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CHAPTER I
INTRODUCTION

One of the most important facets of patient care is
health education. This function traditionally has been the
physician's (Somers 1971:80). Only in recent years have
other workers in the health field, such as nurses, entered
into health education (Pohl 1978; Fischer 1978:124). The
goals that such health professionals have in this role are
to help the patient to understand his disease process, the
therapies involved, and the patient's own role in his
therapy (Gulko and Buthrus 1978). One raticnale of the
health professional for this role is obtaining the patient's
cooperation. Dodge (1972:1953) stated that the patient who
understands his treatment more clearly is better able to
cooperate in his recovery. Patient care requires a
cooperative effort from both the patient and the deliverer
of health care.

The patient's rights recently have become well
identified and are presented in American philosophy and the
health care literature with centrality in patient
Any patient has a right to obtain information

information.

about his health status and his treatment (Quinn and Summers
1
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1974) . The Supreme Court in Schloendorff vs Society of New
York Hospital (1914) declared that every adult of sound mind
has a right to determine what shall be done with his own
body (Southwick 1978:204). This determination cannot be
made without information. Sparer (1971:29) stated the

feelings of many who work in the field of health education.

She said,

It is the patient's human right (soon to be, I hope, his
fully recognized legal right) to know his condition,
receive information, and decide more, if he wishes,
among alternative treatments or no treatment.

The patient's right to information was recognized by the
American Hospital Association (1973) through the
association's declaration of the patient's bill of rights.
Two of the twelve items in this document concern the

patient's right to obtain information about his status and

his treatment. These two items are:

« « « to obtain from the physician information
necessary for informed consent before any procedure or
treatment is begun; to receive information on
significant alternatives; and to know the name of the

person responsible for the treatment.
« « o to refuse treatment to the extent permitted by

law and to be informed of the medical consequences of
refusal. . . (American Hospital Association 1973:1;

Miller 1976:397)
Patient education, as a physician's function, has
met with varying degrees of success, and is problematic for

the medical profession. Pratt (1975:4) states that some

physicians have developed a nihilistic philosophy toward
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patient education due to little or no success with patients
while the physician pursues the idea in practice. Some
physicians are earnestly making an effort to incorporate
patient education into their daily patient contacts, but
many find themselves too busy to take on this extra burden
(Somers 1971:84). The medical profession, at the medical
school level, is reevaluating the idea behind this teaching
role and its importance in patient care (Currie and Renner
1977; Johnson 1978; and Levin 1978).

The idea of patient education as a part of any
comprehensive health care system (Somer 1971:79; Lewis
1976:21, 27) was the catalyst for this study, and was
supported by observation over a number of years. The
investigator had observed that hospitalized patients
exhibited negative attitudes when they had not received
instructions concerning their various treatments and/or
tests. Patients who had received some information about
their treatments and/or tests demonstrated a more positive
attitude.

An example of a patient's negative attitude involved

a seventy-year-o0ld man who received two intravenous

pyelograms in as many days. The patient had no history of

allergies and had never experienced any allergic reaction,

yet he felt that his life was being put into jeopardy by
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being injected twice. This misunderstanding evolved into a
negligence liability suit.

Remembering the observed negative and positive
reactions of patients, the investigator designed this study
initially to ascertain which of two particular sets of
instructional materials would offer better instruction for
hospitalized patients undergoing an intravenous pyelogram.
The investigator's purpose was to give more precise
information to the patients. The clearer the information
the patient receives, the easier it is for the patient to
understand his health-illness situation. Better
instructional materials could relieve stress in some
patients. An intravenous pyelogram was chosen because of
the myth that this examination is extremely dangerous due to
the reactive characteristics of a contrast material. The
contrast material that is injected intravenously can cause
some patients to experience an allergic reaction. The

possibility of such an allergic reaction could cause some

patients anxiety and stress.,



CHAPTER II

STUDY DESIGN
Introduction
This section presents an experimental design that
involves three variables related to an intravenous
pyelogram. These factors are instructional materials,
instructors, and patient knowledge of being in a study.
There are two sets of instructional materials. The
instructor was either a specially trained nurse or nursing
personnel on the floors not specially trained. The patients
in this study either had knowledge of being in the study or
were unaware that data concerning them will be analyzed for
this study. These variables were evaluated as to effect in
a three-factor (Cochran and Cox 1957:148-152; Drew 1976:48)
experimental design, and were related to one another in
eight, randomized blocks (cf. Cochran and Cox 1957:106-107) .
This section describes the problems to be studied, the
purposes of the study, the hypotheses, the population and
sample, the limitations and delimitations of the study, the
experimental blocks and their formation, the background

and significance of the study, the assumptions made, and

the definitions of terms used.



Statement of the Problems

The problems studied were as follows: Are there
significant differences or variations in the attitudes of
hospitalized patients undergoing an intravenous pyelogram

when:

l. The patients receive one of two different
instructional materials?

2. The patients are instructed by a specially
trained nurse as opposed to nurses not specially trained?

3. The patients know they are part of a study as

compared with patients who have no knowledge that they are

part of a study?

Purposes

The purposes of this study were the following:

l. The investigator wanted to identify the better
of two materials (appendixes A and B) for instructing
patients about an intravenous pyelogram through the
identification of a statistical difference in attitude,
using a three-way analysis of variance (ANOVA) (cf. Cox
1958:28; Nie, Bull, Jenkins, Steinbrenner, and Bent
1975:398-433) for independent comparisons or differences
(Nie et al., 1975:422; Drew 1976:193). The patients'

attitudes were evaluated statistically after receiving one
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of the two different instructional materials (appendixes A
and B). The results of an ANOVA are the sum of squares,
degrees of freedom, mean squares, EF ratio, and level of
significance (see table 1). An F ratio tests the
significance of the interaction of variables. The E test of
the two teaching materials, the F test interaction between
teaching materials and a specially trained nurse, and the E
test interaction between teaching materials, nursing
instruction, and knowledge of being in a study provided the
test of the significance of the interactions of the
variables. The source for the data was an attitude survey
instrument (appendix C), administered to the sample
subjects. A multiple classification analysis (MCA) (see
table 2), another method to analyze the results of an ANOVA,
expresses the relationship of each factor to the criterion

variable. The better of the two materials is shown in the
MCA table as having a significant EF ratio. The MCA table

will display the means of each category expressed as
deviations from the grand mean which can be interpreted
regarding which material was favored over the other

2. The investigator wanted to identify whether the
patient's knowledge of being in a study affected his

attitudes, the so-called Hawthorne effect (definition of
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TABLE 1

ANALYSIS OF VARIANCE OF FACTOR, ATTITUDE TO TEACHING
MATERIALS, BY THREE VARIABLES, TEACHINC MATERIALS,
YPE OF INSTRUCTORS, AND KNOWLEDGE OF STUDY WITH

COVARIATES, AGE, PREVIOUS HOSPITILIZATION,
A A2 & B B A & & & & HPM\ILIQHS I.:'V'UP:’ . éNHDI\ SAF:?-;(N Lig B
e FACS2 '-"“"ttituae—to'Teac ing Material
bs vaka - leaching Materia ) T8,
vake -  Type _of Instructor I
VARC  _ Knowledge of Study

with AGE

HOSP

Ivr

SEX

X %X %X %X X X X F X X %2 %X %X %X X X X K ¥ E X K X XL ELZEX X XA EE XX R XK K

¥ % & % ¥ B3 3 x B _X%
J 4

S i s ey = gy et e e

- o L Sum of o o Mean o Sidnif_
Source of variation Sauares df S@uare r of F
Covariates 2,002 4 0,500 1,080 0.372

AGE 0.620 1 0.620 1.337 0.251
HOSFP 1,408 1 1.406 3.036 0,085
Ve S 0,061y 1 . 0.061 04137 0,718
SEX 0.201 1 0,901 1,945 0.167
Main effects A8.262 23 164121 34,795 0,000
VARA 0 T 45.296 1 T 45,296 97.768 0.000
VAIR ) 0.620 1 0.620 1.338 0.251
VARC - 1,987 1 . 1.987 4,249 _0.041
2-way interactions 5.0923 3 1.698 3.664 0.01¢
VARA VARE ) _0.112 1 0,112 0,241 0.62
T vAaRN VAaRC o o 4,797 1 4.797 10.254 0.002
VARR YARC 0,217 1 0,217 0,469 0.495
3-wauy interactions = T T T T T0.627 T T T 1T T0.627  1.352 0.248
VARA YARR YARC 0,627 1 0.627 1,352 0.248
Exwlained ~— T T 7T ST TTTUTTT 54,083 11 7T T 5,098 711,005 0,000
Residual 38.917 84 0.463 T "
. . = >
Total 25.000 95 1.000

Covariate lkaw redression coerticient
ACI ~0.04

HOGP -0,554

vr 0.058

SEX -0,216 . ) - 2 ke e ez ola N
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terms). The statistical tool of ANOVA (Nie et al.
1975:423), described in Purpose 1, provided the means to
complete this purpose. The resulting difference or
variation was computed as an F test of the interaction
between patients who know they are in a study and those who
do not. An F test was used, also, to determine the degree
of significance existing between different teaching
materials and patient knowledge of being in a study; or
between specially trained nurses and knowledge of being in a
study; and between different teaching materials, knowledge
of being in a study, and specially trained nurses. The
source for the data was an attitude survey instrument
(appendix C) administered to the sample subjects. A
multiple classification analysis (MCA) (see table 2) is a
method to analyze the results of an ANOVA, giving the
relationship of each factor to the criterion variable. For
the factor of knowledge or no knowledge of study, an MCA
table was used to express the deviation of the category from
the grand mean regarding whether knowledge of being in a
study or not was of significance

3. The investigator wanted to question the
importance of having nursing personnel who are especially

informed to instruct patients concerning test procedures.
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The patients' attitudes were evaluated statistically, using
the statistical tool of ANOVA. The results (sum of squares,
mean squares, F ratio, and level of significance) (see table
3) were computed to show whether there is a significant
difference or interaction between specially trained nurses
and those not specially trained. An ANOVA FE test
demonstrated, also, whether a significant relationship
existed between different teaching materials and specially
trained nurses; or between different teaching materials,
knowledge of being in a study, and specially trained nurses.
The source for the data was an attitude survey instrument
(appendix C), administered to the sample subjects. A
multiple classification analysis (MCA) (see table 4) is a
method to display another analysis of the results of an
ANOVA, giving the relationship of each factor to the
criterion variable. The better of the two types of
instructors was shown as having a significant E ratio

4. The investigator wanted to determine if there
may be any differences or variations in the subjects'
attitudes due to the patient characteristics of sex, age
category, previously being in a hospital, and previously
experiencing an intravenous pyelogram provided there was a

statistically significant difference in the subjects'
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ANAT,VSTS OF VARIANCFEF QOF FACTNR,
THREE VARIABLES, TEACHING MATERIALS, TYPE OF INSTRUCTORS,
AND KNOWLEDGE OF STUDY, WITH COVARIATES,
HOSPITILIZATION, PREVIOUS I.V.P., AND SEX

* ! T z 2 t 3 T XZTANALYSIS
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VARD
VARC
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SEX

R R E R EEEEEEEEEEEEEEEEEEREEEREEEEEEEREEEEEEIEI:

) Sum of Mean
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attitudes toward the three factors described above (see
figure 1). These patient characteristics were analyzed,
using the statistical analysis of variance with covariates,
ANOVA (Nie et al. 1975:398; Drew 1976:180). The covariates
are shown as a beta score. The beta score is a
partial-correlation ratio for each factor, and is viewed as
a standardized partial regression coefficient (Nie et al.
-1975:417) . This information was used to describe the
sample regarding its representation of the population and to
see what relationship existed between these characteristics
and the three independent variables. The source of the data
was a patient characteristic survey (appendix D),
administered to the sample subjects. The questions in the
patient characteristic questionnaire (appendix D) dealt with
whether the patient had previous hospital admissions,
whether the patient had experienced a previous intravenous
pyelogram, the sex of the patient, and the age category of
the patient. This information was used to determine
statistically whether previous admissions or previous
experiences (Wallace 1971:31) influenced the patients in
this study (Fischer 1978:122)., If the subjects showed no

significant interaction between the three independent
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variables, this analysis was a criterion for determination
that patient characteristics were not significant.
Hypotheses

The questions of this study were structured as null
and research hypotheses. The null hypotheses posed were as
follows:

1. There is no statistically significant difference
or variation in attitude between patients undergoing an
intravenous pyelogram, whether they received teaching
material I, the present teaching method, or material II, a
new instructional pamphlet

2. There is no statistically significant difference
or variation in attitude between the patients who are
instructed and receive the teaching material from a
specially trained nurse and those who receive the
instructions from nursing personnel not specially trained.
That is, there is no statistically significant difference or
variation in attitude between the two halves of the sample,
half with one kind of teacher, half with another

3. There is no evidence of a Hawthorne effect

(Donnelly, Gibson, and Ivancevich 1978:163, 213) as defined

in the definition of terms in this study
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The research hypotheses for this study were as follows:

l. There is a statistically significant difference
or variation in attitude between patients undergoing the
radiological examination of intravenous pyelogram when they
receive teaching material II, a new instructional pamphlet

2. There is a statistically significant difference
or variation in attitudes when the patients are instructed
and receive the teaching material from a specially trained
nurse

3. There is a statistically significant evidence of
a Hawthorne effect in this study

Setting of the Study

This study was conducted in a 365-bed, general,
acute-care, community hospital in Houston, Texas. The
hospital serves a suburban population of approximately
150,000 people. The patient's hospital room was the area
chosen by the investigator to hold the structured
interviews, instruct the patient, and ask the questions on
the survey instruments (cf. Cohen 1964:130).

Population
The population (Drew 1976:216) was composed of

inpatients scheduled for an intravenous pyelogram, entering
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Houston Northwest Medical Center, a general, acute-care
hospital. The population cohort numbered 1,115 for five
months from Januarf, 1981 to April, 1981. This population
cohort had the following characteristics:

1. The racial characteristics of the population
were 98 percent, white; 1.9 percent, black; and .1 percent,
classified as other

2. Thirteen percent previously had been in a
hospital

3. Distribution by age categories were 3.7 percent,
pediatric (one day to sixteen years); 9.6 percent were
sixty-five years of age and over; and 86.7 percent were
seventeen years of age to sixty-four years

4. The residency of the population cohort was 96
percent Harris County; 3 percent, Montgomery County; and 1
percent, other counties. The population cohort for this
study consisted of those hospitalized patients who meet the
criteria of inpatients (cf. definitions of terms) who were
scheduled for an intravenous pyelogram after January 1,

1981. The subjects for the study were drawn randomly
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Sample
The sample subjects (n = 96), 8.6 percent of the

population cohort of inpatients scheduled for an intravenous
pyelogram in the study hospital, were chosen, using a random
numbers table (Cox 1958:74; Kerlinger 1973:118, 121). Three
to five subjects were chosen from the inpatients scheduled
each day for an intravenous pyelogram.

The chosen subjects were assigned randomly (Cochran
1963:11; Kerlinger 1973:123) to one of eight blocks (see
blocks, below). Random assignments were used to control the
effect of uncontrolled variation in the subjects (Cox
1958:77, 85) and to control as much sampling error as

possible (Cochran 1963:71-72).

This sample was drawn with the understanding that a
population of hospitalized patients may not be
representative (Dorn 1955:648) of all populations of all
hospitals. Hospitalized patient populations may be biased

due to health-illness behavior or previous hospital

experiences.
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Sub E ;

Data were double-coded with numbers to protect the
identity of subjects of origin. This procedure consisted of
using each subject's medical record number, which was

multiplied by a constant, then subtracted by a constant,

such constants being known only to the researcher.

Blocks

A randomized block design (Cochran and Cox
1967:106-107; Cox 1958:26-30) was used for this study. The
essence of block design is that the experimental material is
divided into groups, each of which constitutes a single
trial or application. At all stages of any experiment, the
object is to keep the experimental errors within each block
as small as is practical (Cochran and Cox 1957:16). Block
designs were used to eliminate simultaneous variations from
a number of sources that could bias the study (p. 43) and to
eliminate variations between the blocks as far as treatment
comparisons were concerned (Cox 1958:26). The principal

advantages of randomized blocks were as follows:

1. More accurate results are usually obtained when

block groupings are used than when completely randomized
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designs are used (Cochran and Cox 1967:106-107), as block
designs eliminate many chances of beta error (Cox 1958:30).
Beta error occurs when the null hypothesis is accepted when
it should have been rejected. Alpha error infers that a
relationship exists when it does not (Zimbardo and Ebbesen
1970:134), or the null hypothesis is rejeécted when it should
be accepted

2. All treatments and any number of replicas may be
included in block groupings (Cochran and Cox 1957:106)

3. The statistical analysis is straightforward
(Cochran and Cox 1957) and is usually done by an analysis of
variance (Cox 1958:28; Insko 1967:346; Kerlinger 1973:147)

4. Cochran and Cox (1957:106) say,

If the experimental area variance is larger for some

treatments than for others, an unbiased area for testing
any specific combination of the treatment means can

still be obtained.

