre

test scores than on their post-·test scores. However, the value 

of T = 41 narrowly fell within the region of rejection which 

was T <42. 
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The next step in the data analysis was.to make a 

comparison of the post-test difference scores between the 

experimental and the control group of students. This data 

is presented in Table 6. The null hypothesis states the ex

perimental group's post-test difference scores are equal to 

the control group's post-test difference scores. The alter

nate hypothesis states the experimental group's post-test 

difference scores are more unfavorable than the control 

group's post-test difference scores. 

O
d 

-5

-4

Ho: Ed = Cd

Hl: Ed > od.

TABLE 6 

o( = .os 

E = 18 0 = 27 

COMPARISON OF EXPERIMENTAL AND CONTROL GROUPS' 
POST-TEST DIFFERENCE SCORES 

Ed Rank O
d 

E
d 

-16 l -3 

-13 2 -2

-7 3.5 -2

-7 3.5 -2

-6 5 -2

6 -2

7 -2

-3 9.5 -1

-3 9.5 -l

-3 9.5 -1

Rank 

9.5 

14.5 

14.5 

14.5 

14.5 

14.5 

14.5 

22.5 

22.5 

22.5 
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TABLE 6--0ontinued 

Od E
d 

Rank Od E 
d 

Rank 

-1 22.5 0 33 

-1 22.5 0 33 

-1 22.5 0 33 

-1 22.5 0 33 

-l 22.5 0 33 

-1 22.5 +l 40 

-1 22.5 +l 40 

0 33 +l 40 

0 33 +2 43 

0 33 +2 43 

0 33 +2 43 

0 33 +3 45 

0 33 

s = R(Ed) = 310,5

T = S - n(n+l) = 18(19) = 139.5
2 

Critical Region: T ( 222.5

Therefore, reject ·H 
0

Table 6 shows rejection of the null hypothesis. T = 139.5 

fell within the region of rejection which was T < 222.5 By 

acceptance of the alternate hypothesis, it can be stated that 

the experimental group's post-test difference scores were more 

unfavorable than those of the control grou�. By examining 

2 



57 

the table, the experimental group's scores are.found in the 

small number, or more unfavorable rankings; the control group's 

scores are generally found in the high number or more favor

able rankings. Although the control group's scores showed a 

shift in a more unfavorable direction, the experimental group's 

scores showed a much greater shift in that same direction. 

The data analysis in the next two tables 1s concerned 

with responses to individual questions. The pre-test and 

post-test total favorable and unfavorable responses for each 

question were studied to see 1£ changes occurred. Table 7 

demonstrates the experimental group's question analysis while 

Table 8 presents that of the control group. 

TABLE 7 

EXPERIMENTAL GROUP'S PRE-TEST AND POST-TEST 
QUESTION ANALYSIS 

Question Pre-Test Post-Test 
Number Favor. Unfavor. Favor. Unfavor. 

4. 18 0 11 7 

5. 17 1 13 5 

6. 17 l 14 4 

7. 8 10 9 9 

8. 14 4 12 6 

10. 11 7 7 11 

13. 13 5 11 7 

14. 13 5 14 4 

Change 

-7 (38%)

-4 (22%)
-3 {16%)
+l (5%)

-2 (11%)
-4 (22%)
-2 {11%)
+l (5%)
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TABLE 7--Continued 

Question Pre-Test .Post-Test 
Number Favor. Unfavor. Favor. Unfavor. 

17. 16 2 6 12 

23. 14 4 15 3 

25. 14 3;r 10 8 

26. 18 0 15 3 

27. 10 8 7 11 

28. 18 0 11 7 

30. 16 2 11 7 

34. 17 1 16 2 

39. 16 2 13 5 

40. 3 15 2 16 

43. 15 3 11 7 

44. 15 3 13 5 

*Indicates no response by one student

Question 
Number 

4. 

5. 

6. 

TABLE 8 

CONTROL GROUP'S PRE-TEST AND .POST-TEST 
QUESTION ANALYSIS 

Pre-Test .Post-Test 
Favor. Unfavor. Favor. Unfavor. 

