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Foreword

Acta Biomed for Health Professions 2018; Vol. 89, S. 6: 5 DOI: 10.23750/abm.v89i6-S.7486 © Mattioli 1885

F o r e w o r d

In this supplement of ACTA for health profes-
sionals, multiple points of view on the health profes-
sions aim to highlight the complexity of this profes-
sional field, its strengths and weaknesses. The Editorial 
Board’s precise choice is to add value to the interpro-
fessionalism typical of the healthcare world. The con-
tributions here exposed, in fact, come from different 
kind of professionals: nurses, midwives, psycholo-
gists, doctors. The choice is to enhance this plurality 
of skills, emphasizing the added value obtained in the 
questions formulation and in the search for effective 
answers when these professionals are to interact and, 
in this way, to simultaneously activate multiple keys to 
read the complicated phenomena that arise within the 
healthcare context. Although the recognition of this 
added value may seem obvious, unfortunately in Ital-
ian daily practice we still find a strong resistance to the 
full use of interprofessionalism.

Often different professionals act on the same 
problem independently, without discussing and ex-
changing opinions, implementing multiprofessional 
but not interprofessional practices. This separation has 
strong cultural roots that are clearly reflected in the 
separation of the training courses: moments of com-
mon teaching in degree courses for doctors, nurses, 
rehabilitators, psychologists, and social workers are 
absolutely marginal if not absent.

The attempt made by this Editorial Board is to 
make available the same journal for different profes-
sionals that deal with topics that are of transversal 
interest in order to experiment an interprofessional 
research platform.

The articles in this issue, create a framework that 
includes the quality of life in the job context, dealing 
with a critical and delicate topic such as wards’ lateral 
violence, aiming to draw a more defined conceptual 
framework, able to provide the basis for effective in-
terventions in reducing the phenomenon. Another ar-
ticle deepens the theme of relational difficulties among 
health professionals, experimentally investigating the 
roots of these critical issues, providing an illuminating 

paradigm on the possible dynamics in heterogeneous 
professional contexts.

The transition from the interpersonal to the in-
trapersonal sphere is natural, in an “integrated ap-
proach” mind set that alternates wide panoramic 
views with in depth zoom, trying to obtain a complete 
synoptic picture on health professions. Therefore an 
article focuses on the economic expenditure, propos-
ing an effective method of nursing care cost and trace-
ability analysis, in order to favour a high-level organi-
zation. However, other articles investigate the most 
intimate and profound areas of the professional, such 
as emotional and stress resistance, framed in a study 
of effectiveness of a narrative tool for the professional. 
In this supplement, the area of   development of 
strategies and techniques available to the health-
care professional is also examined in depth, in ac-
cordance with a vision of continuous training, but 
always with a point of view considering an “holis-
tic” care. One article focuses on the use of an inno-
vative device to reduce pain in children undergoing 
venipuncture, another one assesses the use of nar-
ration to promote empowerment and adherence 
to the treatment of patients with chronic disease. 
Finally, there is also a more direct connection to the 
health profession, taking place with an “eye for pa-
tients”. One article, then, focuses on the characteris-
tics of  patients receiving non-voluntary psychiatric 
treatment and  another one reports outcomes of an 
intervention project carried out in Senegal aimed to 
prevent cervical cancer. From these articles emerges 
the salient role that the well-trained health profes-
sional can play in the prevention of serious conditions.

This issue, therefore, aims contributing to make 
tangible, indeed, “readable” the concept of organiza-
tional complexity together with that of holistic care, 
as they represent the “Rosetta stone” to interpret the 
contemporary healthcare professional context.

 Prof. Leopoldo Sarli
 Dr. Chiara Cosentino



Efficacy of the Buzzy System for pain relief during 
venipuncture in children: a randomized controlled trial
Volkan Susam1, Marie Friedel2, Patrizia Basile3, Paola Ferri4, Loris Bonetti5

1 General Medical Ward, ASST Monza-San Gerardo, San Gerardo Hospital, Italy; 2 Université Catholique de Louvain, Brus-
sels, Belgium and Lecturer at Parnasse-Isei, Haute Ecole Léonard de Vinci, Brussels, Belgium; 3 Department of nursing, Degree 
Course in Nursing, University of Milan, ASST Fatebenefratelli Sacco, Luigi Sacco Teaching Hospital, Milan, Italy; 4 Degree 
Course in Nursing, Department of Diagnostic, Clinical and Public Health Medicine, University of Modena and Reggio Emi-
lia, Italy; 5 Nursing development and research unit, Oncology Institute of Southern Switzerland, Ente Ospedaliero Cantonale, 
Canton Ticino, Bellinzona, Switzerland

Abstract. Background and aim of the work: procedural pain is a significant issue for paediatric patients. In 
particular, needle pain is amongst the most stressful for children. Studies revealed that a large number of 
children do not receive adequate pain prevention during the procedures. Neglecting the prevention of needle 
pain can cause several psychological effects such as anxiety and phobias, and increase perceptions of pain in 
the future. We aimed to verify the efficacy of Buzzy System in reducing pain during venipuncture. Methods: 
A randomized control trial was conducted among 72 children aged 3 to 10 years undergoing venipuncture. 
Children were randomly assigned to The Buzzy with distraction cards group (experimental group) or to 
“magic gloves” group (control group). Perception of pain was measured through the Visual Analogue Scale 
(VAS), the Wong-Baker Scale (WBS) and the Numeric Rating Scale (NRS). Results: Sixty-four children 
participated in the study, 34 in the experimental group and 30 in the control group. The experimental group 
showed significantly lower levels of pain (p=.039; 95% CI: -2,11; -0,06) in terms of the mean=3.65±2.011; 
median=3, compared to the control group (mean: 4.67±2.14, median=4). Caregivers were satisfied with the 
Buzzy System. Conclusion: The Buzzy System combined to distraction cards showed a greater reduction of 
perceived pain than “magic glove” technique. This study underlines the importance of active involvement of 
caregivers during procedural pain in children. Pediatric nurses have an important role in empowering children 
and caregivers to be interactive during venipunctures.

Key words: venipuncture, children, procedural pain, Buzzy System, pain relief

Acta Biomed for Health Professions 2018; Vol. 89, S. 6: 6-16 DOI: 10.23750/abm.v89i6-S.7378 © Mattioli 1885

O r i g i n a l  a r t i c l e :  C l i n i c a l  v a r i a b l e s  i n  h e a l t h c a r e

Introduction

Pain is a sensory and unpleasant emotive experi-
ence, which derives from real or potential tissue dam-
age (1). Procedural pain is a clinical manifestation of 
pain due to a diagnostic or therapeutic intervention 
(2). In particular, needle pain is amongst the most 
stressful for children (3). Furthermore, studies revealed 

that a large number of children do not receive adequate 
pain prevention during the procedures (4).

Neglecting the prevention of needle pain can 
cause several psychological effects such as anxiety and 
phobias, and increase perceptions of pain in the future 
(5, 6).

A study has shown that 30% of people present-
ing needle phobia had experienced in the past a very 
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painful procedure relating to the insertion of a needle, 
without sufficient effort by the health professionals to 
alleviate the pain (7).

There is considerable evidence in the scientific 
literature regarding the efficacy of techniques both 
pharmacological and non-pharmacological, for the 
prevention of acute procedural pain in children (8), 
depending on the age, personal situation, type of pain, 
preferences and coping abilities of the child (9). 

Based on those findings, a device has been cre-
ated, called Buzzy, which is composed by a bee-shaped 
gadget producing vibrations and cooling through 
freezable wings. The effect of Buzzy is based on the 
gate-control theory discovered by Melzack & Wall in 
1965, which suggests that barriers are able to control 
the flow of pain information by means of the activation 
of nociceptive fibres. In this case, the purpose of the 
cold and the vibrations is to block the transmission of 
pain signals (10).

Several studies tested the efficacy of the Buzzy 
System.

In a Turkish study, involving 120 children, aged 
from 6 to 12 years and who underwent venipunctures, 
the use of Buzzy brought about a significant reduction 
in pain (p<.001) compared to the control group who 
were not given any treatment (11). This was confirmed 
by the study of Moadad et al. (12).

Furthermore, in the study undertaken by Can-
bulat et al. (13) on 176 children aged from 7 to 12, the 
Buzzy group showed a significant reduction in the lev-
els of anxiety and acute pain during peripheral venous 
catheterization. 

Another study, conducted by Baxter et al. (14), at 
an emergency unit examined 81 children between the 
ages of 4 and 18, divided into two groups, and com-
pared Buzzy to ice spray. They also observed a reduc-
tion in median patient-reported pain in the experi-
mental group with Buzzy (-2; 95% CI, -4 to 0).

However, this contradicts the study led by Kearl 
et al. (15), in which the Buzzy didn’t showed superi-
ority towards local anaesthetic ( J-tip, needle free in-
jection system) for pain reduction during venipunc-
ture. 

Two Italian studies tested the impact of the 
Buzzy for children. In the study by Schreiber et al. 
(16) carried out in the “Burlo Garolfo” hospital in 

Trieste, 70 children with an average age of 9, who 
underwent venipuncture, were examined. Of these, 
34 who were in the group using the Buzzy showed 
lower levels of pain (p=.003) compared to the 36 in 
the control group (with no treatment). The second 
study, which was undertaken at the day hospital of the 
“Filippo del Ponte” hospital in Varese, included 36 
children between the ages of 4 months and 14 years 
who all underwent venipuncture (17). The results 
showed an average pain score of 6.09 on the Faces, 
Legs, Activity, Cry and Consolability scale (FLACC 
scale) and 2.25 on the Visual Analogue Scale (VAS 
scale). In the same study parental satisfaction towards 
the Buzzy System was measured and revealed very 
positive acceptance by parents, independently of pain 
scores.

Usually Buzzy didn’t include also distraction 
cards. We introduce this intervention because we 
would like to know if the cold and vibration effect of 
Buzzy will be improved by the interaction with car-
egivers, and test the relevance of this relationship in 
pain relief during invasive procedure in children. 

The “Buzzy System”, used in this study, associates 
three different components and modulations of pain: 

1.  Distraction – cognitive method:  distracting the 
child with “distraction cards” (Figure 1);

2.  Vibration: a mechanical effect created by apply-
ing a bee-shaped gadget a few centimeters from 
the needle entry point; 

3.  Cryotherapy effect: by a removable cold liquid 
device that the bee-shaped gadget has at its 
base.

The figure 2 shows how and where the Buzzy is 
used and placed.

Figure 1. Distraction Cards
Note: Cards used by caregivers to distract the child



V. Susam, M. Friedel, P. Basile, et al.8

Aims

The main aim of our study was to evaluate the 
efficacy of the Buzzy System in reducing pain during 
venipuncture in children compared to routinely tech-
nique (magic gloves) used in the ambulatory where the 
study took place.

A secondary aim was to evaluate the satisfaction 
of the parent/caregiver in relation to the distractive 
techniques of the Buzzy System and their willingness 
to use it again for future procedures.

Therefore, our hypotheses/research questions were:
H1: Are the three effects of the Buzzy System 

(distraction, vibrations and cryotherapy) more effica-
cious in pain control during venipuncture in children 
from 3 to 10 years old, than the distraction with solely 
magic gloves technique?

H2: Are caregivers/parents satisfied with the 
Buzzy System?

H3: Are there differences according to gender and 
ages for pain perceptions during venipuncture?

To our knowledge, this is one of the few studies 
that compared–for children undergoing venipuncture- 
the Buzzy System including the systematic use of dis-
traction cards, with other active intervention for pain 
reduction.

Methods

Study design

This was an open, randomized clinical trial. The 
study’s participants were randomly assigned to two 

groups. The primary endpoint was the pain felt by 
the child at the moment of venipuncture. The study 
was designed in accordance with the guidelines of the 
Consolidated Standard for Reporting Trials CON-
SORT 2010 (18).

Population, Sampling and Setting

The study was conducted in the Department of 
Pediatrics at the ASST Fatebenefratelli-Sacco, Luigi 
Sacco Teaching Hospital, Milan, Italy, in a pediatric 
ambulatory with outpatient children.

Based on previous studies (16, 17), we hypoth-
esized that children using the Buzzy System distrac-
tion techniques would have a mean pain level of 1.5 
(SD±1.2) compared to children in the control group 
with a mean pain of 3.3 (SD±2.0). Considering an al-
pha level of 5% and a power of 90%, it was necessary 
to compare 27 children per group. Anticipating the 
fact that some children would probably drop out of the 
study, we increased the sample size by 30%. Therefore, 
the total number of children enrolled was 72. 

Inclusion criteria

•  Children aged 3 to 10 years.
•  Children visiting an outpatient department.
•  The presence of at least one caregiver/parent 

during the procedure who distracted the child 
with the distraction cards (in the case of the ex-
perimental group). 

•  Children of both Italian culture and language.
•  Children in need for a venipuncture. 

Exclusion criteria

•  Children with a significant altered emotional 
state.

•  Children unable to quantify or express their pain 
(e.g. severe cognitive deficit).

•  Lack of parental consent.
•  Absence of a caregiver/parent during the pro-

cedure.
The choice of the age group was based on scien-

tific literature, which asserts that children in this age 
range were particularly responsive to distraction tech-

Figure 2. Buzzy Application
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niques (19).
We chose to involve children of Italian culture 

and language to reduce variability, as we are aware of 
the fact that cultural factors can influence the percep-
tion of pain.

Randomization

Randomization was carried out using the block 
method. Blocks of six were used to maintain propor-
tional allocation between the experimental and the 
control group throughout the study.

The randomization list was created using specific 
software: whoever assigned the children to the experi-
mental and/or control groups did not take part in the 
creation of the randomization list and wasn’t aware of 
its contents. For the randomization and assigning of 
the children to the experimental and control groups 
we used opaque envelopes. The envelopes were only 
opened by the nurse carrying out the venipuncture, af-
ter receiving consent from the parents of the children 
involved in the study.

Data collection procedure

Data was collected between September and Oc-
tober 2015. First author explained the study and ob-
tained written consent from parents in the waiting 
room.

The venipuncture took place behind closed doors 
with only one child present at a time, ensuring that 
none of the children included in the study would be 
influenced by having witnessed the venipuncture on 
other children. Once allocated to a group, each child 
underwent the venipuncture using the applicable in-
tervention (experimental or control). 

Data collection instruments

Procedural pain was evaluated using an instru-
ment, which integrates three evaluation scales: Visual 
Analogue Scale (VAS), Numeric Rating Scale (NRS) 
for children over 6 years old and Wong Baker Scale 
(WB) for children between 3 and 6 years. This tool 
showed a good validity and reliability in a pilot study 
conducted in Italian context and can be used to assess 

pain in children with different ages (20). Pain levels 
were documented immediately after the venipunc-
ture.

Procedures
Experimental group

In the experimental group, children were involved 
in distraction techniques using the Buzzy System dur-
ing venipuncture.

While the nurses placed the Buzzy with the fro-
zen wings on children’s skin, caregivers/parents were 
invited to interact with their children through the use 
of the Distraction cards, which are a small amount of 
images depicting various scenes set in school, country-
side or outdoors, and which could be flipped through 
by the child. Parents continuously asked their child 
questions about the images, maintaining an interac-
tive dialog during the whole venipuncture. Distraction 
cards were only used in the experimental group.

The nurse positioned the Buzzy at 2-5 cm from 
the possible venipuncture location. Before starting the 
venipuncture, the nurse invited the child to turn on the 
device in order to start the vibration. Children were 
offered the possibility to choose the type of vibration 
released by the Buzzy: continuous or intermittent.

The Buzzy remained on till the end of the veni-
puncture. Finally, the nurse assessed children’s pain 
perception during procedure with the appropriate pain 
assessment tool.

Control group

In the ambulatory setting, the “magic glove tech-
nique” is routinely used. Before starting the venipunc-
ture, the nurse gently rubbed the area in which the 
needle was placed in order to free it from the pain. The 
child, imagining that the nurse is putting the glove and 
feeling the effect of the massage on his body, would 
feel a certain numbness in the same area where the 
sensitivity is lowered.

The nurse who performed the venipuncture was 
the same during the whole data collection process. 
Whether in the control or the experimental group, 
none of the children received pharmacological pain 
therapies. 



V. Susam, M. Friedel, P. Basile, et al.10

Evaluation of parental satisfaction

In order to evaluate the parents’ level of satisfac-
tion with the Buzzy System method of pain control in 
the child and their desire to use it again in future, we 
used a questionnaire. 

The questionnaire was created and used by Friedel 
et al. (17). The questionnaire items were: 1. My child 
was comforted by the use of the Buzzy System during 
the procedure; 2. It was a positive experience; 3. I think 
the Buzzy System is easy to use; 4. I would like to use 
the Buzzy System in the future for tests carried out on 
my son/daughter.

Rating was based on a five points Likert-Scale: 
1=No, 2=Probably not, 3=I don’t know, 4=Yes, 5=Defi-
nitely.

Data analysis

Qualitative data were expressed using numbers 
or percentages while quantitative data used mean and 
standard deviation, or median and inter-quartile range 
(where appropriate). We evaluated the normality of 
the distribution of the continuous variables using the 
Shapiro-Wilk test. The continuous variables in the two 
groups were compared using Student’s t test if normal-
ly distributed. Categorical variables, on the other hand, 
were compared using the Pearson Chi-square test. 
Given that the frequency distribution of the pain levels 
was not normal, we transformed them with a two ways 
transformation using SPSS (21). Afterwards, we com-
pared the two distributions with t-test for independent 
sample. We calculated 95% confidence interval. A p 
value <0.05 was considered significant. Data analysis 
was conducted according to the Intention to Treat. All 
statistical analyses were carried out with SPSS soft-
ware version 21.0 (Chicago IL, USA) (22).

Ethical considerations

The study was approved by the medical admin-
istration and the nursing institutional board of the 
Teaching Hospital Luigi Sacco in Milan.

Protection of personal data was ensured by not 
recording the name of the child included in the study. 

Instead of that, each child was allocated an alphanu-
meric code. In order to avoid errors in identification or 
association of the data for each child, we only noted 
initials and dates of birth. Given that the children were 
all minors, parents and caregivers were first informed 
by a letter about the aim of the study and the meth-
odology used, in particular the methods for assigning 
the treatment. Parents were informed that their will-
ingness to participate to the study was free, that they 
could refuse at any time, without any justification and 
without negatively impacting the care for their child. 
Written consent was obtained by all participants.

The research was carried out using the ICH Good 
Clinical Practice guidelines (23), Italian Law 211/2003 
and the Helsinki declaration governing clinical experi-
ments. 

