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The Relationship between Nurses' Perception of
Organizational Justice and Their Organizational Commitment
at King Abdullah Hospital in Kingdom of Saudi Arabia

Abeer Mohamed Zakaria &  Nervana Abdel-Rhman Gheith
Lecturers in Nursing Administration Department,
Faculty of Nursing, Mansoura University

Abstract

Researchers have broadly defined organizational justice as “people’s perceptions of
fairness in organizational settings”. Nurses evaluate reward allocations focusing on
loyalty in terms of fairness and that these fairness perceptions, in turn, influence the
level of commitment of nurses .Nurses commitment have gained more attention due
to the expectation that committed nurses will act in the best interest of an
organization. So the aim of this study was to investigate the relationship between
nurses' perception of organizational justice and their organizational commitment. The
study was conducted in a 300 beds, king Abdullah Hospital affiliated with the
Ministry of Health in Kingdom of Saudi Arabia in all units (n = 13 units). The study
sample was 250 nurses who were available in the selected settings at the time of data
collection. Two tools were used in data collection; the first tool was Organizational
Justice Questionnaire Sheet (OJQS) which is used to measure nurses' perception of
organizational justices. It includes four types: distributive, procedural, interpersonal
and informational justice. The second tool was Organizational Commitment
Questionnaire Sheet (OCQS). This tool was used to examine nurses' perception
regarding their organizational commitment. It contained three types: affective,
normative and continuance commitment. The results revealed that a positive
correlation was between organizational justice and organizational commitment
components (r = 0.382, p = <0.001). It recommends that nurse managers should
promote organizational justice by several ways, such as openly describe the fair
procedures they are using and explain decisions thoroughly in a manner
demonstrating dignity and respect. Besides, using unbiased, accurate information and
applying decision rules consistently.

Introduction:

In today's rapidly changing work life, the study of organizational
justice has emerged as an extremely popular topic in human resource
management, organizational behavior, industrial —organizational
psychology and may become increasingly important to nurses (Elovainio
et al, 2002).

Organizational justice is an umbrella term used to refer to
individuals’ perceptions about the fairness of decisions and decision-
making processes within organizations and the influences of those
perceptions on behavior (Lavelle, Rupp and Brockner, 2007; and
Blader and Tyler, 2003).

The management and marketing disciplines have traditionally

Zagazig Nursing Journal January; 2009 Vol.5 No.8
1



Dr. Abeer M. Zakaria The Relationship between Nurses' Perception of
Organizational Justice & Their Organizational Commitment

distinguished among them three types of fairness: distributive justice
(fairness of outcome distributions, e.g., promotions and salary increases),
procedural justice (fairness of the process by which decisions are made,
e.g., performance evaluation ), and interactional justice (fairness in the
quality of the treatment one receives during the enactment of the
procedures and policies (Miller, Siegel and Reinsten, 2007; Brian, et
al., 2006). While, Hess and Ambrose, (2003) split interactional justice
into two distinct types of justices: interpersonal justice which defined as
the fairness of interpersonal treatment provided during the enactment of
procedures and distributions of outcomes, and informational justice
which defined as the fairness of explanation and information.

The assessment of organizational practice and behavior of authority
figures in terms of fairness does not usually depend on how fairly the
nurse was actually treated, but rather on how fairly the nurse perceives
that she/he was treated (Greenberg, 1993). The literature on employee-
employer relations shows that an employee expects the organization to
treat him/her with respect ,dignity, honesty and to extend equal treatment
to all members (Ladebo, Awotunde and Saghir, 2008; Janssens, Sels,
and Van den Brande, 2003).

The importance of studying justice in the work place has been
underscored by findings that nurses' perceptions of justice can result in
negative nurse behaviors such as organizational retaliatory behaviors,
which can be costly and have an economic impact on the organization
(Sinclair, 2005). Counterproductive behaviors refer to theft, sabotage, or
even lawsuits against employers. We should keep in mind that
organizations are comprised of human beings, and organizational actions
that can have substantial effects on nurses' well-being (Rahim et al.,
2001).

In their study, Ladebo, Awotunde and Saghir, (2008) provided
empirical evidence that perceived supervisor unfairness may influence an
employee to engage in aggressive behavior. Studies that have examined
effects of supervisory behaviors on individual employee's outcomes have
come up with interesting findings. Zellars, Tepper and Duffy, (2002)
reported that subordinates who worked with abusive supervisors
performed less organizational citizenship behaviors than their non abused
counterparts. Further, subordinates of abusive supervisors had less trust in
their supervisors and weaker organizational commitment (Duffy &
Ferrier, 2003).

Organizational justice research, which focuses on the role of
fairness as a consideration in the workplace, has demonstrated that fair
treatment has important effect on individual employee attitudes, such as
satisfaction, absenteeism, and commitment (Colquitt et al., 2001).
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Commitment in the workplace is a concept that has attracted a
great deal of attention from scholars in many disciplines including
industrial psychology, industrial sociology management, business
administration, public administration and nursing administration (Cohen,
2003 and Ingersoll et al., 2000). Organizational commitment is defined
as “the willingness of social actors to give their energy and loyalty to
social systems, the attachment of personality systems to social
relationship, which are seen as self-expressive”. Another author defined
commitment as a force that binds an individual to a course of action that
Is in relevance to a particular target (Meyer et al. 2001).

Meyer and Allen (1991) developed a framework that was
designed to measure three different types of organizational commitment:
(@) Affective commitment refers to employees’ emotional attachment,
identification with, and involvement in the organization. Employees with
a strong affective commitment stay with the organization because they
want to (b) Continuance commitment which refers to the employees’
assessment of whether the costs of leaving the organization are greater
than the costs of staying. Employees who perceive that the costs of
leaving the organization are greater than the costs of staying remain
because they need to (c) Normative commitment which refers to the
employees’ feelings of obligation to the organization. Employees with
high levels of normative commitment stay with the organization because
they feel they ought to (Brown, 2003).

There are many factors affecting organizational commitment which
includes: identification, trust, investment of personal skills and effort,
participation, feeling positive about work, voice and equity. Committed
employees are more productive, and help to create a more effective work
organization (El-Shaer, 2002). In addition, some situational factors have
been linked to organizational commitment which are: (a) job
characteristics (including job scope, role conflict, and role ambiguity),
(b) organizational characteristics (that focus on efficiency and adaptation,
as they relate to organizational effectiveness), and (c) work experience
(including organizational dependability, personal importance to the
organization, leadership style, social involvement, and work relationship)
(Gregersen and Black, 1992).

Furthermore, a wide range of personal characteristics have been
linked to organizational commitment such as gender, age and tenure, and
education (Randall, 1993). The most predictable positive behavioral
outcome of organizational commitment is organizational loyalty, whereas
the negative aspect of the concept is the intention to leave or turn.
Consequences of organizational commitment includes: the interest, the
intention to remain, the stability and attendance, retention and job effort
(El-Shaer, 2002).

Zagazig Nursing Journal January; 2009 Vol.5 No.8
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The relationships between justice types and employee commitment
can be readily translated to the organizational level. Organizational
policies and procedures formed share the bases for the employees
procedural justice perceptions, and the managers behavioral norms may
be formed as a shared basis for employees interpersonal justice
perceptions (Schminke, Ambrose and Cropanzano, 2000). These
shared justice perceptions, in turn, may create a situation that promotes or
inhibits positive attitudes toward supervision and employee affective
commitment to the organization (Simons and Roberson, 2003).

So the aim of this study was to investigate the relationship between
nurses' perception of organizational justice and their organizational
commitment.

Materials and Methods:
Setting:

This study was conducted in all units at King Abdullah Hospital,
which is affiliated to the Ministry of Health in the Kingdom of Saudi
Arabia. It includes 300 beds and 13 departments named; burn,
education, medical (two units), emergency, rehabilitation, haemodialysis,
pediatric, Intensive care, Labor and Delivery, Surgical (three units),
Neonate intensive care unit , operating theater (eight room), and
outpatient department, describing three floors.

Subjects:

A purposive sampling technique was used to select the study sample
of 250 nurses from those available in the selected settings at the time of
data collection and meet inclusion criteria to join the study .The inclusion
criteria for nurses were: working in the selected setting for at least 6
months prior to the data collection to be oriented for working conditions,
and able to express opinion about organizational justice and
organizational commitment.

Study tools:

Two tools were used for data collection, namely: Organizational
Justice  Questionnaire  Sheet and Organizational Commitment
Questionnaire Sheet.

First tool was Organizational justice questionnaire sheet developed by
Colquitt (2001). It was designed to collect data about nurses' perception
of organizational justices. This tool consisted of two parts the first part
covered the demographic characteristics of nurses such as: age, years of
experience, unit of work, marital status, and nationality data . The second
part consisted of 12 questions that cover 4 types of justices includes;
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distributive 3 items, procedural 3 items, interpersonal 3 items and
information 3 items .
The response was on a 5 point Likert scale that could be (almost always,
greatly, moderately, slightly, almost never) which were respectively
scored as 5, 4,3,2,1. Scoring system by Colquitt (2001). Interpreted as
e Higher scores (12-15) reflect higher perceived amount of the type
of fairness.
e Lower scores (3-6) reflect lower perceived amount of that type of
fairness.

Second tool was Organizational Commitment Questionnaire Sheet
(OCQS) which was developed by Meyer and Allen (1991). It was adapted
for use in this study in order to measure nurses' commitment in King
Abdullah Hospital. It consisted of 18 questions that cover 3 types of
commitment, includes; affective commitment 7 items, normative
commitment 5 items and continuance commitment 6 items.

The response was on a 5 point likert scale that could be (strongly agree,
agree, neither agree nor disagree, disagree and strongly disagree) which
were respectively scored as 5, 4,3,2,1.

Methods:

Following institutional approval, the tools were tested for its content
relevance and language, by 6 experts from medical staff and 6 nurse
managers from King Abdullah Hospital. The necessary modifications
were made. A pilot study was carried out on 25 nurses to assess the
clarity of the statements and time required to complete the questionnaire.
After giving consent, subjects completed the questionnaires while they
were in their work settings, completing the questionnaire took about 20
minutes. Data collection, review and coding were completed during the
period from March 2008 to April 2008.

Statistical analysis:

Data entry was done using Epi-Info 6.04 computer software package,
while statistical analysis was done using SPSS 11.0 statistical software
packages. Pearson correlation analysis was used for assessment of the
inter-relationships among various scales. Statistical significance was
considered at p-value < 0.05.

Results:

Table (1): shows the demographic characteristics of the study
sample. Regarding the table, the highest percent of the study sample
(66.4%) were at age group from 25 — 35 years, while the lowest percent
of them (5.2%) were over 45 years of age. Regarding to sex of study
sample, the highest percent of them (85.6%) were females. It can be
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observed that the majority of study sample (62.8%) had from 1 — 5
experience years, while the minority of them (14%) had more than 10
experience years. As regard to educational qualification, the highest
percent of study sample (52.8%) had bachelors' degree and the lowest
percent of them (1.6%) had master degree. As regard to nationality, the
highest percent of study sample (43.6%) were Filipino and the lowest
percent of them (.4%) were Syrian. As regard to departments, the highest
percent of study sample (20%) were working in intensive care units and
the lowest percent of them (2.0%) were working in Haemodialysis

Table (2): shows the mean of the study sample perception of
organizational justice and organizational commitment. As seen in this
table, the total mean of nurses' perception of organizational justice was
(4298 + 9.79). Regarding organizational justices types, the table
illustrated that the highest mean of nurses' perception of organizational
justices were for distributive justice (11.17 + 3.05), whereas interpersonal
justice were the lowest (10.32 + 3.06). Meanwhile, the total mean of
nurses' perception of organizational commitment was (58.15 + 8.50).
Regarding to organizational commitment types, this table explored that
the highest mean of nurses' perception of organizational commitment was
for affective commitment (21.95 + 3.80), whereas nurses' perceived
normative commitment as the lowest one (16.67 + 3.04).

Table (3): shows the mean of the study sample perception of
organizational justice and organizational commitment according to age.
As seen in the table, the highest mean of organizational justice and
organizational commitment were for nurses who were over 45 years old
(47.08 + 8.03, 61.69 + 4.19 respectively).Whereas nurses under 25 years
old were the lowest (40.41 + 9.07, 57.10 + 8.16 respectively). Also, the
table explored that there is no statistically significant differences between
nurses' age and their perception of organizational justices (P = 0.163) and
organizational commitment (p = 0.380).

Table (4): shows the mean of the study sample perception of
organizational justices and organizational commitment according to
nationality. From the table, the highest mean of nurses' perception of
justice was for Sudan nurses (54.5 + 2.12), while the highest mean of
nurses' perception of organizational commitment was for Bangladeshi
nurses (64.17 + 11.84).Whereas the lowest mean of nurses' perception
regarding organizational justices and organizational commitment
(35.67+2.08, 52.0 + 4.36 respectively) go to Tunisian nurses. Generally,
there is no statistically significant differences between nurses nationality
and organizational justices (P = 0.534) and organizational commitment (P
=0.082).
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6



Dr. Abeer M. Zakaria The Relationship between Nurses' Perception of
Organizational Justice & Their Organizational Commitment

Table (5): shows the mean of the study sample perception of
organizational justices and organizational commitment according to
educational qualification. As seen in this table, there is statistically
significant differences between the study sample educational qualification
and the mean of their perception of organizational justice (P = 0.002) and
organizational commitment (P = 0.015). This table illustrated that the
highest mean of nurses' perception of organizational justice and
organizational commitment goes to nurses' who had Master degree (50.5
+ 5.74, 66.25 + 9.67 respectively).Whereas nurses who had Associate
degree had the lowest perception of organizational justice and
organizational commitment ( 40.83 + 8.93, 56.73 + 8.46 respectively).

Table (6): shows the mean of the study sample perception of
organizational justices and organizational commitment according to
department. From the table, there is statistically significant differences
between departments and the mean of nurses' perception of organizational
justice (P = 0.007), and organizational commitment (P = 0.002).
Accordingly, the table indicates that nurses working in pediatric
department had the highest perception mean of organizational justice and
organizational commitment (49.23 + 9.09, 66.08 + 11.95
respectively).Whereas nurses working in medical department had the
lowest mean of perception regarding organizational justice and
organizational commitment (39.29 + 11.82, 52.94 + 8.37 respectively).

Figure (1): Pearson correlation among scores of organizational
justice and organizational commitment. As explored in this figure, there
Is statistically significant difference and positive correlation between
organizational justice and organizational commitment components (r =
0.382, p = <0.001).

Discussion:

Organizational justice focuses on the role of fairness as a consideration in
the workplace, has demonstrated that fair treatment has important effect
on nurses' attitudes, such as satisfaction, commitment (Colquitt et al.,
2001, and Tekleab et al., 2005). Research on perceived organizational
support demonstrates that an organizations commitment to employees is
important for maintaining higher levels of employees' commitment to
their organization (Eisenberger et al., 2001). Researches conducted
across a variety of contexts (e.g., layoffs, drug testing, and pay cuts) in
both laboratory and field settings demonstrates the importance of treating
nurses in a fair manner (Konovsky, 2000). From this point of view, the
present study aimed to investigate the relationship between nurses'
perception of organizational justice and their organizational commitment.
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The results of the present study revealed that there were

statistically significant positive correlation between nurses' perception of
organizational justice and organizational commitment components. The
higher levels of organizational justice, particularly distributive justice,
perceptions are related to more positive organizational commitment. A
similar positive correlation between perceptions of organizational justice
and organizational commitment was determined by Cohen-Charash &
Spector, (2001), Colquitt, et al., (2001) and Konovsky (2000) who
examined justice at the individual level and indicated that fairness is a
correlate or predictor of a number of notable organizational outcomes.
They noticed that perceptions of fairness have been positively associated
with favorable employee attitudes and behaviors including organizational
commitment, organizational support, work performance, and trust in
management. In the same line Simons and McLean, (2000) show that
fair policies and treatment of employees in organizations may increase an
organizations' capability to address the needs of its customer base.
Fair treatment of employees appears to translate into both employee
retention and enhanced customer service, as employees are more
committed to the organization and its goals and both employee retention
and customer service satisfaction affect profitability.

The nurses at King Abdullah Hospital perceived justice distribution
as the highest organizational justice. This might be due to the reason that
nurses have an opportunity to correct decisions made about them in work
and express their view about their pay, benefits. They also have an
opportunity for promotion. Promotion is given to the nurses based on the
eligibility of qualification and efficiency in maintaining the rapport at
work place. Nurses perceived the situation as equitable, the right
allocation rule being applied and nurses see their outcomes/input ratio as
equal to others.

On the other hand, nurses in the present study perceived
interpersonal justice as the lowest organizational justice .This finding
may be due to the result that many nurses considered their superior
treating them with less dignity and respect , not refraining from making
inappropriate comments , not treated politely by superior and not provide
nurses with information concerning how their outcomes are determined
.In contrast, these results were opposed with the result of Hanges, Aiken
and Chen (2008) who found that justice distributive were the lowest,
whereas interpersonal justice were the highest. In addition Cropanzano
et al (2001) suggested that employees not only consider the different
types of justice (i.e., distributive, procedural, and interactional) but also
consider the agent of the situation that is perceived as fair or unfair. Also,
distributive justice was found to be related to such work outcomes as pay
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satisfaction, job satisfaction, organizational commitment and trust in
organization (Cohen-Charash & Spector, 2001).

In the present study, nurses at King Abdullah Hospital perceived
affective commitment as the highest organizational commitment. The
explanation of that may be due to the fact that nurses belong to the
department, emotionally attracted and feel their department staff as part
of their family. On the other hand, nurses in the present study perceived
normative commitment were the lowest organizational commitment. This
might be due to the reason that nurses do not feel any obligation to
remain with their current hospital, feel that this hospital do not deserve
their loyalty and that nurses do not feel any guilt if she /he left the
hospital now In this respect, Brown (2003) has contented that,
affective, continuance, and normative commitment were components
rather than types because employees could have varying degrees of all
three, (for example, one employee might feel both a strong attachment to
an organization and a sense of obligation to remain. A second employee
might enjoy working for the organization but also recognize that leaving
would be very difficult from an economic standpoint. Finally, a third
employee might experience a considerable degree of desire, need, and
obligation to remain with the current employer).

Although the present study show no statistically significant
difference between nurses perception of organizational justice and
organizational commitment and their age groups .The nurses whose age
under 25 years were least perceived organizational justice and committed
to their hospital while nurses who aged were above 45 years were most
perceived organizational justice and most committed to their hospital .
Less commitment among younger nurses may be explained by the lack of
social support, work overload, and lack of reward. This finding is
consistent with that of EI Shaer (2002), who showed no significance
between nurses perception of organizational commitment and their age
groups .The nurses whose age range from 20-30 years were least
committed to their hospital while nurses who aged above 31 years were
most committed to their hospital. With the same point of view, Ahmad
and Bakar (2003) found that age correlates positively with
organizational commitment. Older employees have significantly higher
affective commitment than the younger employees. Also, Kivimaki et
al., (2005) found that a higher level of justice was associated that older
age. Men who perceived higher levels of justice were more likely to be
married having higher employment grade, compared with those who
perceived lower levels of justice. A higher level of justice was also
associated with lower job strain and lower effort-reward imbalance. The
level of justice was not significantly associated with cholesterol level,
hypertension, smoking, alcohol consumption.
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However, the present study revealed statistically significant
differences in the mean of nurses' perception of organizational justice and
organizational commitment according to educational qualifications. It
indicates that the highest mean of nurses' perception of organizational
justice and organizational commitment were for nurses who had Master
degree. Whereas nurses who had associate degree were the lowest. In
this respect, Mathieu and Zajac (1990) stated that educational level is
reported to be negatively correlated with organizational commitment.
They found that increased education can produce higher expectations for
recognition and reward. This would increase the likelihood of educated
employees feeling inadequately rewarded by their employers and
diminishing the level of organizational commitment. Also Kivimaki,
(2005) found that employees who perceived higher levels of justice have
a higher educational level.

Furthermor, the relation of nurses' perception of organizational
justice and organizational commitment and their department, the present
study revealed a significant difference between them. However, the high
level committed nurses and perceived organizational justice were those
working in pediatric department. Whereas nurses working in medical
department were the lowest. The reason for this result may be due to the
fact that nurses in pediatric units feel a sense of control over their work
and a sense of support from their supervisor. Also this result is supported
by that of Laschinger et al. (2001), who stated that if nurses had access
to support, information, resources and opportunities, they have high self —
esteem, feel a sense of control over their work, engage in effective,
efficient work behaviors and are likely to be committed to the
department. In addition Ghallab (2001), found that the work environment
that provides nurses with information openly and honestly help them to
accomplish their work and increase the availability of structural power
characteristics. Commitment is also influenced by a number of other
variables, such as job characteristics; group leader relations,
organizational characteristics (Fischer). Also, Cohen-Charash and
Spectors (2001), meta —analysis of organizational justice research found
that both components of organizational justice-procedural and distributive
justice-perceptions are strongly related to supervisor satisfaction and trust
In supervisor.

Conclusion:

In conclusion, the study findings point to a positive correlation
between organizational justice and organizational commitment
components in the study setting, as perceived by nurses. The nurses
perceived justice distribution as the highest organizational justice, while
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interpersonal justice had the lowest organizational justice. Among the
three commitment components, affective commitment had the highest
mean score, while normative commitment had the lowest score.

Recommendations:
Based on the result of the present study, the following recommendation
are made

1- Nurse Managers should openly describe the fair procedures they are
using and explain decisions thoroughly in a manner demonstrating
dignity and respect using unbiased and accurate information.

2- Nurse managers should make sure that nurses are given adequate
explanations, and treated with sincerity and respect and given a say in
the decisions affecting them.

3- Decisions must be based on information that is accurate.

4- Nurse managers should assess the structures in their organizations to
identify barriers to staff nurses access to information, support, supplies
and opportunities in their units

5- Providing job information about hospital policies, rules, and
regulations.

6- Nurse manager should focus on creating positive emotional
atmosphere by setting a side time for regular confidence building
sessions and providing rewards for achievements.

7- Provision of an ongoing support through feedback and positive
reinforcement, discussion of nurses needs for further training or
educational programs and suggestions related to job.
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Table (1): Demographic Characteristics of the study sample (n = 250).

Demographic Characteristics No. Percent
Age in years:

<25 29 11.6
25— 166 66.4
35— 42 16.8
> 45 13 5.2
Sex:

Male 36 14.4
Female 214 85.6
Years of Experience

1- 157 62.8
5- 58 23.2
> 10 35 14
Educational qualification

High school 50 20
Associate/2-years degree 164 25.6
Bachelor degree 132 52.8
Master degree 4 1.6
Nationality

Indian 64 25.6
Egyptian 12 4.8
Tunisian 3 1.2
Filipino 109 43.6
Saudi 51 20.4
Bangladeshi 6 2.4
Syrian 1 A4
Sudan 2 8
Nigerian 2 8
Department

Burn 7 2.8
Education 10 4.0
Medical ward 17 6.8
Emergency 30 12.0
Rehabilitation 16 6.4
Haemodialysis 5 2.0
Pediatric 13 5.2
Intensive care unit 50 20.0
Labor &Delivery 32 12.8
Surgical ward 27 10.8
Neonate intensive care unit 18 7.2
Operating room 22 8.8
Outpatient 21 8.4
Zagazig Nursing Journal January; 2009 Vol.5 No.8
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Table (2): The Mean and SD of the study sample’s perception of organizational

justices and organizational commitment.

Items Mean + SD
Distributive Justice 11.17 + 3.05
Procedural Justice 10.70 + 4.39
Interpersonal Justice 10.32 + 3.06
Informational Justice 10.79 + 2.90
Total organizational justice 42.98 +9.79
Affective commitment 21.95+3.80
Continuance commitment 19.53 £ 3.62
Normative commitment 16.67 + 3.04
Total organizational commitment 58.15 + 8.50

Table (3): The Mean and SD of the study sample’s perception of organizational

justices and organizational commitment according to age.

Age in years Commitment Justice
<25 57.10 + 8.16 40.41 £9.07
25 - 57.89 + 8.43 42.77 +£10.30
35— 58.79 + 9.85 44.31 + 8.27
> 45 61.69 + 4.19 47.08 +8.03
Test of significance F=1029 F=1.720
P =0.380 P=0.163
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Table (4): The Mean and SD of the study sample’s perception of organizational
justices and organizational commitment according to nationality.

Nationality Commitment Justice
Indian 59.44 + 8.71 41.98 + 8.69
Egyptian 55.08 + 4.98 4517 +7.49
Tunisian 52.0 +4.36 35.67 + 2.08
Filipino 56.64 + 8.16 42.67 +10.98
Saudi _ 59.76 + 8.92 43.88 + 9.05
Bangladeshi 64.17 + 11.84 4550 + 11.62
Syrian 62 49
Eﬂ'giﬂan 60.5 + 2.12 54,5+ 2.12
63.0 + 4.24 44.50 + 3.54
o F=1779 F =0.880
Test of significance P = 0082 P=0534

Table (5): The Mean and SD of the study sample’s perception of organizational
justices and organizational commitment according to educational

qualification.

Educational Qualification Commitment Justice

High school 59.9+8.51 44.82 +8.20
Bachelors degree 59.19 + 8.0 45.52 + 11.69
Associate/2-years degree 56.73 + 8.46 40.83 +£8.93
Masters degree 66.25 + 9.67 50.5+5.74
Test of significance F=3561 F=5.183

P =0.015 P =0.002
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Table (6): The Mean of the study sample perception of organizational justices
and organizational commitment according to department.

Department Commitment Justice
Burn 60.71 £4.15 40.14 + 4.88
Education 59.9+6.15 46.0 + 7.48
Medical ward 52.94 + 8.37 39.29 +11.82
Emergency 57.60 + 6.93 40.40 + 8.58
Rehabilitation 62.0 + 9.08 42.31+7.85
Haemodialysis 57.20 +7.12 46.40 +9.21
rrf’t‘;'nastlr\'/‘; are unit 66.08 = 11.95 49.23 +9.09
Labor &Delivery 58.53 +7.47 40.75+7.59
Surgical ward 59.34 +£7.19 48.19+14.12
Neonate intensive care unit 54.70£7.43 40.04+8.83
Operating room 55.17 +5.68 41.89 +8.97
Outpatient 57.73+9.73 45.14 + 8.40
58.86 £ 11.0 42.9+7.83
L F =2.682 F=2.347
Test of significance P = 0.002 P = 0.007
Zagazig Nursing Journal January; 2009 Vol.5 No.8
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Figure (1): Pearson correlation among study sample perception of organizational
justices and organizational commitment.
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Abstract

Clinical education is vital for the preparation of professional nurses who can
function competently and independently in a diversity of nursing situations. The
present study aimed to assess competency of clinical instructors as perceived by
students and clinical instructors themselves at secondary technical nursing school-
Zagazig University. To achieve this aim, a descriptive research design was utilized.
The setting for this study was at secondary technical nursing school Zagazig
University. The study sample consisted of 80 nursing students at 3™ year and 30
clinical instructors. Data were collected by using students' questionnaire sheet,
clinical instructors' questionnaire sheet and researchers' observation checklist. Results
of the present study revealed that, all study subjects; instructors and students as well
as researchers' observation indicated that teaching competencies were the most
mentioned dimension from all dimensions measuring instructors' competency.
Concerning grand total competencies, the mean score as perceived by instructors,
students and observations showed that instructors over evaluated themselves. Based
on study result it was recommended that selection criteria for junior instructors must
be followed as having strong basis of clinical and communication skills to become
nurse instructor. Newly appointed clinical instructors must spend lor 2 years in
hospitals to acquire experiences in real nursing fields and to become competent on
clinical nursing skills. Newly appointed instructors should pass preparatory program
to prepare them to be competent. Collaboration between school system and hospital
administrator should be ensured to solve training problems.

Introduction

Nursing as a profession was built on knowledge from nursing
theory, research and practice, as well as humanitarian, natural and
behavioral sciences. Nursing values the systematic and purposeful
application of the nursing process to promote the optimal health of clients
(Thelan, et al., 1998). World Health Organization defined health as "a
state of complete physical, mental, and social well-being and not merely
the absence of disease". Illness is an acute or chronic lack of adaptation to
internal and environmental stressors (Harkness and Dinchor, 1999).

The domains of nursing include helping, teaching, coaching,
diagnostic, patient monitoring, managing rapidly changing situations,
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administering and monitoring therapeutic interventions, ensuring quality
of health care, and organizational and work-role competencies. Nursing
domains provide a framework for problem solving and describe what the
nurses do. Within the domains of nursing, the nursing process provides a
theoretical framework for guiding nursing care. It includes assessment,
diagnosis, planning, intervention, and evaluation of nursing practice
(Morton, et al., 2005).

Caring is essential to professional nurse practice and includes
appreciation of human diversity and respect for the rights of others
(Sullivan and Decker, 2005). It involves self-awareness and belief in
personal empowerment. It also includes maintaining academic and
practice standards to ensure the quality of the profession. Caring extends
beyond the limits of patients/clients, families, groups, and communities to
other nurses, other members of the health care team, and to self. Thus
caring was learned through a variety of life experiences and is enhanced
by experiencing caring practices among students, teachers, clients, and
members of the health care team (Haase and Miller, 1999).

