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ABSTRACT

The research problem was defined in relation to testing the pri¬
mary hypothesis, i.e., patients in two smaller more rural type of
communities tend to perceive the nature and functions of hospitals in
terms of attitudes that generate less tension than is the case, according
to the literature, with patients served by hospitals located in large
metropolitan areas.
The hypothesis tested was a critical reaction
to the widely held belief that patients' attitudes and perceptions
toward hospitalization are everywhere distrustful, apprehensive, and
negative•
Twenty patients in a rural community hospital were interviev/ed as
the basis for constructing a questionnaire by which to estimate levels
of tension experienced at differing stages of the health care process.
The 22 item questionnaire was then administered to 75 patients, 25 of
whom were patients in Hospital A where the initial interviewing took
place, and 50 of whom were patients in Hospital B.
Other data were
abstracted from medical records, and physicians and nurses were con¬
sulted informally as a means of assessing their attitudes and opinions
relative to the research objectives.
The data were used to describe the rural patient sample in such a
v/ay that general comparisons with data taken from the literature could
be attempted.
Characteristics of the rural communities and the compared
patient samples suggested differences of a significant order.
Certain
of the differences are attributable to the differing population density
and socioeconomic differences apparent between the respective areas.
Patients in the rural communities tended to regard the hospital
as an integral part of their community.
They identified with it to the
extent that their orientation was overwhelmingly positive and relatively
free of inhibiting apprehension.
By contrast, patients in the eastern
metropolitan hospitals were represented as being negatively oriented to
the hospital, and were excessively fearful to the extent that the health
mission was being frustrated materially.
The hospitals were charged with
depersonalizing patient care, thereby alienating the patients and making
the provision of care quite difficult and complex.
The negative
stereotype projected uncritically upon "patients at large" must thus
be qualified and restricted to patients and hospitals in those areas
characterized by high population density and large, complex socio¬
economic structures.

CHAPTER I

INTRODUCTION

It is common knowledge among nurses that patients admitted to
the hospital arrive with many and varied problems related directly
or indirectly to their precipitating illness, or with problems that
are completely unrelated to the fact of illness.

As a result, nursing

literature abounds with applications of the psychological approach
to patient care in order that nurses may be aided in equipping them¬
selves to deal effectively with the differing kinds of patient
problems.
One is thus hard pressed to pick up a professional journal,
a text relating to hospitals and nursing care, or certain popular
literature that fails to devote considerable time and space to the
understanding and practical solution of these kinds of problems.
These media indicate strongly and repeatedly that the nature of
hospitalization can be incriminated as the prime frustrator of the
patient's needs, making it exceedingly difficult for the nurse to be
effective in handling individualized patient requirements.

In this

view, the patient is seen as a maneuvered object whose needs, desires
and dignity are sacrificed in preference to satisfying the operational
requirements of the impersonalized hospital.
concept,

As an extension of this

the patient is regarded as being fearful of hospitals and
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the role of the nurse becomes one of alleviating and neutralizing
the damaging impact of the hospital's negative image.
Few nurses or laymen would disagree that patients newly arrived
at hospitals are under one or another kind of stress.

Their concern

and anxiety derive predictably enough from the fact of their illness,
separation from their family, finances, and their involvement in
medical treatment, not to mention a myriad of other possibilities
of disturbance.

These are all perfectly valid reasons why any patient

might feel seriously threatened by the prospect of hospitalization.
To what degree, if any, the patient's pre-admission perception of the
institution is a prime source of apprehension remains to be better
demonstrated.
The manner in which an ill person responds as a patient is
influenced as well by his previous direct or indirect experiences
with physicians and with hospitals.

His fantasies about the hospital

and the functionaries that will attend him, and his fantasies about
himself and the medical problem that has made hospitalization necessary
may interfere with his positive adaptation and therefore his responsive
ness to care.

The point that has been so often made in the literature

is, however, that patients anticipate that hospitalization will be a
negative experience.
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The following excerpt is typical of such a representation:

1

The person facing admission to a hospital is beset by
a number of problems both internal and environmental.
His
dilemma becomes more complex as he is transformed by the
admission procedure from a person into a patient.
Initially,
he is given a name band to wear around his wrist.
Hence¬
forth his identity will be checked by a cursory glance at
his arm rather than a vocal query.
This communicates to
the patient the lessened importance of his intellectual
processes.
Next, an institutional gown helps the sick
person to exchange his role as a functioning adult for
that of a patient.
He is further guided into the ways of
'patientdom1 by being encouraged to go to bed even though
the patient may be quite well, as is the candidate for
rhinoplasty, for example.
He is encouraged to slip into a
hospital gown and retire to await the house officers examina¬
tion.
Sometimes this procedure does not take place for
many hours.

2

Similarly, Minna Field

has stated that many people still regard

hospitalization with misgivings and apprehension.

Primary among the

reasons she provides is the prevailingly popular concept of the meaning
of hospitalization, i.e., the last milestone of an illness has been
reached.

Also, the patient enters a world to which he is unaccustomed

and in which he must learn to live according to the terms of the situa¬
tion defined for him.

The patient finds that he is no longer the master

of his destiny; he must relinquish personal control over even the

^Lisct Robinson, Psychological Aspects of the Care of Hospitalized
Patients, (Philadelphia: F. A. Davis Company, 196&), p.

2
Minna Field, Patients Are People, (Columbia University Press,
New York, 3rd Edition, 1967), pp* 35-’60.
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most simple of his routine everyday behavior.

The time of arising

and going to sleep, when and v/hat he will take as nourishment, when
and with whom he will associate, and whether the windows will be open
or closed, are all now regulated by an outside authority, without any
provision having been made for appeal.
A forum on the subject of patient participation conducted by the
New York State Nurses Association resulted in the following summation

3

of patients' attitude toward hospitals: patients would prefer to
be thought of as people and not as cases; they are already afraid when
they enter hospitals and failure by hospital personnel to explain
routines and to treat sick persons as individuals merely add to their
fears, and no one informs the patient "who's who or what's what."
Another study conducted in New York for the United Hospital Fund
to determine people's attitude toward hospitals revealed a variety

A
of characteristics.

The overall attitude of the public toward hospitals

was found to be moderately approving.

When asked to score hospitals

as Very Good, Good, Fair and Poor, the strongest tendency was toward
the selection of the Good rating; individuals seldom rated hospitals
as Very Good on anything, and they were even less inclined to rate

%ew York Herald Tribune,
Are People, p. 39*

(March 31* 1950» P» 23, In Patients

A
Elmo Roper, "What the Public Thinks of Hospitals", Hospitals,
(November 1959)i PP* 55~57»
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anything as Poor*

When asked to estimate how scientifically up to date

New York hospitals were, 59 percent responded that the hospitals were
up to the minute technically, and another 22 percent believed them
to be only a little bit behind.

But when people were asked to talk

about their more personalized reactions to hospitals, a flood of
negative criticism was released.

When asked specifically to recall

unpleasant or bad situations they had experienced in hospitals, only
42 percent answered directly.

But when the interviewer presented the

open ended statement "I know they are busy and have lots of people
to take care of, but it seems to me they could at least

11

,

increased response was immediately forthcoming.
Hospital personnel were said to be rude, inattentive and incon¬
siderate.

Administrative arrangements were reported as inadequate,

since hospitals were believed to be -understaffed, not clean, overcrowded,
and served poor quality food.

The investigator concluded that there

was v/idespread and intense resentment against neglect, rudeness and
impersonal treatment by hospital personnel.

Such experiences as

a bell going unanswered in the night, a medical necessity thoughtlessly
turned into a personal indignity, omitted explanations, and being
exposed to sterile type of efficiency that offends ordinary human
sensibilities, had made indelible impressions at one time or another
on people as patients.

He believed that these kinds of depriving or
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denigrating episodes were sufficient to color the future anticipations
of people who had formerly been patients in hospitals.
Clarkson

has put the problem as it has been represented in the

perspective of public relations programming:

Today, perhaps more than ever before, hospitals are
being scrutinized by the critical eye of a medically
sophisticated public.
Stories circulate of hospital red
tape, the voluminous forms to be completed at the time of
admission, resulting in delayed treatment, the unavoidability
of prompt medical attention in hospital emergency departments;
the obsolescence of facilities and equipment, negligent
practices, inefficiencies, exorbitant rates, and the
indifference of hospital personnel.
In many instances
these reports may be exaggerated, but that is all the more
reason for the hospital to establish and maintain good
public relations.

£
According to some authoritative sources

"The best that the modern

U. S. hospital offers is a brilliant combination of technology and
medical judgment, unexcelled anywhere, but in fact the average patient
going to a random hospital in Anytown U. S. A. seldom gets such treat¬
ment".

We are also told that "Hospitalization may reflect the doctor's

greed, stupidity or both.

The tonsils, the uterus and the appendix,

all 'dispensable' organs, are common targets for surgeons".

From these

^Edward H. Clarkson, "The Admitting Department: Front Line For
Public Relations", Hospitals, (February 1968, Vol. 42), p. 75*

g
"The Trouble With Hospitals: A Prescription For Sick Hospitals",
Newsweek, (July 11, 196?)» pp» 57~6l.
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biased observations, it is evident that there is some amount of oppor¬
tunism incorporated into the construction of generalizations about the
nature of hospital care and the integrity and motivation of certain
surgeons.
Other pictures of hospital deficiency have also been painted

7
overzealously by writers trying to make a point :

The average layman may find it hard to believe that
the modern hospital suffers from any serious deficiencies.
In the popular mind the widely publicized advances in medical
technology have made the hospital the gleaming tower of
hope in which new frontiers are crossed every day in the
conquest of disease.... far more serious is the problem posed
by the shocking gaps in the quality of care offered by the
nation's hospitals....and in hundreds of communities, including
the nation's largest cities, the hospitalized patient isn't
assured of receiving care that meets the standards of twenty
years ago.

The preceding discussion has clearly established the tendency of
writers to generalize less from the point of view of carefully considered
evidence and the limits appropriate to the resultant generalizations
than from mere opinions conditioned by their geographic and institutional
environments.

While the studies themselves (in those cases where

research approaches and data were the basis for conclusions) are
ordinarily well enough conducted, it is believed that biases operating

7
Matt Clark,
Atlantic Monthly,

"Miracles And Mishaps: Closing The Quality Gap",
(July 1966), pp. 89-9^*
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on an implicit level may have, in some instances, determined the
research outcomes.

g

Duff and Hollingshead

performed such a study in a large eastern

hospital, showing that patient reaction to hospitalization was influenced
by such factors as type of illness, the medical prognosis, the physical
accommodation in which he was housed and, most of all, by
of the institution*1.

u

his image

The study revealed that over 52 percent of the

patients admitted to the hospital were fearful of the hospital itself.
Twenty-one percent experienced anxiety due to their pre-admission image
of the hospital and

27

percent were apprehensive toward hospitalization.

Related to these conclusions were a number of specific complaints:
between admission to and discharge from the hospital the patients
were subject to the orders of the staff; they were separated from their
families;

their street clothes were shed; they were assigned to bed,

given numbers and dressed in bedroom apparel; strangers were permitted
access to the most private parts of their bodies; their diet was con¬
trolled, as were the hours of their days and nights in terms of waking
and sleeping; the people whom they saw and at what times were externally
determined; they were fed, bathed and questioned with little preliminary,
and they were arbitrarily ordered to do, or were forbidden from doing,

Raymond Duff and August B. Hollingshead, Sickness And Society,
(Harper and Row, Publishers, New York, 1968), pp. 268-287. ^
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many things.

During their stay in the hospital, they v/ere made to

feel like dependent, non-self sufficient adults.
The inescapable conclusion drawn from this and similarly executed
studies is that hospitals are cold, impersonal, and depersonalizing.
They are represented as operating without regard to patient needs,
catering instead to the administrative dictates and requirements of
operational uniformity.

William Tarnover

9

characterizes the

dehabilitating effect of this kind of institutionalization succinctly:

Hospitalized patients are like someone in a foreign
country. He has few ways to protect himself against an
unfamiliar environment in which not only his body, but
sometimes even his most intimate thoughts and feelings may
be exposed.

The picture created by this type of observation and published
opinion is a bleak one indeed.

The hospital's ostensibly devastating

consequences for the trapped and maneuvered patient may have been
overstated.

The nature and impact of hospitalization may not, in

reality, be that severe.