Results

A total of 72 children were enrolled between Sep-
tember and October 2015, subdivided into two groups 
of 36 children. These 72 children and their caregivers 
were the ones approached for the study and none of 
them declined participation.

Of the 72 children enrolled, 64 participated in the 
study, 34 in the experimental group and 30 in the con-
trol group. 

Eight children were excluded as they displayed 
a significantly altered emotional state at the time of 
the venipuncture, such as levels of anxiety and fear to 
a degree that could compromise a valid expression of 
the actual perceived pain. They were so distressed that 
the venipuncture was postpone to another day. For this 
reason, we were not able to consider them in the analy-
sis. Two were randomized to the experimental group 
(with the Buzzy System) and six were randomized to 
the control group. In the experimental group one was 
a girl of six years old, and the other was a boy of eight 
years old. Both of them were with their mother and 
never experienced venipuncture before. In the control 
group three children were girls and three were boys. 
Four did experienced venipuncture before and two did 
not. Two children were accompanied by their mothers, 
two by their fathers and two by both parents. In the 
control group, children aged from 3 to 10 years.
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The distribution of the population is visible in the 
flow chart below (Figure 3).

The two groups did not show statistically signifi-
cant differences before the procedure when compared 
for age, gender, number of venipuncture, if it was their 
first venipuncture, caregiver attending the procedure, 
reason for venipuncture (Table 1).

Pain was significantly lower in the experimental 
group than in the control group (Student’s t test=-2.16; 
df=62; p=.039) (Table 2). 

The experimental group showed a lower mean 
and median pain level (except for 3 outliers, that were 
included in the analysis within their group of rand-
omization, experimental group) and a narrower inter-
quartile range than the control group. The three outli-
ers were two girls and one boy. Two children were with 

their mothers and one with both parents. Two children 
did experienced venipuncture before and one did not. 

A greater control of pain was demonstrated with 
the Buzzy System combined with Distraction cards 
(Graph 1).

As a secondary analysis we looked at the possible 
influence of age and gender on the perception of pain 
within the same group, as evaluated in other studies 
(12). We chose six years as the cut-off age because it 
seems during data collection that the techniques em-
ployed had a greater effect on children over six years 
age. Considering the control group and the experi-
mental group separately, we compared the levels of 
perceived pain by dividing the children into those over 
the age of six and those aged six or younger. No sig-
nificant difference was observed (experimental group 

Figure 3. Flow Diagram (CONSORT, 2010)
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p=.54, control group p=.88). Being older than six years 
of age was not associated with a greater or lower ef-
ficacy. 

We also evaluated the possible difference gender 
may have had on pain perception within the same groups. 
Again, no significant difference was found (experimental 
group p=.96; control group p=.68), meaning that the dif-
ference in pain perception is not due to gender. 

The secondary aim of the study was to measure 
the satisfaction of the caregivers/parents of the chil-
dren who underwent the venipuncture with the Buzzy 
System. 

Of the 36 children in the experimental group, two 
sets of parents did not want to fill out the question-
naire as ‘they had no time’ and two further question-
naires were not filled out as the children didn’t undergo 
the venipuncture due to significantly altered emotional 
state. Thirty-two questionnaires on parental satisfac-

Table 1. Characteristics of the Participants

 Experimental Group=34 Control Group=30 p value

Age (Mean (± SD^)) 6.78 (±2.27) 6.25 (±2.12) .31a

Gender (%) n (%) n (%) 
   M (%) 17 (47.2) 14 (38.9) .34b

   F (%) 19 (52.8) 22 (61.1) 

First venipuncture 4 (11.1) 6 (16.7) .50b

Caregiver attending the procedure n (%) n (%) 
   Mother 17 (47.2) 18 (50) .89b

   Father 8 (22.2) 6 (16.7) 
   Both 10 (27.8) 10 (27.8) 
   Other 1 (2.8) 2 (5.6) 

Reason for venipuncture n (%) n (%) 
   Routine blood check 13 (40) 15 (40) .8b

   Endocrinology check 10 (30)   7 (20) 
   Allergenic check 10 (30) 10 (30) 
   Other   3 (10)   4 (10)

^SD= Standard Deviation;  a= Student’s t; b= Pearson Chi square.

Table 2. Description of pain in the two groups

 Experimental Group Control Group CI 95% p valuea

 (N=34) (N=30) Lower Upper 

Mean ± SD^ 3.66±2.02 4.74±2.07 -2.11 -.06 .039

Median [Q1; Q3]b 3 [3;6] 4 [4;6]

^Standard Deviation; at-Test for independent sample; bQ1= first quartile; Q3= third quartile

Graph 1. Pain Perception in Experimental and Control Groups
Note: Pain score measured with Visual Analogue Scale (VAS), Nu-
meric Rating Scale (NRS), Wong Baker Scale (WBS); Experimen-
tal group= Buzzy System; Control Group= verbal distraction based 
on magic glove technique. 
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tion with the Buzzy System were therefore collected.  
The use of the Buzzy System was met favorably by par-
ents who expressed either a positive or a very positive 
judgment.

71.9% of parents said they would reuse the Buzzy 
System in a future venipuncture, while 46.9% of par-
ents said it was definitely a positive experience. No 
negative opinions were expressed for any of the ques-
tions regarding the Buzzy System (Table 3). 

Discussion 

Our results demonstrated the efficacy of the Buzzy 
System combined with distraction cards in reducing 
the perception of pain during venipuncture compared 
to other distractive techniques. As far as we are aware, 
this study is one of the few in the international litera-
ture evaluating the efficacy of a non-pharmacological 
system based on the use of several methods (verbal and 
visual distractions, vibration, cryotherapy), to prevent 
procedural pain in children, compared to other distrac-
tive techniques. Differently from Moadad et al. (12), in 
our study we did not find a difference in pain percep-
tion considering ages and gender. This could be due 
to the different scales used for each category of ages 
during data collection. This study combines the effect 
of distraction, cryotherapy and vibration. Those effects 
have been analyzed independently in various studies.

Impact of distraction

Regarding non-pharmacological techniques, 
studies have shown that distraction can diminish the 
perception of procedural pain in children and adoles-

cents (24-26). Although quality of trials which exam-
ined psychological interventions for needle-related 
pain and distress is questionable, reviews showed that 
there is an evidence supporting the efficacy of distrac-
tion and hypnosis (25, 27, 28). Distraction cards were 
found particularly powerful in reducing both pain and 
anxiety levels during venipunctures (29) compared to 
other distraction techniques such as listening to music 
or balloon inflation (30).

Triggering interactivity of children during distrac-
tion techniques is different than distracting passively 
children with a doll or a puppet. This is consistent with 
a study in which a high degree of children’s interactiv-
ity during insulin injection was found to reduce signifi-
cantly their distress (31) and with our results. 

Impact of cryotherapy and vibration

The effect of cold in pain reduction was demon-
strated in several studies (32, 33). Similarly, to vibra-
tion, which was found to diminish pain perception (34, 
35). The mechanisms underlying those effects can be 
explained by the role of the gate-control theory de-
veloped by Melzack (10). However, in our study the 
impact of combining the cold effect (frozen wings of 
the Buzzy) with the vibration (produced by the Buzzy) 
seems to be more efficacious than the magic gloves 
techniques alone. The lowered pain scores founded in 
our study confirmed those founds in other studies re-
lated to many invasive procedures (11-13, 16, 30, 36). 

Impact of combined cryotherapy, vibration and distraction 

A multifaceted approach combining several 
techniques adapted to age and psychology of children 

Table 3. Description of the Results of Caregivers’ Satisfaction Questionnaire for the Buzzy System.

Parents’ satisfaction No Probably not Don’t know Yes Definitely
         (n = 32) n (%) n (%) n (%) n (%) n (%)

My child was comforted by the use of the Buzzy System 0 1 (3.2) 6 (18.8) 17 (53) 8 (25)
during the procedure 

It was a positive experience 0 1 (3.25) 4 (12.5) 12 (37.5) 15 (46.9)

I think the Buzzy System is easy to use 0 0 1 (3.1) 8 (25) 23 (71.9)

I would like to use the Buzzy System in the future for  0 0 6 (18.7) 12 (37.5) 14 (43.8)
tests done on my son/daughter
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to prevent or reduce perception of pain is underlined 
by Landier et al. (37). One of this multimodal ap-
proaches is in fact the combination of cryotherapy, 
vibration and distraction, on which the Buzzy System 
relies. Mechanisms which could explain this impact 
can be found through the gate-control theory but 
also more widely in the growing research related to 
neurosciences, which indicates the supporting role of 
various divisions in the anterior cingulate and pre-
frontal cortices observed in hypnotic responding (38). 
In fact, distraction is strongly correlated to hypnosis 
in which some characteristics are found to be similar, 
namely the specific involvement of adult (nurses or 
parents), the possibility for the child to make a choice 
and finally the interactivity of the child with an adult. 
Compared to the complete absence of any form of 
treatment, the use of the Buzzy System has therefore 
shown itself to be efficacious in various invasive pro-
cedures, helping to reduce the pain felt by the child. 
In our study Buzzy System showed to be efficacious 
in pain reduction also when compared to other dis-
tractive techniques.

Role given to caregivers/parents during painful procedures

Acceptability of the Buzzy System by parents was 
largely confirmed. Just two parents did not answer to 
the questionnaire because of lack of time. None had a 
negative experience during its use. Moreover, the ma-
jority of parents would reuse the system in the future. 
In this aspect our results confirmed those of Friedel et 
al. (17). A randomized clinical trial study conducted by 
Liossi et al. (39) among a sample of 45 pediatric cancer 
outpatients exposed to venipuncture showed a benefi-
cial effect of self-hypnosis and a reducing of parental 
anxiety. In pediatrics, a family-centred approach is a 
standard of quality care. It underpins the importance 
to take into consideration not only the child’s experi-
ence but his relation with his parents. Reducing child’s 
anxiety goes in parallel with comforting parental anxi-
ety. This double effect has been underlined in various 
studies although focusing mostly on a chronic pain 
context (40-44). Giving the opportunity to parents 
to have an active role by using the distraction cards 
might empower parents in their capacity to comfort 
their child’s pain and anxiety, instead of feeling help-

less and anxious. For children having their parents se-
cured might lower their own anxiety. 

Nevertheless, the impact of the Buzzy System 
may be less efficacious among children who expe-
rienced high level of pain in the past and developed 
needle phobia. This is consistent with the findings of 
Goffaux et al. (45), which indicated higher doses of 
analgesic needed for persons who expected to experi-
ence pain. 

Limitations

The first and major limitation of this study is 
the fact that we were not able to verify the efficacy 
of Buzzy System in reducing pain in children with an 
altered emotional state. 

Perhaps this situation could have influenced re-
sults in favor to the Buzzy System. Further studies 
should document degree of anxiety related to needle 
phobia. Moreover, intervention fidelity was not meas-
ured in our study. This means that the amount of dis-
traction provided could vary among caregivers and have 
an impact on the effectiveness of the intervention (46). 
We didn’t compare Buzzy System with pharmacologi-
cal intervention, such as anaesthetic, and therefore we 
can’t compare our study to the one conducted by Kearl 
et al. (15). It will be interesting in the future compare 
the Buzzy System with distraction cards to pharmaco-
logical intervention, to verify at least its equivalence.

Finally, we were not able to match the results of 
parent’s questionnaire with children’s scores of pain, 
because questionnaires were strictly anonymous. It 
would be useful to compare children’s perception of 
pain with parental satisfaction towards the Buzzy Sys-
tem and look after possible correlation. Taking these 
limitations, it would be vital to repeat the study con-
ducting a pragmatic, randomized clinical trial, in which 
the inclusion criteria are less restrictive and therefore 
the external validity might be increased. 

Conclusion and clinical implication 

The relevance of our study is that the Buzzy Sys-
tem with distraction cards has proved to be efficacious 
in reducing pain even compared to other distractive 
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techniques, which underlines the relevance of all three 
components (vibration, cryotherapy and distraction). 
Preventing procedural pain is a very important aspect 
that nurses need to take into consideration, in order 
to avoid the potential trauma caused by painful pro-
cedures, preventing anxiety or even needle phobias 
(5,6). An important conclusion that can be drawn 
from this study is the fact that it is essential to involve 
the caregivers of the child during the procedure. Giv-
ing parents an active positive role during venipuncture 
empowers them to feel secure which consequently im-
proves child’s feelings of confidence. Family-centered 
care and partnership with parents are the core elements 
of quality care provided to children.
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Abstract. Background: In Italy, psychiatric compulsory treatments are regulated by Law 180 of 13-5-1978 
that establishes three criteria: 1) acute psychiatric conditions requiring urgent treatment, 2) patient’s refusal 
of treatment, 3) inpatient treatment is necessary and cannot be postponed. Aim: To highlight demographic 
and clinical risk factors for involuntary treatments. Methods: We retrospectively collected all hospitalizations 
in the Service of Psychiatric Diagnosis and Treatment of a northern Italian town from 1-1-2015 to 31-12-
2015. We statistically compared demographic and clinical variables related to voluntarily and involuntarily 
admitted patients and their hospitalizations. Results: We divided our sample into patients voluntarily hospi-
talized (PVH=236) and involuntarily (PIH=160) according to their voluntary (VH= 304) and involuntary 
(IH=197) hospitalizations. PIH were older than PVH and, more frequently, lived alone and were unem-
ployed (p<0.001). “Acute worsening of psychopathology” for IH and “Suicidality” for VH were the preva-
lent reasons (p<0.001). IH was longer than VH (p<0.001). Among PIH, the most frequent diagnoses were 
“Schizophrenia and Other Psychosis” (ICD-9-CM) and “Ineffective Impulse Control + Disturbed Personal 
Identity” (NANDA-I) (p<0.001). During hospitalizations, PIH more often than PVH presented aggressive 
behavior (p<0.001). At discharge, PIH were more frequently sent to another psychiatric ward or protected 
facility with long-acting injectable antipsychotics (p<0.001). Conclusions: Our involuntarily admitted patients 
were affected by severe psychiatric disorders with social maladjustment and required complex therapeutic 
and rehabilitative programs to counteract aggressive behaviour, poor therapeutic compliance and prolonged 
hospitalizations. The assessment of patients’ characteristics can help clinicians recognize who are at risk for 
compulsory treatment and prevent it.
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iour, acute psychiatric ward
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O r i g i n a l  a r t i c l e :  C l i n i c a l  v a r i a b l e s  i n  h e a l t h c a r e

Background

Involuntary or compulsory hospitalization is a 
controversial topic in psychiatry due to ethical and le-
gal issues of treatment against the patient’s will (1-3). 
Human rights of patients affected by mental disorder 
are of increasing importance and many countries are 

now committed guarantee and respect of these rights, 
in accordance with the United Nation Convention on 
the Rights of Person with Disabilities (13 December 
2006) (4) and the Declaration of Dresden against Co-
erced Psychiatric Treatment (7 June 2007) (5). On the 
other hand, the autonomy of people suffering from 
psychiatric disorders can be a complicated construct. 
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In situations where patients lack either insight about 
psychiatric illness or therapeutic adherence due to se-
vere disorders as psychosis, major depression or manic 
state, finding the balance between patient autonomy 
and need for treatment may be challenging (6). Pa-
tients with psychosis often lack awareness of illness 
due to the psychiatric disorder itself. They do not show 
a capacity to deeply understand social consequences 
of the disorder and the need for treatment (7). And 
for these reasons psychiatric disorders represent the 
only group of illnesses where admissions, discharges 
and other clinical procedures are governed by legisla-
tion in most countries (8). Despite the efforts of the 
World Health Organization to internationally stand-
ardize strategies for mental health care delivery, the 
regulation for involuntary admissions and treatment 
of patients with psychiatric disorder markedly differ 
across countries up to now (9). The basic requirement 
for involuntary admissions in all countries is that the 
patient suffers from a mental disorder (2), but the type 
and severity of mental disorder that qualify a person 
for compulsory treatment vary across jurisdictions 
(10).

The statement of “preventing harm to oneself or 
to others” is the most common requirement of mental-
health legislation (9). The “criterion of dangerousness” 
(threatened or actual danger to oneself or to others) is 
the most common additional one (2), which in some 
countries is the only criterion justifying or permit-
ting someone to be treated involuntarily (11). In Italy, 
danger to oneself and/or to others is not considered a 
criterion for involuntary admission, but, according to 
Law 180 (12), 3 criteria have been established: 1) acute 
psychiatric conditions requiring urgent treatment, 2) 
patient’s refusal of treatment, 3) inpatient treatment is 
necessary and cannot be postponed. This is very differ-
ent from the dangerousness criteria used in most other 
countries (10).

In fact, the Italian Constitution (13) guarantees, 
through Article 32, the citizen right to physical and 
mental health care, which must be implemented re-
specting the dignity and freedom of the person. The 
psychophysical wellbeing of the subject is set as a goal, 
giving particular attention to the safeguarding of in-
dividual freedom. However, in specific situations it is 
challenging to achieve this goal while maintaining the 

principle of “inviolable individual freedom” (Article 13 
of the Italian Constitution) (13). In this case, the law 
regulating psychiatric admissions in involuntary re-
gime is Law 180 of 13 May 1978 entitled “Assessments 
and voluntary and mandatory health treatments” (12). 
This law is a part of a broad reform of health care that 
led to the establishment of today’s National Health 
Service (14). As specified in Article 33, voluntary 
health care must be considered the norm, guaranteeing 
the patient’s right to freedom and health, making the 
involuntary treatment an exception, justifying its im-
plementation only if there are certain conditions, that 
are clearly stated in Law 180 as above reported (14). 
The same 180 Law of 13 May 1978 (12), which regu-
lates involuntary hospitalization, established the defin-
itive closure of psychiatric hospitals and the opening of 
new acute psychiatric 15-bed wards, so-called Service 
of Psychiatric Diagnosis and Treatment (SPDT), lo-
cated in a General Hospital, which cater for patients 
with acute mental disorders requiring voluntary and 
involuntary hospitalizations.

Involuntary admissions to psychiatric hospital can 
be problematic on several levels. The clinical benefit 
of admitting patients involuntarily has been disputed 
and there are legal and ethical issue related to coercive 
treatments. It is a basic principle that health services 
should be based on consent and that coercion should 
be reduced to the minimum possible (15). 

The establishment of regular and effective moni-
toring processes focusing on involuntary psychiatric 
hospitalizations would be an important step forward 
(2). An European Commission funded the EUNO-
MIA study aimed at evaluating the application of co-
ercive measures in Psychiatry setting in 12 European 
countries (16). In particular, this research, which was 
focused on patients involuntarily admitted due to 
acute mental illness, highlighted that high levels of 
psychotic symptoms were associated with the use of 
coercive measures. Moreover, EUNOMIA showed a 
mutual relation between the severity of perceived co-
ercion at admission and the use of coercive procedures, 
confirming that high levels of perceived coercion can 
be detrimental on therapeutic relationship and long-
term treatment outcome (17). 