Competence means possessing knowledge, judgment, skills,
energy, experience, and motivation to meet the demands of clinical
practice. Competence includes the technical skills of nursing as well as
skills related to problem solving, collaboration, and negotiation. Some of
the attitudes needed to become competent are inquisitiveness, willingness
to seek help, and an appreciation of lifelong learning. Cultural
competence was defined as "care that is sensitive to issues related to
culture, race, and gender", and is demonstrated by the ability to
implement appropriate nursing care within the context of an individual or
community values and health beliefs (Bozzo and Minarik, 2003).

Teaching and learning refers to dynamic and interactive process
designed to integrate knowledge research with professional nursing
practice. Teaching and learning are facilitated when both students and
faculty are actively engaged in the process (Jefferys, 2005).

Nursing care may be provided by a variety of practitioner. One of
the nurse categories who provide nursing care to patients in different
health care facilities is the diploma nurse (Smeltzer and Bare, 2004).

Schools of nursing provide diploma programs of nursing education,
which prepare competent generalists in the professional practice of
nursing within the context of community needs (Seng, 2000). Nursing
students are unique individuals who enter nursing with diverse
characteristics and experience. It is responsibility of the student to
actively pursue knowledge and experience and to develop intellectual
curiosity with a spirit of inquiry as a basis for lifelong learning (King &
Hibbison, 2000).
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Clinical instructors are qualified nurses who have advanced
training or experience that qualifies them to teach nursing skills. They
often specialize in a particular area of nursing practice such as long term
care, surgery, pediatrics, psychiatry, or case management. Nurse
instructors may work at colleges or universities, or may be hired to
provide training and continuing education for nursing personnel at
healthcare facilities (Kim, 2004).

Nurse educators combine clinical expertise and a passion for
teaching into rich and rewarding careers. These professionals, who work
in the classroom and the practice setting, are responsible for preparing
and mentoring current and future generations of nurses. Nurse educators
play a pivotal role in strengthening the nursing workforce, serving as role
models and providing the leadership needed to implement evidence-based
practice (William, 2006).

Typical responsibilities of the nurse educator include classroom
instruction, laboratory work, and/or coordinating, supervising and
evaluating student's interaction with patients in clinical settings. They
may also be expected to assist in recruiting and job placement activities
for students; attend workshops and clinical seminars; develop curriculum
and continuing education programs; and administer examinations,
evaluate student progress, and maintain student records (Detornyay,
2002).

Significance of the study:

Assessing the effectiveness of clinical instructors' role in terms of
competencies is important to maximize their strengths and overcome their
weaknesses.

Aim of study:

The aim of the study was to assess the competency of clinical
instructors as perceived by their students and the clinical instructors
themselves, at secondary technical nursing school-Zagazig University.

Subjects and Methods:

Research design: The present study used a descriptive comparative
design.

Setting: The study was conducted in secondary technical nursing school
at Zagazig University.

Subjects: Two groups of subjects were included in the study namely, all
nursing students enrolled at third year and their clinical
instructors.
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1- A total number of 80 students nurse from secondary technical
nursing school.

2- A total number of 30 clinical instructors from technical
nursing school were included in the study. They were actively
involved in clinical teaching.

Tools for data collection:

A questionnaire sheet was developed by the researcher to assess
competency of clinical instructors. The questionnaires were based
on relevant review of literature, namely (Dunn & Hansford,
(1997), Essa and Adam (1998), Allen, Bowers, & Dickkelman,
1999 Gaber (2004) and (Qaap, 2007). Which used as:

1-Instructors questionnaire sheet: This tool included two parts:
Part I: Demographic characteristics: age, years of experiences, marital
status, nursing educational level, job title and training sites.
Part II: Composed of 71 items grouped into 6 dimensions as follow:
1- Teaching competency (1-20) 20 items.
2- Clinical skills (21-28) 8 items.
3- Personality traits (29-40) 12 items.
4- Collaboration role (41-50) 10 items.
5- Role modeling (51-63) 13 items.
6- Facilitator role (64-71) 8 items.

2-Students' questionnaire sheet:

The first part: Demographic characteristics Such as age, marital status
and academic status.

The second Part: The same part I of the instructor's questionnaire was
used to identify the students' view of the competency of
their clinical instructors.

The third part: Observation checklist: Was developed by the researcher
to assess and observe clinical instructors competency. The items of the
observation checklist were the same as the questionnaire sheet that
described clinical instructors' behavior in training sites.

The questionnaire sheet and observation check list were revised and
adapted by nurse expertise to assess its content validity. Responses of
participants were measured on a five-point licker scale that range from 5
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(maximum score) for "strongly agree" to 1 (minimum score) for "strongly
disagree".

Administrative design:

Official permissions were obtained from managers of secondary
technical nursing school and Zagazig University Hospitals using proper
channels of communication.

Pilot study (a sample of 8 students and 3 clinical instructors) were
randomly selected to conduct pilot study to test the applicability of the
tools and to estimate the time consumed in their application.

Methods:

The researcher started by explaining the purpose of the study
briefly to the students in the classroom during break time. Clinical
instructors' sheets were individually distributed to the teachers. No
modifications were needed for both tools. Therefore, the pilot sample was
included in the total sample. The time consumed to answer each
questionnaire sheet ranged from 30-45 minutes. Sheets were collected in
the same day. Data collection took about one month. Respondents were
advised not to write down their names to ensure confidentiality.

Intermittent observation sessions were done twice per week two
hours in every session to observe behavior of clinical instructors during
clinical training. Each item was observed 3 times both in nursing
laboratory and in clinical areas. Data collection lasted for 2 months
during summer training from first of June to end of July 2007.

Statistical design:

Data were verified prior being computerized. The statistical
package for social sciences (spss ver 11.0) was used to analyze collected
data. Descriptive statistics were used e.g., mean, standard deviation,
frequency and percentage. Test of significance were applied to test the
study questions (i.e., Independent T-test and one way analysis of variance
(ANOVA) and Pearson's correlation coefficient were applied between
quantitative variables, significant level values was considered at p <
0.001.

Results:

Socio demographic characteristics of clinical instructors. More than
half (53.3%) of clinical instructors at the age group 30 < 40 years with a
mean = SD of (37.1 + 6.9) years, while (20%) of their age ranged from 20
< 30 with a mean age (37.1 £ 6.8145). Regarding Years of experience
(36.7%) of them ranged from 5<10 with a mean + SD (15.566 + 5.6)
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years. Most clinical instructors (93.3%) were married. More than half of
the clinical instructors (53.3%) had specialty diploma in nursing in
addition to the nursing diploma. As for job title (46.7%) was nursing
teachers. Training sites include university hospitals and schools skill lab
(43.3%).

Table (1): illustrate Clinical instructor's competency scores (mean
+ SD) related to first dimension (teaching competence) as perceived by
instructors shows that, the highest score was for " Answer students'
questions " (4.73 £ 0.449). While the lowest score was for: Prepare
educational meeting and conferences -effectively (3.00 + 1.203).

Teaching competency as perceived by students shows that, the
highest score was for " Answer students questions" (4.22 + 0.594). While
the lowest score was for " Prepare educational meetings and conferences
effectively " (3.125 £ 1.140).

Teaching competence through observed instructors' competency
shows that, the highest score was for: Answer student's questions (4.06 +
0.549). While the lowest score was for: Prepare educational meeting and
conferences effectively (1.73 + 0.621).

There was agreement with highest scores regarding "Answer the
students' questions" among clinical instructors self-perception, students
perceptions, and the observed instructors competency. In addition, there
was an agreement between clinical instructors and students' perception
regarding the item of "Prepare educational meetings and conferences
effectively" .This relationship had the lowest scores and was also
supported by the observed scores.

Table (2): Clinical instructors competency scores (mean + SD)
related to the second dimension (Clinical skills) as perceived by
instructors shows that, the highest score was for " Have the ability to
apply nursing skills on real patients " (4.80 + 0.406). While the lowest
score was for "Evaluate students at clinical field on real patients" (2.933 +
1.38).

Clinical skills as perceived by students' perception show that, the
highest score was for " Follow up the progress of students training "
(3.862 = 1.07). While the lowest score was for " Evaluate students at
clinical field on real patients (2.80 + 1.37). Clinical skills through
observed competency show that, the highest score was for: Apply all
subject content (4.70 + 0.466). While the lowest observation was for"
demonstrate technical skills in nursing in front of students " (2.355 +
1.064). It was found that there was agreement about clinical instructors'
competency in "Evaluate students at clinical field on real patients"
among clinical instructors self-perception and students perception. This
item gives the lowest score.

Zagazig Nursing Journal January; 2009 Vol.5 No.8
28



Khadra M. Atiea Competency of Clinical Instructors

Table (3): Comparison of total mean scores of instructors' self-
perception and students' perception, according to the table it was revealed
that instructors self-perception had the highest score (83.23+ 9.88) in
teaching competence, while the lowest score (31.97+£5.02) was in
facilitator role. Student's perception had the highest score (74.63+£10.93)
in teaching competence, while the lowest score (28.04+5.7) was in clinical
skills. It was observed that there was agreement between instructors self
perception and student perception about teaching competence. This item
was given the highest score.

Table (4): Comparison of total mean scores of instructors' self-
perception and observed competency. As regard instructors self-
perception the highest score (83.23+9.88) was given to teaching
competence, and the lowest score (31.966+5.02) was given to facilitator
role, while in observed competency, the highest score (64.11 + 6.39) was
given for teaching competence and the lowest score (25.62 = 2.44) was
given for facilitator role. There was an agreement between instructors as
self-perception and observed competency in relation to teaching
competency they given it the highest score and facilitator role, they given
it the lowest score.

Table (5): Comparison of total means score of students' perception
and observed competency. It was revealed that the highest score
(74.63+£10.93) was given for teaching competence through student
perception, while their perception about clinical skills was the lowest
score (28.0 £ 5.7). In relation to observed competency, the highest score
(64.11 = 6.395) was given for teaching competence while the lowest
score (25.62 = 2.44) was given for facilitator role, when comparing both
student perception and observed competency it was observed that
teaching competency had the highest score.

Table (6): Shows that grand total competence mean scores as
perceived by clinical instructors were the highest scores (296.03 +
32.4818), while observed competencies of clinical instructors had the
lowest scores (231.022 £+ 16.259). This difference was statistically
significant approved.

Table (7): Correlation matrix of clinical instructors' age and years
of experience with their total competency scores. The finding revealed
that there is no correlation found between age and years of experience
with total competency scores.

Discussion:

Clinical practices have been acknowledged as being "the heart" of
nursing education that combines art and science. Nursing can be defined
as a practice profession in which the student applies theory learned in the
classroom, but must learn to do so with patients in real situations often
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involving life and death matters (Rodger, 1998). Hospitalized patients
require nursing care throughout their illness the basic nurse training
designed to educate the student to understand the process of illness and to
contribute skillfully to the patients well being (Dixon, 2003).

Nurse educators play a pivotal role in strengthening the nursing
workforce, serving as a role model and providing the leadership needed to
implement evidence-based practice. They help students and practicing
nurses to identify their learning needs, strengths and limitation, as well as
select learning opportunities that will build on strengths and overcome
limitations (Knoop, 1995). The present study aimed to assess the
competency of clinical instructors as perceived by students and clinical
instructors themselves at secondary technical nursing school — Zagazig
University.

Regarding socio demographic characteristics of clinical instructors
the findings revealed that the age of clinical instructors ranged from 20 to
50 years. The highest percent of clinical instructors were in the age group
30 < 40, and this finding reflected the school system that mandates every
clinical instructor to keep in contact with training site because there is no
promotion ladder in nursing schools even if clinical instructors' age is
about fifty years, the teacher should be responsible about a group in
training sites. Therefore, the majority of clinical instructors had years of
experience ranging from 5 < 10 years, and those having experience from
twenty years or more, represent about one third of the study sample.

Regarding nursing educational level of clinical instructors the
present study revealed that about half of clinical instructors had specialty
diploma, and the least percent had baccalaureate degree. This finding was
supported by Merrbeau, (1992) who declared that, a clinical instructor is
any nurse who teaches nursing practice to undergraduate students and be
responsible for the bulk of student nurses education. On the contrary,
Ellen, (2004) stated that nurse educators should be prepared at the
master's or doctoral level and practice as faculty member in colleges,
hospital based schools of nursing or technical schools.

Regarding teaching competency, the study clarified that the clinical
instructors competency in "Answer the students questions" through
clinical instructors self perception, students perception and observation
was given the highest score. This finding might be due to the fact that one
of the important competencies of any teacher is answering student's
questions which might reflect on their self respect and self image in front
of students. Also instructors and student's perception as well as
observation revealed the same result regarding the item of "prepare
educational meetings and conferences effectively". This might be due to
the fact that the instructors didn't know how to prepare these meetings

Zagazig Nursing Journal January; 2009 Vol.5 No.8
30



Khadra M. Atiea Competency of Clinical Instructors

because they didn't attend training programs to develop their teaching
abilities since their graduation.

When observing the item "Attend training programs regularly"”, it was
observed that it was scored low. The lowest scores were given to
"Prepare educational meetings and conferences effectively". There was an
agreement of instructors and students perception and researchers'
observation which support the previous finding. This result agrees with
Gaber (2004) who mentioned that when clinical instructors attend
clinical conferences, this makes them play an important role in
facilitating clinical learning.

Concerning clinical skills of clinical instructors in relation to self
perception and students' perception, the findings of this study revealed
that "Evaluate students at clinical field on real patients" had the lowest
scores. It might be due to absence of clinical exams in the school.
Furthermore, observed competency of clinical instructors had the lowest
scores for the item "Demonstrate technical skills in nursing in front of
students". Followed by the item "Have the skill to apply nursing skills on
patients" in relation to students perception and observed competency.

Severinsson (1998) reported that clinical instructors are faced with
two different demands, the competency in nursing and competency in
teaching. Nurses who are skillful practitioners are not necessarily
competent teachers. Similarly, effective classroom teachers may not
possess the clinical competency expected of proficient parishioners.
Clinical instructors were over estimating themselves. This might be due
to the fact that clinical instructors work as teachers in the school
immediately after graduation without strong clinical experience and /or
training preparation. This finding was in agreement with Cronenwett &
Redman (2003) who reported that critical appraisal of clinical teaching
role of faculty instructors suggest that teachers may have inadequate
knowledge for practice and they remain rigidly bound to the confines of
the course curriculum. Also, this finding is congruent with that of Abd-
El Alim (2007) who indicated that clinical teaching program was
effective in improving clinical teaching performance of clinical
instructors.

Concerning comparison of total mean scores of instructors self
perception, students perception and observed competency of all
dimensions the study findings revealed that, teaching competency was
ranked as the highest dimension among all dimensions . This finding
might be due to the fact that more than two thirds of the study group had
preparation in education through specialty diploma in teaching and about
one third of them had master degree and both programs involved
theoretical and practical methods of teaching and curriculum
development which help clinical instructors to be competent in teaching.
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The finding was congruent with Khatab (1995) and Gaber (2004) who
illustrated that teaching competency of instructors is the most important
factor affecting learning in the clinical experience as perceived by the
majority of nursing students and clinical instructors themselves.

Furthermore, role model was ranked as the second competency
through clinical instructors self perception, students perception and
through observed competency. They perceived the clinical instructors to
function as professional role model. Oliver and Florence (2002) stated
that role modeling has long been recognized in nursing as one of the most
powerful ways in which learning occurs in the clinical setting and
facilitates application of principles learned in the classroom.

In addition, comparison of total mean scores of instructors self
perception and students perception of all dimensions in relation to clinical
skills revealed low scores in relation to other dimensions. This finding
was supported by Kelly (1998) in a study which showed that the main
factors leading to inadequate performance of nursing instructors in the
clinical setting included presence of conflict, stress and anxiety in the
ward teaching situation, feeling as a guest on the ward, and having little
control over patients or the educational process there. On the same line
Fey, (2000) and Abd-ElAlim (2007) found that student nurses noted that
increase work load of the clinical teacher result in decrease in
communication, clinical knowledge and skills, quality of patient care and
team work.

In relation to grand total competency the present study concluded
that the instructors overvalued themselves, and the observed competency
had the lowest score while students perception comes in between the two
values .this difference was statistically significant. Peterson (1995)
concluded that students are good sources of information about their
instructors because they know their own situation well, have closely and
recently observed a number of instructors.

In relation to correlation matrix between clinical instructors age and
years of experience with their total competency scores, it was found that
there was no statistically significant correlation between age and years of
experience with total competency scores of clinical instructors self
perception. This finding agreed with (Mohamed et al, 2001 and Hashim,
2000) who found a highly statistically significant difference between
nurses qualifications and their knowledge and practice. The same result
was in disagreement with Gaber (2004) who reported that there were
statistically significant correlation between years of experience and
clinical instructor's effectiveness.
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Conclusion

This study was done to assess the competency of clinical
instructors as perceived by students and clinical instructors themselves at
secondary technical nursing school-Zagazig University. Based on the
most important findings of the study, it can be concluded that all study
subjects either instructors self perception or students perception, and
observed competency considered teaching competency as the best
competency in the rank of all dimensions of clinical instructors
competencies. While clinical skills of clinical instructors were the least
ranked competency. In relation to competencies perceived by instructors
themselves versus students and the observed competencies, it was
concluded that, the clinical instructors overvalued themselves in relation
to both students perception and observed competencies.

Recommendation

Based of findings of this study, the following recommendations can be
deduced:

1- Selection criteria of junior instructors must be followed as having
of strong basis of clinical and communication skills to become
nursing instructors.

2- Clinical instructors must spend lor 2 years in hospitals to acquire
experiences in real nursing fields and become competent on
clinical nursing skills.

3- Instructors should pass preparatory program to prepare them to be
competent teachers focusing on preparation of educational
meetings, evaluation of students at clinical field, decision making,
and preparation of periodical meeting with nursing staff and
students.

4- A spirit of mutual cooperation should exist between the teacher and
students in order to be able to work in team.

5- Competent evaluation system should be developed in the school to
improve the quality of clinical instructor's performance.

6- A Plan should be designed to empower clinical instructors and
ensure participation in decision making.

7- Clinical instructors must be available continuously to provide
guidance and support during student's clinical performance.

8- Collaboration between school system and hospital administrator
should be ensured to solve training related problems.
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Table (1): Mean score of Instructors' and students' perception of clinical
instructors' teaching competency versus observation
Instructors self Students' observed
perception perception competency
No =30 No =80 No =30
Items _ _ _
X+£SD X+£SD X+£SD
1- Answer the students' questions. 4.73 £0.449 4.22 £0.594 4.066 + 0.549
2- Prepare educational meeting and 3.00 £1.203 3.125+ 1.140 1.73 £0.621
conferences effectively.
3- Have basic knowledge for 4.533 +£0.507 4.125 £0.643 3.777+0.614
educational process.
4- Relate theoretical knowledge to 4.533 £730 4.075 £ 1.17 2.644 +0.486
practice.
5- Act as a resource person for 3.90 £ 1.295 3.462+1.10 2.644 + 0.486
information during clinical
practice.
6- Utilize learning opportunities to 3.66+1.15 3437+£1.07 2.766 £ 0.897
promote students knowledge and
skills.
7- Ask queStiOHS relevant to clinical 440+ 0.621 3.63+1.07 3.55+ (0.822
practice under consideration.
8- Communicate knowledge to 3.93% 1172 3.95 % 825 2.311 £0.630
students in a good manner.
9- Evaluate the level of students 4.66 + 0.479 3.537+1.19 3.68 +0.705
understanding.
10- Share in oral examination to 4.23 +1.00 3.625+1.15 3.33+0.727
invert real experiences at the
field.
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Table (1) (cont.): Mean score of Instructors' and students' perception of clinical
instructors' teaching competency versus observation

Instructors self Students' observed
perception perception competency
Items _ — —
No =30 No =80 No =30
X £SD X +SD X £SD
11- Explain steps of procedure 4.20+0.961 4.162 £0.818 2444 £1.122
before starting application.
12- Attend training programs 3.73+1.172 3.36+1.22 2.188 £0.681
regularly.
13- Explain method of evaluation 433+0.711 3.55+1.01 3.62+0.676
to students.
14- Have adequate theoretical
knowledge. 4.666 + 1.26 3.762 +£0.875 3.95+0.565
13- Explain objectives at the 4233 +1.006 370+ 1.17 3.455 £ 0.972
beginning of the course.
16- Speak in clear and heard voice
+ +
during explanation. 3.80 £ 1.063 3.85 4+ 0.995 3.366 = 0.602
17- Diversify questions to students 4.43 + 0.679 3.044 + 0.592
through training. ' ' 3.937 +0.932 : :
18- Encourage students to
participate in discussion during 4.40£0.814 3.65+1.191 3.811+0.755
application in the laboratory.
19- Interested in how the students
learn. 4.566 % 0.679 3.875 + 1.09 3.33+£0.581
20- gsgféfizzz?gieachmg methods 466 + 0.785 30560
3.58 £1.098 ) '
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Table (2): Mean score of instructors' and students' perception of
instructors' clinical skills versus observation
Instructors self Students' observed
perception perception competency
No =30 No =80 No =30
Items _ _ _
X +SD X +SD X +SD
21- Help all students to acquire 4.26 £0.639 3.80 + 1.083 3.45+0.755
skills during clinical training.
22- Demonstrate technical skills in 4.133 £0.973 3.587+1.25 2.355 £ 1.064
nursing in front of students.
23- Evaluate students at clinical 2933 +£1.38 2.80+1.37 3.611 +0.547
field on real patients.
24- Ensure the effectweness of 430 + 0.952 350+1.018 4,088 + 0.537
equipment before starting
application.
25- Encourage students to use up- 4.03+1.09
to-date tools and equipment. 3.625+1.05 3.377+0.426
26- Follow up the progress of
+
students training. 4.50+0.629 3.862 + 1.07 4.50 +0.629
27- Apply all subject contents. N
28- Have the ability to apply 3';8 : 8-382 365040915 | 4.70+0.466
nursing skills on real patients. ) ) 3.15+1.185 2.50£0.809

Table (3): Comparison of instructors' self-perception and students' perception

utilizing T-test

T-test for equality of
Instructors self Students' perception means
perception
Dimensions Max Max T df P<
score score

1-Teaching competence | 98.00 [ 83.23+9.88 | 98.0 | 74.63+10.93 -3.764 | 108 | **0.00
2-Clinical skills 40.0 33.66+£3.72 | 40.0 28.00£5.71 -5.038 | 108 [ **0.00
3- Personality 60.0 49.30+£5.35 | 60.0 42.44+8.53 -4.105 | 108 | **0.00
4-Collaborator 50.0 42.40+£5.72 | 48.0 35.91+7.09 -4.486 | 108 [ **0.00
5- Role model 65.0 55.47+£7.41 | 61.0 48.83+7.35 -4.202 | 108 | **0.00
6- Facilitator 40.0 31.9745.03 | 40.0 30.86+5.24 -0.99 [ 108 | 0.323

**pP<.01
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Table (4): Comparison of instructors' self-perception and observed competency
utilizing T- test

Instructors self

Observed competency

T-test for equality of

perception means

Dimensions Max Max

score score T df P <
I-Teachingcompetence | 98.00 | 83.23+9.88 | 77.67 | 64.11+6.40 -8.897 58 *%0.000
2- Clinical skills
3- Personality 40.0 | 33.66+3.717 | 33.33 26.18+2.95 - 8.626 58 **0.000
4- Collaborator 60.0 49.30+£5.35 | 47.67 | 38.76+4.00 - 8.633 58 **0.000
5- Role model 50.0 42.40+5.72 30.0 31.65+2.83 -9.208 58 **0.000
6- Facilitator 65.0 | 55.46+£7.408 | 57.0 44.67+4.18 - 6.946 58 **0.000

40.0 | 31.966+5.02 | 30.33 25.62+2.44 -6.215 58 **0.000

**p<.01

Table (5): Comparison of students' perception and observed competency.

Students Observed T-test for equality of
perception competency means
Dimensions Max Max
score score T df P<

1-Teachingcompetence | 98.0 | 74.63£10.93 | 77.67 | 64.11+6.40 | 4.954 | 108 | **0.000
2- Clinical skills 40.0 | 280.0+£5.71 | 33.33 | 26.1842.95 | 1.652 | 108 0.101
3- Personality 60.0 | 42.44+8.53 | 47.67 | 38.76+4.00 | 2.259 | 108 0.026
4- Collaborator 48.0 | 35.91£7.09 30.0 | 31.65+2.83 | 3.185 [ 108 0.002
5- Role model 61.0 | 48.83+7.35 57.0 | 44.674.18 | 2.921 | 108 0.004
6- Facilitator 40.0 | 30.86£5.24 | 30.33 | 25.62+2.44 | 5.248 | 108 | **0.000

**p<.01
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Table (6): Grand total mean scores of competency as perceived by instructors
and students and observed competency.

X +SD F P. value
Instructors self perception 296.03 £ 37.11
Students perception 260.68 + 44.85 26.363 <0.000
Observed competency 231.022 £22.80

Table (7): Correlation matrix of clinical instructors' age and years of experience
with their total competency scores.

Age raw Years of Teaching Clinical Personality Collaboration Role Facilitator Grand
instructors experience competence skills total scores total scores model total scores total
total score total total scores
scores scores
Age raw instructors
0.827
Year of experience
P 0.000
0.145 0.146
Teaching competenc
& COMPEINEY | 0444 | 0.440

total score

0.320 0.296 0 .826*

Clinical skills total 0.085 0.112 0.000
scores

0.211 0.171 0.793* | 0.702*
Personality total 0263 0.367 0.000 | 0.000
scores

Collaboration total

0.102 0.079 0.844* 10.706* | 0.815%
0.591 0.698 0.000 0.000 0.000

SCcores

0166 | 0.142 | 0.733* | 0.666* | 0.701* 0.898*
Role  model total | 200 | 6454 | 0.000 | 0.000 | 0.000 0.000
SCOores

Facilitator total scores

0.257 0.255 0.401* [ 0.394* | 0.559* 0.641%* 0.758*

0171 | 0173 | 0028 | 0031 | 0.001 0.000 | 0.000
0211 | 0192 | 0908* |0819*| 0.876* 0.953* | 0.918* | 0.700*
Grand total scores 0263 | 0311 0.000 | 0.000 | 0.000 0.000 0.000 | 0.000

* Significant correlation
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Nurses' Practice Related to Invasive Procedures in Intensive
Care Units at Zagazig University Hospitals
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Abstract:

Background: Quality patient care is provided through sustaining excellence in
nursing services. The delivery of critical care that is both appropriate and of the
highest quality possible is a major concern of critical care nurses who provide or
direct this care. AIM: to assess nurses’ knowledge and practice related to standards of
nursing care for invasive procedures in intensive care units at Zagazig University
Hospitals. Research question: Do nurses have adequate knowledge about invasive
procedures? Do nurses follow the standard of nursing care while practice invasive
procedures in intensive care units? Subjects and Methods: This descriptive study
was carried on a sample of 85 nurses working at emergency and surgical 1CUs at
Zagazig University Hospitals. Tools for data collection included a self-administered
questionnaire, an observation checklist and guidelines sheet for the nurses it contains
of all information about four invasive procedures. Results: Nurses age ranged
between 17 and 33 years with experience mean £SD 4.2+3.3 years, and 89.4% of
them had diploma degree in nursing. Nearly all nurses had satisfactory knowledge
regarding IV cannula and urinary catheter, but only 61.2% had satisfactory knowledge
related to enema. Adequate practice was very low especially for nasogastric tube
(3.5%), and urinary catheter (18.8%). Diploma nurses had more satisfactory
knowledge about enema (p=0.025). Attendance of training programs was leading to
increase nurses’ knowledge about nasogastric tube (p=0.048). Bachelor degree nurses
had more adequate practice in nasogastric (p<0.001) and enema (p=0.033)
procedures. Conclusion and recommendations: Nnurses’ knowledge about the four
studied invasive procedures in ICUs is better than their performance. Higher nursing
qualification and attendance of previous training courses had a positive impact. It is
recommended that the nursing orientation and in-service training programs stress on
practical training. Also, diploma nurses would need more training. Other reasons
underlying the poor performance need to be investigated and corrected.

Introduction:

Quality has always been a primary concern in the health care field. In
recent years, the quality of service delivery has become an important
focus of attention for everyone employed in health care (Yorder-Wise,
2007). Nurses, as well as all other health care providers, are accountable
for quality DeLaune & Ladner (2002). Quality patient care is provided
through sustaining excellence in nursing services (Robert, 2005). The
preparation of practitioners who are client-oriented is one of the basic
roles of education for satisfying clients’ needs (Schroeder, 2007).
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Performance standards describe what should be done within
reasonable condition to achieve the expected quality care (Sale, 2000).
Standards for acute and critical care nursing practice describe the practice
of the nurse who cares for an acutely or critically ill patient (Medina,
2005; Bell, 2005). These standards are important to reduce fragmentation
and enhance a consistent focus of care, and to create clinical tools such as
guidelines, care maps and clinical pathways. They also provide a
foundation for evaluation of competencies and quality of care (Canadian
Association of Nephrology Nurses and Technologists, 2001).