A three-way analysis of variance required at least
eight blocks (see figure 1). The blocks (figure 2) and
their variables (see figure 1) were as follows. Block A
received teaching material I, was instructed by a nurse not
specially trained, and had no prior knowledge of being in
the study. Block B received teaching material I, was
instructed by a nurse specially trained in the examination

of intravenous pyelogram, and had prior knowledge of being
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in the study. Block C received teaching material II, was
instructed by a nurse not specially trained in the
examination of intravenous pyelogram, and had prior
knowledge of being in the study. Block D received teaching
material II, was instructed by a nurse specially trained in
the examination of intravenous pyelogram, and had prior
knowledge of being in the study. Block E received teaching
material I, was instructed by a nurse not specially trained
in the examination of intravenous pyelogram, and had prior
knowledge of being in the study. Block F received teaching
material I, was instructed by a nurse specially trained in
the examination of intravenous pyelogram, and had no prior
knowledge of being in the study. Block G received teaching
material II, was instructed by a nurse not specially trained
in the examination of intravenous pyelogram, and had no
prior knowledge of being in the study. Block H received
teaching material II, was instructed by a nurse specially
trained in the examination of intravenous pyelogram, and had

no prior knowledge of being in the study.

Instruments

Four instruments comprised the instruments utilized
in this study. The four included a patient characteristic

questionnaire, appendix D, an attitude survey instrument,
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appendix C (it was necessary to have two sets of questions,
as one set was asked on one day; another, the following
day), and two sets of instructional material, appendixes A
and B, for an intravenous pyelogram. The four research
tools were accepted as having face validity, consensual
validity, concurrent validity, construct validity (cf.
Selltiz, Jahoda, Deutsch, and Cook 1959:157-165) and
literature validity.

A patient characteristic questionnaire (appendix D),
adapted from Pritchett (1977), was used. This questionnaire
was presented to the patient in a structured interview
(Cohen 1964:128) by the investigator. It was used to gather
descriptive information about the patient.

No measurement tool was found in the review of the
literature for measuring the attitudes of patients after
they had received different instructional materials. It was
necessary, therefore, to develop an attitude questionnaire
for this study. Kiesler, Collins, and Miller (1969) state
that whatever definition or theory is used for attitude, the
most common measurement for attitudes is "a pencil and paper
instrument"--a measurement technique which does not make

direct use of overt behavior, even though attitude test
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responses are a kind of behavior (Cohen 1964:4-5; Kibler,
Cegala, Miles, and Barker 1974:90).

The two sets of instructional material, appendixes A
and B, were comprised of two instructional pamphlets.
Teaching material I was the pamphlet presently being used at
the study hospital; teaching material II was a new
instructional pamphlet written by the investigator and

approved for accuracy by the medical director of the

radiology department.

Bac} 3 1 Signifi

Radiological examinations may appear to the general

public as occurrences that take place behind lead-lined
doors in a room full of strange machines, with physicians
and technologists speaking unknown tongues. Today there are
all types of articles and books being written on the dangers
of radiation and what can happen to a person if he receives
too much radiation. These articles, coupled with stories
and tales told by some relative who had a radiological
examination, may cause anxiety and stress to one who is
scheduled to have a radiological examination, Barnett

(1978) concluded that 90 percent of the patients having

barium studies had high anxiety levels due to the
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examinations being uncomfortable and embarrassing.
Barnett's study indicated that the informed patients showed
lower levels of psychological stress than the uninformed
patients, and by receiving information a great deal of the
mystery surrounding radiological testing disappeared.

Kasl and Cobb (1966:61) recognized that the
health-illness behavior had two major variables. These
major variables were psychological distress and the
discomfort arising from the symptoms of a disease. The
psychological distress contained a number of variables in
which the depression syndrome was further broken into
components such as resentment, low esteem, and loss of
identity. Anxiety and stress frequently have been
associated with the onset of chronic disease (p. 253; Wilson
1970:92-93). Patients with negative feelings or high

anxiety levels respond very poorly to an intravenous

pyelogram. These patients illustrate the above mentioned

variables of the health-illness behavior.

A communication breakdown was recognized by some of
the health professionals involved with patient care in the
study hospital. Recognizing the problems of the
health-illness behavior and the communication breakdowns,

the investigator wanted to identify a better method of
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instruction for the patient. The better method of
instruction would help to alleviate the patient's anxieties
and provide a better communication tool between the patient
and the health professionals. Instruction is one method to
communicate and help the patient's health-illness behavior
(Alt 1969:109-115).

The patient's cooperation helps the accuracy of the
results of diagnostic studies; and a favorable attitude on
the patient's part toward nursing (Risser 1975) and medical
care, as well as toward his illness, is a help towards
recovery (Tollefsrud 1969:118). The investigator wanted to
determine if the patient had a clear, concise, written
explanation of the diagnostic test, would the patient
understand his responsibility better and be willing to
cooperate with his recovery? Written instructions would be
less likely to confuse, while verbal instructions are
sometimes forgotten (Mager 1968:41). Then, too, if the
nurses had a guide to help them teach the patients, a more
consistent pattern of teaching would be established
(American Hospital Association 1979:350).

Utilizing the tools of two different instructional

materials (an informed nurse and structured interviews) to

aid in communications, the patient would be able to
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cooperate and develop a favorable attitude toward his care.
The investigator hoped that the knowledge obtained through
this study would be a means of improving patient education

and generating greater patient satisfaction.

Limitati

The items that limit the scope of this study were as
follows:

1. Selectivity bias is a factor in any study of
hospitalized patients (Dorn 1955:648). In the present study,
this bias was explained as follows. The subjects used for
this experiment came from a general, 365-bed, acute-care
hospital, located in the northwest section of Houston,
Texas. The population sampled was from the patients
entering the hospital for an intravenous pyelogram. Such
patients, whether by their own election or that of their
admitting physicians, were in this particular hospital for
reason(s) which cannot be randomized. Therefore, there may
have been bias due to health-illness status, due to
rejection of all hospital routine and/or examinations, due
to fear of vulnerability to hospital personnel, and due to
the short time-frame of one day needed by the investigator

to gather the researach data from each subject (p.649-650)
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2. The researcher constructed the questionnaires
used. The content of these instruments are reasonally, only

a sample of questions which might have been asked

Dt imdtat i

The boundaries of this study were as follows:

1. This study did not utilize all instructional
materials; only two were used

2. The two materials used were the pamphlet
presently being used in the hospital for patient instruction
for an intravenous pyelogram (this pamphlet is referred to
as teaching material I, appendix A) and a new pamphlet,
written by the investigator and approved by the study
hospital's medical director of radiology, containing
instructions and information about an intravenous pyelogram
(this is referred to as teaching material II, appendix B)

3. The choice of a study design was at the
discretion of the investigator. The study boundaries were
three experimental variables with difference and variation
guestions., Difference questions make comparisons either
between blocks or between measurements within a block (Drew
1978:47). The investigator chose a three-way analysis of

variance for independent comparison (Insko 1967:346; Drew

1978:193) as the design for this study
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Assumptions

The assumptions made for the purposes of this study
were as follows:

1. All of the answers given by the patients on the
attitude survey instrument to the investigator were truthful

2, All the patients received one of the two
different teaching materials

3. The eight blocks were composed of subjects
chosen randomly (Dorn 1955:649). The subjects were
scheduled for an intravenous pyelogram

4. The patients in the study met the criterion of
being able to communicate verbally in English (see
definitions of terms)

5. The nursing personnel presented teaching
materials I and II and explained the radiologic examination
to the patients., The presentation of the teaching material
and the explanation of the examination to the patients by
the nursing personnel was assumed, as the investigator did
not contact the subjects in four of the blocks until after

the subjects had completed an intravenous pyelogram
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6. Likert-type measurement scales resulted in
interval scale data (cf. Allport 1967:11; Murphy and Likert
1967:39; Likert 1970:154)

Definiti £

The following definitions of terms were used in the

study:

l. Analysis of Variance: A statistical procedure

which independent comparisons., This statistical procedure
will be referred to throughout this study as ANOVA., The
results of ANOVA are the sum of squares, the degrees of
freedom, the mean squares, the F ratios, and the
probabilities associated with each F ratio (cf. Nie et al.
1975:422)

2. Attitude: Beliefs about the nature of an
object, person, or group; evaluations of it; tendencies to
behave in a certain way; views about appropriate policy with
respect to it (Selltiz et al. 1959:146). Attitude is an
existing predisposition to respond to social objects, which,
in interreaction with situational and other dispositional
variables guides and directs the overt behavior of the

individual (Allport 1967:279; Shaw and Wright 1967) .
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Attitude was operationalized in this study by the gquestions
contained in the attitude survey instrument (appendix C)

3. Hawthorne Effect: Change in sensitivity or
performance or both by subjects merely because they are part
of research (Zimbardo and Ebbesen 1970:137; Drew 1976:214).
The potential of Hawthorne effect was measured operationally
in this study by having four blocks of subjects knowing they
were part of a study and four other blocks of subjects with
no knowledge of being part of a study

4. Inpatient: A patient who has been admitted for
at least overnight to a hospital or other health facility
for the purpose of receiving diagnostic treatment, or other
health services (U.S., Congress, House 1976:83). The
definition for inpatient for the purposes of this study was
a hospitalized individual; not classified as seriously ill
or very seriously ill; who is able verbally to communicate
in English; who does not have an uncorrected speech, hearing
or visual impairment; and was a candidate for an intravenous

pyelogram at Houston Northwest Medical Center after January

1, 1981
5. Seriously ill or very seriously ill is defined

as needing specially trained nursing personnel to monitor
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and use, if necessary, specialized support equipment,
because of shock, trauma, burns, major multiple fractures,
back injuries with/without spinal cord damage, persistent
nausea and vomiting and/or diarrhea, severe pain,
temperature greater than 102 degrees F to 105 degrees E,
drug overuse and/or apparent or suspected poisoning (Lanros
1978:111) requiring intensified, comprehensive observation
and care (American Hospital Association 1976:66)

6. The ability to communicate in English is defined
as response behavior exhibited by following English language
directons and instructions. This capacity was measured at
the affective response level (Kibler et al. 1974:100) by
explaining the study in the English language and then asking
the subject questions to be answered in the English language

7. Intravenous Pyelogram: The radiological
examination of the kidneys and ureters by means of a
contrast medium injected intravenously into the patient
while X-ray pictures are taken at timed intervals

8. Patient Education: A provision of learning
experiences with opportunity or motives for behavior of
individual patients, including preventive, diagnostic,
therapeutic, and/or rehabilitative services (Peter 1978:6).

Patient education in this study was limited to instructions
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to patients who are undergoing the radiologic examination of
intravenous pyelogram and was measured with respect to the
two teaching materials given to the patient by either a
specially trained nurse or a nurse not specially trained

9. Structured Interview: A technique designed to
elicit information from which valid inferences about the
meanings of opinions can be based; the creation of a
relaxed, nonjudgmental atmosphere; the emphasis on
open-ended questions; the use of probes, of indirect
qguestions, and of interlocking questions (Kelman 1961:58).
The structured interviews of this experiment were

operationalized using the materials found in appendixes E,

F, and G

Summary

The framework of this experiment was a three-factor
design, containing eight blocks of patients, with three
independent variables. The three variables were two
different teaching materials, a specially trained nurse and
nurses not specially trained instructing patients, and the
patients' knowledge or no knowledge of being part of a
study. The study was conducted to determine which of two

teaching materials offered the better instruction, the

importance, if any, of having specially trained nursing
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personnel instructing the patients, and whether the
knowledge of being in a study affected the subjects' answers
to questions on attitude survey instruments.

The background for this study originated from the
observed health-illness behavior of patients with its many
psychological factors (Tucker, Breeding, Canobbio,
Jacguet, Paquette, Wells, and Willman 1975:7) such as
communication, attitude, feelings, and the other complex
psychological construct that may be formed through learning,
behavior, and cognitive integration (Osgood 1960:359). The
stress and anxiety of patients having radiologic testing
manifested itself by negative feelings and reactions from
the patients toward the testing. The patients having more
positive feelings were ones who had received some type
and/or form of instruction. The significance of this study
is to determine what instructional methods were better
received by the patients, and what type of instructor was
better received. This knowledge may aid the patients to

participate in their health-illness behavior, resulting in a

quicker recovery.



CHAPTER III

A REVIEW OF THE LITERATURE

Introduction

This chapter reviews the literature on attitudes,
attitude measurement questionnaires, and on patient health
education. The objectives of this literature review were to
outline the various components of an attitude; to discuss
how an attitude changes when it is intervened by two
different instructional materials for patient education; and
to discuss the certain aspects of health education. The
attitude components surveyed were structure, change,
behavior and behavior's interralationship to or with an
attitude, and the outside influences, variables, and factors
of an attitude. A portion of the literature review analyzed
health education and the role of health professionals in
patient teaching and patient information,

The theoretical framework for the experimental
design of this study was conceptualized and operationalized
through this review of the literature. Attitudinal and
behavioral literature formed the basis for this study's
This literature defined "attitude" and "behavior"

design.

and how they impact on a person's social psychology.

36
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Attitudes are feelings and beliefs held by every person.
Attitudes cannot be seen, but behavior can be. The
interrelationship between attitude and behavior, and how it
impacts on the health-illness behavior of hospitalized
patients, offered support for this study design.

Attitude affects behavior, which in turn, impacts on
a person's health-illness behavior. Attitudes are
relatively stable, can be changed, vary in intensity, are
learned, are on a continuum from positive to negative, and
have social reference. These attitudinal characteristics
allow for intervention in various forms. Education is one
method of intervention that can be used to affect an
attitudinal change from negative to positive. This study's

independent variables were indirectly measured by the
construct, attitude.
Attitudes
Definition
The word "attitude" and the definition of what
constitutes an attitude has evolved since the 1800s by
psychologists trying to describe socially significant
behavior. This broad term has been utilized to help explain
and to analyze behavior in social or psychological

circumstances. Most of the literature in the past has dealt
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with attitude and its affect on, or relationship to,
behavior. Today social psychologists are starting to
examine behavior and how it affects attitudes.

The construct, attitude (Lemon 1973:1, 110) is often
used in today's behavioral science literature to account for
consistency in social behavior. Attitudes are defined as a
way of thinking, acting, or feeling (Barnhart 1968).
Dictionary definitions give us a broad perspective, but they
do not encompass fully the multifacets of an attitude. The
social sciences offer a more precise definition.
Sociologists define attitudes as the end-products of the
socializing process; that is, how attitudes will
significantly influence man through responses to cultural
products, to other persons, and to objects around man
(Thurstone 1970:128; Murphy and Likert 1967:3). An attitude
of a person toward a given object or class of objects may be
known (cf. B., Green 1954; W. Green 1954; Rokeach 1960;
Sarnoff 1966:279; Triandis 1971:14). This known attitude
can be used in connection with situational and other
variables to explain the reaction of a person to a
particular class of objects (Shaw and Wright 1967).

Attitudes are considered to fall within the realm of
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personality. However, attitudes are differentiated from
other personality constructs on several bases:

1. Attitudes are based on a rational response

2. An attitude is a characteristic which implies a
type of relationship between the person and specific aspects
of his environment

3 . Attitudes differ from other personality
constructs in their possession of an evaluative function

4., Attitudes, rather than being overt responses,
serve as predispositions to respond overtly. Therefore, as
with any mediating variable, it is necessary to measure them

indirectly (Drew 1976:108, 216)

Historical Background of the
Concept of Attitude

The content of this historical background covered with
the following primary references. They are Allport (1969),
Allport (1967), and Kiesler et al. (1969).