Assessing the patient’s demographic and clinical 
characteristics can help clinicians recognize patients 
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who are at risk for involuntary treatment (3,16,18). 
These factors should be taken into consideration by 
state programs aimed at reducing the use of involun-
tary treatment in the psychiatric ward. 

This work aims to analyze the variables associated 
with patients who require compulsory treatment in 
order to highlight the risk factors related to this treat-
ment.

Methods

Design of study and observation period

This descriptive retrospective survey was per-
formed in an Italian acute psychiatric ward (SPDT), 
located in a General Hospital of a northern  Italian 
town, where  patients from a catchment area of about 
500,000 inhabitants, suffering from psychiatric dis-
orders, are voluntarily and involuntarily hospitalized, 
according to Italian Law 180 of 13-5-1978 (later in-
cluded in Law 833 of 23-12-1978) (12,14).

Population and selected variables

The sample, represented by all patients hospital-
ized in the SPDT from 1-1-2015 to 31-12-2015, was 
divided into two groups: patients voluntarily (PVH) 
and involuntarily hospitalized (PIH). In order to com-
pare these two groups, we extrapolated demographic 
and clinical variables from ward electronic record sys-
tem and from patient medical records.

a) Demographic variables
	 •	Age.
	 •	Gender.
	 •	Nationality.
	 •	Living	environment.
	 •	Work.
	 •	Legal	guardianship.
b) Clinical variables
	 •		Reasons	for	hospitalization:	Acute	worsening	

of psychopathology, Familial relational con-
flicts, Suicidality, Substance and/or alcohol 
intoxication/withdrawal, Social maladjust-
ment, Non-adherence to therapy.

	 •		Nursing	Diagnoses,	according	to	the	interna-

tional NANDA-I classification (19) formu-
lated at admission to the ward.

	 •		Pharmacological	 therapy:	 Route	 of	 therapy	
administration during hospitalization, Mo-
no-therapy/Poly-therapy and Drugs pre-
scribed at discharge.

	 •		Organic	 comorbidity	 and	 extra	 psychiatric	
medical activities carried out during hospi-
talization: Supplementary laboratory and 
clinical tests, Non-psychiatric drug therapies 
and Consultations.

	 •		Aggressive	and	escape	behaviour:	Mild	(ver-
bal), Moderate (verbal + physical), Serious 
(physical violence requiring intervention by 
hospital security guard and/or pharmacologi-
cal and physical restraint, with possible in-
jury to patient and/or professional), Escape 
from the ward.

	 •		Nursing	Care	activities:	Fall	prevention,	Per-
sonal daily care, Rehabilitative activities aimed 
at patient autonomy, Behaviour control.

	 •		Duration	of	hospitalizations	in	days.
	 •		Diagnoses	at	discharge:	main	psychiatric	di-

agnosis according to the International Clas-
sification of Diseases (ICD-9-CM) (20).

	 •		Destination	 at	discharge:	Outpatient	 com-
munity service, Transfer to other hospital 
wards, Transfer to protected facility/com-
munity, Private specialist or General Physi-
cian. 

Statistical analysis

The data collected in this way were analyzed by:
•		descriptive	 statistics:	 percentages	 for	 dichoto-

mous variables, averages and standard deviations 
for continuous variables;

•		chi2	test	for	the	comparison	of	percentages	and	
t-test for comparison of continuous variables;

•		multiple	logistic	regression	regarding	the	corre-
lation between the variables described above, as 
independent variables, and voluntary (“0”) and 
involuntary (“1”) hospitalizations, which repre-
sent our dependent variable;

•		single	linear	regression	to	correlate	the	length	of	
hospitalization (dependent variable) and the in-
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voluntary and voluntary state of hospitalizations  
as an independent variables.

A probability (p-value) <0.05 was considered sta-
tistically significant.

Statistical analysis was conducted using the STA-
TA-12 programs (2011).

Results

Demographic variables of our sample

In the period of observation, we collected 501 
hospitalizations in the SPDT and 396 patients hos-
pitalized: 236 patients were voluntarily hospitalized 
with 1.28 hospitalizations per patient and 160 patients 
involuntarily admitted with 1.23 hospitalizations per 
patient. The demographic characteristics of the two 
groups are reported in Table 1.

The age of our sample ranged between 14 and 90 
years, with an average age of 42 years; patients invol-
untarily hospitalized presented a higher age (43.73 
years on average) in comparison with others, with a 
statistically significant difference (t=-3.32; p<0.001;  
t-test).

Regarding gender, we found 244 males and 148 
females, without a statistically significant difference 
between the two genders, in the both group of patients 
voluntarily and involuntarily admitted.

Italians were prevalent in both groups (79.44%), 
followed by the presence of non-European citizens 
(15.12%) and, to a lesser extent, European citizens 
(5.44%), without a statistically significant difference 
between the two groups of patients.

Concerning the living environment, the largest 
percentage of both voluntarily and involuntarily ad-
mitted patients lived in a family, but PIH more fre-
quently lived alone with a statistically significant dif-
ference (Pearson chi2=43.24; p<0.001).

In both the two groups, the highest percentage 
of patients were unemployed (36.86% in PVH and 
37.50% in PIH), with a statistically significant dif-
ference between the two groups of patients (Pearson 
chi2=37.07; p<0.001).

Only a small percentage of patients in both groups 
was supported by a legal guardian (4.55% of the total), 

without a statistically significant difference between 
PVH and PIH.

Clinical variables related to voluntary and involuntary 
hospitalizations

We collected 304 voluntary hospitalizations 
(VH) and 197 involuntary hospitalizations (IH) from 
01-01-2015 to 31-12-2015. The clinical variables are 
shown in Table 2.

We found a statistically significant difference 
among the clinical motivations for hospitalizations: 
the most frequent reason in all admissions of our pa-
tients, with a percentage of 60.48% in VH and 77.11% 
in IH, was “Acute worsening of psychopathology”, fol-
lowed by Suicidality only for VH (Pearson chi2=32.93; 
p<0.001). 

The duration of VH and IH statistically signifi-
cantly differed: 13.33 days on average for IH and 8.82 
days on average for VH (t=-2.99; p=0.002; t-test; Ta-
ble 2). We also highlighted that the duration of hos-
pitalizations was positively related to the compulsory 
status of hospitalizations in a statistically significant 
way (Beta Coeff.=4.50; Standard Error=1.50; p=0.003; 
95% Confidence Inter.: 1.55-7.46, single linear regres-
sion).

Although most patients in our sample did not 
present any type of aggressiveness (84.03%), the ag-
gressive behaviour resulted more frequent in compul-
sory hospitalizations (Pearson chi2=26.64; p<0.001). 
The percentage of patients with mild and moderate 
aggressiveness was higher among involuntarily admit-
ted patients (15.74%) compared to those voluntarily 
admitted (6.25%), whereas all patients who presented 
severe aggressive behaviour (1.20%) were involuntary 
hospitalized. 

Regarding extra-psychiatric medical activities, we 
have shown that most of our patients (78.84%) did 
not need further investigation and medical treatment, 
whereas only 13.77% of patients had undergone more 
than one extra psychiatric activity (Table 2).

The percentage of organic co-morbidity was sta-
tistically different between voluntarily (50%) and in-
voluntarily (65.45%) admitted patients, showing that 
PVH suffered from more pathologies than PIH (Pear-
son chi2=14.49; p<0.001).
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The care and rehabilitation activities carried out 
by the ward staff during hospitalizations are presented 
in Table 2: 32.53% of patients did not require any par-
ticular activity, with a statistically significant difference 
between PVH (55.59%) and PIH (47.72%); Personal 
daily care was the most requested activity during vol-
untary hospitalizations (36.51%); on the contrary, the 
need for behaviour control (15.57% of all hospitaliza-
tions), was almost exclusively related to involuntary 
state of hospitalization (39.09%); 4.59% of all pa-
tients required fall prevention (6.25% of VI and only 

with 1.32% of PIH) and 1.80% of patients required 
rehabilitation activities aimed at autonomy (Pearson 
chi2=178.22; p<0.001).

At discharge, we found that 56.29% of patients 
were sent to the outpatient psychiatric service, 175 
PVH (57.57%) and 107 PIH (54.31%), 29.34% of 
patients were sent to protected facilities/communities, 
with an important difference between PVH (32.24%) 
and PIH (24.87%). 10.58% of patients were transferred 
to other hospital wards, including psychiatric hospitals 
in other hospitals, public or private, and only 1.40% of 

Table 1. Demographic variables of patients hospitalized in SPDT from 1-1-2015 to 31-1-2015

Variables Patients Patients Total Statistical Test
 voluntarily  involuntarily N=396 Probability
 hospitalized hospitalized (100%)
 N=236 N=160 
 (60%) (40%) 

Age, m±SD    
Years 38.89±15.64 43.73±16.03 41.92±16.17 t=-3.32
    p<0.001, t-test

Gender, n (%)    
Males 141 (59.75%) 103 (63.38%) 244 (61.62%) Not significant
Females 94 (40.25%) 54 (36.62%) 148 (38.38%) 

Nationality, n (%)    
Italian 193 (81.78%) 119 (77.60%) 312 (79.44%) 
European  10 (4.24%) 8 (4.69%) 18 (5.44%) Not significant
Extra-European 33 (13.98%) 33 (17.71%) 66 (15.12%) 

Living environment, n (%)    
Alone 21 (8.90%) 43 (26.88%) 64 (16.16%) 
Parental Family  58 (24.58%) 37 (23.13%) 95 (23.98%) Pearson chi2=43.24
Marital Family  57 (24.15%) 52 (32.50%) 109 (27.53%) p<0.001
Protected facilities, community, etc. 36 (14.26%) 16 (10%) 52 (10.14%) 
Unknown 64 (27.12%) 12 (7.50%) 76 (19.19%) 

Employment, n (%)    
Employed 42 (17.80%) 51 (31.88%) 93 (23.48%) 
Unemployed 87 (36.86%) 60 (37.50%) 147 (37.13%) 
Student 15 (6.36%) 5 (3.13%) 20 (5.05%) Pearson chi2=37.07
Retired 12 (5.08%) 20 (12.50%) 32 (8.08%) p<0.001
Invalidy pension 4 (1.70%) 7 (4.37%) 11 (2.78%) 
Unknown 76 (32.20%) 17 (10.63%) 93 (23.48%) 

Legal guardian, n (%)    
Present 10 (4.23%) 8 (5.00%) 18 (4.55%) 
Not present 208 (88.14%) 146 (91.25%) 354 (89.40%) Not significant
Unknown 18 (7.63%) 6 (3.75%) 24 (6.05%) 
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patients, all involuntarily hospitalized, were not sent to 
any service due to their voluntarily discharge (Pearson 
chi2=14.81; p<0.001; Table 2).

The evaluation of discharge therapy (Table 3) 
highlights a situation of great heterogeneity with a 
statistically significant difference between PVH and 

PIH (Pearson chi2=49.17; p<0.001). Patients invol-
untarily hospitalized were more frequently prescribed 
long-acting antipsychotic therapy, whereas PVH more 
often were prescribed antidepressant drugs. The ma-
jority of patients (73.85%) were treated with poly-
therapy, in particular PIH (77.49%), without a statis-

Table 2. Clinical variables related to all hospitalizations in SPDT from 1-1-15 to 31-12-15 

Variables Voluntary  Involuntary Total Statistical Test
 hospitalizations hospitalizations N=501 Probability
 N=304 N=197 

Reasons for hospitalizations, n (%)    
Acute  worsening of psychopathology 164 (57.24%) 154 (81.17%) 328 (65.48%) 
Relational conflicts 4 (1.32%) 1 (0.51%) 5 (1.00%) 
Suicidality 79 (25.99%) 16 (8.12%) 95 (18.96%) Pearson chi2=32.93
Alcohol and/or substance intoxication or withdrawal 38 (12.50%) 24 (12.18%) 62 (12.38%) p<0.001
Social maladjustment 6 (1.97%) 1 (0.51%) 7 (1.40%) 
Non-adherence to therapy 3 (0.99%) 1 (0.51%) 4 (0.80%) 

Duration of hospitalizations, m±SD     
Days 8.82±9.38 13.33±23.39 10.55±16.42 t=-2.99, p=0.002, 
    t-test

Aggressive and escape behaviour, n (%)    
Absent aggressive behaviour 274 (90.13%) 147 (74.62%) 421 (84.03%) 
Mild  aggressive behaviour 19 (6.25%) 31 (15.74%) 50 (9.98%) Pearson chi2=26.64
Moderate aggressive behaviour   10 (3.29%) 6 (3.06%) 16 (3.19%) p<0.001
Severe aggressive behaviour 0 (0.00%) 6 (3.06%) 6 (1.20%) 
Escape 3 (0.99%) 3 (1.52%) 6 (1.20%) 

Extra-psychiatric medical activities, n (%)    
One or more than one  53 (17.4 %) 54 (27.42%) 106 (21.16%) Not significant
No medical activities 251 (82.57%) 144 (73.10%) 395 (78.84%) 

Organic comorbidity, n (%)    
Present 152 (50%) 65 (32.99%) 217 (43.31%) Pearson chi2=14.49
Absent 152 (50%) 130 (67.99%) 282 (56.29%) p<0.001

Nursing care activities, n (%)    
Fall prevention 19 (6.25%) 4 (1.32%) 23 (4.59%) 
Personal daily care 111 (36.51%) 17 (8.63%) 128 (25.55%) Pearson chi2=178.22
Rehabilitative activities 4 (1.32%) 5 (2.54%) 9 (1.80%) p<0.001
Behaviour control 1 (0.33%) 77 (39.09%) 78 (15.57%) 
No activity 169 (55.59%) 94 (47.72%) 163 (32.53%) 

Destination at discharge, n (%)    
Outpatient services 175 (57.57%) 107 (54.31%) 282 (56.29%)  
Other psychiatric ward 26 (8.55%) 27 (13.71%) 53 (10.58%) Pearson chi2=14.81
Protected facility or community 98 (32.24%) 49 (24.87%) 147 (29.34%) p<0.001
Private specialist or General Physician 5 (1.64%) 13 (6.59%) 18 (3.6%) 
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tically significant difference compared to PVH. Oral 
drug administration was registered for the majority of 
hospitalized patients (67.86), with a higher percentage 
in PVH (75.66%) compared to PIH (55.84%), with a 
statistically significant difference (Pearson chi2=37.14; 
p<0.001; Table 3).

Medical and nursing diagnoses of patients voluntarily and 
involuntarily hospitalized 

The psychiatric diagnoses formulated at discharge, 
according to the ICD-9-CM (16), were grouped into 
7 categories for statistical reasons (Table 4). We have 
shown a statistically significant different distribution 
between VH and IH at discharge (Pearson chi2=52.00; 
p<0.001): the majority of patients (39.92%) at dis-
charge had a diagnosis of Schizophrenia and Other 
Psychosis, with a percentage of 38.87% in VH and 
47.72% IH, followed by Personality Disorders, the 
second most represented category. The diagnoses of 
Major Depressive Episode and Dysthymia as well 
as Anxiety and Adjustment Disorders were recorded 

with higher frequency among patients voluntarily hos-
pitalized, whereas Manic Episode in Bipolar Disorder, 
Dementia and Organic Psychosis were more frequent 
among patients involuntarily hospitalized; Alcohol 
and Substance Abuses presented an overlapping dis-
tribution between the two patient groups.

NANDA-I Diagnoses (Table 4) (19), formulated 
at the admission of the patient in the ward, overlapped 
to the admission reasons above highlighted (Table 2), 
presented a statistically significant different frequency 
between patients voluntarily and involuntarily admit-
ted (Pearson chi2=50.99; p<0.001). The majority of 
patients (22.16%) were diagnosed Ineffective Health 
Management followed by Ineffective Impulse Control 
Diagnosis associated with Disturbed Personal Identity 
(20.76%), with a very similar percentage in the two 
groups. We found that the diagnosis of Risk for Sui-
cide presented a much higher percentage among PVH 
(26.97%) than in PIH (7.6%). The Dysfunctional 
Family Processes represents 17.37% of all nursing di-
agnoses with an overlapping percentage between the 
two groups. Ineffective Impulse Control was identified 

Table 3. Therapy variables related to all hospitalizations in SPDT from 1-1-15 to 31-12-15

Variables Voluntary  Involuntary Total Statistical Test
 hospitalizations hospitalizations N=501 Probability
 N=304 N=197 

Pharmacological drugs at discharge, n (%)    
Benzodiazepines 12 (3.95%) 3 (1.52%) 15 (2.99%) 
Antipsycotics 39 (12.83%) 30 (15.23%) 69 (13.77%) 
Antidepressants 17 (5.59%) 0 (0.00%) 17 (3.39%) 
Mood stabilizers 3 (0.99%) 4 (2.03%) 7 (1.40%) 
Long-acting injectable antipsychotics 1 (0.33%) 5 (2.54%) 6 (1.20%) Pearson chi2=49.17
Benzodiazepines + antipsychotics 58 (19.08%) 52 (26.40%) 110 (21.96%) p<0.001
Antidepressants + other psychiatric drugs 62 (20.39%) 11 (5.58%) 73 (14.57%) 
Mood stabilizers + other psychiatric drugs 47 (15.46%) 31 (15.74%) 78 (15.57%) 
Long-acting injectable antipsychotics + other psychiatric drugs 55 (18.09%) 54 (27.41%) 109 (21.76%) 
Not specified 10 (3.29%) 7 (3.55%) 17 (3.39%) 

Mono- or poly-therapies at discharge, n (%)    
Mono-therapy 81 (26.73%) 43 (22.51%) 124 (24.75%) Not Significant
Poly-therapy 222 (73.27%) 148 (77.49 %) 370 (73.85%) 

Route of therapy administration during hospitalization, n (%)    
Oral 230 (75.66%) 118 (59.9%) 348 (69.46%) Pearson chi2=37.14
Injective 26 (8.56%) 6 (3.05%) 32 (6.39%) p<0.001
More than one route 48 (15.78%) 71 (36.05%) 119  (2.38%) 
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in 14.21% of patients involuntarily admitted and only 
in 4.28% of patients voluntarily admitted. Disturbed 
Personal Identity was diagnosed in 8.18% of the sam-
ple, with a difference between IH (11.68%) and VH 
(5.91%).