Or, if it is, there are certainly hospitals

and areas of this country in which these characteristics and this problem
are comparatively minimal.

The socioeconomic conditions out of which

large and complex institutional systems arise are not everywhere the

9
William Tarnover, "Psychological Needs of the Hospitalized Patient",
Nursing Outlook, (July 1965), p. 28.
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same.

It will be the intention of this paper to demonstrate that

the pre-admission and post-admission perception of patients about
the hospital differs when a quite different type of socioeconomic
environment is examined.

Statement Of The Problem.
The research problem was defined in relation to testing the pri¬
mary hypothesis, i.e., patients in two smaller, more rural type of
communities tend to perceive the nature and functions of hospitals
in terms of attitudes that generate less tension than is the case,
according to the literature, with patients served by hospitals located
in large, metropolitan areas.

Purpose Of The Study.
The difficulty of eliciting data from patients that were relevant
to attitude and perception became obvious early in the investigation.
Thus, one of the core purposes of the research program was the con¬
struction of a questionnaire by which to achieve a valid qualitative
assessment of patient apprehensiveness at graded stages in the medical
care process.
The primary purpose of the investigation was to critically
evaluate what had become a prevailing stereotype in regard to the
public’s perception of the hospitalization process.

Demographic,
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socioeconomic, and structural differentials characteristic of a compara¬
tively rural environment were suggested as contributing agencies.

Methodology.
Data were gathered from "patient samples" located in tv/o hospitals
in Montana.

A pilot project of limited scope was conducted initially

in Hospital A during which an essentially unstructured interview
technique was used.

On the basis of that experience, the questionnaire

used in the main study was constructed.

The patient sample totaled

95 responses, 20 derived from personal interview and

25 by questionnaire

from Hospital A and 50 hy questionnaire only from Hospital B.

The

data were treated in two ways: l) the individual interviews were
prepared as briefs in anecdotal form for general discussion and they
were presented here as Appendix D, and

2) the questionnaire data

were tabulated and grouped in reference to the defined variables,
and then were submitted to descriptive analysis.

Assumptions.
Patients can be induced by the interview technique and by the
use of a structured questionnaire to verbalize their feelings.
The investigator can interpret the reported feelings as being
expressions of underlying attitudes that determine perception.
Attitudes and, consequently, perception are a function of multiple
experiences, both those experienced directly and those shared vicariously.
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The total social context in which an individual is socialized
and acquires his most biasing experiences largely determines the
direction and intensity of his readiness to perceive and act.
Additional assumptions were cited in Appendix C where the pre¬
dictive rationale underlying the use of the questionnaire items was
explained.

Limitations.
The initial limiting factor was the lack of previous interviewing
experience by the author.

The resultant questionnaire was shown,

upon analysis of the data (see Appendix B), to have been deficient in
its ability to elicit certain classes of desired data.
The number of hospitals and the number of patients in each that
were selected for study were chosen by convenience rather than by a
standard randomized sampling technique.
Perhaps a core limitation in the study was the unsettling question
of whether patients were able to make the desired tension level dis¬
tinctions themselves or whether these should have been inferred from
the patients' recollections of their past behavior by the investigator.
This was, of course, a critical factor in estimating a true level of
tension.
The investigator was aware that his working experiences have
strongly influenced his conception of the relationship tested in this
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paper, and he admits to trying to control, v/ith whatever ultimate
success,

for his "small town" bias.

Controlled to some degree,

however, this bias may have been useful in partially offsetting the
"big city" bias that seemed apparent in most of the literature con¬
sulted for this study.
The number of patients selected for study do not represent a
substantial proportion of the total population in each hospital at
any given time.

Definition Of Terms.
A concerted effort was made to assure that all technical and
non-technical terminology employed in this paper were well within
the range of connotation typical of the expectations and the use made
of them by practicing members of the nursing profession.
The terms Normal Apprehension, Anxious, and Fearful used in
the questionnaire and throughout this paper were intended to repre¬
sent a relative scale of tension only.

Normal apprehension being

the lowest degree of tension experienced and Fearful being the
highest degree of tension experienced by the patient.
In order to compute a Normal/Abnormal response ratio, those
respondents v/ho checked Normal Apprehension v/ere classified as "Normal".
Those respondents who checked either Anxious or Fearful were combined
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and classified as ’’Abnormal".

The N/A ratio was computed by dividing

the Abnormal responses into the Normal responses.

CHAPTER II

REVIEW OF THE LITERATURE

Nursing literature was examined to determine the availability
of studies for information that might shed some light on factors
relevant to the research hypothesis.

Sources that were directly

relatable to the problem of whether there are differences in attitude
and perception of hospitalization as between rural and metropolitan
areas were extremely rare.
Much of the supportive documentation dealt with only single
relatable aspects.

For instance, Abdullah and Levine^ attempted

to learn the nature of factors that affect patients’ opinions toward
the care they receive.
of varying size.

The study was conducted in several communities

They learned that reported omissions of nursing

care occurred less frequently in the two smaller hospitals than in
the larger ones.

In the summary and conclusions, they suggest that

size of hospital, and consequently the number of patients in the
hospital, may have some effect upon the way in which patients view
their care while in the hospital.

Faye G. Abdullah and Eugene Levine, "Polling Patients and
Personnel, Part II", Hospitals, (November 16, 1957), PP- 61-64.
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There are numerous sources that tend to suggest some relation¬
ship between hospital size and patient satisfaction.

However, there

has been very little written to explain the reasons why increasing
size produces increasing impersonality.

Leonard'1"*', in discussing

the effects of social trends on the nature of patient care, feels
that the primary cause is the bureaucratization that appears when
the division of labor becomes increasingly specialized according
to professional distinctions.

In all probability, this is an

important byproduct of institutional growth that contributes to
dissatisfaction among patients.
Duff and Hollingshead

12

, in describing the hospital in which their

research was performed, identified three goals typical of the institu¬
tion: education, research and the diagnosis and treatment of patients
seeking help.

The central function was the training of medical students

to become physicians.

They reported that the school of medicine was

represented by ten members on the hospital board and that private
practice physicians were represented by only five members.

This dis¬

tribution of board members undoubtedly reflects the functional priorities

^Robert C. Leonard, "The Impact of Social Trends On The Pro¬
fessionalization of Patient Care", A Sociological Framework For Patient
Care, (John Wiley and Sons, Inc., New York, 1966), pp. 71“8l.

12

Duff and Hollingshead, op. cit., p. 31*
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of the institution, since the medical education group was obviously
in control of the hospital.

It was suggested that the medical school

function was not entirely compatible with the service function and
that the conflict of interest resulted in the provision of second
class service to patients.

Charges of depersonalization and imper¬

sonality would arise naturally enough under these circumstances.
Similarly, Broom and Selznick

13 showed that there is a close

relationship between the existing economic order and the social order
of cities.

Three pairs of medium to small cities were chosen for

the study.

One of each pair of cities was clearly a big business

city and the other was clearly a small business city.

The large

firm cities were chosen to represent local manifestations of a
national trend, i.e., the trend toward industrial concentration,
absentee ownership, and the domination by large corporations.
Similarly, the small firm cities were selected to represent communities
characterized by a number of small, locally owned and operated, com¬
petitive enterprises.

The study was designed to measure civic welfare.

The criteria for a "good” city were housing, health, utilities, cul¬
tural facilities, parks, recreational facilities and per capita income.
The overall measure of civic well being showed that in each case

13
Leonard Broom and Philip Selznick, Sociology: A Text With
Adapted Readings, (Row, Peterson and Company, Illinois, 1958),
pp. 418—424.
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studied the small business cities rated higher than did the compared
big business cities.

It was found that there was little or no civic

spirit in the big business cities.

Big business seemed to eliminate

interest in collective community enterprises.
In small business cities, the environment was favorable to the
development and growth of community spirit.

The interests of the

potential leaders of civic enterprises were generally mutual and
locally rooted.

By contrast, civic spirit was stunted or distorted

in the big business cities and the potential civic leaders were either
powerless to act or were motivated by interests outside the city.
Since health was one criterion of well being, it would follow
that those interested in community welfare would be concerned with
the community hospitals.

The Board of Directors of the hospital was,

of course, dominated by the most influential group, identified only
as the Medical Board.

The implications here are obvious enough in

relation to the kinds of civic interest that would be the most
desirable in providing the most beneficial local health care.

14
In Roper's article

, a study conducted to determine the public's

attitude toward hospitals as the basis for planning a fund raising
drive yielded some interesting results: "Clearly, the whole context

Roper, op. cit., p. 57»
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in which hospitals are viewed has shifted from earlier days.

Hospitals

today are seen less as a community institution commanding the loyalty
and support of the citizenry — at least among New York City residents than as a public service whose income supplement should be found in
tax funds".

Again, the distance between the public and the hospital

is emphasized and the change in the nature of this relationship
historically is noted.

15
Duff and Hollingshead

specified institutional and staff charac¬

teristics that they believed contributed to the impersonalization of
care.

The hospital grouped patients according to their ability to

pay into status groups.

Those who could pay were sponsored by

independent practitioners and were assigned to private or semi-private
rooms.

Those who could not pay, and who were good "clinical material",

were assigned to the wards where they were practiced on by interns.
Members of the staff reinforced status differences by their varyingly
deferential behavior.
It was observed that no single physician was the patient’s only
doctor in the hospital even though some high status patients were made
to feel that this was so.

They felt that the extant physician-patient

relationship ruled out a systematic appraisal of personal and family

15
Duff and Hollingshead, op. cit. , pp.

JGG-Jtjk.

20
influence upon the etiology of the symptoms, the diagnosis of illness,
and patient management.

This relationship was profoundly influenced

by the social position of the patient and there was rarely a one to
one relationship in the care pattern between physician and patient.
The nurse-patient relationship tended to be technical, adminis¬
trative and task oriented.
centered.

It was definitely not person or patient

Furthermore, there was little communication between the

physician and the nurse.

The communication that did exist was one

way, by way of the doctor's order sheet.
The central purpose of the hospital, the care of patients and
particularly the personal aspects of that care, were not controlled
directly or effectively by the hospital or by anyone.

The researchers

explained that, due to the multiple purposes of the hospital, there
was conflict and confusion as to what was wanted and needed.
This brief discussion of relevant literature has established
certain socioeconomic and demographic correlates to the problems of
unsatisfactory patient care.

These correlates will be useful in

understanding the meaning of the Montana data sample by comparison
to the kinds of circumstances and conditions that have been reported
from these eastern hospitals.

CHAPTER III

METHODOLOGY

This study was an outgrowth of the author’s experience in
nursing.

His conception of patient attitudes toward and perceptions

of hospitalization suggested a contrary condition to that generalized
to all patients and all hospitals.

Data Gathering.
As was outlined in Chapter I briefly, the research approach was
varied, beginning with a limited pilot study employing a loosely
structured, open ended interview technique in Hospital A, and advancing
to the distribution of a structured questionnaire by hospital personnel
to patients more or less selected according to convenience rather than
by random method.

Supplementing the collection of patient generated

data, the author gathered institution-specific data relating to current
service evaluations and population characteristics.

These latter

data were considered to be very important in ascertaining the relatability of the sampled patients to "normal" hospital patient popula¬
tions.

The patient samples were characterized and compared later in

this chapter.
In order to select patients for interviewing, the researcher
obtained the names of patients between the ages of

21 and 65 who had
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been admitted to the hospital the previous evening.

All patients

selected were medical or surgical patients who were not critically
ill.

To expedite the interviewing process, the Registered Nurse in

charge of each unit was asked which patients were alone and able to
be interviewed.

Five or six patients, identified in this manner, were

interviewed each evening until 20 patients had been interviewed.

The

researcher did not know if the patients selected in this manner would
support or negate the hypothesis.
approximately one half hour.
February

Each patient was interviewed for

The interviewing took place during

1970•

The purpose of the interview was presented as a research project
connected with a university study that was oriented toward improving
patient care.

The interviews were essentially exploratory, each one

following out the cues that emerged in the dialogue.

This basically

unstructured approach was beneficial to the interviewer since it pro¬
vided him with some conception of the range of relevant topics some¬
times selected by patients as having meaning to them.
These initial and fragmentary contacts were developed into inter¬
view briefs and were included in this paper as Appendix D.

The inter¬

viewing experience was definitely advantageous in providing the
investigator with the opportunity of pursuing further information and
opinions when their accuracy or explanation were not immediately
apparent.