27 0 27 0 

26 1 27 0 

·27 0 27 0 

Change 

-10 (56%)

+l (5%)

-4 (22%)

-3 (16%)

-3 (16%)

-7 (38%)

-5 (28%)

-1 (5%)

-3 (16%)

-1 (5%)

-4 (22%)

-2 (11%)

Change 

0 

+l (3%)

0
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TABLE 8--oontinued 

Question Pre-Test Post-Test 
Number Favor. Unfavor. Favor. Unf'avor. 

7. 21 5➔t 19 8 

8. 26 l 26 l 

10. 24 3 21 6 

13. 20 6�t 21 6 

14. 21 6 18 9 

17. 26 l 25 2 

23. 27 0 27 0 

25. 27 0 26 l 

26. 26 l 27 0 

27·. 20 7 13 14 

28. 27 0 25 2 

30. 27 0 26 l 

34. 27 0 27 0 

39. 27 0 26 l 

40. 15 12 10 15iH�

43. 25 2 23 4 

44. 26 l 27 0 

*Indicates no  response by one student
**Indicates no  response by two students 

Change 

-2 (7%)

0

-3 (11%)

+l (3%)

-3 (11%)

-1 (3%)

0

-l (3%)

+l (3%)

-7 (26%)

-2 (7%)

-l (3%)

0

-1 (3%)

-5 (19%)

-2 (7%)

+l (3%)

Several questions revealed a marked change in student 

response from the pre-test to the post-test answers. In

cluded in this group were questions 4, 17, 27, and 28. 
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Question 4--"Nursing students should !!.Q! seek diag

nostic information on psychiatric patients."--On the pre-test, 

none of the experimental group students agreed with this 

statement. On the post-test, seven of the eighteen, or 38%,

of the students agreed with the statement. None of the con

trol group,agreed with the·statement on either the pre-test 

or post-test. 

Question 17--"Nursing students should lli2! read the 

patient's chart before initiating a therapeutic relation

ship.11--on the pre-test, only two of the experimental group 

students agreed with this statement. Ten students, or 56%, 

changed their responses to "Agree" on the post-test making a 

total of twelve "Agrees" on this question. One control group 

student agreed with this statement on the pre-test and two 

students marked. "Agree" on the post-test. 

Question 27--"The student will probably be able to 

predict the behavior of her patien:t if she is familiar with 

the symptomatology o.f'. his particular disorder. "--The most 

ma,'rked shift in, the responses by the control group was recorded 

on this question. Seven students disagreed with this state

ment on the pre-t�st, and ·an additional, seven, or 26%, of the 

students disagreed on the post".'9test for a total of' fourteen 

"Disagrees." Eight experimental group students disagreed with 

this statement on the pre-test. Three more students, or 16%, 

switched to "Disagree" on the post-test for a total of eleven 



"Disagrees." 

. Question 28--"The student would need to know if the 

patient was considered to be a Paranoid Schizophrenic."--All 

of the eighteen experimental group students felt this inform

ation to be necessary by their response of "Agree" on the 

pre-test. On the post-test, seven students, or 38%, no longer 

felt the need for this information as indicated by their re

sponse of "Disagree." On the pre-test, all twenty-seven stu

dents in the Control Group indicated a need for this type of 

diagnostic information; whereas two students, or 7%, indi

cated no need for this information on their post-tests. 

Summary 

The preceding chapter has presented an analysis and 

interpretation of the data. All data submitted for statis

tical testing was found to be significant. The Wilcoxon 

Matched-Pairs Signed-Ranks Test and the Mann-\fui tney U. Test 

were chosen as the most appropriate statistical tests to 

properly test the research hypothesis. Additional statisti

cal tables indicated the per cent of change between pre-test 

and post-test scores. An analysis of the responses for ea.ch 

of the research questions was also included. It was statis

tically demonstrated that the experimental group became sig

nificantly more unfavorable toward psychiatric diagnostic in

formation following a psychiatric clinical experience as com

pared to the control group which was not exposed to this ex

perience. 
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CHAPTER V 

SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS 

Summary 

This study was conducted in an effort to determine 

the effects of a psychiatric clinical experience on nursing 

students' attitudes toward diagnostic information. Preceding 

the study, a review of the literature was conducted concern

ing the history, advantages, disadvantages and reliability 

of psychiatric diagnostic classifications. Also included in 

this background material were the views of psychiatric nurs

ing leaders concerning the use of diagnostic information. 