Less than 100 years ago the term attitude was used
with reference to a person's posture., It is only in modern
times that the term has taken on a different aspect. Like
most abstract terms in the English language, attitude has

more than one meaning. Attitude is derived from the Latin
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aptus, meaning "fitness" or "adaptedness", connoting a
subjective or mental state of preparation for action. The
original term "atfitude" is preserved in the antiquated
phrases of "mental attitude™ and "motor attitude" found in
1800 psychology. Mentalistic psychology historically
preceded response or motor psychology.

One of the early psychologists who employed the term
"mental attitude" was Herbert Spencer (1862). The mental
attitude hypothesis held that the forces of the mind forged
a set of judgments that opposed or accepted objects. 1In
1888, Lange developed the concept of motor attitudes. Motor
attitude was the process of a perception, of muscular
preparation or set; this was also referred to as
task—attitude. At about the time of Lange, Munsterberg
(1899) developed his action theory of attention, and Fere
(1890) maintained that a balanced condition of tensing the
muscles was the determining condition of selected
consciousness,

A great deal of the work in attitudes in the early
1900s was done in Germany in the Wurzburg school. This
school agreed that attitudes were neither sensation, nor
nor affection, nor any combination. Many of the

energy,

terms used today in social psychology originated with the
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Wurzburg school where most of the early experimental work
was done. Today it is uncommon to explicitly label an
attitude to be either mental or motor. The Wurzburg school
brought these concepts together under the broad spectrum of
social psychology. As a result of the Wurzburg, all
psychologists came to accept the concept attitude but not
all psychologists believed attitudes to be infallible and
irreducible mental elements.

The lack of a general term equivalent to attitude
before 1900 lead the German experimentalists in the Wurzburg
school to discover many types and forms of an attitude.
Titchener (1909) was one of the important leaders in the
Wurzburg school. Titchener, in 1899, had no references to
attitudes, but ten years later several pages of his Textbook
of Psycholocy contained chapters on attitude and its
systematic importance. He worked on the place of attitudes
in consciousness., Clark (1911), a pupil of Titchener, found
that attitudes in a large part are represented in
consciousness through energy, sensation, and affection, and
that where no such states are reported, there is presumably
merely a decay of the same constituents. No matter how the
psychologists disagreed about the nature of attitudes as

they appear in consciousness, all investigators, even the
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most orthodox, came to admit attitudes as an indespensable
part of their psychological theories.

The contribution of the Wurzburg school, and of all
its experimental psychologists, was, in effect, the
demonstration that the concept of attitudes was
indispensable. The discovery that attitudes are, to a large
degree, unconscious, however, tended to discourage
psychologists from a further study of the problem. The
tendency of the experimental orthodoxy was to admit the
crucial part played by attitude in mental operations, but
consign them to a limbo of motivation, and there all but a
few psychologists left them. A few of the experimental
psychologists who did work with the unconscious have
contributed to modern attitude theories.

The experimental psychologists who wrote on the
unconscious formulated diverse ideas. Muller and Pilzeker

(1900) called attitude the phenomena of total

unconsciousness perseveration. Ach (1905) and Bartlett

(1932) reduced largely the phenomena of perception,
judgment, memory, learning, and thought to the operation of

attitudes. The experiments of Muller and Pilzeker lead

Koffka (1912) to postulate the theoretical frame of mind
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called "latent attitudes."™ Washburn (1916) characterized
attitudes as "static movement systems" within the organs of
the body and the brain.

Freud was the first to resurrect attitudes from
obscurity in the early 1900s and to endow them with
vitality, identifying them with longing, hatred, and love,
with passion and prejudice, in short, with the onrushing
stream of unconscious life. The experimentalists
established the concept of attitudes in the field of
psychology, but without the influence of psychoanalytic
idea, the concept would have remained relatively lifeless,
and would not have been of much assistance to social
psychology.

The first two textbooks in social psychology were
both published in the year 1908. One, by Ross, marked the
demise of the simple and soverign psychology of
imitation-suggestion or instinct hypothesis; the other, by
McDougall, marked the commencement of social psychology.

The instinct hypothesis did not satisfy social
scientists for long; the very nature of their work forced
them to recognize the importance of custom and environment
in shaping social behavior. Social scientists required a

new psychological concept that would escape, on the one



44

hand, from the hollow impersonality of custom and social
force and, on the other, from nativism. The social
psychologists gradually adopted the concept of attitude.
Dewey (1917) professed to see in the doctrine of instincts
an adequate basis for a social psychology.

Five years later (1922) he no longer found instincts
suitable and sought to replace them with a concept that
would. He chose habit to express his mixed complex type of
mental organization, but admitted as its equivalent either
disposition or attitude.

The credit for instituting the concept attitude as a
permanent and central feature in sociological writing is
assigned to Thomas and Znaniecki (1918). These writers
introduced a systematic priority in their study of Polish
peasants and their attitudes. This monumental study of
attitudes among Polish peasants is considered one of the
most influential books in the field of social psychology.
Attitudes, according to Thomas and Ananiecki, are individual
mental processes which determine both the actual and
potential reaponses of each person in the world. An
attitude, defined by them, was a state of mind of the
individual toward a value. They further defined a social

value as "any data having an empirical content accessible to
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the members of some social group and a meaning with regard
to which it is or may be an object of activity (p. 21)."

Faris (1925) went even further than the work of
Thomas and Znaniecki. Faris distinguished between conscious
and unconscious attitudes, between mental and motor
attitudes, between individual and group attitudes, and
between latent and kinetic attitudes. Bernard (1930)
prepared a synthesis of the concepts found in the current
writings by collective contact and how they had become
highly standardized and uniform within a group.

The literature of the 1930s dealt with definitions
of attitudes as postulated by different authors following
their research. Some of these important authors were Blumer
(1939); Murphy, Murphy, and Newcomb (1937); and Caldwell,
Lundeen, and Allport (1935).

The 1920s and 1930s experienced a great deal of
interest in this new idea of attitudes. Authors advanced on
different definitions and ideas of what the word attitude
represented. Morgan (1934) believed that attitudes were
mental postures or guides for conduct to which new
experience is referred, before a response is made. Warren

(1934) in his Dictionary of Psychology stated that attitude

was a specific mental disposition toward an oncoming
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experience. Chave (1920) believed that attitude was a
complex of feeling, desire, fears, convictions, and other
tendencies that gave a person a readiness to act in a
certain manner due to experience. Cantrel (1934) further
explored the nature of this readiness idea as it pertained
to mental organization.

World War II developed another school of attitude
and its relationship to behavior reverting back to Freudian
psychodynamic concepts. The post World War II era refined
the concepts of the earlier authors in the area of group
reactions, though a great deal of the research after World
War II was criticized for lack of scientific experimental
criteria. These studies did offer ideas and concepts for
further study in the 1970s and 1980s. Social philosophers
and action-oriented pragmatists have used the concept of
attitude, because it offered a theoretical explanation for
socially significant behavior. Behavioral relevance to
attitudes and their importance in the analysis of socially
significant problems can be traced to the above historical

roots.

Three steps in the development of the concept of

attitude are observed from this brief review of the

literature on the historical background of the concept:



47

l. After the breakdown of individualistic
psychology, the phenomena of determination was slowly
admitted by psychologists as having an unquestioned standing

in experimental psychology. Attitudes came into fashion

2. Under the influence of Freud and psychoanalytic
ideas, attitudes became more fully recognized.
Psychoanalytic theory demanded information about the

unconscious nature

3. In sociological writings there was a gradual
turning of interest to attitudes, considered as the concrete

representation of culture

General Characterics

Attitudes are said to possess certain general
characteristics. These characteristics have been the
subjects of extensive research by authors of sociological
literature. The following is a synopsis of attitudinal
characteristics (Shrief and Cantril 1945; Hovland, Janis,
and Kelley 1960; Shaw and Wright 1967; Wilbur 1968):

1. Attitudes are based upon evaluative concepts and
give rise to motivative behavior. That is, attitudes are
evaluative, effective measures based upon application of

evaluative concepts regarding the characteristics of the

referent object



48

2. Attitudes vary in quality and intensity on a
continuum from positive through neutral to negative.
Qualitative variation of the attitude is represented by the
positive or negative intensity; either intensity reflects
the evaluation of the object in relation to goal attainment.
Attitudes on one side of such a continuum indicate negative
reactions and negative approaches, while on the opposite
side, attitudes indicate positive reactions which arouse
responses of a positive nature. The involvement increases as
the atitude goes from neutral toward either an extreme of
positive or negative positions on the attitude continuum

3. Attitudes are learned rather than being innate.
They are the result of development and maturation.
Attitudes are learned through interaction with a social
object in social events or situations

4, Attitudes have social reference, or specific
classes. These reference needs may not be concrete
attitudes, but include abstract objects such as political
issues, world problems, and/or the godhead

5. Attitudes possess varying degrees of
interrelatedness to one another. They are interrelated to
the extent that they possess similar references or similar

valences; attitudes which are interrelated cluster
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6. Attitudes are relatively stable and enduring.
Effective predispositions change slowly. An attitude cannot
be expected to change suddenly. The closer the attitude is
to the neutral, the easier it is to be altered. The major
sources of stability in attitudes are the interrelatedness
of the attitudes, the history of reinforcements, and the
learning of the attitudes. The possessor of an attitude may
actively resist change when contronted with a potential or
an actual thwarting of his motives (Shaw and Wright 1967)

The reinforcement concept of attitude change has
received greatest emphasis in the work of Hovland and his
associates. The reinforcement concept as set forth by
Hovland et al. (1960) drew mainly on the principles of
learning developed by Hull (1943) and is adapted, according
to Insko (1967), to the complex forms of social behavior by
Millard and Dollard (1941) and by Dolb (1947). The essence

of the reinforcement concept is that attitude change results

from learning produced through reinforcement.

Attitude Formation
As an individual experiences a given object, he
formulates a set of evaluated beliefs about it. These

beliefs may arise from either direct experience with the
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object or through indirect experiences and interaction with
other persons or objects (Insko and Schopler 1971:22).
Beliefs thus formed are relevant to the goal striving of the
individual and particularly determine what further beliefs
will be formed regarding the object (Shaw and Wright 1967).
Beliefs describe the strength of conviction that an object
exists (cf. Halloran 1967; Lemon 1973:106). Existing
beliefs regarding an object determine what future beliefs
may be formed. Some people are able to tolerate
inconsistent beliefs and accept different conceptual
revelations about the same object. These people are able to
evaluate these conceptual revelations positively or
negatively at different times and in different situations.
The emphasis on consistency is seen in the hypotheses of
logical-affective consistency, congruity, belief-congruence,
affective-cognitive consistency, and dissidence. Hovland
and Rosenberg (1960), according to Insko (1967:347), argue
that the motivation to reduce inconsistency can be explained
on the basis of reinforcement-produced learning.

Since attitudes are evaluated predispositions, they
have consequences for the way people act toward others, for
the programs they actually undertake (Bell 1980), and for

the manner in which they carry them out. Attitudes are seen
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as precursors of behavior, and as determinants of how a
person will behave in his daily affairs (cf. Cohen 1964:138;
Lemon 1973:6). Acceptance of the predispoéition that the
attitude object possesses negatively or positively valued
atttibutes must be made by an individual before an attitude
change can be made by the person toward either an
unfavorable or favorable direction. Kiesler et al. (1969)
state that attitudes are forged from previous experiences,
which is perhaps the least controversial issue in American
social psychology.

The amount of feeling associated with an object is
referred to as an attitude (Lemon 1973:106). The holding of
a particular attitude object perdisposes a person to act in
a certain way toward this object; behavior is a consequence
of the object (Triandis 1971:16). Behavior may be
determined by a complex set of forces so that the effect of
any one determinant is contingent upon the number and
strength of other determinants operating at any given point.
Attitudes are learned, and they are relatively stable. They
have a specific reference(s). They vary in direction and
intensity. They possess varying degrees of interrelatedness
and of scope, and they possess varying degrees of

definitiveness (Kiesler et al. 1969).



Behavior

Many studies have been conducted to determine how
attitudes affect behavior. 1Individual differences in
response to a variety of situations may be studied in terms
of the abstract, attitude. These attitudinal studies
suggest that behavioral change can lead to attitude change
(Scheflin 1973:4-5). Kiesler et al. (1969) state that a
person's psychological process remains fundamentally a state
of somebody; an attitude remains fundamentally an attitude
toward something.

Even though attitudes are defined with words
reflecting a conscious experience, their primary function is
to explain the individual's difference in reaction to
socially significant objects. Behavior as a consequence of
the object can be changed (Insko and Schopler 1971:25).
Therefore, no single concept within the whole realm of
social psychology occupies a more central position than that
of attitudes (Cohen 1964) and its relation to behavior.

Psychologists and sociologists are drawn together in

investigating attitudes as a theoretical explanation for

socially significant behavior. Scientists such as Hovland

(1959), Sherif (1945), and Lipset (1954), according to Cohen
(1964), have had an influence on the behavioral relevance of

attitudes. The scientists' discussions and definitions have
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emphasized the importance of behavior in the analysis of
significant social problems, such as why people act as they
do and how their behavior can be altered. Attitudes, though
they are abstractions, are very real to the individual who
holds them. A person may have a very strong attitude for or
against something and not realize he has these dormant
attitudes. When the individual is presented with an object,
these dormant attitudes will make themselves known, thereby
affecting the person's behavior. Lemon (1973:3) says that
when studying attitudes and behavior, two assumptions must
be made. The first is that attitudes are not completely
flexible, and that attitudes can maintain a stable form even
in the face of changing circumstances. This assumption is
necessary in order to clarify that changes in social factors
do not lead to immediate changes in attitudes. Behavioral
predictions from social structure factors alone will not aid
in the prediction of attitude changes. Cohen (1964:109-113)
described an experiment carried out by Asch (1951) on the
relationship of group factors toward attitudinal change.
Asch (1951), according to Cohen (1964), stated that groups
have a strong influence on the individual member's attitude.
A second assumption necessary in the study of behavior is
that an attitude can vary independently of the structural

factors. While an attitude may be flexible and resistant to
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change, knowledge about this attitude may not facilitate
prediction, unless the presence of the attitude in a
particular behavioral setting would generate different
predictions about behavior than would be produced from
knowledge of social structures alone (Cohen 1964). Behavior
may vary with the situation.

Knowledge of an attitude would not lead to improved
prediction of behavior where the structural factors and the
attitude were both leaning in the same direction. Only if
an individual had an attitude which was different from one
which would have been produced by a given set of structural
factors, would this attitude have a demonstrable independent
influence on conduct. Merleau-Ponty (1963:125-128) states
that behavior, inasmuch as it has a concept of structure is
not situated in either the physical, or the internal order,

or the external order. Behavior does not unfold in

objective time or space.

Int lationshi Attitud i Behavi

The components of an attitude have been the subject
of a number of studies (cf. Cohen, Brehm, and Fleming 1958;
Katz 1960; Hovland 1966; Kelman 1961) centering on the
interrelationships between attitude and behavior. The
cognitive component of an attitude refers to the way in

which the attitude object is perceived and conceptualized.
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Cognition, according to Cohen (1964:62-63), denotes the
image or map of the world held by the individual person.
The individual's responses to persons, things, and events
are shaped by the way these objects appear to him (Osgood
1960). The cognitive component represents the individual's
picture of the attitude object and his belief about it
(Wyler 1974), while the affective component is concerned
with the emotional bases of these beliefs and represents the
amount of positive or negative feelings that an individual
may have toward an attitude object. There is a very strong
relationship between the cognitive component of an attitude
and the affective component. The way an individual
perceives and conceptualizes an object influences the
strength of his feelings about it, which should, in turn,
influence his overt behavior (Krech, Crutchfield, and
Ballachey 1962).

Lemon (1973:17, 207) believes the cognitive and
affective part of an attitude is apparent in all attitudes,
but in different forms. The degree to which an individual's
belief system is integrated is a characteristic of
attitudinal structure, and one which is likely to influence
its accessibility to behavioral change (Williams 1973).
Rosenberg (1960), according to Lemon (1973), experimented

with the idea of showing general congruity to exist between
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feelings and beliefs, between affect and the affected,
between affect and cognition. Rosenberg (1960) assumed that
the disruption of structural consistency is a basic
condition for the occurrence of attitudinal change.