Individual affect could be received and translated into a

24
all but eight of the 50 questionnaires given them.

Of these, 25 or

roughly 60 percent were returned.
The names of patients were not requested and each questionnaire
was simply coded as "A" or "B", followed by a number (viz., A5)
which placed each patient's response in an arbitrarily ordered sequence.
Thereafter, each questionnaire was referred to by this alfa-numeric
designation.

Individual patient questionnaire summaries were included

in this paper as Appendix F; 15 of the most informative questionnaires
were selected for summation without regard for whether they supported
or negated the hypothesis.
Due to the fact that the investigator exerted little control over
the distribution of questionnaires the question of whether the research
group was representative of the total population of the hospital can
be raised.

The patients were not selected with regard for whether they

supported or negated the hypothesis.

Certain staff members in each

hospital distributed the questionnaires at their convenience instead
of to each patient or by a random sampling technique.

Some days no

questionnaires were given out and other days nearly every newly admitted
patient received one.

The criteria given the staff were: patients

not younger than l8 years of age and not critically ill.

Otherwise

it was left to the discretion of the person distributing the question¬
naires.
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meaningful global evaluation of each individual’s present and past
emotional states.

Also, the informal and personalized basis for

dialogue was meaningful to the patients.
was too time consuming.

Unfortunately, this technique

Further, the data that were accumulating

were too variable for grouped analysis.

With these ’’reality factors"

dominating the situation, the interview was abandoned as a data
gathering approach, and a preliminary questionnaire was constructed.
A cover letter (see Appendix A) was affixed to each questionnaire,
explaining the purpose and expectations of the patient survey.

The

questionnaires were distributed during the latter part of February and
during the entire month of March.
Fifty of these previously untested questionnaires were given to
the Director of Nursing in each hospital by the researcher with instruc¬
tions to distribute them to newly admitted patients by whatever method
they chose.

In Hospital A, the questionnaires were distributed to

the patients by the admissions department personnel at the time of
admission.

Nursing personnel distributed the questionnaires after

the patients were admitted in Hospital B.

This different method of

distribution between hospitals could account for the much higher rate
of return of 100 percent from Hospital B compared to 50 percent return
from Hospital A.

The cutoff date for the return of questionnaires from

each hospital was set as April 1.

Hospital B had distributed the

entire 50 questionnaires by that date.

Hospital A had distributed
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all but eight of the 50 questionnaires given them.

Of these, 25 or

roughly 60 percent were returned.
The names of patients were not requested and each questionnaire
was simply coded as "A" or "B", followed by a number (viz., A5)
which placed each patient’s response in an arbitrarily ordered sequence.
Thereafter, each questionnaire was referred to by this alfa-numeric
designation.

Individual patient questionnaire summaries were included

in this paper as Appendix F; 15 of the most informative questionnaires
were selected for summation without regard for whether they supported
or negated the hypothesis.
Due to the fact that the investigator exerted little control over
the distribution of questionnaires the question of whether the research
group was representative of the total population of the hospital can
be raised.

The patients were not selected with regard for whether they

supported or negated the hypothesis.

Certain staff members in each

hospital distributed the questionnaires at their convenience instead
of to each patient or by a random sampling technique.

Some days no

questionnaires were given out and other days nearly every newly admitted
patient received one.

The criteria given the staff were: patients

not younger than l8 years of age and not critically ill.

Otherwise

it was left to the discretion of the person distributing the question¬
naires
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Research Population Compared to Total Population, Hospital A.
The question of sampling adequacy, or the representativeness of
the data in terms of the hospital population at any given time, can
be raised as a criticism of the research design and methodology.
However that may be, the importance of establishing the degree of
representation is mitigated by the fact that the patient population
is determined by the demand for medical attention.

Since it is

virtually impossible to predict the age, sex, illness type, and other
variable composition of this population at any given time, it does not
seem realistic to expect that patient attitude and perception can be
sampled randomly.

Random sampling procedures would only yield the

illusion that the study's findings are more representative than they,
in reality, are.
The fact that certain selection requirements had been imposed
on patients used in this study is clearly reflected in the age dis¬
tribution shown on page 26.

Seventy-six percent of Hospital A research

group was between 40 and 59 years of age, compared to about 35 percent
for both of the represented months.

It was apparent that the A

research group represented a predominantly middle aged sector of the
hospital population.

By way of contrast, only 36 percent of Hospital B's

patients were in this age group.

In general, the B patient distri¬

bution corresponded more closely to the full population of Hospital A
than did the sample drawn from that hospital itself.

These differing
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distributions probably reflect the slightly different ways in which
the questionnaires were distributed to patients.
Medical records from Hospital A for the months of March and April
of 1970 were compared below in terms of age frequency distributions
to the age distribution of the patients drawn from that hospital and
from Hospital B for this research project:

March 1970

April 1970

Research Group
B

A

8%

20 - 29

23^

25^

30 - 39

1856

15#

^0 - 49

19%

15#

20%

48%

30 - 59

16%

19#

16%

28%

60 - 64

6%

7%

14%

8%

7%

4%

4%

14%

0%

65 - 69

%

70 - 79

10%

12%

00

14%

4%

Community and Institutional Charac teristics.
The following data were acquired by the inspection of hospital
records and by personal communication with authorized hospital personnel.
This section was developed to describe the kind of socioeconomic and
institutional circumstances that characterized the study communities
and hospitals.

The reader should refer to Chapter II to observe the

contrasting metropolitan area characteristics.
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Hospital A is a 270 bed general hospital located in a community
of approximately 70,000 people, not including an additional 6,000
people in residence at an air base located on the outskirts of the
community.

The community has such local industries as a flour mill

and a wire manufacturing plant.

In addition, it is an important

wholesale and retailing center that serves a very extensive rural
area consisting of farming and ranching communities.
The hospital is governed by an elected board of 12 members,
consisting of various civic leaders and businessmen drav/n from the
community and the surrounding localities.

The hospital employs about

600 people and the nursing department alone employs about

250

people.

The nursing program is divided into Medical, Surgical, Orthopedic,
Obstetrics, Gynecology, Psychiatry, Intensive Care, Coronary Care,
Pediatric, Operating Room and Emergency Room units, in addition to
a medical surgical overflow floor.
Four years ago, a new facility was constructed and the old
facility was remodeled into an Extended Care facility having 115 beds.
The largest room, on Obstetrics, is a four bed ward.
floors are single and two room floors.

The rest of the

The largest floor has 36 beds.

The nursing department uses the team approach to providing patient
care.
The community is also served by a Catholic hospital of approxi¬
mately 200 beds and a County Convalescent Hospital of about 115 beds.
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Air Force personnel are normally served by their own medical facility,
but cases requiring medical attention beyond its capability receive
care at one or the other of the community hospitals.
Hospital B is a 165 bed general hospital located in a community
of 13,000 people.

The community is a major center for a railroad

corporation and it is a major retailing center that serves an extensive
farming and ranching area.
of about 1,000 students.

The community includes a four year college
This hospital is currently planning a new

facility; it presently consists of two physical plants, due to the
closing of a hospital formerly operated by a religious order.

The

average daily census'is about 100 patients.
This hospital is governed by a board composed of local business¬
men, and of farmers and ranchers who reside in the smaller rural areas
within the trade area of the community.

The hospital employs about

300 employees, about 123 of them in nursing.
four beds and there is only one of these.

The largest room has

The remaining rooms are

either singles or doubles.
Both of these hospitals have professional nurse training programs
associated with them.

CHAPTER IV

ANALYSIS OF DATA

Three kinds of data were gathered in three different ways as
the basis for this study: 1) consultations with physicians, and
nursing personnel provided information and ideas about hospitals
in other areas and possible differences, and 2) twenty patient inter¬
views provided clues and suggestions for questionnaire construction,
and 3) the administration of a structured questionnaire produced 22
responses per patient that were subjected to systematic analysis.
(See Appendixes A, B, C, pp.

39, 60, 6*f.)

Consultations With Physicians and Nursing Personnel.
These interviews and consultations were totally unstructured and
informal and did not yield to systematic analysis, but instead served
to provide suggestions of possible differences and possible reasons
for the differences between rural and metropolitan hospitals.
Six physicians and approximately 13 nurses were consulted for
this phase of the research project.

The discussion relatable to the

project generally began with the question:

M

Do you think there are

any differences between the hospital in which you did your residency
or in which you took your training and hospitals in Montana?"
Responses were fairly consistent that there were differences
and that the differences were expressed mainly in the friendliness
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of the staff due to the informality of the system that "was allowed"
in hospitals of a much smaller size.

In addition, it was generally

inferred that training hospitals seemed to be much more rigid in policy
and procedure and more formal in nature.
Nursing personnel that had worked or trained in larger metro¬
politan areas were generally agreed that both staff and patients
tended to be. more informal in their relationships in the smaller
hospitals, and that this accounted for a much friendlier and har¬
monious atmosphere than existed in the larger institutions.
A director of nursing in a government hospital stated that "You'll
find this to be a nicer place to work than in our larger hospitals
because everyone is so friendly."

Thus, inferring that this was not

the case in the larger institutions for one reason or another.
When information was being elicited to explain the suggested
differences, the following factors were generally mentioned.
1) Size: The larger the institution and the higher the population
density of the locale in which it was located, the more formal and
structured the institution becomes.
2) Kind of Hospital: If one of the primary functions of the hospital
was training, it was suggested that patients tended to feel alienated.
3) Population Characteristics: Many of those consulted felt that
both staff and patients in the larger training institutions tended
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to be more transient than those in the smaller essentially rural
communities; thus, few of the staff felt a sense of permanency or
developed a feeling of ’’group belongingness."

Summary of Interview Briefs With Patients.
Twenty patients were selected for interview.

The method of

selecting the patients and the methodology used in the interview were
described in Chapter III, page 21.

The purpose of the interviewing

technique was twofold: l) to obtain patient information relative to
the primary hypothesis, and 2) to use this information in the design
and construction of a questionnaire that would then be used as the
major tool to provide data relative to the project.
Nineteen of those patients interviewed were classified as having
experienced Normal Apprehension.

One respondent did not signal or

otherwise provide the necessary information required to make a deter¬
mination of his level of tension regarding hospitalization.
Based on the patients' response, one patient was classified by
the researcher as having been fearful of the physician.

Three patients

were classified as having been fearful of their illness, and one was
anxious about surgery.

The interview briefs were presented in Appendix

D.
The foregoing classifications were based on the researcher's
interpretation of the patients' level of tension at the time of the
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interview.

The proportion classified as Normal Apprehension was

slightly higher than that determined by questionnaire.

Other than

this dissimilarity, the data developed were quite consistent with
that gathered by questionnaire.
This overwhelmingly positive attitude seemed to stem from the
consistent and frequent mention of friendliness and courtesy of
hospital personnel.

Negative responses were very few, and those

that did occur related either to the high cost of hospitalization
or to excessive noise, or to the quality and quantity of food.

These

patients seemed to assume technical competency on the part of physicians
and other hospital personnel.

Summary of Questionnaire Data.
The data were presented here in three groupings: l) Hospital
B,

2) Hospital A, and

3) both hospitals.

The purpose of characterizing

the units separately was to determine the range of difference and the
areas of variation between units representing the same interior
western socioeconomic area.

Collectively, the data can be used to

represent the local situation as against any other external socio¬
economic region.
That part of the data base subjected to item analysis consisted
of 23 completed questionnaires from Hospital A and 30 from Hospital
B, totalling 73 patient responses.

!
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Tension Level Determinations.
Items 8, 12, 13 and 17 were constructed to provide qualitative
estimates of tension experienced by the patient at four junctures
along the course of becoming a well person.

These stages progress

from self awareness of a medical problem to physician referral to
hospital for treatment, to admission to the hospital, to, in many
cases, being informed of the need for surgery.

It was anticipated

that a comparison of the individual's self appraisal, despite its
retrospective character, as he reconstructed it with reference to
these specified points in the process of receiving medical attention
would provide some insight into the patient's responsiveness to the
total process.
Item 8 relates only to the need to see a physician, rather than
to the hospitalization aspect itself.

It was believed, however, that

admission (or denial) of above normal apprehensiveness at that early
stage in the process could be interpreted as a function of the patientphysician relationship, a factor that should contribute to the patient's
level of readiness for admission to the hospital.