The variables related to the status of hospitalizations 
according to our model of  single and multiple logistic
regression

After extrapolating the variables that correlated in 
a statistically significant way to the hospitalization sta-
tus (VH=0, IH=1) to the single logistic regression, we 
subsequently applied the multiple logistic regression 
model, correlating all the statistically significant vari-
ables to the status of hospitalization. In Table 5, the 
variables with an Odds Ratio >1 statistically signifi-
cantly correlated with IH are shown: the manifestation 
of aggressiveness during hospitalization, the absence 
of organic co-morbidity, the need for extra-psychiatric 
medical services, assistance and rehabilitation activi-
ties during hospitalization and a complex therapy that 
requires multiple routes of administration.

Discussion 

Our sample was sufficiently representative of pa-
tients admitted to a SPDT over a full calendar year. 
During the observation period of our study, we re-
ported 501 hospitalizations, of which 60% were vol-
untary and 40% were compulsory treatment. This data 
is in line with scientific literature, in particular, with a 
recent Norwegian study, which in 2013 evaluated the 
predictors of involuntary hospitalizations, reporting 
56% patients in VH and 44% of patients in IH (6). 

The first observation that emerges from our de-
mographic data is related to the age of involuntary 
patients, significantly higher than voluntary patients. 
Although we could expect an opposite result, since 
many psychiatric disorders begin at young age, recent 
literature confirms our result. In fact, two studies, car-
ried out in Norway (6) and in China (21), respectively 
in 2013 and 2014, showed that the average age of pa-
tients involuntarily admitted (30.9 years in the Chi-
nese study and 40.4 in the Norwegian study) was sig-
nificantly higher than those admitted voluntarily. This 
data can explain the high percentage of our PIH who 

Table 4. Diagnosis variables related to all hospitalizations in SPDT from 1-1-15 to 31-12-15

Variables Voluntary  Involuntary Total Statistical Test
 hospitalizations hospitalizations N=501 Probability
 N=304 N=197 

Psychiatric diagnoses (ICD-9-CM) at discharge, n (%)    
Schizophrenia and other psychosis 106 (38.87%) 94 (47.72%) 200 (39.92%) 
Personality disorders 63 (20.72%) 25 (12.69%) 88 (17.56%) 
Depressive disorders 53 (17.43%) 8 (4.06%) 61 (12.18%) 
Manic Episode in Bipolar disorders 18 (5.92%) 29 (14.72%) 47 (9.38%) Pearson chi2=52
Anxiety Disorders - Adjustment disorders 21 (6.91%) 6 (3.05%) 27 (5.39%) p<0.001
Dementia and other organic psychosis 9 (2.96%) 16 (8.12%) 25 (4.99%) 
Alcohol and substance abuse and dependence 14 (4.61%) 10 (5.08%) 24 (4.79%) 
Others 20 (6.58%) 4 (2.03%) 24 (4.79%) 

Nursing diagnoses (NANDA-I) at admission, n (%)    
Ineffective Health Management 65 (21.38%) 46 (23.35%) 111 (22.16%)    
Ineffective Impulse Control + Disturbed Personal Identity 61 (20.07%) 43 (21.83%) 104 (20.76%) 
Risk for Suicide 82 (26.97%) 15 (7.6%) 97 (19.36%) Pearson chi2=50.99
Dysfunctional Family Processes 49 (16.12%) 38 (19.29%) 87 (17.37%) p<0.001
Ineffective Impulse Control 13 (4.28%) 28 (14.21%) 41 (8.18%) 
Disturbed Personal Identity 18 (5.91%) 23 (11.68%) 41 (8.18%) 
Others 17 (5.6%) 3 (1.52%) 20 (3.99%) 
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had retirement pension (12.5%), similar to the Norwe-
gian study above mentioned (6), which showed 7.9% 
of retirees among involuntary patients, in both stud-
ies higher than voluntary patients. This result suggests 
that severe mental disorders which induce patients to 
refuse treatments can be an important antecedent of 
disability and/or early retirement, as other authors re-
ported (22). 

Regarding the nationality, the majority of our pa-
tients was Italian, followed by 15.12% of non-Europe-
an patients, which reflects the immigrant percentage 
of 12% of total population registered in Emilia Ro-
magna region (23).

Among demographic variables, the percentage 
of male patients was more represented, with a slightly 
higher frequency among involuntary patients, result in 
line with the literature (3): a recent study carried out 
in Dublin (24) reported a percentage of male patients 
involuntarily admitted comparable to ours (59.4%).

Among the demographic variables analyzed, we 
highlighted that involuntary patients more frequently 
lived alone, indicating relational difficulties or social 
maladjustment, in accordance with literature (25). 

With regard to the clinical features evaluated, we 
have shown that patients in IH were more frequently 
hospitalized for Acute worsening of psychopathology, 
whereas voluntary patients for Self-injurious Behav-
iour or Suicide Risk. This observation highlights the 
different clinical profile of the two groups of patients 

concerning the adherence to treatment and indirectly 
suggests the appropriateness of hospitalizations. 

We observed a statistically significant difference 
also in the length of the hospitalization which, in ac-
cordance with literature (25), was longer in IH com-
pared with VH, which could indicate greater difficul-
ties in treating involuntary patients. 

A similar assessment has also emerged from the 
previously mentioned Norwegian study which report-
ed an aggressive behaviour that often required police 
intervention during the hospitalization process with a 
higher percentage among IP compared to PVH (6,26-
28). This finding is in line with the data concerning 
PIH care needs; in fact, behavioral control was neces-
sary for a greater number of patients in IH than those 
admitted voluntarily, which was also confirmed by the 
statistically significant positive correlation between IH 
and need for assistance, as evidenced by the multiple 
logistic regression model. 

The complexity of PIH management is further 
indicated by the data on therapy administration in the 
ward. We have indeed observed that, although the ma-
jority of patients in both groups took oral therapy, the 
percentage of patients undergoing compulsory treat-
ment taking multiple-pathway medications, particu-
larly intramuscular long acting therapies, was much 
greater, a result that can be explained by the need to 
prescribe a more complex therapy or with the PIH re-
fusing therapy due to lack of compliance. 

Table 5. Variables statistically significantly related to dependent variable (VH=0, IH=1) in our multiple regression logistic model 

Variables Odds Ratio Standard Error Probability 95% Confidence Interval 

Aggressive behaviour (mild, moderate, severe):  2.49 0.72 0.002 1.41-4.39
present vs not present* 

Organic comorbidity: 2.17 0.48 0.0001 1.41-3.34
not present vs present* 
 
Medical activities:  1.72 0.44 0.030 1.05-2.82  
present vs not present* 
 
Rehabilitative activities: 1.63 0.1 0.0001 1.44-1.83
present vs not present* 
 
Route of therapy administration: 1.52 0.18 0.001 1.2-1.92
more than one vs oral administration*  

 * reference variable 
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Regarding the psychiatric diagnosis at discharge 
(ICD-9-CM) (20), the most representative among 
PIH was Schizophrenia or Other Psychosis (47.72%) 
in higher percentage compared to the group of PVH 
(38.87%). This data is in line with the results of the 
latest research, as shown by the study carried out in 
Switzerland in 2011 which, reports that among all 
the diagnostic groups, patients with schizophrenia are 
more likely to be hospitalized with mandatory medical 
treatment (18, 29). 

This pathology frequently induces serious behavio-
ral changes and refusal of treatment, as clinical experi-
ence teaches. According to 2014 ISTAT report (30), the 
diagnosis of Schizophrenia or Other Psychosis was the 
most frequent among patients discharged from com-
pulsory medical treatment in Emilia Romagna in 2014: 
512 patients out of a total of 984 patients discharged 
from IH, corresponding to 52% of the total (30).

We found significant difference in the frequency 
of the discharge diagnosis of Major Depressive Epi-
sode and Dysthymia as well as Self-injurious behaviors 
or Risk of Suicide as a diagnosis for admission, which 
were more present among PVH. Another frequent 
association that we have found is between PIH and 
diagnosis of Manic Episode in Bipolar Disorder, that 
can be justified by the symptom characteristic of this 
pathology: a state of excitement with megalomaniac 
experiences that, especially if severe with psychotic 
symptoms, can lead to a refusal of therapy.

The patients of our sample admitted involuntarily 
presented psychiatric disorders with a low prevalence 
of comorbidity. In our analysis of multiple logistic re-
gression, the absence of organic comorbidity correlated 
significantly with compulsory hospitalization. 

With regard to NANDA-I nursing diagnoses 
(19), we found that they overlapped the reasons for 
hospitalization, both having been formulated at the 
time of admission.

We found that the diagnosis of Suicide Risk 
(7.60% in PIH) was present in 26.97% of patients ad-
mitted to voluntary treatment, totally in line with the 
reasons for hospitalization (Self-injurious behaviors or 
Suicidal risk) and psychiatric medical diagnosis (Ma-
jor Depressive Episode and Dysthymia). Moreover, in 
line with the reasons for hospitalization and medical 
diagnosis, a high percentage of PIH (14.21%) was di-

agnosed as Ineffective Impulse Control. This data was 
also related to the need for Behaviour Control, most 
frequently present in the group of patients in IH in 
comparison with voluntarily admitted patients, who 
more often required Personal daily care. We have to 
notice that the different care needs can have been con-
ditioned by the different age of patients. 

We must also emphasize that both nursing diag-
nosis and psychiatric medical ones presented an over-
lapped statistically significant different distribution 
in the two groups, which therefore appeared different 
from the psychopathological point of view. 

Regarding the discharge destination, we reported 
that PIH more frequently than PVH were transferred 
to other hospital departments, including psychiat-
ric wards located in other public or private affiliated 
hospitals. This observation could indicate that patients 
admitted in compulsory regime more often presented 
such  serious and complex clinical conditions as to re-
quire  additional long-term treatment in another psy-
chiatric ward or protected health care facility, where 
they were transferred since  only urgent and short-
term treatments can be provided in SPDT, according 
to our national and local guidelines. 

Another important result concerning  discharge 
modality is the percentage of 3.55% of PIH who were  
not sent to any service due to their self-discharge. 
This data suggest that the original refusal of treatment 
expressed by these patients, who had then required 
compulsory procedure, was persistent and difficult to 
modify even  after a period of treatment, indicating the 
most serious pathology. 

Another clinical variable we analyzed was the 
therapy prescribed for discharge. In this regard, we 
observed that antidepressants, in mono-therapy or in 
poly-therapy, were prescribed with a much higher per-
centage to patients in VH compared to those in IH, in 
agreement with other characteristics of this group of 
patients (motivation of hospitalization, medical diag-
nosis and nursing). 

On the contrary, antipsychotics, both in mono-
therapy and in poly-therapy, were  prescribed in a 
higher percentage to PIH, also in line with the charac-
teristics associated with these patients.

We have also found that long-acting injectable 
antipsychotics was prescribed in a much higher per-
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centage to patients admitted to compulsory treatment, 
suggesting that, even at discharge, these patients did 
not have a total adherence to therapy and therefore re-
quired a prescription of a drug that did not require a 
voluntary daily intake. 

Finally, we have to note that the potential risk 
factors for compulsory hospitalization, according to 
our multiple logistic regression model, were aggressive 
behaviour, care and rehabilitative needs and multiple 
routes of therapy administration, all conditions which 
indicate the clinical severity and management com-
plexity of PIH.

Some limitations have to be mentioned regarding 
this study. A limit of our study can be represented by 
its retrospective design, in which the diagnostic and 
assistance hypothesis was formulated on the basis of 
the data obtained from medical and nursing records 
and not from direct observation of the patient. A fur-
ther limitation can be identified in the difficulty of 
obtaining complete and exhaustive information for all 
patients in the sample. Moreover, given the large num-
ber of the sample and the retrospective design, we were 
not able to formulate a complete nursing assistance 
plan, assessing the totality of the patients’ care needs. 
In this regard, nursing diagnoses were hypothesized on 
the basis of admission reasons, retrospectively extract-
ing them from information obtained from medical and 
nursing records. We must stress that this is a prelimi-
nary study whose results are not exhaustive due to the 
heterogeneity of our sample by age and other variables. 
To assess the predictability of the risk factors we have 
highlighted, more detailed analyses and prospective 
research are needed. Despite these limitations, this 
study was able to show the prevalent characteristics 
of a group patients compulsorily treated in an Italian 
acute psychiatric ward.

Conclusions 

Our results highlight that patients who required 
compulsory treatments were affected by the most severe 
psychiatric disorders with social maladjustment, need-
ing complex therapeutic and rehabilitative strategies in 
order to counteract aggressive behaviour, poor thera-
peutic compliance and prolonged hospitalizations.

In particular, our patients involuntarily admitted, 
in comparison with voluntarily hospitalized patients, 
were older, living alone, retired, not having organic co-
morbidities but requiring medical treatment for tests 
and therapies. They suffered from Schizophrenia or 
Other Psychosis, requiring assistance for behavioral 
control and daily rehabilitative activities. Moreover, 
they were prescribed long-acting  antipsychotics, re-
quired prolonged hospitalizations, showed severe ag-
gressive behavior and were more often sent to a pro-
tected facility at discharge. 

Our results highlight that involuntary state of 
hospitalization represents a high risk factor for the 
lengthening of hospitalizations, confirming that it is 
an extreme therapeutic intervention, that is necessary 
and cannot be postponed, as stated in the 180 Law, in 
serious and complex clinical situations. 

We hope we have contributed to reflections on the 
practice of compulsory medical treatments. Following 
the introduction of the Basaglia 180 Law in 1978 (12), 
which overcame the stigma of “social danger” as a rea-
son for hospitalization, the improvement of psychiatric 
practice and the reduction of coercive measures in the 
psychiatric field have clearly been achieved. 

Assessing patients’ demographic and clinical 
characteristics can help clinicians recognize patients 
who are at risk for involuntary treatment. These fac-
tors should be taken into consideration by health 
policy programs with the aim to  reducing the use of 
involuntary treatment in psychiatric ward. By address-
ing  modifiable factors like poor social support, poor 
functional status and poor adherence to medication, 
compulsory admissions could be prevented.

Despite the willingness to reduce the percentage 
of involuntary admissions, as stated in the regional di-
rectives, the possibility of applying involuntary treat-
ments can represent the only possible procedure for 
increasing prevention and treatment in a few, but ex-
tremely severe, clinical situations. 

Therefore, this practice should not be demonized, 
as showed by our study, but  should be absolutely limit-
ed to  patients not otherwise treatable in order to treat 
and rehabilitate them, always in accordance with the 
ethical criteria of good professional practice. 
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Abstract. Background: Cervical cancer is the second most common women’s cancer in less developed regions 
and it is the leading cause of cancer mortality among women in Senegal. Because of the high costs, cervical 
cancer prevention is very rare in developing countries and it is often based on visual inspection methods. The 
University of Parma (CUCI)  and the MANI association have developed a cervical cancer screening project 
addressed to rural Senegal communities. The aim of the project was to disseminate the cytocervical sampling 
technique among Senegalese nurses and midwives, as a completion to the local visual inspection method. 
Other objectives were to verify the prevalence of precancerous lesions and to evaluate cervical cancer knowl-
edge and attitudes among women who participated at the screening campaign. Interventions: A theoretical 
and practical training plan on cervical cancer screening was provided to the local health workers at various 
levels. The screening was performed through a first step visual inspection exam to 203 women, followed by a 
Pap smear in case of positive outcome. 20 women participated also to a structured interview. Results: The Pap 
smear material was adequate in all the samples collected where this indicates that the objective to disseminate 
cervical cancer screening techniques has been achieved.  Of the 203 women involved in the screening project, 
68 were tested positive at the first step and 38 of them were submitted to Pap tests. Conclusion: The difficulties 
encountered confirm how Pap tests have overall proved inordinately complex and expensive for developing 
countries. It seems more sensible to deal first with global health in terms of basic hygienic sanitation, includ-
ing an educational component in screening programs in order to sensitize women to the risk factors of cervical 
cancer.

Key words: cervical cancer, prevention, screening, cervix, pap test, pap smear, international cooperation, Sen-
egal, global health
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O r i g i n a l  a r t i c l e :  C l i n i c a l  v a r i a b l e s  i n  h e a l t h c a r e

Background

Cancer of the cervix uteri is the 4th most com-
mon cancer among women worldwide, with an esti-
mated of 527,624 new cases and 265,672 deaths in 
2012 (1). In particular, it is the second most common 
cancer in women living in developing regions with an 
estimated 445,000 new cases in 2012 (84% of the new 
cases worldwide) (2). The spread of Papanicolau (Pap) 

screening test has progressively reduced the mortality 
of cervical cancer disease in middle-and high-income 
countries.

Cervical cancer is the first cancer, recognized by 
the World Health Organization, attributed to an in-
fection: HPV infection. The development of Papillo-
mavirus vaccines can effectively contribute to reduce 
the incidence of cervical cancer through primary pre-
vention, by interrupting the origin of the chain from 
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infection to cancer. While incidence and mortality 
rates have fallen significantly in developed countries, 
cervical cancer still remains the leading cause of can-
cer deaths in limited resource countries. It is estimated 
that the prevalence of genital infections due to HPV 
ranges from 2% to 44% all over the world, with the 
highest percentage in Senegal. 

In developing countries, due to socio-economic 
conditions and a poor health system, cervical cancer 
prevention is very rare due to the high costs and it is 
often based, according to WHO guidelines, on visual 
inspection methods using acetic acid (VIA) or Lugol’s 
iodine (VILI) without the use of the colposcope; the 
socalled “see-and-treat” approach is the only one used 
in the most equipped sites (3). VIA, with or without 
VILI, is a good screening, simple test, has low cost and 
high sensitivity in comparison to Pap smear. Visual 
inspection methods appear overall effective for pri-
mary screening but they are still prone to subjectivity, 
requiring well trained staff (3, 4). Furthermore, as far 
as low-cost, point-of-care, relying on low technology, 
they have a poor positive predictive value, leading to 
significant over-treatment or over-referral of women 
with positive tests. Finally, establishing reliable quality 
control is just as difficult (5-7). Despite these limits, 
the opportunity to introduce cytology screening pro-
grams has largely been considered in the last decades, 
but it has failed in most developing countries. Due 
to competing health priorities and lack of resources, 
including health infrastructure (trained cytotechnolo-
gists, diagnosis and treatment facilities), human and fi-
nancial resources (8), the implementation of new strat-
egies to improve cervical cancer prevention is required 
(9). Factors associated with peculiar attitudes towards 
cervical cancer screening can constitute an additional 
barrier to the spread of the screening in limited re-
sources countries (10, 11). 