As the number of studies on attitude and behavior
proliferate, so do the possible attitudinal components.
Most measures of an attitude are primarily concerned with
the affective component as it relates to behavior.
Scientists try to measure the degree of affect by an
individual toward or away from an attitudinal object (Insko
1967:18-19; Neetlin 1975). Favorable attitudes usually
develop toward social objects which fulfill an individual's
needs. Unfavorable attitudes usually develop toward social
objects which frustrate or block fulfillment of the
individual's needs. Communication is a stimulus to all
recipients (Cohen 1964:139) and directly affects the
interrelationship between attitude and behavior (Tannenbaum
1953) . Considering the complexity of the variables
affecting an attitude change, it is unlikely that there will
be many generalizations applicable to all facets of
attitudes and behavior.

The understanding of attitude with its many facets,
has imlications in every aspect of living from industry to

education, even to advertisements of commercial products.
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People want to understand why people act as they do and how

their behavior can be changed or altered socially.

Patient Ed ti
Introduction

The social psychologists have been investigating for
years the importance of the interrelationship between
attitude and behavior as it relates to an individual's life
or a group's interactions., Health care professionals are
now beginning to comprehend the importance of understanding
the concepts of attitude and behavior, and the part they
play in the health care of patients.

Significant results have been demonstrated when
these attitudinal-behavioral hypotheses were adapted for
practical applications. Patients became more positive and
cooperative, and recovery from illness was more rapid (Smith
1977:595)., Communication, which directly affects the
interrelationship between attitude and behavior (Cohen
1963:139; Insko 1971:18-19), has been shown to be the most
practical method for applying attitudinal concepts to
health-illness behavior. Education through communication is
one of the accepted methods for changing attitude and
behavior.

Education of patients has been described as a

long-overdue obligation toward meeting community
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responsibilities (Appelbaum 1977:115). Patient education is
considered to be one aspect of patient care (Storch 1976;
Skillerin 1977:878; Timmreck 1980). Education enables the
patient to participate in his plan of care by understanding
what is happening to him and why it is occurring.
Frustration and anxiety, formulated by a patient's receiving
inadequate information and/or conflicting information, may
cause negative reactions and responses to develop toward the
hospital, the physician, other health professionals,
diagnostic tests or the patient's own disease process (Alt
1969:114). Educational information for patients can be

presented using various accepted learning formulas with

practical applications.

Learning Theories

Educators have formulated a number of learning
hypotheses. One of the earliest hypothesis is called
"Mental Discipline,™ which defines learning as a student's
mind being disciplined or trained. A person teaching in
this method would assume the student's mind to be bad,
neutral, or active, and would instruct in a way that would
exercise the student's mind. This method uses a great deal
of recitation (cf. Bigge 1964:10). The hypothesis of the
Natural Unfoldment is the extreme opposite of "Mental

Discipline."” Natural Unfoldment holds that the learning of
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any person unfolds as nature or a creator has unfolded
learning within him. A teacher who adheres to this method
would wait for each student to express a desire to learn
before the teacher would make any attempt to teach the
student. The most widely used hypothesis, "Apperception,”
is a "process of new ideas associating themselves with old
ones that already constitute a mind" (p. 10). A teacher
using this hypothesis would start teaching at the beginning,
and then, make sure that the student understands the first
part before proceeding to the second part.

Twentieth century systematic learning hypotheses are
classified into two very broad families; namely,
stimulus-response conditioning and the cognitive concept of
the Gestalt-field. The stimulus-response supporters are
generalized by a belief that conditioning and behaviorism
may be used interchangeably. Cognitive field supporters
emphasize cognition in learning. The behavioralists, or
conditioning supporters, feel learning is a change in
behavior that occurs through stimuli and responses becoming
related according to mechanistic principles. The

cognitive-field supporters feel learning is a process of

gaining or changing insights, outlooks, expectations, or

thought patterns. To summarize the difference between the

two families, stimulus-response (behavioralists) supporters
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interpret learning in terms of changes in strength of
hypothetical variables, while cognitive-field supporters
define learning in terms of reorganization of perceptual,
cognitive fields or systems (Bigge 1964:11).

Patient education has been identified in the
literature as an important aspect of establishing patient
adherence to therapies (Mears 1962). It does not appear,
however, that patient education, which minimizes confusion
concerning the physician's instructions, can significantly
improve adherence to instructions by the patient. However,
patients have been shown to comply with instructions more
than 85 percent of the time when they were somewhat sure of
what was expected of them (Puckett and Russell 1978:38). It
appears that a careful explanation of the treatment regime,
and adherence-related behaviors expected of the patient may
be sufficient to improve compliance to an appreciable extent
(Robinson 1974:34-36). When the opportunity to clarify the
treatment regime is offered by each member of the health
care team, the probability of patient adherence is further
increased (Puckett and Russell 1978:37).

The physician's primary function is caring for the

patient's disease condition. A nursing function is the

patient's perception of his condition (Risser 1975:45; Lewis

1976:20) in order to facilitate the movement of the patient
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toward optimal health. These functions, as well as health
education, are performed in hospitals as a patient in a
hospital is concerned with his health problem. The patient,
due to his health problem, will therefore be ready
psychologically to accept health instructions (de la Vega
1969:77) from a health educator.

Education and Educators
in the Health Field

The educators in the health field, as well as the
methods utilized for patient education, are as varied as the
people instructing. The individual with the greatest
potential as a health educator is the physician (Sommers
1971) due to the patient's perception of the physician as "a
healer."™ Some physicians are making an earnest effort to
incorporate patient education into their daily patient
contacts, but most physicians feel too busy to take on this
extra burden. Specialization in medicine has precipitated
this situation (Smith 1977:599). Other health care workers
such as nurses, social workers, technologists, have assumed
a greater role in educating the patient, as the physician
has relinquished gradually part of his educator role. Due
to patients' being better educated, patient knowledge about
medicine has increased (Currie and Penner 1979:180). This

increasing patient demand for more information accentuates
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the need for better educators with more effective teaching
methods.

Any effective educational program is formulated,
using the educational objectives, such as knowledge,
comprehension, application, analysis, evaluation, and
synthesis. Effectiveness of an educational program is
determined by who is receiving the instruction, how they are
responding to the knowledge, how they are valuing the
knowledge, and how the information is organized (Bloom 1975;
Kibler et al. 1974). All of the above mentioned factors
(Levin 1978:173) are used in health education. It is
insufficient to present knowledge in an explicit manner when
the person to whom the knowledge is being presented is
unwilling or unable to receive it (Hefferin 1977:75).
Teaching plans, after they are formulated, comprise some
form of the concept, education. Education encompasses many
forms. It can be in verbal form; it can be in written form;
it can be nonverbal; or it can be a combination of the
three. Robbins (1976) states that patient education is
considered an integral part of any health care plan designed
to assist the patient to realize the goal of improving his
health status.

Communication disruptions sometimes occur between

the patient and the health professionals involved in his
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care, causing health-illness behavioral problems. This
communication problem may occur not only between the nurse
and patient, but between the physician and patient (Friesner
1976; Vergara 1978). Differences between hospital staff and
patients, whether they are cultural, language, economic,
age, or sex, may also cause difficulties in communication.
A message may be given to the patient, but the patient may
not be able to receive it (Travelbee 1969). An inability or
unwillingness to listen by the patients and/or the health
care worker hinders communication (Courtney 1974). Patient
education, through communication, helps in the total health
care of patients (Smith 1977:595), and is a help to relieve
some of the fears that surround unfamiliar tests and
therapies.

Donabedian (1969:10) pointed out that the patient
and the provider of health care services may differ
significantly in their perceptions of what quality care is
and to what extent it should be presented. Patient
satisfaction is one specific approach to quality of care.

This literature review has pointed out that, although little

is known about patient satisfaction (Hefferin 1977:76), the
patient appears to be less critical of the technical

component of his care than he is of the attitudinal and

situational components (Jonas 1977:401) of his care. These
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components of patient criticism focus on provider attitudes,
waiting time, the physical environment of care,
availability, accessability, and costs (p. 493).

Health care in America is under criticism for a
multitude of reasons. One reason for such criticism is the
lack of understanding among patients regarding their health
conditions and/or services available to assist them with
their problems (Bensley and Moffitt 1978:592). Part of this
lack of understanding has resulted from poor or insufficient
patient education. Patient education is a patient centered
activity aimed at assisting the consumer in making
intelligent decisions regarding his health care (Johnson
1978:3) .

Health education is concerned with knowledge,
attitude, and behavior. Effective health education deals
with change and growth. The health educator studies
attitude to understand why people react as they do and some
of the conditions of change (Pratt 1975:3). Bensley and
Moffitt (1978:592) state:

Health education is an integral part of high quality
health care. Hospitals and other health care

institutions, as focal points of community health care,
have an obligation to promote, organize and evaluate

health education programs.

This study used the response modification method of

instrumental conditioning as one application of the
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stimuli-response hypothesis of learning. The methods of
instruction were in the form of the written word, as well
as, oral communication, Feedback ié a method of
ascertaining whether the information is being learned,
before proceeding to the next step (Bloom 1975:89-115;
Friesner 1976) . One method of utilizing the
stimuli-response theory is through sampling of desired
responses by either a series of essay questions, or a
structured interview (Bigge 1976:328), as the learners in
the behavorial or stimuli-response concept can be either
passive or reactive.
Attitude Measurement

The measurement of an attitude is problematic. The
construction of the questionnaire, the scaling of the
gquestionnaire, the reliability and validity of the
questionnaire, and the statistical analylsis used for
measuring the data are vulnerable to criticisms.

The construction of questions designed to measure a
patient's attitude toward his education, treatments, or
diagnostic testing is difficult and problematic. Bigge
(1976) stated that the best method for checking (measuring)

stimuli-response is through a series of questions. Basic to
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any meaningful measurement of attitude is an adequate
formulation of the research questions, and clear definitions
of the concepts involved. Construction of questions is
dependent on understanding what is being measured (Oppenheim
1966:2; Mager 1968:13). A measurement procedure is a
technique for collecting data, plus a set of rules for using
the data. Data may be collected in many different ways: by
observation of behavior, by questionnaires or interviews, by
projected techniques, or by examination of existing records.
Some type of coding or scaling system is used to estimate
the degree of the individual's favorable or unfavorable
attitude. Selltiz et al. (1959:146-147) state:

The data-collection technique and the rules for using
the data to be used, must produce information that is

not only relevant but free of systematic errors; that
is, they must produce valid information.

Attitude Questionnaires
Attitudes, as discussed in the literature, run a
continuum from negative to positive, and as such, are
measured in this way. The writing of an item for a
gquestionnaire is a "subtle and frustrating" task (Berdie and
Anderson 1974:36). Each question is so clearly worded that
all recipients will interpret it the same way (Payne 1951).

It is only "by the most painstaking effort, preliminary



67
trials and revision that questions can be prepared that are
entirely clear, and which will mean the same to all
respondents" (Berdie and Anderson 1974:36-37).

Attitude is measured through an indirect method
(Shaw and Wright 1977:13), as attitude is a construct,
requiring the usage of indirect questions (Selltiz et al.
1959:292), 1Indirect questions require an introduction with
an explanation of why the questions are going to be asked of
the persons answering the questionnaire. The questions
present respondents with a number of answers from which to
make their choice (Nixon 1954). An attitude measurement
instrument has no questions that can be answered by a "yes"
or a "no" (Oppenheim 1966:57) .

Kiesler et al. (1969) state that one of the general
categories of attitude measurement is a measure in which
inferences are drawn from self-reports of beliefs, or
behaviors, or the beliefs, behaviors, and attitudes.
Attitudes contribute to the overt behavior, so if the
stimulus condition is held constant, individual differences
of behavior correspond to individual differences in
attitude. Whether this is justified in any given case is
ultimately a matter of judgement (McKinlay 1972:124; Wallace
1971:3; Rosenstock 1966). Two major questions must be

considered whenever making this judgement. They are whether
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the instrument is really measuring the kind of behavior the
investigator assumes it is, and whether the instrument
provides an adequate sample of that kind of behavior
(Selltiz et al. 1959:165). Face validity ("the relevance of
the measuring instrument to what one is trying to measure is
apparent on the face of it") addresses this problem of

judgement (p. 165).

Reliability and Vvalidity

A reliable measurement instrument provides similar
results whenever the same object is comparably measured.
This assumes that there is no reason to believe that the
object being measured has, in fact, changed between
measurements. Reliability is also stated as the degree to
which a scale yields consistent scores when the object is
measured a number of times (Murphy and Likert 1967:50;
Bohrnstedt 1970:83; Drew 1976:14). 1In addition to being
reliable, a research instrument needs to be valid, thus it
is able to make distinctions fine enough for the purpose it
is to serve (Selltiz et al 1959:148; Shaw and Wright
1967:561). Measurement of an individual in terms of a given

attitude presupposes that the individual can be
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appropriately described in terms of that attitude (Selltiz
et al. 1959:149).

The reliability of attitudinal questions is
problematic, as attitudinal questions are more sensitive
than factual questions to changes in wording, contents, and
emphasis. Oppenheim (1969:73) says it becomes almost
impossible to assess reliability by asking the same question
in some other form. The assumption underlying the
procedures of using a reliability scale for attitude
questionnaires is that there is such a thing as a true
attitude, which is relatively stable, just as a case of
factual questions are true facts or evidence. A number of
questions, or sets of questions, or groupings of questions
all basically asking about the same attitude (Moser and
Kalton 1971:549) are used to help with reliability. The use
of sets of questions (Oppenheim 1966:73), provided they all
relate to the same attitude, maximize the more stable
components while reducing the instability of the
qgquestionnaire due to particular items, emphasis, mood
changes, and any environmental components that might

interrupt the concentration of the person answering

guestions on a questionnaire.
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Lack of criteria is sometimes given as one of the
chief difficulties in assessing the validity of attitude
questions (Oppenheim 1966:75). Groups of people who have
the same attitude characteristics are needed for pretesting.
This is not always feasible, nor can an investigator be sure
that the subjects' attitudes are the same (Selltiz
1959:150-154) . Individuals' attitudes, according to
Oppenheim (1966:74), may be present or dormant, and can be
made more positive or negative by the questions, or the form
of the questions on the questionnaire (p. 106). Attitudinal
questions use a rational approach, and stilted questions are
avoided (p. 114). Many people are quick to challenge the
reliability and validity of attitude questionnaires, but a
well designed questionnaire and a carefully formulated study
design will minimize any negative effects that may arise
(Shaw and Wright 1967:567). The statistical tool of factor
analysis was utilized to help access the validity of this
study's attitude instrument.

The validity of a questionnaire is concerned with
whether or not the items actually elicit the intended
information (Shaw and Wright 1967:18; Murphy and likert

1967:53; Zimbardo and Ebbesen 1970:131; Bohrnstedt 1970:91).

Questionnaire items are valid, if they are successful in
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eliciting true responses relative to the information desired
(Goode and Batt 1962:386). Lemon (1973) states that
validity in its simplest form is "the degree to which a
scale measures what it is supposed to measure.” Lemon
(1973), and Shaw and Wright (1967:18-20) state there are
four procedures for estimating the validity of an attitude
instrument. The four procedures listed are predicted
validity, concurrent validity, content validity, and
construct validity. There are other types of validity, such
as face validity and consensual validity, not mentioned by
Lemon and others. Predicted validity is estimated by
showing how accurately the researcher can guess some future
performance on external criteria from a knowledge of the
attitude per score. This is sometimes referred to as
administrative validity. Concurrent validity differs from
predicted validity primarily with regard to the time at
which the criterion measure is attained. Content validity
is evaluated by determining the degree to which the times in
the scale sample the content of the attitude, i.e., the
attitude scale corresponds to the degree to which the
content of the attitude system is shown. Construct validity
is evaluated by the determination of the relationships
between the attitude scores and other aspects of the

personality (Selltiz et al. 1959:157-163). Face validity is
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evaluated by the investigator's making the judgement that
the questions on the instrument say what the investigator
wishes them to say. Consensual validity is evaluated by the
person who, because of his position, has the authority to
give his consent for the instrument; the person doing the
consenting has, as part of his role or position, the

capacity to give validity to an instrument.