It was also expected

that the tension level would increase beyond that experienced initially,
as actual medical treatment became increasingly imminent.
Items 10 and l4 were included as additional indicators of the
degree to which patients were self aware and to check on the reliability
of responses in the other four tension indicating items.

The data derived from these six items v/ere summarized below, each
followed by a descriptive commentary:

ITEM 8:

Tension level prior to seeing physician?

Normal (l) Abnormal (2) No response (3)

35

(?($)

8 (18$)
-

7

19 (76#)
6

54

(24$)

(12$)

(72$)

14

(18$)

7 (10$)

0

The patients in both hospitals were remarkably similar in their
reaction to self perceived illness.

Only 18 percent responded in

terms of experienced tension levels that may be considered in the
abnormal range•

ITEM 10:

Hesitant to go to hospital?

Yes (1) -

No (2) -

16

34

(12$)

(88$)

23

( 8$)

18 (24$)

(92$)

57 (76$)

2

Hesitancy to go to the hospital did not vary significantly
across patient samples, the combined groups presenting only 25 percent
hesitancy.

ITEM 12:

Level of tension when advised to go to hospital?

Normal (1) -

35 (70$)

17 (68$)

Abnormal (2) -

9 (18$)

No response (3) -

6 (12$) 4 (24$) ■

4

(24$)

52 (69$)
13 (17#)
8 (l4$)
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The level of tension classifiable as abnormal experienced by all
patients when advised to go to the hospital was attributable to 17
percent of the group, there being no significant difference between
patient groups in each hospital.

ITEM 13♦

Level of tension during admission?

Normal (1) -

35 (7C$)

Abnormal (2) -

9 (18#)

No response (3) “

6 (12%)

19

Wo)

2(8$)

(72%)

11 (15#)

b (16%)

10 (13%)

Fifteen percent of all the patients classified their tension
level at the time of admission as beyond normal apprehension or, by
the author's definition, as abnormal.

There was no significant dif¬

ference between patient groups.

ITEM 14:

Has your level of tension changed since admission?

Yes (1) -

15

No (2) -

35

(30%)
( 70%)

4

(20%)

19

21 (80%)

(26%)

56 (7W)

Three-fourths of all patients believed that their tension level
at the time of admission had not been reduced as of the time the
questionnaire was administered; there was no significant difference
between patient groups.
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ITEM 17:

Level of tension when informed of the need for surgery?

Normal (l) Abnormal (2) No surgery (3) -

18 (62%)
11

7

(3&%)

21

(50%)

25

7 (50%)

11

l8

(5&%)
(k2%)
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Slightly fewer than half of the patients scheduled for surgery
experienced a level of tension classifiable here as abnormal.
There was close internal consistancy and agreement among the above
data, to the extent that a very low level of tension was demonstrated
as being typical of the patients that were studied.

The data presented

tends to support the hypothesis that patients in the smaller more
rural type of community tend to perceive the nature and functions of
hospitals in terms of attitudes that generate less tension than is
the case, according to the literature, with patients served by hospitals
located in large, metropolitan areas, and was accepted on that basis.
Tabulation and analysis of the questionnaire data proceeded
further in several steps: a) responses to these items were grouped
into two classes, each of which represented one end of the tension
scale, v/ith the Normal Apprehension responses located at the lower
end and referred to as ’'Normal" and the Anxious and Fearful responses
grouped at the upper end and regarded as "Abnormal",

b) the Normal-

Abnormal response frequencies were then generated for the individual
hospitals and then pooled to represent the combined hospitals, and
c)

the number of Abnormal responses in each instance were divided
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into the number of Normal responses for each category, thus generating
a Normal/Abnormal Ratio;

this ratio allows the comparison of the

patient groups with one another at the four stages of treatment
indicated above; the N/A Index can thus be employed generally as a
single quantitative expression of patient tension, without regard
for individual patient responses.

Hospital B

Hospital A

Both

33

19

34

8

6

14

4.38

3.16

3.85

33

17

52

9

4

13

3.89

4.23

4.00

33

19

34

9

2

11

3.89

9.30

4.09

Normal -

18

7

23

Abnormal -

11

7

18

1.64

1.00

1-39

ITEM 8:
Normal Abnormal Ratio -

N/A

ITEM 12:
Normal Abnormal N/A

Ratio -

ITEM 13:
Normal Abnormal N/A

Ratio -

ITEM 17:

N/A

Ratio -

Inspection of the foregoing tabulation reveals the following
relationships:
a) As a group, patients in Hospital B were less tense during
the pre-visitation phase than were the Hospital A patients.
b) As a group, patients in Hospital B were more tense during
the physician referral phase than were Hospital A patients.
c) As a group, patients in Hospital B v/ere much more tense during
the admission phase than were Hospital A patients.
d) As a group, patients in Hospital B were less tense during
the notification of the need for surgery phase than were
Hospital A patients.
e) With reference to the sequence of the four successive phases
relative to each hospital and both of them combined, the
following relationships are suggested:
1)

Hospital B patients as a group tended to become pro¬
gressively tense with advancement from the pre-visitation
phase into the physician referral phase, not changing
their tension level during the admission phase, but
becoming much more tense as the notification of the need
for surgery phase v/as achieved; this trend appeared to
be well defined.

2.

Hospital A patients as a group tended toward a reduction
of tension from the first to the second phase, experiencing
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a significantly reduced level of tension upon reaching
the third phase, and became very tense upon being advised
of the necessity of surgery.
3)

Collectively,

the Hospital A and Hospital B patients

demonstrated little significant variation in tension level
from the first through the third phase of receiving care,
giving strong evidence of abnormal tension only when
advised of the need for surgery.
The concept of ''tension” employed in the foregoing discussion
was, it must be remembered, a relative one.

In the main, there were

very few real tension differences between hospitals at the three
successive intervals under inspection: the Item 17 interval was a
special case and its N/A Ratio did not necessarily fit into the pro¬
gression, since only a few patients were involved.

The N/A Ratio for

both hospitals combined, considered in terms of a predicted increase
in tension as patients moved farther into the medical care process,
progressed from

3*83

to

A.00

to

4.09.

This trend represented a near

constant level of tension rather than a progression that was anticipated.
It was thus further emphasized that the indicated tension levels were
so low and so unchanging over time that the primary hypothesis was
supported.
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Patient Population Characteristics*
Of the

lb variables summarized below only nine of the items can

be regarded as factors or indicators of factors associated with the
research hypothesis.

The remaining five variables could not be

associated with the nine indicator variables, since age, sex, marital
status,

surgery prior to admission, and prior surgery did not, by

themselves or in combination, relate demonstrably to the hypothesis.
The latter variables were merely descriptive and did not contribute
to or tend to negate the arguments presented in support of the hypothe
sis.

(Note: the numbers in parentheses following certain of the

factors below refer to the coding system adopted for the questionnaire
shown in Appendix B.)

Hospital B

Hospital A

Both

N -

50

25

75

Mean Age, Both Sexes -

4?.4

49.0

48.3

18 - 83

21 - 69

18 - 83

46.3

47.8

48.4

62

21 - 8l

48.3

49.8

48.2

Range, Female -

19 - 83

29 - 69

19 - 83

N, Males (1) -

19 (38^)

10 (4o$>)

29

ITEMS 1 and 2: Age and Sex.

Range, Both Sexes Mean Age, Male Range, Male Mean Age, Female -

21 -

81

21 -

09%)

(continued)

Hospital B

Hospital A

Both

N, Females (2) -

31 (62&)

15 (605s)

46 (61%)

is - 35 a) -

12 (24%)

3 (12^)

15 (2®S)

36 - 50 (2) -

12 (24%)

13 (52S»>)

25 (335S)

51 - 83 (3) -

26

(.52%)

9 (36/S)

35 (W)

The two research groups are fairly similar in age characteristics.
The age range for Hospital B is wider than that of Hospital A.

The

mean ages for males and females are only slightly different between
hospitals, and the proportion of males to females was about one to
two.

ITEM 3:

Marital status.

Single (1) -

9 (18%)

Married (2) -

kl (82%)

3 (12%)

12 (16%)

22 (88%)

63 (84%)

The proportion of married to single patients varies from four to
one to seven to one between hospitals, averaging five to one.

ITEM 4:

Years lived in community.

None (1)

1(2%)

3 (12%)

4 ( 4%)

1 - 3 (2) -

11 (22%)

3 (12%)

14 (19%)

More than 3 (3) -

38 (76%)

13 (76%)

38 (77%)

Range:

0 - 60

O-67

O-67

Mean:

24.5

22.0

24.4
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Over three-fourths of all the research patients had lived in the
respective communities for more than five years.

Only 13 percent

were resident outside the community or had resided in the community
fewer than 12 months.

Proportionately more of Hospital B patients

were residents of brief duration.

ITEM 3•

Patient previously in this hospital?

38 (78#)

Yes (1) No (2) -

12

17

(22%)

(68%) 35 (73%)

8 (32%) 20 (27%)

Over two-thirds of Hospital A patients surveyed had previously
been patients in that hospital, compared to over three-fourths for
Hospital B.

Here it must be remembered that the Hospital B patients

were limited in their choice of hospitals to only the one hospital.

ITEM

6:

Association with this hospital prior to admission?

Yes (1) No (2) -

46

(92%)

4

22

( 8%)

(88%)

68 (91%)

3 (12%) 7 ( 9%)

An average of 90 percent of all patients in both hospitals had
had prior associations of one kind or another with the hospitals in
which they were then patients.
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ITEM 7«

Why chose this hospital?

Doctor referral (l) Self referral (2) Other (3) -

(k¥/o)

22
14

(28%)
l4 (28%)

5 (20%) 2? (36%)
19 (76%)

33 (44%)

1 ( 4%)

15 (20%)

Over three-fourths of the Hospital A patients referred theraselvesto the hospital, while only about one-fourth of the Hospital B patients
did so.

Independent Hospital A data covering a two month period

show that 37 to 60 percent of the patients admitted were self referred.
The referral process undoubtedly involves a number of considerations
other than that of a simple one way decision.

7 (.28%)

17 (23%)

1 - 3 (2) -

19 (38%)

8 (32%)

27 (36%)

More than 3 (3) -

21 (42%)

10 (40#)

31 (4l%)

Range:

0-30

Mean:

10.3

0

ro

10 (20%)

0

None (1) -

0
1

Years treated by physician as patient?

0
1

ITEM 9«

5.3

9-1

Again, there was little difference between patient groups with
reference to the number of years they had been treated by their present
physician.

An average of 77 percent had been receiving care from

physicians for one year or longer, while 4l percent had been receiving
care from their present physician for more than five years.

This

kk
pattern seems to reflect continuity of contact and confidence in
personal physicians.

Hospital ]B

Hospital A

Both

ITEM 11: Number of other hospitals to which previously admitted?
None (l) -

11

1 - 5 (2) -

37 (7W

More than

3 (3) -

2 (
1

0

rH

rA

Range:
Mean:
In-State

(4) -

Out-of-State

{22%)

(3) -

¥%)

(16%)

15 (20519

20 {80%)

57 (7659

^

1

( b%)

0-6

3 ( W
0-13

1.7

2.6

1.9

49

26

75

34

33

67

Three-fourths of all the patients had previously been admitted
to from one to five hospitals.
to any hospital.

Twenty percent had no prior admissions

The Hospital A patients had previously been admitted

to more out of State hospitals on the average, from which it may be
inferred that their sophistication about regional health care may be
greater than that of Hospital B patients.

ITEM 13:

Did you have surgery this admission?

Yes (1) -

19 (38#)

13 (52#)

32 (43#)

No (2) -

31 {62%)

12 (kS%)

43 (57?*)

Slightly fewer than half of all the patients had been admitted
for surgery at the time of questionnaire administration.

Significantly

more of the Hospital B patients were responding in relation to surgical
admissions.

Hospital B
ITEM 16:

Hospital A

Both

Have you had prior surgery?

Yes (1) -

35 ( 70/=)

19 (7&%)

5^ (72%)

No (2) -

15 (3030

6 (2W

21 (28%)

Seventy-two percent of all the patients had experienced surgery
previously; the proportions of surgery-no surgery patients did not
differ between hospitals.

ITEM 18:

Has what you heard about the hospital prior to admission
affected the way you now feel about it?

