Editorial Board

Nagwa Ahmed El Shafie

Board Director

Sanaa Ali Nour El Den
Editor in Chief

Salwa Abass Ali Hassan
Associate Editor

Eman Mohammed Abd El Aziz
Editor Secretary

Vol. 6 No.10

R




Ed1tor1a1 A v1sory Board

T ‘-.« s

‘v. el ‘1_"'1-

._.':!'*r.‘-.;r:‘:.{, :di_l:ﬁ-::..;'.":;'..'r. r ﬁ_‘" ‘_ J #:L"‘J- ' .... r ﬁ_‘" ‘_ J #:L"‘J-P‘i .-.'.'. _?' '.|':*rl_

A) From the Faculty of Nursing, Zagazig University
Prof. Salwa Abass Ali
Prof. Sanaa Ali Nour El Den

B) From other Nursing Faculties

Alexandria University

Prof. Azza Darwish
Prof. Gamalat Menesy
Prof. Magda Nassar
Prof. Magda Y ouseef
Prof. Nadia Taha
Prof. Zakia Touma

Cairo University

e Prof. Aisha Awad
e Prof. Basamat Omar
e Prof. Saneya Mohamed Rizk

Ain Shams University

Prof. Fatma Hamdy Hassan
Prof. Harisa EI Shimy
Prof. Magda Abd El Azez
Prof. Nadia Fahmy

Prof. Zeinab Loutfy




Information for the Authors

Zagazig Nursing Journal is a research journal that publishes
research papers, review articles and technical reports in all nursing
and medical fields encompassing scientific technical and
environment matters.

Notes to contributors

Contributions submitted to publications will strictly refereed and
assessed, and should fall into one of the following categories:

e Original research work.

¢ Review articles.

e Essay.

e Technical reports.

e Short communication on papers already published.
e Technical notes.

Paper should not have been published or submitted earlier for
publication elsewhere in part or in whole, in Egypt or abroad.
The author is requested to include a statement to this effect in
his letter of submission.

The manuscript may be in English or Arabic, however the title,
author name and the abstracts should be in both languages.

Prospective authors are encouraged to examine the journal itself
for details of manuscript layout.

The manuscript should be submitted in four copies,
including the original size A4. In addition to CD.

Publishing rate

A nonrefundable down payment of LE 100 is to be paid
upon submission of the paper. In case of acceptance a
remaining fees of LE 250 .Processing fees covers cost of one
copy of the journal and 5 reprints.

The views and ideas expressed in the published articles are
strictly those of the authors. They do not necessarily
represent the views of either the Editorial Board or of the
Faculty of Nursing.



Correspondence

Contributions intended for publication and correspondence
should be addressed to:

Editor in Chief. Professor, Sanaa Aly Nour

Tel. 0123354410
Email: drsanaa@yahoo.com

Associate Editor: Professor, Salwa Abbas Aly

Tel. 03/5563876
Email Profdrabass@yahoo.Com

Editor Secretary: Dr. Eman Mohammed Abd-Elaziz

Tel. 0105369493
E-mail: ertm96@yahoo.com

Address:

Faculty of Nursing, Zagazig University
Postal code: 44519

Fax: 0552312009



T R AN M A 2 S B TN O A 2
Contents

A A
R D T T ST B e A S Y T LA SO A s

Nursing Peer Review Protocol for Patient Safety
Eman Salman Taie

Nurses Awareness Regarding Disasters' Preparedness
at Suez Canal University Hospital
Sanaa Abd EI-Azim Ibrahim & Wafaa Abd EI-Azeem El Hosany

Compliance of Adolescents with Chronic Renal Failure to Their
Management Plan at Mansoura Children's University Hospital

Josephin Atef Abd El Magid, Magda M. Youssef, Amal M. El Dakhakhny &
Ashraf M. Abdel Baset

Relationship between Leadership Styles and Span of Control of the Head
Nurses at Zagazig University Hospitals

Azza A. Ata, Neamat M. Elsayed & Maha A. Abdeen

18

29

44



Dr. Eman Salman Nursing Peer Review Protocol for Patient Safety

Nursing Peer Review Protocol for Patient Safety

Eman Salman Taie
Lecturer of Nursing Administration, Faculty of Nursing, Helwan University

Abstract

Background: Patient safety is of great concern to healthcare leaders and is a top priority in all
healthcare organizations. It is essential to promote an organizational commitment that values
a culture of safety through reporting of medical error and analysis of untoward events.
Nursing peer review facilitates the establishment of a culture of safety, as it seeks to analyze
medical errors and eliminate the reoccurrence of untoward events. Aim: To develop nursing
peer review protocol for patient safety.Method: This study is a quasi-experimental study. The
study subjects consisted of three groups: staff nurses (316), head nurses plus nursing directors
(37) and (40) as jury group. The study was conducted in Military Production hospital and
Nasr City Insurance hospital. Four tools were used for collecting data (two self administered
guestionnaires format and two opinionnaires format).Results: There was no statistical
significant difference in both of the studied hospitals regarding all patient safety dimensions.
There was poor safety organizational culture regarding all mentioned dimensions. There was
no patient safety committee in both hospitals.Conclusion- Nursing peer review protocol for
patient safety was developed and validated.

Key words: safety culture, peer review, nursing, patient safety, protocol.

Introduction

Patient safety is the reduction and errors, urinary tract infections,

mitigation of unsafe acts within the
health-care system as well as through
the use of best practices shown to lead
to optimal patient outcomes (Ellis,
2008). However, for nursing it must
mean more than that. It means being
under the care of a professional health-
care provider who, with the person’s
informed consent, assists the patient to
achieve an optimal level of health
while ensuring that all necessary
actions are taken to prevent or
minimize harm. Patient safety is
fundamental to nursing care and to
health care more generally, across all
settings and sectors. It is not merely a
mandate; it is a moral and ethical
imperative in caring for others
(Xiangiong Kathleen & Marianne,
2008). Patient safety refers to
prevention of harm to patients,
frequently measured as a low
frequency of recorded adverse patient
events, such as patient falls,
nosocomial infections, medication

pneumonia, mortality, and failure-to-
rescue (Leonard & Frankel, 2006).
Patient safety is defined as freedom for
a patient from unnecessary or potential
harm associated with healthcare. The
practice environment supports or
hinders nurses and other health-care
professionals in their ability to provide
safe care (Institute of Medicine,
2003; Ching, et al., 2009).

Ensuring the provision of safe,
compassionate, competent and ethical
care to patients within the health-care
system is a responsibility shared by all
health-care professionals, health-care
organizations, governments,
professional associations, educational
institutions and unions requires the
involvement of the public (Kinnaman
2007; Ellis 2008 & Aysel, 2009).
Public’s concern with the delivery of
safe patient care in the healthcare
organizations. The realization of
potential medical errors resulting in
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untoward events is what makes the
priority for all healthcare leaders.
When safety culture is applied to
health care it has even more
importance, as safety applies not only
to the workforce but also to the
patients who may be injured by the
actions of staff (Weingart, Farbstein
& Davis 2004; Stow 2006; McBride,
Greening & Redmond, 2006). The
traditional ‘blame and shame’ patient
safety culture in healthcare
organizations has been criticized as
obstructing the possibility of ‘learning
from the errors’ and being responsible
largely for causing medical errors
(Leslie et al., 2008).

Problems with patient safety are
seen as being driven by systemic
factors such as rapid changes in the
health-care system, increased use of
technology, the quickening pace of
work and  restricted  resources,
including shortages of qualified
professionals. A culture of safety
fosters the implementation of programs
that involve medical error reporting
and analysis to identify possible
contributory causes. Analyzing
medical errors allows for the
identification of causative factors that
contribute to the occurrences of
medical errors. Once the causative
factors are identified, improvements
and system redesigns are developed to
eliminate the reoccurrence of these
errors (Brous, 2008). Eliminating the
underlying causes of medical errors by
first evaluating the processes and
systems is an important step toward
improving the safety of the patients.
The key feature of the safety culture is
‘shared perceptions among managers
and staff concerning the importance of
safety (Singer, Mark & Baker, 2007).
Developing ‘positive safety culture’
has been stated as a means of reducing
the potential for larger-scale disasters,
and accidents associated with routine

delivery of safe patient care a top
tasks (Zohar, Livne & Tenne-Gazit,
2007).

The workforce of any health care
organization is vital to its continued
survival, but a highly competent and
committed workforce is vital to its
success. The evidence is clear:
employees influence not only the
financial ~ performance  of  the
organization, but also the safety and
quality of the care provided to patients.
Health care organizations must
understand these important linkages
and have in place corporate strategies
to manage workforce issues with a
systems focus that ensures excellent
leadership and operational processes, a
healthy culture, and optimum patient
safety (Aysel, 2009).

Nurses play an important role in
ensuring patient safety because of their
strong intention to report patient safety
problems (Xiangiong, Kathleen &
Marianne, 2008). In support of a culture
of safety, a root-cause analysis approach
explores systems and processes for
possible contributing factors resulting in
medical errors with untoward events.
Improvements to eliminate risk in the
systems and processes are then
implemented to deliver safe patient care.
A culture of safety in healthcare
organizations can be established through
the implementation of a nursing peer
review process. This process reviews
nursing practice as consistent with
evidenced-based professional standards
and identifies systems or processes for
improvement. Nursing Peer Review is
the evaluation of nursing services, the
qualifications of a nurse, the quality of
patient care rendered by nurses, the
merits of a complaint concerning a nurse
or nursing care, and a determination or
recommendation regarding a complaint
including: the evaluation of the accuracy
of a nursing assessment and observation
and the appropriateness and quality of
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the care rendered by a nurse; a report
made to a nursing peer review
committee concerning an activity under
the committee’s review authority; a
report made by a nursing peer review
committee to another committee or to
the Board as permitted or required by
law; and implementation of a duty of a
nursing peer review committee by a
member, an agent, or an employee of the
committee. Peer review is a method of
looking at nursing practice using
structure, process and outcome (Sara et
al., 2009; American Nurses
Credentialing Center, 2010).

Significance of the study:

Patient safety is a global issue
affecting countries at all levels of
development. To estimate the size of
the problem are scarce, particularly in
developing and transitional countries.
It is of great concern to healthcare
leaders and is a top priority in all
healthcare organizations. It is one of
the nation's most pressing health care
challenges (Mark and Natasha, 2008).
Adverse events in health care delivery
cause many cases of illness, injury and
death. Studies in a number of countries
have shown a rate of adverse events
rate of about (10%) among hospital
patients. An average of one in every
ten patients admitted to hospital suffers
some form of preventable harm that
can result in severe disability and even
death (World Health Organization
2009).

Aims of the study

The present study was designed to

develop nursing peer review protocol

for patient safety through:

1. Assessing the current culture of the
Military Production hospital and
Nasr City Insurance hospital for
patient safety.

2. Developing nursing peer review
protocol for patient safety (based
on the previous assessment).

3. Examining the validity of the
developed protocol.

Research hypotheses:

It hypothesized that the key
dimensions of the safety culture will
not be available and not adequate and
no patient safety protocol will be
available in each of the studied
hospitals.

Subjects and Methods:
Research design:
A quasi-experimental design was used
in carrying out the study.
Study setting

The study was conducted in
Military Production hospital, it is a
military hospital affiliated to Ministry
of Defense in Helwan governorate and
Nasr City Insurance hospital affiliated
to health insurance sector.
Study Subjects
A convenient sample of (316) staff
nurses, (37) nurse managers and (40)
juries.
The study subjects consisted of three
groups:
1% group: Staff nurses
The study consisted of (116) nurses
from Military Production hospital and
(200) nurses from Nasr City Insurance
hospital, from different departments
within the studied hospitals. They
characterized by the following: have
experience not less than two years in
the nursing profession and working at
least one year within the studied
hospital. Some of them were Diploma
nurses (117) and the rest of them were
Bachelor degree in nursing (83).
2" group: Nurse Managers
All head nurses (14) from Military
Production hospital and (21) head
nurses from Nasr City Insurance
hospital plus the nursing director from
each hospital were included in the
study. They characterized by the
following: have experience not less
than two years in the nursing

Zagazig Nursing Journal

January; 2010

Vol.6 No.10



Dr. Eman Salman

Nursing Peer Review Protocol for Patient Safety

profession, two years in her current
position and working at least one year
within the studied hospital. All of them
had Bachelor degree in nursing.

3" group: this group served as jury
(40). They were professors and
assistant professors from faculty of
nursing in Helwan, Ain Shams and
Cairo universities (20); also, experts in
nursing profession as nurse managers
and heads of the quality management
department from Cleopatra hospital,
Dar El-Foad hospital, EI- Galaa
Military hospital and Ain Shams
University hospitals (20), they were
randomly selected.

Tools of data collection:

1. Questionnaire format: self-
administered questionnaires for
staff nurses. It was developed
by the researcher based on
review of current literature. It
was included five dimensions
for assessing patient safety
programs, practices and culture
as free flow of communication,
continuous improvement,
reporting, patient/family
involvement and organizational
factors as hospital management
support for safety, supervisor’s
safety and rules/equipment

availability.
2. Interview guestionnaire
format: It was used to

interview nurse managers (head
nurses and nursing directors) in
the designed hospitals to assess
patient safety culture in their
facility, it included thirteen
statements, as if is an
organization’s commitment to
patient safety reflected in the
mission statement, there are
specific strategies (e.g., patient
safety  rounds) used to
communicate and reinforce
leadership’s commitment to
and ongoing support of patient
safety, there is a patient safety

committee,  patient  safety
component is included in all
new employee/new medical
staff ~ member  orientation
programs and so on.