An intensive care unit is a healthcare design for critically or
seriously ill patients who are unable to communicate their needs or who
require deliberate planned observation, and highly skilled nursing care.
Due to the type of ICU patients and their critical conditions, there is a
need for improving nurses’ knowledge and practice to deal with patients’
health problems (Adam and Osborn, 2005). The delivery of critical care
that is both appropriate and of the highest quality possible is a major
concern of critical care nurses who provide or direct this care (Abd El
Fatah, 2002). Hence, critical care nurses must be lifelong learners
because increasing information from multiple perspectives helps them
when dealing with the continuous increasing in intensity, complexity of
patient care in a period of rapidly developing technology (Dan forth and
Smith, 2001).

Critically ill patient in intensive care units often need different
types of invasive procedures, whether diagnostic or therapeutic. The
commonly used invasive procedures in these units include central venous
catheter, peripheral intravenous (IV) cannula, urinary catheter insertion,
nasogastric tube, and enema (Duell and Martin, 2004). All invasive
procedures are associated with increased risk for infection as any invasive
device that enters the body provides a portal of entry for microorganisms,
thus increasing the chance for infection (Mehall et al., 2002). Thus, it has
been reported that 50% of hospitalized patients inserting 1V cannula get
nosocomial infections. Also, 15-25% of all hospitalized patients with
urinary catheter acquire urinary tract infections (Black and Hawks,
2005; Bezzina, 2007).

Therefore, all invasive procedures must be performed with aseptic
techniques (Kilger et al., 2001). Moreover, nurses require knowledge and
skills to practice such procedures safely in their areas and improve
service delivery for the benefit of their patients (Depledge and Gracie,
2006).
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In Egypt, a national nursing standards guidelines booklet was
developed by the Ministry of Health and Population (MOHP, 1998), and
distributed at various hospitals, including Zagazig University Hospitals.
Nonetheless, the researchers noticed a high incidence of nosocomial
infections and complications among ICU patients at Zagazig University
Hospitals. Therefore, the current study was conducted to assess nurses’
knowledge and practice related to invasive procedures in these settings.

Aim of the study:

The aim of this study is to assess nurses’ knowledge and practice related
to invasive procedures in intensive care units at Zagazig University
Hospitals.

Research questions:

1- Do nurses have adequate knowledge about invasive procedures?

2- Do nurses follow the standard of nursing care while practice invasive
procedures in intensive care units?

Subjects and Method:
Study design: A descriptive design was used in conducting this study.

Study setting: The study was carried out at the two intensive care units
(Surgical and Emergency ICUs) at Zagazig University Hospital; their
capacity was 15 and 14 bed respectively. The two units are satisfactory
equipped, bbut some equipment needed during insertion of invasive
procedures is not available.

Subjects: All nurses working in the two ICUs were recruited. Their total
number was 85 nurses, 26 from the emergency ICU and 59 from the
surgical 1ICU. The only inclusion criterion was a minimum of one year
experience in ICU.

Tools for data collection: The data collection tools included a self-
administered questionnaire and an observation checklist.

Self-administered questionnaire: The researcher developed this
guestionnaire to assess nurses’ knowledge related to standards of nursing
care about invasive procedures in intensive care unit. It was based on the
Ministry of Health and Population (MOHP, 1998) booklet in addition to
related literature (Mallet and Dougherty, 2000; Dewit, 2001; Proehl,
2004; Perry and Potter, 2006). The first part of the gquestionnaire was
concerned with nurse’s personal (socio-demographic) characteristics as
age, qualification, experience, attendance of training courses, and marital
status. The second part of the questionnaire aimed to assess nurses
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knowledge about invasive procedures:peripheral IV cannula (19
questions), female urinary catheter (17 questions), nasogastric tube (17
questions), and cleansing enema (16 questions). Questions were either
true/false, or multiple choice.

Scoring: For each knowledge item, a correct response was scored 1
and the incorrect zero. The scores of the items of each area of
knowledge were summed-up and the total divided by the number of the
items, giving a mean score for the area. These scores were converted
Into a percent score, and means and standard deviations were
computed. Knowledge was considered satisfactory if the percent score
was 60% or more and unsatisfactory if less than 60%.

= Observation checklist: This checklist was developed to assess nurse’s
practice of the four invasive procedures. It was guided by various
pertinent sources (MOHP, 1998; University of North Carolina
Hospital, 2006; Wilkinson and Van Leuven, 2007). The checklist
included four main parts for the four invasive procedures: peripheral
IV cannula insertion (30 items), female urinary catheter insertion (53
items), nasogastric tube insertion (46 items), and administering
cleansing enema (47 items).

Scoring: The items observed to be done correctly were scored “1” and
the items not done or incorrectly done were scored “0”. For each area,
the scores of the items were summed-up and the total divided by the
number of the items, giving a mean score for the part. These scores
were converted into a percent score, and means and standard deviations
were computed. The practice was considered adequate if the percent
score was 60% or more and inadequate if less than 60%.

Guidelines sheet: This guidelines was given for the nurses it contains of
all information about four invasive procedures: peripheral 1V cannula
insertion, female urinary catheter insertion, nasogastric tube insertion,
and administering cleansing enema according to standards. These
standards describe the practice focus on; before Procedure, during
procedure and after procedure.

Pilot study

A pilot study was carried out in order to test the feasibility of the
study and the clarity and applicability of the tools. It was done on ten
staff nurses. As no modification was done in the tools, the pilot sample
was added to the total study sample. Face and content validity of the tools
were ascertained by a panel of seven experts in Medical-Surgical Nursing
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who revised the tools for clarity, relevance, applicability,
comprehensiveness, and ease for implementation. According to their
opinion, minor modifications were applied.

Fieldwork

The data collection procedure of this study was executed in six
months, from March to August, 2007. Preparation was done by meeting
with units’ heads to clarify the objective of the study and the applied
methodology. A nurses’ time schedule and the nurses’ assignment sheets
were obtained in order to plan for data collection. Then, the researchers
met with the study subjects, and explained to them the purpose of the
study and their role in filling the questionnaire sheet. Distribution of the
questionnaire sheet was done after the end of morning shift for nurses
working at morning shift, and to nurses in the afternoon (evening shift)
before starting their work. Observation was done intermittently, 4
hours/session, three sessions /week. According to patients’ needs to
studied invasive procedures, observation was done. Observation sessions
were done in the three shifts. Each nurse was observed for all the studied
invasive procedures.

Administrative and ethical considerations

An official permission for data collection in Zagazig University
Hospitals was obtained from the hospital administration by submission of
a formal letter from the Dean of the Faculty of Nursing. Meeting and
discussion were held between the researchers and the nursing
administrative personnel to make them aware about the aim of the
research, as well as, to get better cooperation during the implementation
phase. Also, each nurse gave her consent to participate before starting
data collection. They were informed about the confidentiality of any
obtained information, and about their right to refuse or withdraw at any
time.

Statistical analysis

Data entry and statistical analysis were done using SPSS 15.0
statistical software package. Data were presented using descriptive
statistics in the form of frequencies and percentages for qualitative
variables, and means and standard deviations for quantitative variables.
Qualitative categorical variables were compared using chi-square test.
Whenever the expected values in one or more of the cells in a 2x2 tables
was less than 5, Fisher exact test was used instead. Statistical significance
was considered at p-value <0.05.
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Results:

Table (1) describes the study subject's personal (socio-
demographic) characteristics. Their age range between 17 and 33 years,
with mean +SD 22.9+3.7 years, and two-thirds are married. The majority
of these nurses had diploma degree in nursing (89.4%). Their experience
ranged between one and 14 years, with mean +SD 4.2+3.3 years. Slightly
less than two thirds of them (74.1%) had attended training courses.

Table (2) shows that most of the studied nurses (97.6%) had
satisfactory knowledge regarding IV cannula and urinary -catheter
(96.5%). Conversely, less than two-thirds of them had satisfactory
knowledge related to enema (61.2%). As for their practice of these
invasive procedures, the table indicates much lower percentages of
adequate practice. This was most evident for nasogastric tube (3.5%), and
urinary catheter (18.8%).

The relation between nurses’ knowledge about invasive procedures
and their nursing qualification is presented in Table (3) The only
statistically significant relation was with knowledge about enema
(p=0.025). It is evident that more diploma nurses had satisfactory
knowledge in this area, compared to bachelor degree nurses, 65.8% and
22.2%, respectively.

Table (4) points to one statistically significant relation between
training programs attendance and nurses’ knowledge about studied
invasive procedures, which was with nasogastric tube (p=0.048). As the
table illustrates, 73.0% of the nurses who attended training programs had
satisfactory knowledge, compared to 50.0% of those who did not attend.

Concerning the relation between nurses’ practice of invasive
procedures and their nursing qualification, Table (5) demonstrates
statistically significant relations with nasogastric (p<0.001) and enema
(p=0.033) procedures. It is evident that bachelor degree nurses had higher
percentages of adequate practice in both procedures, compared to
diploma degree nurses.

Table (6) presents the relation between nurses’ practice of invasive
procedures and their attendance of training programs. Although the
practice was generally higher in those who had attended training
programs, none of the differences could reach statistical significance.
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Discussion:

Many invasive procedures such as LV. cannulation, urinary
catheterization, nasogastric tube insertion, and enema are performed in
intensive care units. Although great care is taken to control morbidity and
prevent mortality, this invasive environment places intensive care unit
patients and staff at a great risk of infection (Grant, 2001). The need to
provide quality care increased the demand for skilled nurses (Danforth
and Smith, 2001; Owens et al, 2001; Smith and Curran, 2003).
Compliance with nursing care standard in performing invasive procedure
Is therefore crucial. Hence, it is important to evaluate nurses’ knowledge
and practice in this critical area at Mansoura University Hospital (Abou
Shady et al.,, 2001). The present study aim was to assess nurses’
knowledge and practice related to standards of nursing for invasive
procedures in intensive care units.

The study subjects consisted of 85 nurses working in the two
intensive care units (surgery and emergency intensive care units) at
Zagazig University Hospitals. The majority had diploma degree as in
most similar settings in Egyptian University Hospitals (Abou Shady,
2001; Attia, 2001; Abd-EIl Fatah 2002; Abd El-Lateef, 2003and Abd
El-Khalik, 2006).

Four invasive procedures, namely IV cannula, urinary catheter,
nasogastric tube, and enema were selected for assessment in the present
study. This choice was based on the importance and frequency of use of
these procedures. The present study results demonstrated very high level
of knowledge regarding 1V cannula, where almost all nurses had related
satisfactory knowledge. The finding is in agreement with many previous
studies that revealed that the majority of nurses had correct knowledge
about 1V cannula (Silman, 2005; Dougherty and Lister, 2006; Bowden,
2007). This high level of knowledge could be attributed to the importance
of 1V cannulation procedure as an integral part of professional nursing
care, and it is given to up to 50% of hospitalized patient (Abd El-Khalik,
2006).

The present study nurses had also very high levels of knowledge
regarding insertion of female urinary catheter, and most of them had
satisfactory knowledge in this area. Similar findings were reported by
Proehl (2004) and Hussein (2005) who found that most of the studied
subjects gave complete correct answers about urinary catheter.

Concerning nurses’ knowledge about the insertion of nasogastric
tube, the present study indicated that slightly more than two thirds of
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them had related satisfactory knowledge. This relative deficiency in
knowledge could be explained by the fact that the use of nasogastric tube
is less than IV cannula and urinary catheter. Therefore, nurses’
knowledge about it would decrease by time. The rate of satisfactory
knowledge was less than that reported by Taha (2004) and Wilkinson
and Van Leuven (2007) who found that majority of nurses reported
correct answers related to general knowledge about nasogastric tube.

The fourth procedure assessed in the present study was the
administration of enema. The study findings revealed that nurses’
satisfactory knowledge related to enema was the lowest of the four
procedures. This finding could be attributed to the fact that this procedure
Is well-known and practiced in the community, and hence nurses might
have given no importance to the scientific background related to its
administration, and neglecting it as a procedure in orientation programs in
ICU. The finding is in congruence with Osman (2001) who similarly
demonstrated unsatisfactory levels of knowledge related to enema among
studied nurses.

Assessment of the present study nurses’ practices of the four
invasive procedures under study revealed a major deficiency. This was
particularly evident as regards nasogastric tube and urinary catheter
insertion, which were observed to be adequately done by a minority of
them. These findings are in agreement with Silman (2005) who reported
that the performance of nurses related to urinary catheter in I C Us was
poor. On the same line, El-Kafafy (2001) demonstrated a high rate of
urinary tract infection due to poor compliance to aseptic technique during
the insertion of the catheter. Similarly, Gad Allah (2007) found poor
nurses’ performance of urinary catheterization, especially in compliance
to aseptic technique. Also, as regards enema, the present study is in
congruence with Amer (2001) who found that nurses’ related
performance was substandard. On the contrary, Taha (2004) reported a
high level of performance related to nasogastric tube insertion among
studied nurses.

This poor practice of the present study nurses, compared to the
high levels of satisfactory knowledge reflects the very well-known
theory-practice gap. As Williams and Wilkins (2002) emphasized,
nursing needs a theoretical base that shapes and reflects its practice.
Hence, knowledge alone without practice has no effect on the quality of
nursing care (Sliman, 2005). Moreover, as indicated by Hinchliff et al.,
(2003), all health care practitioners in contemporary practice are required
to have both the knowledge and understanding of the professional
framework for practice and must demonstrate this through their practice.
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They are required to have good knowledge to safely provide patient care
(Smith and Curran, 2003).

The poor practice of studied invasive procedures demonstrated in
the present study could be attributed to a number of reasons. Among
these reasons is the lack of standardized nursing care procedures and
unavailability of guideline manuals that describe all nursing procedures in
intensive care units, which are of great importance as indicated by
O'Reilly (2003) and Berman et al. (2002). Another possible reason
could be the lack of the facilities and equipment needed for compliance
with nursing care standard in performing invasive procedures, e.g., sterile
draping. This has been demonstrated by Hussein (2005) who reported
that the inadequacy of supplies was an important reason for the observed
inadequate nurses’ performance in critical care units. Other possible
reasons could be the shortage of nurses, which would lead to work
overload by non-nursing activities added to their nursing tasks, lack of
supervision, and absence of role model as clarified by Cannaby et al.
(2002) and Messmer et al. (2004).

The effect of nurses’ qualification and attendance of training
programs on their knowledge and practice of studied invasive procedures
was also examined in the present study. It was found that bachelor degree
nurses were better in certain areas of knowledge and practice. These
present study findings are in line with Attia (2001) who similarly
reported statistically significant relations between nurses’ knowledge and
their qualifications. The finding is however in contradiction with Abd ElI-
Aziz (2003) who could not reveal any statistically significant association
between nurses’ level of knowledge and their nursing qualification.

The current study has also revealed that nurses who had attended
previous training programs had statistically significantly better
knowledge levels in some of the procedures. However, training programs
had no significant effect on their performance. This could be explained by
the more emphasis given to theoretical rather than practical issues in
training programs. The study finding is in congruence with Abdeen
(2001) who found that previously trained nurses had more satisfactory
levels of knowledge.

Conclusion and Recommendations:

Based on the main study findings, it is concluded that nurses’
knowledge about the four studied invasive procedures in ICUs was much
better than their practice. Higher nursing qualification was associated
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with better knowledge and practice, while attendance of previous training
courses had a positive impact only on their knowledge.

Therefore, it is recommended that the nursing orientation and in-
service training programs give more stress to practical training. Also,
diploma nurses would need more training. The provision of procedures
manual handbooks containing necessary information related to all nursing
procedures rendered to patients in ICU could be of help. Continuous
evaluation and monitoring of nurse's performance in ICUs should be
done. Other reasons underlying the poor practice need to be investigated
and corrected such as lack of standardized nursing care procedures and
unavailability of guideline manuals that describe all nursing procedures in
intensive care units, lack of the facilities and equipment needed for
nursing care standard in performing invasive procedures.
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Table (1): Personal (Socio-demographic) characteristics of the studied nurses

(n=85)
Socio-demographic characteristics No. %
Age in years:
<20 18 21.2
20- 61 71.8
30+ 6 7.1
Mean +SD 22.9 £3.7
Range 17 - 33
Marital status:
Single 34 40.0
Married 51 60.0
Nursing qualification:
Diploma in nursing 76 89.4
Bachelor degree in nursing 9 10.6
Experience (years):
<5 48 56.5
5- 32 37.6
10+ 5 59
Mean +SD 4.2 +£3.3
Range 1-14
Attended training courses:
Yes 63 74.1
No 22 25.9

Table (2): Nurses knowledge and practice regarding the studied invasive
procedures (n= 85)

Satisfactory Adequate

Invasive procedures | knowledge (60%+) practice (60%+)

No. % No. %
I.V. Cannula 83 97.6 32 37.6
Urinary catheter 82 96.5 16 18.8
Nasogastric tube 57 67.1 3 3.5
Enema 52 61.2 36 42.4
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Table (3): Relation between nurse's knowledge about invasive procedures
and their qualification

Nursing qualification
Invasive procedures Bachelor Diploma Test vari;Je
No. % No. %

Cannula:

Satisfactory (60%+) 9 100.0 74 97.4

Unsatisfactory (<60%) 0 0.0 2 2.6 Fisher 0.80
Urinary catheter:

Satisfactory (60%+) 9 100.0 73 96.1

Unsatisfactory (<60%) 0 0.0 3 3.9 Fisher 0.71
Nasogastric tube:

Satisfactory (60%+) 4 44.4 53 69.7

Unsatisfactory (<60%) 5 55.6 23 30.3 Fisher 0.15
Enema:

Satisfactory (60%+) 2 22.2 50 65.8

Unsatisfactory (<60%) 7 77.8 26 34.2 Fisher | 0.025*

(*) Statistically significant at p<0.05

Table (4): Relation between nurse's knowledge of studied invasive procedures
and their attendance of training programs

Attendance of training programs 2
. X p-
Invasive procedures No Yes test | value
No. % No. %
Cannula:
Satisfactory (60%+) 21 95.5 62 98.4
Unsatisfactory (<60%) 1 4.5 1 1.6 Fisher | 0.45
Urinary catheter:
Satisfactory (60%+) 20 90.9 62 98.4
Unsatisfactory (<60%) 2 9.1 1 1.6 Fisher | 0.16
Nasogastric tube:
Satisfactory (60%+) 11 50.0 46 73.0
Unsatisfactory (<60%) 11 50.0 17 27.0 3.91 | 0.048*
Enema:
Satisfactory (60%+) 12 54.5 40 63.5
Unsatisfactory (<60%) 10 45.5 23 36.5 0.55 0.46
(*) Statistically significant at p<0.05
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Table (5): Relation between the observed nurses’ practice of the studied invasive
procedures and their qualifications

Nursing qualification X2
Invasive procedures Bachelor Diploma test p-value
No. % No. %

Cannula

Adequate (60%+) 4 44.4 28 36.8

Inadequate (<60%) 5 55.6 48 63.2 Fisher 0.72
Urinary catheter

Adequate (60%+) 3 33.3 13 17.1

Inadequate (<60%) 6 66.7 63 82.9 Fisher 0.36
Nasogastric tube

Adequate (60%+) 3 33.3 0 0.0

Inadequate (<60%) 6 66.7 76 100.0 | Fisher | <0.001*
Enema

Adequate (60%+) 7 77.8 29 38.2

Inadequate (<60%) 2 22.2 47 61.8 Fisher | 0.033*

(*) Statistically significant at p<0.05

Table (6): Relation between observed nurses’ practice of the studied invasive
procedures and their attendance of training programs

Attendance of training programs 2
. X p-
Invasive procedures No Yes test | value
No. % No. %
Cannula
Adequate (60%+) 6 27.3 26 41.3
Inadequate (<60%) 16 72.7 37 58.7 1.36 | 0.24
Urinary catheter
Adequate (60%+) 4 18.2 12 19.0
Inadequate (<60%) 18 81.8 51 81.0 Fisher | 1.00
Nasogastric tube
Adequate (60%+) 3 13.6 10 15.9
Inadequate (<60%) 19 86.4 53 84.1 Fisher | 1.00
Enema
Adequate (60%+) 7 31.8 29 46.0
Inadequate (<60%) 15 68.2 34 54.0 1.35 | 0.25
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Abstract

Background: The endless criticism of mal- practice of graduates of the Baccalaureate
degree nurses, and the dissatisfaction of the graduates themselves, in addition to the
chronic complaints of stakeholders and students from their clinical evaluation grades,
paved the way to think about the problem. Factors that lead to the project are: A. Lack
of permanent professors in the participating schools, B. Complaints of the newly
appointed clinical instructors from lack of formal and informal preparation for
carrying out the role of clinical assessment. In addition, of the clinical instructors
reports of lack of objective assessment checklist. The objectives of the study were:
Capacity building (CB) of clinical instructors and assistant lecturers to develop a
Learning Guide and Standardize Clinical Assessment checklist and use it for
assessing student nurses' clinical performance. The study utilized a quasi
experimental design using pre-post and retention — test after one year from the
Capacity Building Intervention. Subjects: were 100 CI working at three Community
universities in Egypt. The study was carried out at the three faculties of Nursing.
Method: Tools for data collection included: A questionnaire that was used for pre,
post and retention test (after one year) to illicit personal profile of subjects, knowledge
about: clinical assessment, developing learning guide and assessment checklist, and
attitude towards clinical assessment. B. An observation checklist, to assess
participants' performance while assessing students in clinical environment before and
after the CBI, a third observation was done after one year. Results: results showed
that the intervention was successful in increasing the knowledge, improving the
attitude and improving the practice while evaluating student nurses. The project was
effective in developing a clear, comprehensive, applicable, and objective assessment
tool and capacity building of participants.

Key wards: Capacity Building, Clinical Trainers, Learning Guide, Clinical
Assessment Checklist.

Introduction

Capacity building and development is an organized, goal-directed
process to achieve career progression and growth. It is plan pursued over
the entire span of professional career that should be consciously
integrated into daily activities (Bateman et al., 2008). Capacity building
of faculty requires clear vision/mission - for professional plan, self-
motivation, self confidence, job support, a good mentor, a plan to
attaining professional goals that needs development, and continual re-
assessment and development (Hussein, 2005).
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The learning-teaching process is an ongoing, dynamic, interpersonal
process whereby both the learner and the teacher grow. Teaching is the
facilitation of learning based upon various principles of education as well
as the theories in human development and learning. Through the learning-
teaching process, the clinical instructor facilitates students' performance
(Bulman & Schutz, 2004).

Clinical teaching is often a high-pressure activity. Clinical
instructor (CI) is a mentor for students to help them diagnose the patient.
Cl role includes effectively diagnose how the student is framing the
problem and appropriately address that problem or question at hand.
Studies show that mentorship improves self-confidence, influences goal
setting, improves coping skills and enhances goal attainment (Cole,
2008).

Skill acquisition is a major element of the Mastery Learning
Model The process of mastery learning starts by knowledge acquisition
in class room settings using different teaching strategies, then, skill
acquisition in skill labs, to reach competency development through
coaching, mentoring and performance support (Health Workforce
Development, 2006).

Competency is inherent to the practice of nursing. It is defined as
the ability to plan and carry out knowledgeable, efficient and safe nursing
care and assumes an awareness of one’s own limitations Clinical
instructors are required to master the core competencies that include: 1)
achieving a well accepted knowledge base, 2) practicing safe and
efficient nursing care, and 3) be able to help students demonstrating basic
nursing skills (Downing & Haladyna, 2004).

The goal of clinical assessment in nursing education remains the
development of reliable measurements of student performance which,
have predictive value for subsequent clinical competence, providing
feedback to students regarding their clinical performance, using a
standardized clinical assessment checklist to assess clinical performance,
(Hussein, 2005).

A learning guide is an evidence —based, competency —base learning
tool that contains a step- by- step approach to perform a clinical
procedure. It is used by CI as a teaching aid. A learning guide is valuable
because it help student to understand the specific sequence of the steps in
the procedure; and skill acquisition, in addition it facilitates peer
assessment and ensures standardized performance of the clinical
procedure (Hussein, 2005). The steps for developing a learning guide are:
Selection of a clinical procedure to be taught; break the procedure down
into major tasks to be accomplished before, during and after the
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procedure; break down each major task into individual steps that cannot
be further broken down; arrange steps in logical sequence; identify steps
that can be simultaneously, use national and international standards to
ensure that all the steps are technically correct (Health Workforce
Development 2006).

Clinical assessment checklist is an objective assessment tool used to
evaluate students' competency in performing a clinical procedure. It is
derived from the corresponding learning guide. And it lists the essential
tasks in performing a clinical procedure after removing all the detailed
description that is included in the learning guide. It is a valuable objective
tool used for correction and feed back assessment of student performance,
also, it has high level of inter- rater (examiners) reliability. The student
evaluation tool should not serve as the sole entity for making judgments
about the quality of the clinical learning experience. This tool should be
considered as part of a systematic collection of data that might include
reflective student journals, self-assessments provided by clinical
education sites (Health Workforce Development 2006 & Hussein et
al., 2008).

This study is part of a project funded by the Higher Education Enhancement
Project Fund (HEEPF) from 2005- 2007.

Need for the study

There were constant complaints of newly appointed clinical
instructors from lack of formal and informal preparation for carrying out
the role of clinical assessment. In addition to lack of clear, applicable,
objective, and comprehensive clinical assessment checklist to use while
assessing students in clinical setting.
A pilot study was conducted in the year 2004 for Master students (n=25)
and Doctorate Degree students (n=12) who were attending courses of
Methods of Research in Nursing, Critical Analysis of Research, Primary
Health Care and Community Health Nursing, at Faculty of Nursing,
Menoufiya University. The researcher asked the participants 5 questions
regarding: Role of clinical teacher, objectives of clinical teaching, attitude
toward clinical assessment, methods of clinical assessment; degree of
satisfaction with clinical assessment. The results of the questionnaire was
alarming since the majority of participants failed to answer all the
questions. In addition, they expressed a need for development courses and
a valid, reliable and objective assessment tool.

The objectives of the study:
Capacity  building (CB) of clinical instructors and assistant
lecturers to develop a Learning Guide and Standardize Clinical
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Assessment Checklist and use it for assessing student nurses' clinical
performance.

Subjects and Method:

Research design

A quasi experimental design using pre-post and retention- test,
after one year from the Capacity Building Intervention (CBI) was used.
Subjects and method:

The original subjects who participate in the project were 23 clinical
instructor, 33 assistant lecturers and 4 lecturers working at three
universities in Egypt namely Tanta, Zagazig and Menoufiya University).
However, for maximization of the benefits of the project the three
faculties of nursing nominated 40 clinical instructors to participate in the
project. So, the total number of subjects became 100. The lecturers
participated in the study were recruited to be coaching the participants for
training and activities.

Setting:

The study was carried out at each of the participating universities
Tanta, Zagazig and Menoufiya University.

Tools for data collection:

A. A guestionnaire that was developed by the researchers and measured
for content validity - by a group of three professionals in the field of
nursing education- was used for pre, post and retention test (after one
year) to illicit personal profile of subjects, knowledge about: clinical
assessment, developing a learning guide, developing an assessment
checklist and participants’ attitude towards clinical assessment.

B. An observation checklist, that was developed by the researchers and
measured for content validity - by a group of three professionals in the
field of nursing education- to assess Cl performance while assessing
students in clinical environment before and after the CBI and a third
observation was done after one year. The observation checklist
contains dichotomous responses (yes, No) statements regarding CI's:
communication skill with student (4 statements), using checklist for
assessment (one statement), guidance (6 statements), and giving
feedback (5 statements) giving professional direction to students (3
statements). Each statement was given a score from zero (negative
response) and one to the positive response. A mean score for
participants were computed and a mean score for each university was
computed.

The global score ranged from zero to 18, a cut off point equal or less
than 12 was considered as serious deficits in participant attitude, and
a score of 16 is considered as accepted level of performance, while
more than 16 is considered superior (exceed expectations). This score
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was adopted from Bateman et al. (2008) and measured for inter- rater
reliability, consistency and content validity by the same group of
professionals.

The success rate: of the project in developing participants' knowledge,
attitude and skills towards clinical assessment measured by the
following equations:

Knowledge percentage post -intervention - knowledge percentage pre intervention X100

Total no. of studied participants

Attitude percentage post-intervention - Attitude percentage pre intervention x100

Total no. of studied participants

Practice percentage post-intervention - Practice percentage pre intervention x100

Total no. of studied participants

Implementation process

Integrate the Health Workforce Development (2006) for developing a
Learning Guide (LG) and Assessment Checklist (AC) using the same
strategy to develop the learning guide and assessment checklist for Adult
Health Nursing I, II.

The Health Workforce Development, (2006), developed before (LG)
and (AC) for areas of Pediatrics, Obstetric /Gynecology and Community
Health Nursing Department. Implementation process includes the
following steps:

1. Review international best practices models and introducer Mastery
Learning Model and Performance - Oriented teaching strategy
(lecture, group discussion, demonstration/ re-demonstration, and
simulation), while training clinical instructors and assistant lectures
at the clinical laboratories of nursing faculties that involved in the
project.