Cervical cancer is the most common cancer in 
Senegal in women between 15 and 44 years of age; 
4.43 million is the number of the female population 
aged over 15 who is at risk of contracting this tumor. 
Current estimates indicate that 1,482 women develop 
cervical cancer every year and 858 die from the disease 
(12). About 2.3% of women in the Senegalese general 
population are estimated to harbour cervical HPV-
16/18 infection at a given time, and 44.6% of invasive 

cervical cancers are attributed to HPVs 16 or 18 (12). 
Most of these women have not been diagnosed, nor do 
they have access to treatment that could cure them or 
prolong their lives (13). 

Considering the scale of the problem and its bur-
den, the University of Parma (CUCI)1 and the MANI2 
association have developed the project Doors open to 
women’s health: Organization of a screening program for 
the prevention of female tumors, funded by the Emilia 
Romagna Region (Italy), on the prevention of cervical 
cancer in a Senegal rural area as part of the interna-
tional cooperation initiatives ongoing since 2010. The 
project was developed starting from Senegalese nurses 
and midwives, who expressed their training need for 
the Pap test technique.

Objectives of the project 

This international cooperation project had three 
main objectives. The first one was to disseminate cer-
vical cancer screening, in particular the cytocervical 
sampling technique as a completion to current visual 
inspection methods, in five rural villages of Senegal, as 
requested. The second objective was to verify the prev-
alence of precancerous lesions and the last one aimed 
at evaluating cervical cancer knowledge and attitudes 
towards screening tests among women belonging to 
these villages.

The project was carried out with the collaboration 
of the FEEDA3 association in five “Center de Santé” in 
Thiés region (Senegal).

Interventions

A theoretical and practical training plan on cervi-
cal cancer screening was provided to the local health 
workers at various levels. 

1 CUCI: Centro Universitario per la Cooperazione Internazio-
nale (University Centre for International Cooperation)
2 MANI: association promoting cooperation initiatives in coun-
tries with limited resources
3 FEEDA: Femme, Education, Eau et Développment en Af-
rique
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The training has been designed in 3 steps: 
1)  targeted training to ASC4, relais5, bajenu gox6, 

matrone7 on the genital infection due to human 
papilloma virus (HPV) and on the preventive 
approach; information and awareness-raising 
campaigns to the women of the villages; 

2)  theoretical training of midwives and nurses on 
screening methods conducted by two experi-
enced Italian midwives: both meetings, lasting 
4 hours each, have taken place with the support 
of the cultural mediation of the head nurse;

3)  screening under the supervision of Italian mid-
wives as part of the “Open doors to health” 
campaign in the rural areas of Pire, Thienaba, 
Dioll Kad (Kombole), Keur Bakar (Fondi-
ounge), Sokone. The screening, offered free of 
charge, has been divided in three phases: visual 
inspection using acetic acid and Lugol’s iodine 
addressed to all female population without any 
restriction; selection of positive cases to be sub-
mitted to Pap-test; execution of Pap-test after 
48 hours. The Pap-test material adequacy was 
used as an indicator to verify the achievement 
of this goal.

The activity took place from March 26th 2016 to 
April 5th 2016.

Women involved in the screening were 203. They 
were also invited to participate in a structured inter-
view and 20 of them agreed. The questionnaire took 
approximately 15 minutes to complete and was de-
signed in French, translated and interviewer-admin-
istered in Wolof, the language spoken in Senegal, by a 
trained research assistant. Participants did not receive 
any incentive to participate. This oral survey comprised 
thirty multiple-choices that covered three sections: so-
cio-demographic factors; health factors; cervical can-
cer knowledge.

Results

203 women underwent the visual inspection: 119 
in Pire, 57 in Keur Amath Seune (Sokone) and 27 in 
Nioro Alassane Tall (Sokone). Every women joined 
the first step of the screening campaign, that is visual 
inspection using acetic acid and Lugol’s iodine, upon 
collecting personal data and anamnesis (parity, meth-
ods contraceptives and previous gynecological inter-
ventions). 40 women were tested positive in Pire, 20 
in Keur Amath Seune and 8 in Nioro Alassane Tall. 
Unfortunately the second phase (Pap-test) was held 
only in Pire due to poor agreement among the parts. 
Of the 40 women that were tested positive in Pire, 38 
of them were submitted to the Pap test on March 29, 
2016. Two women were excluded for bleeding.

The Pap smear material was adequate in all the 
samples collected in Pire where this indicates that 
the objective to disseminate cervical cancer screening 
techniques has been achieved. 

Speaking of numbers, 45 was the medium age of 
the women submitted to the visual inspection who re-
sulted to be positive and 37 was the medium age of the 
ones who resulted negative. All women, either positive 
or negative, had their first pregnancy at the middle age 
of 20. But what makes the difference are gravidity and 
parity. The negative ones had an average of 4,5 preg-
nancies and 3,9 deliveries. The positive ones had 6,1 
pregnancies and 5 deliveries. As for family planning 
there has not been significant difference: the 54% of 
the negative ones took some contraceptives against the 
52% of the positive ones.

Of the 38 women who were Pap-tested, one of 
them was diagnosed with epidermoid carcinoma, 13 
had to undergo a biopsy for further investigation and 
6 were scheduled for another check-up within six 
months. 

Regarding follow-up no data have been accessi-
ble, except for 4 women who have undergone surgery, 
without further specification.

Of the 20 women included in the interview, all 
were married or had been married, 70% had polyga-
mous marriage contract, 90% were illiterate, 50% had 
their first sexual intercourse before fifteen years of age. 
The 60% had received information about the screen-
ing program from their family or friends but only 2 

4 ASC (agent de santé communautaire): Community Health 
Workers 
5 Relais: she has the task to inform and sensitize the community 
in order to prevent the most widespread diseases
6 Bajenu gox: she promotes maternal, newborn and child health 
at the individual, family and community level
7 Matrone: she helps the mother during pregnancy, labor, deliv-
ery and  puerperium
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Table 1. Participants characteristics and screening results

Age Job Age of first Gravidity Family planning Visual Pap-test results
  pregnancy   inspections 
     results

ND Housewife 25 8 No Positive Negative
ND Housewife 17 10 Pill and injection Positive LSIL. Colposcopy-directed biopsy recommended 
50 Housewife 16 9 No Positive HSIL. Colposcopy-directed biopsy recommended
51 Seller ND 5 ND Positive Negative
54 Housewife 22 8 No Positive Negative
32 Housewife ND 5 Injection Positive ASC-US. Pap-test or HPV-DNA test within 6 months 
      necessary
38 ND 25 5 No Positive Negative
64 Housewife 25 11 ND Positive Check after anti-inflammatory treatment necessary
52 ND 19 11 Injection Positive ASC-H. Colposcopy-directed biopsy recommended
38 Housewife 20 11 Pill Positive Negative
64 Housewife 44 11 ND Positive Negative
52 Matron 22 5 Injection Positive Negative
20 Housewife 15 2 Injection Positive Negative
69 ND 30 8 No Positive Negative
42 ND 20 7 ND Positive HSIL. Colposcopy-directed biopsy recommended
69 ND 15 7 ND Positive HSIL. Colposcopy-directed biopsy recommended
25 Housewife ND 2 No Positive Check after anti-inflammatory treatment necessary
57 Housewife 18 7 No Positive HSIL. Colposcopy-directed biopsy recommended
41 ASC 27 6 ND Positive ASC-US. Pap-test or HPV-DNA test within 6 months
      necessary
ND Housewife 18 5 No Positive ASC-US. Pap-test or HPV-DNA test within 6 months 
      necessary
49 Matron 20 2 No Positive Epidermoid carcinoma
32 Trader 18 4 Injection Positive Negative
26 ND 22 2 Injection Positive Negative
20 Housewife 19 1 Yes Positive Negative
29 ASC 18 3 Injection Positive ASC-US. Pap-test or HPV-DNA test within 6 months
      necessary
42 Trader 15 8 Injection Positive LSIL. Colposcopy-directed biopsy recommended
35 ND 18 4 Injection Positive HSIL. Colposcopy-directed biopsy recommended
44 Housewife 15 5 No Positive ASC-H. Pap-test or HPV-DNA test within 6 months 
      necessary
46 Farmer 17 7 No Positive ASC-H. Pap-test or HPV-DNA test within 6 months
      necessary
60 ND 18 9 ND Positive Check after anti-inflammatory treatment necessary
41 ND 20 4 ND Positive Negative
66 ND 24 9 ND Positive Negative
36 ND 20 6 Yes Positive ASC-US. Pap-test or HPV-DNA test within 6 months 
      necessary
55 Housewife 18 5 ND Positive Check after anti-inflammatory treatment necessary
44 Housewife No 0 ND Positive Cell atypia. Colposcopy-directed biopsy recommended
42 Trader 18 7 No Positive ASC-H. Pap-test or HPV-DNA test within 6 months
      necessary
34 Trader 15 4 Injection Positive ASC-US. Pap-test or HPV-DNA test within 6 months 
necessary
54 Trader 15 12 No Positive Cell atypia. Colposcopy-directed biopsy recommended
54 ND 25 5 No Positive Not done because of bleeding
61 Trader 15 7 Pill and injection Positive Not done because of bleeding
45,62  20,22 6,175   
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of them had already been screened before because of 
lack of information. The interviews show that women 
wouldn’t feel ashamed if they had a cervical cancer and 
the majority of them would talk to someone about this 
problem (14 of them with their own mother and 4 of 
them with their own husband). The limited number 
of interviews collected and communication difficulties 
did not make possible the complete collection of all 
the information required for an assessment of attitudes 
towards screening in the group of women interviewed.

Discussion

The collected data confirm the prevalence of cer-
vical cancer among Senegalese women. The use of 
Pap-test screening, in addition to the visual method, 
has allowed to enroll women with precancerous lesions 
into a diagnostic and therapeutic path. Unfortunate-
ly, the difficulties in communication and in material 
transport, together with the lack of means of travel and 
travel arrangements for women, as well as the underly-
ing cultural clash made it possible to carry out the Pap 
smears only in the village of Pire. This shows how such 
a project requires to be supported by a well-organized 
and detailed plan and confirms how pap smear-based 
prevention approaches, as far as successful in prevent-
ing cervical cancer where implemented correctly, have 
overall proved inordinately complex and expensive for 
developing countries (14). It’s important to point out 
that in order to undergo a surgical procedure, women 
must find money inside the families, through a sort of 
charity collection, which is not often enough either. 

Many of the factors that increase HPV acqui-
sition and promote the oncogenic effect of the virus 
are largely widespread in Senegal. These include: po-
lygamous marriages, high parity, the early age of first 
sexual intercourse and early pregnancies. Polygamy is 
accepted in many societies in Africa and this may in-
crease the probability for a girl to catch HPV infec-
tion at first intercourse with her husband. Polygamy 
is reported to increase the risk of cervical cancer two-
fold and the risk in-creases with increasing number of 
wives (15). High parity, which is the norm in some 
cultures in Africa, is also a recognized, independent, 
HPV-related co-factor for the development of cervical 

cancer (16). The only protective factor is circumcision 
as applicable to the majority of Senegalese men (17).

The early age of first sexual intercourse and early 
pregnancy have been as well identified as risk factors 
for invasive cervical cancer in developing countries and 
our data confirm previous studies (18, 19). These fac-
tors are closely linked to both low education, socio-
cultural level and widespread illiteracy.

It’s indispensable to include an educational com-
ponent in screening programs for women in the re-
productive age in order to sensitize women to the risk 
factors of cervical cancer. Considering the early age of 
first pregnancy, the educational program should start 
at the primary school.

A different approach to the problem should con-
sider the introduction of anti-HPV vaccination, but 
the assessment of the cost/benefit ratio of a vaccina-
tion campaign is outside the competences of the pro-
ject participants. Moreover, if on the one hand the vac-
cine offers an immediate solution, on the other hand 
it exposes to the risk of missing proper information 
about sexually transmitted infections.

Conclusions

The absence of a health system that guarantees 
access to treatment and the lack of health care im-
pose some considerations: it seems more sensible to 
deal first with global health in terms of basic hygienic 
sanitation, especially aiming at education as a whole, 
before applying methods which, as much as really ef-
fective tailored to our context, might turn out to be 
useless in contests with limited resources and striking 
cultural and health-care inequalities (19). 

As a matter of fact, to properly legitimize a pre-
vention project in such contests with limited resources, 
it is a priority to dwell on the anthropological study 
of the population considered. It is necessary to start 
from a deep insight into the targeted context, not just 
to ensure its overall understanding, but to guarantee 
the respect for the local hierarchies.  This is meant both 
in terms of regard for the local culture and mental-
ity and in terms of effectiveness. To be effective,  any 
planned intervention needs to be first agreed with the 
people at the top of a certain healthcare setting. We 
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had proof of it throughout the whole project.  Along 
the way we also got to learn the will of local midwives 
belonging to different villages to receive the training in 
one unique centre, separate from their work setting, in 
order to bring the acquired know-how into their vil-
lages  at a later stage.  These midwives are really proud 
to implement new skills, once acquired, however it is 
just as important for them to avoid prejudices, feel-
ing subordinate to western midwives in front of their 
local people. In this respect, it is therefore essential 
to guarantee expenses and logistics for the transports 
from their villages to the training centre as part of the 
project budget.

In conclusion, we believe our project could be ex-
panded taking into account school education, sexual 
education, as well as hygiene and health promotion, 
both among the local health workforce and in the 
general population, in order to ensure a collective im-
provement in assistance and support.
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Abstract. Background and aims: From a previous study (1) was highlighted that Expressive writing is an im-
portant strategy for preventing and managing the effects of compassion fatigue (2). It helps educate caregivers 
in recognising these feelings and providing them with a “space” and a time for their reflection. This, in turn, 
results in significant positive repercussions on the quality of service, reducing burnout risk, implementing 
coping strategies, and increasing perceived work satisfaction. Reflecting occasionally in writing about ambig-
uous and emotionally charged situations helps in many ways: it facilitates clarification and problem-solving, 
and makes one more spontaneous and present in social situations, more in tune with others and available to 
interact. People begin to interact differently with others and see themselves in a new light after writing about 
an emotional subject. The objective of thi study is ascertain and confirm the results of the previous study us-
ing a reduced methodological approach. Infact, the difference from the previous research is the use of only 
two expressive writing sessions. Methods: A comparison was made between the expressive writing and neutral 
writing of two randomized groups of health care professionals of palliative care. They were evaluated pre- and 
post-intervention using several scales and an ad hoc questionnaire. Results: After analyzing the texts, this 
study confirm  previous results, using only two sessions.

Key words: coping, emotions, expressive writing, working satisfaction
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O r i g i n a l  a r t i c l e :  Q u a l i ta t i v e  i n s t r u m e n t s  i n  h e a l t h c a r e  r e s e a r c h

Background

From a previous study (1) it was highlighted that 
Expressive Writing (EW) is an important instru-
ment to improve individual strategies for preventing 
and managing the effects of compassion fatigue (2). It 
helps educate caregivers in recognizing these feelings 
and providing them with a “space” and a time for their 
reflection. This, in turn, results in significant positive 
repercussions on the quality of service, reducing burn-
out risk, implementing coping strategies, and increas-
ing perceived work satisfaction (1-6). Reflecting oc-
casionally in writing about ambiguous and emotionally 

charged situations helps in many ways: It facilitates 
clarification and problem-solving, and makes one more 
spontaneous and present in social situations, more in 
tune with others and available to interact. People begin 
to interact differently with others and see themselves 
in a new light after writing about an emotional subject.

The interventions of EW in literature show a dif-
ferentiation in the methodological structure. The writ-
ing methodology includes time and numbers of writ-
ing sessions. 

In the meta- analysis of Smith (7) we notice that 
“…the numbers of the writing sessions and the length of 
each session do not influence the effects of the technique. We 
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obtained positive results letting patients write from 3 to 6 
days and for a period that varies from 15 to 20 minutes for 
each session…” and Smyth concludes that “…writing 
once per week instead of 3 or 4 times during the following 
days increases the effects in the set of variables took into 
account in the different works. This effect depending on the 
interval among sessions could suggest the need of a longer 
period of time to allow the processing of what was writ-
ten” (8). 

Another meta-analysis (4) analyzed studies where 
participants were asked to write for 20 minutes per 3 
o 4 days but also once or twice per week per several 
weeks taking into account few other variables but no-
body has ever experimented a shorter writing program. 
A further study (9), led on patients affected by leu-
kemia and lymphoma,  shows that also an only, brief  
exercise of expressive writing is linked to an improve-
ment in terms of quality of life. 

Imrie & Troop (10) employed the expressive writ-
ing in a day-hospice setting. The three sessions of 20 
minutes each occurred in a gap of one week to each 
other, according to the visit frequency of patients to 
hospice; this study highlighted  physical and psycho-
logical benefits: The patients who experienced the ex-
pressive writing increased the level of self-compassion 
and self-confidence. 

In the study about the expressive writing for met-
astatic breast cancer patients, Low, Stanton, Bower 
and Gyllenhammer (11) asked participants to write at 
home for four sessions of 20 minutes in a gap of three 
weeks. The results show that the expressive writing is 
effective to reduce the pain in those patients with a low 
level of anxiety. 

Milbury, Lopez, Spelman, Wood, Matin, Tannir, 
Jonasch, Pisters, Wei and Cohen (12) arranged a study 
to identify the groups with the highest possibilities to 
benefit from the expressive writing. The participants 
(277 patients affected by kidney cancer) were assigned 
to complete four writing sessions of 20 minutes at 
home throughout a period of 10 days with at least 1 
day and not 3 days among the sessions. The results un-
derlined that the patients with recognition of baseline 
depressive symptoms and social support as intervention 
moderators may lead to improved patient selection for 
EW interventions. The results showed also that the 
same patients obtained better results for QOL. 

Aim

Based on the literature, the objective of this study 
is to evaluate whether a reduced methodological ap-
proach will confirm the results of the previous study 
(1). In fact, only two expressive writing sessions were 
scheduled for the intervention.

In particular, the hypotheses are that:
-  The use of the expressive writing improves or 

maintains the work satisfaction;
-  the use of the expressive writing increases the 

employ of the adaptive coping strategies (social 
support, active participating, problem - orienta-
tion) and reduces the maladaptive coping strate-
gies (avoidance);

-  the use of the expressive writing reduces stress 
and the burnout risk; 

-  the benefits on work situation and adaptive cop-
ing strategies are higher in professionals that use 
the Expressive Writing compared to the ones 
that employ the Neutral Writing. 

Method

Study Design

This study is quantitative, multicenter, prospective 
with quasi experimental 2x2 design with two groups 
(experimental group expressive writing/neutral control 
group) and two measurements (pre/post test with a 
minimum interval of 1 day and not more than 3 days) 
(13).

Participants

Participants were selected through a balanced 
sampling for setting and years of professional expe-
rience. Professionals that work in the Palliative Care 
field, speak and write Italian, have been included.