3. Opinionnaire format: two
Opinionnaires were designed
by the researcher. One to elicit
the staff nurses and nurse
managers’ opinions regarding
suggested steps for nursing
peer review protocol for patient
safety. Meanwhile, the other
was to identify experts’
opinions regarding the
developed protocol. Two types
of validity were ascertained:
face and content.

Pilot study:

The aim of the pilot study was to
test the practicability, and to estimate
the time required to complete tools. .
The researcher randomly selected (38)
of staff nurses and (15) of nurse
managers from the  designated
hospitals for testing the questionnaire
format. The time needed to fulfill the
self administered questionnaire format
for staff nurses ranged between (30-45)
minutes. Meanwhile, it was (25-35)
minutes for nurse managers. Collecting
pilot study data lasts for one month.
All of these subjects were included in
the main study sample.

Procedure:

The data collection process was
executed in three months. Data
collection started in June first 2009 till
August last 2009. The researcher
started to assess the target group using
questionnaire format, it is a self
administered questionnaire to assess
the current culture of the hospital for
patient safety from the staff nurses and
nurse managers’ views. The time
needed to fulfill the questionnaire
format was (30-45) minutes for staff
nurses and it was (25-35) minutes for
nurse managers. Based on the results
of the questionnaire the nursing peer
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review protocol for patient safety was
developed. It was developed by the
researcher after reviewing recent
relevant literature using a root-cause
analysis approach; it was developed in
two months, started in September first
2009 till October last 2009. Then, the
suggested steps for nursing peer review
protocol for patient safety were
distributed to the study sample (staff
nurses & nurse managers) to determine
their opinion about the steps of the
proposed  protocol.  Finally, the
proposed protocol was distributed to
the members of jury group to elicit
their opinion regarding opinionnaire
items (face validity) and its contents
(content validity). After it was returned
back, the protocol finalized
accordingly. Then awareness sessions
for head nurses and then for nursing
staff in the designed hospitals about
the developed protocol was conducted.
The awareness sessions (five sessions
for Military Production hospital and
eight sessions for Nasr City Insurance
hospital), in each session the
researcher explained the importance of
patient safety, safety culture in
healthcare, and steps of the developed
protocol, it last for one and half month,
started in first November 2009 till the
middle of the next month. Then, the
protocol was started to be applied in
Nasr City Insurance hospital in the
second half of December 2009 till
January last 2010 for testing its
applicability.

Administrative and ethical aspects:

To carry out the study in the
predetermined hospitals, letters
containing the aim of the study were
directed from the researcher' faculty of
nursing to the hospital's director and
also to nursing director to obtain their
permission and help to conduct the
study in their facility. The researcher
then met the hospital director and the
nursing director and explained the
purpose and methods of data collection

for the study. The researcher also
obtained study subjects’ approval
orally after explaining the purpose and
method of data collection for the study.
Confidentiality of subjects' responses
was assured.

Statistical analysis:

SPSS statistical software package
was used for data analysis. The Z test
for comparison between two proportions
as regards categorized data was used.
The probability of error at 0.05 was
considered significant, while at 0.01 and
0.001was considered highly significant.

Results

Table (1) displays dimensions of
patient safety as perceived by staff
nurses in the studied hospitals. As
evident, there was no free flow of
communication either in Military
Production hospital or in Nasr City
Health Insurance hospital. Meanwhile,
regarding the continuous improvement
dimension most (79.31% and 61%) of
the study sample in Military
Production hospital and Nasr City
Health Insurance hospital respectively
stated that patient safety means
reducing harm caused by human,
device and drug errors. Also, staff
nurses in both of the studied hospitals
stated that there was no continuous
improvement, the highest percentage
(95.69% and 96.5%) of the study
sample in Military Production hospital
and Nasr City Health Insurance
hospital respectively stated that patient
safety problems are not remedied and
hospital leaders did not communicate a
clear vision of patient safety to them.
On the same line, most of the study
sample in Military Production hospital
and Nasr City Health Insurance
hospital stated that there was improper
reporting regarding patient safety
issues within their facility, the highest
percentage (94.83% and 84%) of the
study sample in Military Production
hospital and Nasr City Health
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Insurance hospital respectively stated
that staff members do not report
mistakes. Meanwhile only (2.59% and
3.50%) of the study sample in Military
Production hospital and Nasr City
Health Insurance hospital respectively
stated that the report form allow for a
descriptive narrative of the event.
While regarding patient/family
involvement dimension, as evident, the
majority (98.28% and 95%) of the
study sample in Military Production
hospital and Nasr City Health
Insurance hospital respectively stated
that patients and their families are not
informed of adverse outcomes and
errors when they occur. On the other
hand, only (1.725 and 8%) of the study
sample in Military Production hospital
and Nasr City Health Insurance
hospital respectively stated that patient
opinions are reflected in patient safety.
Regarding the organizational factors,
there was no hospital management
support for safety, the highest
percentage (91.38% and 89%) of the
study sample in Military Production
hospital and Nasr City Health
Insurance hospital respectively stated
that management do not reinforce
patient safety as a priority. It also
illustrated that there was no patient
safety committee in their facility. It
was appeared that most (96.55% and
95.5%) of the study sample in Military
Production hospital and Nasr City
Health Insurance hospital respectively
stated that equipment for preventing
accidents were not sufficient in their
facility. There was no significant
(p>0.05) difference between the two of
the studied hospitals regarding all
patient safety dimensions
(communication  flow, continuous
improvement, reporting, patient/family
involvement, hospital management
support for safety, supervisors' safety
and rules/equipment availability).
Table (2) illustrates perceived
patient safety culture by nurse

managers in the studied hospitals. As
evident, the entire study sample
(100%) in Military Production hospital
and Nasr City Health Insurance
hospital stated that they did not receive
specific patient safety education; there
was no designated patient safety leader
(e.g., a patient safety officer) or patient
safety committee in their facility. In
addition performance appraisals for the
staff have no component on patient
safety. There was no process to
identify and evaluate patient safety
issues.  Finally, patient  safety
concerns/system defects and their
resolutions were not shared among
departments and units in their facility.
There was no significant (p>0.05)
difference between nurse managers’
perception regarding patient safety
culture in the two of the studied
hospitals.

Table (3) describes agreement of
the staff nurses and nurse managers on
suggested steps of nursing peer
review protocol for patient safety. It
was noticed that most (100%) of the
study sample either staff nurses or
nurse managers accepted the suggested
steps of nursing peer review protocol
for patient safety.

Table (4) describes face and
relevance validity of the designed
nursing peer review protocol for
patient safety as reported by jury
members. As evident in the table that
all the jury agreed upon the developed
protocol.

Based on the results of the study,
nursing peer review protocol for
patient safety was developed, to act as
a tangible written form that provides
directions and guidance to the nursing
personnel for effective operation and
quality.

Discussion:

Patient safety is one of the most
urgent issues facing quality of
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healthcare today. It is a fundamental
principle of health care. Every point in
the process of care-giving contains a
certain degree of inherent unsafely.
Adverse events may result from
problems in  practice, products,
procedures or systems. Patient safety
improvements demand a complex
system-wide effort, involving a wide
range of actions in performance
improvement, environmental safety
and risk management, including
infection control, safe use of
medicines, equipment safety, safe
clinical practice and safe environment
of care. Improving patient safety is
about creating an environment that is
transparent and committed to change
(Sara et al. 2009).

This investigation has yielded
about the existing patient safety
framework in the studied hospitals. It
is also provided a comprehensive view
of the perceived patient safety culture
by staff nurses and nurse managers.
Also, a patient safety protocol was
developed and validated. It has been
hypothesized that the key dimensions
of the safety culture will not be
available and not adequate and no
patient safety protocol will be available
in each of the studied hospitals.
According to the present study the
safety culture of an organization was
expressed through a range of
interrelated aspects or dimensions,
some of which are organizational,
some were related to the behavior of
members of the organization, while the
other aspects were related to the
systems and processes in place to
manage safety. These aspects or
dimensions were approved as they
were an essential factor influencing
patient safety (Leape & Berwick,
2000; Shinichi, Akihito & Koichi,
2008).

Safety culture is the observable
degree of effort with which all
members in the organization direct

their attention and actions towards
improving safety on a daily basis.
According to the present study
findings, there was no free flow in
communication  regarding  patient
safety within the organization in both
hospitals.  These  findings  were
incongruent with (Susan et al., 2007;
Shinichi, Akihito & Kaoichi, 2008)
who stated that organizations with a
positive safety culture are
characterized by communications
founded on mutual trust, by shared
perceptions of the importance of
safety. On the same line, (Xiangiong,
Kathleen & Marianne, 2008; Sara et
al., 2009) emphasized that free flow of
communication is fundamental to the
ability of the organization to manage
the safety of its operations.

Regarding the improvement of
patient safety, most of the study
sample stated that patient safety means
reducing harm caused by human,
device and drug errors. This was
supported by (Singer, Gaba &
Geppert, 2003; Kinnaman, 2007)
who stated that improving patient
safety forms a subset of organizational
culture relating specifically to the
values and beliefs concerning health
and safety within an organization. On
the same line, (Susan et al., 2007;
Ellis, 2008)  highlighted  that
improvement of patient safety reflects
the ability of individuals or
organizations to deal with risks and
hazards as to avoid damage or losses
and achieve their goals. This also was
asserted by the (British Health and
Safety Commission, 2006) that it was
the product of individual and group
values, attitude, competencies and
patterns of behavior that determine the
commitment to, and the style and
proficiency of an organization’s health
and safety programs.

Voluntary reporting systems are
an important part of an overall
program for improving patient safety
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and have a very important role to play
in enhancing an understanding of the
factors that contribute to errors. The
present study revealed that the majority
of the study sample stated that there
was improper reporting regarding
patient safety issues within their
facility. These findings were in
contrast with (Stow, 2006; Mick,
Wood & Massey, 2007) who stated
that any safety information system
depends crucially on the willing
participation of the workforce, the
people in direct contact with the
hazards. Also, (Leslie et al., 2008)
emphasized that to achieve this, it is
necessary to engineer a reporting
culture in an organization in which
people are prepared to report their
errors and near-misses. This also was
supported by (Clarke, 2006; Blesch,
2008) who stated that the willingness
of workers to report depends on their
belief that management will support
and reward reporting and that
discipline occurs based on risk-taking.
Meanwhile, from the researcher’s point
of view, the willingness of workers to
report patient safety issues depends on
their belief that authority patterns relax
when safety information is exchanged
because = managers  respect  the
knowledge of front-line workers, or
when they believe that the organization
will analyze reported information and
then implement appropriate change.
Concerning patient/family
involvement dimension, the majority
of the study sample stated that patients
and their families are not informed of
adverse outcomes and errors when they
occur. These findings were
contradicted with  (Leonard &
Frankel, 2006) who asserted that
nurses in all practice settings are
responsible for promoting patients
safety by maintaining their own
competence and fitness to practice
safely and by taking action at the
organizational or system level. This

also was supported by (Zohar , Livne
&  Tenne-Gazit, 2007)  who
emphasized that nurses have great
responsibilities  regarding  inform
patients and families of potential risks,
report adverse events to the appropriate
authorities promptly and take an active
role in assessing the safety and quality
of care. On the same line (Aysel, 2009)
stated that organizations should have
strategies  to  integrate  patient
perspectives and to encourage patients
to become involved as a partners in the
pursuit of safety.

In relation to the organizational
factors, the findings of the present
study elaborated that there was no
hospital management support for
safety, the highest percentage of the
study sample stated that management
do not reinforce patient safety as a
priority. These results were
inconsistent  with  (Pronovost &
Sexton, 2005) who asserted that safety
culture is interesting and important in
terms of the management of risk in
healthcare organizations. Further more
(Ching et al., 2009) emphasized that
system failures and system driven
errors in risk management both inside
and outside healthcare have a crucial
role that organizational culture plays in
ensuring that the system is safe.

The present study revealed that
there was no statistical significant
difference in both of the studied
hospitals regarding all patient safety
dimensions. The findings elaborated
that there was poor  safety
organizational culture regarding all
mentioned dimensions as stated by
staff nurses and nurse managers. These
findings were inconsistent  with
(Brous, 2008; Shinichi, Akihito &
Koichi, 2008) who found that the
viability of developing a positive
safety culture is thought to be
influences by the quality of staff-
management communications,
agreement at all levels of the

Zagazig Nursing Journal

January; 2010

Vol.6 No.10



Dr. Eman Salman

Nursing Peer Review Protocol for Patient Safety

organization that safety is important
and confidence that measures are
adequate. On the same line (Sara et
al., 2009) asserted that good
information flow and processing,
shared perceptions of the importance
of safety, recognition of the
inevitability of error, confidence in the
efficacy of preventive or safety
measures, proactive identification of
threats of safety, committed leadership
and executive responsibility and a ‘no
blame’, non-punitive approach to
incident reporting and analysis were
the characteristics of an organization
with positive safety culture.