Attitude Scales

The construction of a scale to measure the responses
to the questions follows the construction of a questionnaire
in the scientific process. The methodological controls of
the scientific process annihilate the individual's
standpoint, not by an impossible effort to substitute
objectivity in a liberal sense, but by substituting rules
for intersubjective criticism, debate, and ultimately
agreement. The rules for constructing scales, drawing
samples, taking measurements, estimating perimeters,
logically inducing and deducing becomes a primary basis for
criticizing, rejecting, and accepting items of scientific
information (Wallace 1971:14)

Attitude scales are relatively crude measuring

instruments. Their chief function is to divide people

roughly into a number of broad groups with regard to a
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particular attitude (Oppenheim 1966:121). Attitude scales
differ in method of construction, method of response, and
basis for interpreting the scores. Some scales offer a
technique for placing people on a continuum in relation to
one another in relative (ordinal and nominal level) and not
absolute terms (Selltiz et al. 1959:357). Other scales have
all the properties of a scale of number. A scale of number
is decided in order to statistically manipulate data. The
properfies of a scale of number are nominal (each number is
an entity), ordinal (each number is greater than another),
interval (each number is equidistant), and ratio (each
number has a zero point that does not signify total absence
of the object being measured) (Summers 1970:11-12). Scales
run a continuum from positive to negative. The scale for
this study read strongly agree, agree, uncertain, disagree,
and strongly disagree; strongly agree being positive, and
strongly disagree, negative. This continuum was used to

measure the attitude. The data for this study was interval
data. An attitude, as an "inferred construct, " cannot be
measured directly in any literal sense. The scale chosen to
measure attitude for this study was a standard Likert scale.

Indirect measures for obtaining data on attitudes
gained popularity in the 1960s as opposed to the direct

method of obtaining data, such as the use of paper and
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pencil, and self-reporting method; but the indirect data
gathering measures have not shown any greater reliability
than the simple scaling methods (Seiler and Hough 1970).
The indirect data gathering measures have simply made it
more difficult to interpret the results. The Thurstone
scale is a form of indirect data measurement (Selltiz et al
1959:359-160). The Likert scale (Murphy and Likert
1967:281-292) was formulated in 1932 to improve on the
cumbersome Thurstone scale. A standard Likert scale was
selected as the attitude measurement scale for this study
because of its relative ease of administration and scoring,
relative simplicity on construction, potential reliability
with relatively few items, and relationship to the
behavioral criteria (cf. Likert 1967; Oppenheim 1966:140;
Tittle and Hill 1967; Warner and DeFluer 1969:156; Risser
1975:46) .

The standard Likert scale has its disadvantages, but
its advantages outweigh its disadvantages, and it correlates
well with scales that have been done with much more complex
factors. Likert's (1932) primary concern was
unidimensionality--making sure that all the items measure
the same thing, according to Oppenheim (1966:140). Murphy
and Likert (1967) also wanted to eliminate the need for

judges for scales, as required by Thurstone, by having the
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subjects in a trial sample place themselves on an attitude
continuum for each subject. In the Thurstone scale
(Thurstone 1967), there is a need for judges; the scale is
also much more cumbersome and complex, and has been shown to
contribute nothing reliable (Edwards 1967; Edwards and
Kenney 1967:252). Within limits, the reliability of a scale
increases as the number of possible alternative responses is
increased (Likert 1970:154); the Likert scale items permit
the expression of several (usually five) degrees of
agreement-disagreement, whereas, the Thurstone scale items
allow a choice between only two alternative responses
(Selltiz et al. 1959:368). The Likert scale gives a greater
degree of intensity and confidence, because the questions on
the questionnaire give the person a chance to fully answer
the question and does not limit him to choosing only one or
two alternatives (Edwards and Kenney 1967:255). Likert
developed a five-category rating system as follows:
Strongly agree, agree, undecided, disagree, and strongly
disagree. The interpretation of Likert's score is based
upon the distribution of the scores, i.e., the score has
meaning only in relation to the scores accumulated by
others.

Scales such as the Likert are the easiest scales to

construct. They make fewer assumptions, and it is easier to
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devise suitable items. The content is less likely to be
unrepresentative than other scales because of the method of
selection of item analysis (Lemon 1973). The Likert scales
provide interval level data (Murphy and Likert 1967:39;
Likert 1970:154).

The attitude survey instrument for this study was
administered as a structured interview (appendix G). As a
method for obtaining reliable information, Lemon (1973)
states that respondents to a survey instrument are to be led
through the material in as coherent a way as possible, i.e.,
questionnaires have a natural sequence to the questions; the
guestions are made to be as meaningful as possible to the
respondent with a beginning, a middle, and an end; do not
jump from one subject to another; are understandable to the
respondent taking the test; that is, the respondent knows
exactly what is expected of him. Attitude statements are
better received if they are interesting and, if possible,
even exciting to the respondent (Oppenheim 1966:113). The
construction of the attitude survey instrument for this
study was problematic. The criterion used for the selection
of the items on the gquestionnaire was to demonstrate the

patient's attitude toward the three independent variables

stated in Purposes in the Design Chapter.
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Summary and Conclusion
-Historical Perspective

Attitude originated as a term to describe a person's
posture. It evolved from this beginning to our present
understanding through the work of the early psychologists,
especially those in the Wurzburg school and Freud (1900).
These early psychologists, according to Allport (1969),
planted the idea for one of the most important constructs of
social psychology.

Social psychologists in the 1900s discovered in the
concept of attitude a new psychological concept to help them
to understand man as a social creature. Thomas and
Znaniecki (1918) are credited with instituting the idea
attitude in the literature. The 1920s and 1930s experienced
another burst of literature on attitudes by Dewey (1922),
Faris (1925), Cantrel (1924), Allport (1935), and numerous
other psychologists (cf. Allport 1966; Allport 1967; Kiesler
et al. 1967).

World War II, with its war production problems, and
with war propaganda demonstrating the importance of group
interactions, introduced a new type of social psychologist

such as Hovland and his associates. These social

psychologists began evaluating world problems using the
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concept of attitude. Social and group interactions,
attitudes, beliefs, and behavior have taken on greater
significance, as the world became more densely populated and
more complex. The problems presented to social
psychologists by a "shrinking world" accentuate further the
importance of why people act as they do. This understanding
of behavior helps in the prediction of why and/or how people
might act when presented with similar situations.

Patient education, and its significance in
health-illness behavior, has been studied for a relatively
short period of time., There has been a dramatic increase in
the literature on patient education, and it role in
health-illness behavior, in the last ten years. Authors
such as Baker (1967), Breen (1968), Alt (1969), Lesparre
(1970), Hegyvary (1976), Robbins (1976), Kraus (1977),
Hefferin (1977), Jonas (1977), Hinthorne (1978) and Jenny
(1979) have emphasized the importance of educating the
patient in order to help the patient participate more fully

in his health situation, whether it be preventative or

therapeutic.

Theoretical Basis
Attitudinal definitions given by Cantril (1932),

Graham (1942), Sarnoff (1966), Shaw and Wright (1967),
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Murphy and Likert (1967), Barnhart (1968), Greenwald, Brock
and Ostrom (1968), Thurstone (1970), Triandis (1971), Thomas
(1971), Lemon (1973), and Drew (1976) tell us that an
attitude is the way a person tends to interpret, to see, to
feel, or to define a given situation. Shrief and Cantril
(1945), Hovland et al. (1966), Shrief and Shrief (1956),
Shrief, Shrief, and Nebergall (1965), Insko (1967), Shaw and
Wright (1967), Wilbur (1968), Fishbein and Icek (1975)
further break down the construct, attitude, into general
characteristics of interrelatedness, intensity,
evaluativeness, and stability. These characteristics help
to understand attitude formation. Cohen (1964), Insko
(1967), Kiesler et al. (1969), Insko and Schopler (1971),
Triandis (1971), and Lemon (1973) say that attitudes are
formed as an individual experiences a given object. These
formed beliefs have a consequence for the way people act.
Attitudes are seen as precursors of behavior.

The theoretical explanation for behavior given by
such authors as Katona (1958), Sherif (1945), and Hovland

(1966) see behavior as a consequence of an individual's

attitude to a given object. Kiesler et al. (1969), and

Merleau-Ponty (1963) see attitudes as contributing to overt

behavior. Behvioral change requires an attitudinal change

as stated by Cohen (1964), Kiesler et al. (1969), and
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Scheflin (1973), as behavior is dependent on an individual's
attitudinal perception of an object. The direct
interrelationship between attitude and behavior was proposed
by Krach and Crutchfield (1948), Cohen et al. (1958), Katz
(1960) , Relman (1961), Krech et al. (1962), Cohen (1964),
and Lemon (1973). 1Insko (1967) addressed the degree of
affect by an individual toward or away from the object as it
related to behavior.

The means of changing patient attitude, and thus
behavior, is divided into the patient's perceptions of
health care, reasons for disruptions in communication,
patient care, hypotheses of education, and learning
concepts. The importance of patient perceptions was
described by Donabedian (1969), Lebow (1974), Millon (1955),
Hefferin (1977), Jonas (1977), Johnson (1978), and Bensley
and Moffitt (1978). The authors speculated that patient
perceptions impact directly on the patient's care. The idea
that patient care is a function of everyone in the health
care field, with patient education being one aspect of this
care, was postulated by Alt (1969), de la Vega (1969, Storch
(1976), Robinson (1974), Risser (1975), L. Lewis 1976),
Robbins (1976), Skillerin (1977), Appelbaum (1977), and
Puckett and Russell (1978). The reasons for disruptions in

communication between patients and health care workers, such
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as language, cultural, age, sex, or economic, were
identified by Travelbee (1969), Courtney (1974), Friesner
(1976) , and Vergara (1978), and how thege disruptions,
through education (cf. Fuchra 1976; Freeman 1978; Gulko
1978; Godlove 1977) might be corrected. These disruptions
in communication affect adversely all aspects of patient
care,

A person studies learning and educational concepts
instituting an education program, whether it be for
hospitalized patients or for school children. Gilbert
(1962) , Mager (1968), Bigge (1964), Mager (1973), Kibler et
al. (1974), and Pratt (1975) have identified some of the
general educational and learning concepts formulated through
the years. These concepts are "Mental Discipline," Natural
Unfoldment, "Apperception," stimuli-response condition, and
cognitive field. Bloom (1959), Krathwohl, Bloom, and Masia
(1964), and Kibler et al. (1974) listed educational
objectives used for an effective teaching method. Some of
these objectives are knowledge, comprehension, application,
analysis, evaluation, and synthesis. Bigge (1976) and
Friesner (1976) stated that stimuli-response supporters
believe learning to be a change in behavior that occurs

through stimuli, and responses becoming related to

mechanistic principles.



82

Experimental Design

Any experimental study dealing with hospitalized
patients is problematic (Dorn 1955), as patient populations
may not be homogeneous, may be biased, and conclusions may
not generalize to all populations. The health-illness
behavior (Kasl and Cobb 1966) of hospitalized patients are
formed directly from the attitudes of these patients. The
understanding of the construct, attitude, with all its
facets, especially those involving patients, plays a role in
the care of patients (Appleweig 1977; Bilee 1977; and Boddie
and Weiss 1969). The idea that attitudes are learned, can
be changed, and are interrelated to behavior is the basis
for this study and experimental design.

A positive attitude has a positive effect on
hospitalized patients (Wichita 1980), helping the patient
toward a faster, more successful recovery. Understanding
therapies, treatments, and tests helps patients to overcome
their negativity and bias. Kasl and Cobb (1966) discussed a
patient's health-illness behavior, and the effect a positive
attitude has on health-illness behavior. Communication
between patients and health-care workers was shown to aid in
the patient's recovery (cf. Alt 1969; Wilson 1970;

Tollefsrud 1969; Becker 1974; Robbins 1976; Robinson 1976;
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Barnett 1978; Talarico 1978), in that it can impact on the
patient having a positive or negative attitude.

This study was designed with three independent
variables, which were two teaching materials, two types of
instructors and subject knowledge or no knowledge of being
in a study; with one dependent variable, attitude; and four
covariates, age, previous hospitalization, previous
intravenous pyelogram, and sex. The choosing of a
population cohort for the study, and the sampling technique
of randomization were chosen after reviewing the literature
of the following authors, Dorn (1955), Cox (1958), Cochran
and Cox (1957), Cochran (1963), Buckly (1968), Kerlinger
(1973), and Drew (1976). A block design was used (cf.
Cochran and Cox 1967; Cox 1958; Insko 1967; Zimbardo and
Ebbesen 1970), as block designs offer more accurate results,
replication of any number of treatments, analysis is
straightforward, and reduces experimental variances.

An instrument to measure attitude was formulated
specially for this study to measure attitude; and it was
determined that the instrument had face validity, consensual
validity, literature validity, content validity, concurrent
validity, and predicted validity. Reliability assessment
was attempted. Questionnaire construction (cf. Morton 1930;

Getzels 1958; Selltiz et al. 1959; Cohen 1964; Oppenheim
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1966; Murphy and Likert 1967; Kiesler et al. 1969; Shaw and
Wright 1967; Moser and Kalton 1971; Berdie and Anderson
1974; Pritchett 1977), proceeded from formulating a research
question; understanding the concepts involved; deciding on a
data collection technique; deciding on a scaling method;
constructing the questions; deciding on a method of
statistical analysis; and deciding on a means of expressing
conclusions., .

The question of what method to use to scale the
respondent's answers was decided after reviewing the
literature of Edwards (1957), Selltiz et al. (1959),
Oppenheim (1966), Edwards and Kenney (1967), Murphy and
Likert (1967), Likert (1970), Kibler et al. (1974), and
Barnett (1978), in order to choose a scale that was
reliable, simple to construct, easy to administer, and easy
to score. The decision was made to use a Likert scale for
all the stated reasons.

The statistical literature was reviewed in order to
choose a method for the statistical analysis that was
appropriate for the study's design. The three-factor design
of difference of this study, and the need to validate the
instrument favored the usage of principal-components
analysis (factor analysis), and analysis of variance

(ANOVA)., Factor analysis was used as one criterion for
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determining the validity of the attitude instrument (cf.
Kerlinger 1973; Nie et al. 1975), and to produce
standardized scores from the raw data. An ANOVA, the most
appropriate statistic for determining differences between
variables (cf. Cox 1958; Cochran and Cox 1957; Scheffe 1959;
Blalock 1960; Insko 1967; Kerlinger 1973; Drew 1976), used
the standardized scores to analyze the data. The level of
significance was set at the confidence level of p £ .05
(Spiegel 1961:168; Drew 1976:174).

The cited empirical literature provided the
theoretical bases for the study; the definifions of the
study 's concepts; the methods for overcoming problematic
sections of the design; the means to statistically analyze
the study's data; and the criterion for determination of
conclusions., The experimental design for this study was
formulated from the empirical literature. The formulated
design attempted to overcome the problems of bias, rejection
of hosptials, fears, and lack of population homogenity

associated with studies using hospitalized patients.



CHAPTER IV
METHODS

Introduction

This chapter discusses the procedures utilized in
this research project. The sampling of the population, the
type of attitude scale, the use of pilct studies, the
method for tabulating the subjects' answers, and the pro-
cessing of the data are all parts of the methods of this

study. These components are discussed as follows.

Sampling

Most inferential techniques rest on the assumption
of a randomly sampled population, a sample whose members
were chesen on a purely randem basics (Kerlinger 1973:118;
Sudman 1976; Downie and Starry 1977:59). Johnson (1977:165)
states, "In a random sample, not only do all individuals
have an equal chance of selection, but all combinations of
individuals are egqually likely as well to be chosen."
Random sampling (COppenheim 1966:21; Williams 1978:227) does
not totally insure that all of the population character-
istics will, in fact, be represented in the sample. How-
ever, since chance is used to construct the sample, random

sampling substantially reduces the possibility that a
86
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biased or unrepresented group will be selected. This
reduction of the described population will be fairly
homogeneous with regard to its characteristics (Drew 1976:
126).

This studv used randomization (cf. Kerlinger 1973:
123) in two instances. One was for assignment of numbers
to blocks. Such numbers determined the blcck of subjects
chosen by the seccend procedure, which was for purposes of
scheduling the sample. The procedurc for assigning the
rumbers to the blocks was as follows:

1. The numbers 1, 2, ..., 96 were chosen by means
of a table of random numbers

2. The first number so chosen from the table was
assigned to Blcck A; the second, to Block B, and so on
until each number, 1, 2, ..., 96, had been assigned to a
block

Sample subjects were chosen randomly each day from

the population cohort scheduled to have an intravenous py-

elogram, as follows:

1. A list of all inpatients scheduled for an intra-

venous pyelcgram was obtained from the radiology department

at 4:00 P.M,
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2. The names on the list were numbered; the first

name was given the number one, the second. twe, and so on
until every person on the list had a number

3. Using a table of random numbers, five numbers
were selected

4. The persons on the list that coincided with
the numbers selected were the subjects (provided they
agreed to participate in the study) for that day

5. The selected subjects of each day were then
assigned in order 1, 2, ..., 96 to the blocks which were
determined by step one to have such assignment. For
example, the first subject selected from the daily popu-
lation cohort on the first day of the study was assigned to
the block where the numnber one had been assigned randomly;
the second subject selected, to the block where the number
two had been assigned, etc. These random assignments

into blocks helped to control bias of the investigator

and/or the subjects

Consents
Any person not having attained the legal age of
consent and/cr had a legally appointed guardian was consid-
ered a minor. The approval for a minor to be a subject in

this study was obtained from the mincr's guardian, and if

possible, from the minor. All subjects, not considered
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minors, were asked to give their consent to participate in

this study (eppendix E).