The professional in this study was selected in the 
Palliative Care operating units and Hospice and Local 
Health Service like as: 

-  Hospice of Vertova (BG) e ADI (Italian nurs-
ing Home Care system) “Foundation of Cardi-
nal Gusmini”;



The benefits of expressive writing 37

-  Hospice of Bergamo “Beato Luigi Palazzolo 
home care”;

-  Hospice of  Cremona “San Camillo home care”;
-  Home Care Operating Unit of oncology of  

Scandiano;
-  ADI (Italian nursing Home Care system) of 

Carpi (Modena).
Participants who expressed the desire to partici-

pate in the study, after signing the informed consent, 
were assigned by randomization to the experimental or 
control group.

Instruments 

A personal-social questionnaire has been given 
to participants in the pre-test phase. In this stage, we 
asked: 

-  Age; 
-  sex; 
-  marital status; 
-  education level; 
-  job.
To evaluate the effects of the EW vs the Neutral 

Writing on the investigated constructions (work satis-
faction, coping strategies and burnout) during the pre-
test and at the end of the last writing session, we used: 

1) Coping Orientation to the experienced 
(COPE-NVI-25) (13), a reduced version of the 
COPE-NVI  scale that measures faster and easier the 
coping strategies. In particular, this test is made of 25 
items that investigate five dimensions:

•  Problem orientation;
•  transcendent orientation;
•  positive aptitude; 
•  social support;
•  avoidance strategies. 
The questionnaire requires answers that follow a 

6 points Likert scale (1=I never do it, 6=I always do 
it) about what to do and how to behave in situations 
of high stress. 

2) Stress evaluation thermometer a tool consist-
ing of a Likert scale with a score range of 0-10. 0= 
emotional distress absence and 10=the maximum of 
emotional distress perceived. 

The participant is asked to circle the number that 
describes better his/her distress during the last week.

3) Maslach Burnout Inventory (MBI) (14)
At the beginning , it was aimed to caregiving pro-

fessions or those jobs that involve  a considerable emo-
tional interaction between the professional and the 
user (for instance psychologists, voluntary and social 
workers, teachers, nurses, doctors, etc.) but over time,  
its use increased involving all those jobs and profes-
sions that require a constant relation with the audience 
or people in need. 

The MBI is made up of 22 items that measure 
3 dimensions and are independent from the burnout: 

1)  Emotional exhaustion that examines the feelings 
of being emotionally withered and exhausted 
with the job. 

2)  Depersonalization that measures impersonal 
and cold answers of service users.

3)  Personal fulfillment that evaluates feelings about 
his/her own competence and success desire in 
the work with others.

Each one of the 22 items requires to show the fre-
quency of the feeling concerning each item, following 
a 7 points Likert scale (0=never; 1=sometimes per year; 
2=once per month or less; 3=sometimes per month; 
4=once per week; 5=sometimes per week; 6=everyday). 

4) Questionnaire about the work satisfaction (15) 
It is made up of 31 items that investigate 8 subject 

areas:
1)  Explicit recognition (salary, incentives, etc.). 
2)  Work - family balance.
3)  Organization of working hours.
4)  Colleagues.
5)  Social interaction opportunities. 
6)  Professional opportunities.
7)  Praises and recognitions.
8)  Control/responsibility. 
For each one of the 31 items, it is asked to specify 

the satisfaction level on a 5 points Likert scale (1=maxi-
mum dissatisfaction and 5=maximum satisfaction).

5) Questionnaire about the writing session 
evaluation 

It is an ad hoc questionnaire developed to evalu-
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ate the usefulness of writing in relation to the con-
structions analyzed in a brief time (during the last days 
before the first session). It is made up of 4 items:

1)  How much is the writing experience useful?
2)  Did you find solace in the writing during last 

days?
3)  Were you uncomfortable with the using of the 

writing?
4)  Would you suggest someone the use of writing?
For each questions, the participant is asked to tick 

the item that identify the usefulness of the writing: not 
at all useful, slightly useful, quite useful, very useful. 
This tool was given to participants that joined the Ex-
pressive Writing group in the post-test phase. 

Intervention

The intervention procedure in the experimental 
group was an expressive writing protocol, while the 
control group was given a neutral writing protocol 
(Figure 1), like a previous study. In fact, Expressive 
writing is a tool through which the subject describes 
his/her most profound thoughts and feelings about 
emotional events. In contrast, neutral writing is a com-
parison tool, through which the participant describes 
in a more objective way an event that is devoid of emo-
tions, thoughts or feelings. 

Procedure

Before its development, we explained the study 
and its procedure to each professional. Furthermore, 
we asked each professional his/her informed consent 
signature, showing the information and consent on 
personal data treatment in accordance with the Leg-
islative Decree 196/2003 pursuant to the standards of 
good clinical practice (Legislative Decree 211/2003). 
A form, which contains the all Socio-Demographic 
details of the sample, has been completed. The ano-
nymity of the study has been guaranteed through the 
creation of a personal code for each enlisted profes-
sional. This code is the result of coded information.

Experimental sessions were divided into two days:
Session 1: Socio-Demographic Questionnaire 

(sex, age, level of education, years of practice, Role 
currently held), Pre-Intervention, Sheet with Code 
Instructions, expressive writing session, Evaluation

Session 2: paper with Code Instructions; writing 
mandate with writing sheets, post-intervention.

In particular, both groups of the first writing ses-
sion were required to complete the socio-demographic 
questionnaire and scales requested by the study. 

Thereafter, participants were asked to complete 
the first writing session following the directions his/
her own mandate. At the end of the second writing 

Expressive writing instructions
Over the next three days, we would like you to write about your most profound thoughts and feelings about an important traumatic, 
emotional or stressful event that has affected your life. Write for 20 consecutive minutes. Do not worry about the grammar, spelling or 
structure of the writing. We would like, in your text, for you to examine your moods and deeper thoughts about this experience. It can be 
about any topic. But whatever it is, it should be something that struck you very deeply. It could be something about the past, the present or 
the future. The ideal would be if you choose something you did not talk about, in detail, with anyone. It is essential that you let yourself go 
and come into contact with your emotions and deeper thoughts. In other words, write what happened, how then did the episode feel, and 
what it means to you now. You can write about different experiences during each session, or about the same experience for all three days. 
At each session, the choice of the subject is entirely up to you. All your writing will be completely confidential and anonymous. The only rule 
is that once you start writing, you continue until the end of 20 minutes for 3 consecutive days.

Neutral writing instructions
We would like you to write for the next 3 days for 20 minutes continuously, without interruption, about how you use your time. In this 
writing we would like you to be as objective as possible. We are not interested in your emotions or opinions. We want you to be completely 
objective. Feel free to be as detailed as possible. In today’s writing we would like to describe what you did yesterday since you got up, until 
you went to bed. For example, it might start when the alarm clock goes off and you get out of bed. It could include things you ate, where you 
went, what buildings or objects you saw. The most important thing in this writing is to describe your days as accurately and objectively 
as possible. All the writings will be completely confidential. Do not worry about spelling, grammar, or sentence structure. The only rule is 
that once you start writing, continue until the end of 20 minutes for 3 consecutive days.

Figure 1. Mandatory Expressive Writing and Neutral Writing
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session, participants received the same scale given in 
the pre-test phase before the writing session and in ad-
dition also an ad hoc questionnaire for the experimen-
tal group to evaluate, “Would you suggest someone the 
use of writing?”

Data analysis 

Quantitative results were analyzed using SPSS 
23. A descriptive analysis of all variables and non-
parametric statistical analysis was performed for intra- 
and between-group comparison (expressive writing vs. 
neutral writing). The expressive writing samples were 
analyzed using the paper and pencil method through a 
coding of positive and negative emotions.

Results

As stated, there were 26 health palliative care pro-
fessionals who participated in the study. Average age 
was 46,15 (D.S.=7,842; minimum age=28 years; maxi-
mum age=59 years). 

The sample is made up of: N=16 nurses (61,5%); 
N=1 psychologist (3,8%) e N=9 health care assistants 
(34,6%).

The respondent group was composed mostly of 
females (N=88, 5%; male N=11,5%). Of these, 61.5% 
were nurses (N=16);  34,6% by health care assistance 
(N=9) and one psychologist.

Of the group, 88.5% (N=23) did not have pre-
vious writing experience before attending the study; 
11.5% (N=3) wrote in the past: personal diary and 
creative writing.

Finally, N=11 (42.3%) recruited employees were 
tasked with neutral writing, while N=15 (57.7%) em-
ployees received the expressive writing task. 

Comparison within the Expressive Writing Group

Friedman’s non-parametric test for related sam-
ples was used for the analysis within the experimental 
group in the 2-stroke (pre / post) (Table 1).

It highlighted a significance relating to avoid-
ance and transcendent strategies, depersonalization, 
and colleagues justifying the analysis post hoc with the 

use of the Wilkoxon test for dependant paired samples 
(Table 2). 

The experimental group and the control group 
were paired compared in each phase using the Mann–
Whitney U test. From this comparison, we noticed a 
significant difference in the use of the avoidance strat-
egy (U=58; p<.05) and in the colleagues relationship 
(U=5.6; P<.05) (Table 3 and 4).

It is interesting the existence of a statistical sig-
nificance (U= 232: p<.05) of the job satisfaction in 
the post intervention measured with the McCloskey 
Mueller Satisfaction Scale. In the control group, there 
is a decrease in the satisfaction concerning the work 
with colleagues from the PRE Phase=3 (Mdn) to the 
POST Phase=2.9 (Mdn). This does not occur in the 
experimental group that reports in the PRE Phase=3 
(Mdn) and in the POST phase=3.8 (Mdn).

Table 1. Comparison within the expressive writing group

Scale Chi2 Sig. (2-way)

Avoidance strategy 19,333 0.023
Orientation strategy 7,600 0.749
Transcendent strategy 37,600 0.000
Positive strategy 12,000 0.528
Social Support Strategy 10,133 0.683
Emotional exhaustion 13,067 0.668
Depersonalization 30,800 0.001
Personal fulfillment  12,000 0.606
Explicit recognition 6,000 0.740
Work - family balance 8,867 0.545
Work hours 9,467 0.852
Colleagues  14,000 0.016
Social interaction 9,200 0.758
Professional opportunity 8,400 0.677
Praises and recognitions  9,600 0.476
Responsibilities control  7,333 0.884

Table 2. Post hoc analysis: pre/post sample group comparison 
through Wilkoxon test 

Pre/post Test Sig. Median
Variable Statistic  (2-way) Value
 (Z)  (Mdn1)/(Mdn2)

Avoidance strategy 157 ,11 (1,50)/(1,50)
Transcendent strategy   52 ,59 (2,37)/(2,37)
Depersonalization   74 ,45 (,30)/(,20)
Colleagues 274 ,00 (4,50)/(4,50)
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These questionnaires measure long- distance vari-
ation and it is for this reason that and ad-hoc ques-
tionnaire was developed to evaluate the perception of 
short term effectiveness of professionals. The 53,3% 
of the sample (N=8) consider the expressive writing 
very useful  and 33,3% (N=5) quite useful. Only 13,3% 
consider the expressive writing slightly useful. A 40% 
of the sample (N=6) found quite solace in using the 
expressive writing while 33,3% (N=5) found a lot of 
solace. Only 20%  (N=3) found a little solace. A 6,7% 
(N=1) found no solace. 

The 46,7% of the sample (N=7) felt a little un-
comfortable  using the expressive writing while 33,3% 
(N=5) did not feel uncomfortable at all. Only 20% 
(N=3) felt quite uncomfortable. 

In the end, the majority of the sample, the 66,7 
(N=10), deeply suggests the use of the expressive writ-
ing while 26,7% (N=4) quite suggest it. Only 6.7% 
(N=1) slightly recommend the expressive writing. 

Table 3. Mann Whitney test between EWgroup and Cgroup in Baseline

Scales EWgroup (Mdn) Cgroup (Mdn) U Sig. (2-way)

Avoidance 2.5 3.0   58 .049
Transcendent 2 1.5 603 .427
Positive aptitude 3.24 3.24 524 .816
Social support 3.4 3.2 632 .248
Problem orientation 4.5 4.5 592 .522
Emotional exhaustion  3 3.25 1.4 .495
Depersonalization 4.3 3.33      .574 .750
Personal fulfillment 4.25 4 45 .434
Explicit recognition 4 3.5 38 .526
Work-family balance  3.75 3.75 2.1 .211
Work family 3.25 2.5 3.1 .289
Colleagues 3 3 5.6 .002
Social interaction 3.4 3.4 1.9 .385
Professional opportunities  3 3     .96 .617
Praises and recognitions  3 3      .463 .793
Responsibilities control 3 2.8 4.6 .099

Table 4. Mann Whitney test between EWgroup and Cgroup in Post treatment

Scales EWgroup (Mdn) Cgroup (Mdn) U Sig. (2-way)

Avoidance 1.2 3.0   98 .002
Transcendent  2.25 2 218 .821
Positive aptitude 3.8 3.37 178 .423
Social support 3.8 3.3 199 .793
Problem orientation 4.75 4.5 145 .864
Emotional Exhaustion 2.5 3 123 .310
Depersonalization 3.6 3 134 .311
Personal fulfillment 3.75 3.25 289 .104
Explicit recognition 4 3.5 278 .168
Work-family balance 3.25 3.125 224 .486
Work hours  2.5 2.75 178 .423
Colleagues 3.8 2.9 232 .001
Social interaction 3.4 3.1 208 .990
Professional opportunities  3.3 3.3 261 .133
Praises and recognitions 3.2 3.2 234 .392
Responsibilities control 3.25 1.9 243 .479
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Discussion

The Expressive Writing is a writing interven-
tion developed to improve the psycho-physic wellness 
through the strengthening of the emotional and cogni-
tive processing of events.

Through the writing of the traumatic event, the in-
dividual changes the emotional perception of the event 
with the re-elaboration of the emotional and cognitive 
reactions and the recovery of his/her own identity; this 
allows an improvement of the coping strategies and a 
reduction of the emotional distress (16).

The results of the study highlight that the avoid-
ance and transcendent strategies are reduced from the 
pre- expressive writing phase to the post- expressive 
writing phase. This element confirms the idea that 
coping with a stressful or traumatic situation directly 
instead of avoid it reduces the physiological work of 
inhibition and the biological stress (17). The compari-
son with the trauma helps people to understand and 
internalize the event (17, 18). When they are organ-
ized, the events are smaller and easier to deal with. 
The choice of not speaking and writing about nega-
tive experiences could be harmful causing inhibition: 
stopping and avoiding the solution of traumas imply a 
continuous cohabitation with others. The same occurs 
when maladaptive coping strategies like avoidance are 
used. 

The writing is a useful tool to encourage self-
understanding and the comprehension of past experi-
ences. 

From the comparison within the experimental 
group, there is a significant difference in a dimension 
that identifies the burnout: the depersonalization that 
evaluates the cold and impersonal answer of profes-
sionals to service users. The heath workers provide 
treatments with difficult and stressful work condition 
taking into account the fact that they deal with illness, 
human suffering, pain, chronicity, and death continu-
ally. When the pain is not recognized, faced and devel-
oped may become chronic and cumulative with serious 
personal and professional consequences. The Expres-
sive Writing represents a useful tool that allows pro-
fessionals to think about experienced stressful events, 
deal with the feelings associated with them that may 
overwhelm the capabilities of professionals and avoid 

their emotional distance from experiences in the long 
term. 

Consequentially, the psychological resilience of 
professionals affects the quality of the patient treat-
ment. 

From the comparison within the experimental 
group, it emerges a significant difference in the job 
satisfaction relating to colleagues. In the daily work, 
the professionals deal with many stressful events (dif-
ficulties in communication, death, responsibilities, ver-
bal or physical abuse, long working hours) and these 
aspects can modify the individual job satisfaction and 
have consequence on the quality of assistance; it is nec-
essary a support. The expressive writing is an efficient 
intervention, cheap, easy to apply and able to support 
healthcare workers in stressful situations. The expres-
sive writing represents an important strategy to help 
healthcare workers: it allows a reduction of the mala-
daptive strategies, it improves the self- understanding, 
the past experiences acknowledge , and the profession-
al’s capability to cope with difficulties. It has signifi-
cant positive repercussions on the quality of assistance 
and the professional’s work quality with a reduction 
of the burnout risk, an implementation in the coping 
strategies and an increase in the work satisfaction. 

In this study, the quantitative analysis allowed to 
highlight the presence of some important effects that 
an only expressive writing intervention can ensure to 
professionals. In fact, in the previous  study led by 
Tonarelli (1) comparing the two groups (experimental 
and control), it emerged a significant difference in the 
working hour satisfaction. The use of the expressive 
writing, maybe with the effects of the emotional pro-
cessing and the recognition of the positive emotions, 
would have had a “buffering effect” on the working 
hour satisfaction that has no deflection from t1 to t2 in 
the experimental group. Connversely, Control Group 
has a continuous downward trend in the values of this 
variable. The difference reduces and disappears in the 
follow up, giving the idea that later there is a nullifica-
tion of the expressive writing positive effect. This result 
aligns with the recently data, highlighted in literature: 
they introduce a new methodological model that is 
completely new compared to the classic Pennebacker 
(4, 12). It suggests to vary the writing sessions (1 or 
2 times) and the time distance between each session 
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(minimum 24 hours, maximum 72) in order to obtain 
more stable and longer-lasting results. Furthermore, 
compared to the first study, it has been used a different 
protocol to confirm possible changes in the short term. 

The limited numbers of participants makes impos-
sible to generalize the results limiting the encountered 
significance. Many values showed a trend towards sig-
nificance that could be completed and confirmed with 
a bigger sample. A further limit of the study is the use 
of questionnaire that measure long-term modifications 
and for this reason it is necessary to develop an ad-hoc 
questionnaire to evaluate the sort-term modifications. 
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Abstract. Introduction: Due to the rise of the average age, chronic-degenerative diseases, including diabetes, 
are in constant increase, resulting in high complications, in terms of social-economical costs and of the quality 
of life of the people affected by it. For these reasons, adherence to therapeutic prescriptions becomes essential. 
Through the implementation of motivation, clear information and follow-up, health professionals can help 
patients with diabetes to increase therapeutic adherence and maintain healthy lifestyles. Aims: The aims of 
this study were to explore the diabetic patient’s adherence and their illness perceptions and the role of the 
Case-Care Manager in improving the empowerment of patients. Method: For this purpose, a semi-structured 
interview was used, and submitted by 30 patients (19 males; age range: 20-65; mean age: 49.9) belonging to 
two diabetological centres of Emilia-Romagna (Italy). Results: In the both contexts, knowledge of diabetes is 
limited and 2/3 of patients found out about diabetes almost by chance. As for the correct lifestyle (diet and 
physical activity), patients have initially started to change but the behaviour was not maintained and not per-
ceived as an important part of the disease management. It emerged that a health specialist could help them 
keep a healthy lifestyle. Conclusions and discussion: The CCM, in particular, can effectively intervene on the 
poor knowledge of the disease, on difficulty in getting used to the new lifestyle and on the lack of motivation. 
In fact, The CCM deals specifically with information and education of the patient, promoting self-care and 
monitoring the patients’ paths and outcomes.
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O r i g i n a l  a r t i c l e :  Q u a l i ta t i v e  i n s t r u m e n t s  i n  h e a l t h c a r e  r e s e a r c h

1. Introduction

The therapeutic education is the combination of 
educational activities for specific categories of people. It 
covers transmission of knowledge and training, in order 
to get the necessary skills and promote habit changes.