2. Train the four lecturers to coach the CI activities, and work in the
project as training team.

3. Develop the CBI of faculty' skills in clinical evaluation through-
implementation of 4 training sessions and 4 workshops. For time
constrains the educational materials were emailed to participants
who were not able to attend the training sessions.

4. Train assistant lecturers and clinical instructors on methods to
develop a learning guide and a checklist. Participants who failed to
develop a correct clinical assessment checklist were coached till
they fully understand the method.

5. Use the developed checklists while assessing students in the lab, to
assess its clarity, applicability, objectivity, comprehension while
assessing student nurses' clinical performance.

Zagazig Nursing Journal January; 2009 Vol.5 No.8
68



Dr. Amal A. Hussein Capacity Building of Clinical Trainers

6. Measure the validity and reliability of the developed learning guide
and checklist by a group of three professionals in nursing
education.

7. Evaluate the success rate of the CBI by measuring the difference
between post intervention percentage for knowledge, attitude and
skills and pre intervention percentage divided by total no. of
studied participants (100), all multiply by 100.

Results:

Table (1) presents the personal/ professional characteristics of
participants in the project. It revealed that the mean age of participants
was 24.5 £ 6.65. 57.1% were clinical instructors holding Bachelor degree,
28.6% were from Adult Health Nursing I, Il. The mean years of
experience was 5.79 = 1.8.

Like wise, figure (1) Revealed that only 3 % of clinical instructors
and 18 % of assistant lecturers had knowledge about developing a
learning guide compared to 77% and 92% for clinical instructors and
assistant lecturers at the post- test.

Like wise figure (2) presents that, the knowledge of clinical
instructors and assistant lecturers regarding developing assessment
checklist had improved significantly after implementation of the
educational intervention. Since only 2% of ClI and 6 % of Ass. Lecturers
reported knowing how to develop an assessment checklist at the pre —test
compared to 65 %, 71% of Cl and 75%, 77% % for ass. Lecturers at the
post- test and retention —test successively.

In figure (3) the results of observing participants' while assessing
students in clinical environment shows that the pre —test total score for
clinical instructors and assistant lecturers were very low (12% and 10%
respectively).However, it is significantly improved at the post-
test(64%,72%) and retention test (92% 98% and).

In figure (4) it is clear that the majority of clinical instructors
(96%) and assistant lecturer (92%) reported that the developed
assessment checklist was clear (98%) applicable (89%), comprehensive
(79%) and objective (99%).

Like wise, figure (5) presented that the majority of participants
reported high success rate of the project to improve their knowledge,
attitude (98%, 91%and 89%) respectively, for Cl and (82%, 96%and
76%)respectively, for assistant lecturers towards clinical assessment and
developed their clinical evaluation skills.

Discussion:
The aim of the study was capacity building (CB) of clinical
instructors and assistant lecturers to develop a learning guide for clinical
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teaching and drive an assessment checklist to be used for assessing
student nurses' clinical performance. The tool allows students to
objectively comment on the quality and richness of the learning
experience and to provide information that would be helpful to other
students, adequacy of their preparation for the specific learning
experience (Alkin, 2004).

The majority of participants in the present study were clinical
instructors who are: young (mean age was +24.5 £ 6.65) newly appointed
(mean years of experience were (+5.79 + 1.8) and most of them did not
attend formal preparation to carry out their role as clinical teachers and/
or assessors. These findings are attributed to the fact that this problem
faces the community universities where they have shortage of permanent
academic professors and use part time professors from well established
universities who lack the time for training CI. So the clinical teaching and
assessment is left to the young untrained instructors. Hussein et al.
(2008) supported these findings. While observing the participants skills in
evaluating the students — before and after the intervention- the mean
scores were very low before the intervention in all the concepts that
reflect lack of understanding to the meaning of assessment and lack in
their preparation Like wise, the CBlI was effective in improving their
mean scores at all the concepts which is supported also by Cross 2008
who reported that attendance of developmental courses and having a
development plan will lead in promoting the professional growth and
continuous quality improvement of faculty and nursing education leaders
who prepare the global nursing workforce.

Val Wass et al. (2001) reported that clinical assessment is a high
pressure activity. This is in congruent with the results of the observation
scores of Cl and Ass. Lecturers while assessing students' clinical
performance, where almost all participants were having high pressure and
negative attitude towards student assessment and their scores have shown
serious deficit. This could be due to their lack of confidence, low self
esteem from lack of preparation to carry their role, and dissatisfaction
with the tool.Gignac-Caille & Oermann (2001) reported a need for
preparation of assessors to be confident in carrying their job. And more
sophisticated valid and reliable methods are needed to assess clinical
performance, including direct observation, objective structured clinical
assessment tool (Downing & Haladyna, 2004).

The findings of the present study also, revealed that there was
positive correlation between years of experience, attendance of
continuous training courses and the change in knowledge, attitude and
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practices. Their was significant improvement in participants knowledge -
at the post test and retention test - of method of preparing a learning guide
for a clinical teaching session and deriving basic skills from the learning
guide to be used for developing an assessment checklist. Hussein et al.
(2008) & Cross et al.,(2006) supported these findings and ascertain that,
the educational intervention was very effective in improving participants
knowledge, attitude and performance in clinical assessment.

Val Wass et al. (2001) Belinisky, Tataronis and Gary (2007)
illustrated that; faculty needs to attend educational sessions that develop
their teaching and evaluation skills and in turn improve their attitude.
This is in agreement with the findings of the present study where
participants' attitude towards clinical assessment has improved since the
majority has reported high level of positive attitude towards student
assessment after attending training sessions and developed the learning
guide and checklist during the workshops on clinical evaluation. Like
wise, Jamalalla, (2005) added that, education intervention must
recognize that gaining knowledge is important but is not the only
consideration to be made to increasing the self-esteem and self
confidence.

The CIl degree of satisfaction with the developed tool was
Impressive since almost all of the participants reported that the developed
assessment checklist was clear, applicable, comprehensive, and objective.
The purpose of developing this tool was in response to academic and
clinical educators’ requests to provide a consistent and uniform approach
for Cl to evaluate student clinical performance as well as the overall
clinical experience. The development of this tool was based on key
assumptions for the purpose, need for, and intent of this tool. The tool is
intended to provide the student’s assessment of the quality of the clinical
learning experience and the quality of clinical instruction for the specific
learning experience.

Likewise, Kogan, Shea and Bellini (2003) and Goldstein |,
Maclaren and Smith (2005) reported that, developing a valid and
reliable clinical assessment tool that could be used for student assessment
targets those needs. Continuous feedback and program improvements
insure that institutional investments of time and emotional energy are
optimized, while keeping costs manageable.

Conclusion:

The CBI was very effective in empowering participants and changing
their knowledge, attitude and performance in clinical assessment. In-
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addition during the CBI, participants developed a Learning Guide for
clinical teaching and derived checklists for all the clinical procedures for
Adult Health Nursing I, II.

Recommendations:

o Activate the utilization of the Learning Guide booklet that was
developed to be used as part of the clinical teaching curriculum.

o Use the Standardized Clinical Assessment checklist developed
through the project for areas of Adult Health Nursing I,11.

o On job training for clinical instructors and continuous training for
faculty and assistant faculty to upgrade their knowledge in the field
of education.

Acknowledgement: to professor/ Sanaa Nour (Quality assurance of the
project) and Professor /Salwa Abbas Ali (Coordinator of the project)—
Faculty of Nursing-Zagazig University) for their support and cooperation
while conducting the project.
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Table (1): Personal Characteristics of the Studied Sample

Variables NO =100 %
Age
<25 62 62.0
25-30 30 30.0
30-40 5 5.0
40+year 3 3.0
Mean + SD 24.5 + 6.65
Working category
Clinical instructor 63 63.0
Assistant lecture 33 33.0
Lecturer 4 4.0
Qualification
Baccalaurean 63 63.0
Master 33 33.0
Doctoral 4 4.0

According to specialty

Adult Nursing 1,11 29 29.0
Pediatric 19 19

Obstetrics 26 26.0

Community 26 26.0

Years of experience

<5 years 52 52.0
5-10 years 38 38.0
10-15 years 5 5.0
15+ years 5 5.0
Mean = SD 579+18
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Figure (1): Percent distribution of participants’ knowledge of developing a
learning guide

QQ0/
Y

100%-

80%1

60%1

B clinical instructors

40%- 4 assistant lectures

20%-

0%-
pre-test

Figure (2): percent distribution of participants’ knowledge about developing
an assessment checklist at the pre- post test and retention

_ g 77% 75%
80% T1%cc0,

70% 1
60% 1
50% 1
40% 1
30% 1
20%
10%

0%

Assistant
lectures

M Clinical

Pre-test Retention

Zagazig Nursing Journal January; 2009 Vol.5 No.8
74



Dr. Amal A. Hussein Capacity Building of Clinical Trainers

Figure (3): Observation of participants’ performance scores while assessing

Students
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Figure (5): Reported success rate of the project in developing participants'
knowledge, attitude and skills towards clinical assessment
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Abstract

Background: Chronic low back pain is a common health problem in many countries.
Individuals suffering from chronic low back pain experience major physical, social,
mental, and occupational disruptions. The impact of low back pain includes loss of
physical function; deterioration of general health and reconditioning (loss of muscle tone
and weight gain); constant or episodic pain or increase in the level of pain; loss of social
functioning manifested as decreased participation in social and leisure activities, family
stress, or loss of group and community relatedness (often associated with decreased
income and/or job loss); and disruption of psychological functioning manifested through
insomnia, irritability, anxiety, depression and somatic complaints. Whilst there have been
a number of studies investigating the current physiotherapy management of LBP in the
former, little is known about such management in developing countries. Aim of the work
was twofold: first, to examine the effectiveness of a Rehabilitative Nursing Intervention
on patients with Chronic Low Back pain immediately after the intervention and 3months
later. Second, to assess the effect of these interventions on patient's quality of life and
patient's satisfaction .Subject and methods: A Quasi experimental research design was
used with three-month follow-up. Setting: The study was implemented in the out patient
department of physical medicine clinics in Menoufiya University Hospital. 70 patients,
diagnosed with chronic low back pain were included and divided into two matched
groups. Group | (31 Patients) received Medical Intervention (MI) and strengthening
exercise for back and abdomen besides interferential current stimulation for a period of
three months. Group Il (n=39) received (MI) and a Self Back Education Package
(SBEP) regarding body mechanics. .Both groups received an initial physician evaluation

and subsequent management protocol as prescribed. Results: There was improvement of
mean QOL score in almost all domains for the two groups at the post intervention. Also,
there was no statistical significant association between disability level and total score of
QOL in each of the studied groups Rating Quality improvement was 60.7 % for group |
intervention and was 60.0 % for group Il intervention. Conclusion: Overall, both nursing
modalities that were used in the present study were effective to reduce the disability,
pain. Also, all quality of life domains of patients with chronic low back pain were
improved except with emotional role in group managed by strengthening exercises (for
back and abdomen) and Interferential Current Stimulation and except with physical
functioning in group managed by Self Back Education Package (SBEP) .In addition, the
two modalities have the same effect on patient's satisfaction.

Key words: Chronic low back pain, Quality of life, Disability, strengthening exercises,
Body mechanics, Back care.
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Introduction

Low back pain (LBP) is one of the most common musculoskeletal
disorders in both developed and developing countries. Whilst, there have
been a number of studies investigating the current physiotherapy
management of LBP in the former, little is known about such management
in developing countries (Institute for Clinical Systems Improvement
(2006.) . LBP is recognized as a wide spread condition (Maetzel, 2002).
Most episodes of acute low back pain are self limited, most of them resolve
in about 6 weeks. Only 5% to 10% will develop chronic low back pain
(Boswell, Trescot & Datta, 2007).

Low back pain reportedly occurs at least once in 85% of adults younger
than 50 years, and 15-20% of Americans have at least one episode of back
pain per year. Of these patients, only 20% can be given a precise
pathoanatomic diagnosis. Low back pain affects men and women equally.
The onset most frequently occurs in people aged 30-50 years. Low back pain
Is the most common and most expensive cause of work-related disability in
the United States. Low back pain is not a common complaint in children
and, when present, is more likely to have a serious etiology, such as
infection or malignancy (van Tulder et al., 2000 & van Tulder and Koes,
2003).

Chronic low back pain (CLBP) is a common symptom that presents
as localized or widespread pain in the lower back. Often, it is accompanied
by lack of flexibility and tenderness in the lower back. This condition is
defined as activity intolerance due to lower back or leg symptoms (sciatica)
lasting more than three months (Waddell, 1998). CLBP can be difficult to
diagnose and manage (Maetzel, 2002). Back pain mainly affects adults of
working age, particularly people aged between 40 and 60 years.
Approximately 60-80% of the populations have experienced back pain at
some point in time (DICE, 2006). Back pain is sometimes referred to as
mechanical back pain, idiopathic back pain, non-specific back pain,
backache, or lumbago Ernst et al., (2001). The main goal in treating and
managing chronic low back pain is to control pain levels and prevent
disability (Maetzel, 2002).

There are number of rehabilitation interventions which are used in the
management of people with LBP. Among current experimental
musculoskeletal interventions specific for LBP available to rehabilitation
specialists, there are body mechanics and ergonomics training, posture
awareness training, strengthening exercises (Hayden et al., 2005)

Management of CLBP includes such interventions that incorporate
exercise and strengthening exercises and interferential current stimulation, as
key elements for the treatment and should become part of the patient life-
long daily activity. Such therapies which the patient can continue at home
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usually have the most permanent and long lasting effects. (Hayden et al.,
2005)

Nursing interventions that designs a tailored Home Education
Program (HEP) is usually the most efficient and cost effective in
management of patient with CLBP. Nursing intervention that uses a health
education approach to empower participants through a process of
assessment, education and skill building, leads to improved quality of life
(The Philadelphia Panel, 2001).

Aim of study:

The aim of the study was twofold:

First: to asses the effectiveness of a Rehabilitative Nursing Intervention on
patients with Chronic Low Back pain immediately after the intervention and
three months later.

Second: to assess the effect of these interventions on patient's quality of life
and patient's satisfaction

Subjects and Method
Design:

A Quasi experimental research design was used with three months
follow-up
Setting:

The study was implemented in the out-patient clinic of the Physical
therapy department in Menoufiya University Hospital from March 2008 to
December 2008.

Subjects:

70 patients, diagnosed with chronic low back pain who accepted to be
included in the study were enrolled. The inclusion criteria were: age 18 years
and over, diagnosed with chronic LBP persisting for 90 days or more, their
weight ranged from 70-75 kgms, and having a telephone number for regular
contact. Patients were excluded from the study if they had: congenital spinal
disorder, surgical intervention less then 6 months ago, presence of a tumor,
osteoporosis, pregnancy and presence of Pott's disease.

Limitation of the study:

Drop out cases: The total subjects' number at the initial and diagnosis phase

were 78 participants. During the follow up phase 8 dropped out from the

study for personal reasons and did not complete the study.

Study tools

1. Basic demographic data: An interview questionnaire was developed to
cover such data as: education, income, occupation, Address, or telephone
number. These interviews included questions about details of the back
pain episode, medications .....

Zagazig Nursing Journal January; 2009 Vol.5 No.8
83



Dr. Nabila E. Saboula Effectiveness of Rehabilitative Nursing Intervention

2. The Short Form Health Survey (SF-36) developed by Ware 1992,
1993: This is a well known general quality of life questionnaire that
measures health-related functioning in eight subscales: physical
functioning (PF), role limitations due to physical problems (RP), bodily
pain (BP), vitality (V), general health perceptions (GH), social
functioning (SF), role limitations due to emotional problems (RE) and
mental health (MH). The SF-36 reports patients' perceived quality of life
by scores ranging from zero to 100, where 100 is the best and zero is the
worst score (Ware etal.,1993) The validity and reliability of the Arabic
translation of the SF-36 is measured by two experts in the field of
English and Arabic who translated the English version to Arabic and
back to English. The differences between the tow experts were calculated
and proved high inter- rater reliability (r=89).

3. Oswestery Disability Questionnaire :( Fairbank & Pynsent, 2000) The
Oswestry Disability Questionnaire (ODQ) was designed to assess pain-
related disability in persons with low back pain. The same measures for
reliability were established. The (OQ) is also a validated instrument for
measuring disability related to LBP. It is composed of 10 six-point
scales, with the first one rating intensity of pain and the other nine
measuring disability in different contexts of daily living. The patient
marks the statement(s) in each section that best describes his/her state.
Each section is scored on a scale from 0 to 5, and the higher the value,
the greater the disability. Although it is usually given as a percentage of
the maximum possible score, the score ranges from 0 (no disability) to 50
(maximum disability).

Scoring of ODQ: :( Fairbank & Pynsent, 2000)

The ODQ contains 10 sections, for each section the total possible score is
5: if the first statement in a section was marked, the section score will be
0, for example, if the patient reported: | can lift heavy weights without
extra pain, a zero score was given and if reported: I cannot lift or carry
anything without pain, he will get a score of 5.

If all ten sections are completed the score is calculated as follows:
Example: If the patient total score -in the ten sections- was 16 out of 50,
it means 32%. If one section is missed or not applicable the total score
for the sections will be 45 instead of 50 and the score is calculated as
follow: 16 (total scored) divided by 45 (total possible score) x 100 =
35.5%.

4. Patient satisfaction:

Satisfaction with back care measured by response to the following items
"Overall, How would you describe your satisfaction with the care for
your back that you have received? Likert scale response options included:
very satisfied, satisfied, neither satisfied nor dissatisfied, dissatisfied, or
very dissatisfied (Curtis et al., 2000).

Zagazig Nursing Journal January; 2009 Vol.5 No.8
84



Dr. Nabila E. Saboula Effectiveness of Rehabilitative Nursing Intervention

Data Collection:

Participants who were willing to comply with the entire study
protocol were personally interviewed after taking an oral consent and the
questionnaire was filled in the outpatient clinic. The procedures and the
purposes of the study were explained.. Participants (n= 70) were assigned
into two groups by matching them according to their age, weight and degree
of disability.

Group | (n=31) received Medical Intervention (MI) and management
modality that included: strengthening exercises (for back and
abdomen) and Interferential Current Stimulation (ICS) for a period
of three months.

Group Il (n=39) received (MI) under the doctor's supervision and a Self
Back Education Package (SBEP) regarding body mechanics to do at
home after demonstration and Re-demonstration in a biweekly
refreshment sessions at clinic. It included instructions about:
posture, exercises to strengthen back-abdominal muscles, and
exercises to decrease back strain. Both groups received an initial
physician evaluation and subsequent treatment is prescribed.

A group of four nurses were recruited and trained by the researchers, to

educate the subjects on how to perform the body mechanics' maintain good

posture, perform safely exercises to strengthen back-abdominal muscles, and
exercises to decrease back strain. In addition, nurses met with group 1 to
schedule the times for attending to the clinic 3 times per week for exercises
and ICS, and empower them to attend regularly for the follow up sessions as
prescribed by the physician. Nurses make sure that group Il fully understand
and can competently perform the principles and rules as described in the

SBEP package and emphasize the importance for complying to perform it

regularly .Also, to attend for refill of medication as prescribed by the

physician.

The intervention:
1. The medical intervention. It was given to the two groups it included
Non-steroidal anti-inflammatory drugs (NSAIDs) and Muscle relaxants
(benzodiazepines) that are effective in reducing the pain., and nerve
tonics medication.
2. Exercises: to strengthen Back-Abdominal Muscles: (Hayden et al., 2005)
A. Wall slides to strengthen back, hip, and leg muscles
B. Stand with your back against a wall and feet shoulder-width apart.
Slide down into a crouch with knees bent to about 90 degrees.
Count to five and slide back up the wall. Repeat 5 times.

C. Leg rises to strengthen back and hip muscles: Lie on your
stomach. Tighten the muscles in one leg and raise it from the floor.
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Hold your leg up for a count of 10 and return it to the floor. Do the
same with the other leg. Repeat five times with each leg.
D. Leg rises to strengthen stomach and hip muscles:
Lie on your back with your arms at your sides. Lift one leg off the floor.
Hold your leg up for a count of 10 and return it to the floor. Do the
same with the other leg. Repeat five times with each leg. If that is too
difficult, keep one knee bent and the foot flat on the ground while
raising the leg.
Also, sit upright in a chair with legs straight and extended at an angle to
the floor. Lift one leg waist high. Slowly return your leg to the floor. Do
the same with the other leg. Repeat five times with each leg.
E. Partial sit-up to strengthen stomach muscle:
Lie on your back with knees bent and feet flat on floor. Slowly raise
your head and shoulders off the floor and reach with both hands toward
your knees. Count to 10. Repeat five times.
3. Exercises to decrease back strain: (Hayden et al., 2005)
Lie on your back with your knees bent and feet flat on your bed or floor.
Raise your knees toward your chest. Place both hands under your knees
and gently pull your knees as close to your chest as possible. Do not raise
your head. Do  not straighten your legs as you lower them. Start with
five repetitions, several times a day.
Stand with your feet slightly apart. Place your hands in the small of your
back. Keep your knees straight. Bend backwards at the waist as far as
possible and hold the position for one or two seconds.
4. Interferential current stimulation
Interferential stimulation has been investigated as a technique to reduce
pain, improve range of motion, or promote local healing following
various tissue injuries. There are no standardized protocols for the use of
interferential therapy; the therapy may vary according to the frequency
of stimulation, the pulse duration, treatment time, and electrode-
placement technique. (Zambito, Bianchini & Gatti, 2006).
5. Back care Education (instruction)
The key concept for maintaining a healthy spine is to strive for balanced
stresses to the joints with dynamic neutral alignment during activities of
daily living. Postural awareness, use of good body mechanics, and
regular exercise can help patients manage, alleviate, and prevent back
pain. (Claiborne et al., 2002)

Statistical analysis

Data was statistically analyzed using SPSS (statistical package for social
science) program version 13 for windows and for all the analysis p value <
0.05 was considered statistically significant. Data are shown as mean, range
or value and 95% confidence interval (95% CI) for frequency and percent.
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Chi square test was done for qualitative variable analysis and p-

value < 0.05 was considered significant.

Paired t test was done to detect mean and standard deviation of normally
distributed pre and post values of the same variable of the same group of
patients and p-value < 0.05 was considered significant.

Independent t test was done to detect mean and standard deviation of
normally distributed pre and post values of the same variable of the same
group of patients and p-value < 0.05 was considered significant.

ANOVA test was done to compare three variables ; one qualitative variable
and the other two are quantitative variables of normally distributed variables
and p-value < 0.05 was considered significant to detect mean and standard
deviation where post hoc tests done to detect the relationship between
variables within groups .

LSD test is a post hoc test it was done to variables of significant difference
of more than two groups of normally distributed data after ANOVA test to
detect the significant difference between either groups.

Results:

The total number of patients included in the study was 70. The age of
patients in each group ranged from 27 — 60 years with mean age of 46.01 £
9.06. Forty percent were male patients and sixty percent were female
patients, with 12 % reported mild disability, 65 % moderate and 23 % severe
disability in each group.

Table (1) showed that, there were no statistical significant differences
between the two groups regarding educational level, occupation and family
income (p- value > 0.05).

Table (2) overall ,There was no statistical significant differences
between two groups regarding to total score of quality of life (p- value >
0.05) in which the mean score of both groups are approximately similar.
There were highly statistical significant differences of all quality domains
pre - post intervention. In group | there was an improvement in mean QOL
score in all domains except for role emotion. Likewise, there were a highly
statistical significant differences of all quality domains pre - post
intervention in group Il, where there was an improvement in mean QOL
score in all domains except for physical functioning domain.

Table (3) illustrated that there was no statistical significant
association between disability level and total score of QOL in each studied
groups. ANOVA test results were (1.76 for group | and 1.96 for group I1) .It
means, there were not any differences among two groups regarding the
disability level.

Table (4) showed a highly statistical significant difference between
the two studied groups regarding to the disability levels at the post
intervention (p- value < 0.01). The moderate and sever disability were
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reported more frequently by group | (54.8% and 22.6%) than those of group
Il (15.7% and 10.3%). In group Il, moderate and severe disabilities were
decreased and were converted to mild disability.

Table (5) illustrated patient's satisfaction related to the two
interventions among two groups. There was no statistical significant
difference among two groups regarding patient satisfaction with nearly equal
mean (3.0323 +£1.30343, 3.5385 + 0.85367) respectively.

Fig (1) showed no statistical significant difference between mean
score CLBP disability levels and total score QOL of two groups 3- months
after intervention .The highest mean score was 60.94 + 1.91 while the lowest
wasb6.69 £ 3.76 in group |. But the highest mean score was 59.7 £ 3.92
while the lowest was 54.6 £ 3.89 in group II.

Discussion:

Kovacs et al. (2004) reported that low back pain (LBP) is one of the
most frequent ailments in the industrialized world, and it may have an
impact on the functional status of the individual with LBP. Also, LBP is the
most expensive cause of disability related to work in terms of Workers'
Compensation and medical expenses. It is the most frequent reason for
work-related disability.

The Philadelphia Panel, (2001) was convened to evaluate
rehabilitation interventions for chronic LBP, selected Electrical stimulation,
combined rehabilitation interventions as the two interventions for CLBP
rehabilitation.

Abasolo, Blanco & Bachiller (2005) illustrated that; LBP can
interfere with activity that ranges from basic activities of daily living such as
walking and dressing to many work-related functions. This is in congruent
with the present study findings, although the two groups of the present study
were matching in almost all the concerned variables, they both reported
having LBP that affect the quality of their life at the study baseline before
intervention. After receiving the Rehabilitative Nursing intervention, both
groups reported that, the quality of life improved with highly statistical
significant differences of all quality domains except for "role emotional™ for
exercise group and "physical function” for SBEP group (Rating Quality
improvement 60.7 % for type | intervention and 60.0 % for type Il
intervention). .This may be because, LBP is debilitating and restrictive and
causes distress and frustration to the person experiencing it, also, the cost of
coming to the clinic 3 times every week and the related effort may cause
emotional stress. A study by Horng et al., (2005) and Tavafian et al.,
(2007) on LBP has found that, the health related quality of life of patients
with low back pain depended on functional status and psychological factors
more than simple physical impairment. Shaughnessy & Caulfield (2004)
found that ,exercise therapy practiced by their studied group, have improved
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the mental health status of the patients more than in the clinic group who
spend more money and effort to attend to the clinic more frequently.

It might seem obvious that pain determines disability in patients with
CLBP. Fairbank & Pynsent, (2000), Kovacs, et al. (2004), and Horng et
al., (2005) reported that, self-assessment pain and disability scales correlate
with pain and disability better than objective measures of physical
performance. However, the findings of the present study showed that there
was no statistical significant association between disability level and total
score of QOL in each of the studied groups, may be due to the interference
of other factors unrelated to LBP that may influence quality of life. Abasolo
et al., (2005) emphasized that, there is sparse evidence on the correlation
between LBP and decrease in quality of life, and there are few data on the
correlation between pain and disability with quality of life. Like wise,
Kovacs, et al. (2004), illustrated that clinically relevant improvements in
pain may lead to almost unnoticeable changes in disability and quality of
life. In addition, Shaughnessy & Caulfield (2004) emphasized that, their is
evidence that exercise training could improve functional ability and quality
of life in patients with low back pain.

The findings of the present study revealed no statistical significant
differences between the two groups regarding to the total score of quality of
life at the post test, in which the mean score of both groups are
approximately similar at the post intervention. This finding means that “no
intervention was better than the other”. Also, the improvement in all quality
of life scales might be related to the reduction of bodily pain which eased the
performance of daily activities, and diminishing the risk of disability due to
learning to have a more healthy body mechanics and development of
personal coping mechanism. Exercise has shown to benefit many patients. In
addition, patient education to remain active and use appropriate body
mechanics is beneficial. Van Tulder et al., (2000) concluded that exercise
has been shown to improve function and decrease pain in adult patients with
chronic LBP and that ( ICS) was more beneficial for the treatment of acute
and chronic LBP. This finding is in congruent with the findings of the
present study where almost one tenth of group Il (who receive the self
instruction Package) reported having severed disability to perform daily
living activities compared to more than one fifth of group | who received the
intervention. These findings were also supported by Hayden et al., (2005).
A systematic review of exercise therapy for low back pain conducted by
Assendelft et al., (2004) and VanTulder et al.,, (2000) concluded that,
exercises may help chronic low back pain patients return to normal daily
activities and work. Exercise and nonsteroidal anti-inflammatory drugs are
the "cornerstones™ of non-surgical treatment.
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The present study revealed that, there was no statistical significant
difference among the two groups regarding patient's satisfaction due to
using the two different rehabilitative nursing interventions .This means
that, the two nursing interventions were similar in its effect on the two
groups and they were satisfied with the intervention and its outcomes. This
may be attributed to the effort and time spent with the patient to
demonstrate the exercises, patients’ follow up and adherence to the
management protocol. This was congruent with Curtis et al., (2000) who
reported that, Patient's satisfaction with care has been shown to correlate
with outcomes. Also, Curtis et al., (2000) illustrated that, communication,
time spent with the patient, and manual evaluation and treatment skills
might be important variables affecting outcome. On the other hand, Deyo,
et al., (1998) suggested that dissatisfaction with care for low back pain was
related to failure to obtain an adequate explanation from the physician or
the nurse.