As a result, a great deal of effort
has been expended on initiatives aimed
at improving the safety culture of
health organizations. These have
included incident and error- reporting
mechanisms, development of root
cause analysis tools or protocols for
patient safety are essential. The results
revealed that the majority of the study
sample agreed upon all of the
suggested steps of nursing peer review
protocol for patient safety. These
findings were supported by (Mark &
Natasha, 2008; Xiangiong, Kathleen
& Marianne, 2008) who found that
creating a nursing peer review
framework  was  necessary  in
developing the policies and procedures
required for each step of the peer
review process. Also  promotes
uniformity in the evaluation of medical
errors with potential untoward events
involving nursing practice. On the
same line (Blesch, 2008) stated that
nurses should support organizational
efforts to fully investigate errors and
adverse events to identify the root
causes of unsafe situations with the
goal of improving the system. Also,
(Lillian, 2008; Aysel, 2009) added that
the nursing peer review committee
members can develop a nursing peer

review framework consisted of the
following steps as referral of the
problem to the committee, collecting
data about the identified problem,
documenting and communicating
suggested solutions.

Conclusion

According to the study findings, it
was concluded that there was no
statistical significant difference in both
of the studied hospitals regarding all
patient safety dimensions. The findings
elaborated that there was poor safety
organizational culture regarding all
mentioned dimensions as perceived by
staff nurses and nurse managers. Also,
the entire study sample agreed upon
the suggested steps for nursing peer
review protocol for patient safety.
Then, the protocol was developed. The
proposed protocol for patient safety is
valid both in structure and content.

Recommendations
Based on the foregoing findings the
following could be recommended:
1-Help both head nurses and staff
nurses to apply the developed
nursing peer review protocol, by
being available to them.

2- Patient safety should be included
in organization’s vision, mission,
objectives and strategies.

3- Give training programs about
patient safety for different
nursing categories inside or
outside their organizations to
enhance their awareness about
patient safety.

4- Involve patient safety component
in staff performance appraisal
forms.

5- Patient safety component should
be included in the orientation

Zagazig Nursing Journal
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Table (1): Patient safety dimensions as perceived by staff nurses in the studied

hospitals.
Military Pr_oductlon Nasr City Hospital
Hospital No = 200
Dimensions No0.=116 ' P-value
Yes No Yes No

No.| % [ No| % [No.|] % [ No| %

I. Free communication flow

Staff members exchange ideas. 24| 2069 | 92| 7931 | 17 850 | 183 | 9150 | *<0.01

Staff members’ comfort with speaking

up, even to a superior, when they have | 12 | 10.34 | 104 | 89.66 | 9 | 450 | 191 | 9550 | >0.05
concerns about patient safety

Staff members’ fear of reporting 114 | 98.28 2 1.72 | 183 | 91.50 7 3.50 | >0.05

mistakes and errors due to fear of

retribution

Staff members ask questions 18| 1552 | 98 15 750 | 185 | 92.50 *<0.05
84.48

I1. Continuous improvement

Improving patient safety mean to
you

e Clinical incident reporting. 89| 76.72| 89| 76.72| 115| 5750 | 85| 42.50| >0.05

e Reducing harm caused by human, | 92| 7931 | 24| 20.69 | 122 | 61.00| 78| 39.00 | *<0.01
device and drug errors.

e Systematic approach to driving up 9 7.76 | 107 | 9224 | 26| 13.00 | 174 | 87.00 | >0.05
quality of care.

e Reducing healthcare acquired | 33| 2845| 83| 71.55| 61| 30.50 | 139 | 69.50 | >0.05
infections.

e Preventing suicide. 41| 3534 | 75| 64.66 | 52| 26.00 | 148 | 74.00 | >0.05

Staff members’ opinions are reflected 8 6.90 | 108 | 93.10 6 3.00| 184 | 92.00| =>0.05
in patient safety

Patient safety problems are remedied 5 431] 111 | 9569 | 12 6.00 | 188 | 94.00| >0.05

Staff members’ belief that hospital 8 6.90 | 108 | 93.10 7 350 | 193 | 96.50| >0.05
leaders have communicated a clear
vision of patient safety to them

Staff members’ belief that their 6 517 | 110 | 9483 | 13 6.50 | 187 | 93.50 | >0.05
suggestions to improve patient safety
will be considered

1. Reporting

Staff members don't report mistakes. 110 | 9483 | 6 517 | 168 | 84.00 | 32 | 16.00 | ***<0.01

Staff members’ belief that their peers 9 7.76 | 107 | 92.24 | 21 | 10.50 | 179 | 89.50 | *>0.05
encourage reporting of patient safety
concerns and errors

Zagazig Nursing Journal January; 2010 Vol.6 No.10
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There is a nonpunitive (but

accountable) approach to the reporting | 15 | 12,93 | 101 | 87.07 | 19 | 9.50 | 181 | 90.50 | *>0.05
of patient safety issues, near misses,

adverse events, and medical errors

There is a rewards and/or recognition
program for timely reporting of 3 | 259 |113| 9741 | 8 | 400 |192| 96.00 | *>0.05
patient safety issues, adverse events,
and medical errors

The patient safety/event reporting

system allows for ease of reporting 5 | 431 | 111 ] 9569 | 13 | 650 | 187 | 93.50 | *>0.05
throughout the organization

The report form allow for a
descriptive narrative of the event 3 | 259 |113| 9741 | 7 | 350 | 193 | 96.50 | *>0.05

V. Patient/family involvement

Staff members’ perception that

patients and families are appropriately | 2 | 172 | 114 | 9828 | 10 | 500 | 190 | 95.00 | *>0.05
informed of adverse

outcomes and errors when they occur

Staff members support patient 5 431 | 111 | 9569 | 15 | 750 | 185 | 9250 | *>0.05
participation.

Staff members discuss care with 7 6.03 | 109 | 9397 | 24 | 12.00 | 176 | 88.00 | *>0.05
patients

Patient opinions are reflected in

patient safety 2 172 | 114 | 98.28 | 16 | 8.00 | 184 | 92.00 | **<0.05

V. Organizational factors

a.Hospital management support for
safety

Management’s promotion of a work

climate that is supportive of patient 31 | 26.72 | 85 | 73.28 | 30 | 15.00 | 170 | 85.00 | **<0.05
safety

Staff members’ acknowledgment that

management frequently reinforces 10 | 8.62 | 106 | 91.38 | 22 | 11.00 | 178 | 89.00 | *>0.05
patient safety as a priority

b.Supervisors' safety

Supervisors consider staff members’ 5 431 | 111 | 9569 | 16 | 8.00 | 184 | 92.00 | *>0.05
suggestions.

Supervisors watch staff members 52 | 44.83 | 64 | 55.17 | 67 | 33.50 | 133 | 66.50 | *>0.05
work

Supervisors listen to staff members’ 13 | 11.21 | 103 | 88.79 | 24 | 12.00 | 176 | 88.00 | *>0.05
objections.

There is a patient safety committee 0 0 116 | 100 0 0 200 | 100

Zagazig Nursing Journal January; 2010 Vol.6 No.10
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If yes,

o Patient safety committee provides
information.

o Patient safety committee adopts our
opinions.

o Patient safety committee analyses
incidents.

e Patient safety committee performs
rounds.

c. Rules/equipment availability

Rules are practical for preventing
accidents.

22

18.97

94

81.03 | 23

11.50

177 | 88.50

>0.05

Equipment is arranged to prevent
accidents

7.76

107

9224 | 21

10.50

179 | 89.50

*>0.05

Equipment for preventing accidents is
sufficient

3.45

112

9655 | 9

4.50

191 | 95.50

*>0.05

New medical devices and equipment
are assessed from a patient safety
perspective prior to acquisition

10

8.62

106

91.38 | 26

13.00

174 | 87.00

*>0.05

* Not Significant p> 0.05

**significant p < 0.05

***highly significant p < 0.01
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Table (2): Patient safety culture as perceived by nurse managers in the studied hospitals

Military Production
Hospital

Nasr City Hospital

No.=22
No=19 P-value
Items Yes No Yes No
No % No % No % No %
1. There is an organization’s commitment to
patient safety reflected in the mission | 2 |13.33 | 13 (86.67 | 5 | 22.73 | 17 | 77.27 | *>0.05
statement
2. There are specific strategies (e.g., patient
safety rounds) used to communicate and | 6 |40.00| 9 |60.00| 4 | 18.18 | 18 | 81.82 | *>0.05
reinforce leadership’s commitment to and
ongoing support of patient safety
3. the organization’s senior leaders received | 1 | 6.67 | 14 |93.33 | 2 | 9.09 20 | 9091 | *>0.05
specific patient safety education
4. You received specific patient safety| O | 0.00 | 15 | 1000 | O 0.00 | 22 | 100.0
education
5. There is a designated patient safety leader | O | 0.00 | 15 | 100.0 | O | 0.00 22 |100.0
(e.g., a patient safety officer).
6. There is a patient safety committee 0 | 000 | 15 |100.0| O | 0.00 22 |100.0
7. The organization strategic planning includea | 2 | 13.33 | 13 [86.67 | 5 | 2273 | 17 | 77.27 | *>0.05
patient safety focus
8. Performance appraisals of staff have a| O | 0.00 | 15 [ 100.0| O | 0.00 22 | 100.0
component on patient safety
9. Personnel work schedules and provider
assignments made in consideration of the | 5 |3333 | 10 | 66.67 | 5 | 22.73 | 17 | 77.27 | *>0.05
effect of workload, staffing levels, and work
hours on patient safety
10. When a potential patient safety issue is
identified, there is a process in place to| o | 0.00 | 15 | 1000 | O 0.00 | 22 | 100.0
further evaluate the issue, such as a proactive
risk assessment
11. There is a periodic feedback to staff on
strategies to address reported patient safety | 2 | 13.33 | 13 |86.67 | 2 9.09 | 20 | 9091 | *>005
concerns
12. Patient safety component is included in all
new employee/new medical staff member | 1 | 667 | 14 | 93.33 | 3 | 13.64 | 19 | 86.36 | *>0.05
orientation programs
13. Patient safety concerns/system defects and
their  resolutions are shared among| o0 | 0.00 | 15 |100.0!| O 0.00 | 22 | 100.0
departments and units to promote learning in
the organization
* Not Significant p> 0.05 **significant p < 0.05 ***highly significant p < 0.01
Zagazig Nursing Journal January; 2010 Vol.6 No.10
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Table (3): Agreement of the staff nurses & nurse managers on suggested steps of nursing peer review protocol for patient safety

Military Production Hospital

Nasr City Hospital

Staff nurses Nurse manger Staff nurses Nurse manger P-value P-value
No. =116 No. =15 No. =200 No. =22 Staff Nurse
Steps Yes No Yes No Yes No Yes No nurses Manager
No % No [% |No | % No | % |No % No [% |No | % No | %
1. Referral Process |112 | 965 |4 (35 (15 |1000 |0 |00 (198 |99.0 |2 |10 |19 |86.36 | 3 |13.64 | *>0.05 ***<0.01
for Peer Review
2. Assigning a 116 | 100 | O |0.0 (12 |80.0 | 3 |20.0 |200 |100.0 | O |0.0 |22 |100 |O 0 pP**<0.01
Facilitator
3. Methods of Data |113 | 974 |3 |26 |15 (1000 [ O |0.0 [200 (1000 | O |0.0 |20 | 909 | 2 9.1 | *>0.05 ***<(.01
Collection
4. Presentation 115 {99.14 |1 |09 |13 |86.7 | 2 [13.3 |200 {100.0 | O |0.0 |21 |9545 |1 |4.54 |**<0.05 *>0.5
Format of Data
Collected
5. Documentation 116 | 100 0 |0.0 (15 |1000 | O |0.0 |197 | 985 |3 |15 (22 | 100 0 0
of Peer Review
6. Communication |116 | 100 |0 |0.0 |15 (1000 [ O |0.0 [200 (100.0 | O |0.0 |22 | 100 | O 0
of Peer Review

*Not Significant p> 0.05

** significant p < 0.05

***highly significant p < 0.01
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Table (4): describes the validity of the designed nursing peer review protocol for
patient safety as reported by jury.
\tems No=40 | %100
Designed nursing peer review protocol clarifies its designed purpose
Steps of the nursing peer review protocol:
1. Referral Process for Peer Review 40 100
2. Assigning a Facilitator 39 97.5
3. Methods of Data Collection 39
4. Presentation Format of Data Collected 37 97.5
5. Documentation of Peer Review 38 92.5
6. Communication of Peer Review 40
95
100
The linguistic style used in the manual:
= Clear. 40 100
= Understandable.
= Comprehensive and 39 97.5
= Applicable
40 100
37 92.5
The nursing peer review protocol could be used for orienting the newly
appointed nursing staff and head nurses. 35 87.5
The nursing peer review protocol could be used for guiding the already
appointed nursing staff and head nurses. 39 97.5
The nursing peer review protocol could be used as guidelines toward
improving the patient safety. 38 95
The designed format can be used for staff development. 40 100
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Abstract

Disasters are destructive events that disrupt the normal functioning of a community, have
occurred since the beginning of civilization. Disasters are an ongoing part of life and affect
society both locally and globally. Today’s nurses are faced with the challenges of responding
to natural, manmade, and technological disasters. Aim of Study: is to determine the level of
nurses' awareness about disasters' preparedness at Suez Canal University Hospital. Subjects
and Methods: This study carried out on 102 of staff nurses and nurse managers in critical
areas in the hospital. A questionnaire sheet composed of three parts was used to collect the
study data. The first part was developed to collect data related to personal characteristics. The
second part aimed to collect nurses' knowledge about classifications of disasters and the
possible disasters that could occur outside or inside the hospital, it includes 17 questions.
Third part was developed to assess the nurses' awareness by hospital disasters preparedness
on external or internal level. Results: Study results revealed that about one fifth of nurses had
satisfactory knowledge related to classifications of disasters, while only 20.6% of nurses were
aware about external disaster preparedness components, and nurses' awareness about hospital
internal disaster preparedness recorded very low percentage (4.9). Recommendations: In
light of study results it was recommended that: design disaster plan for Suez Canal University
Hospital, upgrade the nurses' knowledge, and equip them by main skills to face the disastrous
events whether external or internal in addition to involve their job description with disaster
preparedness role.