Pilot Studies

Two pilot studies of (cf. Drew 1978:132: Risser
1975:47) were initiated for a two-week pericd in order to
test the wording of the characteristic and attitude surveys,
the order of the questions on the surveys, the content of
the structured interviews, the time required to interview
patients, and whether the nursing personnel were instruct-
ing patients for an intravenous pyelogram. The pilot
studies consisted of twenty-four subjects sampled randomly
from the population cchort scheduled for an intravenous
pyelogram during the two-weel period of the pilot studies.
The number of subjects (n = 24) for the pilot studies was
chosen because this number allowed three subjects per block,
and could be finished within the designated time of two-
weeks. The pilot studies replicated the study in order to
meet the objectives stated for the pilot studies.

The results of the pilot studies indicated that
there was a need for changes to be made, as follows:

1. The three-factor design of the study with the

eight blocks appeared to be manageable for the investigater
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2. The wording of the characteristic and attitude
survey instruments needed revisions. Technical terms such
as ''radiological" and "intravenous pyelogram'' needed to be
in the vernacular of the patient. The word "X-ray" was
substituted for '"radiological'" and "I.V.P." was substituted
for "intravenous pyelogram'

3. The order of presenting the questions also
required changes. These changes made the questions flow
better and the patients seemed to better understand them

4. The content of the structured interviews re-
quired only minor corrections. The pilot studies demon-
strated the definite need for structured interviews, as the
subiects continually wandered from the matter und:zr dis-
cussion. The patients wanted to discuss all their tests,
disease process, and examinations. The investigator con-
tinually had to turn the conversation back to the subject
of the patient's intravenous pyelogram examination. Con-
tinuous reaffirmation of what was the subject, was neces-
sary for nearly every patient

5. The length of time necessary to complete each
sub’ect was determined by the pilot studies to be about an
hour per subject. This length of time was unexpected by
the investigator. The time factor appeared lengthy due to

the structured interviews, the subject's affinity to
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continue to wander off the topic, and the subject's need
for reassurance and companionship. One subject needed
help with her lunch; another needed an emesis basin as she
was nauseated, and a few others required the investigator
to do minor nursing duties

6. The nursing personnel were found to be providing
the patients with instructional materials and with some
instruction about an intravenous pyelogram. Each patient
interview demonstrated the need for makine some revision,
and this was noted. The instruments were pretested and
revised until no further discrepancies could be detected.

This gave the instrument's administration validity

Processing the Data

The data were obtained from the subjects by adminis-
tering two survey instruments. The attitude survey instru-
ments utilized a Likert scale of measurement for gathering

the attitude data (cee attitude scales in literature). The

data obtained from Likert scale were considered to be of
interval level. This conclusion has been widely accepted
(Allport 1967:11; Edwards and Kenney 1967:245; Murphy and
Likert 1967:39).

The information, obtained by the investigator

through structured interviews with the patients. was placed
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on cptical scanning cards. Optical scanning cards are a
data processing tool that facilitates rapid computer tabu-
lation. The person administering the structured interviews
to the patients marked with a No. 2 pencil the areas that
corresponded to the patients' responses. An "A" on the
optical scanning card was marked if the patient said he
strongly agreed with the question on the questionnaire; ''B"
was blackened when the patient said he agreed with the
question; "C" was blackened when the patient's response was
uncertain; '"'D" was blackened when the patient's response
was disagree; and "E'" was blackened when the patient's
response was ''strongly disagree.' Upon completion of the
research, the optical scanning cards were taken to the
computer area and used to compile the patient raw data
files. These patient files were statistically manipulated,
results were tabulated, and conclusions were then drawn

from the statistical analysis.

Summary

This section has dealt with the procedures or
methods used to complete this study. The question of how
the sampling of the population was accomplished was ad-
dressed through random sampling using a random numbers

table. Pilot studies were conducted in order to test the
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wording of the instruments, the order of the questions on
the surveys, and the content of the structural interviews.
A paper and pencil (cf. Cohen 1264:5; Berdie and Anderson
1974:39) test given in a structured interview by an investi-
gator was the means utilized for measuring the patient's
attitude, as self-reporting tests have been found to give
the greatest reliability in the formation of reporting an
attitude (Oppenheim 1966:30-36). Optical scanning cards
were used as a means of compiling the data. These data
were compiled by the computer into patient, raw data files:
these raw data files were manipulated statistically; and
the results of this manipulation were the bases for the

conclusions of this study.
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FINDINGS

Introduction

The dependent variable, attitude interacted with
the independent variables, teaching materials, types of
instructors, and knowledge of being in a study. The data
were interval level. The attitude survey instrument used
principal-components analysis, producing factors (factor
analysis) (cf. Kerlinger 1973:659-660, 662) as a method of
validation, and from this analysis, factor scores were
obtained. These factor scores were computed from the
raw data file; they provided the data for an analysis of
variance (ANOVA) (p. 257-258; Nie et al. 1975:422). The
ANOVA yielded the sum of squares (SS), degrees of freedom
(df), mean squares (MS), F ratios, and probabilities
associated with each F ratio. The F ratios were the

criteria for determining the significance of the inter-

actions between each variable. Characteristics of patients

were constructed as the variables, age, sex, previous
intravenous pyelogram, and previous hospitalization, and

were used as covariates. Covariates are variables that

94
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vary together and are analyzed by the relation between
the sets of variable scores. Thke level of significance
was set at the p £ .05 level (cf. Drew 1976:174). This
level of significance means that there were about five
chances in one hundred that a null hypothesis would be
rejected when it should be accepted (Alpha error). The
statistics produced are reported. These statistics will
be used as the criteria for answering the questions posed.
Such questions were: are there significant differences or
variations in the attitudes of hospitalized patients
undergoing an intravenous pyelogram when:

1. The patients receive one of two different
instructional materials?

2. The patients are instructed by a specially
trained nurse as opposed to nurses not specially trained?

3. The patients know they are part of a study

as compared with patientc who have no knowledge that they

are part of a study?

Analysis of the Data

Factor analysis was used to test the validity of
the questions on the attitude survey questionnaire. Factor
analysis extracts common factors from sets of measures

(cf. Kerlinger 1973:659). Factor analysis is a method for
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determining the underlying variables from sets of measures.
Factor scores obtained from the factor analysis of the data
indicated that the questions on the attitude survey in-
strument clustered according to the independent variables,
teaching materials, types cof instructors, and knowledge of
study, except for Question 5 (see table 5). Analysis of
variance, (ANOVA) , a parametric statistical procedure, was
used for determining differences in variation between
variables and the interactions of the above named inde-
pendent variables with the dependent variable, attitude.
ANQVA is a powerful method for identifying, breaking

down, and testing the statistically significant wvariance
that comes from different sources of variation (p. 147). A
factoral study design such as this one, with a 3 x 2
design, is best analyzed by an ANOVA because a factoral
design testing three hypotheses at one time is measured

more precisely and exactly (p. 238) by ANOVA.

Results
The raw data were first analyzed using factor
analysis (cf. Kerlinger 1973:659). Two factors (Factor 1
and Factor 2) resulted from this analysis and were rotated
by the varimax method (varimax centers on simplifying the

columne of a factor matrix; defining a single factor) (cf.
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- VARIMAX ROTATED FACTOR MATRIX FOR TWENTY VARIABLES
LOADING ON TWO FACTORS, TYPE OF :
INSTRUCTOR AND TEACHING

MATERIALS
VARIABLES FACTCR 1 FACTOR 2
Variable 01 0.16106 0.87825
Variable 02 0.10507 0.92061
Variable 03 0.16503 0.86735
Variable 04 0.15153 0.90996
Variable 05 0.13655 0.19125
Variable 06 0.06273 0.90219
Variable 07 0.11385 0.92016
Variable 08 0.15584 0.87466
Variable 09 0.04102 0.76763
Variable 10 0.08646 0.68012
Variable 11 0.93121 0.12050
Variable 12 0.87590 0.10547
Variable 13 0.87321 0.13373
Variable 14 0.91215 0.08428
Variable 15 0.65732 0.19167
Variable 16 0.92137 0.15359
Variable 17 0.93551 0.12574
Variable 18 0.94727 0.02288
Variable 19 0.86522 0.00672
Variable 20 0.74441 0.01816
Note: Factor 1 = Type of Instructor
Factor 2 = Teaching Material
Variable 1 = Quality Variable 11 = Quality
Variable 2 = Accuracy Variable 12 = Accuracy
Variable 3 = Relaxation Variable 13 = Relaxation
Variable 4 = Quantity Variable 14 = Quantity
Var. 5 = Nervous Feelings Var. 15 = Nervous Feelings
Var. 6 = Satisfaction Var. 16 = Satisfaction
Var. 7 = Suff. Quality Var. 17 = Suff. Quality
Var. 8 = Positive Feelings Var. 18 = Positive Feelings
Var. 9 = Security Var. 19 = Security
Var.l0 = Additional Info. Var. 20 = Additional Info.
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Nie et al. 1975:485) (table 6), and an orthogonal (p.470)
rotation which maintains the independence of factors.
One question, Queétion 5, did not factor load (or cor-
relate) on either Factor!'l or Factor 2 (see table 5).
The criterion for determining whether a question correlated
(loaded) significantly on any facior was to use any
question that had a coefficient of .40 or higher, regard-
less of sign (cf. Kerlinger 1973:662).

Factor 1 was judged by the investigator, through
inference and grouping, as being a composite measure of
the subjects' attitude toward two types of instructors
(this judgement was made using commonality of the questions,
cf. Kerlinger 1973:661). The questionnaire items with
significant factor loadings on Factor 1 (going from greatest
correlation to least correlation) were Questions 18, 17,
11, 16, 14, 12, 13, 19, 20, and 15. Question 18 (.94)
dealt with positive feelings toward instructions; question
17 (.93) dealt with sufficient quality of instruction;
question 11 (.93) dealt with sufficent quality of oral
information; question 16 (.92) dealt-with the feelings
of the subjects toward the oral information; question 14
(.91) dealt with an adequate quantity of oral information;
question 12 (.87) dealt with the accuracy of the oral

information; question 13 (.87) dealt with the feeling of
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TABLE 6

TRANSFORMATION MATRIX FOR FACTOR 1,TVDE OF
INSTRUCTOR, AND FACTOR 2,
TEACHING MATERIALS

Factor 1 Factor 2

Factor 1 0.78888 ><0.59348
Factor 2 -0.60159- 0,79872

NOTE: Factor 1 is TYPE OF INSTRUCTOR.
Factor 2 is TEACHING MATERIAL.
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security; question 20 (.74) dealt with need for more

information; and question 15 (.65) dealt with feeling
nervous about oral‘information. Factor 1 was named type
of instructor. This name was chosen as the questions
correlating on Factor 1 dealt with types of instructors.

Factor 2 was judged (by the investigator in the
manner described above) as a measure of the subjects'
attitude toward two teaching materials. Nine questions
had significant factor loadings on Factor 2. These, going
from greatest correlation to least correlation, were
Questions 2, 7, 4, 6, 1, 8, 3, 9, and 10. The most
significant factor loading (.92) was on question 2,
teaching material describing the test; the, question 7
(.92), quality of teaching material; question 4 (.90),
adequate quantity of information; question 6 (.90), pleased
with material; question 1 (.87), overall quality of teach-
ing material; question 8 (.87), positive information;
question 3 (.86), relaxing information; question 9 (.76),
security; and question 10 (.€8), more available infor-
mation. Factor 2 was named teaching material, as the
questions that correlated on Factor 2 made operational the
variable, teaching materials.

Tt was determined by studying the factor matrices

that these matrices (coefficients that express the relations
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between the test and the underlying factor) yielded factors
resembling the variables, teaching materials and types of
instructors, being.measured by the attitude survey ques-
tionnaire. This resemblance of the factors (teaching
material and type of instructor) to the variables, teaching
materials and types of instructor, of this study design
helped to give the attitude survey instrument content
validity. The comparison of the questionnaire items
through factor analysis, with two of the independent
variables indicated criterion related validity for the
attitude survey instrument. These findings assisted

with determining the validity of this study's untested
questionnaire instrument.

Two standardized factor scores for each individ-
ual were developed from the raw data file (cf. Nie et al.
1975:487). These factor scores, standardized wvariables
(p.489) representing the dependent variable, attitude,
were developed into a data file of standardized scores.
The factor scores (labeled Facs 1 and Facs 2 in this
study) were then used for the statistical computations
of the ANOVA subprogram of a statistical computer program
(p. 410-432).

The ANOVA subprogram, using a multiple classi-

fication analysis option, analyzed the linear relationships
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between Facs 1 and Facs 2 (the dependent variable, atti-
tude) and the three independent variables, teaching mate-
rials, types of instructors, and knowledge of study.
Facs 1 represented the subjects' attitude toward two types
of instructors. Facs 2 represented the subjects' attitude
toward the two teaching materials.

The results of the ANOVA of Facs 1 demonstrated
F ratios of statistical significance for the joint (addi-
tive) effects of the three independent variables, teaching
materials, types of instructor, knowledge of study, and
variable B, types of instructors. The joint effects
were significant at the p < .0001 level. This significant
interaction implied that teaching materials, wvaried from
one category of instructor to ancther, and the effect
of instructors was not uniform across different groups of
teaching material. Variable B, types of instructors,
was statistically significant at the p <. 0001 level.
The first order interaction of variable A (teaching mate-
rials) with variable B (type of instructors) was signifi-
cant at the p < .039 level (see tablé 7). A multiple
classification analysis for Facs 1, the subjects' attitude
toward two types of instructors (see table 8), produced
an 52 of 32 percent. The EZ (.32) represented the pro-

portion of variation in the dependent variable (Facs 1),



105
TABLE 7

ANALYSIS OF VARIANCE OF FACTOR, ATTITUDE TO INSTRUCTORS,
BY THREE VARIABLES, TEACHING MATERIALS, TYFE OF
INSTRUCTORS, AND KNOWLEDGE OF STUDY

FEIXXLIXIXLANALYSIS OF VARIANCES XYY RKEIRQes
FACSI - Attitude to Instructors
by VARA - Teaching Materials
VARk - Type of Instructor
VARC Knowledge of Study
R R R R R R R R S N RS R RS SRR

Sun of Hoan Sicnif
Source of variztion Seusres df Sauare F at F
Main effects 39,552 3 10,184 :5.030 2,902
VARA 9,001 1 $.001 2,002 0,343
VARE 29,431 1 29,4631 42,730 0,400
VARC 1,145 1 1,145 1,499 9,197
2-way interactions 3,590 3 1,147 1,722 0,148
VARA VARE 2,545 1 2.963 375 0,037
VARA VARC 0.0482 1 0,082 5,072 0,742
VARB VARC 0.479 1 0.479  2.707 0,422
3-way interactions 1,320 32 1,949 9,165
VARA VAFB VARC 1.320 1 1.22 1,946 0.136
Exelained 25.273 7 5.053  7.438 0.000
Residual 52,627 38 0,478
Total 95,000 95 1,060

94 cases uere processed,
0 cases ( 0.0 Z) were aissind,

Attitude to Instructors
Teaching Materials
Type of Instructor
Knowledge of Study

Legend: Facs
Var
Var
Var

QWX+
1



MULTIPLE CLASSIFICATION AMALYSIS FOR FACTOR,

TABLE 8

INSTRIICTORS, RV THREE VARTARLES, TEACHING
MATERIALS, TYPE OF INSTRUCTORS AND
KNOWLEDGE OF STUDY

$3t MULTIPLE CLASSIFICATION ANALYSIS X%

FACS! - Attitude to Instructors
by VARA - Teaching Materials
VARE- - Type of Instructor

VARC - Knowledge of Study
$13EEE3 T LLELIEESIETEIEIRIEILITIEIRRIRRTRL 1rxx

Grand mean = -0.00 Adjusted far
AdJusted for  inderendents

Unadjusted indecendents + coveristes

Variable + catedory N Dev'n Eta Dev'n Eeta [lev'n Eet2
VARA
1 48 0.01 -0.00
2 48 -0001 0000
- 0.01 0.02
VARB
1 47 -0 057 "0057
2 49 0.54 0.54
0.5¢ 0.5¢
YARC
1 48 0.10 0.11
48 -0.10 -0.11
0.10 0.11
Nultirle R sauared o 4322
Multirle R o0é7

Legend: Facs 1 - Attitude to Instructors
var A - Teaching Materials
var B - Type of Instructor
var C - Knowledge of Study
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attitude to instructor, explained by the additive effect
of the independent: variables, teaching materials, types
of instructors, and knowledge of study. The multiple R
(.567), indicating overall relationship between the de-
pendent variable (Facs 1), attitude to instrﬁctor, and
the independent variables, demonstrated a high, positive
linear relationship (1.00 ecuals a perfect relationship).