Yes (l) -

5 (10%)

6 (22%)

11 (1530

No (2) -

45 (9030

19 (7830

64 (8530

Eighty-five percent of all the patients believed that their
perception of the hospital had not been influenced by what they had
heard about the hospital prior to their admission.
was stronger among Hospital B patients.

This conviction
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Hospital B
ITEM 19:

Hospital A

Both

Does the staff care about out as a person?

50

Yes (1) No (2) -

(100?;)

0

25

(100?;)

75 (10C$)

0

0

One hundred percent of the patients in both hospitals believed
that the staff of the hospitals cared for them as a person.

ITEM 20:

Check that which best describes the care you have received.

Excellent (1) Good (2) -

38 (76#)

12

Fair (3) -

(2k%)

0

Poor (4) -

20 (8C$)

3 (20%)

38 (78#)

17

(22%)

00

000

Seventy-eight percent of all patients evaluated their care as
Excellent, while 22 percent evaluated it as Good;

there were no Fair

or Poor evaluations and this pattern was nearly identical for both
hospitals.
Certain of the above items demonstrated clearly the character
of the studied patient population in terms that reflected the local
rural environment.

Seventy-eight percent of the patients v/ere long

time residents in their hospital area.

Seventy-three percent had

previously been patients in the hospital in which they were receiving
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care.

Ninety-one percent had had some type of association with their

hospital prior to their having become patients there.
Forty-four percent had selected the hospital themselves, compared
to 36 percent who had been referred by their physician.

Forty-one

percent were long time patients of their present physicians, while
an additional

36

percent could be regarded as short term patients.

Twenty percent had never been admitted to any other hospital.

Fifty-

three percent of all the other hospitals the patients had entered
previously were located in the State.
Eighty-five percent believed that their present feelings about
the hospital had not been influenced by what they had heard about it
previously.

One hundred percent felt that the hospital staff cared

for them as persons.

One hundred percent evaluated the care they had

received as excellent or good.
While it was not possible to composite these results into an
interrelated unity, it was nevertheless apparent that patients'
responses reflected stability, continuity, familiarity, personal
independence, personal security, and a positive orientation to hos¬
pitalization.

The pattern was thus one very much conducive to the

acceptance of institutions, based on long time, repeated, and satis¬
factory experiences with physicians, nursing personnel, and hospitals.
In this positively oriented context, the low tension levels demonstrated
previously can be better supported and understood.
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Extension of the Basic Findings.
Emerging from this study, in addition to the specific facts cited
and discussed above, were a number of realizations that not only
supported the hypothesis but which tended to offer a framework in
which the suggested differences could be explained.

Most of these

observations and ideas derived from the data, though some of them
resulted simply from the considerable thought that had been given to
studying the literature.
Chapter II dealt with some of the factors that produced negative
expectations and behavior in patients.

Comparisons of these factors

between the two hospitals surveyed in this study and the hospitals
drawn from the literature have suggested important differences.
There appeared to be a minimum of social distance between the
physicians and the nursing staff in the hospitals studied, a factor
that surely contributed to a sense of team mission.

The informality

of these structured relationships, in the presence of patients pre¬
conditioned to expect being treated like people, certainly aided in
creating an atmosphere conducive of harmony.
Welfare sponsored patients are not separated from other-sponsored
patients in the two hospitals studied.

Moreover, the fact that some

patients have single rooms does not necessarily indicate that they
occupy a higher social status than people in double rooms or in wards.
The latter may just as well reflect their superior medical insurance
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coverage, a matter determined not so much by income as by attitude
toward the importance of being
mishap.

M

adequatelyM insured against medical

This lack of segregation along the lines that tend to

aggravate subjective feelings of personal or social inferiority in
some patients reduces the possibility that the structuring of patients
relative to one another promotes negative response among sensitive’
patients.
The fact that the western hospitals under consideration here have
small patient populations is seemingly a crucial factor in patient
perception and responsiveness.

It is the author's opinion that the

absolute size of any organization determines the extent to which
structural features may interfere with the maintenance of an adequate
self concept.

With regard to hospitals, it may be that both staff

and patient may feel this interference.

When a patient complains that

he is being deprived of his normal context by the fact of hospitali¬
zation, it may well be that his complaint reflects some threat to
his self esteem.

Impersonalization tends to spawn depersonalization.

This process reduces the individual patient to viewing himself as a
totally insignificant pawn in a game operated according to rules
beyond his comprehension and control.

Having experienced such a

self alienating trauma, such an individual could hardly be expected
to transfer any more positively oriented set of expectations to a
future confrontation with such a rejecting system.

This problem did
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not appear to exist in the two hospitals sampled.

However, the alert

and sensitive hospital administrator must be cognizant of the possi¬
bility that his striving to achieve ever greater administrative
control will inevitably reach a point of negative feedback when the
patient's needs are being unnecessarily sacrificed.
Unlike many hospitals in densely populated communities dominated
by external interests, these hospitals, and others like them, are
governed by professional and non-professional people drawn from the
extended community.

This fact offers assurance of continuity, since

the usual forms of small community social control are effective in
influencing the management of local hospitals.

People believe that

they can play some role relative to decision making, and this con¬
fidence thus reinforces their view of the hospital as a community
project.

Patients in the eastern metropolitan hospitals were deprived

of such participation, the resultant social distance producing a feeling
of isolation from and alienation by the hospital itself.
Another factor that may contribute to negative attitudes among
some patients in the metropolitan hospitals is the confusion of
functions, or the disarray among priorities, that characterizes
hospitals that have physician training programs.

Nursing staff

operates in terms of a bewildering set of expectations and values that
change as emphasis is shifted arbitrarily from one type of program
to the other.

The nurse's dilemma is communicated to the patients
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who have already experienced divided attention from multiple interns.
The unfortunate consequence of these kinds of fluctuations is the
heightening of patient insecurity.

The Montana hospitals that are

the subject of study here were focussed primarily on the provision
of appropriate treatment and care to patients.

The nurse training

programs associated with both of the hospitals appeared to have a
beneficial impact, considering that the professional nursing staff
was kept on its toes in the presence of eager, developing, and
education oriented students.

Patients identified this factor as a

positive incentive for their having gone to these hospitals.
It is acknowledged that certain of the relationships posited
in this section may tend toward speculation.

The suggestions were,

however, disciplined if not rigorously so and it is contended that
they arose logically from the data and should, therefore, be acceptable
as a legitimate extension of those data.

CHAPTER V

SUMMARY, CONCLUSIONS AND RECOMMENDATIONS

The purpose of the study was to critically evaluate a widely
accepted stereotype concerning patient perception of the hospitali¬
zation process.

This stereotype had been constructed on the basis

of data gathered directly or indirectly from patients in eastern
metropolitan hospitals.

The defined set of negative attitudes had

been projected uncritically by writers to include patients from other
areas whose experiences had been determined and conditioned under
social circumstances that were probably very different.
The writer's work experiences in western hospitals and his life
long interaction with rural people had suggested an alternative
situation.

That patients in hospitals such as those studied manifest

such low levels of tension relative to various stages in the health
improvement process that their perceptions of the hospital, in rela¬
tion to themselves, must be based upon accepting, positive attitudes.
This impression stood in such marked contrast to the situation as
presented by the literature on the nature of hospitalization, that
his conflicting western rural impression required testing.
An hypothesis was formulated as follows: Patients in two smaller,
more rural type of communities tend to perceive the nature and functions
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of hospitals in terms that generate less tension than is the case,
according to the literature, with patients served by hospitals located
in large metropolitan areas.

Summary.
Data were collected for the study in three separate ways:
1) by informal consultations with physicians and nursing personnel,
2) by 20 patient interviews, and 3) by the administration of a
structured questionnaire to 73 patients located in two western rural
hospitals.
The study and analysis of the ideas, opinions and information
provided by physicians and nursing personnel suggested that:
la) hospitals in western rural and eastern metropolitan areas
differ markedly due to such factors as size of the insti¬
tution, the definition of the institution’s function and
by population density with associated demographic factors.
lb) resulting from these factors were highly formalized structures
that tended to impersonalize both the staff and patient
in the large metropolitan areas.
lc) some v/estern rural institutions, due to their small size,
low population density, and the presence of positive
associated demographic factors, such as community partici¬
pation and involvement, the absence of physician training

programs, and their easy informality, tended to produce a
positive, accepting atmosphere that did not impersonalize
the staff or patient.
The study and analysis of the individual patient interviews
revealed that:
2a)

ninety-five percent of the patients interviewed were
classifiable as having experienced only normal tension
in relation to hospitalization.

2b)

frequent mention by patients of the courtesy and friendli¬
ness extended to them by hospital personnel reflected the
basically positive orientation of the patients and partly
explained the low tension levels.

2c)

patients were conspicuously uncritical of the hospital
staff, complaining only infrequently about such material
items as food quality or quantity, costs, and excessive
noise.

Conclusions.
Analysis of the data revealed that there was a consistently low
level of tension experienced by those patients studied at each level
of the continuum of becoming a well person.

This group had a great

deal of familiarity with both hospital and physician.

Their evaluation

of the care they received v/hile in the hospital was either excellent
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or good.

These factors all tended to support the hypothesis that

patients tend to perceive the nature and functions of hospital in
terms of attitudes that generate less tension than is the case, accord¬
ing to the literature, with patients served by hospitals located in
large, metropolitan areas.

Therefore, the writer is of the belief

that the study hypothesis has been demonstrated to be acceptable.
These analyses demonstrated quite clearly that the patients
tended to regard the hospital as a necessary and quite acceptable
institution to which they could, without "unusual” fear of punishment
or perceived threat against the individual, bring their problems with
every anticipation of relief and recovery.

Patients were overwhelm¬

ingly in agreement that their status and individuality and the sanctity
of their individual bodies
staff.

were valued and respected by the attending

The few complaints that were forthcoming seldom dealt with

the types of deprivation cited by many authors as surefire indicators
of patient hostility and fear toward hospitals.
The study and analysis of individual patient questionnaires
revealed that:
Ja)

Tension level findings: Seventy-two percent of the respondents

experienced a tension level of Normal Apprehension prior to seeing their
physician.

Seventy-six percent indicated they were not hesitant to

go to the hospital.

Sixty-nine percent indicated Normal Apprehension

when advised to go to the hospital.

Seventy-two percent indicated
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Normal Apprehension during the admission procedure, and

76

percent

responded that this feeling had not changed at the time of answering
the questionnaire.

Those that indicated some change remarked that

they were generally more relaxed now.

Only when responding to the

question regarding anticipated surgery did the respondents indicate
an increase in tension level response.

Forty-two percent responded

that they had experienced above normal apprehension at that time.
3b)

Patient Care Estimations: One hundred percent of the

respondents indicated that the staff cared for them as a person.
Seventy-eight percent described their care as excellent and 22 per¬
cent described it as good.
3c)

There were no fair or poor responses.

Familiarity with Community and Hospital: Seventy-three

percent of the respondents had had at least one previous admission
to the hospital.

Over 90 percent had some prior association with

the institution prior to admission.

Seventy-seven percent of the

respondents had lived in the community over five years.

Respondents

indicated that they had been a patient of their physician an average
of nine years.

Recommendations.
The findings in this study provide the basis for recommendations
of two types: 1) The nature of the image that the public has internal¬
ized concerning the role of the hospital and its relationship to them is
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a prime determinant in promoting or defeating the basic health care
mission.

Not only should the nursing profession engage in unceasing

activities designed to improve the image of the hospital from within,
but it must attempt to correct the misleading notion that all patients
in all hospitals are fearful of hospitals for reasons that are
attributable to all hospitals.

This apparently faulty generalization

has contributed to the creation of an image that relates in only
a small measure, and in a negating way, to the reality that is
hospitalization.
2)

The second type related to the desirability of strengthening

the conclusions of the study by improving upon the research design,
by increasing the size and distribution of the data base according
to acceptable sampling procedures, by constructing an entirely new
questionnaire based upon criticisms generated by this preliminary
effort, and by subjecting the qualitatively improved data to better
objectifying analytical procedures.
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APPENDIXES

APPENDIX A
QUESTIONNAIRE COVER LETTER

February 24, 1970

Dear Patient:
This
purpose.
toward my
degree is
U
A Survey

letter is to describe the enclosed questionnaire and its
I am a graduate student at Montana State University working
masters degree in nursing.
One of the requirements for a
a research thesis.
The study I am working on is entitled
of Patient Perception of and Attitude Toward Hospitalization.”