The study was conducted in the spring of 1974, utili

zing a target population of baccalaureate nursing students who 

volunteered to participate in the research effort. Data was 

obtained by the use of responses on identical questionnaires 

administered to the experimental and control groups of nursing 

students before and after the experimental group's five-week 

psychiatric clinical experience. At the conclusion of the 

study, the data was submitted to a statistician for computa

tion. · The results were then recorded and analyzed. 

Conclusions 

On the basis of the data analyzed in this study, it was 

determined that nursing students' attitudes toward psychia�ric 
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diagnostic information became significantly more unfavorable 

following a psychiatric clinical experience. The exact rea

son for this attitude change was not determined by this study. 

However, the primary factor which influenced this change may 

have been the personal contact with psychiatric patients. 

The control group's attitude toward diagnostic information also 

showed a shift in a more unfavorable direction. However, .this 

change was not highly significant and may have been partially 

the result of testing related factors. 

A great deal of emphasis has been placed on diagnostic 

categories in psychiatry as well as in other branches.of medi

cine. It is not uncommon to hear an individual spoken of as 

a "schizophrenic" or a "diabetic." With an increased aware

ness of the advantages of individualizing patient care, a de

emphasis on diagnostic categories of all types seems to be 

needed. The nursing profession can be justifiably proud of 

its efforts to individualize patient care. These efforts 

should be increased and intensified in the future. 

Recommendations 

Based on the findings of this study the following rec

ommendations are offered for Nursing Education: 

1. Theory be presented concerning the advantages and

disadvantages of a psychiatric classification system. 

2. -The opportunity be provided for students to deter

mine their own need for diagnostic information on psychiatric 



64 

patients. 

3. Increased emphasis be placed on the i
r

idividualizing 

of patient care. 

In addition, the following recommendations are offered 

for Nursing Research: 

l. This study be replicated utilizing a larger stu

dent population chosen at random from several scho:Jls of nurs

ing. This would allow for greater generalization of the find� 

ings. 

2. A study comparing the nursing student's attitude

toward psychiatric diagnostic information with that of the 

staff in the psychiatric facility where she received her clin

ical experience. A comparison of attitudes should be made at 

the beginning of the student's psychiatric experience and again 

at the conclusion of her experience to determine if the stu

dent's attitude becomes more closely correlated with that of 

the staff. 

3. A study be conducted in which one group of nursing

s·tudents is given diagnostic• information on their patients 

while another group of students is not given this information. 

A structured interview would be conducted at the end of the 

clinical experience in order to obtain and compare the opin

ions of these two groups of students concerning their exper

ience. 

4. An investigation to determine at what point, if

any, in her relationship with the psychiatric patient does 
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the nursing student feel she should obtain diagnostic inform

ation on her patient. 

5, A survey be conducted among nursing educators to 

dete�minG their opinions regarding the use of diagnostic in

formation in the care of psychiatric patients. 
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March 12, 1974 

Dear 

As a part of my thesis prepa:ra,tion, I am seeking validation of· the 
measurement instrument. One method of validation consists of submit
ting the instrument to a panel of judges. With the approval of my 
thesis committee, I would like to ask you to be one of these judges. 

Attached to this letter is a description-of the problem and purposes 
of this study. Also enclosed is a copy of the proposed questionnaire. 
I am asking you to try to determine if these questions will elicit the 
information required to study the problem as described, In other words, 
by the response a nursing student gives-Agree or Dlsa.gree--will I be 
able to determine her "attitude toward diagnostic information." . 

There wil.l be approximately thirty (30) filler questions. These ques
tions · will not be included as pa.rt of the study but will be used 1n an 
attempt to remove the focus from the actual problem being studied, The 
questionnaire will be administered before and after a five-week psychi
atric clinical experience to determine if any change occurs. 

Please place an (X) beside any question that you feel will not measure 
the nursing students' attitudes toHard diagnostic information. 

A thesis is often considered to be the effort of one individual, but in 
reality it 1s a team effort. I would like for you to be a member of
my team. 

·· 

Sincerely, 

Rose Marie Nieswiadomy 
Graduate Student 
Texas Woman's University 
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Problem 

The problem of this study will be to determine 1:f' a change will 

occur, following a psychiatric clinical experience, in nursing students' 

attitudes toward diagnostic information. 