The therapeutic education is also based on values 

like autonomy, freedom and responsibility; in other 
words, the ethic component of the care approach (1).

The therapeutic education is a complex action, 
because it is not only prevention-aimed, but it is also 
cure-aimed. It will create a patient/caregiver who is 
competent and able to apply the theory of knowing, 
knowing what to do and knowing what to be (2).
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The therapeutic education carried out by expert 
and trained staff should lead the patients to adopt an 
appropriate lifestyle. For example, the changes in the 
lifestyle (body weight reduction of 5/7%, exercise for 
at least 150 minutes per week) have been more effec-
tive than dosing one drug (metformin) in pre-diabetic 
patients. (3). In order to reach a correct lifestyle, the 
therapeutic education is extremely vital.

However the healthcare professionals interrupt 
patients on average every 23 seconds during a con-
sultation; in this way not only significant information 
risks to be lost, thus compromising the diagnostic ac-
curacy, but the patients end up feeling poorly listened 
and not adequately understood (4).

“For the practitioners it is advisable to establish an 
educational dialogue, which is “bi-directional”, by start-
ing with a careful listening and carefully choosing the 
language and the “timing” of communication. Through 
the educational dialogue, the professionals have the op-
portunity to bring to the surface the real knowledge and 
conjectures about illness and treatment” (5).

Moreover, the narration should help those with a 
chronic disease to make order, to give a sense to their 
experiences and to place them on a space-time level, 
thus becoming a therapeutic mechanism (6).

In the last few years in the clinical-care field, there 
has been an increasing multi-professional interest in 
the adoption of the narrative approach, both in the 
clinical and the educational/ethical context, to which 
medicine and all the health sciences are related (7).

“Narrative medicine” is substantially an alter-
native and innovative medicine, an expressive form 
through which health concerns are structured and 
conveyed by patients, relatives and friends, as well as 
by medical staff, in conversations, presentations and 
reports of specific cases (8).

The tool mainly used by narrative medicine is the 
narrative interview, which is based not only on the 
analysis of the cultural meanings of the disease, but 
above all on their production, being aimed at the active 
participation of the patients in the process of elaborat-
ing a sense to their events (9).

More and more professionals recognize the im-
portance of using narrative approaches in medicine, by 
emphasizing the value of a “patient-centered educa-
tional approach”.

This approach, based on holistic understanding, 
hermeneutical dialogues and a high degree of narrative 
ability, produces different ways of offering care and as-
sistance.

The benefits deriving from the use of this method-
ology are different; for example, a better understanding 
of the needs, resources and perspectives of the patient 
by creating positive effects on the care results (10).

In a recent qualitative study conducted on dia-
betic adults in Japan (11) a perception of impotence 
experienced in relation to their condition was detected 
through structured interviews, meetings, analysis of 
clinical documentation. The state of impotence is not 
only an emotional condition but also a combination 
of sensations, perceptions and thoughts; therefore, it is 
important to understand the stories that the patients 
tell.The results suggested improving the nursing ap-
proach; firstly, by listening carefully to the patients as 
they tell about themselves; secondly, by grasping the 
signs of inadequacy in order to create situations in 
which they can express themselves freely, talking about 
their stories, personal thoughts and difficulties.

Depression is another condition that is frequently 
found in diabetic patients. It can negatively affect the 
ability to keep the disease under control with diet, 
exercise and any insulin injections. The reasons why 
many diabetics are prone to depression are not clear. 
Perhaps diabetes causes biochemical changes that can 
induce depression. In any case, from a meta-analysis 
(12), it emerges that the subjects with diabetes were 
twice as likely to show symptoms related to anxiety 
and depression compared to the healthy population; 
this probability was higher among women than among 
men, 28% against 18%.

A recent study conducted in Nepal (13). showed 
a strong relationship between the disease and the 
perception of depressive symptoms among diabetic 
patients. Furthermore, the knowledge of the disease 
made patients implement an active coping behaviour 
that led them to prevent depressive symptoms and to 
better control diabetes 

2. Aim

This main goal was to study in depth, through a 
qualitative and exploratory methodology, the efficacy 



Case Care and diabetic patients’ education 45

of the narrative interview as an instrument that allows 
to plan a personalized assistance for diabetes mellitus 
type 2 patients. The aims were to explore the diabetic 
patient’s adherence, their illness perceptions, and the 
role of the Case-Care Manager in improving their em-
powerment. 

3. Method

For this purpose, a qualitative and explorative 
methodology based on interviews was chosen. 

3.1 Setting

The chosen organizational context was the Dia-
betes Center.

According to a convenience sampling, two organ-
izational-sanitary ambulatory contexts in North Italy, 
and in Emilia-Romagna (Italy) have been examined.

The first one is the Diabetological Center of Reg-
gio Emilia, which is endowed with its own resources 
and functional autonomy. Approximately 11,200 pa-
tients are treated here.

The second one is the Diabetological Center of  
Guastalla, which is endowed with its own resources 
and functional autonomy.  Approximately 11,900 pa-
tients are treated here.

The target of chronicity, which is typical of the 
outpatient care, has made it possible to analyse the dia-
betic path during the not acute phase. 

3.2 Participants 

Exclusion criteria
Patients who were in the acute phase of their dis-

ease, or in new diagnosis and pregnant women because 
of a lack of chronicity were excluded. 

Children were excluded, too, since they usually 
suffer from diabetes type I, as well as elderly people, 
who are often patients with different diseases.

Inclusion criteria
Patients suffering from diabetes type II, aged 18-

65 and in chronic stage.
Finally, 30 patients were randomly recruited (15 

for each context).

3.3. Instrument

Patients have been interviewed with open ques-
tions about the stages of the disease:

- Pre-Diagnosis: data about the disease, how the 
diagnosis was formulated (through specific exams or 
symptoms) and the lifestyle of the patients (diet and 
physical activity).

The questions were, for instance: “How did you 
find out you had diabetes?”, “Did you have any im-
portant symptoms before?”, “How was your lifestyle 
before the disease?”

- Diagnosis: data related with emotional conse-
quences of having a chronic disease, with fears linked 
to the new life condition, with the information given 
through the diagnosis were appropriate and if patients 
know who they can rely on in times of need.

The questions were, for instance, “How has your 
lifestyle been affected after discovering the disease?”; 
“How has your mood been affected after discovering 
the disease?” “Did any professionals help and take care 
of you during the first stages of the disease?”

- Post-Diagnosis: we have analysed if the inter-
viewed patients agree with the idea of having a profes-
sional following them from the diagnosis onwards.

The questions were, for instance, “What has your 
chronic disease changed in your lifestyle?”, “What do 
you fear most about your illness?”, “What do you think 
if there was a professional following you throughout 
this new life condition?”, and “what would you like to 
say to this professional?”

3.3 Data Analysis

This study has analysed the level of acceptance of 
the disease; the changes in the patient’s lifestyle; the 
level of adherence during treatment; the skills gained 
by the patients in managing their own state of health 
autonomously and the importance of a guide who is 
with them during the “chronic disease” phase. Each 
macro-area illustrated below was accompanied by 
some significant patient quotes
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4. Results

4.1 Pre-Diagnosis 

Knowledge Area

It has been analyzed the awareness of the inter-
viewed patients of the diabetes before diagnosis was 
confirmed, what they knew about the disease and 
where they had taken the relevant information.

In Reggio Emilia, 2/3 of the interviewed patients 
did not have or had a little information about diabetes, 
even though this is one of the most widespread diseas-
es; the patients aware of it (4/15) knew about diabetes 
as friends or relatives were diabetic.

“I didn’t know about diabetes so much; I had only 
heard about if before” (Patient 5).

“I had almost no information about it” (Patient 10).
In Guastalla, 9/15 patients did not know anything 

about diabetes, 4 knew a little and the 2 knew about it 
because they had one or more relatives with diabetes.

“I had absolutely no knowledge of it before” (Patient 
14).

“I knew something about it as my aunt who lived 
with me had diabetes. As a consequence, I knew what to do 
more or less.” (Patient 12).

How diabetes was diagnosed

It has been analyzed how patients were diagnosed 
with type II mellitus diabetes. 

The purpose was to understand if patients had 
had specific tests after recognising some symptoms or 
they had been diagnosed accidentally.

According to our data, in Reggio Emilia the diag-
nosis is mostly accidental (7 /15), thanks to exams and 
tests like routine check-up or for surgeries or pregnan-
cy. In almost half of the interviews patients the diag-
nosis is linked to symptoms they had had for long but 
seemed not to be alarming.

“I found it out by accident, after having a traditional 
blood test” (Patient 15).

“I was tired, my legs hurt, and I wasn’t able to do 
some actions” (Patient 8).

In Guastalla, the patients were diagnosed after 
some tests they had done by chance; relevant symp-

toms were in few of them (2 / 15) and were not recog-
nised as symptoms of a disease.

“…by having a test, I usually have a test twice a year” 
(Patient 13).

“It was a friend of mine who alarmed me: I came 
home from a transfer and I was very thirsty, even if it was 
in winter” (Patient 2).

Lifestyle area: diet and physical activity

Diet
The patients’ diet both before and after the diag-

nosis has been analysed. The purpose was to understand 
how the diagnosed disease would affect the patients’ 
diet and nutrition. Before the diagnosis, patients used 
to eat irregularly and a lot, especially carbohydrates.

In Reggio Emilia, 2/15 patients said they did not 
make any changes in their diet, while the other 13 have 
changed it, partially or completely. These changes, yet, 
were only temporary, undermining the results ob-
tained.

“To be honest, I’m not a model patient. I try to find a 
compromise between curing myself and having a social life 
so that I don’t feel lonely or excluded…very often I don’t 
eat much in the evenings, but it’s a constant struggle with 
myself ” (Patient 5).

“Now I’m trying to be careful with what I eat, but I 
am not able to…actually, at all” (Patient 4).

In Guastalla, all the patients had a irregular an 
irregular or too abundant diet. Most of them had obe-
sity issues. 13/ 15 patients started a proper diet sug-
gested by the Diabetes Centre and dietician and, over 
the time, 6 of them adhere to the prescription; other 6 
followed the diet irregularly and 1 decided to interrupt 
it. 2 instead, never accepted to follow the prescriptions.

The interviewed patients who accepted to change 
their usual diet were more aware of the mistakes made 
in their previous diet. They also realised that a change 
would lead them to a better and healthier life, with less 
fear of the future and of the complications. Changes 
occurred in the patients who were treated with insulin 
therapy.

“If I only think of going on a diet, I just go crazy” 
(Patient 8).

“I have been on a diet for years and now I’m used to 
it” (Patient 14).
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Physical Activity

In the Reggio Emilia, 9/15 patients started some 
physical activity and 6 did not; however, only 2 out of 
9 who started doing physical activity, kept on doing it.

“I have no time for me, so also time for physical activ-
ity is zero” (Patient 1).

“I do no physical activity, which is a bad thing” (Pa-
tient 8).

In Guastalla, even though the nursing staff has 
dealt in depth with the physical activity of the patients 
and all the patients think that physical activity is very 
important, the majority of them have not put their 
awarness into practice, have not even started a physi-
cal activity or undervalued it and stopped after a while 
(only 8 of them continued some physical activity).

The few patients who started with physical activ-
ity and declare they know about the correlation be-
tween physical activity and their glycaemia keep the 
suggested physical activity (6 are constant while 2 have 
quit).

“I have a bad knee due to arthritis, my bunion hurts 
and so do my legs and I am not able to walk” (Patient 8).

“At the beginning I pretended my back hurt, but then 
I started and now I walk a little bit everyday and I am 
feeling well.” (Patient 12).

Data shown that physical activity is not constant-
ly done even if this affects some achievements, such as 
weight loss, reduction of blood levels of glycated hemo-
globin and nutrition control.

In sum, the patients know that the physical activ-
ity is important, but it is also difficult to keep on doing 
it, since it affects their consolidated habits.

4.2 Diagnosis Phase

Emotional Aspects

In Reggio Emilia, 10/15 patients had shown feel-
ings of fear related above all to the complications, to 
the change of life quality. For one patient, the fear is 
linked to the possibility of passing the disease on to 
his own children. The remaining 5 declared they have 
no fears.

“I tell you the truth: I, considering that diabetes causes 
no pain.. I, at the moment, I have no fears”. (Patient 5)

“But it knows how to die first because we do know 
that diabetes is a bastard”.

In Guastalla, 9/15 patients had declared to have 
fear..In the specific, they have talked about physical 
pain, complications (above all ulcers in lower limbs, 
eyes problems, amputations) and fear of the insulin 
therapy and of the diet. 4 patients declared they have 
no fears and some of them are convinced they can con-
trol the disease following the provided prescriptions.  2 
patients stated they felt a lot of anger.

“Well undoubtedly yes, some mothers of my friends 
have had their foot cut off ” (Patient 6).

“I’m angry... I just needed that” (Patient 8).

Informative Support

This area explores if the information provided 
by the team of doctors has been complete at the di-
agnosis phase, referring in particular to the lifestyle. 
In Reggio Emilia almost the majority of the patients 
were satisfied with the instructions received, only one 
patient reported some circumstances where he didn’t 
feel really supported. 2 patients revealed that the first 
information received was too much to elaborate and 
internalize.

“The doctor was very clear about the important things 
to do in order to feel good and live with this problem, then 
also the nurses of the centre, when I go checking, ask me 
what’s my lifestyle, how much I move…” (Patient 15).

“But... I was told many things! The doctor told me 
I have to be careful and to take care of myself otherwise I 
need the insulin” (Patient 9).

Among the patients interviewed in Guastalla, 12 
report they have been satisfactory informed about how 
to be on the best behaviour. 

“The centre has given me enough information” (Pa-
tient 1).

For 2 of them the prescriptions were too much, 
while 1 patient has mostly compared his situation with 
acquaintances who have the same disease in order to 
know how to behave.

“There are always some doubts because then you feel 
dazed by all the things you are told… especially the first 
time” (Patient 13).
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Points of Reference

In Reggio Emilia, for 8 patients the most impor-
tant person is the Case-Care Manager of the Diabetes 
Center; for 5 of them is the Case-Care Manager plus 
the Center in its entirety., besides the Case-Care Man-
ager of the Diabetes Center, who is certainly the pre-
vailing person, 2 patients considered the possibility of 
activating an emergency number (SOS DIABETES, 
Reggio Emilia’s telephone number available from Sat-
urday afternoon to Monday morning, and public holi-
days during the week).

“The doctor gave me her telephone number, if the gly-
caemic indexes increase, I’ll call her right away” (Patient 
9).

“At the diabetes ward, they are were good at their job” 
(Patient 6).

In Guastalla 10 interviewed patients declared that 
the professional reference is the Diabetes Center and 
for 5 of them is the Case-Care Manager. Among those 
that said the Diabetes Center, 1 out of these 10 also 
stated to have a go-to person that can be a friend, a 
relative (cousin), 1 patient also searches for news on 
the web.

“The Center has always been my sanitary reference 
image” (Patient 7).

“I’m with my primary care physician, at the Center 
they always change doctors…” (Patient 9).

4.3 Post-Diagnosis Phase

The last area investigated if, in patient’s opinion, it 
could be beneficial to have a professional as a point of 
reference during their pathway.

In Reggio Emilia, for 8 patients it wasn’t neces-
sary, since they felt already protected by the staff that 
has been following them. 1 patient was unsure about 
this opportunity, considering that it could be “interfer-
ing. 6 patients would be in favour of this opportunity 
because it might help them to follow the therapeutic 
prescriptions and to increase their motivation and their 
the information in a more efficient way.

“No, in my case I already have a doctor who monitors 
me…” (Patient 13).

“Well, I’d probably live it as interfering, if somebody 
called me and asked me “How’s your glycaemia?” perhaps, 

I’d feel controlled. But, at the same, it could be good for me 
keeping the attention alive. Let’s say that it always de-
pends on how a person would do this” (Patient 11).

In Guastalla 12/15 patients have declared that it 
would be a positive thing to have only one reference 
sanitary manager, while 3 of them did not feel the need 
to have more continuity service than that they’ve been 
receiving until now.

“I’ve already asked for it, I go to the Case-Care Man-
ager and I only want to go there, she already knows my 
name, so together we are reaching a goal” (Patient 4).

“I feel a little bit more protected, you have a different 
approach, you know that he already knows your story, if 
you have something that changes you say it” (Patient 15).

Conclusions and discussions

Qualitative strategies are an important care in-
strument whose aim is not only gathering standard 
information about the disease, but also about the emo-
tions, about the illness. 

The main objective of the study was to examine 
the importance of the narrative talk as a tool of inves-
tigation for the health professionals with educational 
and managerial functions in order to plan a personal-
ized assistance of the patient who accesses the diabetic 
clinic. The goal of the study was to understand if all 
this can be an effective guide in the context of chronic 
disease and in particular, if it could be considered a 
construction tool within the aid relationship. In this 
perspective, it emerged from this study that the narra-
tion should help those patients who have a disease to 
make it clear, to give a sense to their experiences and to 
put them on a space-time level, in order to turn them 
into a therapeutic mechanism. 

According to this model, this work is based on the 
narrative nursing perspective. It is in fact focused on 
the person and the feeling about illness and sickness, 
and what could possibly mean starting a treatment 
path together with its own therapist or a reference 
sanitary group of care. It was proved a valid instrument 
for the promotion of the current educational paradigm 
that is centred on the engagement of patient and the 
caregiver in their own path of care (16). The Integrated 
Narrative Nursing Model (INNM) is based on such 
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an approach and it integrates the qualitative with the 
quantitative methodology. This model has been suc-
cessfully applied in valuating chronic patients (15) and 
recently applied in the phase of education (Integrated 
Narrative Nursing Education, INNE).

The narration becomes an efficient instrument 
during the therapeutic education, thanks to which the 
patient can retrace his disease path and reinsert, re-
locate, also the contents provided by the Case - Care 
Manager.