The purpose of the study is to determine how patients feel about
hospitals in Montana as compared to a study performed in a large
eastern hospital.
I am making a comparison with a study that was
accomplished over a five year period by the use of verbal interviews.
Since I am unable to personally interview the quantity of patients
needed for a valid study, I have developed the enclosed questionnaire
for ease of answering and evaluating.
In regard to those questions that refer to how you felt at specific
times during your illness, please thoughtfully consider each question
and answer as best you can.
The information obtained on this questionnaire is completely
confidential.
An envelope is provided.
Please place the questionnaire
in the envelope, seal it, and give it to the nurse on your floor.
She
will then take them to a central location and I will pick them up at
a later date.
Thank you for your assistance and cooperation in completing the
questionnaire.
Perhaps in some small v/ay, your ansv/ers will help
to find ways to improve patient care.
Sincerely,

Robert W. Tichenor, R.N.

APPENDIX B
QUESTIONNAIRE
A SURVEY OF PATIENT PERCEPTION OF AND ATTITUDE
TOWARD HOSPITALIZATION

A8-35

1-

Age

2.

Sex

3»

Marital Status

(1), 36-30 (2), 31-83 (3)/.

/Hale (l), Female (2)/.
/Single (l), Married (2)/.

4. How many years have you lived in the community?
/None (l), 1-5 (2), More than 5 (3)A
5. Have you been a patient in this hospital before?
/Yes (1), No (2)/.
6. Have you had some association with this hospital prior to this
admission?
7»

/Yes (l), No (2)/.

How did you happen to choose this particular hospital?
Referral

/(l)/, Self Referral

Other
8.

/(2)/,

/(3)/.

Briefly describe how you felt (level of tension) before seeing
your physician.

Normal Apprehension

/(2)/, Fearful
/(3)/.

9.

Dr.

/(!)/, Anxious
/(2)/, Ho Response

Comments /(4)/:

How many years have you been a patient of the physician treating
you?

/None (1), 1-5 (2), More than 5 (3)A

6l
10.

When the physician told you he wanted you in the

you hesitant to go?

/Yes (1), No (2)/.

Why? /(3)/

11. In how many other hospitals have you been a patient?
/None (1), 1-5 (2), More than 5

/{b).

Out of State?

(3)A

In the State?

/(5)/.

12. Briefly describe how you felt (level of tension) when the physician
told you he wanted to admit you to the hospital.

/(l)A

Apprehension
Fearful

13*

/(2), No Response

/(2)/,

/(3)A

Comments

/(b)/:

Check that which best describes your feelings during admission.
Normal Apprehension
Fearful

lb.

Anxious

Normal

/(l)A

/(2), No Response

Anxious

(3)A

Comments /(4)/:

Has your feeling above changed any since admission?
/Yes (1), No (2)/.

/(2)/,

If so, how and why? /(3)/
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15•

Are you having or did you have surgery during this admission?
/Yes (1), No (2)/.

16. Have you had some type of surgery before?

/Yes (l),

No (2)/.
17. Check that which best describes your feeling when you learned
you were going to surgery.
/(I)/, Anxious
No Response (3)/»

Normal Apprehension
/(2)/, Fearful

/(2),

Comments /(4)/:

l8. Has what you have heard about the hospital prior to admission
affected how you feel?

/Yes (l), No (2)/.

If yes,

how? /(3)/

19. Do you feel that the staff of the hospital cares about you as
a person?

/Yes (l), No (2)/.

20. Check that which best describes the care that you have received
while in this hospital.
/(2)/, Fair

21.

Excellent

/(3)/> Poor

/(l)/, Good
/WA

What reason or reasons do you have for checking the type of
care you did in Item 20?
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22.

Please comment on what you like most about this hospital and
specify v/hat disturbs you the most.

'

APPENDIX C
EXPLANATION OF QUESTIONNAIRE ITEMS
Each of the items incorporated into the questionnaire v/as
selected to provide some kind of data relevant to the research design.
Each item was believed to either assess the degree to which certain
factors contribute to patient perception of hospitalization or to be
an expression of that perception.

In each instance, a number of

assumptions and expectations guided the author’s selection of items;
these are set forth below as explicitly as possible in the limited space.
ITEM 1:

Age.

This factor was believed to be influential in

determining patient perception of illness and hospitali¬
zation, since the advancement of age is usually associ¬
ated with an increasing number of medical episodes and
leads to polarization of attitudes toward the hospi¬
talization process.
ITEM 2:

Sex.

It was anticipated that perception of hospitali¬

zation would vary according to sex, since the sexes
are differently conditioned by society in relation to
approved modes of emotional and behavioral response
to medical attention.

The roles are so differentiated

in fact that perception is influenced materially and
must be taken into account when evaluating the nature
and meaning of perception to an individual.

i
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ITEM 3 : Marital Status*

This factor, by itself, is relevant

to the extent that it reflects the patient’s life
complexity and social context.

Self perception might,

therefore, be influenced and may be a component in
perception of the hospital.
ITEM

k:

How many years have you lived in the community?

It

is predicted that the longer a patient has lived in
the community, the less fearful he will be due to his
repeated experiences and associations with the hospital.
Familiarity is presumed to reduce fearfulness.
ITEM 3 •

Have you been a. patient in this hospital before?
The fact that a person had been a patient before should
cause him to view the hospital differently than a patient
who has had no prior admissions.

ITEM 6

:

Have you had some association with the hospital prior
to this admission, either through friends or relatives?
Again, some type of previous contact, direct or indirect,
is presumed to influence patient perception of the
hospital.

ITEM 7

:

How did you happen to choose this particular hospital?
This factor relates to the pre-admission image that
partly determines the patient’s expectations of the
institution.
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ITEM 8:

Briefly describe how you felt (level of tension)
before seeing your physician.

This item was included

as an index of whether the patient recognized any change
of tension between the onset or recognition of illness
and the ultimate physician contact.
ITEM 9:

How many years have you been a oatient of the physician
treating you?

This item was designed to determine

whether there is any relationship between the length
of time a patient has known a physician, how he per¬
ceives his illness, and how he reacts to hospitalization
ITEM 10: When the physician told you he wanted you in the
hospital were you hesitant to go?

This item was

intended as a cross-check on the respondent’s response
to Item 12.
ITEM 11: In how many other hospitals have you been a patient?
This item was based upon the expectation that the more
experience an individual has with hospitals (assuming
positive experiences) the less apprehensive he will
be.

The in-state or out-of-state option provides

additional information predictive of differing levels
of anticipatory anxiety.

6?
ITEM 12: Briefly describe how you felt (level of tension) when
the physician told you he wanted to admit you to the
hospital.

Again, it was desired to establish the

patient's perceived level of tension from definition
of illness to hospitalization.
ITEMJL3: Check that which best describes your feelings during
the admission procedure:
fearful.

normal apprehension, anxious,

The rationale here is the same as for

Item 12 above.
ITEM 14: Has your feeling above changed any since admission?
This item was intended as a further check on previously
indicated levels of tension and sensed changes at
various points in the transfer from diagnosed illness
through admission and into care.
ITEM 13? Are you having or did you have surgery during this
admission?

This item elicited information that was

expected to have a bearing on the expressed tension
level.
ITEM 16: Have you had some type of surgery before?

The purpose

here was to assess the possible effect upon perception
and attitude of having previously experienced surgery.
It was postulated that surgical treatment is more likely
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to precipitate negative feelings than is less traumatic
medical care.
ITEM 17: Check that v/hich best describes your feeling when you
learned you were going to need surgery:
hension, anxious,

fearful.

normal appre¬

This item was expected

to add perspective to the total illness to hospitali¬
zation cycle.

It is well established in the literature

that patients facing surgery commonly experience
heightened anticipatory fear.

This item was therefore

expected to serve as a critical check on questionnaire
validity.
ITEM l8: Has what you have heard about the hospital prior to
admission affected how you feel?

This item was intended

to furnish information about the patient's pre-admission
image of the hospital, as well as possibly his aware¬
ness of his feelings.
ITEM 19■ Do you feel the staff of the hospital cares about you
as ci person?

This straightforward item was designed

to sample the patient's feelings toward the possibility
of depersonalization.
ITEM 20: Check that which best describes the care given in this
institution:

excellent, good, fair, poor.

The patient
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was asked to place a generalized evaluation on the
services provided as a check for possible bias in
relation to experienced tension levels.
ITEM 21: What reason or reasons do you have for checking the
one you did?

This item was designed to provide some

insights into the type of rationalization used by
the patient.

What are his values about care?

ITEM 22: Please comment on what you like most about the institu¬
tion you are in and specify what disturbs you the most.
This is another open ended item that permits the patient
to ventilate about any particular area of concern to
him that might be useful in evaluating other responses
to the questionnaire