Key words: Disaster--Preparedness- Nurses- Awareness

Introduction

Healthcare has entered a new era. A
transformation has occurred with the
very real threat of chemical, biological,
conventional, and nuclear attacks.
Patients and staff can feel alienated,
afraid, and confused by the new and
persistent risks facing their community
as a part of the world (Fahlgren &
Drenkard, 2002). Disasters are
destructive events that disrupt the
normal functioning of a community,
have occurred since the beginning of
civilization (Veenema, 2003).
Disasters are an ongoing part of life
and affect society both locally and
globally (Fulmer et al., 2007). The
word disaster’s root is from astrology
which implies that when the stars are

in a bad position a bad event will
happen (Davis, Haghebaert, &
Peppiatt, 2004).

Disasters may be  naturally
occurring, caused by environmental
forces, or generated by humans.
Disasters have placed extraordinary
stresses on society’s ability to deal
with the catastrophic effects. Natural
disasters, such as earthquakes, floods,
landslide, hurricanes, tornados,
wildfires, and temperature extremes,
often result in catastrophic losses,
physical, social and economic
destruction, human suffering, injury
and death. An average of one disaster
per week occurs globally requiring
international assistance and the number
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of federally declared disasters since
1976 average 34 per year (Bankoff,
Frerks, & Hilhorst, 2003 and
Veenema, 2003). In this respect
Wisner et al., (2004) argued that all
disasters can be seen being manmade,
their reasoning being that human
actions before the strike of the hazard
can prevent it developing into disaster.
All disasters are hence the result of
human failure to introduce appropriate
disaster management measures.
Manmade disasters are having an
element of human interests,
negligence, error, or involving the
failure of a system. Healthcare
facilities are rapidly preparing to meet
the new challenges. They are
evaluating their institutional policies
and procedures for ensuring quality
patient care in a complex environment.
They are using appropriate resources,
identifying  strategic  plans and
operational tactics for implementation,
and preparing for disasters on a global
scale.  Nurse  executives  have
leadership roles in evaluating and
rewriting disaster plans, coordinating
efforts across the healthcare system,
and in creating and initiating drills to
test the effectiveness of their plans.
The devastating events on September
11, taught nursing leaders two
important lessons. The first was that
disasters are indiscriminate and can
occur at any time and in any place.
Second, a well-crafted and often tested
disaster preparedness plan is the best
defense in times of emergency
(Richter, 2002).

Today’s nurses are faced with
the challenges of responding to natural,
manmade, and technological disasters.
In the United States, disaster content is
included in the National Council
Licensure Examination (N-CLEX)
(National Council of State Boards of
Nursing, 2006). Little time is spent in
teaching or learning this content during
the basic nursing education program.

Education at the master’s or doctoral
levels fares no better, there is a lack of
emergency preparedness content in the
curriculum. To overcome this problem,
continuous knowledge and skills
development to ensuring a functional
workforce during catastrophes are
essential (Weiner, 2006; and Fulmer
et al.,, 2007). Moreover, hospitals
must be prepared to respond to natural
and manmade mass casualty incident
that may cause sudden demand on
services (Christopher, 2006).
Manmade and natural disasters often
occur around the world. Two major
disasters in Egypt occurred in the past
decade, the earthquake that occurred in
October, 1992, and the flash floods
that occurred in 2003, in Upper Egypt
Hyogo (2005). Also we did not forget
the premature victims of incubators'
fire in El Shatby Hospital affiliated to
Alexandria University Hospitals in
2006. So, it is important to assess the
degree of awareness of nursing staff
regarding to disaster preparedness, to
overcome any disastrous events facing
the Suez Canal University Hospital or
the community around it especially
that the hospital provides the health
care services for four cities namely;
Ismailia, Port- Said, Suez and Saini.
Aim of the study

The aim of this study is to determine
the level of nurses' awareness of
disaster preparedness at Suez Canal
University Hospital.

Research questions

e Do the nurses know the types
of disasters?

e Do the nurses know about
presence of disaster plan in the
hospital?

e Do the nurses know their role
in disasters?

Subjects and Methods
Design and Setting:

A descriptive study design was
conducted at Suez Canal University
Hospital, in Ismailia Governorate, in
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critical areas (Intensive care unit-
Operating rooms, Incubators, Dialysis,
Burn units, Surgery units, and
Emergency unit).

Subjects:

The study involved staff nurses
and nurse managers (supervisors and
head nurses) with a total number of
102, they are working in critical units
for more than one year. The total
number of the nurses working in the
selected units were 181, 18 of them
were in long vacations, e.g., (child
care), 15 were newly appointed staff,
10 out of them shared in the pilot study
and they were later excluded from the
main study sample, and the others did
not agree to participate in the study due
to their workload. So, the response rate
for staff nurses was 62.3% and 100%
for nurse managers
Tools:

The tool for data collection was a
questionnaire sheet composed of three
parts. The first part was developed by
the researchers to collect data related to
personal characteristics of nurses; it
included questions about age, years of
experience, job position, qualifications,
work unit, and presence of disaster
plan. The second and third parts were
developed by Mostafa (2003). The
second part aimed to collect data
regarding nurses' knowledge about
classifications of disasters and the
possible disasters that could occur
outside or inside the hospital, it
includes 17 questions. Third part was
developed to assess the nurses'
awareness by  hospital  disasters
preparedness on external or internal
level.  Questionnaires related to
external  disasters  included 55
questions and were divided into three
subgroups, preparedness plan, nursing
role in external disaster and training to
control disasters. Internal disaster
preparedness questionnaires included
49 questions and were divided into
four subgroups: safety measures and

adequacy of supplies and equipment,
infection control, fire prevention and
evacuation plan.

Scoring system: Nurse's responses
were related to dichotomies options of
"yes" or "No", whereas, yes scored 1
and no scored zero. Nurses' knowledge
was considered satisfactory if the total
score percentage >60%. Nurses'
awareness about disaster preparedness
plan was considered "Aware" if total
score percentage >60%.

Ethical approval:

A written letter used from the
faculty of Nursing, Suez Canal
University was directed to the Hospital
Director to get approval for collecting
the data and an oral consent was taken
from the nurses before distributing the
questionnaires and after explanation of
the purpose of the study, to get their
approval for participation in the study.
Pilot Study:

It was carried out on 10 nurses to
ascertain the clarity and applicability
of the tools. Those nurses who shared
in the pilot study were excluded from
the main study sample. Data were
collected by wusing a structured
interview questionnaire.

Field work:

Data were collected from January to
March, 2009.

Results

The total number of studied nurses
included in this study was 102. The
age of the nurses ranged from 17 to 39
years, 17.6% are nurse managers; the
majority of them (87.3%) held nursing
school diploma, whereas 12.7% had
bachelor degree in nursing, 60.8% of
them had less than 5 years of
experience. As for place of work,
20.6% of the nurses are working in
surgery departments, 31.4% in ICU
(Intensive Care Unit). 19.6 % in
incubation department and the least
number of them (4.9%) are working in
emergency department.
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Knowledge of nurses regarding to
disasters' classifications is shown in
table (1) the finding indicated that
7.8% of nurses had satisfactory
knowledge related to manmade
disasters.

As regards nurses' awareness about
external disasters' preparedness. Table
(2) revealed that only 22.5% of nurses
were aware about external disasters
preparedness plan in the hospital, less
than half of nurses were aware about
the implementation of disaster plan
(47.1%), while only 7.8% were aware
about flexibility of emergency plan.
As regard nurses' awareness about their
role during external disasters, 24.5% of
nurses aware about their role, while
only 14.7% of the studied nurses aware
about the importance of training to
control disaster.

Table (3) displays nurses'
awareness about hospital internal
disaster' preparedness. The minority of
the studied nurses (4.9%) were aware
about internal disaster preparedness.
Concerning safety measures and
adequacy of supplies and equipment it
was observed that 13.7% of studied
nurses were aware about medical
supplies such linen, masks, gloves
while 11.8% of studied nurses were
aware about the current number of
available equipment such suction
machines, ventilators, wheelchairs, and
only 2.9% of them were aware about
the safety rules for transporting patient.
Awareness about infection control
components was generally low (4.9%),
the highest percentage of awareness
(10.8%) was related to safety measures
for hospital waste disposal hazards,
while awareness about dealing with
sharp objects and rules of isolation of
infectious cases recorded the same
percentage (5.9%). As regards fire
prevention, the highest percentage
(24.5%) was related to dealing with
fire alarm in the hospital, while
awareness about fire safety tools

recorded the least percentage (8.8%).
Concerning the evacuation plan, only
3.9% of nurses were aware about the
criteria of emergency exits.

The relationship between personal
characteristics and disasters
preparedness awareness of nurses
table (4) shows that only 12 nurses
were aware about disasters
preparedness and the nurses with age
brackets ranging between 25- < 30
years old recorded highest percentage
(23.1) of awareness, whereas 30.8% of
nurses who held bachelor nursing
degree were aware by disasters
preparedness. Regarding job position,
one third of nurse managers were
aware about disaster preparedness. As
well, nurses who work in emergency
department recorded the highest
percentage of awareness (40%) related
to disaster preparedness. Statistical
significant differences were observed
among personal characteristics and
nurses' qualifications and job position
(P =10.045 & 0.006 respectively).
Discussion

Recent world events have
raised the scope and intensity of
disaster planning and readiness
activities, including assessment,
planning, implementation, and
evaluation., The chief nurse executive
is critical to the clinical operations and
implementation of changes across a
system, whether that system is a single
hospital or a multiple site integrated
healthcare system (Drenkard et al.,
2002).

The findings of the present study
revealed that no disaster plan at Suez
Canal  University  Hospital = was
developed. Reorganization of health
care settings is a must to face any
unpredictable disastrous events, to be
learned from the others. In this regard
Bernard & Mathews (2008) and
Orlando, Bernard, & Mathews
(2008) stated that Hurricane Katrina
forced a reexamination of how the
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country organized and allocated
resources to address the full range of
catastrophic events, both natural and
manmade. Numerous lessons were
learned, and improvements made in
disaster  planning and  nursing
management of disasters. According to
nurses'  knowledge  related to
classification of disasters, the results
were catastrophic since less than tenth
of the studied nurses had satisfactory
knowledge related to manmade
disasters. This finding interpreted in a
very recent study carried out by Danna
et al. (2009), who concluded that
nurses must continually improve their
knowledge, skills, and readiness for
disasters to better serve their patients,
their communities, and each other.

The current study revealed that
slightly less than one fourth of nurses
were aware about their role in external
disasters. This awareness may be
related to watching the television
episodes or reading or follow up
internet related to catastrophic events.
These finding is supported by
Campbell, Hart & Norton (2007),
who stressed that nursing roles and
expectations must be defined in the
disaster plan and in job descriptions
containing  performance standards
specific ~ to  disaster  response.

Totally, nurses awareness related to
internal disaster management
represented a minority, did not exceed
5%, concerning safety measures
components, As for nurses awareness
of rules of patients transport, it was
identified by a minority of nurses. In
this respect, Mohamed and Zakaria
(2003) pointed to the needed attention
to hospital environment to prevent
accidents, reducing injuries and errors
and increasing organizational function
because the hospital environment is
considered a dangerous place.

In spite of the hospital had
infection control committee, the nurses'
awareness about infection control

components reflected that less than
tenth of them were aware of infection
control team, and lesser percentage of
studied nurses were aware by the rules
of isolation of infectious cases, while
slightly more than tenth of them were
aware about safety measures for
hospital waste disposal hazards. In this
respect, Hoballah (2003) claimed that
infection is a major cause of morbidity
and mortality worldwide. Moreover,
Ismail (2003) mentioned that health
care wastes and its environmentally
harmful elements may reach and affect
the environment.

As regards fire prevention, less
than tenth of nurses were aware with
fire safety tools. In the same line with
the foregoing results, Kowalski and
Bunker (2003) pointed to that fire
protection measures require a constant
state of alertness to danger area or
situation.

According to findings of the current
study, slightly more than one fourth of
nurses were aware with components of
evacuation process during internal
disasters, which was supported by
Hersche and Wenker (2000), who
stated that evacuations require serious
planning and a good concept, without
adequate planning they will most likely
fail.

According to the current study
results, nurses having bachelor degree,
nurse managers, and nurses working in
emergency department were the most
aware of disaster preparedness, which
was interpreted that qualified nurses
reflected good preparations and
professional obligation for nurse's
mangers (Danna et al., 2009).
However, nurses in emergency are
facing  catastrophic  events like
receiving road accidents which provide
them with experience.

Conclusion

Often people are waiting till problems
occur then start to think about
solutions. This statement must be
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exchanged by people must be
prepared, test their system and be
ready for any catastrophic events. The
study results revealed that Suez Canal
University Hospital had no disaster
plan, the awareness of nurses regarding
to  disasters' preparedness  was
generally poor.