These results answered affirmatively the question
concerning patients being instructed by a specially trained
nurse as opposed to nurses not specially trained. There
was a significant difference in attitude when the patients
were instructed by a specially trained nurse (p < .0001).
The significant first-order interaction (p < .039) between
the independent variables A (teaching materials) and B
(type of instructors), indicated that a significant rela-
tionship exists between the two. Whenever a specially
trained nurse instructs patients, the selection of teaching
materials is not as important. Conversely, the preferred
teaching material, teaching material II, was important
whenever a nurse, not specially trained, was instructing
patients (see table 8).

The dependent variable (Facs 2), the subjects'

attitude toward two teaching materials, and the independent
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variables, teaching materials, type of instructors, and
knowledge of study, were analyzed by ANOVA (see table 9).
The joint (additive) effects from this analysis were
statistically significant (p < .000l1); variable A, the
independent variable, teaching material, was statistically
significant (p < .0001); the first-order interaction of
the joint (additive) interaction of all variables, was
significant (p < .025), as was the interaction between
variable A, teaching materials, and variable C, knowledge
of study (p < .003). The multiple classification analysis
(MCA) for Facs 2, the subjects' attitude toward two teach-
ing materials, as seen on table 10, produced a 32 of .515.
This 52 (.515) was the proportion of variation in the
dependent variable (Facs 2), attitude to teaching materials,
explained by the additive effect of the independent vari-
ables, teaching materials, types of instructors, and
knowledge of study. The multiple R (.717) indicated a
high, positive relationship between the dependent variable
(Facs 2), attitude to teaching materials, and the indepen-
dent variables stated above.

The question of whether there were significant
differences or variations in the attitudes of hospitalized
patients undergoing an intravenous pyelogram when the

patients receive one of two different teaching materials
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TABLE 9

ANALYSIS OF VARIANCE OF FACTOR, ATTITUDE TO TEACHING
MATERIALS, BY THREE VARIABLES, TEACHING
MATERIALS, TYPE OF INSTRICTORS. 2ND

KNOWLEDGE OF STUDY

t113rrtrxxANALYSIS OF VARIANCETZ XX YXXLXXY
FACS? - Attitude to Teaching Material
by VARA - Teaching Material
VARE Type of Instructor
VARC - Knowledge of Study
?KXXtXXXXXXXX!XXxXtXXXXX!XX!XX!YXXXtXXXX!

Sum of Mearn Signi?
Source of variation Sauares df Seuare F of F
Mzin effects 48,8868 3 16,294 35,224 0,000
VARA 46,549 1 46,589 100,446 0,000
VARE 0,425 1 0,425 0,913 C,341
VARC 1,65 1 1,653 3,573 (.042
2-way interactiaons 4,554 3 ,518 3,281 0,025
VARA VARE 0.055 1 0,055  0.119 0,731
VARA VARC 4,259 1 4,239 9,207 0,002
VARR VARC 0,304 1 0,304  0.657 0.,42C
I-way interactions 0.849 1 0,849 1,833 0,179
VARA VARR VARC 0.84% 1 0,R4% 1,835 0.179
Explained 54,291 7 7,756 16,765 0,000
Residual 40,709 83 0,453
Total 95,000 95 1,000

94 cases were processeds
0 cases (0.0 %) were mlssind.

Legend: Facs 2 - Attitude to Teaching Material
vVar A Teaching Material
var B - Type of Instructor
var C Knowledge of Study
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TABLE 10

MULTIPLE CLASSIFICATION ANALYSIS FOR FACTOR, ATTITUDE TO
TEACHING MATERIALS, BY THREF VARTARLES, TEACHING
MATEPIALS, TYPE OF INSTRUCTORS. AND
KNOWLEDGE OF STUDY

F3x HULTIFLE CLASSIFICATION A¥aL¥Y3iz L%
FAS2 - Attitude to Teaching Material
by UARA - Teaching Material
Y4k - Type of Instructor
VAL - Knowledge of Study
RSN R S S S R S SRR RS SRS R R R

Grznd mezn = 3,00
(G e
Unadduszten  1ncere
Vari3bie t catesory ! Dsy'm Ete  Dovin
ARA
1 ¢z 0,70 -0,70
2 43 3,70 0,70
:).7:_:\ iR ]
JARE
o 4¢ -4,08 =0,07
0,03 8,07
VARC
1 43 0.13 0,13
2 “?D —0013 '0013
0,13 Ny12
ifzltisla R sauared sOLE
717

Multirle K

Legend: Facs 2 - Attitude to Teaching Material
’ var A - Teaching Material
var B - Type of Instructor
vVar c¢ - Knowledge of Study
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was answered affirmatively by the statistical significance
(p < .0001) of variable A, teaching materials. There was
a relationship between variable A, teaching materials,
with variable C, knowledge of study (Hawthorne effect).
The preferred teaching material was teaching material II,
the pamphlet written by the investigator. Using the

MCA, table 10, the relationship between variable A, teach-
ing materials, and wvariable C, knowledge of study, was
demonstrated. The Hawthorne effect may have been accentu-
ated by the patients' receiving a new teaching material
(something new and different). This may have made the
patients feel that their answers might '"'be used against
them," thus sensitiving them further. The Hawthorne
effect did not affect the study statistically in all
aspects. There were not sufficient statistical variations
to be able to completely reject the null hypothesis because
there was no statistically significant interaction between
variable B, types of instructors, and variable C, knowledge
of study. Had the Hawthorne effect statistically influenced
the entire study, there would have been a relationship

between types of instructors and knowledge of study; as

well as, between teaching materials and knowledge of study.
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ANOVAs with covariates analyzed the dependent
variable, attitude, with the independent wvariables,
teaching materials, types of instructor, and knowledge
of study, and the characteristic variables cf age, previous
hospitalization, previous intravenous pyelogram, and sex
(see tables 11, 12, 13, 14, and appendixes I, J, K, L).

The results of the ANQOVAs with covariates (see tables 1,

2, 3, 4 in study design) showed statistical significance
with the joint (additive) covariates at the p < .03 level,
but only the covariate, previous intravenous pyelogram,
showed significance (p < .003) when analyzed with Facs 1,
the dependent variable, attitude to instructors. There
was no statistical difference or variation when the co-
variates were analyzed with Facs 2, the dependent variable,
attitude tc teaching materials. The addition of the above
mentioned covariates to the analysis reduccd the F ratios
of the combined main effects of the independent variables,
teaching materials, types of instructor, and knowledge

of study, and variable B, types of iqstructor. These
reductions in F ratios were small and did not affect the
statistical significance of these variables.

Variable C, knowledge of study, was statistically
significant (p < .04) when analyzed with the dependent

variable, attitude, the covariates, age, previous hospital-
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ization, previous intravenous pyelogram, and sex. This
statistical significance of wvariable C, knowledge of study,
correlated with the Hawtheorne effect relationship shown

in the previously mentioned ANQVA with no covariates. The
first-order interaction of wvariable A, teaching materials,
with variable C, knowledge of study, increased in stat-:
istical significance from p < .003 (ANOVA with Facs 2

and no covariates) to p < .002 (ANOVA with Facs 2 and
covariates). This linear relationship indicated that

as more variables were introduced into the study, the
subjects became more aware of being in a study, and this

seemed to influence their decisions.

Conclusions

The statistical analysis provided the criteria
for answering the questions (see statement of the problems
in study design) and for accepting or rejecting the
hypotheses (see hypotheses in study design). The conclu-
sions were as follows:

1. The question of whether there were signifi-
cant differences or variations in the attitude of hospital-
ized patients when they receive one of two different
teaching materials was answered affirmatively (p < .0001).

The patients preferred teaching material II
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2. The question of whether there were signifi-
cant differences or variations in the attitude of hospital-
ized patients when they were instructed by a specially
trained nurse was answered affirmatively (p < .0001).

The patients preferred to be instructed by a specially
trained nurse

s The question of whether there were signifi-
cant differences or variations in the attitude of hospital-
ized patients when the patients knew they were part of a
study as compared with patients who had no knowledge that
they were part of a study was not answered conclusively.
This Hawthorne effect was shown to be operating whenever
there was an interaction with teaching materials, especially
teaching material II. This may have been caused by the
patients' feeling of inadequacy when they were asked to make
judgemental decisions about the teaching materials

4. The null hypothesis that states,

There is no statistically significant difference or
variation in attitudes between patients undergoing

an intravenous pyelogram whether they received teaching
material I, the present teaching method, or teaching

material II, a new instructional pamphlet,

was rejected
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i 3 The null hypothesis that states,
There is no statistically significant difference or
variation in attitude between the patients who are
instructed and receive the teaching material from a
specially trained nurse and those who receive the
instructions from nursing perscnnel not specially
trained. That is, there will be no statistically
significant differences or variations in attitude
between the two halves of the sample, half with one
kind of teacher, half with another,
was rejected
6. The null hypothesis that states,
There is no evidence of a Hawthorne effect (Donnelly
et al. 1978:163, 213) as defined in the definitions
of terms in this study,
was accepted with reservations. A Hawthorne effect was
seen whenever the patients interacted with teaching
materials, but not when they interacted with nurse instruc-
tors. The null hypothesis was not rejected as the Haw-
thorne effect was statistically significant in only one
of a possible three ways, as an interaction with teaching
materials
7. The research hypothesis that states,
There is a statistically significant difference of
variation in attitude between patients undergoing an
intravenous pyelogram when they receive teaching

material II, a new instructional pamphlet,

was accepted
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8. The research hypothesis that ctates,
There is a statistically significant difference or
variation in attitude when the patients are instructed

and receive the teaching material from a specially
trained nurse,

was accepted

9. The research hypothesis that states,

There is a statistically significant evidence of a
Hawthorne effect,

was rejected with reservations, as stated in number six
(6)

These conclusions were varied and interesting from
a health-illness behaviorzl viewpoint. The hospitalized
patients' attitudes in this hospital were positive toward
the new teaching material (teaching material II). They
were positive toward being instructed by a specially
trained nurse. They were sensitive to tbe Hawthorne effact
whencver they were asked to judge teaching materials,
but not when they interacted with types of instructors.
The addition of the characteristic variables of age,
previous hospitalization, previous intravenous pyelogram,
and sex had no significant effect on teaching materials
or types of instructors, but it did effect the variable,
knowledge of study. This addition cf the characteristic
covariates to the main variables showed a linear relation-

ship between attitude (dependent variable), and knowledge
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or no knowledge of study (independent variable). As the
covariates were increased, so did the level of statistical
significance.

The hospitalized patients in this study's popu-
lation cohort may not have all the characteristics of all
pcpulations of hospitalized patients, but if they did,
the information obtained from this study would have clinical
significance for hospital boards of directors, hospital
administrators, health care educators, patient advocates,
and patients (consumers); if they did not, the information
has clinical significance as an additional piece of re-
search contributing tc the field of patient attitudes
and health education. Attitudes of hospitalized patients
in this study were affected by the teaching materials
they received. The level of knowledge of the person
instructing patients did affect the patients' attitudecs.
Ynowing that they (patients) were part of a study did
affect the patients' attitude toward teaching materials.

The findings support the premise that well-written,
descriptive teaching materials and pérsonnel with high
levels of knowledge instructing hospitalized patients
are worthwhile objectives for health care providers.

It is not always practical to meet these objectives due
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to lack of resources. The practical applications of this
study are two-fold and are taken from this study's findings.
1. Personnel with minimal levels of knowledge
instructing patients use concise, descriptive teaching
materials to support their lack of knowledge
- . Teaching materials that are not well-written
are supported by nurses or personnel who are specially
trained to do the patient instructing. These practical
application could be uced by any health facility as a
means of helping the patients to have a more positive

attitude towards their disease process



CHAPTER VI
CONCLUSIONS AND RECOMMENDATIONS

The null hypotheses concerning the independent
variables, teaching materials and types of instructors,
were rejected; while the null hypothesis dealing with the
independent variable, knowledge cf study, was accepted.
There were significant relationships between the dependent
variable, attitude, and the independent wvariables, teaching
materials and types of instructors (p < .0001). This sta-
tistical significance was greater than the level of
significance (p < .05) set at the beginning of this study.
The first order interactions between teaching materials
and types of instructors, as well as, teaching materials
and knowledge of study, were also statistically signifi-
cant, though, to different levels. The high level of
statistical significance of the three independent variables
was reduced when the variables of age, previous hospitali-
zation, previous intravenous pyelogram, and sex were
introduced. The reduction was so small that it had no
effect on the study (p < .0002). Previous intravenous
pyelogram was the only additional variable (covariate)

121
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that showed any statistical significance ( p < .003) when
it interacted with attitude, and the variables of teaching
materials, types of instructors, and knowledge of study.

The results of this study support the ideas of
the health-illness psychologists, and social psychologists
in general, that attitude is affected by forms of edu-
cation. The high level of statistical significance of
the dual form of communication (oral and written) used
in this study supported the concepts of health educators,
as well as, educators in general. The specially trained
instructor was favored by the subjects.

The subjects in this study preferred teaching
material II, the new pamphlet written by the investigator.
Time after time subjects in tbhis study told the investi-
gator how happy they were to receive some type of teaching
material, because they had not received any type of
teaching materials in other hospitals and/or clinics.

The parents of pediatric (one day to sixteen years of age)
patients were the most responsive to any form of education.
Their responses to the teaching materials and instructions
were positive. Some of the parents were working in the
health field, but felt insecure and ignorant when it

involved testing for their children. Parental and patient
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education are worthy objectives for health care workers
and institutions.

It was evident by the comments of the subjects,
as well as by the statistical analysis, that the dual form
of communication did effect thc subjects' attitude in this
hospital. Most subjects felt they were not making adequate
judgments about the teaching materials, but almost all
of the subjects made vocal comments about the instructors.
The more information the patients received, the more
positive were their comments toward the test, intravenous
pyelogram. This study's high level of significance further
suggests that patients respond when someonc shcws interest
and concern for tkem. The occasions when someone took
the time to talk to the subjects about the test, helped
the subjects feel like individuals, and not simply "bodies
in beds."

Recommendations for further studies are to have
groups of subfects receiving no teaching materials and no
oral instructions, and comparing them to groups whe have
received teaching materials and oral instructions. The
attitude of the grcups receiving no educational information
might demonstrate to hospital administrations and boards

of directors the importance of health education for the
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patient's recovery. The administrations and boards of
directors might be more willing to allocate money for
patient educational materials, patient instructors, and/or
patient advocates, who would be concerned with the psy-
chology of the patients, not just his disease process,

if the importance of patient education could be demon-
strated. A more holistic approach to health care would

be a greater concern for the patients' attitudes and
perceptions, as well as, his disease.

A study designed around the educational needs and
attitudes of pediatric patients and their parents is another
suggestion. No matter how knowledgeable parents may feel
they are, whenever tests or treatments involve their child-
ren, parents become very insecure, and thus may become
suspicious, hostile, and/or negative. In many instances
parents impart these negative and/or insecure feelings
to their children. The children become upset and/or
anxious before tests or teatments begin. This negativity
may make the child's health-illness process a negative
one. Children many times carry these negative and/or
hostile feelings into their adult lives. As adults, they
may not even realize they have these negative beliefs,
for they may lie dormant within the person. Many times

health care workers cannot understand why a patient may
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have a hostile reaction to a simple test, and the patient
canncot understand his own reactions, thus causing greater
confusion and anxiety for the patient. The patient's
hostility may result from a negative experience as a
child, or from 1istehing to the negative feelings of

his parents.
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TEACHING MATERIAL I

YOU ARE GOING TO HAVE AN
INTRAVENOUS PYLOGRAM *

*Pyelogram is misspelled in this pamphlet. This
is a printing error.