Conclusion:

Overall, both nursing modalities that were used in the present study were
effective to reduce the disability, pain. Also, all quality of life domains of
patients with chronic low back pain were improved except with emotional
role in group managed by strengthening exercises (for back and abdomen)
and Interferential Current Stimulation and except with physical
functioning in group managed by Self Back Education Package (SBEP) .In
addition, the two modalities have the same effect on patient's satisfaction.

Recommendation:

e Further research is needed to study the effect of different
nursing interventions on improving functional status and
psychological state for patients with LBP.

e Patient education in physical medicine clinics to inform patients
to remain active and use appropriate body mechanics is
beneficial, which further improves the effectiveness of care and
cost for patients and health care system.

e Start with SBEP as a best intervention of choice to reduce
disability and pain and improve QOL aspects for patients with
CLBP, since it was cost and time effective besides to the
nonsteroidal medical management
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Table (1): Personal characteristics of patients with chronic low back pain.

Groups

X2 test P.

Demographic characteristics GI1(N =31) G2(N =39) value
No % No %

Education level
-llliterate 6 8.6 7 10.0
-Read/write 8 11.4 9 12.9 0.15 0.99
-basic education 7 10.0 9 12.9
-secondary education 7 10.0 10 14.3
-High education. 3 4.3 4 5.7
Occupation
-House wife /not work 19 27.1 20 28.6
-Farmer 3 4.3 10 14.3 5.05 0.17
-Manuel work 2 2.9 5 7.1
-Professional work 7 10.0 4 5.7
Family Income
-More than enough 9 12.9 6 8.6
-Sufficient 12 17.1 25 35.7 4.53 0.10
-Insufficient 10 14.3 8 114

* Significant correlation < 0.05

Table (2): Mean score of QOL dimensions of patients with chronic low back
pain (pre — post) intervention
Groups
QOL G 1 (n=31) G2 (n=39)
Domains Pre post Paired t | p-value pre post Paired t| p-value
Health
Perception | 55.5+7.2 |67.9+6.2 |11.9* 0.0001 | 61.5#¢59 |64.8454 |4.9* 0.001
Physical
function 42.3+79 |52.3+99 |7.3* 0.0001 | 47.9+£15.9 | 49.8+16.5 | 1.7 0.09
Role-
physical 57.1#6.6 | 62.9+7.6 |5.9* 0.0001 | 54.048.6 |54.848.3 | 3.1* 0.003
Role-
emotion 56.3t5.6 | 57.14¢58 |14 0.18 56.1+8.4 | 60.546.9 | 6.4* 0.001
Social
function 57.246.7 |58.1+7.1 |4.3* 0.0001 | 58.1+13.8 | 76.7+12.8 | 9.3* 0.001
Bodily
pain 50.1+11.2 | 69.6+£10.6 | 7.04* 0.0001 | 54.3£11.9 | 61.1+10.7 | 4.1* 0.01
Vitality 57.6£6.2 | 747#9.5 |8.1* 0.0001 | 54.1+#8.7 | 76.845.8 | 13.56* | 0.0001
Emotional
wellbeing | 57.146.7 |58.1+7.1 |4.3* 0.0001 | 58.1+13.8 | 76.7+12.8 | 9.3* 0.001
Total score
of QOL 541+ 7.3 | 60.7£ 3.78 | 4.47* 0.0001 | 48.6+10.6 | 60.1 £3.9 | 6.36* 0.0001
t- test = 0.65 p- value > 0.05

* Significant correlation < 0.05
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Table (3): Relation between disability level and Total score of QOL groups after
three months of intervention.
Studied Aspects Disability level
Mild Moderate Severe ANOVA
Mean + SD | Mean + SD Mean + SD Test: P -value
S | Totalscore | 60.94+191| 59.79+3.45 | 56.69+3.76 1.76 >0.05
| ofooL
O
o | Total score 59.7 +3.92 57.6 +2.82 54.6 + 3.89 1.96 >0.05
§ of QOL
O
*Significant correlation < 0.05
Table (4): Number and percent distribution of disability levels between the
two groups three months after intervention.
Groups
_ _ Chi square
Disability category G1(n=31) |GI1(n=39) p-value
No. % No. %
Mild disability 9 22.6 29 | 743
Moderate disability 15 54.8 6 15.4 14.47 0.001*
Severe disability 7 22.6 4 10.3
*Significant correlation < 0.05
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Table (5): Patient satisfaction regarding the two different intervention modalities

Patient's
Groups satisfaction T- test Sig. P. value
Mean + SD
Group I (n=31) 3.0323 £1.30343 -1.956 0.06 >0.05
Group 11 (n=39) 3.5385 . 0.85367

*Significant correlation < 0.05

Fig (1): Relation between mean score disability levels and total score QOL of
two groups 3- months after intervention.

B mild
B moderate
Osever
Group |  Group I
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Abstract

Epilepsy is one of the most important non communicable neurological illnesses,
with no age, racial, social class, national or geographic boundaries. Epidemiological
studies have made it clear that the magnitude of the problem makes it a public health
priority since epilepsy affect at least 40-50 million people worldwide, the majority of
them live in developing countries. Epilepsy represents a heavy burden on patients,
their families and the community. At least 50% of epileptic cases begin at childhood
and adolescences, which prevent the child from normal life and impede his
psychosocial integration as well as his contribution as an effective member in the
society. So the present study was aimed at identifying the life style of epileptic school
students. The study was carried out on 220 grand mal epileptic students attending the
six neuropsychiatry clinics affiliated to the second and third zones in Alexandria. The
results revealed that most of the studied sample were taking sufficient amount of food
and had normal sleeping pattern, but more than half was not practicing any type of
exercises. More than half had some problems with their parents including over
protection. Less than two thirds of students never failed while rest had repeated a
grade either once, twice or triple. So it is recommended that the community should be
educated about nature of epilepsy to help epileptic person to adapt with his condition
and live normal life.

Introduction:

Childhood and adolescent period is a critical period of person’s
life. In this stage, children are usually exposed to some common illnesses,
some can significantly shorten the life span of the children, others greatly
alter their quality of life which refer to chronic diseases (CDC 2003 and
Weiler & Colvert, 1999)

According to center for disease control and prevention (CDC)
(1997) epilepsy has been recognized as a life altering chronic condition
since a long time. Even with its unique manifestations, epilepsy shares
characteristics with a variety of chronic conditions, it affects many
aspects of person’s life, it is relatively difficult to detect and it tends to
contribute to morbidity rather than mortality.

Many definitions for epilepsy have been offered. WHO (1998)
defined epilepsy as a recurrent disorder characterized by out bursts of
excessive activity in part or the whole of the brain, the activity may
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remain localized or may spread to involve the whole cerebrum.
Moreover, Several literatures recently define epilepsy as sudden
alteration in normal brain activity that causes distinct changes in behavior
and body function (Stead & Vaughn 2001, Green & Singleton, 2001
and Stewart 2001). Also, Wong and Winkelestein (2002) defined
epilepsy as chronic neurological disorder with recurrent and unprovoked
seizures, while seizures are a brief malfunction of the brain’s electric
system resulting from cortical neuronal discharge.

The Neurological Center (1999) and WHO (2001) pointed out
that Epilepsy is known as the most common serious neurological
condition with unexpectedly high frequency and severity in many parts of
the world. It is estimated to affect at least 50 million in the world, the
majority of them living in developing countries and about 10 million live
in African regions which represents a heavy burden on patients, families
and economy in both developed and developing countries.

In Egypt, it was reported that 0.5 to 1% of the population suffers
from epilepsy with prevalence rate of 643,639 approximately (Statistics
by country for epilepsy, 2009). In Alexandria, the prevalence rate of
active epilepsy was 141.4/ 100.000 among health insured individuals
(Hassan, 1990).Also, in a simple interrogation of a cluster population
sample in Karmouz west the prevalence rate of epilepsy was 1.6 per 1000
among children regardless their age (Kamel, 1993).

Epilepsy is a chronic disease with many causes, but it is clear that
genetic cause is present in up to 20% of patients either alone or with
conjunction with other causes (Elmslie et al; 1997). Furthermore, WHO
(1998) classified the causes of epilepsy to 3 major groups including
perinatal, prenatal and postnatal causes. Others classify the causes of
epilepsy into idiopathic and secondary or acquired causes.

Regarding idiopathic causes it constitutes about two thirds of cases.
Although the cause of idiopathic epilepsy is unknown, genetic factors
may in same way alter the neuronal discharge. Epilepsy also can be
acquired or secondary as a result of brain injury, Tumor, infections
Toxins...etc (Bunker 1999).

The international classification of seizures includes three main
groups; generalized seizures, partial seizures and unclassified seizures
(Smeltizer & Bare, 2000). Moreover, other forms classified seizures
according to their frequency into isolated epileptic seizures, repeated
epileptic seizures and prolonged repetitive seizures (William, 1998).

Despite the advances in basic science including new Technology
in detection and diagnosis of epilepsy. In addition, to new powerful
antiepileptic drugs and surgical techniques which may lead to proper
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control of epilepsy in 75% of cases, there is still a need to comprehensive
management since epilepsy is a disease requiring a life long adjustment,
which impose extensive emotional, social and behavioral demands on
epileptic patients, specially young cases. Theses demands usually alter
their life style including their daily living activities (dietary habits,
sleeping pattern, hygiene and exercises) and other life style components
as social relations, scholastic achievement, compliance to treatment and
safety (Wong& Winkelestein, 2002) so nurses can play a key role in
assisting the young epileptics to live normal life through maintaining
daily living activities at optimal level and enhancing their quality of life.
Young epileptics should also be encouraged to change their entire life
including every aspect of their lives at home, school or work to facilitate
the adjustment process and minimize the disruption of their life style
(Tierney & Stephen, 1999).

Aim of the study:
To identify the life style of epileptic school students.

Material and Methods:

Research design: Descriptive design was used

Setting:
The study was conducted in six neuropsychiatry clinics affiliated to
two health insurance zones in Alexandria, the second and third zone.
These clinics are named: - Elfaran, El-Manshea, Sidi Gaber Elgidida,
Bacaus, shots and Sidi Gaber.

Sample:

By using multistage method, two zones (second and third zone) out of
six health insurance zones were selected based on high attendance rate
of the epileptic students to the clinics in these zones. Six
neuropsychiatry clinics affiliated to the two selected zones were
included in the study.

By using proportion allocation method, 50 % of at least one year registered grand
mal epileptics students and who were attending the above mentioned

neuropsychiatry clinics were selected randomly from age group 8-18 years and
from both sexes. The total number of epileptic students was 220 students

Tool:
A structured interview sheet was developed by the researchers of the
study. It was formed of the following parts:

e General characteristics of studied epileptic students
e Health history of studied epileptic students
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o Life style of studied epileptic students (e.g. dietary habits,
sleeping pattern, physical exercises, social relations, scholastic
achievement, safety precautions...etc)

Methods:

The study was conducted over a period of ten months starting from
July 2001 to April 2002. An informal oral consent was obtained from
studied students before interviewing them. The purpose of the study
was explained and they were assured that the information they gave
would remain confidential and will be used for the purpose of the
study. Student’s health records were reviewed to collect data history of
the disease. Also nutritional status of the studied sample by calculating
their body mass index (BMI) according to the following metric
formula BMI= weight in Kilograms + (height in meters) 2. Then the
following references weight values were used.

BMI — for — age > 5" -< 85" percentile. Normal weight

BMI — for — age > 5" percentile. Under weight

th :
BMI — for —age > 85" percentile. ,

BMI — for — age > 95™ percentile. — >  Overweight
(Himes& Dietz,1994, Dietz & Bellizzi,1999 and National center for
chronic disease prevention& health promotion, 2001).

1. Regarding food consumption pattern, the daily proteins,
carbohydrates, vegetables and fruits intake was calculated
according to food guide pyramid of Canada and The local food
composition tables of nutrition institute and was classified into
three categories (adequate — inadequate — not taken) (Nutrition
Institute Food Composition for Egypt, 1996 and Painter, Rah
& Lee, 2002

Statistical Analysis:

The collected data were organized, categorized and tabulated using

actual number, percentages and weighted arithmetic mean. Chi-Square

test was used at 5% level of significance.

>
At risk of over weight

Results:

Table (1) illustrates the general characteristics of the sample.
Regarding students’ age, it ranged from 8 to 18 years with a mean of
13.12 + 2.76 years. Less than one third ((30.9) of the students were 8 to
less than 12 years old, while about half of them (45.5%) were 12 to less
than 16 years old. Those in the age group of 16-18 years constituted
23.6% of the sample. Concerning students’ sex, it can be observed that
more than half of the sample (55.9%) were males and the rest (44.1%)
were females. As regards to their educational level, it was found that
more than one third of the sample (35.0%) were in primary school while
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less than one third (31.8%) of them were in preparatory school and 20.5%
were in technical secondary school. However more than one tenth
(12.7%) of them were in secondary school, the majority of the students
(90%) were living with both parents, while minority were living with
either mother, father or grandparents only.

Table (2) presents the health history of the studied sample. More than
half of the sample (53.7%) had normal body weight, while 7.7% of the
students were under weight, slightly less than one fifth (19.5%) of them
were at risk of over weight and those who were over weight constituted
19.1% of the sample. Regarding onset of first epileptic fit, about half of
the study sample (49.5%) had their first epileptic fit since one to less than
5 years. While 35% of them had their first fit five to less than 10 years
ago. Those who had their first fit since 10 years or more constituted
15.5% of the sample with a mean time of 5.44 £ 3.52 years. It also
observed that more than one quarter (28.2%) of the sample had last fit
less than one month, while about one third (31.8%) of them had their last
fit since one to less than 5 months. A percents (40%) of the students had
their last fit since 5 and more. Mean of 6.30 £ 7.56 month. The study
shows that the number of fits in the last 6 months ranged from no fits to
80 fits with a mean of 7.63 + 12.67 fits. Those who had no fits since 6
months represented (37.7%) of students. As regard onset of asking
medical advice, less than half of the sample (49.1) asked for medical
assistance at the same day of the occurrence of the first epileptic fit, while
17.7% asked for medical advice either in a period less than one month
since the first fit or one to less than 10 months. The mean time for
seeking medical advice was 2.51 £ 5.58 month. Regarding the type of
therapy, it was found that slightly less than two thirds of the study sample
(63.2%) were treated by only one antiepileptic drug while 36.8% were
treated by more than one i.e. combination of two or more drugs. As
regard the family history of epilepsy, most of the students (75.5%) had no
family history. Half of the rest of them had relatives such as uncle, and
cousin...etc and (42.6%) had siblings with epilepsy. Epileptic parents
constituted only 14.8% of the sample.

Table (3) presents the relation between food consumption pattern and
general characteristics of the studied sample. The tables reveals that
student’ age, birth order , family members whom the student live with,
mothers’ education and occupation and family income had no significant
effect on their food consumption pattern. However, a significant
difference was found between students’ sex and their food consumption
pattern (X2 = 5.206). Male students were more than female students in
taking sufficient food.
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Table (4) illustrates the sleep pattern of the studied sample. The
majority of the studied sample (92.7%) were sleeping 8 hours / day, while
only 5.5% of them were sleeping more than 8 hours / day. with a mean of
8.09 £ 0.55 hours / day. The table also shows that nearly half of the
sample (49.5%) were not sleeping during the day, while less than one
quarter (23.2%) were sleeping less than 2 hours. those who were sleeping
2 hours or more constituted 27.3% of them with a men of 0.88 + 1.09
hours. The table also reveals that about two thirds of studied sample
(60.5%) had no sleeping problems while 44.8% of those who had
sleeping problems complained of interrupted sleep, difficulty to sleep or
both.

Table (5) concerning the students’ practices of physical exercises. The
table shows that more than half of the sample (60.9%) were not practicing
any type of physical excises, while the rest of them (39.1%) were
practicing. Regarding place of exercises, less than half of those who were
practicing exercises (40.7%) were practicing at school, while 30.2% of
them at home and 26.7% and 19.6% at street or club respectively.
Concerning the causes of non practicing; it was observed that less than
half (40.3%) of those who were not practicing exercises were afraid of
occurrence of any problems, while 28.4% of them said that they do not
like exercises. Those who had no place or time to practice were 20.9%
and 17.2% respectively. However minority (10.5%) of them stated that
exercises are not allowed for them.

Table (6) presents safety practices carried out by students and their
families. Regarding high places, more than half of the sample (58.2%)
were not avoiding high places, while the rest avoid. The table also shows
that 58.2% of the studied sample could not stay alone at home; while the
rest (41.8%) were not allowed. Concerning walking or passing street
alone, it could be observed that most of the students (75.5%) and (73.6%)
could walking or passing street alone respectively. While 24.5% and
26.4% of them could not walk or pass street alone respectively.
Regarding sun exposure, less than one tenth (9.5%) of the sample were
exposed to sun for less than one hour / day, while 43.7% of them were
exposed one to less than 2 hours / day. Those who were exposed 2 to less
than 3 hours / day or 3 hours or more constituted 36.8% and 10%
respectively with a mean of 1.63 + 0.97 hour.

Table (7) concerning the social relations of the epileptic students. The
table reveals that less than half of the sample (42.7%) had no problems in
dealing with their parents while more than half of them (57.3%) had some
problems with their parents, such as parents’ over protection and physical
violence. The table also reveals that the majority of the sample (83.2%)
had no problems with their siblings while the rest (16.8%) had some
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problems, such a hitting, incongruent with each other and making fun of
them. Concerning friends, it was observed that the majority of the sample
(87.3%) had friends while the rest (12.7%) had no friends for different
reasons, such as make fun of them, peers do not like to contact with them,
or the epileptic students do not like to contact with others. Also the table
reveals that more than one fourth of the students (25.1%) preferred to
play alone, while more than half (53.7%) preferred their school colleges.
Those who preferred to play with their siblings were 34.1% of them.
About one fourth of the sample (24.4%) and (23.8%) preferred to play
with their neighbors or relatives respectively. Few percentage (8.5%) and
(0.5%) preferred to play with their parents or do not like playing at all
respectively. As regard visiting relatives and friends, the table reveals that
most of the study sample (83.2%) were visiting their relatives and friends
while 16.8% were not, either because they do not like visiting, or their
health status or not allowed by their parents. The table also portrays that
most of the studied sample (83.2%) had no problems with their teachers,
while the rest had some problems, such as violence or teachers do not
engage them in school activities.

Table (8) portrays the scholastic achievements of studied sample. The
table shows that less than two thirds of the students (63.2%) never failed
while 53.1% of those who repeated a grade once. However, 29.6% and
17.3% repeated a grade twice and triple respectively. On the other hand
more than half (55.5%) had never resit for any examination while 49% of
those who resit had to resit for examination once, 17.3% twice and 33.7%
of the students had to resit for examination three times. Concerning
school attendance, the table shows that one fifth (20.0%) of the students
did not miss a school day in the month prior to the interview, while about
three quarters (74.4%) of them missed less than 7 days and those who
missed one week or more constituted 25.6% with mean of 3.73 + 4.15
days.

Table (9) reveals that students’ age, birth order, mothers’ education
and family income had a significant effect on students’ scholastic
achievement (X%=8.431, P=0.015, X?*=11.285, P=0.010, X%=15.511,
P=0.004, X?4=16.072, P=0.003 respectively). On the other hand the table
shows that students’ sex, family member whom the students live with and
mothers’ occupation had insignificant effects on the scholastic
achievement of the studied sample (X?*:=0.131, P=0.717, X*1=1.826,
P=0.177, X*1=3.098, P=0.078 respectively).

Table (10) presents that a significant relation was found between type
of therapy and scholastic achievement of the students (X*1=5.814,
P=0.0159). Since students who receive only one drug had better
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scholastic achievement (69.8%) than those who receive more than one
drug (30.2%).

Discussion:

Epilepsy is a common and serious health problem. It is old as the
human race. The early Greeks and then Romans looked upon epilepsy as
curse by some capricious gods. This misconception has persisted through
ages, even today, many epileptics and their families feel the stigma and
suffer from social prejudice (WHO, 1999).

In this respect the present study was done with the aim of
highlighting the epileptic students’ needs, common problems as well as
their scholastic achievement. It will also help parents, teachers, health
professionals and caregivers to pay special attention to epileptic students
that help them to have normal life as their mates.

The findings of the study revealed that more than half of the
epileptic students were males, and the rest were females. Similar findings
were drawn from different studies (Ramadan, Bedwani & El-Ghamry,
1991 and Reiner & Submerge, 2001). The vast majority of the students
were living with their parents while the rest were living with only the
mother, father or relatives. More than half of both mothers or fathers were
either could just read and write or illiterates. Also three quarters of the
students’ mothers were housewives. Moreover, two thirds of the students’
families had a monthly income ranged from 200 to 300 pound/month.

Reiner and Suurmerjer (2001) attracted the attention to the early
onset of disability as it may be an obstacle against normal way of living.
The present study reveals that the majority of students had their first fit
since one year to less than 5 years. This result come in accordance with
Ramadan’s study in 1991which revealed that 78% of his sample had their
first fit before the 10™ birthday. On the other hand, Abd Elmonem (1992)
reported that 34.3% of the studied patients experienced their first fit since
10-19 years and 21.1% of them experienced first fit before the 5"
birthday. It is so obvious that all these studies indicated the early onset of
epileptic seizures, consequently, care for the patients’ cognitive and
emotional development as well as their social integration is becoming
absolutely important.

Complete control of seizures is the main objectives of epilepsy
management (Schmezler & Walash 1999). In the present study more
than one third of third of the studied sample had no fits in the last six
months prior to data collection. Only less than one fifth of them had
20.25 or more fits in the last 6 months. This may be explained by the fact
that about half of the studied sample asked medical advice at the same
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day of the occurrence of the first fit. Similar findings were obtained from
the study of Youssef (1993), she reported that more than on fourth of the
studied sample had no seizures during 6 months and only little percentage
(12%) of them had more than 12 seizures during the last 6 months. Patric
and Martin (2002) also reported that only one fourth of the surveyed
patients have been seizures free for the past year, with the remaining 75%
experiencing an average of 70 seizures each year. This high seizures’
frequency resulting in substantial deleterious effects on individual health
and quality of life and also a heavy burden on society.

Kyngas (2001) and many researchers recommended the use of
mono therapy and avoidance of multiple drugs combination for epileptics
to avoid its multiple side effects. This is in agreement with the result of
the present study where most of epileptic students were receiving a single
antiepileptic drug. However, the least were using a combination of two or
more drugs. Similar results were reported by the study of Youssef (1993).

The role of positive family history of epilepsy in the development
of the disease was emphasized by Elmslie et al., (1997). In the present
study, about one fourth of epileptic students reported a similar condition
among one or more of their family members. This figure is nearly the
same as reported by Youssef in 1993 (23.2%) and a much lower figure
(12.3%) by Abd Elmoneam (1992). These results explain the importance
of premarital examination and counseling for the prevention and early
detection of epileptic cases especially in prospective couples with
positive family history of epilepsy.

Epilepsy shares characteristics with other chronic diseases. It can
be a life altering condition for the affected persons. It affects life style and
daily living activities including, nutrition, sleep, exercise, social relations,
safety in addition to scholastic achievement for children (Ramadan et
al., 1991).

Nutrition during school age and adolescent period has always a
major concern of health. Epileptic students have same need and prone to
the same nutritional problems as their peers beside the presence of many
discase related factors affecting their nutritional status (schmezler &
Walash, 1999). The present study showed that the majority of the sample
was taking insufficient amount of food.

Disturbance in eating behavior can result in a body that is a below
or over its ideal weight. In the present study, more than half of students
had a normal body weight, only 7.7% were under weight and about one
fifth were at risk of over weight or over weight. This result was similar to
the findings obtained from the study of Alberto, Antonno and Mario
done at 2002 on nutritional status, dietary habits, physical activity and
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self-perceived body image in preadolescence in Catania. on the other
hand, the National Survey of Egyptian Adolescents (1999) revealed that
4% of the Egyptian adolescents were over weight, one tenth were at risk
of over weight and less than one fifth of them were stunted (Ibrahim et
al., 1999). The numbers of students who were over weight or at risk of
over weight in the present study may be attributed to the well known
preference of junk food, food high in saturated fats, sugar and
carbohydrates. So those students are in a massive need for nutritional
guidance and counseling.

Healthy eating habits also could be developed during childhood
and adolescence however external pressure can influence their food
choice and their dietary intake (King et al, 1996 and Wong&
Winkelstein, 1999). In the present study the majority has 3 meals /day,
and almost two thirds of the epileptic students preferred balanced salted
food. This may be explained that epileptic students in the present study
were advised by their physicians and parents to restrict the intake of
certain foods including salted food to avoid its harmful effect on their
condition. So, to maintain proper nutrition and develop healthy eating
habits, all epileptic students should be adequately educated about
principles of good nutrition.

During school age period children usually do not require a nape,
but they spend 8 to 9.5 hours in bed, fewer bed time problems occur
during these years (Wong & winkelstien 1999). On the other hand sleep
disorders in general were commonly described in patients with epilepsy
as reported by several studies (Stores, Wigg & Campling, 1998 and
Katagal 2001). It is worth noting that the majority of the students in the
present study had normal sleeping pattern, while just more than one third
of them had sleeping problems such as interrupted sleep, difficulty to
sleep or both of them. This is in agreement with the results of the study
done in UK to study sleep disorders and their relation to psychological
disturbance in children with epilepsy (Stores et al., 1998)

Physical exercises are an important component of a healthy life
style. It is well documented that regular physical exercises improve the
physical, mental and social well being. It is also associated with
enhancing self-esteem, confidence and stress reduction, decreased risk of
many diseases and premature death (Hightower, Carmmon & Minick,
2002). In contrast the epileptic students in this study tend to live
sedentary life and rarely participate in organized physical activities. This
may be due to occurrence of seizure, side effect of drugs, unpredictable
nature of seizures, or other psychosocial factors (Hightower et al., 2002).
It was observed that about two thirds of the studied sample did not
practice any type of physical exercises. This could be explained by the

Zagazig Nursing Journal January; 2009 Vol.5 No.§8
107



Ola Mamdouh Abd Elwahed Life-style of Epileptic School Students

fact that more than one third of the students were afraid from the
occurrence of seizure, while more than one fourth did not like
participation and only 10.5% were not allowed. Nearly similar
observations were found in the study done by Karlotto (1999) in Norway
who studied the relation between epilepsy and physical exercises. He
revealed that epileptic patients live hypoactive life because of probably
complex factors including isolation, anxiety, overprotection, low self-
esteem, or unpredicted nature of seizures and side effects of drugs.
Karlotto also added that there is a general tendency not to restrictive
attitude toward physical exercise, since in the majority of patients
exercises seem to have no adverse effects and in more than one third
regular physical exercises may in fact offer moderate seizure protection
while in only 10% exercises may act as a seizure precipitates. So this
area is one of the most beneficial areas to epileptics and should be
emphasized during education and counseling with considerable balance
between the risk for participation in exercises including injury and the
multiple physical, social, emotional benefits if they practicing exercise.

With respect to safety precautions followed by epileptic students
and their families, less than half of students were prevented from high
places or staying alone at home. About one fourth were not allowed to
walk alone at street while 26.4% were not allowed to pass street alone.
On the other hand all students were exposed to sun differently with a
mean of 1.63+ 0.97 hour/day. The same results were obtained from
Youssef’s study which revealed that 31.82% of epileptic students were
not allowed to stay at home without supervision, also they were not
allowed to walk or pass the street alone (35%) and 40% were prevented
from sitting or walking on the sun (Youssef, 1993) . Moreover, Seif El
Din et al., (1994) on their study the maternal concept toward epilepsy
supported our findings and emphasized that adopting advised safety
precautions will help epileptic children to live normal life. These too
much restrictions could be a reflection of parents’ fear and anxiety related
to their children’s conditions that considered a sort of over protection
which is not recommended. WHO (1998) acknowledged that as much as
possible, a normal life should be retained for epileptics to minimize their
feeling as different persons. It also pointed out that this restriction may
hinder epileptics’ initiatives and frustrates their natural enthusiasm. So
all epileptics and their parent should be informed about kinds of activities
which should be encouraged, regulated or restricted and reasons behind
such restrictions.

School age and adolescent period is a period of social interaction,
peer relation and self identity (Keen, 2002). In spite of that, less than half
of the students in the present study had a normal relation with their
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parents, while the rest of them complain of over protection. Contrasted
findings were obtained from study of Youssef (1993), which revealed
that the majority of the epileptic students had normal relation with their
parents while only 8.33% had problems including over protection.

Regarding students-siblings relationship, the present study
displayed that the majority of the studied sample had a normal relation
with their siblings. This is in agreement with the results of Youssef
(1993). On the other hand, a study done by Pal, Chaudhury and
Sengupta (2002) indicated that all epileptic children had a degree of
social deficit either girls or boys, usually they had limited peer group.
While in the present study the majority of the epileptic students had
friends. More than one tenth of them had no friends mainly because
friends usually make fun of them, or do not like to contact with them.
This may be due to lack of awareness of the school colleagues about the
disease or may be the effect of wrong behaviors and social stigma
attached to epilepsy.