Recommendations

The study recommended  with
designing disaster plan for the hospital,
and upgrading the nurses' knowledge
and equipping them by main skills to
face the disastrous events, whether
external or internal, in addition to
involve their job description with
disaster preparedness role
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Table (1): Nurses knowledge about disasters' classifications (n=102)

Level of Knowledge
Satisfactory Unsatisfactory
>60% 260%
Types of disasters No % No %
Natural 18 17.6 84 82.4
Manmade 8 7.8 94 92.2

Table (2): Nurses awareness about external disasters' preparedness in the hospital

(n=102).
Nurses' awareness
Aware Unaware
Items (60%+) (<60%)
No. % No. %
I. External disasters' preparedness plan:
e Emergency plan. 23 22.5 79 77.5
e Members of emergency team. 24 23.5 78 76.5
e Implementation of disaster plan. 48 47.1 54 52.9
e Flexibility of emergency plan. 8 7.8 94 92.2
e Recording data in disaster situations. 25 24.5 77 755
e Victims' personal identification card. 33 324 69 67.6
. . e 33 32.6 69 67.6
e Person in charge for recording victims
data.
Total 23 22.5 79 77.5
II. Nursing staff role in external disasters'
preparedness.
e Nursing role in field triage. 23 22.5 79 71.5
e Nursing structure in disaster. 21 20.6 81 79.4
e Nursing schedule in participate in 25 24.5 71 75.5
disasters.
Total 25 24.5 77 75.5
II1. Training to control disaster:
e Importance of theoretical and practical 21 20.6 81 79.4
training.
e Training should involve all nurses. 21 20.6 81 79.4
Importance of disasters' drill. 17 16.7 85 83.3
e Content of training program. 8 7.8 94 92.2
Total 15 14.7 87 85.3
Grand Total 21 20.6 81 79.4
Zagazig Nursing Journal January; 2010 Vol.6 No.10
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Table (3): Nurses awareness about internal disasters' preparedness in the hospital

(n=102).
Nurses' awareness
Aware Unaware
Items (60%+) (<60%)
No. % No. %
I. Safety measures and adequacy of supplies
and equipment.
e Rules of safety patients transport. 3 2.9 99 97.1
e Current level of medical supplies. 14 13.7 88 86.3
e Current number of available equipment 12 11.8 90 88.2
Total 3 2.9 99 97.1
I1. Infection control:
e Infection control program. 5 4.9 97 95.1
e Members of infection control team. 8 7.8 94 92.2
e Rules of isolation of infectious cases. 6 5.9 96 94.1
e Safety measures for hospital waste 11 10.8 91 89.2
disposal hazards.
e Sharp box. 6 5.9 96 94.1
o Use of protective clothing. 8 7.8 94 922
Total 5 4.9 97 95.1
II1. Fire prevention:
e Posted calling number of the civil 13 12.7 89 87.3
defense.
e Fire safety tools in all floors (Fire 9 8.8 93 91.2
extinguishers in all floors).
e Electrical safety in the hospital. 21 20.6 81 79.4
e Maintenance of fire extinguishers. 10 9.8 92 90.2
e Dealing with a fire alarm in the hospital. 25 24.5 77 755
Total 7 6.9 95 93.1
IV. Evacuation plan:
e Person in charge for immediate 65 63.7 37 36.3
evacuation.
e Role of nursing staff during evacuation. 26 25.5 76 74.5
Rules to transfer to other hospitals. 36 35.3 66 64.7
o (Criteria of emergency exit. 4 3.9 98 96.1
Total 27 26.5 75 73.5
Grand Total 5 4.9 97 95.1
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Table (4): Relationship between personal characteristics of the studied nurses and their
awareness of disasters' preparedness

Nurses Awareness
Aware Unaware
Characteristics (n=12) (n=90) X? P-value
No % No %
Age:
<20 years 1 4.5 21 95.5 5.096 0.165
20 - 3 7.5 37 92.5
25 - 6 23.1 20 76.9
30 - 2 14.3 12 85.7
Qualifications:
Diploma 8 9.0 81 91.0 #FE 0.045*
Bachelor 4 30.8 9 69.2
Job position:
Staff nurse 6 6.1 78 92.9 #FE 0.006*
Nurse managers 6 33.3 12 66.7
Experience:
< 5 years 8 12.9 54 87.1 0.197 0.906
5- 3 10.0 27 90.0
10 - 1 10.0 9 90.0
Units:
Operating room 1 14.3 6 85.7 11.802 | 0.067
Burn 3 30.0 7 70.0
Emergency 2 40.0 3 60.0
ICU 2 6.2 30 93.8
Incubation 1 5.0 19 95.0
Dialysis 2 28.6 5 71.4
Surgery 1 4.8 20 95.2
* Statistically significant # Fisher exact test was used
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Abstract

Chronic renal failure in adolescents is a major health problem and is considered as the most
common chronic disease of childhood. So, the compliance to management plan is necessary
to improve nutritional status, reduce uremia toxicity and delay renal deterioration and other
problems associated with end stage renal failure and dialysis. Therefore, the aim of this study
was to evaluate the compliance of the adolescents with chronic renal failure to their
management plan. The study was carried out at out- patient clinic of the nephrology unit and
hemodialysis unit at Mansoura Children's University Hospital. The sample consisted of 50
adolescents with chronic renal failure. Two tools were used for data collection. The first tool
was a structured interview sheet, which designed by the researcher and included
sociodemographic characteristics of adolescents and their dietary, fluid and medications
compliance. Second tool was Adherence Scale which was developed by the researcher
guided by Jacobson et al. (1990) to assess the level of compliance of adolescents to their
management plan. The results revealed that adolescents' compliance about dietary program,
fluid intake, and measurement of vital signs, medications, blood analysis, daily activities and
follow — up were lacked in the first visit and improved significantly in the second and third
visits. Therefore, establishment of continuous educational programs and hand out for
adolescents with chronic renal failure to provide them with the essential knowledge about
disease and its management plan are recommended.

Key Words: Renal Failure — Compliance- Adolescents

Introduction

Chronic renal failure is a complete
and irreversible loss of kidney
function. It is a permanent condition
that requires dialysis or kidney
transplantation  to  sustain life.
(Lieurance, 2001 & Cohen, 2003).
The management of CRF is either
conservative or renal replacement
therapy. The conservative therapy
includes dietary modification, drugs as
diuretics. Renal replacement therapy
involves dialysis or kidney
transplantation (James, Ashwill &
Droske, 2002 & Durkan and Ramage
2003).

The management and care of
adolescents with CRF are based on

multidisciplinary team approach, with
the aim of optimizing the quality of life
of the adolescents and family,
improving compliance to therapeutic
regimen, treating the complications of
progressive renal disease and delaying
the progression to end stage renal
failure (James Ashwill & Droske, 2002
& Durkan and Ramage 2003).
Compliance is defined as an active,
international and responsible process
of care, in which the individual works
to maintain his or her health in close
collaboration =~ with  health  care
personnel to achieve mutually desired
goal of health (Kyngas, Skaar-
Chandler & Duffy, 2000 & Rose et al.,
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2000 and Lahdenpera & Kyngas,
2001). Also, North American Nursing
Diagnosis  Association  (NANDA)
defined compliance in 1996 as the
extent to which a person and or
caregiver's behavior coincides with a
health promoting or therapeutic plan
agreed upon by the person, or family
or community and health care
Professionals (Morphy & Canales,
2001).

A multi-strategic  approach is
needed to improve the management
and medication compliance,
specifically, strategies aimed at
improving communication and trust
between the health provider and
adolescents. (Zhao, Furber and
Bauman, 2002 & Divertie, 2002).

The nurses play an important role
in the care of adolescents with chronic
renal failure. Nurses' goals include
promoting adolescents' growth and
development, removing waste
products, maintaining their fluid
balance via dialysis, encouraging
psychosocial ~ well  being, and
supporting and educating the family. In
addition, nurses' attitudes and
therapeutic  motivation have an
influence on adolescents' compliance.
A positive attitude toward the disease,
care and good motivation improve
compliance (Logan et al., 2003 &
Kyle, 2008).

Aim of the study

This study aims to evaluate the
compliance of the adolescents with
chronic renal failure to their
management plan.

Research Question

Are adolescents complying with their
management plan?

Subjects and Method

Research Design

A descriptive design was utilized in
this study.

Setting

This study was conducted in
Outpatient Clinic in the Nephrology

Unit and Hemodialysis Unit at
Mansoura  Children's  University
Hospital.

Subjects
This study included a convenient

sample of 50 adolescents with

chronic renal failure who fulfilled the

following criteria:

e Aged 12-18 years.

e Both sexes.

e Free from other chronic diseases.

Tools of Data Collection

I- Adolescents” Compliance to their
Management Plan Structured

Interview Sheet
The tool was developed by the
researchers and covered the
following items:

A- Sociodemographic Data, such as,
age, sex, educational level, rank
in the family, residence, parent's
education,  occupation, family
income and crowding index.

B- Adolescents' compliance to diet,
fluid intake and medication.

I1- Adherence Scale
Adherence Scale was developed

by the researcher to assess the level of

compliance of adolescents with CRF to
their management plan which was
guided by Jacobson et al. (1995) who
assessed adherence for adolescents
with diabetes mellitus. The
management plan included
therapeutic regimens, dietary program,
vital signs, medication and activities

....... etc. The scale is Likert scale and

ranged from "No" to "always".

Method

1- Approval to conduct this study was
obtained from the director
of nursing of Children University
Hospital after explaining the aim of
the study.

2- Tools were developed by the
researcher and tested for their
content validity by 5 juries who are
experts in the field and its value
was 67% for each. The tools
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reliability was ascertained and its

value was 76% for each.

3- A Pilot study was done on 5
adolescents with CRF to
evaluate the clarity of the
questions and to estimate the
time required to use the tools.
No modification was done.

4- Ethical considerations were
done through obtaining written
consent from adolescents and
their parents, and securing the
rights, privacy and safety of the
study subjects.

5- At initial visit, adolescents
were individually interviewed
to assess their compliance to
their previous management
plan.

6- After each adolescent
examination by the physician,
the management plan was
given based on his/her needs
(medication, diet and fluid
intake) and the researcher
reinstructed each adolescent
about  his/her plan and
ascertained that he/ she
understood the instructions.

7- Adolescents' compliance to the
instructions of the management
plan was reassessed after one
month (second visit) and 2
months (third visit).

11- The data was collected from first
of June, 2008 to the end of
February, 2009.

Data analysis

The data were revised, coded,
tabulated and analyzed using SPSS
version 13.0 program by which the
analysis was conducted applying
frequency tables with percentages and
cross tabulations, arithmetic mean and
standard deviation, Fisher — exact test
was used for assessing change after
repeated measurement. 1% level of
significance was used. Scores were
used to  evaluate  adolescents'
compliance to management plan.

Compliance was scored as follows 4

marks for “always”, 3 marks for “most

of times”, 2 marks for “sometimes”

and 1 mark for “no” or “never”.

Total Compliance score of adolescents

with chronic renal failure was 64

marks distributed as follows:

A- Dietary program, vital signs,
medication and activities 52 marks

B- Compliance score about follow up
12 marks

Total Scores compliance was classified

as follows:

Good 70% or more.
Moderate 50% to less than 70%.
Poor less than 50%.
Results

Sociodemographic characteristics
of the studied adolescents with chronic
renal failure are illustrated in table (1)
it was found that adolescents' age 12 to
less than 14 years and those 16 years
and more constituted 36% for each
with mean age 14 + 2.011 years.
Almost two thirds of adolescents were
males (62%) and 38% were in primary
school compared to only 10% who
were in secondary school. Slightly
more than one fifth of the studied
adolescents were the first born child
(24%), and 44% were either the second
or third born child. More than half of
adolescents were from rural area
(58%).

Adolescent's compliance to their
diet, fluids intake and medications is
presented in table (2). It is revealed
from this table that 28% of the
adolescents in the first visit were
compliant to diet and this percentage
improved to 70% in the second visit
and 64% in the third visit. In relation to
fluid intake, 22% of the adolescents
were compliant to their fluid intake in
the first visit and this percentage
improved to 76% and 58% in the
second and the third visits respectively
and the differences were statistically
significant. Nearly half of the
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adolescents were compliant to their
medication dose in the first visit (46%)
and this percentage increased to 60%
in the second visit and 58% in the third
visit. On the other hand, 58% of the
adolescents were compliant to their
medication frequency in the first visit
and this percentage improved to 70%
and 72% in both the second and third
visits respectively. Yet, the differences
were not statistically significant (P=
0.315 for dose and 0.25 for frequency).

Adolescents' level of compliance
to dietary program is portrayed in
table (3). It is observed from the table
that 14% of adolescents follow dietary
program most of the times in the first
visit and this percentage improved to
48% and 40% in the second and third
visits respectively.  None of the
adolescents always compliant to follow
dietary program in the first visit (0.0%)
and this percentage became 12% and
8% in both the second and third visits
respectively and the differences were
statistically significant.

Table (4) illustrates adolescents'
level of compliance to their vital signs,
maintenance of ideal body weight and
daily mouth care. It is revealed that
38% of the adolescents sometimes
monitor their blood pressure regularly
in the first visit. This percentage
increased to 46% in the second visit
and 50% in the third visit. The highest
percentage of the adolescents (80%)
reported that they never compliant to
measure their vital signs regularly in
the first visit and this percentage
dropped to 54% in the second visit and
62% in the third visit.