Ptgposes 

The purposes of this study will be toa 

l. Determine, prior to a psychiatric clinical experience,

nursing students' attitudes toward diagnostic inf'orma.tion. 

2. Determine, following a psychiatric clinical experience,

nursing students' attitudes to-ward diagnostic infortna.tion. 

3. Compare, prior to and following a psychiatric clinical ex

perience, nursing students' attitudes toward diagnostic information. 



68 

The questions will be interspersed 1n the questionnaire as indi• 
cated by the nwnber b�side each question. 

4. Nursing students should .na.t. seek diagnostic information on psychia•
tric patients.

5. The nursing student should obtain the diagnosis of her patient and
then refresh or increase her knowledge in this area, as necessary.

6. Knowledge of the diagnosis will help determine the correct therapeu
tic approach to use with the psychiatric patient,

7. The psychiatric patient's prognosis will depend upon his diagnosis,

a. Lack a£ diagnostic information would not ca.use nursing students to
feel inadequately prepared to care for psychiatric patients.

10. Knowledge of the psychiatric diagnosis would not increase the nursing
student's empathy toward the psychiatric patient,

13, Nursing students should disregard the diagnosis when choosing a psyoh-
1.atrio patient. 

14. Knowledge of the psychiatric diagnosis may lead to stereotyped re
sponses to the patient.

17. Nursing students should not read the patient's chart before initiating
a .. therapeutic relationship,

23, Diagnostic information will provide a means of insight into the patient's 
problems. 

25, The diagnosis is a therapeutically valuable piece of information found 
on the psychiatric patient's chart. 

26, The student should obtain the diagnosis and then familiarize herself, 
as necessary, with the symp�ornatology of this particular disorder, 

27. The student will probably_be able to predict the behavior of her patient
if she is familiar with the symptomatology of this particular disorder.

28. The student would need to know if the pa. tient was considered to be a
Paranoid Schizophrenic.

30. If the staff feels a patient may be entering the manic stage of a l'a.nic
depressive disorder, they should withhold this information from the
student_ •.
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31. The nursing student· should D.Q! be warned of any hallucinatory or
delusional aspects of her patient's behavior.

35. If a patient has received previous psychiatric care, it would .nQ! be
important to learn what the diagnosis was at that time.

40. The psychiatric patient may carry more than one diagnosis, therefore,
this information is of little value in caring for the patient.

41. The psychiatric patient's behavior, not his diagnosis, should be con
sidered when ca.ring for him.

44. It would not be necessary for the student to know that her patient has
just been diagnosed as Obsessive-compulsive neurosis.

45. The psychiatric patient's diagnosis should be considered when writing
nursing care plans and making nursing interventions,
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Please do not put your name on this questionnaire, . For cod.ing purposes 
some identification is necessary, Please put the last four numbers of 
your Social Security Number on the top of this page, 

If you agree or mostly agree with the statement, check Agree, 
If you disagree or mostly disagree with the statement, check Disagree, 

l, Experience with psychiatric patients is a 
necessary part of every nursing curriculum, 

2, The student should not feel fearful of psychi
atric patients because most of them are not 
dangerous, 

:3. The majority of nursing students today are only 
slightly apprehensive when beginning to care 
for psychiatric patients, 

4. Nursing students should not seek diagnostic
information on psychiatric patients,

S, The nursing student should obtain the diagnosis 
of her patient and then refresh or increase her 
knowledge in this area, as necessary, 

6, · Knowledge ·or the diagnosis will help determine 
the correct therapeutic approach to use with 
the psychiatric patient, 

7, The psychiatric patient's prognosis will de
pend upon his diagnosis, 

8, lack of diagnostic information would .!lQ! cause 
nursing students to feel inadequately pre
pared.to care for psychiatric patients, 

9, Nursing students should be allowed to choose 
their own psychiatric patients rather than 
being assigned a certain patient, 

10, Knowledge of the psychiatric diagnosis would 
not increase the nursing student's empathy 
toward.the psychiatric patient, 

ll, A nursing student will have more empathy for 
a psychiatric patient who is in the same age 
group as.the student. 