Many students revealed that there is an almost universal tendency
to withdraw the epileptic students from the society (Youssef, 1993 and
Seif El Din et al., 1994). Although in the present study the majority of
the epileptic students were visiting their friends and relatives, and
preferred to play with others including school colleagues, siblings,
neighbors, relatives or parents.

Regarding student-teacher relation, the present study showed that
the majority of students had normal relation with their teachers, while the
minority may complain of violence or avoidness.

Reiner and Suurmerjer (2001) noted that epileptic children are
educationally vulnerable, even at general school, one in five is falling
appreciable behind in work, also it is well established that children with
epilepsy have a higher incidence of school under achievement because
multiple factors. In the present study, most of the students (63.2%) never
failed while 53.1%, 29.6%, 17.3% of the rest of them repeated a grade
either once, twice or triple respectively, this come in accordance with
different studies which indicating that epileptics are educationally
disadvantage (Seif El Din et al., 1994 and Phillip, 1998). On the other
hand, Philip reported that general school difficulties among epileptics are
unlikely simple because they are at average 1.0.

It is well known that there is a positive relation between epilepsy
and school attendance of patients (Pal et al., 2002). In the present study
only one fifth of students did not miss a school day a month prior to the
interview, while the rest of them missed several days up to more than
week at the same period with a mean of 3.73+4.15 days. Higher values
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were obtained from the study of Youssef (1993) which revealed that less
than half of the epileptic students did not miss any school day in a month
prior to the interview, while the rest of them missed school days for a
week or more. This high absenteeism rate may be due to different factors
such as epileptic student may dislike going to school because the
recurrent attacks of seizures, different psychosocial problems with his
classmates or teachers may also be factor. On the other hand some
parents may prevent their children from going school if seizures
frequently occur at school or even if their children have just slight
discomfort (Pal et al., 2002).

Conclusion:

Based upon the results of this study, it could be concluded that
epilepsy as a chronic disease interferes with the life style of the epileptic
student since it affects different aspects of his life including social,
psychological and physical aspects. It could also be concluded that the
attitude and perception of the family members, school colleagues,
teachers and the community toward epileptic person can help or alter his
ability to adopt with his condition and to live normal life as much as
possible.

Recommendations:

e The family of epileptic child especially parents should be
counseled about different aspects in patients’ life.

e Teachers could play a crucial role in creating a healthy
educational atmosphere to epileptic students.

e School nurses should be oriented with new advances and
techniques concerning care of epileptic patients.

e Health Education and Counseling of the epileptic students
should include their pattern of living to enhance their
understanding to the problem and promote their adjustment
process.

e Emphasis should be placed on prevention of epilepsy such as,
encouraging premarital counseling and examination to
prospective couples, especially those who have positive family
history of epilepsy. Providing proper antenatal, natal and
postnatal care to all pregnant women. Enforcing immunization
of all children against the common childhood infections
diseases.
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Table (1): Distribution of the sample according to their general
characteristics.

Characteristics of the NO. %
sample
Age (years) n=220
8- 68 30.9
12- 100 45.5
16-18 52 23.6
Mean + SD 13.12+2.76
Sex
Male 123 55.9
Female 97 44.1
Educational level
Primary 77 35.0
Preparatory 70 31.8
Technical secondary 45 20.5
Secondary 28 12.7
Student living with
Both parents 198 90.0
Others 22 10.0
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Table (2): Distribution of the study sample according to their health
history.
Health History No. %
Weight n=220
Normal weight 118 53.7
At risk of over weight 43 19.5
Over weight 42 19.1
Under weight 17 7.7
Onset of first epileptic fit (years)
1- 109 49.5
5- 77 35.0
10+ 34 15.5
Mean + SD 544 +£3.52

Date of last epileptic fit (month)
<1 62 28.2

1- 70 31.8
5 & more 88 40.0
Mean + SD 6.30+7.56
Number of fits in the last 6 months
No fits 83 37.7

1- 56 25.5
5- 22 10.0

10 & more 59 26.8

Mean + SD 7.63 £12.67
Onset of asking medical advice (month)
At the same day of fit
<1 108 49.1

1- 39 17.7
5 & more 39 17.7
34 1.4
Mean + SD 2.51+5.58

Type of Therapy
Mono Therapy 139 63.2
Poly Therapy 81 36.8
Family History of epilepsy*
None 166 75.5
Relatives 27 50
Siblings 23 42.6
Parents 8 14.8

* Multiple answers were given
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Table (3): The relation between food consumption pattern and general
characteristics of the sample

Food Consumption Pattern
General characteristics Sufficient Insufficient Test
No. % No. %
Age
8- 64 32.5 4 174 | x2,-4 149
12- 9 | 457 | 10 435 | p=0.126
16-18 years 43 21.8 9 39.1
Sex
Male 105 53.3 18 78.3 | X>=5.206 *
Female 92 46.7 5 21.7 P=10.023
Sttudent birth order
i 57 | 289 | 10 435 | x2-3175
2 53 26.9 6 26.1 P= 0365
3 44 22.4 5 21.7
>4 43 21.8 2 8.7
Living with
Both parents 177 89.8 21 91.3 X?=10.049
Others 20 10.2 2 8.7 P=0.826
Mothers’ education
University 15 7.7 2 8.7
Secondary 45 23.0 9 39.1 X24= 4.889
Preparatory or primary 21 10.8 0 0.0 P=0.29
Read and write 51 26.2 5 21.8
Illiterate 63 323 7 304
Mothers’ occupation
Working 42 21.5 8 34.8 X?=2.084
House wife 153 78.5 15 65.2 P=0.149
Monthly family income LE
> 150- 27 13.7 1 4.3
150- 36 | 183 4 174 | x2,=5.418
200- 59 29.9 4 17.4 | p=0 247
250- 27 13.7 6 26.1
>300 48 24.4 8 34.8
* Significant at P < 0.05
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Table (4): Distribution of the study sample according to their sleeping pattern.

Sleeping pattern No. %
Sleeping hours/day n=220
<8 4 1.8

8 204 92.7
> 8 12 5.5
Mean + SD 8.09 + (.55
Taking a nape
Don’t take 109 49.5
<2 hours 51 23.2
>2 hours 60 27.3

Mean + SD 0.88 +1.99

Sleeping problems
Interrupted sleep 39 17.7
Difficulty to sleep 32 14.5
Both interrupted and difficult 16 7.3
to sleep 133 60.5
No problems

Table (5): Distribution of the study sample according to their practices of
physical exercises.

Practice of physical exercises No. %
Frequency/week n=220

Once 16 18.6
Twice 29 33.7
Triple or more 41 47.7
No practice 134 60.9
Place of exercises* n=86

School 35 40.7
Home 26 30.2
Street 23 26.7
Club 17 19.6
Causes of non practice * n=134

Avoid any problem 54 40.3
Do not like exercise 38 28.4
No suitable place 28 20.9
No time 23 17.2
Not allowed 14 10.5

* Multiple answers were given
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Table (6): Distribution of the study sample according to their safety practices
carried out by them and their families.

Safety practices No. %
Avoid high places n=220

No 128 58.2
Yes 92 41.8

Avoid staying alone at home
No 128 58.2
Yes 92 41.8

Avoid walking alone at street

No 166 75.5
Yes 54 24.5
Avoid passing street alone

No 162 73.6
Yes 58 26.4
Sun exposure/hour

<1 21 9.5
1- 96 43.7
2- 81 36.8
3+ 22 10.0

Mean+SD  1.63+0.97
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Table (7): Distribution of the study sample according to their social relations.

Social Relations No. %
Student-parent relation
Over protection 121 96.0
All request are achieved 4 3.2
Violence 1 0.8
No problems 94 42.7
Student-sibling relation
Violence 19 51.4
Incongruent with each others 14 37.8
Make fun of them 4 10.8
No problems 183 83.2
Having friends
Yes 192 87.3
No because 28 12.7
- They make fun of him 7 25
- They don’t like to contact 4 14.3
with him
- Don’t like contact with other 17 60.7
Playing with whom *
Parents 14 8.5
Relatives 39 23.8
Neighbors 40 24.4
Siblings 56 34.1
School colleagues 88 53.7
Alone 55 25.1
Not applicable 1 0.5
Visiting relatives and friends
Yes 183 83.2
No because 37 16.8
e Don’t like contact with other 29 78.4
e Because of health status 6 16.2
e Others 2 5.4
Student-Teacher relation
No problems 183 83.2
Violence (emotional + Physical) 27 73.0
Teacher doesn’t engage him in 10 27.0
school activities

* Multiple answers were given
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Table (8):  Distribution of the study sample according to their scholastic
achievement.

Scholastic achievement No. %
Failing Years

No 139 63.2
Once 43 53.1
Twice 24 29.6
Triple 14 17.3
Having Rest

No 122 55.5
Once 48 49
Twice 17 17.3
Triple 33 33.7
Absenteeism in last

month 44 20.0
Not absent 131 74.4
< One week 45 25.6
> One week

Mean+ SD 3.73+4.15
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Table (9): The relation between scholastic achievement and general
characteristics of the studied sample.
Scholastic achievement
General characteristics No failing years Failing years Test
No. % No. %
Age
8- 52 374 16 | 197 | x2,-g 431%
12- 60 43.2 40 494 | p=0015
16-18 years 27 19.4 25 30.9
Sex
Male 79 56.8 44 543 | X41=0.131
Female 60 43.2 37 45.7 | P=0.717
Sttudent birth order
i 46 33.1 21 | 259 | x23=11285
2 44 31.6 15 | 185 |%p=0.010
3 29 20.9 20 24.7
>4" 20 14.4 25 30.9
Living with
Both parents 128 92.1 70 86.4 | X*1=1.826
Others 11 7.9 11 13.6 | P=0.177
Mothers’ education
University 12 8.8 5 6.2
Secondary 45 32.8 9 11.1 X24=15.51%*
Preparatory or primary 14 10.2 7 8.6 | p=0.004
Read and write 30 21.9 25 30.9
Illiterate 36 26.3 35 43.2
Mothers’ occupation
Working 37 27.6 15 18.5 | X*1=3.098
House wife 100 73 66 81.5 | P=0.078
Monthly family income (pound)
Less than 150- 17 12.2 10 12.4
150- 22 15.8 18 | 222 | x2,=16.072
200- 30 21.6 33 40.7 | p=0.003
250- 24 17.3 9 11.1
>300 46 33.1 11 13.6

* Significant at P < 0.05

Table (10): The relation between type of therapy and scholastic achievement of
the studied sample.
Scholastic achievement
Test
Type of therapy No failing years Failing years
No. % No. %
Mono therapy 90 69.8 49 53.8 X21=5.814%*
Poly therapy 39 30.2 42 46.2 P=0.0159
* Significant at P < 0.05
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Abstract

Background Breastfeeding as soon as possible after birth has advantages for mothers
who have had cesareans just as it does for mothers who deliver vaginally. The
influence that the mode of delivery has on lactation rates is under debate. Aim: To
identify the effect of cesarean section delivery on encountered maternal and neonatal
breastfeeding problems over the first week after birth through comparison with
normal vaginal delivery. Subjects & Methods: A comparative research design was
used on 50 cesarean section (CS) women and 50 normal vaginal delivery (NVD) ones
in the postnatal ward at the University Maternity Hospital in Tripoli, Libya. An
interviewing form was used to collect socio-demographic data and mother's
perceptions and misconceptions related to breastfeeding, and an assessment checklist
for practices and maternal and fetal complications. Results: About half of both groups
were illiterate. Significantly more women in the NVD group thought that colostrums
was concentrated breast milk (p=0.002), while more CS women believed it was stale
milk (p=0.012). They had lower misconception of toxicity of breastfeeding after
anesthesia (p=0.029), and higher misconception of baby need of herbal drink to
relieve colic (p=0.001). Mothers of woman were the most common source of
information. CS women had significantly more delayed initiation (p<0.001), and more
deficient practice regarding frequency (p<0.001) and duration (p<0.001). NVD
women had significantly less breast (p=0.003), neonatal (p=0.012), and initiation and
practice (p<0.001) problems. The majority of women in both groups expressed their
preference for breastfeeding. Conclusion & Recommendations: Breastfeeding
problems during the first week of life may be common, especially after CS, which are
associated with lack of knowledge, misconceptions, and deficient practice. It is
recommended that physicians and nurses should make more effort in guidance,
support, and management of problems related to breastfeeding. The circulating nurse
should be responsible for initiating breastfeeding in the operating theater after
cesarean section.

Keywords: Breastfeeding, Cesarean section, Misconceptions
Introduction

Breastfeeding has long been recognized as one of the most
important contributors to infant health. New and continuing researches
are increasing our understanding that the absence of breastfeeding is a
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significant public health issue, and is associated with excess risk of
morbidity and mortality in infants, children and in women. Breast milk is
widely accepted as the ideal source of nutrition for infants (Kinsley et al,
2000). In order to ensure success in breastfeeding, it is important that it
be initiated as early as possible during the neonatal period (Dixon, 1994).

Breastfeeding as soon as possible after birth has advantages for
mothers who have had cesareans just as it does for mothers who deliver
vaginally. It promotes bonding, provides stimulation to bring the milk in
sooner, releases the hormone oxytocin to help the uterus contract,
provides the baby with the immunological advantages of colostrums, and
takes advantage of the fact that the newborn's sucking urge is strongest in
the first couple of hours after birth (Featherstone, 1997; Foxman et al,
2002).

Cesarean birth was introduced in obstetrics as an alternative to
vaginal delivery to reduce the risk to the mothers and the fetus in specific
circumstances. Therefore, it is a good idea for the expectant mother who
has to cope with having a cesarean section to also try to care for her
coming newborn by preparing herself for breastfeeding baby before
his/her arrival (Fulton, 2005; Featherstone, 2006).

An operative birth versus a vaginal birth can affect the
breastfeeding experience in several ways. Initiation of breastfeeding is
often delayed, because mothers who have delivered via cesarean section
often need some extra time to recover before they physically feel like
holding and nursing their newborn. As soon as they are fully conscious
and alert and able to hold the baby, they can begin breastfeeding
(Featherstone, 1997).

On the other hand, babies born by cesarean section may be
somewhat drowsy and lethargic, especially if the mother was exposed to
anesthetics for a prolonged period of time during labor. This does not
mean that breastfeeding will not be successful, but it can mean that the
milk may take a little longer time to come in than it would after a vaginal
birth. Therefore, the baby may need some extra encouragement and
stimulation in order to stay alert during feedings, but this period of
lethargy generally only lasts a short time (Johnson and Pluckier, 1994;
Gillespie et al., 2002).

The influence that the mode of delivery has on lactation rates is
likewise under debate. Thus, some studies could not show any effect. For
instance, a study conducted in 2005 found no statistically difference in
breastfeeding rates at day four, but did find a delay in the time at which
women reported their milk “coming in.” There also was an increased use
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of formula in the first four days (Kathryn et al., 2003). Hence, the
previously mentioned confounding factors can come into play, and lead
to delay of initiation. In another study that did not show a difference
between cesarean and normal delivery, the overall breastfeeding was very
high; only 2.2% of women with spontaneous vaginal deliveries and 3.6%
of women with others forms of delivery were bottle-feeding (The
Academy of Breastfeeding Medicine, 2002). Meanwhile, other authors
reported decreased breastfeeding rates after cesarean delivery (Mothers
Survey, 2003).

The first 24 hours of a baby's life are crucial to a positive
breastfeeding experience for both the mother and the baby. Whether
delivered vaginally or by Caesarean section, putting the baby to the breast
as soon as possible after delivery is essential (Margaret et al., 2007).
Additionally, the first week after delivery is a critical time to help new
mothers, because many women stop breastfeeding as soon as problems
arise. Early signs of breastfeeding problems include poor infant
breastfeeding behavior as a delay in rooting and abnormal suckling
behavior as inadequate arousal, rooting, and latching on, as well as
delayed onset of milk production, and excess infant weight loss
(Kaufmann and Forman, 2003; Kist et al, 2008).

Therefore, the first feeding after cesarean birth should be
encouraged as soon as possible after delivery, preferably within the first
hour, depending on the type of anesthesia given and surrounding
circumstances (Marshall et al., 2005). Whenever possible, the infant
should be allowed to root and latch on spontaneously within the first hour
of life. Many common nursery routines such as weighing the infant,
administration of vitamin K and application of ocular antibiotics can be
safely delayed until after the initial breastfeeding (The Academy of
Breastfeeding Medicine, 2002).

If the mother knows that she will be delivering by cesarean section,
she can make choices in advance before birth that will facilitate
breastfeeding. She can choose a hospital that has policies supportive of
breastfeeding, such as not routinely giving bottles and allowing rooming
in. She should find out how much time she and her baby will be allowed
to spend together. As extra help will be needed in caring for the baby, it is
better to arrange for a family member to stay with the mother (Royal
Women's Hospital Melbourne, 1999; NHS Direct Mastitis, 2000).
This might decrease the chance of resorting to bottle-feeding for ease.
The family member may assist with burping, bathing, and assessing the
infant's latch at the breast. If the infant must be separated from the mother
after cesarean delivery because of prematurely or illness, the mother
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should be instructed to pump the breasts at the same times she would
normally be breastfeeding her infant (MDH, 2004).

Health care providers, and particularly nurses, after cesarean birth
have to be able to identify mothers and babies that may need extra
breastfeeding support and advice soon after delivery (World Health
Organization, 2000). The nurse may demonstrate nursing positions that
minimize contact with the incision, and reassure the mother that these
difficulties are temporary. She has also to instruct the mothers that they
should breastfeed at least 8 times in 24 hours, and that they can
successfully breastfeed regardless of method of delivery (Mothers
Survey, 2003). Also, the nurse can offer help to women with
breastfeeding problems after a cesarean with information and resources to
help them overcome the difficulties they might be having (MDH, 2004;
American Academy of Pediatrics. 2007).

This work ultimately emphasizes the need to identify problems that
encountered mothers with breastfeeding over the first week of life to form
an essential base for health education to raise the awareness of the women
regarding the importance of practice of breastfeeding immediately after
delivery to prevent associated problems. The expected findings can help
the nurses in identification and best management of breastfeeding
problems, especially after cesarean section, and in avoidance of formula
supplementation.

Aim of the study:

The aim of this study is to identify the effect of cesarean section
delivery on encountered maternal and neonatal breastfeeding problems
over the first week after birth through comparison with normal vaginal
delivery.

Subjects & Methods:
Design: This study was carried out using a comparative research design.
Setting:

The study was conducted at postnatal ward affiliated to Tripoli medical
center at the University Maternity Hospital in Tripoli, Libya.

Subjects:

The study was conducted on 100 healthy nursing primiparous
mothers who were delivered at the study setting, and their babies. They
consisted of two equal groups:
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= Cesarean section group: 50 primiparous mothers delivered by
caesarean section

= Normal delivery group: 50 primiparas mothers who had a normal
vaginal delivery.

Mothers of both groups were recruited according to the following criteria:
= Inclusion criteria:
0 Primiparity

o Singleton pregnancy, cephalic presentation with no
congenital anomalies

o Full-term baby, 2800 gm or more, not separated at NICU
o Exclusively breastfeeding during the course of the study

o Willing to participate in the study and able to give informed
consent.

= Exclusion criterion:
o Unstable maternal medical or psychological state.
Tools

An interviewing form was designed by the researchers to collect
data related to mother socio-demographic characteristics as age,
education, job status, residence, and smoking. The tool assessed mother's
perceptions of the advantages of breastfeeding and the colostrums, and
related misconceptions and the sources of information.

An assessment checklist was constructed for recording maternal
practices related to breastfeeding and the complications. It assessed the
practice of breastfeeding regarding initiation, frequency, and duration
over the first week of newborn life. Maternal and fetal complications
were also assessed and documented during the same period.

Pilot study

Ten mothers admitted to postnatal ward, five with normal vaginal
delivery and five with cesarean section delivery were included in the
pilot. They were interviewed to assess form feasibility and clarity. The
time required for each woman' interviewing ranged between 30 and 45
minutes. Necessary modifications were done in the tool accordingly,
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mostly rewording and rephrasing some items. This pilot sample was
excluded from the main study sample.

Methods

An official letter from the High Institute of Nursing in Al-
Korapolly Tripoli, Libya was directed to the responsible authority at the
study setting to take the permission to conduct the study, explaining its
purpose and methodology. Development of the study tool was done by
the researchers after reviewing the relevant literature. The purpose of the
study was explained by the researcher to the potential study participants
to obtain their written consent to participate in the study. They were
informed about their rights.

Then, the researchers interviewed and assessed the mothers and
newborns. With the help of all nursery midwives, mothers practices and
any maternal of newborn problems related to breastfeeding practice were
recorded in the assessment checklist. This was done over the first week of
newborn's life whether at the nursery or at home. The mothers were
interviewed again after discharge on the 7" day during follow-up visit.

Statistical analysis

Data entry and analysis were done using Epi-Info 6.04 computer
software package. Data were presented using descriptive statistics in the
form of frequencies and percentages for qualitative variables, and means
and standard deviations for quantitative variables. Qualitative categorical
variables were compared using chi-square test. Whenever the expected
values in one or more of the cells in a 2x2 tables was less than 5, Fisher
exact test was used instead. Statistical significance was considered at p-
value <0.05.

Results:

The socio-demographic characteristics of women in the two
studied groups are described in Table (1) they had a similar age
distribution, with most of them aged 30 years or older. The mean age was
slightly higher among cesarean section women, compared to normal
vaginal delivery group, 33.0+5.0 and 29.4+5.2 years respectively, but
with no statistically significant difference. About half of both samples
were illiterate, 48% and 52%, respectively. Concerning occupation, it was
found that the majority of cesarean group (72%) were housewives,
compared to 42% of the other group, and the difference was statistically
significant (p=0.002). Similarly, the majority of cesarean group (74%)
had urban residence, compared to 44% of the other group, and the
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difference was statistically significant (p=0.009). Very few women in the
two groups were smoking.

Table (2) presents women's perceptions related to colostrums,
advantages of breastfeeding, and related misconceptions. Significantly
more women in the normal delivery group thought that colostrums was
concentrated breast milk (p=0.002). Conversely, more women in the
cesarean group believed that colostrums was stale milk, and the
difference was the statistically significant (p=0.012). Concerning the
advantages of breastfeeding, one-half of both groups knew it was
nutritive and clean. Meanwhile, statistically significantly more women in
the normal delivery group knew about its immunological role in
protection of the baby (p=0.029).

As regards maternal misconceptions related to breastfeeding, the
same table points to statistically significant differences regarding toxicity
of breastfeeding after anesthesia (p=0.029), and baby need of herbal drink
to relieve colic (p=0.001). The first misconception was higher among
women in the normal delivery group, while the second one was higher
among women in the cesarean group. Only very few women in the two
groups had the misconception that breastfeeding could disfigure the
breasts.

Figure (1) illustrates the various sources of information about
breastfeeding as reported by women in the two groups. The most
commonly mentioned source in both groups was the mother of the
woman, 40% and 30% in the cesarean and normal delivery groups,
respectively. Health personnel were more reported by women in the
cesarean group (20%), compared to the normal delivery group (10%) as
sources of information. Mass media were mentioned by 14% and 20% of
the women, respectively. However, no statistically significant difference
could be revealed between the two groups regarding their sources of
information.

Table (3) demonstrates the practice of breastfeeding among
women in the two groups. It indicates a delay in the initiation of
breastfeeding in the cesarean group, while 80% of the mothers in the
other group started it immediately, and the difference was statistically
significant (p<0.001). Also, regarding the frequency of breastfeeding,
only 40% of women in the cesarean group practiced on demand,
compared to 80% of those in the vaginal delivery group, and the
difference was statistically significant (p<0.001). As for the duration of
each breast feed, the table indicates a statistically significant (p<0.001),
where in most of the cesarean group women (74%) it was less than five
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minutes, whereas in 90% of the women in the normal delivery group it
was more than ten minutes. Although the majority of women in both
groups expressed their preference for breastfeeding, 70% and 90%
respectively, the difference was statistically significant (p=0.044), with a
higher preference among normal delivery group women.

The incidence of various maternal and neonatal problems related to
breastfeeding in the two study groups is presented in Table (4) The table
indicates that there is statistically significance more among the normal
delivery group of women who had no breast problems (p=0.003), no
neonatal problems (p=0.012), or problems related to initiation and
practice of breast feeding (p<0.001). The most common breast problem
was engorgement and tenderness breast, and it was significantly higher
among women in the cesarean group (p=0.029). Sleepy baby was the
most commonly reported neonatal problem, and it was also statistically
significantly higher in the cesarean group (p=0.037). As regards the
problems related to initiation and practice of breastfeeding, they were all
higher among cesarean group women, with statistically significant
differences regarding pain and weakness (p=0.005), and disorientation
after anesthesia (p<0.001).

Discussion:

Breastfeeding difficulties in the early postpartum period, especially
iIf combined with inadequate support and advice, may lead new mothers
to give up breastfeeding (Featherstone, 2006). Many factors can
influence the establishment of breastfeeding. One of the most important
of these factors is the type of labor, especially caesarean section which
may be associated with difficulty establishing breastfeeding during the
first week after delivery (Johnson and Pluckier, 1994). However, the
effect of mode of delivery on lactation rates is under debate. Therefore,
the present study was aimed at investigating differences in breastfeeding
in normal vaginal delivery and cesarean delivery.

The present study was carried out on two groups of the middle
class of the Libyan society. They had similar age and education as these
parameters may influence the decision to start and continue breastfeeding.
In fact education is associated with a more health seeking behavior
(World Health Organization, 2000), and educated women usually are
more likely to have better access to community health services which
provide proper preparation, education and care during postnatal periods
(Declerca et al ., 2008).

However, more women in the cesarean section group were
housewives, and of urban residence. These two factors could have inverse
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effects on breastfeeding, where non-working mothers would have more
preference to breastfeeding, while breastfeeding is known to be less
practiced in urban compared to rural areas. Therefore, the effect of these
two factors might be counteracted.

According to the present study findings, most of the mothers in the
two groups did not recognize clearly the difference between colostrums
and natural breast milk, where half of them thought that the significance
of colostrum was related to its concentration and thickness. The
misconception of considering colostrum as stale milk that should be
discarded was more among the cesarean group women. They had also
low knowledge about the immunological benefits of breastfeeding,
especially among cesarean group women. These results are expected and
reflect low level of health awareness and knowledge, which might be
explained by the high percentage of illiteracy in the two study groups,
which reached about 50%. The finding are in agreement with Kist et al
(2008) who reported that new mothers who are inexperienced may
encounter some difficulties in breast feeding due to lack of knowledge
and experience.

Breastfeeding misconceptions were also revealed in the present
study, especially the one related to toxicity of breast milk after cesarean.
This misconception was higher among the normal delivery women. The
difference might be explained by that women in the cesarean group are
usually more close to health care providers, and should have asked
specifically about this issue, and thus got the correct information about it.

Another misconception related to breastfeeding, as revealed in the
present study, was that baby needs herbal drink for the relief of colic.
This misconception was noticed to be statistically significantly higher
among cesarean group women. It might be related to other
misconceptions regarding the toxicity of medications given to the mother
on the baby, and the insufficiency of breast milk. This would lead to
lower rates of exclusive breastfeeding among cesarean women during the
first week of infant life. In agreement with this, a study revealed that
women who underwent cesarean delivery were one half as likely to
breastfeed exclusively during their hospital stay (Mecca et al., 2007).

The high prevalence of misconceptions related to breastfeeding
could also be attributed to the sources of information reported by studied
women. The study findings indicated that women's mothers were the
most common sources of information, in addition to dayas and auxiliary
workers, while the share of the health personnel was very low. This
points to the importance of the role of health care providers, especially
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nurses, in raising the awareness of these women about breastfeeding, and
in correcting their misconceptions.

As regards initiation of breastfeeding, the present found an
unacceptable delay in initiating the first infant-breast contact, especially
in the cesarean section group where most of them delayed it up to 24
hours, and about one-fourth delayed it to the following day. Although the
woman can have a role in this delay, it is thought that this might be a
system problem. In fact, women delivered by cesarean section, being
hospitalized, are obliged to follow the rules of the hospital regarding
initiation of breastfeeding and rooming it. In this respect, it has been
shown that early skin-to-skin contact improves maternal infant bonding.
Furthermore, infants who have early maternal contact have been found to
nurse more effectively at the first feeding and, in some cases, if the baby
is left alone on the mother’s chest, it has crawled spontaneously to the
breast and suckled (Kist et al., 2008).

In the same respect, it has been claimed that the newborn’s sucking
urge is strongest in the first couple of hours after birth (WHO, 2000).
Therefore, women should take advantage of this period by early initiation
of breastfeeding. Moreover, cesarean section mothers might have an extra
advantage during the brief period of time before the regional anesthetic
wears off. This provides a pain-free time for more comfortable nursing
during the baby’s first feedings at the breast. So, there is no reason that
these mothers cannot nurse practice early initiation of breastfeeding, and
feed their babies successfully (The Academy of Breastfeeding
Medicine, 2002).