When adolescents were asked
about maintaining the ideal body
weight, slightly less than one quarter of
the adolescents reported that they
maintain it in the first visit (22%). This
percentage was increased to 50% and
36% in the second and third visits
respectively and the difference was
statistically significant.

It is observed from the same table
that more than one half of the
adolescents never cared for their mouth
daily in the first visit (52%). This
percentage dropped to 20% in the
second visit and 18% in the third visit.
On the other hand, 16% of the
adolescents cared for their mouth most
of the time in the first visit and in the
second and third visits the percentage
increased to 46% and 32% respectively
and the difference was statistically
significant.

Table (5) shows adolescents' level
of compliance about medications,
blood analysis and daily activities. It
was revealed from the table that 40%
of adolescents sometimes complaint to
take medication accurately in both the
first and second visits, while in the
third visit the percentage was 32%. On
the other hand, 16% of adolescents
reported that they are always compliant
to take medication accurately in the
first visit, and in both the second visit
and third visits this percentage became
26% and 32% respectively.

In relation to blood analysis, it
was found that 28% of the adolescents
never compliant to make blood
analysis in the first visit, while in the
second and third visits the percentages
were 20%, 34% respectively. Lastly,
4% of the adolescents always make
blood analysis in the first visit and the
percentage increased to 8% in both the
second and third visits. Yet, the
differences were not statistically
significant

It is also clear from the same table
that 64% of the adolescents were
compliant sometimes to perform the
allowed daily activities in the first visit
and the percentage decreased to 52%
and 58% in the second and third visits
respectively.  Only 4% of the
adolescents stated that they always
perform the allowed daily activities in
the first visit and this percentage
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increased to 10% in both the second
and third visits.

Walk for suitable time daily as a
type of daily activities was never
performed by 42% of the adolescents
in the first visit compared to 16% in
both the second and third visits. On the
other hand, 18% of the adolescents
were compliant to walk for suitable
time daily most of the times in the first
visit and this percentage increased to
36% in the second visit and 24% in the
third visit.

Table (6) represents adolescents'
level of compliance to their follow-up
according to their management plan.
Thirty percent of the adolescents
always follow up on time in the first
visit, while in the second and third
visits this percentage increased to 50%
and  48%  respectively.  When
adolescents were asked about going to
hospital for complications and
treatment, 22% mentioned that they go
most of the times in the first visit and
this percentage increased to 40% in the
second visit and 32% in the third visit
and the difference was statistically
significant (P = 0.007).

Slightly more than one quarter of
the adolescents always compliant to
regular dialysis sessions in the first
visit (28%), while in the second and
third visits this percentage increased to
36% and 38% respectively. Yet, the
difference  was not statistically
significant.

Total compliance score for
adolescents with CRF is shown in
Figure (1). Only 2% of adolescents
had good compliance score in the first
visit while in the second and third visit,
the percentage improved to 48% and
36% respectively with statistically
significant difference.

Discussion

Chronic renal failure (CRF) is an
irreversible loss of kidney function that
occurs over months to years (James
Ashwill, & Droske, 2002 & Farag,

2005). Although the adolescents with
CRF usually require maintenance
hemodialysis, they do not require
permanent hospitalization. They are in
need to adhere to therapeutic regimen
for the rest of their lives (Thompson et
al., 2002 & Joseph, 2008).
Compliance  with  prescribed
regimen is essential for successful
management of chronic renal failure.
Successful management of chronic
renal failure in adolescents depends on
accurate and comprehensive
information about adolescents and
their lives. In addition, adolescents' life
style, their disease — related knowledge
and behaviors, environmental
exposures and self — management
practices should be known to health
care providers. Thus, this information
helps them in clarifying knowledge
and identifying any misconceptions
held by adolescents (Kyngas, 2005).
Therefore, the current study was
conducted to evaluate adolescents'
compliance to their management plan.
Krespi et al., (2004) mentioned
that management of CRF involves
fluid, diet and medication restriction
and in some patients dialysis and
kidney transplantation. Its
effectiveness is compromised by non-
adherence to the restriction in protein,
potassium and fluid intake. Also,
Hockenberry and Wilson, (2007)
stated that dietary restrictions include
fluid and salt, protein and potassium to
prevent fluid overload and its
associated symptoms of hypertension,
cerebral manifestations, and congestive
heart failure. Potassium is restricted to
prevent complications related to
hyperkalemia. The result of the current
study revealed that the majority of the
studied adolescents were compliant
either most of the time or sometimes in
reducing protein intake and potassium
in their diet and in drinking the
required fluids/day, especially in the
second and third visits (See Table 4).
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The improvement of adolescents'
compliance to their diet and fluid
intake in the second and third visits can
be attributed to the  researcher’s
certainty of adolescent’s understanding
of the instructions given to them which
emphasize the importance and role of
diet, especially protein, salts and
potassium in their regimen plan to
prevent complications.

Callaham, (2004) mentioned that
adolescents with end stage renal failure
must compliant to detailed dietary plan
through avoiding of  canned
prepackaged meals and fast food that
are high in sodium as well as avoid
fluid gain daily because with increased
fluid, the dialysis machine will work
harder to remove excess fluid. The
findings of the present study showed
that the majority of the studied
adolescents had never compliant to
restricted canned and fast food. In the
first visit the majority of adolescents
never compliant to drink the required
fluids per day. Also, the minority of
them reported that canned and fast
foods are avoided nutrition for CREF.
This may be due to adolescents' belief
that fluid overload from canned and
fast food is not a problem because this
fluid is removed through dialysis
machine and adolescents have not
enough knowledge about canned food
that high in preservatives and salts.

Concerning medication
compliance, Callaham, (2004),
mentioned that the level of the
adolescents' compliance to medication
and treatments aids in reduction of
associated problems. Antia — Otong
and Knogable (2005) added that the
more medications the adolescents take,
the more side effects they experience,
making compliance more difficult.
Also, Charles et al., (2007) stated that
adherence to medication regimens is
poor in the management of chronic
diseases. Joseph (2008) reported in
this study of practice of compliant and

non — compliant of patients in relation
to therapeutic regimen, that the
majority of patients do not take their
medications on time; and sometimes
they decrease dose or frequency of the
drug intake without any physician
consultation. This finding is consistent
with the result of the present study,
where more than half of the
adolescents were non-compliant to
doses of medications in the first visit.
This may be related to lack of
information about accurate dose of
medication provided to them or the
side- effect of this medication let them
ignore it.

Brownbridge and Fielding (1994)
studied children and adolescent with
CRF, where they found that low
adherence with dialysis sessions. On
the contrary, the finding of the current
study showed that three quarters of the
adolescents were either always or most
of the time had regular dialysis
sessions in the first visit and this result
improved in the second and third visits.
This finding may be due to fact that the
studied adolescents knew the ideal
prescribed dose of dialysis to improve
their physical functioning. Also, their
compliance may result from the health
care team emphasis on the importance
of attending dialysis sessions for
maintaining life and due to the effect
of the researcher’s further instructions
about the importance of regular
dialysis sessions.

In relation to compliance about
suitable activities for CRF, the
majority of the adolescents perform the
allowed daily activities and walking
for suitable time daily either most of
the time or sometimes. This
compliance is supported by
Hockenberry and Wilson, (2007) who
stated that patients should be allowed
for unrestricted activity and to set their
limits regarding rest and extent of
exertion. This may be related to effect
of chronic illness that doesn't help
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them to make vigorous activities and
affect their compliance about their
activities.

Glasper and Richardson, (2006)
mentioned that the child with chronic
renal failure should maintain strict
measure and record of urine output to
maintain fluid intake and output
balance. Also, Smeltzer and Bare,
(2004) reported that for maintaining
accurate fluid allowance, urine output
should be measured every day. On the
contrary, the result of the present study
revealed that the majority of the
adolescents never compliant to
measure their urine output daily. This
finding may be due adolescents'
ignorance about the importance of
measuring urine output daily to
determine amount of fluid intake and
lack of knowledge about the cause of
measuring it.

The results of the present study
revealed that the majority of the
adolescents never compliant to regular
vital signs measurement, especially
blood pressure. On the other hand,
Kyle, (2008) stated that vital signs and
blood pressure should be measured
regularly for children with chronic
renal failure. The result of the present
study may be due to negligence of
nursing staff to measure vital signs
frequently for them and this indirectly
lead them to not appreciate the
importance of measuring it.

As regard adolescents' compliance
to regular follow — up, the majority of
them were always compliant to follow
up visits in the second and third visits.
This result goes with the result
obtained by Lasmar et al., (2007) who
found that the highest degree of
compliance was observed for follow —
up visits. Also, Cegala, Martinelli, and
Post, (2000) reported that trained
patients who received training booklets
were more compliant with follow — up
appointments. This may be due to the

stress of physicians and nurses on the

importance of follow — up to cure the

adolescents'  disease =~ and  non
compliance to follow up and increases
complications of CRF.

The results of the present study
revealed that there was significant
relation between total adolescents'
compliance score about CRF and its
management. This result is in
agreement with Clark et al., (1999)
who mentioned that compliance is
thought to be heavily influenced by the
knowledge and attitudes of the patient.
Meanwhile, increasing adherence by
correcting  misconceptions  about
treatment might increase motivation to
take medications and improve skills
and hence ability to comply with the
management plan.

Conclusion
Based on the findings of the

current study, it is concluded that
adolescents' compliance about dietary
program, fluid intake, vital signs
measurement,  medication, blood
analysis, daily activities, and follow —
up were lacked in the first visit and
improved significantly in the second
and third visits.

Recommendations:

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

1. Continuous educational programs
for adolescents with chronic renal
failure who attend hemodialysis
unit and nephrology clinic to
provide them essential knowledge
about the disease and its
management plan are mandated.

2. Adolescents must be motivated to
comply to their management plan
through small gifts, cards....etc.

3. Designing educational handout
about CRF and its management
plan for adolescents and their
parents in the unit.
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4. Assess compliance of parents of
adolescents with CRF about their
management plan.

Table (1): Sociodemographic Characteristics of the Studied Adolescents
with Chronic Renal Failure

N
Characteristics n=50 %
Age in Years
12 - 18 36
14 — 14 28
16 & more 18 36
Meanz SD 14.66+2.011
Sex
e Male 31 62
e Female 19 38
Educational Level 6
e Illiterate 15 12
e Read and write 19 30
e Primary school 10 38
e Secondary school 10
Birth Order
e The First 12 24
o 2 _3m 22 44
e The fourth and more 16 32
Residence
e Rural 29 58
e Urban 21 42

Table (2): Adolescents” Compliance for their Diet, Fluids Intake and Medication

Compliance
1% visit 2" visit 3" visit Test
Items N N N
0 0 0
n=50 /o n=50 /o n=50 /o FET P

Diet

. 14 28 35 70 32 64 *
Compliant ‘ 36 7 15 30 18 36 20.773 0.000
Non compliant
Fluids
Compliant ;é 22 38 ;2 g? ig 30.288 0.000*
Non Compliant 78 12
Medication Dose 23 46 30 60 29 58
Compliant 27 54 20 40 21 42 2313 0.315
Non compliant
Frequency 29 58 35 70 36 72 2.581 0.275
Compliant 21 42 15 30 14 28
Not Compliant
* Significant at 0.01
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Table (3): Adolescents' Level of Compliance to their Dietary Program and Fluid
Intake and Output

Compliance
Items 1% visit 2" visit 3" visit Test
N N N

n=50 | % | n=50 | % | n=50 | % FET P

Follow Dietary Program

Never 19 38 2 4 10 20

Sometimes 24 48 18 36 16 32

Most of times 7 14 24 48 20 40

Always 0 0 6 12 4 8 30.687 | 0.000
Decrease Protein Intake

Never 16 32 3 6 2 4

Sometimes 16 | 32 8 16 21 42

Most of times 18 [ 36| 29 [ 58| 21 | 42

Always 0 0 10 20 6 12 35.515 | 0.000

Decrease Potassium
Containing Diet

Never 28 56 6 12 8 16

Sometimes 15 30 15 30 16 32

Most of times 6 12 19 38 19 38

Always 1 2 10 20 7 14 | 35.858 | 0.000"
Decrease Canned Food

Never 14 28 0 0 2 4

Sometimes 11 22 1 2 6 12

Most of times 15 30 22 44 16 32

Always 10 | 20 27 54 26 52 | 40.123 | 0.000"
Drink Required Fluids / Day

Never 32 64 5 10 12 24

Sometimes 9 18 11 22 13 26

Most of times 8 16 28 56 21 42

Always 1 2 6 12 4 8 | 39.065 | 0.000"
Measure Urine Output Daily

Never 47 94 27 54 32 64

Sometimes 3 6 19 38 6 12

Most of times 0 0 4 8 12 24

Always 0 0 0 0 0 0 |34.428 |0.000°

* Significant at 0.01
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Table (4): Adolescents' Level of Compliance to their Vital Signs, Maintain Ideal Body
Weight and Daily Mouth Care

Compliance
Test
1% visit 2" visit 3" visit
Items N N N
n=50 | % [ n=50 [ % | n=50 | % FET P