APPENDIX D

INTERVIEW BRIEFS

PATIENT 1;
This
year old Caucasian male was admitted for excision
of a rectal tumor. He has lived on a farm 25 miles from the community
all of his life.
He had had three prior admissions to hospitals, two
in another community.
His stated reason for entering this hospital
was that his wife had been there before and she liked it very much.
He expressed no symptoms indicating that he was anxious about either
his impending surgery or his hospitalization.
He reported that his
care had been excellent and he expressed considerable confidence
in his physician of over 10 years.
Note: this patient's response is estimated to be below normal
apprehension.
PATIENT 2:
This
year old male, born and raised 15 miles from the
city, was admitted to the hospital diagnosed as possibly having a
ureteral stone.
He had been a patient of the admitting physician
for 17 years, although this was his first admission to a hospital.
The patient remarked:
"I felt a lot of pain, and when the doctor
told me to go to the hospital, I didn't mind.
This is the place
to come for help.
I feel better already.
I know my way around
anyway, since I did all of the cabinet work in the hospital when
it was built".
He appeared to be in pain, but did not present any
appearance of fear or anxiety.
Note: response classified as normal apprehension.
PATIENT 3?
This 56 year old female was admitted under a diagnosis
of rheumatoid arthritis.
She appeared to be suffering considerable
distress and her extremities were severely deformed.
She had had
the condition for about 25 years.
She had been resident in the
community about 12 years and had been under treatment of several
physicians at the clinic during that time.
She estimated that she
had had over 30 prior admissions to various hospitals, l4 of them
in this community and in both hospitals.
She explained that she
had selected this hospital over the other one recently because the
other hospital did not have bathroom facilities in the room.
She
did not verbalize, or in any other way, express apprehension or
fear related to the hospital itself.
She was very complimentary of
her care, remarking particularly on the friendliness, noting that
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nurses were "much friendlier than in some of the larger ones I have
been in". Her care was being financed without problems by excellent
government insurance coverage.
Note: normal apprehension.
PATIENT *f: This
year old male was admitted under a diagnosis of
nasal polyps and was scheduled for immediate surgery upon admission.
He had lived in the community for the past ^4 years. At no time
during the interview did he express any emotion. He neither smiled
nor frowned and his responses were simply either affirmative or
negative. Two RN's also mentioned this characteristic.
Note: impossible to classify this bland response.
PATIENT 5: This 51 year old female was admitted for vaginal repair
and a hysterectomy. She had had two prior admissions to this hospital,
both for delivery. Her husband and sister had had several recent
admissions and she was thus well informed about the hospital. She
expressed some fear of the forthcoming surgery, but not of the
hospital itself. She mentioned the friendliness of the staff several
times and she obviously placed great trust in her physician.
Note: normal apprehension.
PATIENT 6: This 65 year old male was diagnosed as having cholelithiasi
and was admitted for removal of his gall bladder. He had lived his
entire life on a farm about 25 miles from the community. He knew
several of the nurses personally, had a cousin that worked in the
hospital, and he had had three prior admissions. He was concerned
mainly about the fact that his farm work had been seriously delayed
because of his hospitalization. He expressed no tension related to
the operation of the hospital. He appeared to be enjoying himself
and he commented to that effect several times during the interview.
Note: normal apprehension.
PATIENT 7« This 32 year old female was admitted for arthrotomy.
Her husband is stationed at the nearby air base and they have lived
in the community for two years. She had had two prior admissions
to military hospitals, both times for delivery. She had seen her
physician after falling and hurting herself two months previously.
She explained that she was afraid of doctors, saying "My husband has
to go with me because if I went alone I would just sit there and
wouldn’t tell what was wrong with me". She said that she had developed
this fear of doctors since being associated with the Air Force. After
she had met the doctor and talked with him for a while, her fear had
lessened. She commented on the friendliness of the hospital staff.
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She had not minded coming to the hospital except for having had to
leave her children and she was concerned about that.
Note: patient apprehensive about the hospital, fearful of the
physician and anxious about the surgery.
PATIENT 8: This 39 year old female was admitted for spinal fusion.
She had had "back trouble" for years and she could not stand it any
longer.
She had had several prior admissions to larger institutions,
one of them a hospital in Germany. She believed that medical care
is about the same in any hospital. The German hospital was more •
regimented and impersonal and the New York hospitals were less friendly
than this hospital. "You seem to have fewer rules and regulations
than have other hospitals I've been in." She expressed no fear of
the physician or hospital, but was very fearful of the impending
surgery. She felt, however, that she had no choice. She was very
much concerned about an 11 year old son who would be home alone while
she was in the hospital.
Note: normally apprehensive about hospital and physician, fearful
of surgery..
PATIENT 9: This 23 year old male was admitted with a strep throat.
He had been born and raised in the community. He was admitted after
a three day illness. He had not wanted to go to the hospital, but
when told he was quite ill, he thought it best. He had had no prior
admissions to any hospital, but he had prior experience v/ith this
hospital through visiting relatives and friends there. He was in
distress due to his severely sore throat.
Note: normal apprehension.
PATIENT 10: This 31 year old male, a Great Falls resident for 19
years, was admitted v/ith a severe migraine headache. He had had four
prior admissions to this hospital and he estimated that he had had
six or seven admissions to other hospitals. He was experiencing
acute distress; his face was flushed and he complained of blurred
vision. He v/as under heavy medication and, as a result, his speech
was slightly slurred. He v/as very anxious in regard to his illness,
but indicated relief from some anxiety as a result of being
hospitalized. He had been a patient of the admitting physician for
six years.
Note: normal apprehension toward hospitalization, fearful about
illness.
PATIENT 11: This 22 year old male was diagnosed as having a ruptured
disc and v/as admitted for spinal fusion. He had been treated off
and on for the past six months by a Public Health physician at a
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government hospital located elsewhere in the State. He disliked the
other hospital because of its excessive rules and regulations. He
commented on the friendliness of the state in the present hospital
and remarked how nice he thought the rooms were. He denied feeling
nervous about the upcoming surgery, but indicated some apprehension
about being unable to manage his service station while he was
hospitalized.
Note: normal apprehension.
PATIENT 12: This 38 year old male had bilaterally ingrown toenails
and was admitted to have them repaired. He was very friendly and
expressed himself freely. He evaluated the hospital and its staff
very highly. He had one prior admission to this hospital and two
elsewhere.
Note: normal apprehension.
PATIENT 13: This ^3 year old male was admitted for an excision of
a mass on his left shoulder. He expressed the fear that surgery
would indicate a malignant tumor. He had had one previous admission
to another hospital, in a larger community, Seattle, for back surgery.
He indicated that the care was excellent in both hospitals. His
main concern was the high cost of medical care throughout the nation.
He seemed well read on the subject and cited several articles that
he had read on the subject.
Note: normal apprehension.
PATIENT 14: This 27 year old married male had been resident in the
community for seven years. He had had no prior admissions and he
was only admitted for a checkup. He had had prior indirect contact
with the hospital through visiting hospitalized friends and due to
the fact that his wife was a volunteer "pink lady" in the hospital.
He selected the hospital for these reasons. His attitude was generally
positive.
Note: normal apprehension. •
PATIENT 13: This 33 year old female, diagnosed as having ulcerative
colitis, was admitted for transfusions and steroid therapy. She
had had several prior admissions to this hospital for brief periods
and she had always had excellent care. She verbalized a great deal
about being resistant to surgery, but communicated no negative
feelings about her physician or the hospital. She had lived in the
community all of her life excepting four years spent away in college.
Note: normal apprehension.
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PATIENT 16: This 56 year old male v/as admitted as a result of an
acute asthmatic attack.
He had lived and ranched around the community
his .entire life. He had many questions about his illness, which was
apparently new to him.
His chart also indicated some degree of
emphesema.
He expressed no fear of the hospital, but revealed anxiety
about his medical well being, particularly questioning the extent
to which it would limit his working.
Note: normal apprehension.
PATIENT 17:
This 43 year Caucasian female had been admitted without
a diagnosis on her chart, via the emergency room.
The nurse noted
that she seemed quite nervous.
She viewed hospitalization as an
escape mechanism by which to avoid her seemingly insoluble problems.
She commented only positively about the hospital and in no way iden¬
tified the hospital as a source of anything but security.
She did
have a great deal of anxiety, however, that centered around her
condition and her personal life; she seemed very happy to be able
to discuss it.
Note: normal apprehension.
PATIENT 18:
This 39 year old Caucasian female had been admitted two
days earlier with a preliminary diagnosis of abdominal pain.
She
was eager to talk about her various problems.
She said without
reservation that hospitalization was not threatening to her and that
she felt much better since admission.
Her primary concern had been
manifest prior to her having seen her doctor.
(It is of interest
that this patient had had surgery for a malignant brain tumor l4
years earlier and was still experiencing frequent headaches along
with the abdominal pain.
She had not mentioned this fact to the
physician.
She had, however, requested and received aspirin very
frequently, according to the chart.
This probably indicated fear
of the recurrence of the tumor and represented a denial reaction.)
Note: fearful of illness, otherwise normal apprehension.
PATIENT 19:
This 47 year old Caucasian male was admitted with cancer
of the colon with metastasis to the liver.
He had been operated
on three days prior to the interview and the biopsy had revealed
the extent of the metastasis.
He was reluctant to discuss his
illness but he was generous in his praise of the hospital.
He was
a long time resident of the community.
It is doubtful that he had
accepted his diagnosis and prognosis at that time, and he appeared
to need help in adjusting himself and his family to this crisis.
Note: fearful of his illness, normally apprehensive otherwise.
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PATIENT 20: This 37 year old Caucasian female was in the process
of recovering from GYN surgery that had been performed in another
community. She ventilated constantly about the terrible care she
had received in another hospital, explaining that it was for that
reason that she was in this hospital. She was very happy and pleased
with the care and friendliness that she felt characterized this
hospital.
Note: below normal apprehension.

APPENDIX E
TYPICAL PERIODIC PATIENT
ATTITUDE SURVEY ANALYSIS DATA,
HOSPITAL A
Excellent

Average

Poor

124

13

2

145

126

9
13

4

74

34

14

14?
14?
117
110

12

136

20

130

25

l4l

13

93

4o

133

23

114
73
101

21
12
14

128

18

120

11

MONTH 1

1.

YOUR GENERAL IMPRESSION
OF THE HOSPITAL:
ADMITTING OFFICE:
Treated With Courtesy
Promptly Admitted
Given Sufficient Information About
Hospital Policies and Practices

2.

3.
H CM
ON CO

4.

H
(A

H
VO

3.

ACCOMMODATIONS:
Clean During Your Stay
Adequate Lighting
Proper Ventilation
Quiet Atmosphere
NURSING SERVICES:
Efficiency and Skill of
Nurses in Their Work
Promptness and Attention
in Answering Your Calls
Cheerfulness and Attitude
of Nursing Staff
Instructions For Your Care at Home
When Ready to Leave Hospital
Treatment by Nurses
Aides and Orderlies

H CM

HOW WERE YOU TREATED BY
OTHER HOSPITAL PERSONNEL:
laboratory Technologists
X-Ray Technologists
Dietary Personnel
Housekeeping Personnel
Volunteers

30
39

1

-
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FOOD:
Considering Your Diet, Was it
Appetizing and Attractive
Was there Enough of it
How was the Service
Did the Hot Foods Reach You Hot
Did the Cold Foods Reach You Cold
SERVICES:
Were Telephone Services
and Operators Satisfactory
Was Mail Delivery Acceptable
Were Flowers Delivered in Good
Condition and Cared for Properly
Were Visiting Hours and
Regulations Reasonable

8.

BUSINESS OFFICE AT DISMISSAL:
Were Business Office Personnel
Helpful and Courteous in
Making Financial Arrangements
Were you Promptly Served
Was Your Bill Explained Adequately

Excellent

Average

Poor

168

66

187
191
174
177

4l
44
55
47

8
8

3

213

25

162

20

2
1

140

28

6

211

26

3

193
195

32
32
39

2
2
10

21 to 65

65+

4l

44

162

PATIENT AGE:

-20
161

WAS THIS YOUR FIRST VISIT

131

YES

WHY DID YOU COME TO
HOSPITAL A.
100 Physician Suggestion 7 Friend Referral
126 Personal Choice 7 Other
NUMBER OF QUESTIONNAIRES RETURNED: 2^4

5

12

107

NO
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Excellent

Average

Poor

189

27

1

226
199

21
3^

2
7

131

32

18

222
220
170
170

30
33
67

2
23
11

216

33

2

200

kl

6

216

28

3

136

31

16

217

32

1

187
137
160
198
l80

28
19
31
31
29

2

MONTH 2
YOUR GENERAL IMPRESSION
OF THE HOSPITAL:
ADMITTING OFFICE:
Treated V/ith Courtesy
Promptly Admitted
Given Sufficient Information About
Hospital Policies and Practices
ACCOMMODATIONS:
Clean During Your Stay
Adequate Lighting
Proper Ventilation
Quiet Atmosphere
NURSING SERVICES:
Efficiency and Skill of
Nurses in their Work
Promptness and Attention
in Answering Your Calls
Cheerfulness and Attitude
of Nursing Staff
Instructions For Your Care at Home
When Ready to Leave Hospital
Treatment by Nurses
Aides and Orderlies
HOW WERE YOU TREATED BY
OTHER HOSPITAL PERSONNEL
Laboratory Technologists
X-Ray Technologists
Dietary Personnel
Housekeeping Personnel
Volunteers

6

79

6.

FOOD
Considering Your Diet, Was It:
Appetizing and Attractive
Was There Enough of It
How Was the Service
Did the Hot Foods Reach You Hot
Did the Cold Foods Reach You Cold

Excellent

Average

Poor

106
118

6
6

101

33
23
27
29
29

134
103

14
7

1
3

110
104

SERVICES:
Were Telephone Services
and Operators Satisfactory
Was Mail Delivery Acceptable
Were Flowers Delivered in Good
Condition and Cared for Properly
Were Visiting Hours and
Regulations Reasonable

97

12

135

12

BUSINESS OFFICE AT DISMISSAL:
Were Business Office Personnel
Helpful and Courteous in
Making Financial Arrangements
Were You Promptly Served
Was your Bill Explained Adequately

no
117
91

14

-20
PATIENT AGE:

96

WAS THIS YOUR FIRST VISIT?

90

1
2

19

7

21 to 65
32

65+
26

YES

53 Physician Suggestion 6 Friend Referral
89 Personal Choice 9 Other

161

3

10

WHY DID YOU COME TO
HOSPITAL A.