Meanwhile, other unmeasured but potentially confounding
variables such as the effects of maternal preoperative stress, degree of
hydration, blood loss, mobility score, anesthesia, hospitalization as a
source of family disruption, disappointed due to baby sex and
postoperative analgesia, could have a negative impact on maternal
lactation and infant suckling. This is in congruence with Marshall et al
(2005) who mentioned that initiation of breastfeeding was often delayed
because mothers who have delivered by cesarean section often need some
extra time to recover before they physically feel like holding and nursing
their new baby. Also, some of these mothers are worried that the
medications prescribed for them after delivery will adversely affect their
babies (Kist et al., 2008).

The present study findings have also demonstrated that the practice
of women in the cesarean section group was more deficient regarding the
frequency and duration of breastfeeding. The highest percentages were
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not practicing on-demand feeding, and breast fed their babies for less than
five minutes per fed. These findings could certainly be attributed to
mother condition after the surgery. Positioning may be more difficult
because of postoperative pain, and thus the nurse should instruct the
woman in using the lateral decubitus position, and pillows may also be
used to provide support for the area of incision (Declerca et al., 2008).
Weakness and disorientation after anesthesia could also interfere with the
initiation of Dbreastfeeding, and with the proper practice regarding
frequency an duration (Mothers Survey, 2003).

Furthermore, all types of breast and neonatal problems were more
common among cesarean section women. The problem of breast
engorgement and tenderness could be secondary to deficient practice
among them. This is in congruence with (Lydon et al .,2001) who
reported that breast engorgement is due to an over production of milk,
and is caused by a inadequate, infrequent or missed feeding, and relieved
by rooming-in, early initiation of breastfeeding immediately after birth,
besides regular nursing, which is considered the best preventive measure.

On the other hand, the problem of sleepy baby, which was more
common among women in the cesarean section group, might be related to
the operation and related anesthesia and medications. The finding is in a
line with Dixon (1994) who reported that babies born via cesarean
section might be somewhat drowsy and lethargic, especially if the mother
was exposed to anesthetics for a prolonged period of time during labor.
However, this does not mean that breastfeeding will not be successful,
but it can mean that the milk may take a little longer to come in than it
would after a vaginal birth. The baby may just need some extra
encouragement and stimulation in order to stay alert during feedings, and
this period of lethargy generally only lasts a short time (MDH, 2004).

Despite all these misconceptions and problems, the majority of the
present study women, in the two groups, reported their preference of
breastfeeding. This might be explained by the study population and
setting, which is a middle class society, where breastfeeding is considered
as one of the most important roles of mothers in community values and
traditions. Additionally, many of these women recognized the basic
benefits of breastfeeding, which have been documented both as physical
(Kaufmann and Forman, 2003) and emotional and psychological
benefits (NHS Direct Mastitis, 2000). The finding is in line with a study
conducted in 2005, which reported very high overall breastfeeding rates
among women with spontaneous vaginal deliveries and those women
with cesarean section (Mecca et al., 2007).Therefore, in patient
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committed to breastfeeding, the potential obstacles related to operative
delivery can be overcome.

Conclusion and recommendations:

It can be concluded from the results of this study that breastfeeding
problems during the first week of life may be common, especially after
caesarean section delivery. Many of these could be attributed to lack of
knowledge, misconceptions, and subsequent deficient practice. The role
of health care providers as sources of information about breastfeeding
also turned to be deficient. Nonetheless, the majority of women expressed
their preference of breastfeeding.

Based on these findings, it is recommended that physicians and
nurses should make more effort in guidance, support, and management of
problems related to breastfeeding. The circulating nurse should be
responsible for initiating breastfeeding in the operating theater after
cesarean section. The use of pain medication might help nursing mothers
after cesarean section. These women should also be instructed about
comfortable positions. The practice of rooming-in and allowing a family
member to stay with the mother after cesarean may also help to increase
the breastfeeding success rate.
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Table (1): Socio-demographic characteristics of women in the two study groups

Groups ,
Cesarean Normal vaginal X
Items (n=50) (n=50) test p-value
No. % No. %

Age (years):

20- 5 10.0 12 24.0

25- 5 10.0 10 20.0

30- 15 | 30.0 20 40.0 6.68 0.08

35-39 25 | 50.0 8 16.0

Mean + SD 33 +4.95 29452
Education:

Iliterate 24 | 48.0 26 52.0

Read and write 14 | 28.0 12 24.0 2.98 0.40

Primary/preparatory 7 14.0 3 6.0

Secondary/university 5 10.0 9 18.0
Job status:

Housewife 36 | 72.0 21 42.0

Working 14 | 28.0 29 58.0 9.18 0.002*
Residence:

Urban 35 | 70.0 22 44.0

Rural 15 | 30.0 28 56.0 6.90 0.009*
Smoking status:

Yes 4 8.0 2 4.0

No 46 | 92.0 48 96.0 Fisher 0.68

(*) Statistically significant at p<0.05

Table (2): Perceptions and misconceptions related to breastfeeding among
women in the two study groups

Groups
Normal 2

Cesarean . X p-

Items (n=50) \Zﬁgggl test value
No. % No. %
Colostrums:
More concentrated than breast milk 25 50.0 40 80.0 9.89 0.002*
Unhealthy stale milk 15 30.0 5 10.0 6.25 0.012*
No difference from breast milk 10 20.0 5 10.0 1.96 0.161
Advantages of breastfeeding:®
Natural, nutritive and clean 25 50.0 25 50.0 -- --
Immunological protection for baby 10 20.0 20 40.0 4.76 0.029*
Satisfy need for mothering 17 34.0 15 30.0 0.18 0.67
Breast feeding misconceptions:
Breastfeeding after anesthesia is toxic 10 20.0 20 40.0 4.76 0.029*
Worry about future fertility and 12 24.0 10 20.0 0.23 0.63
breastfeeding
Breast feeding disfigures breast 4 8.0 4 8.0 - --
Baby need herbal drink to relief colic 20 40.0 6 12.0 | 10.19 | 0.001*
Breastfeeding increase or decrease body 4 8.0 10 20.0 2.99 0.084
weight
(@) Not mutually exclusive (*) statistically significant at p<0.05
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Figure (1): Source of information about breastfeeding as reported by women in
the two study groups
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Table (3): Practice of breastfeeding by women in the two study groups

Groups
Normal 2
Items Cesilgtce)an vaginal t)e(st p-value
(n=50) (n=50)
No. % | No. %
Initiation of breastfeeding:
Immediately 0 0.0 | 40 80.0
6 to 24 hrs 38 |76.0]| 10 20.0 | 68.33 | <0.001*
More than 24 to 48 hrs 12 1240 0 0.0
Frequency:
On demand 20 |40.0| 40 80.0
Less than 6 times per day 5 100 1 2.0 16.86 | <0.001*
6 or more times per day 25 |500| 9 18.0
Duration:
Less than 5 minute 37 |740| O 0.0
5 to 10 minute 10 [ 200 5 10.0 | 75.42 | <0.001*
More than 10 minute 3 6.0 | 45 90.0
Preference:
Breastfeeding 35 | 70.0| 45 90.0
Artificial feeding 12 [ 240| 5 10.0 | 4.04% | 0.044*
Any 3 6.0 0 0.0

(*) Statistically significant at p<0.05 (@) Test between breastfeeding and artificial feeding
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Table (4): Maternal and neonatal problems related to breastfeeding among

women in the two study groups

Groups
Items Cesilggan I\jgéirr?ZIl t>e<szt p-value
(n=50) (n=50)
No. % No. %
Breast problems:
No problems 15 30.0 | 30 60.0 | 9.09 0.003*
Engorged and tender breast 20 400 | 10 20.0 | 4.76 0.029*
Cracked and inflamed nipple 11 22.0 5 10.0 | 2.68 0.10
Inverted nipple 4 8.0 5 10.0 | Fisher 1.00
Neonatal problems:
No problems 35 70.0 | 45 90.0 | 6.25 0.012*
Sleepy baby 10 20.0 3 6.0 4.33 0.037*
Refused to suckle 1 2.0 0 0.0 | Fisher 1.00
Chest infection 4 8.0 2 4.0 | Fisher 0.68
Problems related to initiation and
practice of breastfeeding:
No problems 20 40.0 | 46 92.0 | 30.12 | <0.001*
Unable to mothering her
baby due to pain and 15 30.0 4 8.0 7.86 0.005*
weakness
Disorientation after 10 20.0 0 0.0 11.11 | <0.001*
anesthesia
Hospitalization as a source of
family disruption 5 100] O 0.0 | Fisher | 0.056
(*) Statistically significant at p<0.05
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Abstract:

The use of music in healing is as old as the origin of human civilizations. This
study aims to assess (1) reaction of autistics to music therapy (2) the effect of music
therapy on autistics verbal communication, social traits, sensational and neurological
perception and physical symptomatology. The study was conducted at EI Basma
center for children with special needs in Shebin EI Kom at Menoufya. All available
autistic children (30) were selected. Two tools were utilized for data collection. One
tool was developed by researchers and the other tool was developed by Mohammed A
(2005). The results showed that autistic children had high interaction with music .
Also, music therapy had a positive influence on reducing some associated unaccepted
autistic problems related to verbal, communication, cognitive and their physical
health status. Therefore, it was concluded that music therapy could reduce unwanted
autistic traits and the sufferings of autistic children. Also, it is recommended that
nurses caring for autistics must have talents in music and the will to compose songs
for them.

Keywords: Music therapy - autism

Introduction:

Autism Spectrum Disorder refers to a group of pervasive
developmental disorders. This group includes autism, Asperger Disorder
(AD), and Pervasive Developmental Disorder. Autism Spectrum Disorder
Is characterized by impairments in three domains: social interaction,
communication and restricted repetitive behaviors or interests. Autism
Spectrum Disorder seems to be on the rise, it affects between two and six
children out of every 1000 in USA. Above all, the National Autistic
Society suggests a possible prevalence rate of 1 in 100 people in the UK
(National Autistics Society Statistics Sheet, 1997and Goldenino,
2008). In Egypt, there is no available statistics about the prevalence of
autism.

Meanwhile, there is no cure for autism, nor is there a standard
therapy that works for all people with autism (Inglese, 2009). Most
people with autism show developmental progress and respond to a
combination of treatment and special education (Boso et al; 2007 and
Humphries, 2009). Music therapy is an underestimated treatment for
children who have communication disorder and developmental delays
because data on the potential behavioral effects of music therapy in
autism is scarce. Above all, limited studies showed that organized music
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therapy sessions which are provided by therapists who have knowledge
about music, anatomy, psychology, research techniques, and other
subjects will more likely improve self esteem, social interaction in elders
and autistic people (Zarate& Diaz,; 2001). Moreover, Boso et al., (2006)
indicated that there was a shortage of rigorous scientific data supporting
the clinical application of music therapy and there was a need to confirm
and expand the preliminary findings regarding the potential and actual
effectiveness of music therapy. This need should be addressed through
controlled investigations on the short and long term effect of music
therapy in clinical conditions.

Aims of the study: To assess:
(1) Reaction of autistics to music therapy.
(2) The effect of music therapy on autistics verbal communication,
social traits, sensational and neurological perception and physical
symptomatology.

Materials and Methods:
Design: A quasi experimental research design was followed.
Setting:
This study was conducted at EI Basma Center for children with
special needs at Shebin El Kom city in Menoufya governorate.
Sample:
All available autistic children (30 children) attending the
previously mentioned setting were included.
Tools of the study:
Two tools were utilized for data collection.
Tool one: It was designed by the researchers. This tool was divided into
two parts.

e Part one: Biosocial characteristics. It included questions about
children's names, ages, mothers' and fathers' education and
mothers' and fathers' occupation.

e Part two: General observations. It was divided into two sections.

Section one: Observable reaction to music. It included a checklist
about characteristics of reaction towards recorded music e.g. no
reaction, smiling, dancing, others.
Section two: Bio-psychosocial problems. It included a checklist of
problems such as temper tantrums, standing far away from
researchers and piano, trying to escape and go back into class,
attempting to control the movements of hands and arms, presence
of seizures and tremors, affection, communication and behavior.
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Tool two: It was called Autism Treatment Checklist. The tool was designed
by Mohammed A. (2005). This tool was divided into four parts:

e Part one (Verbal Communication): It included a likert scale that was
divided into 14 questions about knowing his/her name, response to
no or stop, following simple orders, number of words said by the
child, composing sentences and number of words in each sentence
and abilities in communication as well as conversation.

e Part two (Social characteristics): It included a likert scale that was
divided into twenty questions about social detachment, ignoring
others, amount of attention paid to others, cooperation , eye to eye
contact , interaction with events, imitation, and feelings towards
hugging.

e Part three (Sensational and Cognitive Perception): It included a
likert scale that contained 18 questions about appropriatness of
response when his name was called, response towards compliment,
ability to discriminate others and animals, looking at pictures and
following television, playing appropriately, having appropriate facial
expressions, etc.,

e Part four (Physical Status and Health Related Problem). It included a
likert scale that contained 25 questions about health problems such as
enuresis, diarrhea, constipation, sleep troubles, overeating,
undereating, etc.,

Methods:

1. A thorough review of literature was done to collect data about
autism and music therapy.

2. Data collection tools were selected.

3. Content validity was tested by one expert in pediatrics and two
experts in providing care for autism.

4. A written approval was obtained from the director of the

previously mentioned setting.

5. Ethical considerations for data collection were followed through
obtaining parents' acceptance to share in the study and notifying
them that participation was voluntary.

6. A pilot study was carried up on 5 autistics to identify the
feasibility of the tools.

Reliability: Cronbach coefficiency alpha was 0.75 and Pearson
Correlations ranged between 0.50-0.80 for all items of the tools.

7. A number of 30 autistic children were individually assessed for
problems associated with autism (verbal, communication, social,
cognitive, sensational and physical health).

8. General objective of the music therapy sessions was set by the
researchers. The objective was to reduce symptoms of autism
through developing a music therapy intervention.
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9. Preparation for sessions:

e Music therapy room was prepared with only three chairs, a
table and an Oregon in order to reduce unnecessary visual
stimulations. Colored stickers were applied on the fingers of
the Oregon to visually attract autistics and to be
differentiated easily by them. Besides, researchers closed the
windows of the room in order to reduce other auditory
stimulations.

e One day before the start of music therapy sessions, all
autistics (30) were asked to listen to a tape recorded music
and their reactions towards music were observed and
recorded.

10. First session of music therapy was implemented as
follows:

e Each child had an individual starting session.

e Specific objectives of the session were flexible to fit the
needs of each autistic child.

e At the first session all autistic children refused to share and
tried to escape from the room into their most familiar
common classrooms. Children were welcomed by
researchers. One of the researchers tried to utilize their
sensitivity towards music through starting to play common
international children music melodies on oregon such as
Frero Jacko and Do Re Me. Also, researchers composed a
song using the name of each child and started to sing it for
each child during his/ her session. Besides, children were
allowed to investigate the oregon and to play on it in order to
feel familiar and safe with the instrument. Then, the majority
of children showed happiness and started to feel relax that
they were refusing to go back to class by the end of the
session.

e Four children had temper tantrums accompanied by
screaming, throwing of furniture and tearing of their own
clothes. One of the researchers played music on an oregon to
calm each of them separately. Afterwards, researchers
decided to hold the next music session for each of them at
their own class where they can share safely and try to play
oregon with the help of one of the researchers.

e Two other autistic children were afraid from researchers and
absolutely refused to sit beside them and preferred to stand
far away. Several attempts were tried with them until it was
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found that they were feeling secure and relax if they were
hugged and embraced.

e Two other autistic children refused to sit on piano chair and
preferred to stand far away from it with his head, back and
buttocks touching the wall of the room. Researchers had to
change the chair and bring him his most preferred chair.

e Children were encouraged to share in sessions and get rid of
their fears through saying bravo or clapping hands.

11.Subsequent music therapy sessions:

e Each autistic child had an individual music therapy session.

e Specific objectives of each session differed according to the
specific needs (cognitive, linguistic, eye-hand coordination,
sensory motor and social)of each child and his /her level of
development.

e Each session was started by playing international children
songs in order to stimulate them to actively share in sessions.
Afterwards, they were asked to sing songs composed by
researchers and adapted to their level of linguistics skills.
Children who were unable to speak were asked to say la la
la, children who were able to say words were asked to sing
one sentence, children who were able to tell one sentence
were asked to sing two or more sentences. All children had
to follow the tone of the played music in order to correct
speech associated problems (e.g., echolalia, speed problems).

e Also, children were allowed to play oregon in their own
pattern at each session. Afterwards, oregon was brought
closer to the eye level of the child. One of the researchers
held the right hand of the child while keeping the fore finger
pointed to the oregon and a simple practical training in
playing a song accompanied by asking the child to keep his
eyes on his finger was done.

e One of the researchers had to observe the eye hand
coordination of each child during the music therapy sessions
in order to always direct his/her attention to look at the
finger used for playing oregon.

e Autistic children with fewer autistic symptoms (4 children)
were shown how to play a simple music sentence and were
left to try using the five fingers of their hands.

e At the end of each music session, each child was thanked
and received a positive reinforcement in the form of candies
or biscuits.
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e Each child received 64 music sessions and each session
lasted between 20-30 minutes according to the child's need
for rest. Sessions were conducted 4 days /week for 16 weeks.

Statistical analysis:

Data was categorized, tabulated and prepared for computer
statistical analysis. Then, it was presented using descriptive forms.
Autism treatment checklist was analyzed using the following scoring
system:

Scoring for verbal communication, social characteristics problems,
sensational and cognitive perception problems

No problems 1
Some extent of problems 2
Large extent of problems 3

Scoring system for physical status and health related problems:

No problems at all 1
No problems 2
Some extent of problems 3
Large extent of problems 4

Data was analyzed using SPSS version 13.0. Qualitative variables
were compared using paired student t-test and chi-square. Data was
described in the form of numbers, means and standard deviations.
Statistical significance was considered at P-value<0.05.

Results

Table (1) represents that approximately half of autistics ranged
between 5 to 10 years of age, males were more than females. More than
half of mothers and fathers had university education. Also, approximately
half of mothers were working and the majority of fathers were
employees.

Table (2) shows that autistics reacted with tape recorded songs as
shown by smiling and dancing.

Table (3) represents that there was a positive interaction and an
influence of music intervention on autistics emotional, communication,
affection, behavioral and neurological problems during the first session of
playing oregon. A highly statistical significant difference was found at
1% level of significance between problems existed immediately before
the first session and in continuation of such problems within the same
session.

Table (4) shows that there was a reduction of some verbal
communication problems related to knowing his/her name well, using one
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to ten words in speaking, and continuing speech with others well.
Therefore, a statistical significant difference was found between the
corrected verbal communication problems before and after the
implementation of sessions at 5% and 1% levels of statistical
significance.

Table (5) denotes a reduction in five social characteristics
problems. These characteristics were related to neglecting others and
paying them attention, amount of attention paid to others talking to
him/her, eye contact with others, waving with hands to say bye-bye, and
smiling. A statistical significant difference was found between before and
after the implementation of sessions at 5% and 1% levels of statistical
significance

Table (6) demonstrates only reduction in three sensational and
cognitive perception problems of autistics. These problems affected
responding appropriately when called by name, perceiving danger and
looking and identifying the place that others are looking at. A statistical
significant difference was found between before and after the
implementation of sessions at 5% and 1% levels of statistical
significance.

Table (7) clarifies a reduced frequency in the majority of physical
status and health related problems in autistics after the implementation of
the therapy. These problems were diarrhea, constipation, sleeping
problems, over or under eating, overactive, destruction of different things,
sensitivity to sounds, fear and worry, looking sad and crying frequently,
frequent sickness attacks, having a strict routine that can not be broken,
shouting and agitation, need for sensitivity to pain, paying attention to
only limited subjects and producing repetitive movements. A statistical
significant difference was found between before and after the
implementation of sessions at 5% and 1% levels of statistical significance

Table (8) illustrates that there were reduction of problems affecting
the subscales of verbal communication, social characteristics and physical
status and health related problems after the implementation of music
therapy. A statistical significant difference was found between before and
after the implementation of sessions at 5% and 1% levels of statistical
significance. Also, there was no statistical significant difference between
the total scores of subscales indicating the severity of autism.

Discussion

Mentally or physically disabled child should enjoy a full and
decent life, in conditions which ensure dignity, promote self-reliance and
facilitate the child's active participation in the community. Music therapy
is thought to help the autistic child to participate in the community
through the management of social withdrawal by making an initial
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relationship with a musical instrument (United Nations States Parties,
2005)

It has been proven through the study that autistic children reacted
to listened recorded music as shown by dancing and singing. These
results agree with Thaut (1988) who found that autistic children had an
unusual interest and response to music tones. Also, Staum (2009)
indicated that autistic children possess unusual sensitivities to music.

The study illustrated that 4 autistics had temper tantrums. These
could be due to fear and trials to withdraw from the unfamiliar situation.
Garon et al., (2009) reported that autistic syndrome children are
predisposed to more difficult temper tatrums overall than children with
Down syndrome. Autistics with temper tantrums differed from autistics
with no temper tantrums in their lower positive affect, higher negative
affect and more difficulty in controlling attention or behavior and lower
response to social rewards. Autistics having tempertantrums were related
to having effortful emotional regulation. Above all, these temper tantrums
stopped at all while listening to music played on Oregon which was
accompanied by singing a song composed of the name of each of the
children. For this reason, music therapy might probably help in making
emotional regulation.

Moreover, six autistics with generalized tremors and fits showed
less frequent tremors and fits during music sessions. This could be due to
researchers' manipulations of children's sensitivity towards music in
management and building a therapeutic non-threatening relationship
characterized by observing their preferences, singing and dancing with
music as well as playing oregon. Besides, researchers identified that
musical stimuli could activate specific pathways in several brain areas
associated with emotional amygdale, and prefrontal cortex (Boso et al;
2007).

At the same time, the majority of children had fear and disobedient
behavior before the first session. Wood et al., (2009) mentioned that a
great majority of autistics exhibit fear and anxiety that cause significant
functional impairment. It was noted that children's fear subsided during
the first music therapy session. Perhaps, music accommodated and
remediated the social and adaptive skill deficits of autistic children. This
reduced level of fear could increase obedient behavior of children. Also,
the example of modeling played by researchers as demonstrated by
playing music with children and singing with autistics could increase
social interactions and positive consequences of behaviors.

In addition, the study showed that after the implementation of
music sessions, children were able to know their names better, acquired
more words and prolonged sentences. This could be due to songs
composed by the researchers which included sentences that repeated the
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names of each child. These results agree with Rapp (2007) and Wigram
and Gold (2006) who explained that music therapy intervention
improves motivation as well as facilitates communication skills and
social interaction. Also, Wilson (2009) indicated that cooperative singing
and music making creates a healthier environment for those who may
have no other way to connect with family or community that some
children who rarely speak will sing along songs they have learned. Miller
and Toca (1979) identified that an adapted melodic intonation (singing
plus an intoned rather spoken verbal stimulus) helped psychiatric patients
to produce trained, imitative and spontaneous intoned verbalizations.

This study demonstrated that structured music intervention
enhanced eye contact in autistic children. This could be due to
researchers' observation for autistics eye contact with musical instrument
and their continuous asking for children to look at their own fingers while
playing oregon. There were other improvements in social characteristics
related to paying attention to others, communication with others and
waving bye-bye with hands. These results agree with Stephens (2008)
and Evans (2009) who indicated that musical instrument provides an
initial point of contact between the autistic and another individual by
acting as an intermediary. Kaplan and Steele (2005) found that autistics
generalized skills and responses acquired in music therapy are more than
the same skills acquired in non-music therapy environment. Wilson
(2009) clarified that making music and singing songs can build a more
harmonious community of support for everyone. Barber (1999) indicated
that music provides a more peaceful and relaxing environment for autistic
children.

Besides, this study clarified that autistic children had fewer physical
complaints after the implementation of music intervention. Boso et al.,
(2006) indicated that musical experience activates several biochemical
mediators such as endorphins, endocanna binoids, dopamine and nitric
oxide that could be useful in the clinical management of neurological and
psychiatric disorders. Consequently, physical complaints related to
psychological troubles are reduced.

On the other hand, it was obvious from the study that musical
intervention did not influence many areas of sensational and cognitive
perception of autistics, some areas of verbal communication and some
unwanted characteristics of autism. This could be due to the more
prolonged interval of time that was needed for the management of autism.
Boso et al., (2007) identified that the best results could be obtained at
long term music intervention. Kostka (1993) analyzed music therapy
outcomes and found that some music therapy goals can be achieved
within several months and others can be achieved within one year or
more.
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Conclusion:

It was concluded that music therapy could reduce fear, temper tantrums,
some neurological disorders, disobedience and physical associated
problems. Meanwhile, it reduced problems related to verbal
communication skills, socialization, cognitive and sensational perception
as well as problems associated with physical health status.

Recommendations:

1- Music therapy can be used in providing care for autistic children if
there is a special room that is prepared with limited visual and
auditory stimuli and nurses who are experienced with special needs of
autistics, willing to play music and sing with them and have a
previous training in teaching autistics at any community setting (e.g.,
Karitas). Besides, nurses must have talents in music and the will to
compose songs or whatever is needed to reduce autistic symptoms in a
loving and encouraging atmosphere that promotes self esteem.

2- Comparative studies are needed to be carried out to compare their
results with the results of the present study. Suggested studies can be
the impact of longer term music therapy on autism, the impact of
video-based intervention on autism, musicality adapted stories and the
use of color theory as behavioral modifier.
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Table (1): Biosocial characteristics of autistic children

Autistics
N =30
Items N %
Child's Age
<5 years 6 20.0
5-10 years 14 46.7
>10 years 10 33.3
Sex
Male 18 60.0
Female 12 40.0
Mother Education
Preparatory 2 6.7
Secondary 12 40.0
University 16 53.3
Father Education
Secondary 14 46.7
University 16 53.3
Mother Occupation
Housewife 12 40.0
Working 18 60.0
Father Occupation
Doctor 2 6.7
Pharmacist 0 0.0
Teacher 0 0.0
Employee 28 93.3

Table (2): Reactions of autistic children to recorded songs

Autistics
N=30
Reaction N %
None 6 20.0
Smiles 12 40.0
Dances 12 40.0
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Table (3): Emotional, communication, affection, behavioral and neurological
problems found between autistic children before and during the first

session of playing Oregon.

Before During
N=30 N=30
Types of problems N % N % X?
Emotional:
Fear 28 | 93.3 0 0.0 | 21.00**
Pleasure 2 6.6 30 |100.0
Communication:
Avoids personal interaction 26 | 86.6 0 0.0 | 21.00**
Showing some signs of interaction 4 13.4 | 30 |100.0
Affection:
Temper tantrums and throwing furniture
Present 4 134 0 0.0 | 7.64**
Absent 26 | 86.6 | 30 |100.0
Behavioral:
Obedient 4 134 | 30 |100.0 | 7.64**
Disobedient 26 | 86.6 0 0.0
Neurological:
1- Tremors accompanied with fits
Frequent 6 134 0 0.0 | 21.00**
Absent 24 | 86.6 | 30 |100.0
2- Control of movements of arms and
hands:
Unable to control 6 134 0 0.0 | 15.56**
Attempts to control 24 | 86.6 | 30 |100.0

**p<.01

Table (4): Verbal communication problems of autistics before and after music

therapy
Before After
Verbal problems Mean +SD | Mean +SD | t- test
1- Knows his/her name well 1.60+ .35 1.00+ .36 3.2%*
2- Responds well to No and follows orders 1.93+ .96 1.40+ .74 1.7™
3- Uses only one to ten words in speaking 2.13+ .54 1.53+ .83 2.2*
4- Explain their wants to others well 1.47+ .75 1.00+.33 1.5™
5- Has a meaningful speech and questions 1.47+.74 1.33+.90 0.4"™
6- Uses several consequent sentences and 1.60+ .74 1.47+.91 04"
communication is suitable to age
7- Continues in speech with others well 1.87+ .35 1.33+.90 2.1*
"pP>05 *P<.05 **P<.01
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Table (5): Social characteristics problems of autistics before and after music

therapy
Before After

Social characteristics Mean+SD | Mean+SD | t- test
1- Totally isolated and prefers to be alone 2.87+.35 |273+.70 |0.7"™
2- Neglects others and don't pay them attention. 2.33+.90 |1.73+.46 |2.3*
3- No or little attention to others talking to him 2.60+.51 1.60+ .51 | 5.4*
4- Uncooperative and resists others 2.60+.51 |[227+.70 |15™
5- No eye contact with others 213+ .64 | 127+ .46 | 4.3**
6- Do not show emotions to others if something | 2.47+ .74 | 2.07+.80 |1.4™

happens
7- Can say hello to parents or communicate 247+ .74 |207+.80 |1.4™

with others
8- Hates to be embraced or carried up 2.60+.51 [1.93+.88 |11™
9- Un capable to share others in their work or 247+ .92 |207+03 |1.1™

Feelings
10- Can not wave with hands to say bye-bye. 214+ 64 | 1.27+ .46 |4.2**
11- Has several mood swings and unsuitable 2.13+ .64 |153+.35 |08™

Traits

12- Rarely smiles 240+ 51 |1.60+.74 | 3.5**
"pP>05 *P<.05 **P<.01

Table (6): Sensational and cognitive perception problems of autistics before and

after music therapy

Sensational and cognitive perception Before After

Problems Mean +SD | Mean +SD | t- test

1- Responds appropriately when called by 2.00+ .93 1.47+ 52 6.3**
Name

2- Responds appropriately to complimentand | 1.80+ 1.01 | 1.67+ .82 0.4"™
shows facial expressions

3- Looks at others, animals, pictures and 2.07+ .96 2.00+ .93 0.2"™
watches TV

4- Draws pictures, colors them and plays with | 2.73+ .46 2.60+ .74 0.6™
different toys well.