Disagree ~ 

-
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l2. The student should never divulge any informa
tion about herself to her psychia.tric·patient, 

13. Nursing students should disregard the diagnosis
when choosing a psychiatric patient.

14. Knowledge of the psychiatric diagnosis ma.y lead
to stereotyped· responses to the patient,

15, It will be important for the student to · adopt 
an individualistic approach to each patient. 

16. An atmosphere of trust must be established be
fore the patient will feel free to confide in
the student.

17 •. Nursing students should not read the patient's 
·chart before initiating a therapeutic rela
tionship.

18. A nursing student will not be able to establish
any kind of meaningful relationship with a
psychiatric patient in the assigned five-week
period .•

19. An authoritarian attitude is useful with the 
majority of psychiatric patients. 

20. It is advisable to ta.ke notes while talking
to the psychia trio patient because it .. na.y be
difficult to remember the conversation a.t a.
later time.

21. If a patient confides his suicidal plans to the
nursing student, she has an oblieation.to re
la. te. this inf orma. tion to the �ta.ff.

22. When a suicidal patient's de,Pression suddenly
lifts, it probably indicates that.he has
giv�n up his self-destructive tendencies.

23. Diagnostic inforrration will provide a means 
of insight into the patient's problems. 

24. The psychia.tr:tc patient's thinking may be
quite dis·l;urbed and his own view of his
problems may not provide much. insight .. into
.these problems; 

Disagroe ~ 
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2;, The dia.5nos1a 1s a thera.peut1ca.lly valuable 
piece of 1nfornation found on the psychiatric: 
patient's chart. 

26, The student should .. obtain the diagnosis and 
then familiarize herself, as necessary, with 
the symptoma. to logy of this·· pa.rtioular disorder• 

27. The student· will' probably be able to predio·�·
the behavior of her patient 1f she 1s familiar
with the symptoma.tolo5Y of this pa.rtioul.a.r
disorder.

28, The student would need to know if the patient 
was considered to be a. Paranoid Schizophrenic, 

29. It 1s mos·I; difficult to establish a, relation- .
ship with a, Paranoid. patient· •.

30, The nursing student should not be forewarned; 
of any ha.lluoina tory or delusional• aspects of, 
her patient's behavior. 

31, If the patient is diagnosed as Schizophrenic, 
it indicates that he 1s psychotic, 

32, It is not possible to ca.re for psychotic 

34. 

37, 

· patients wi-:f;hout some type of. hospitalization.

If a person has once been hospitalized for
psychiatric ca.re, he wilL probably be hospi
talized .. once again sometime during his .. life
time.

If. a patient has received.previous psychi
atric ca.re, it. would. no·t be important to
learn what the d:1.a.gnosis was a.t, tha.t time •.

Hospitali�ation, rather than out-patient
care, 1s desirable for the .trea.tme.nt of most
psychiatric patients wh.o. seek help.

. ' , .  � . ) 
' 

Psychiatric patients should not b,e . cared for
ina general, hospital setting. · · .. 

.- �
- ·. . , . .  , 

Most psychiatric patients will be eager to
leave the hospital setting as '. soon as possible. 

Disagree· 

36. 
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38, With an increased public aooeptanoe of mental 
illness, the psychiatric patient will have 
little difficulty in resuming life in the 
community. 

39. The psychia. trio patient ma.y carry. more than
one diagnosis; therefore, this informa.tion
1s of little value in oaring for the patient,

40. The psychiatric patient's behavior, not his
diagnosis, should be 90nsidered when caring
for him,

41, The student will probably come 1n contact' 
with ma.ny people·who are in greater need.·of 
psychiatric help tha.n those patients who have 
sought help. 

42. It is: more important to discuss the patient's
background tha.n his life situation as it is
today.

4J. It would not be necessary for the student to 
know tha.·fi her. 1>a. tient has just been diagnosed 
as Obsessive-compulsive neurosis. 

44. The psychia trio patient's d1.a.5flosis should be
considered when W'.t'it1ng nursing care plans and
making nursing interventions,

45, Knowled5e of the socio-economic background of 
the patient would have little influence on the 
trea. tmen·li plan •. 

46. · Mental disorders are more prone to occur in
the upper income group of the·popula.tion. 

47. The ma.jor1 ty of psychia. trio patients will .. only
make minor. improve1nents i� their condition,

� Disa.g;ree 
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