DEPARTMENT OF NURSING

HOUSTON NORTHWEST MEDICAL CENTER, INC.

NAME DATE
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Patient Inf ti Al
Intravenous Pyelogram

An intravenous pyelogram (I.V.P.) is an X-ray
examination of the urinary system, including the kidneys,
ureters, and bladder used to evaluate the function of the
kidneys and to rule out disease. An iodine based material
will be injected into your vein; it will circulate
throughout your blood stream and be excreted through the
kidneys. This material will show up on an X-ray film and
will enable the radiologist, who is a physician specially
trained in interpreting X-rays, to determine how well your
kidneys are functioning and if there is any physical
abnormality present.

This examination is done in an X-ray or radiology
department by trained radiologic technologists, The
radiologic technologists will inject the material into your
vein under the supervision of the radiologist., This
examination takes about 45 minutes. It is a very common

procaedure done in almost every rddiology department a

number of times each day.

It is important, if you are a female, to tell the

radiologic technologist if there is any possibility that you
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might be pregnant. The technologist should also be told if
you have had a history of asthma or hay fever; or if you
have a past history of reactions to intravenous injections
of medication or iodine.

The preparation needed for this examination is
basically the cleansing of your bowel (the large intestine).
This is necessary in order to remove as much fecal material
as possible so that your kidneys, ureters and bladder will
be better visualized.

You will be brought to the radiology department by a
radiology aide who will provide you with an X-ray gown. It
is important not to wear undergarments as the buttons, snaps
and/or elastic will show up on the X-ray pictures and ruin
your study.

Upon arrival in the radiology department, you will
be brought into an X-ray room, the technologist will ask you
to empty your bladder, and then you will be assisted onto
the X-ray taple. A film of your abdomen will be taken
before you are injected to be sure that you have nothing in
your abdomen that would keep you from having the best
examination possible. The iodine‘solution will then be
injected into your vein by the technologist; there will then

be an interval of 5 minutes before the first film is taken.
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Once the technologist starts taking the films, a series of
films will be taken in rapid sequence.

The X-ray tube and the cooling rotor may make a
whirling noise between pictures. This is normal. This is
the method used to cool the tube; there is no radiation
involved during this. It is not uncommon for some patients
to experience a feeling of warmth, a flushing of the face,
and a salty taste in the mouth. Occasionally there is some
nausea. Minor allergic reactions of little significance may
sometimes occur in the form of itching, sneezing or a few
hives. Less common minor reactions include slight wheezing,
mild swelling of the eyelids and pain at the site of
injection., The radiology team is trained and equipped to
treat any and all such conditions.

Despite the many stories about complications due to
this procedure, serious complications occur very
rarely--only in about one in ten thousand examinations.
Your physician has considered all of these risks before he
recommended the examination, and he believes your symptoms
justify the procedure. Complicatiohs occur less frequently
in intravenous pyelograms than in many other medical

procedures; therefore, the procedure is performed daily on



133

patients in almost any physical condition with a good

assurance of safety.

Your radiologist is aware of the risks and will take
every precaution to obtain a good examination with maximum
safety. At the completion of your examination the
radiologist will view your films and report the findings to
your physician who will, in turn, notify you.. During any
time feel free to ask any questions about any phase of the
examination as the radiologic technologist will be only too

happy to answer any questions that you may have.
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ATTITUDE SURVEY INSTRUMENT

Scenario: The investigator knocks and enters the
patient's room. The investigator will have in her
possession the attitude survey instrument, the optical
scanning card, the response card for the patient, a copy of
the structured interview, and a No. 2 pencil. The
interviewer will say, "We want to get your opinion about the
instructions regarding the radiological examination of
intravenous pyelogram. I will ask you a number of questions
which can be answered by one of the five responses on this
card. (At this point the interviewer will hand the patient
the response card, appendix I.) If you did not receive any
information, that answer will be recorded. If you do not
have a strong feeling or opinion, you may answer
'uncertain.' If you strongly agree with the statement,
answer 'strongly agree.' If you just agree, answer 'agree.'
If you disagree or strongly disagree, answer with the
appropriate reply."”

l. Did you receive written information about the
X-ray test, I.V.P.? (Instructions to investigator doing the
interview: If the patient answers no, mark the answers to

questions 1 through 10 on the optical scanning card as E.
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If yes, say to the patient: I feel that the quality of the

written material I received was sufficient.)

Strongly Agree. Uncertain Disagree Strongly
Agree Disagree
A B 4 D E

2. I am satisfied that the written material I

received accurately described the test I actually

experienced.
Strongly Agree Uncertain Disagree Strongly
Agree Disagree

3. The written information I received made me feel
more relaxed about having this test.

Strongly Agree Uncertain Disagree Strongly
Agree Disagree

4. I feel that the quantity of the written

information was adequate.

Strongly Agree Uncertain Disagree Strongly
Agree Disagree

5. The written information I received made me feel

nervous about the X-ray examination, I.V.P.

Strongly Agree Uncertain Disagree Strongly
Agree Disagree

6. I was very pleased with the written material I

received.

Strongly Agree Uncertain Disagree Strongly
Agree Disagree
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7. The quality of the written information satisfied

me.
Strongly Agree Uncertain Disagree Strongly
Agree Disagree

B The written information made me feel more

positive toward this test.

Strongly Agree Uncertain Disagree Strongly
Agree Disagree

9., The written information I received made me feel

secure.
Strongly Agree Uncertain Disagree Strongly
Agree Disagree

10, I would have felt more comfortable if more
written information had been made available to me.

Strongly Agree Uncertain Disagree Strongly
Agree Disagree

11. Did you receive oral information from nursing
personnel about your X-ray test, I.V.P.? (Instructions to
investigator doing the interview: If the patient answers
no, mark the last ten answers on the optical scanning card
as E. If yes, say to the patient: I feel that the quality
of the oral information I received from nursing was

sufficient.)

Strongly Agree Uncertain Disagree Strongly
Agree Disagree
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12. I am satisfied that the oral information I

received from nursing accurately described the test I

actually experienced.

Strongly Agree Uncertain Disagree Strongly
Agree Disagree

13. The oral information I received from nursing

made me feel more relaxed about having this test.

Strongly Agree Uncertain Disagree Strongly
Agree Disagree

14. I feel that the quantity of the oral information

I received from nursing was adequate.

Strongly Agree Uncertain Disagree Strongly
Agree Disagree

15. The oral information I received from nursing
made me feel nervous about the X-ray examination, I.V.P.

Strongly Agree Uncertain Disagree Strongly
Agree Disagree

16. I was very pleased with the oral information I

received from nursing.

Strongly Agree Uncertain Disagree Strongly
Agree Disagree

17. The quality of the oral information I received

from nursing satisfied me.

Strongly Agree Uncertain Disagree Strongly
Agree Disagree
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18. The oral information I received from nursing
made me feel more positive toward this test.

Strongly Agree Uncertain Disagree Strongly
Agree Disagree

19. The oral information I received from nursing
made me feel secure.

Strongly Agree Uncertain Disagree Strongly
Agree Disagree

20. I would have felt more comfortable if more oral
information had been made available to me.

Strongly Agree Uncertain Disagree Strongly
Agree Disagree
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PATIENT CHARACTERISTIC OUESTIONNAIRE

1. What is your age category to the nearest whole year?

A ___ 0 to 10 yrs. 2A ___ 41 to 50 yrs.
B ____ 11 to 20 yrs. B __ 51 to 60 yrs.
C ___ 21 to 30 yrs. C __ 61 to 70 yrs.
D ____ 31 to 40 yrs. D ___ Over 70 yrs.

2. Have you ever been a patient in a hospital before?
6A Yes B ___ No

If the answer to question 2 is "No", then proceed to

question 6.

3. How many times have you been in a hospital prior to this

admission? This includes "having a baby."

3A____ O 4A __ 4 or 5 5A ____ 8 or 9
B__ 1 or 2 B___ 5o0r 6 B___ 9 or 10
C__ 2 or 3 C__ 6 or 7 C ___ Over 10
D__ 3 or 4 D___ 7 or 8

4. Have you ever been in this hospital before?

7A ____ Yes B __ No
5. If you have been in this hospital before, how many
times?

8A ___ 1 or 2 B___ 3 or 4 E ___ Over 5

B 2 or 3 D 4 or 5



Have you ever had an intravenous pyelogram (I,V,P,)?

9A Yes B No

What is the sex of the patient?

10A Male . B ____ Female

[

N
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STRUCTURED INTERVIEW TO OBTAIN
SUBJECT'S CONSENT

Hello, Mrs., Mr., or Miss Jones. My name is Martha
Koperwhats. I am a member of the staff of this hospital.
(I will be wearing my name tag or identification badge.) I
am conducting a study on different methods of patient
instruction for an intravenous pyelogram and would like for
you to be one of the subjects in this study.

I will be asking you two sets of questions if you
consent to be a subject for this study. One of the sets of
questions concerns information about you as a person; the
other set of questions will evolve around your feelings or
opinions about the method of instruction you will receive
for an intravenous pyelogram.

Any information given to me by you will be kept in
strictest confidence. The only person knowing your identity
will be me. Your identity will be protected by the
assignment of a number for identification rather than your
name. These numbers will be your identification throughout
the study. At no time in this study will any person be
publicly named or identified except by number.

Do you have any questions about this study? (I will

answer all questions, then I will ask:)
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Would you be willing to be a subject in this study?

If the subject says, no, I will thank him for
letting me take his time, and hope that his stay in this
hospital will be as pleasant as possible. If a subject says
he will consent to be a subject, then, I will produce the
consent form (the short form, see appendix H) and show it to
him,

This is the consent form I will need for you to
sign. It is a requirement for your protection and for the
protection of the hospital. After you sign the form, I will

be asking you six questions about you as a person., I will

be recording your answers on a computer form. If this
person is in the blocks having no prior knowledge of being
in a study, I will ask the subject the attitude survey

questions after they complete the consent form and the

characteristic questions. If this person is in the blocks

having prior knowledge of being in a study, I will then hand

him one of the teaching materials (appendixes A or B), and
say, "Tomorrow I will return and ask you some questions

concerning your feelings or opinions about the method of

instruction you received."
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I will say to the patient after he signs the fornm,

"Thank you for your cooperation in this study. Do you have

any further questions?®™ (I will answer all questions that

pertain to the study.)

NOTE: Should the subject be under the age of

consent, then his parents will be informed of the study as

described above and their consent will be obtained.
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STRUCTURED INTERVIEW FOR
CHARACTERISTIC SURVEY

Thank you for consenting to be a subject in this

study. I have a few qguestions that I would like for you to

answer about yourself. I will ask you the questions and you

can give me your answers verbally. Your answers will be

recorded on this computer form (I will show the subject the

form) and the form will be given a number. This number will

be your identification number for this study; this is to
protect your identity.

Do you have any questions about what I am about to

do? (I will answer all questions pertaining to the study.)

I will then continue, the questions I will be asking you are

about you as a person. I will then ask the subject the

questions on the patient characteristic survey instrument
and will record the patient's answers on the computer card
as they correspond to the gquestions.

Upon completion of the patient characteristic
survey, I will say, "Your cooperation is appreciated; thank
you. I will return tomorrow to ask you gquestions about your

feelings or opinions about the method of instruction you

received for an intravenous pyelogram. Have a pleasant

evening.”
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NOTE: Should the subject be in a block having the

variable no prior knowledge of being in a study, I would
omit the previous paragraph and proceed directly to the

attitude survey instrument.
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STRUCTURED INTERVIEW FOR ATTITUDE QUESTIONNAIRE
Hello, (name of subject) Mrs., Mr., or Miss Jones.
I hope you have had a pleasant day. I am here to ask you
some questions about the instructions you received for an
intravenous pyelogram.

The patient will be handed a 3 inch by 5 inch card,

and I will read to the patient as follows.
We want to get your opinion about your instructions
for an I.V.P., I will ask you a number of questions
which can be answered by one of the five responses on

this card. The responses are strongly agree, agree,
uncertain, disagree, and strongly disagree.

Should you strongly agree with the question, answer,
"strongly agree."™ If you do not have a strong feeling
or opinion, answer, "uncertain."™ If you just agree,
answer, "agree." If you disagree or strongly disagree,

give me the appropriate reply.
The responses are strongly agree, agree, uncertain,

disagree, or strongly disagree.

Do you have any questions before we begin? (I will
wait to see if the subject has any questions before
continuing.) I will record your answers to the questions on
a response card. This card will have only your
identification number. This is to protect your identity.
This card will facilitate the computations of your answers
in a more accurate manner.

I will read you a question; then I will ask for your
response., You may choose your response from one of the five
responses given on the 3 inch by 5 inch card (appendix M).

Feel free to refer to the card at any time if you are



152

Feel free to refer to the card at any time if you are
uncertain of the responses, or what each response means. Do
you have any questions before we proceed? (I will answer
the subject's questions.)

(The subject's responses will be recorded on the
response card using a No. 2 lead pencil.) Upon completion
of the attitude questionnaire, I will say, "Your cooperation

has made this study possible. Again thank you for your

help."
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Title of Project: PATIENT ATTITUDES WITH VARIATION IN

INSTRUCTIONAL METIIOD AND MATERIAL AND STUDY KNOWLEDGE

Consent to Act as a Subject for Research and Investigation:

I have received an oral description of this study, including
a fair explanation of the procedures and their purpose, any
associated discomforts or risks, and a description of the
possible benefits. An offer has been made to me to answer
all questions about the study. I understand that my name
will not be used in any relcase of the data and that I am
free to withdraw at any time. I further understand that no
medical service or compensation is provided to subjects by
the university as a result of injury from participation

in research.

Signature Date

Signature Date

Certification by Person Explaining the Study:

This is to certify that I have fully informed and explained
to the above named person a description of the listed

elements of informed consent.

Signature Datc

Position

Witness Date
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HISTOGRAM OF DISTRIBUTION
OF SUBJECTS BY AGE

AGE
Code
I
Tl rEARERXY (&)
1 0 70 10
1
1
2 FEXKF RN XAKEKK ( 11)
I 117020
I
I
3 XEEXLEXRNANX ( 10)
I 21 70 30
I
I
4 XXFEXRXEREAREFKF RN NK ( 22)
I 31 70 40
1
I
NEEE S SFP SRS S SN 14)
I 41 SO
I
I
é EEXAXNEKENARXRRKEY ( 17)
I 51 T0LO
I
1
7 XXX RAXXKEK¥X ( 3313
I 617070
I
I
8 XExxi¥x ( S)
I QVER 70
X
) GEPERIEI NI R R R R P I STy (PSPPI
0 10 20 30 40
Freauency
Mean 4,531 Stcd err 0.194 Median
Mode 4,000 Std dev 1.897 Variance
Kurtosis -0.800 Skewness -0.,082 Ranse
Mirnamum 1.000 Maziimum 8.000
Oblid czses 96 Missins cases [¢]

156

N Ul b
ou b
o wu
o v



APPENDIY J



HISTOGRAM OF DISTRIBUTION OF SUBJECTS
BY PREVIOUS HCSPITALIZATICI

HOSPITALIZATION, PREVIOUS

Code

Yes - 1

No - »

(WILIDD
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HISTOGRAM OF DISTRIBUTION OF SUBJECT
BY PREVIOUS INTRAVENOUS PYELOGRAM

IVP, PREVIOUS

Code
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INSTRUCTIONS FOR PATIENTS REGARDING

RESPONSES TO QUESTIONS

We want to get your opinion about your in-
structions for an intravenous pyelogram.
I will ask you a number of questions which can
be answered by one of the five responses on this
card. The responses are stronaly agree, agree,
uncertain, disagree, and stronaly disagree.

Should you strongly agree with the question,
answer, "strongly agree". If you do not have a
strong feeling or opinion, answer, "uncertain".
If you just agree, answer, "agree". If you dis-
agree or strongly disagree, give me the appro-
priate reply.

The responses are strongly agree, agree,
uncertain, disagree, or strongly disagree.

lo4
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