Regular Monitoring of Blood

Pressure

Never 21 42 7 14 7 14

Sometimes 19 38 23 46 25 50

Most of times 6 120 12 |24 11 |22

Always

7 14 | 15.542 | 0.016

Regular Measurement of Vital Signs

Never 40 30 27 54 31 62
Sometimes 8 16 15 30 11 22
Most of times 0 0 4 8 2 4

Always

6 12 | 10.891 | 0.092

Maintain Ideal Body Weight

Never

18 36 8 16

Sometimes

21 42 12 24

Most of times

11 22 25 50

7 14
17 34
18 36

Always 0 0 5 10 8 16 | 22.151 | 0.001"
Daily Mouth Care

Never 26 | 52 10 20 9 18

Sometimes 15 30 11 22 20 40

Most of times 8 16 23 46 16 32

Always

5 10 | 25.477 | 0.000

* Significant at 0.01
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Table (5): Adolescents’ Level of Compliance to their Medication, Blood Analysis and
Daily Activities

Compliance
Test
1% visit 2" visit 3" visit
Items N N N
n=50 % n=50 % n=50 % FET P

Take Medication Accurately
Never 10 20 2 4 3 6

Sometimes 20 40 20 40 16 32
Most of times 12 24 15 30 15 30
Always 8 16 13 26 16 32 11.249 | 0.081
Make Blood Analysis
Never 14 28 10 20 17 34

Sometimes 31 62 27 54 26 52

Most of times 3 6 9 18 3 6

Always 2 4 4 8 4 8 9.855 0.275
Perform Allowed Daily

Activities
Never 8 16 1 2 4 8

Sometimes 32 | 64 | 26 | 52 | 29 58

Most of times 8 16 | 18 | 36 | 12 24

Always 2 4 5 10 5 10 11.813 | 0.066"
Walk for Suitable Time

Daily

Never 21 42 8 16 8 16

Sometimes 17 34 22 44 25 50

Most of times 9 18 | 18 | 36 | 12 24

Always 3 6 2 4 5 10 15297 | 0.016"

* Significant at 0.01
Zagazig Nursing Journal January; 2010 Vol.6 No.10
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Table (6): Adolescents’ Level of Compliance to their Follow up

Compliance
Test
Items 1%t visit 2" visit 3" visit
N [0) N 0, N 0,
n=50 /o n=50 o n=50 o FET P
Follow up on Time
Never 1 2 2 4 1 2
Sometimes 12 24 4 8 5 10
Most of times 22 | 44 | 19 | 38 | 20 | 40
Always 15 30 | 25 50 24 48 9.002 | 0.173
Go to Hospital for Treatment/
Complications
Never 9 18 3 6 1 2
Sometimes 22 44 11 22 22 44
Most of times 11 22 20 40 16 32
Always 8 16 16 32 11 22 17.796 | 0.007°
Regular Dialysis Sessions n=30 n=30 n=30
Never 3 10 1 3.3 0 0
Sometimes 1 33 0 0 1 3.3
Most of times 12 | 40 | 11 |36.7 ]| 10 | 333
Always 14 46.7 | 18 60 19 63.3 6.539 0.587
* Significant at 0.01
%60# .7 O Good
| Moderate
- O Poor

50

w0l

0

20/

0]

0
1st visit 2nd visit 3rd visit
Figure (1): Total Compliance Score for Adolescents with CRF
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Abstract:

Health care is facing number of challenges in the 21* century. All of these challenges
require effective leadership and successful leader able to help people meet all of these
challenges. In addition, leadership style helps in not only achievement of organizational goals
but also will release energies for personal growth and development. Span of control is also
considered a useful concept for measuring the closeness of contact between the manager and
staff. The aim of the present study was to assess the relationship between leadership styles
(traditional & advanced) and span of control of the head nurses at Zagazig University
Hospitals. A descriptive design was utilized with a sample of 56 head nurses and systematic
random sample of 151 staff nurses working at all inpatient units in Zagazig University
Hospitals. Data were collected by two questionnaire sheets one for the head nurses composed
of three parts and the other for staff nurses composed of two parts. Results revealed that there
was no statistically significant relationship between leadership styles of the head nurses and
span of control. More than half of the head nurses rated themselves as transformational
leaders. However, more than quarter of staff nurses described them as autocratic leaders and
this differentiation was statistically significant. Head nurses and staff nurses mentioned that
there were negative relations between leadership styles explaining that head nurses used a
single style in the different situations. Therefore, it is recommended that continuous follow up
and evaluation would help head nurses to use different leadership styles, according to the
different situations rather than using a single pattern and there is a need to establish a policy
and guidelines regarding to the number of subordinates, head nurses can effectively supervise
allowing them to have time to support nurses and be available for monitoring and
development.

Key Words: Leadership Style- Span of Control- Head nurses

Introduction: o
these organizations (Linton & Farrell,

2009). Furthermore, leadership is one
of the major factors; sometimes the
only factor that determines whether an
organization succeeds or fails (Clark,

In the 21st century, healthcare
organizations face many challenges,
including increasing costs and demand
on services and new technology. This
has resulted in the healthcare

environment being one of complexity 2009). _ o

and change. As well, restructuring Leader is defined as the initiator of
continues to occur in an attempt to Fearn change and as the one V‘th
reduce the economic burden. In influences team processes  (Reiss,
addition, social and demographic 2006). On the‘same way, nurses mu'st
changes have seen  healthcare have leadership to move forward in
organizations recognize the importance harmony with chang;g n society and
of the role that nurses, the largest in health care. In addition, within work
group of healthcare professionals, have organizations, —certain nurses are
as both leaders and managers within designated as managers that are

important to ensuring that care is

Zagazig Nursing Journal January; 2010 Vol.6 No.10
44



Azza A.Ata

Relationship between Leadership Styles & Span of Control of the Head Nurses

delivered in a safe efficient manner
(Yoder—Wise, 2007). In addition,
leadership is the special quality which
enables people to stand up and pull the
rest of people over the horizon. As
well, it is lifting a person's vision to
higher sites, the raising of person's
performance to a higher standard and
the building of personality beyond its
normal limitations (Huber, 2006).
Furthermore, leadership is the process
of influencing others to understand and
agree about what needs to be done and
how they can be done effectively, and
the process of facilitating individual
and collective efforts to accomplish the
shared objectives (Yi Wu, 2008).

Head nurses are responsible for the
operational management of resources
and personnel of a unit within the
health care system. This is a first level
management position which has
evolved over the years and as
a consequence has distanced head
nurse from direct patient care where,
managerial ~ responsibilities  have
become more demanding. Their
responsibilities have extended to
include unit personnel development,
management, financial management
and decision making (Iro, 2007). The
head nurses’ responsibility also is to
provide leadership so that those staff
nurses would have self-confidence and
feel secure to improve productivity,
efficiency and job satisfaction (Wang
et al.,, 2003). In addition, leadership
styles are the consistent behavior
patterns exhibited in influencing the
activities of others by working with
and through them as perceived by
those others (Huber, 2006). In
addition, leadership style helps in not
only achievement of organizational
goals but also will release energies for
personal growth and development
(Singh, Sinha & Vijayaragavan.,
2008).

On the other hand, the span of
control, in general terms, can be

viewed as a set of ratios that link sets
of managers and subordinates (Meier
& Bohte, 2003). Span of control is
also a simple managerial construct
which identifies or regulates the
amount of direct supervision (and
hence interaction or contact) that exists
between a superior (i.e., a manger or
supervisor) and his direct subordinates
within an organization (Yassine,
Goldberg, & Li Yu, 2005). In addition,
span of control or span of management
is a dimension of the organizational
design measured by the number of
subordinates that report directly to a
given manager. This concept affects
the organizational design in a variety
of ways including; speed of
communication  flow, employee
motivation, reporting relationships and
administrative  overhead (Thomas,
2009). Furthermore, in today's health
care environment, the characteristics
and content of leadership are changing
dramatically, so, currently nurse
leaders must be creative, innovative,
and highly adaptive to the critical and
substantial changes affecting health
care (O'Grady, 2007).

Aim of the study:

The present study was conducted in
order to assess the relationship
between leadership styles (traditional
& advanced) and span of control of the
head nurses at Zagazig University
Hospitals.

Subjects and methods:
Design:

A descriptive design was used to
conduct the present study.
Setting:

The present study was conducted at
all free—service inpatient units (n=56)
in Zagazig University Hospitals that
included two sectors involving seven
hospitals: The FEmergency sector
included four hospitals, they were:
General Surgery Hospital, Emergency
Hospital, Obstetric Emergency
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Hospital and Internal Medicine
Hospital. El-Salam sector included
three hospitals, they were: Pediatric
Hospital, Cardio-Thoracic Hospital
and El-Salam Hospital.

Subjects:

The study sample included two
groups. The first group included a
sample of convenience of 56 head
nurses from the above mentioned
settings, with overall responsibility for
organizing the administrative and
clinical aspects of one nursing unit and
having at least one year experience,
while, the second group constituted of
151 staff nurses working in the above
mentioned settings, having at least one
year experience and selected by a
systematic random sample.

Sample size of staff nurses:

Assuming the frequency of
leadership style used by head nurses
was 33.5% according to the pilot
study, at confidence interval 95%,
degree of precession 80.0% and a
population size of about 1400 staff
nurses obtained from the hospital
records, the sample size was calculated
to be about 151 staff nurses (Dean et
al., 1994).

Tools of data collection:
Two tools were used to collect data for

this study.

1. Head nurse’s questionnaire
sheet: It was composed of three
parts.

Part 1: covered Personal
characteristics e.g., age,

qualification, department, years of
experience in the present unit, and
questions related to receiving
leadership training courses and date
of last training course.

Part 2: was developed by Clark
(1998) and Elsayed (2005), in order
to assess leadership styles. It was
composed of two categories:
Traditional category included 24

questions categorized under three
divisions, namely; autocratic,
democratic and laissez-faire styles
and advanced category included 57

questions categorized under two
major divisions. The first was
transformational dimensions
composed of 38 questions
categorized under 5  subscales
namely; attributed charisma,
idealized influence, inspirational
motivation, intellectual stimulation
and individualized consideration.
The second was transactional

dimensions contained 19 questions
subdivided into 3 subscales were;
contingent reward, active
management by exception and
passive management by exception.
The responses were on a five-point
Likert scale rating from "never" to
"always" they were scored from 1 to
5 respectively for each statement.

Part 3: was adopted from
McCutcheon (2004) in order to
assess span of control. It consisted of
five questions, two MCQ questions
and three complete questions. The
first question consisted of giving (1)
for the response "yes" and (zero) for
"no". The second question is a
multiple choice one with scored 1, 2,
3, and 4. The fifth question is a
complete with scored 1 and 2.

2. Staff nurses’ questionnaire sheet
It was composed of two parts:

Part 1 concerned with personal
characteristics of staff nurses as: age,
qualification, years of experience and
department.

Part 2 contained the same questions of
part 2 of the head nurses’ questionnaire
sheet that entailed questions related to

leadership styles but with
differentiation of the verbs used.
Pilot study:

A pilot study was carried out on 15
staff nurses, and subjects who shared
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in the pilot study were excluded from
the main study sample.

Statistical Design:

Data entry and statistical analysis
were performed using SPSS, version
12. Suitable descriptive statistics were
used such as frequency, percentage,
median, range, mean and standard
deviation.Chi—square test, Fisher exact
test and correlation coefficient (r) test
were also used.

Results

Table (1) displays personal
characteristics of the studied head
nurses (n=56). It indicates that, 51.8%
of the head nurses aged 35 years or
more. As regards qualification, most of
the head nurses (96.4%) had bachelor
degree in nursing, while the least of
them (3.6%) had diploma in nursing +
specialty degree. Concerning years of
experience, 51.8% of the head nurses
had 11 years of experience or less. In
addition, 37.5% of them were working
in surgical departments. Regarding to
leadership  training courses, the
majority of the head nurses (85.7%)
did not attend any leadership training
courses.

Table (2) describes the personal
characteristics of staff nurses included
in the study. According to the table
58.9% of the staff nurses aged less
than 30 years old. As regards
qualification, the majority of them
(89.4%) had diploma in nursing.
Concerning years of experience, 59.6%
of the staff nurses had 10 years or
more, and 44.4% of them were
working in surgical departments.

Figure (1) illustrates the
comparison between leadership styles
among the study subjects. The figure
reveals that 51.8% of the head nurses
used transformational leadership style,
while, the least percentage of them
(1.8%) wused laissez-faire leadership
style. On the other hand, 29.1% of staff
nurses affirmed that their head nurses

used autocratic leadership style, while,
the least percentage of them (7.3%)
asserted that their head nurses used
mixed leadership styles and this
difference was statistically significant.

Figure (2) displays the comparison
between total traditional and advanced
leadership styles as reported by the
study subjects. The figure reveals that
the majority of the head nurses
(83.9%) compared to almost half of
staff nurses (50.3%) mentioned that
head nurses used advanced leadership
styles. However, 16.1% of head nurses
compared to 49.7% of staff nurses
asserted that head nurses used
traditional leadership styles and this
difference was statistically significant.

Table (3) shows correlation
between traditional and advanced
leadership styles as mentioned by the
head nurses. Findings clarified that
there were negative relationships
between traditional and advanced
leadership styles as reported by head
nurses. In addition, there were
statistically significant ~ negative
relations  between head  nurses'
transformational leadership style as
regards autocratic, democratic and
mixed leadership styles.