NUMBER OF QUESTIONNAIRES RETURNED:

4

10

60

NO

APPENDIX F

QUESTIONNAIRE DATA SUMMARIES
FOR INDIVIDUAL PATIENTS

PATIENT A2: This 59 year old married woman has lived in the community
for nine years.
Prior to becoming a patient in the hospital, she
had been there as a visitor, selecting the hospital herself when treatment was indicated.
She was not hesitant to go to the hospital
when her physician of eight years indicated that it was necessary.
She had previously been a patient in two other hospitals, both of
them out of state.
She had experienced surgery previously but was
not slated for surgery this admission.
What she had heard about
the hospital prior to her admission had not affected her feelings
toward the hospital.
She had experienced normal apprehension prior
to seeing her physician.
She would not respond as to her level
of tension at the time she was referred to the hospital by her
physician, stating "No comment".
She would not describe her feelings
during the admission procedure, but replied that admission took too
long, and asking "Are all those questions necessary, especially for
little children?" She had not been in the hospital long enough to
know if her feelings had changed since admission.
Referring to a
previous occasion, she responded that she had experienced normal
apprehension when notified of the need for surgery.
She felt that
the staff of the hospital cared for her as a person and described
the care that she had received as excellent.
She explained that
the nurses and aides were in to see her often and were always friendly
and cheerful.
They followed the doctor's orders correctly.
She
felt that really sick people should be afforded more protection
from well meaning visitors.
PATIENT A3:
This 29 year old married woman has lived in the community
less than one year.
She had never had any previous association with
the hospital.
She was referred by her doctor, a physician of brief
acquaintance.
She had experienced normal apprehension before seeing
her physician; she had been referred to a specialist by her family
doctor.
She was hesitant to go to the hospital, since it was quite
a distance from her home town and she had a family of four to leave
behind.
She had previously been a patient in only one other in-state
hospital.
She was fearful when referred to the hospital, since
her doctor seemed very concerned about her condition.
She experienced
normal apprehension, although the nurses were very efficient and there
was no waiting.
She felt that her feelings had changed since admission.
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She was now much more at ease, less worried, and less v/orked up
about herself. She had previously had surgery but was not scheduled
for surgery this admission. She felt that what she had heard pre¬
viously about the hospital had affected how she felt about it. She
felt that the staff cared about her as a person, describing her
care as very good. The nurses were very warm and friendly, frequently
offering their services without being asked, making certain that
everything was being done correctly. She was on a strict diet and
she felt that the food prices were outrageously high in terms of
the amount she could eat.
PATIENT A4: This 47 year old married man had lived in the community
He had previously been a patient in the hospital before
and had had other associations with the hospital as well. His
physician had served him for 12 years, but the patient selected
the hospital himself. He was normally apprehensive prior to seeing
his physician and at all of the succeeding stages as well. He wasn't
hesitant to go to the hospital and his feelings hadn't changed since
his admission. He had never had surgery nor was he slated for it
this admission. He had not been influenced by what he had heard
previously about the hospital. He felt that the staff cared for
him as a person and that they provided him excellent care.

W years.

PATIENT A6: This 46 year old married woman had lived in the community
all of her life. She had been a patient in the hospital before, having
previously been a visitor there as well. She had been going regularly
to the hospital for therapy. She is a Methodist and had gone to
this particular hospital on her physician of 20 years advice as well
as on her own recognizance. She did not specify her level of tension
prior to seeing her physician, stating that she experienced very
little apprehension in view of her long association with doctors.
She had, therefore, not been in the least reluctant to go to the
hospital when advised to do so. She had previously been a patient
in three other hospitals, two of them out of State. She professed
having experienced no tension when directed to go to the hospital,
but she had wished that it weren't necessary. Even though she v/as
slated for surgery this admission, she was not apprehensive, commenting
that she had had eight operations in five years. She had not been
affected by anything she had heard about the hospital before entering
it. She felt that the hospital staff cared for her as a person and
she considered the care she had received as excellent. "I've
always had very good care and I enjoy the nurses and aides who
are always nice people". "This is a beautiful hospital. The
people .... don't know how lucky they are to have such a facility.
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My biggest complaint is being waked so early just to have my diet
sheet filled in.
This could be done easier in the evening when the
patient is awake".
PATIENT A13»
This
year old married woman had lived in the community
for five years.
She had not been in this hospital before nor had
she had any prior association with it.
She chose this hospital as
the result of a friend's recommendation.
She had been a patient
of her physician for the past six months, and she experienced normal
apprehension prior to seeing him.
She indicated that she was not
hesitant to go to the hospital because "My doctor is extremely
qualified".
She experienced normal apprehension when the doctor
told her to go to the hospital because "I've been through back surgery
before, so I fairly well know what is ahead of me".
She has had 13
previous admissions to hospitals, two in State and 11 out of State.
She experienced normal apprehension during the admission procedure
and indicated that this feeling had not changed since then.
She
was not sure if she was going to have surgery this admission, but
expected it.
She did indicate, however, that she experienced normal
apprehension at the anticipation of surgery due to the fact that
"I've had so much surgery before.
I just trust my doctor in his
decision".
She indicated that what she had heard about the hospital
before had affected her in a positive way, commenting that "I feel
I'll get the care I need".
She felt that the staff cared about her
as a person and evaluated her care as excellent.
PATIENT A21: This 21 year old married male had lived in the community
for five years.
He had no prior admissions to the hospital, but he
had had some association with the hospital as a visitor.
He referred
himself to the hospital although he had not been a patient of his
admitting physician before.
He indicated that he was anxious prior
to seeing the physician but he v/as not hesitant to go to the hospital.
He had been a patient in three other hospitals in the State.
He
indicated that he was anxious when the physician advised hospitaliza¬
tion, offering no comment as to the reason.
He had experienced
normal apprehension during the admission procedure.
He indicated
that he was anxious about surgery.
He had not been affected by what
he heard about the hospital before admission.
He felt the staff
cared about him as a person and described the care as excellent,
commenting: "when you need things, they are right there to help
you".
He liked the good care, but did not like the high cost of
the hospitalization.
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PATIENT k2k: This 30 year old married woman had lived in the community
eight years.
She had been a patient in the hospital before and also
had had prior association through visiting friends who were patients
there.
She chose the hospital herself.
She had been a patient of
her physician for two years, and indicated normal apprehension prior
to seeing him.
She indicated that she had been hesitant to go to
the hospital because of small children at home and the expense.
She
had had two prior admissions to hospitals in the State and one out
of State.
She indicated that she had experienced normal apprehension
when the doctor had wanted to admit her to the hospital and also
during the admission procedure.
This feeling had not changed since
admission.
She had had no prior surgery and was not facing this
possibility this admission.
She had not been affected by what she
had heard about the hospital previously.
She felt the staff cared
about her as a person and she described the care as excellent, com¬
menting that "they keep a constant check on me and seem concerned".
She was appreciative of the manner in which drugs had been adminis¬
tered, since the nurses took the time to explain what the drugs were
and why they were being administered.
PATIENT B3: This 30 year old married woman had lived in an outlying
town most of her life.
She had not been a patient in the hospital
before, but she had had some prior association with it before as a
visitor.
She was referred to the hospital by her doctor of 16 years.
She had been anxious prior to seeing her physician because of severe
pain.
She had not been hesitant to go to the hospital since she was
so miserable and thought she would be out in a day or two.
She had
been a patient in one other hospital in the State.
She indicated
that she had been fearful when the doctor had told her to go to the
hospital, indicating that her nerves made her feel worse and that
she always got upset when leaving her children and husband.
She
had experienced normal apprehension during the admission procedure.
She had not had surgery this admission.
She had not been affected
by what she had heard about the hospital prior to admission.
She
described the care as very good.
The staff was friendly and always
near.
She did not like the noise.
PATIENT B?: This 37 year old married man had lived in the community
for 12 years.
He had been a patient in the hospital before but had
had no other kind of association with it.
He has been a patient of
his physician for three years, but he selected this hospital himself.
He had experienced a heart attack prior to being admitted to the
hospital, indicating that he had felt normally apprehensive before
seeing his physician since he wasn't sure how serious the attack
had been.
He had faith in his doctor's judgment and was not reluctant
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to go to the hospital. He had previously been a patient in two out
of State hospitals. He had been anxious during the admission pro¬
cedure. However, his definition of "anxious" differed: "I was
anxious to relieve the pain and I knew I would get experienced treat¬
ment". His feelings since admission hadn't changed since he "had
confidence in the nurses here, both in their knowledge and in their
ability to follow the doctor's orders." He had no history of surgery.
He had heard that this was a good hospital before he entered it and
he had not been disappointed. He felt that the staff cared for him
as a person and he evaluated his care as excellent. He admired the
nurses and the aides for the cleanliness, tolerance and patience,
remarking only that he did not approve of the food.
PATIENT Bll: This 40 year old married woman had lived in the community
for 30 years. She had been a patient in the hospital before and she
also had a friend or relative working there. Her physician of 20
years referred her to the hospital. She had felt uncomfortable due
to bleeding stools and had felt she should be checked. She was
hesitant to go to the hospital because she couldn't afford the expense
at that time. She had previously been a patient in two other hospitals,
one of them out of State. She had been fearful upon being advised
to go to the hospital, but her apprehension was normal at the time
of admission. Her feelings had changed since admission due to the
care that had been given by physician and nurses alike. She had
surgery this admission, having been operated on previously as well.
She believed that what she had heard previously about the hospital
had affected her feelings noting that "the stigma that goes with
hospitals isn't that bad". She felt that the staff cared for her
as a person and she evaluated her care as excellent, noting that the
RN's had really been capable. She complained only that the rooms
were small and crowded. Other than that, the hospital was "real
fine".
PATIENT B17: This 23 year old married female had lived in the
community two years. She had been a patient in the hospital before
and had had other associations with it. Her physician of four months
referred her to the hospital. She did not indicate her level of
tension prior to having seen her physician and responded that she
had not been hesitant to go to the hospital because she had known
for some time that she had to. She had been in two other hospitals
in the State. .She had experienced normal apprehension when the
physician had advised hospitalization, commenting: "the sooner the
better". She indicated fear during the admission procedure but
commented: "I was mainly concerned about my two small children,
but apprehensive toward being admitted". She indicated that this
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feeling had changed: "The next time I'm admitted I'll knov; the
procedure".
She had had surgery this admission and had experienced
normal apprehension.
She felt that the staff cared about her as a
person and described the care as excellent.
The care she received
was excellent compared to what she had received before.
In addition,
she commented: "I feel the nurses and staff really care about me
as a patient, so therefore the care is excellent".
PATIENT B25:
This 51 year old married man had lived in the community
for 24 years.
He had been both a patient and a visitor of the hospital
before.
His physician of 21 years had referred him to the hospital
and he had not been hesitant about going: "I thought my chest pains
were his business and I should do for them as he wanted".
He was
normally apprehensive when directed to the hospital: "The doctor
knows best." He had never been a patient in another hospital.
He
was normally apprehensive during admission, believing that it was
only a formality. He had had surgery before but was not scheduled
for it this admission.
Referring to a past experience, he checked
fearful as his level of tension, remarking "I checked fearful but
bewildered would be better since I had no idea what to expect".
Y/hat he had heard about the hospital had not affected his perception
of it.
The staff cared for him as a person and he considered their
services excellent.
"The help has always been congenial and I've
always had first class treatment".
He complained only of the noise
and disturbances.
PATIENT B^Q: This 72 year old single man had lived in the community
his entire life.
He had both prior admissions and associations.
He selected the hospital himself and has been a patient of his physician
for 20 years.
He had experienced normal apprehension prior to seeing
his physician and he had not been hesitant to go to the hospital
because of his faith in his physician.
He had been in only one other
hospital.
He had experienced normal apprehension when the physician
had advised hospitalization and during the admission procedure.
He
did not have surgery this admission.
He felt that the staff cares
about him as a person and he described the care as excellent, commenting
that everything possible was done for his comfort and health and that
the service v/as good at all times.
PATIENT B4l: This kk year old married woman has lived in the community
her entire life.
She had been a patient before and had had prior
associations also.
She chose this hospital because it was the only
one in the community.
She had been a patient of her physician for
22 years and indicated normal apprehension prior to having seen
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him.
She had not been hesitant to go to the hospital because she
had wanted to know what was v/rong with her.
She had been in one other
hospital in the State and one out of State.
She had experienced
normal apprehension when the physician had advised hospitalization,
and also during the admission procedure.
She had surgery this
admission and indicated that she had been fearful before the surgery
but felt much better afterward.
She had not been affected by what
she had heard of the hospital before entering it.
She felt that the
staff cared about her as a person and described the care as excellent.
She commented that the staff was highly capable, besides having
compassion and understanding.
PATIENT B49: This 42 year old widow has lived in the community for
22 years.
She had been a patient in the hospital several times and
had had other associations with it through a relative that works
there and as a visitor.
Her physician of 22 years referred her to
the hospital but she also indicated it was the only one in town.
She had experienced normal apprehension prior to visiting her physician
and when he had advised hospitalization.
She had not had any other
experience with hospitals elsewhere.
She had not been hesitant to
go to the hospital.
She had experienced normal apprehension during
the admission procedure and indicated that this feeling has not
changed.
She had surgery this admission and indicated that she was
fearful, commenting that she was more "scared” this time than the
first time.
She had not been affected by what she had heard about
the hospital before entering it.
She felt that the staff cared
about her as a person and described the care as excellent, commenting:
"I have always been very well looked after.
The RN's and LPN's have
all gone out of their way to be helpful".
When asked to comment on
what she liked best and what she disliked most, she commented:
"the friendly atmosphere, Small Town.
The fact that in the new
hospital we probably will not have this feeling".
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