5- Understands TV stories and different 2.00+ .54 1.87+ .64 0.6"™
explanations

6- Perceives characteristics of surrounding 1.87+ .64 1.73+ .74 0.5™
Environment and is familiar with it

7- Perceives danger 2.00+ .54 1.60+ .50 2.1*

8- Wears clothes independently and shares in | 2.20+ .86 2.13+ .83 0.2"
different activities

9- Curious, cares about other things and 2.27+ .45 2.20+.68 0.3™
performs adventures

10- Looks where what others look at and 2.13+ .36 1.47+.35 2.6*

Identifies what are they looking at.
"P>05 *P<.05 **P<.0
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Table (7): Physical status and health related problems of autistics before and

after music therapy

Physical status and health related problems Before After
Mean + SD | Mean + SD | t- test

1- Always has wet bed and pampers 1.93+ .60 1.47+.50 1.9"
2- Has frequent sickness attacks (e.g .diarrhea, | 1.60+ .74 1.13+ .35 2.2*
constipation)

3- Has numerous sleeping problems 2.00+ .76 1.47+ .52 2.3*
4- Over or under eating. 2.00+ .76 1.40+ .51 2.6*
5- Is overactive 1.93+ .96 1.47+ .52 2.6*
6- Hits or injures oneself or others consistently 1.27+ .72 1.00+ .00 0.7"™
7- Destroys different things 1.60+ .74 1.00+ .00 3.2**
8- Is sensitive to sounds 2.13+ .64 1.53+ .83 2.2%
9- Shows a big amount of fear and worry 2.47+ .74 1.13+ .35 6.3**
10- Looks sad and cries frequently. 1.87+.83 1.47+ .52 2.4*
11- Has strict routine that can not be broken 2.27+ .46 1.73+ .46 3.2%*
12- Shouts loudly and looks agitated. 1.27+ .70 1.00+ .00 1.5"
13- Needs sensitivity to pain 2.00+ .76 147+ .52 2.3*
14- Pays attention to only limited subjects 2.27+.70 1.60+ .51 3.0**
15- Produces a lot of repetitive movements 2.13+ .83 1.47+ .52 2.6*

P>05 *P<.05 **P<.01

Table (8): Mean and standard deviation of autistics total scores obtained from
the subscales used for the assessment of the severity of autism

Subscale Before After

Mean +SD Mean +SD | t- test
Verbal communication 18.53+9.10 15.67+ 9.65 2.50*
Social characteristics 25.80+ 8.50 17.47+7.39 2.87**
Sensational and cognitive perception 21.13+10.54 | 19.27+9.99 50™
Physical status and health related problems 17.67+10.40 | 6.87+4.84 3.65**
Total scores of subscales (severity of autism) 83.00+37.54 |59.13+30.25 | 1.92"™
"P>05 *P<.05 **P<.01
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Abstract

Evidence based practice stresses that Vaginal Birth after Caesarean Section (VBAC) is
recommended for women with a previous lower segments caesarean section in the
absence of indication for caesarean section as it offers the most benefits to the health of
both mother and child. Aim of the study: were to assess the effect of VBAC on neonatal
outcomes and maternal problems and to explore women’s views on their VBAC
experiences. Design: A prospective cross sectional study. Setting The study was
conducted at the Labor and Delivery Unit in Suez Canal University Hospital in Ismailia
City. Sample: Purposively 300 parturient women were recruited for the purpose of the
study. Results: Findings showed that successful vaginal birth was achieved in 80% of
women in the study; women with successful VBAC had more positive feeling compared
to their last time than women with ERCS (Emergency Repeated Caesarean Section). The
majority of successful VBAC women reported having their babies and started breast
feeding immediately. More than half of women in the study stressed their right to decide
on their mode of birth but with more and enough information for the informed choice.
Neonatal outcomes for a successful VBAC women were positive than those of newborn
babies born by ECS. Also, there were a statistically significant differences in relation to
uterine dehiscence (p=0.003) and period of hospital stay (p=0.000) among women with
successful VBAC and women with ECS. The majority of women with successful VBAC
and 40% of ERCS would plan for future vaginal birth and would recommend it for other
women in the same situation. Conclusion: VBAC has positive outcomes on both neonate
and women's post partum problems, birth experiences and early bonding.

Keywords: VBAC, Women's experiences, informed choice, vaginal birth, neonatal
outcomes

Introduction:

The way a woman gives birth can impact her and her family in ways
she might not expect. It’s imperative that women know how to give birth in
her own. Spontaneous vaginal birth involves fewer risks than caesarean
section. Without a clear and compelling need for a caesarean, a spontaneous
vaginal birth without an episiotomy 1is likely to be the safest way to give
birth (Masciale, 2004). A caesarean section is a form of childbirth in which
a surgical incision is made through a mother’s abdomen after 28 weeks to
deliver one or more babies (Finger, 2003).

Zagazig Nursing Journal January; 2009 Vol.5 No.§8
162



Tayseer M. Fathy Effect of Vaginal Birth after Caesarean Section

Caesarean section rate has risen over the past two decades from 5% to
25% in the United States and some other western countries The rate in the
United Kingdom was 21.4% (Morrison and Mackenzie, 2003), and 24.4%
in the United States (Cisse et al., 2004). In Turkey, the percentage of
caesarean deliveries for the year 1998 was found to be 26.1% while the
estimated rate for the year 2001 was around 30% (Koc, 2003). In Nigeria,
there has been a progressive rise in caesarean section rates from year 1970
up to 2002, from 9.4% to 34.6% respectively (Walker et al., 2004). In
Egypt, the rate of caesarean deliveries is still high, hospital caesarean
deliveries were 13.9% in 1988 and the rate increased to 22% in 2000.
Approximately 25% of all caesarean deliveries were for the indication of
prior caesarean delivery (Ministry of health and population, 2004).

The practice of elective repeated caesarean section has been changing
gradually after the publication of numerous studies that have substantiated
the efficacy and safety of a trial of vaginal birth after caesarean section
(Cahill et al., 2006). Khawaja et al. (2004) states that no country in the
world is justified in having a caesarean rate greater than 15%.

According to Enkin, (2000), women who undergo a caesarean section
are at significantly higher risk than women who have a vaginal birth for
infection, re-hospitalization, and poor birth experience. Allen et al. (2003)
reported that babies delivered by caesarean section are less likely to be
breastfed, and are at significantly higher risk than babies delivered vaginally
for breathing problems and asthma in childhood and in adulthood. In
addition, there is an increased likelihood of serious problems for mothers
and babies in future pregnancies, including infertility, ectopic pregnancy,
placenta problems, fetal death and higher health care cost. Downe, (2008)
concludes that, hospitalization and the medicalization of childbirth have
created a culture of fear in which women have lost confidence in their ability
to give birth safely. Evidence based practice stresses that trail of VBAC is
recommended for women with a previous lower segments caesarean section
in the absence of indication for caesarean section as it offers the most
benefits to the health of both mother and child (Grobman, Peaceman et al.
2000, Hook 1997). However, this must be weighed against the increased
risk of morbidity if vaginal delivery is not achieved. This study seeks to
address the effect of Trail of Labor (VBAC) on neonatal outcomes and
maternal problems and also to identify women's views on their experiences.

Aims and Objectives

This study was designed to compliment local audit data by:

1- Assessing the effect of vaginal birth after Caesarean section (VBAC) on
neonatal outcomes and maternal problems.

2- Exploring women’s views on their VBAC experiences.
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Material and Methods
Research Design:

A prospective cross sectional study design was selected for this
research. Such design fits the nature of the study under investigations, in
which the researcher tried to assess the effect of VBAC on neonatal
outcomes and maternal problems and to document women's views on their
experiences

Setting:
The study was conducted at the Labor and Delivery Unit in Suez

Canal University Hospital in Ismailia City, during the period from August
1, 2005 to the end of July 2006

Subjects: Subjects in the study were collected in two phases:

First phase: aimed to comprise of 300 parturient women who were
recruited from Labour and Delivery Unit at Suez Canal University Hospital
during their early first stage of labour. They were selected purposively
depending on the following criteria:

0 Women with previous one lower segment caesarean section.
Parturient women who desired and accepted the trial of VBAC.
Single viable fetus.

Cephalic presentation at the onset of labor.

Gestational age > 37 weeks.

Spontaneous onset of labor.

Adequate pelvis.

OO0OO0OO0O0Oo

Second phase: was to document women's views of their VBAC
experiences, out of the 300 women who attended the trail, only 31 women
were interviewed 2 hours post partum, according to the following criteria

O Health status "The woman was physically and mentally ready to be
interviewed"

0 Awake

0 Accepted to be interviewed

Tools of Data Collection: Two tools were used to collect data in the
study.

Tool (1): A structured questionnaire was designed by the researchers to
collect data about the consequences of VBAC on neonatal outcomes and
maternal problems and gather data about women's views on their
experiences. It consists of two parts:
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First Part: It comprises; data about women age, parity, duration of
pregnancy and spacing between the previous and present labour.

Second Part: Summary of labor sheet was designed to collect data about
the duration of the stages of labor, the mode of delivery whether
spontaneous or assisted vaginal delivery or emergency repeated caesarean
section (ERCS) and whether labour was augmented by oxytocin or not. It
also included data about the condition of the uterus and perineum after
labour. Moreover, it included data about the immediate postnatal problems
that might be encountered by the woman such as: presence of postpartum
haemorrhage, administration of IV blood, uterine dehiscence or rupture,
hysterectomy, the period of hospital stay for the woman, evaluation of the
neonatal condition such as: Apgar scores at the first and fifth minute, weight
of the neonate, admission to Neonatal Intensive Care Unit (NICU) or not.

Tool (2): An interview structured questionnaire was designed by the
researchers to collect data about women's views on their VBAC experiences.
It consists of items related to women's informed choice on the mode of
labour, women's opinion for their experiences, and plan for future labour.

Methods:

1. A permission to conduct the study was obtained from the head of the
Maternity Ward as well as the Director of Suez Canal University
Hospital.

2. A jury of three expertises from Community Nursing and Maternity
Nursing Departments was appointed to test the content validity and
clarity for tool 2. The recommended modifications were done.

3. The internal consistency reliability of time management assessment
questionnaire was assessed by using coefficient alpha and it was 0.82.

4. A pilot study was conducted on seven head nurses to identify
ambiguous questions. Accordingly, minor changes were made for few
items.

5. The objectives of the study were explained to the study subjects and

their written consents were obtained.

Confidentiality of any obtained information was ensured.

7. Informed consent was taken for the trial of VBAC then; every woman
was allowed to undergo the trial of labor, if no contraindications
existed.

8. Vaginal birth after caesarean section trial was prospectively monitored;
clinically and electronically throughout labor by the researcher and
under the supervision of the obstetrician on duty.

9. The uterus was examined routinely after delivery of the placenta to
detect uterine dehiscence.

o
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10.In case of non-reactive CTG tracing or failure to progress which
needed an emergency action, the situation was reassessed whether to
continue the trial or re-evaluate the plan.

11.After delivery, the result was documented as either success or failure of
vaginal birth after caesarean section and correlations between the result
and the neonatal outcomes and the encountered maternal problems
were done.

12.Women who were awake with good physical condition and agreed to
participate in the study were interviewed 2 hours postpartum by the
researchers.

Statistical analysis:

Data collected were processed and analyzed using the statistical
package for the social science (SPSS) version 13. Quantitative data was
expressed as means = SD, while qualitative data was expressed as numbers
and percents. Student t-test was used to test the significance between
quantitative variables, while Chi square and Fisher's exact test were used to
test the significance between qualitative variables.

Results:

Table (I) shows the general characteristics of the sample which
indicates that slightly more than three fifths of the sample (61.7%) were in
the age of 20 to less than 25 years, and the mean age + SD was 29.2 + 4.8.
Regarding parity, the table shows that more than one third (39.0%) of the
sample were primipara. Meanwhile, the highest percentage (45.0%) was
Para two or three. For duration of pregnancy more than three quarters of the
sample (77.3%) were between 37" to less than 40 weeks. As for the spacing
between the caesarean section and the present pregnancy, the same table
shows that it was > 18 months in slightly more than half of the sample
(52.7%), with a mean duration of 39.5 + 3.3 months.

Regarding figure (1), it concerned with the frequency distribution of
the study subjects according to their mode of the present delivery. The
majority (80.0%) of the parturient women had successful VBAC. Almost
three quarters of these women (74.0%) had spontaneous vaginal delivery
and less than one tenth (6.0%) had assisted vaginal delivery. Moreover, it is
obvious from the same table that one fifth (20.0%) of the sample had
emergency repeated caesarean section due to either fetal distress or failure
of labor to progress (12.7% and 7.3% respectively).

Table (2) points out the relationship between the study subject's mode
of delivery and Apgar score at the first and fifth minute. Regarding to Apgar
score, the table shows statistically significant relation with a trend toward
increasing incidence of Apgar Score at 5 minutes of less than 7 (100.0%) in
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the ERCS group, compared to non among the successful VBAC group.
Meanwhile, the admission of the newborn to NICU was also 100.0% in the
ERCS group. The same table reveals that babies with a neonatal weight
2.500-3.000kg were more likely to be delivered by successful VBAC
(89.8%). While those with a neonatal weight 3.500kg to 4.000kg were
significantly more likely to be delivered by ERCS (66.7%). Differences
observed are statistically significant (X2=32.4 and p=0.00).

The relationship between the study subject's mode of delivery and the
encountered maternal problems is described in table (3). The results
demonstrated that women who had ERCS were more likely to have uterine
dehiscence (100.0%), receive blood transfusion (75.0%) and have
postpartum haemorrhage (57.1%) than those who had successful VBAC
(0.0%, 25.0%, and 42.9% respectively). As for the hospitalization period, the
same table points to a statistically significant relation, with a trend toward
decreasing mean (1.1 £ 0.3 days) of hospitalization period among those who
had successful VBAC. (t=30.4 & p=0.00).

Table (4) presents women's views regarding to their rights during
labour. The majority of women in the study (80.9% of successful VBAC ,
70% of ERCS) agreed and strongly agreed that birth is a natural process and
that should not interfered unless medically necessary. Only around 50% of
the women interviewed greed that they have right to decide on their mode of
birth but (76.2% of successful VBAC, 60% of ERCS) agreed and strongly
agreed that they need more information to decide. =~ More than 50% of
women who had successful VBAC reported feeling positive compared to
previous CS regarding to non women of those who had ERCS felt positive.

Table (5) reveals women's opinion for recent birth experiences. The
table presents statistically significant differences between women's with
successful VBAC and ERCS experiences (P=0.000). 95.2% of women with
successful VBAC had their baby immediately, started breast feeding
immediately and experienced less pain. Only 41.9% of women's with
successful VBAC reported that they will need follow up compared to 100%
of women's with ERCS.

Table (6) illustrates women's plan for future pregnancy, when women
asked about their plans for future pregnancy, 85% of women from successful
VBAC reported that they wish to give birth vaginally, in addition to 40% of
women with ERCS were wish to give birth vaginally. 76.2% of women from
successful VBAC would recommend vaginal birth to a friend in a similar
position regarding to 30% of ERCS women.

Discussion

Women who deliver vaginally after a previous caesarean section have a
lower incidence of postpartum haemorrhage, intra-partum infection,
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anaesthetics complications, postpartum pain, and thromboembolic disease as
compared to those having caesarean section. On the other hand, delivery by
C.S limits a woman's obstetric future to a lower total number of possible
deliveries, a higher rate of secondary infertility, ectopic pregnancy, placenta
previa, placenta accrete and obstetric hysterectomy (Enkin, 2000). The
practice of elective repeated caesarean section has been changing gradually
after the publication of numerous studies that have substantiated the efficacy
and safety of a trial of vaginal birth after caesarean section. This trend has
been enhanced by the American College of Obstetricians and
Gynaecologist's guidelines, which clearly support and encourage a trial of
labor after caesarean section (Cahill et al., 2006). The aim of the present
study was to assess effect of VBAC on neonatal outcomes and maternal
problems and to explore their experiences from their point of views.

The trial of labor in the present study was successful in 80.0% of
women. Of those 6.0% were assisted by vacuum extraction due to either
prolonged second stage or maternal distress. One fifth of the sample
(20.0%) had a repeated caesarean section due to fetal distress or failure of
labor progress (Fig.1).

The study finding is in agreement with Quinones (2005), who found
that successful vaginal birth was achieved in 74.0% of women with one
previous caesarean section. In a similar study, Coassolo (2005) found that
the prevalence of successful VBAC was 70%. In this perspective, Gyamfi
et al., (2004) have addressed the issue that the chance of successful vaginal
delivery is between 70.0% - 80.0%. This drops to about 50.0% - 60.0% in
cases of scar after C.S and for failure of progress in labor.

The relatively high prevalence of the successful vaginal birth revealed
in the present study, may reflect the various methods proposed to manage
the trial of vaginal birth after caesarecan section and the evidence for their
role in the clinical practice.

The present study has also investigated the relation between the mode
of delivery and fetal Apgar scores. It was found that Apgar scores <7 at the
first minute and fifth minute were statistically higher among babies born by
ERCS, with the result that 4 babies were admitted to the NICU (table 2).

These foregoing findings are in agreement with Durnwald et al.
(2004), who have reported that, the neonates born by repeated caesarean
section have low Apgar scores compared with those born by vaginal birth.
This low Apgar scores may be due to the effect of the anaesthesia and
caesarean birth or may be due to that, the neonate was not stimulated as
would have been by vaginal birth (Kennare et al., 2007).
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In this respect, several studies have demonstrated a difference in
VBAC rates between patients with a birth weight greater than 4,000 kg and
those with a lower birth weight. The odds ratio for this risk factor ranges
from 1.2 - 1.9 (Hibbard et al., 2001 & Blanchette et al., 2001).

On the same line, the present study finding has demonstrated that
women with a large neonatal weight (3.5- 4kg) were significantly more
likely to be delivered by ERCS. This is explained by the morbid conditions
that are associated with larger baby, such as obstructed labor. On the other
hand, Troyer and Parisi (2000) prospectively studied 140 trials of labor in
women with a previous caesarean section and found no significant
difference among neonates delivered either by VBAC or by repeated
caesarean section regarding the birth weight.

According to the present study results, the most common early post-
operative complications following caesarean section were postpartum
haemorrhage, the need for blood transfusion. Overall, more than half of
ERCS group had such complications (table 3).

The study results are similar to those achieved by Landon et al.
(2004), who found that, the rate of post partum haemorrhage and blood
transfusion were higher in the failed VBAC group compared with the
successful VBAC group. One of the most significant risks women face
when considering a trial of labor is that of uterine rupture. This potentially
fatal event may have significant maternal and neonatal squeal (Diaz, 2002).
In the present study, only 4 uterine dehiscence occurred in the ERCS group
compared with no recorded cases among the successful VBAC group.
Furthermore, there were no recorded cases of true uterine rupture,
hysterectomy, or maternal deaths among all the study subjects.

The current figure is very close to that reported by Hibbard et al.
(2001), who have demonstrated that, the rate of uterine dehiscence was
higher in the failed VBAC group compared with the successful VBAC
group, with no hysterectomy or maternal deaths among the successful
VBAC group or the ERCS group. In this respect, Blanchette et al.(2001)
studied the maternal problems in 754 women who attempted VBAC-TOL
and found that , there was only one uterine disruption in the successful
VBAC group which was an asymptomatic dehiscence discovered at manual
exploration of the uterus after delivery of the placenta. However, among the
failed group there were 12 uterine ruptures, two of the twelve patients with
uterine ruptures required emergency hysterectomy.

The present study findings have revealed a statistically significant
relation, with a trend toward increasing mean (2.6+ 0.35days) of hospital

Zagazig Nursing Journal January; 2009 Vol.5 No.§8
169



Tayseer M. Fathy Effect of Vaginal Birth after Caesarean Section

stay among those who had ERCS (t=30.4 & p=0.00). This is consistent with
Hibbard et al. (2001), who have reported that women who had caesarean
section had higher mean hospital stay of 1.5 to 2 days compared with
women in the successful VBAC group.

In the light of the present study findings, it can be concluded that, the
majority of women (80.0%) had successful VBAC, whether spontaneous
74.0% or assisted by vacuum extraction 6.0%. Only one fifth (20.0%) of the
study subjects had ERCS. Furthermore, more problems during the fourth
stage of labor were encountered among women who had ERCS. This
finding is in consistence with (Hibbard et al., 2001)

The current study revealed that women in the study either having
successful VBAC or repeated ERCS believed in normality of labour and
delivery and that birth is a normal physiological process and should not be
interfered unless their medical indication. This finding is supported by
several studies (Davis-Floid, 2001). It considered a joyful life experience
however it may be a stressful and painful experience for some women (El-
Nemer, 2003).

In relation to women's informed choice, that is helping them to share in
decision making for their mode of delivery. Surprisingly, only 28.6% of
women with successful VBAC and 20% of women with ERCS reported that
they had no right to decide the mode of delivery for their labour and
delivery. This findings is congruent with EI-Nemer & MacVan, 2004, who
reported that patients expected that health professionals to make decision for
them and in addition they fear displeasing the doctors who are seen as a
powerful figure. Also, it may be explained by the medicalization of
childbirth which is well documented (Walsh, et al,2004, Downe,
2004,2001) and has resulted in healthy women being treated as if they were
suffering a pathological condition rather than experiencing a normal
physiological process (Walsh et al, 2008). However, 76.2% of women
with successful VBAC and 60% of women with ERCS strongly agreed that
women need more information to decide on the mode of delivery. However,
without adequate information, choice becomes meaningless. Women require
a clear explanation of why a caesarean was performed and need to be
provided with evidence based information regarding the chances of a
recurrence of the problem which resulted in an operative delivery (Cabhill,
2006). This finding is congruent with (El-nemer & MacVan, 2001) who
reported that access to information is an effective counterbalance to the
medical control of childbearing and facilitates the empowerment of women.
Interestingly, 50% of women with successful VBAC reported positive
feeling with the trail of vaginal labour compared to none of women with
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ERCS. This is in consistent with Green & Baston, 2003 and Beverly et
al., 2008.

It was found that there was a statistically significant difference between
women who had successful VBAC and women with ERCS, the majority of
women with successful VBAC were able to have their babies and start
breast feeding immediately than women with ERCS. This finding is
supported by Landon (2004) who reported that babies delivered by
caesarean section are less likely to be breast fed, and are at higher risk than
babies delivered vaginally.

As regard women's plans for future birth, the result shows interesting
85.7% of women with successful VBAC have a preference of vaginal birth
and surprisingly, 40% of women with ERCS have preferred of vaginal birth.
Again it supports the physiological nature of childbirth which is primitive
born inside each woman (Jodie et al., 2004, EI-Nemer et al, 2006).

Conclusion

In the light of the present study findings, it can be concluded that
neonatal outcomes for a successful VBAC women were positive than those
of newborn babies born by ECS. The majority of women who had
successful VBAC had more positive feeling, had their babies started breast
feeding immediately, compared to their last time than women with ERCS.
More than half of women in the study stressed their right to decide on their
mode of birth but with more and enough information for the informed
choice. Also, there is a relation between mode of delivery, uterine
dehiscence and period of hospital stay. The majority of women with
successful VBAC and 40% of ERCS would plan for future vaginal birth and
would recommend it for another women in the same situation.

Recommendation
On the basis of the most important findings of the study, the following
recommendations are suggested:

1- The obstetrician and the nurse midwife should provide full adequate
information for woman with previous one lower segment caesarean
section who has no current indications for CS, about the risks and
benefits of undergoing a trial of vaginal birth after caesarean delivery
which is helping women to have informed choice and to plan the
particular mode of delivery.

2- Vaginal birth after caesarean section trial of labor should be
conducted in hospitals, with adequate facilities for immediate
delivery and resuscitation of the newborn.
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3- The concept of quality care should be always emphasized in nursing
curriculum and in service training programs and should be applied for
women at high risk labor, to improve nursing practice, and increase
satisfaction among parturient women.

Table (1): General Characteristics of the Study Sample

No. o
Items (N= 300) Y0
20 - 185 61.7
25 - 62 20.6
Maternal age (years)
30-35 53 17.7
Mean = SD =29.2 £ 4.8
P1 117 39.0
Parity P2 -3 135 45.0
>P4 48 16.0
37- 232 77.3
Duration of pregnancy (weeks)
40-42 68 22.7
<18 142 47.3
Spacing between women's >18 158 527
previous CS and present —
pregnancy (months) Mean + SD=39.5+3.3
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Figure (1): Distribution of the study subjects according to their mode of the
present delivery

[

ERCS
[  spontaneous VBAC

Assissted VBAC

]

06.0% 0 20.0%

B 74.0%

Table (2): The Relation between the Study Subject's Mode of Delivery and the
Neonatal Outcomes

Mode of Present Delivery

(n=300)
Successful P-
Neonatal Outcomes VBAC (EnFi(é‘,OS) Total Test value
(n=240) B
No. % No. %
Apgar At1min | 9 | 450 | 11 | 550 | 20 | Figher's | 0.75
score
<7 . exact
At5™min | 0 | 00 | 4 [100.0 | 4 | test 0.03*
Admission to NICU 0 0.0 4 100.0 4 X?=4.5|0.03*
Current 2.500 - 150 | 89.8 17 10.2 167
neonatal | 4 gy, 86 | 71.1| 35 | 289 | 121 |X*=324|0.00%
weight
(kg) 3.500 -
4.000 4 33.3 8 66.7 12
(*) Statistically significant
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Table (3): The Relation between the Study Subject's Mode of Delivery and the
Encountered Maternal Problems

Mode of Present Delivery
(n=300)
Successful ERCS
VBAC (n=60)
Maternal Problems (n=240) B Total | Test P-value
No. % No. | %
PoSt partum 9 29 |12 |571 |21 | x=04 | 054
hemorrhage
Administration of IV | % e 750 |3 =23 | 006
blood
Uterine dehiscence 0 0 4 100.0 |4 X*=4.5 | 0.03*
Hospital stay (days) t-  test 0.00*
Mean £ SD. 1.1+£0.3 2.6+ 0.35 =30.4 '
(*) Statistically significant
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Table (4): The Relation between the Study Subject’'s Mode of Delivery and Women's Right to Decide

Mode of Present Delivery, Total (n=31)

Successful VBAC

ERCS

Women's right (n=21) (n=10) X? \F/)z;llue
Disagree | Neutral | Agree | Strongly | Disagree | Neutral | Agree | Strongly
Agree Agree

ghould notbe micrfered unless | ! 312 | s 1 2 15 1 2 s oon

v “ 4.8% 14.3% | 57.1% 23.8% 10% 20% 50% 20% ' '
medically necessary

. : 6
I had the right to decide my 0 4 8 3 3 2 3 2
mode of birth 28.6% 19.0% | 38.1% 14.3% 30% 20% 30% 20% 0.2-1 0.966
women need more information 2 3 11 5 3 1 3 3 27 | 0439
to decide 9.5% 14.3% | 52.4% 23.8% 30% 10% 30% 30% ' '
Feel positive compare to last 1 8 8 3 7 3 *
time 9.5% | 38.1% | 38.1% | 143% | 70% | 30% | ° 0 | 11.810.002
(*)Statistically significant
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Table (5): The relation between the study subject’'s mode of delivery and

women's opinion

Mode of Present Delivery,
Total (n=31)
Successful
Women's opinion for recent VBAC 55?08)
birth experience (n=21) B X | P-value
No Yes No Yes
. . 1 20 10 0 *
Had my baby immediately 48% | 952% | 100% 0% 26.8 | 0.000
Starting breast feeding 1 20 10 0 *
immediately 4.8% | 95.2% | 100% 0% 26.8 | 0.000
. . 1 20 6 4 *
Pain feeling 48% | 95.2% 60% 40% 11.8 | 0.002
18 13 0 20 *
Need follow up 58.1% | 41.9% 0% 100% 20.4 | 0.000

(*) Statistically significant

Table (6): The Relation between the Study Subject's Mode of Delivery And
Women's Plan For Future Birth

Mode of Present Delivery, Total (n=31)
Successful VBAC ERCS
(n=21) (n=10)
EI ans for future Vaginal | CS | Unsure | Vaginal | CS | Unsure P-value
irth > >
birth birth
fgxfi;llll};(fm?\f: o 18 0 3 4 2 4 8.17 0.017
& 85.7% % 14.3% 40% 20% 40% ' '
o trend a1 o | 3 ! 6 16959| 031
- . 76.2 0% | 23.8 30% 10% | 60% ' ’
similar position
(*) Statistically significant
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