It is clear from table (4) that there
were negative relations between
traditional and advanced leadership
styles as reported by staff nurses. In
addition, there were significant
negative relations between autocratic
leadership  style  regarding  to
democratic, laissez—faire,
transformational, transactional and
mixed leadership styles. Moreover,
there were statistically significant
negative relations between democratic
leadership style as regards laissez-faire
and transformational leadership styles.
Furthermore, there was a significant
negative relation between laissez—faire
and transformational leadership styles.
Table (5) shows the distribution of
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span of control as reported by head
nurses. As regards staff reporting
directly to the head nurses, all the head
nurses (100%) supervised staff nurses
and nurse aids categories in their units.
On the other hand, most of them
(94.6%) did not supervise technicians.
In addition, 58.9% supervised students
in their units, and 62.5% of the head
nurses were reporting directly to all the
managerial levels in their hospitals. As
regards total number of subordinates,
51.8% of the head nurses supervised
30 subordinates or less. Regarding to
the location of units, for the majority
of the head nurses (83.9%) their units
were located in part of the floor.
Moreover, all of them (100%) were
responsible for one unit.

Table (6) demonstrates the
relationship between span of control
and leadership styles according to
head nurses' answers. It is obvious
from this table that there was no
statistically significant relation
between head nurses' leadership styles
regarding to span of control.

Discussion

In recent years, competition has
become increasingly intense between
organizations, which results in higher
organizational requirements, such as
increased efficiency and lower cost. As
a result of this, the leadership
competencies of nurse managers are
extremely important so, nurse leaders
who have excellent leadership
competency are always beneficial for
their organizations (Zhang, 2009). On
the same way, leadership is an
important issue related to how nurses
integrate the wvarious elements of
nursing practice to ensure the highest
quality of care for patients (Huber,
2000). In addition, the nurse managers'’
leadership style and span of control are
important elements in creating positive
work environment (Doran et al.,
2004). Therefore, the aim of this study

was to assess the relationship between
leadership  styles (traditional &
advanced) and span of control of the
head nurses at Zagazig University
Hospitals.

Investigating  the  relationship
between leadership styles and span of
control, according to the current study
findings, there was no statistically
significant ~ relationship  between
leadership styles and span of control.
This means that leadership styles used
by head nurses may not be affected by
a wide or a narrow span of control.
This might be attributed to that the
head nurses do not understand the
concept of leadership and so, they were
not aware of leadership styles and
techniques that could help them to
become more competent leaders or this
might be due to that they were not
aware about their managerial roles in
their units. In this respect, Park and
Augenbroe (2003), conducting a study
in Georgia, found that a wide span may
cause difficulties in subordinates'
control. In addition, McCutcheon
(2004) studied the relationships
between leadership style, span of
control and outcomes in Toronto and
found that, it is very difficult if not
impossible to consistently provide
positive leadership style to overcome
the effects of a wide span of control.

Regarding to leadership styles as
reported by the study subjects, the
findings of the present study indicated
that, there was a statistically significant
difference between head nurses and
staff nurses answers as regards the
leadership style most commonly used.
Thus, more than half of the head
nurses rated themselves as
transformational leaders and the least
frequently rated style was laissez-faire
leadership  style representing a
minority. However, more than one
quarter of staff nurses described their
head nurses as autocratic leaders and
the least frequently used style was
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mixed leadership. This could be
explained that the head nurses in the
present study might prefer to work
adequately by using the
transformational leadership style to
accomplish work and achieve goals.
This tendency may be attributed to
either personal factors or to head
nurses’ higher educational degrees.
Regarding to staff nurses opinions, this
might be related to their submissive
feeling or might reflect head nurses’
full sense of responsibility along
working hours which was translated
into autocratic style.

As for the head nurses answers in
this study findings are matching with
Moore and Rudd (2006), who
conducting a study on leadership styles
of current extension leaders and the
authors  asserted that effective-
successful head nurses as nurse leaders
use transformational leadership
behaviors more often than
transactional or laissez-faire
leadership. Similarly, McGuire and
Kennerly (2006) found that head
nurses as nurse managers rated
themselves higher on transformational
leadership. Additionally, in a study
carried out in four acute care hospitals
in New Jersey, Casida and Pinto-Zipp
(2008) found that effective
organizations have head nurses as first-
line nurse leaders that demonstrate
transformational leadership style. A
leader who practices transformational
leadership style creates and
implements a vision of what can be
accomplished at work and empowers
the staff with that vision, while
keeping abreast of health care changes
and interacting with others inside and
outside of the organization. Moreover,
head nurses who have used
transformational leadership styles have
shown a positive impact on
organizational outcomes. On the other
hand, the previous findings are
contradicting with El-Shimy, Akel &

Saber (2000), Mustafa (2004), Abd
El-Kawy (2005) and Abdel-Aleem
(2007), who found that the majority of
the head nurses have mixed leadership
style. In this context, Huber (2000)
reported that no one leadership style is
optimal in all situations so leadership
styles should be chosen according to
circumstances. However, the previous
findings are contradicting  with
Thomas (2004), who found that head
nurses  viewed  themselves  as
democratic leaders.  Moreover, in
private hospitals in Alexandria, Belal
(2008) found that head nurses tended
to use transactional leadership style
more than transformational leadership
style.

Regarding to staff nurses answers,
this study finding was in agreement
with Thomas (2004), who found that
staff nurses mentioned that the usual
type of leadership used by their head
nurses was the autocratic style. The
foregoing finding opposed with a study
carried out in Alexandria University
Hospitals by Mostafa (2005), who
found that 71.7% of staff nurses
perceived the head nurses’ leadership
style as transformational, while only
28.3% of them perceived their head
nurses’ leadership style as
transactional. Additionally, in a study
conducted in a southeastern area in
Spain Molero et al. (2007) found that
according to the staff nurses, the styles
more frequently employed by their
head nurses are democratic leadership
style, followed by transformational
leadership style while, the least
frequently used style was the autocratic
style. As well, in disagreement with
these  findings, @ McGuire and
Kennerly (2006), and Belal (2008)
mentioned that staff nurses asserted
that their head nurses tend to use
transactional leadership style. These
contradictions may be due to different
settings.
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Concerning the relation between
total  traditional and  advanced
leadership  styles, there was a
statistically ~ significant  difference
between head nurses and staff nurses
opinions. This means that, the majority
of the head nurses rated themselves as
advanced leaders while just slightly
more than half of staff nurses asserted
this perception. In addition, about one
sixth of the head nurses mentioned that
they used traditional leadership styles
while about half of staff nurses
asserted that.

Investigating the correlation matrix
among leadership styles as reported by
the study subjects, and detected from
the present study findings, head nurses
mentioned that there were negative
relations among different leadership
styles but not significant. This means
that the head nurses used a single
predominant style with different
situations. In addition, there were
significant negative relations between
transformational leadership style with
regard to autocratic, democratic and
mixed leadership styles. This can be
explained by that when the head nurses
used transformational style they might
not use these styles. As for staff nurses,
there were statistically significant
negative relations between autocratic
style regarding to the other five
leadership styles; between democratic
style as regards laissez-faire and
transformational styles. This might be
due to that those head nurses were not
trained to use different leadership
styles. This result was consistent with
Daniel (2004), who mentioned that
each head nurse as a nurse leader has a
particular leadership style that tends to
be consistent from one situation to the
next. This result was in disagreement
with McCutcheon (2004), who found
that there were highly statistically
significant  relationships  between
transformational and transactional
leadership styles.

As regards head nurses’ span of
control items, according to the study
finding all the head nurses supervised
staff nurses and nurse aids, while,
more than half of them supervised
students as well which, determined
span of control in their units. This
result was supported by a study was
conducted in Toronto hospitals by
Doran et al. (2004), who found that
span of control, included all categories
of staff, nursing and non-nursing,
reporting directly to the manager. In
addition, the present study results
revealed that the median of
subordinates supervised by head nurses
were 30 staff nurses. This study
finding contradicted with that of a
study carried out by Laschinger and
Wong (2007), explaining a profile of
the structure and impact of nursing
management in Canadian Hospitals,
and the authors found that, the median
of subordinates that head nurses
supervise is 63 staff nurses. On the
other hand, Richardson et al. (2006)
asserted that current authors advocate
ratios ranging from 15 to 25
subordinates per leader.

Conclusion

In the light of the main study
findings, it can be concluded that, there
was no statistically  significant
relationship between leadership styles
and span of control of the head nurses.
There were statistically significant
differences between head nurses and
staff nurses' opinions regarding to
leadership style most commonly used
by the head nurses where; more than
half of the head nurses rated
themselves as transformational leaders,
while, more than quarter of staff nurses
asserted that their head nurses tend to
use the autocratic leadership style.
Head nurses and staff nurses
mentioned that there were negative
relations among the six leadership
styles explaining that head nurses used

Zagazig Nursing Journal

January; 2010

Vol.6 No.10



Azza A.Ata Relationship between Leadership Styles & Span of Control of the Head Nurses
single predominant style in the » Head nurses should motivate their
different situations. staff nurses to express their opinion
Recommendations and enhance their leadership

= Leadership and span of control must
be included in undergraduate and
post graduate curricula.

= Head nurses should have
opportunities to  update their
leadership knowledge, behaviors and
skills in the form of conferences,
seminars and workshops to cope with

competencies, so that staff nurses
might apply these when they become
leaders.

® There is a need to establish a policy

and guidelines regarding to the
number of subordinates, head nurses
can effectively supervise and lead
staff nurses allowing them to have

rapidly  developing  leadership time to support staff nurses and be
science and styles. available  for  mentoring  and
development.
Table (1): Personal characteristics of the studied head nurses (n=56)
Personal Data No %

Age (in years):

= <35% 27 48.2

= >35 29 51.8
Qualification:

= Diploma in nursing + specialty 2 3.6

»  Bachelor degree in nursing 54 96.4
Years of experience:

= <I1* 29 51.8

= >1] 27 48.2
Department:

= Emergency/critical care units 15 23.8

= Medical departments 20 35.7

= Surgical departments 21 37.5
Leadership training courses:

= Yes (2005 —2008) 8 14.3

= No 48 85.7
*The median
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Table (2): Personal characteristics of staff nurses included in the study (n=56)

Personal Data No %
Age (in years):
= <30%* 89 58.9
= >30 62 41.1
Qualification:
= Diploma in nursing 135 89.4
= Diploma in nursing + specialty 4 2.7
= Technical institute 12 7.9
Years of experience:
= <10%* 61 40.4
= >10 90 59.6
Department:
= Emergency/critical care units 45 29.8
= Medical departments 39 25.8
»  Surgical departments 67 44.4
®  The median
601 51.8 _
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Figure (1):Distribution of leadership styles as reported by the study subjects
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Percentage

Traditional | Advanced Traditional | Advanced
Head nurses Staff nurses
Total leadership styles
Figure (2): Distribution of total traditional and advanced leadership styles as

reported by the study subjects

Table (3): Correlation between traditional and advanced leadership styles as mentioned

by the head nurses

Autocratic | Democratic Lals.sez- Transformational | Transactional
style style LELITE style style
Items style
r r r r r
Democratic style -0.19
Laissez—faire -0.05 -0.06
style
Transformational -0.42% -0.48%* -0.14
Style
Transactional -0.07 -0.09 -0.02 -0.19
Style
Mixed -0.14 -0.16 -0.04 -0.35% -.06
*Significant at p < 0.05
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Table (4): Correlation matrix between traditional and advanced leadership styles as

reported by staff nurses.

s ifiromed] Al Autocrati | Democrati Lals.sez Transformation | Transactiona
idyanced ¢ style ¢ style bt al style 1 style
Leadership y y style ty ty

Styles r r r r r

Democratic style -0.32*

Laissez-faire -0.27* -0.22*

style

Transformation -0.31% -0.24* -0.21%*

al style

Transactional -.018* -0.14 -0.12 -0.14

style

Mixed -0.18* -0.14 -0.12 -0.13 -0.08

* Significant at p < 0.05
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Table (5): Distribution of span of control items as reported by the head nurses

Span of Control Items No %

1. Staff reporting directly to the head nurse:
A. Staff nurses

" Yes 56 100.0
Medi " No 0 0.0
Re ian 22
ange
(7 - 140)
B. Nurse aids:
& Yes 56 100.0
. No 0 0.0
Median 4
Range (1-24)
C. Others (technicians)
" No 53 94.6
Median 2
Range (1-4)
D. Students
8 Yes 33 58.9
= No 23 41.1
Median 3
Range (1-20)
2. Head nurse report directly to:
®  Hospital director 3 5.4
®  Nursing director 18 32.1
= Both of them 35 62.5
3. Total number of subordinates in head nurses department:
= <30%
® >3 29 51.8
27 48.2
4. Sites of these units (located in):
®  Part of the floor 47 83.9
= Whole floor 9 16.1
5. number of units the head nurse is responsible for:
»  One unit 56 100.0
* Median of total No. of subordinates
Zagazig Nursing Journal January; 2010 Vol.6 No.10
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Table (6): Relationship between span of control and leadership styles according to

head nurses' answers (n=56)

Span of Control
Leadership Styles <30 SN > 30 SN X? P- value
(n=29) (n=27)
No. Y% No. %
Autocratic style 2 6.9 6 22.2 2.68 0.10
Democratic style 7 24.1 3 11.1 1.61 0.20
Laissez-faire style 1 3.5 0 0.0 0.94 0.33
Transformational style 15 51.7 14 51.9 0.00 0.99
Transactional style 2 6.9 0 0.0 1.93 0.16
Mixed 2 6.9 4 14.8 0.91 0.33
Significant at p < 0.05 SN = staff nurses
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