At the Diabetes Center in Reggio Emilia we no-
ticed that, the knowledge related to the diabetes disease 
was always very poor, and in certain cases null. After 
the diagnosis, the patients held an unhealthy lifestyle, 
had wrong food habits and used to live sedentary lives.

After the diagnosis, almost all the patients inter-
viewed tried to change their daily habits but none of 
them succeeded in keeping them in the time.

The prevailing emotional state that has been told 
by the patients interviewed was that of fears for com-
plications and fears of dealing with the changes in 
their lifestyle.

Almost all the patients consider themselves sat-
isfied with the information received at the moment 
of diagnosis and they find in the image of the Care 
manager of the Diabetes Center the reference sanitary 
image. The Case/Care Manager allows to plan a care 
path and to give the opportunity to observe also the 
patient’s behaviour and its way of taking in charge, by 
using the account of the experience of the disease, pro-
vided by the patient, through all the different stages.

It is probably for this reason that more than a half 
of the patients don’t consider necessary the presence of 
another professional who follows them during all the 
stages of their treatment path.

At the Diabetes Center in Guastalla as well, fear 
for complications related to the disease and the anger 
are the emotions reported, felt at the moment of the 
diagnosis. All the patients interviewed had a sedentary 
lifestyle, with wrong food habits, but this habits were 
all modified by the patients after the diagnosis of dia-
betes, succeeding in keeping a correct lifestyle.

The Diabetes Center is the reference sanitary im-
age for the majority of patients interviewed, even if 
they did not specify a precise professional inside the 
Center. They reported they would like to have a sani-

tary professional to go and speak to and that follows 
them during the entire treatment path, establishing a 
relationship based on trust.

During all the interviews, all the participants, 
even the most skeptical ones, told their life, their story, 
and made us live through their own words all the dif-
ficulties they found . They also re-evaluated their ac-
tions and their approach with the disease, increasing 
the awareness of their knowledge, their uncertainties 
and weaknesses. The use of qualitative strategies ap-
peared, therefore, an efficient help for reading and un-
derstanding the difficulties met by patients daily, pro-
viding directions for improving the performance in the 
working environment.

In a historic moment where the gap between tech-
nical dimension and human dimension is always more 
evident, the qualitative strategy allows the patient to 
be closer with the professionals becoming an efficient 
tool also during the therapeutic education. The risk of 
failing the care’s goals comes in fact from the probable 
misalignment of meaning between the healthcare pro-
fessional and its patient.

An integrated-type approach requires the use of 
qualified human resources from health organizations, 
opportunely trained and motivated to learn, to always 
improve.

Such process, inevitably, increases costs, but it 
increases patients and their families’ satisfaction, im-
proving the quality of care and services.

In conclusion, we cite the thought of Arthur W. 
Frank’s book, The renewal of generosity, (17) in which 
the author offers the sense of the above expressed:

“As doctors and people that take care of other hu-
man beings, we inevitably become characters of their 
stories; the most important thing we can do then is 
to become some characters that can help them telling 
their stories in the best way”.
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Abstract. Background: Negative interactions among nurses are well recognized and reported in scientific lit-
erature, even because the issues may have major consequences on professional and private lives of the victims. 
The aim of this paper is to detect specifically the prevalence of workplace incivility (WI), lateral violence 
(LV) and bullying among nurses. Furthermore, it addresses the potential related factors and their impact on 
the psychological and professional spheres of the victims. Methods: A review of the literature was performed 
through the research of papers on three databases: Medline, CINAHL, and Embase. Results: Seventy-nine 
original papers were included. WI has a range between 67.5% and 90.4% (if WI among peers, above 75%). LV 
has a prevalence ranging from 1% to 87.4%, while bullying prevalence varies between 2.4% and 81%. Physical 
and mental sequelae can affect up to 75% of the victims. The 10% of bullied nurses develop Post-Traumatic 
Stress Disorder Symptoms. Bullying is a predictive factor for burnout (β=0.37 p<0.001) and shows a negative 
correlation with job efficiency (r=-0 322, p<0.01). Victims of bullying recorded absenteeism 1.5 times higher 
in comparison to non-victimized peers (95% CI: 1.3-1.7). 78.5% of bullied nurses with length of service 
lower than 5 years has resigned to move to other jobs. Conclusions: There is lack of evidence about policies and 
programmes to eradicate workplace incivility, lateral violence and bullying among nurses. Prevention of these 
matters should start from spreading information inside continue educational settings and university nursing 
courses.
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Background

Currently, negative relationships among nurses 
are an issue well-recognized worldwide and reported 
by the literature, even because this phenomenon can 
determine negative consequences for the professional 
and private lives of the victims. 

A review performed by Spector et al. in 2014 
(1), showed that on a total sample of 151307 nurses, 
derived from 136 studies, the 36.4% was exposed to 
physical violence (PV) and the 67.2% to the non-

physical one (NPV). In Europe, there was an exposure 
of the 35% to PV and 59.5 % to NPV, the latest being 
usually perpetrated by other nurses or physicians (1).

In view of this evidence, this work focused on the 
three main forms with which dysfunctional interac-
tions among nurses can occur: lateral violence, bullying 
and workplace incivility.

Lateral violence is as a subset of the global con-
cept of ‘workplace violence’ (2), as well as bullying.

Since clear definitions and classifications of these 
antisocial behaviours at workplace are still lacking and 
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sometimes debatable, epidemiologic comparisons be-
tween these issues can be problematic.

The most common manifestation of lateral vio-
lence is the psychological harassment resulting in hos-
tility, as opposed to physical aggression.

These harassments include: verbal abuses, threats, 
humiliations, intimidations, criticism, innuendo, social 
and professional exclusion, discouragement, disinter-
est, and denied access to information (3).

Vice versa bullying has been described as an en-
during offensive and insulting behaviour worsened by 
an intimidating, malicious, and insulting pattern (4).

This specific type of harassment amounts to pow-
er-abuse, while the victims experience feelings of hu-
miliation, menace, vulnerability and distress (4).

A further distinction between bullying and lateral 
violence refers to their frequency of occurrence. Later-
al violence can be isolated and sporadic while bullying 
is displayed when the negative acts are repeated weekly 
or more often, for six or more months (5).

In literature, many labels have been used to define 
workplace’s bullying. In Europe, the most common 
term for bullying is ‘mobbing’ (6).

The antecedents of these workplace’s deviant be-
haviours are related with a professional incivility at-
titude, described as deterioration in the workplace re-
lationships among peers. For example: to leave a paper 
jammed printer unfixed, withholding important infor-
mation, unauthorised use of victims’ personal items 
and, social exclusion.

Workplace incivility differs from (physical or ver-
bal) workplace violence for its ambiguity in the intent 
to damage the victim (7). Therefore, workplace vio-
lence is displayed as soon as the intent of negative be-
haviours becomes clearly to harm the person (7).

The aim of this review is to highlight the extent 
of workplace incivility, lateral violence and bullying 
among nurses. Moreover, their related factors and the 
theoretical basis of their genesis are showed.

Methods

We performed a review of the available literature 
according to the following PECO: Population-Expo-
sure-Comparison-Outcome.

‘Population’ is related to the nurse professional 
category. ‘Exposure’ is defined as experiencing incivil-
ity, lateral violence and, bullying. ‘Comparison’ is the 
act to evaluate the exposed and non-exposed subjects. 
‘Outcome’ represents the negative collateral effects in 
private and professional lives of the targets.

Three different biomedical databases were investi-
gated: Medline, CINAHL and Embase.

The keywords used for the research of papers 
were: “incivility”, “nursing”, “hostility”, “bullying”, 
“mobbing”, “lateral”, “horizontal”, “violence”.

The inclusion criteria settled for the research 
were: English-Italian language and human being sub-
jects. None limitation of time was applied.

Google Search (provided by Google©) was also 
used in the process of gathering information, as an ad-
junct to the three databases explored (8).

The exclusion criteria were: studies on workplace 
violence against students and inside the academic set-
tings, qualitative research studies, and all the second-
ary literature.

After the preliminary removal of double records 
and non-pertinent abstracts, we retrieved all the full-
text articles matching the inclusion criteria (quantita-
tive research studies, original mixed methods studies, 
systematic reviews and meta-analysis).

After the screening, seventy-nine original papers 
were selected. 

Results

Workplace incivility: prevalence and related factors

The number of papers focused on workplace inci-
vility among nurses was 16 (Table 1). 

Most of these original studies have been carried 
out in Canada and a minority in the USA.

Workplace incivility point prevalence and period 
prevalence are seldom investigated within the studies. 
Published studies mainly reported average values of 
specific scores as the Workplace Incivility Scale tool.

However, when reported, the overall percentage 
of workplace incivility still remains remarkable: be-
tween 67.5% (9), and 90.4% (10). Furthermore, work-
place incivility among peers, account for values higher 
than 75% (9, 10).
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According to the available data, there are no cor-
relations of workplace incivility with specific demo-
graphic features (11), except for the total years of nurs-
ing job’s experience (p=0.007) as reported by Oyeleye 
et al. (12).  

Concerning emotional and physical side effects, 
there is a weak correlation between workplace incivil-
ity among peers and physical symptoms (13).

Laschinger et al., highlighted how a strong resil-
ience attitude was related with less presence of incivil-
ity among colleagues (B=-0.19), and less symptoms of 
mental discomfort (B=-0.31) (14).     

Workplace incivility have a significative correla-
tion with professional burnout (p<0.0001) (17), emo-
tional exhaustion (r=0.25), cynicism (r=0.33) (12) and 
poor job’s satisfaction (r=-0.20) (15).

Several studies also related workplace incivility 
with the request of turnover (8.9%) (16) and turnover 
intentions (9, 12, 13), and with nurses’ job commit-
ment, especially if the workplace incivility arose from 
patients or superiors (11).

Shi el al. (18) found that workplace incivility was 
positively related to anxiety (r=0.371, p<0.01) and job 
burn-out (r=0.238, p<0.01). On the contrary, work-
place incivility was negatively related to resilience 
(r=−0.191, p<0.01) and has a positive prediction func-
tion to generate anxiety (β=0.364, p<0.01, M2) and 
job burn-out (β=0.240, p<0.01, M5) of new nurses. 
The resilience moderated the relationship between 
workplace incivility and job burn-out.

Zia-ud-Din Arif & Shabbir (19) found a sig-
nificant relationship between workplace incivility and 
employee absenteeism (β=0.058, SE value 0.011), but 
with varying degrees to the facts of employee absen-
teeism. Among absenteeism, withdrawal behaviours 
was found to be the most prevalent practice of nurses 
as response to incivility. Organization commitment 
was negatively correlated with employee absenteeism 
and workplace incivility. The relationship was found 
to be negative between organization commitment and 
workplace incivility. 

Slem & Seada (20) revealed a statistical significant 
negative correlation between workplace civility climate 
and total score of incivility behaviour while there was no 
significant correlation between group norms and work-
place incivility behaviours among staff nurses. Find-T
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ings suggest that perceived workplace civility climate 
can play a role in the incidence of incivility behaviours 
among staff nurses, while group norms for civility is not 
a predictor of occurrence of incivility behaviours.

Lateral violence: prevalence and related factors

The number of papers on lateral violence match-
ing the inclusion criteria was 25. This topic, compared 
to the previous one, seems to be more globally wide-
spread than just the Northern America area. In fact, 
there is a greater variability in its prevalence, according 
to the studies reported (Table 2). 

The prevalence range is wide: from the 1% of 
Armmer & Ball (26), up to 87.4% described by Dunn 
on a population of operating room (OR) nurses (both 
from USA) (27). The European area shows a lower 
range of lateral violence (1.3%-5.3%), as recorded by 
the NEXT study (28).

Similar findings were reported from Italy, by 
Magnavita et al., showing a 9.9% of non-physical ag-
gressions from colleagues (29).

Some exceptions were represented by a Spanish 
study (74.2%) (30) and two recent Italian surveys per-
formed in Emergency and Intensive Care Unit (ICU) 
settings, showing values of 81.6% (31) and 79.1% (32), 
respectively.

Morrison et al. (49), in Jamaica, found that ex-
posure to lateral violence was reported by 96% of par-
ticipants, and 3/4 rated the exposure as moderate to 
severe. Lateral violence created a hostile environment, 
and the behaviours in response to lateral violence 
among nurses included professional disengagement, 
retaliation, avoidance and intent to resign, as indicated 
by half of the nurses surveyed. The Nurse Managers 
were the main perpetrators of lateral violence (63%). 
The pervasiveness of lateral violence among the nurses 
studied indicates the need to implement appropriate 
workplace violence policies.

Ayakdaş & Arslantaş (50), in Turkey, found that 
47% (n=366) of nurses had suffered lateral violence and 
the 80.1% encountered mobbing behaviors, including 
humiliation and degradation. The reasons for colleague 
violence reported were: for the 10.3% the jealousy, for 
the 10.1% to have higher level of education, for the 
8.2% the rivalry, for the 4.6% to be a beginner in the 

clinic, for the 4.3% the workload and the patient den-
sity, for the 3.8% the differences in political views, and 
for 3.2% the physical appearance.

Identification of specific services or units at high-
risk of lateral violence can be difficult due to the broad 
variability inside the explored settings, confirming that 
lateral violence is firstly a “cultural problem” in nursing 
profession (33).

According to the NEXT study, intensive care 
units and operating rooms were the most affected ar-
eas by lateral violence (7.4%), followed by the elderly 
care units (7.0%) (28). In addition, an Italian survey 
showed the ORs as the most exposed environments to 
lateral violence (32). 

As opposed, data collected in South Africa have 
identified obstetrics wards as the most affected service 
(40%) (34).

Finally, a survey from Purpora & Beglen (2015) 
pointed out that ICUs and surgical wards were the 
most affected by lateral violence (35). 

Overall, gender, age, seniority and nursing educa-
tion are not related factors of lateral violence among 
nurses in clinical settings (27, 31, 32, 36, 37).

The only exception is from the study of Sellers et 
al. (38). The authors have shown higher lateral violence 
rates among the senior versus junior nurses (p<0.05), 
as well as female versus male (p<0.05) (38). 

Nurses working with daily shift are the most af-
fected by lateral violence (28, 31). 

Natural tendency for selfishness (β=0.13) and not 
yet specified peculiar work environment (β=0.13), both 
represent antecedents for work related bullying (39).  

Nurses involved in lateral violence experience re-
ported psycho-physical consequences on a range from 
3.2% (29) to 65.2% (31). The symptoms’ description is 
summarized in Table 5.

Mild negative correlations exist between lateral 
violence and quality of patients care (r=-0.469; p<0.01), 
plus errors and adverse events (r=0.442; p<0.01) (35).

Authors reported that variable percentages of 
nurses victimized by lateral violence performed their 
duties not matching the minimum safety requirements. 
Some examples are: drugs administration with unclear 
prescription, lifting patients without support and using 
medical devices without asking for supervision (40).

Furthermore, there is a significant positive corre-
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lation between lateral violence and work-related stress 
(β=0.23, p< 0.01) (30).

In addition of these data, lateral violence exerts 
a negative impact on job’s satisfaction (β=-0.462; F 
(1,172)=46.63, p<0.001) (41).

At last, literature pointed out the link between 
lateral violence and the intent to quit from nursing ca-
reer (r=0.214, p<0.05) (26). A range from 11.3% (31) 

to 30.5% (29) of nurses victimized, decided to resign 
from their position. From 6.9% (31) up to 34% (3) of 
the targets even consider quitting the profession.

Nurses that have witnessed lateral violence re-
port and share the experience with other people up to 
58% (40) of the episodes (recipients are line managers, 
peers, friends, relatives…).

On the contrary, a direct facing with the aggres-
sor appears to have a broad range of percentage: from 
17.3% (36) to 100% (42).

Bullying. Prevalence and related factors

The number of papers focused on bullying among 
nurses was 38 (Table 3). 

The prevalence reported also for this topic is 
widely variable, from 2.4% (51) to 81% (52).

Unlike the lateral violence, the variability of preva-
lence recorded in the studies on bullying, is mainly con-
nected to its operational definition, then to studied set-
tings and instruments used to record this phenomenon.

Bullying (as lateral violence) is not related to 
specific demographic factors, levels of education and 
nurses’ job position (5, 53).  

Exceptions are given by data retrieved from Paki-
stan (54) and Iran (55). 

Findings have shown that female nurses are sig-
nificantly more prone to experience abuses, if com-
pared to the male colleagues (56). 

In Turkey, Yildirim (58) and Çevik Akyil et al. 
(59), have identified the younger age as a main risk 
factor for bullying in nursing profession (58).  In a 
study conducted in Neonatal Intensive Care Units in 
Greece, the female professionals and those with a job 
experience ranging from 5 to 10 years were more ex-
posed to bullying (57).

Vessey et al. showed that a length of service of less 
than five years was a risk factor for bullying (76). A T
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mild positive correlation has been found between bul-
lying and the amount of work hours per week (r=0.11, 
p<0.05) (60). Moreover, the perception of inclusive 
leadership or understaffing represent items in the pre-
dictive modelling for bullying (61).

Moderate to high levels of anxiety represent a 
risk factor as well, (adjusted OR 4.3, IC95%: 1.5-11.8) 
(62). This finding is also upheld by Pai & Lee (OR=4.7; 
IC 95%=1.09–6.93) (63).

Negative psychophysical outcomes of bullying 
can affect up to 75% of the victims (64). 

Jaradat & Niensen (65) found that female and 
male nurses exposed to workplace aggression and bul-
lying reported higher mean levels of psychosomatic 
symptoms than unexposed (respectively adjusted mean 
difference 1.5, 95% CI 0.3, 2.7, R2=0.05, and adjusted 
mean difference 3.2, 95% CI 1.0, 5.5, R2=0.09). 

The nurses targeted by bullying have shown 
moderate correlation for loss of confidence (r=0.38, 
p<0.05), social consequences (r=0.30, p<0.05), depres-
sion-anxiety (r=0.37, p<0.05), and a general deteriora-
tion of the wellness status in accordance to the General 
Health Questionnaire 12 (r=0.40, p<0.05) (66).

Also Reknes et al (67), showed through a longi-
tudinal study, that nurses exposed to bullying behav-
iour at T1 evaluation reported one year later increased 
symptom of anxiety (β=0.06, p<.01) and fatigue 
(β=0.06, p<.01) even when controlling for age, gender, 
night work, job demands. This study also remarked the 
presence of a vicious cycle causing nurses with higher 
anxiety (β=0.11, p<.01), depression (β=0.12, p<.01), 
and fatigue (β=.10, p<.01) at T1 evaluation, to report 
more bullying behaviour.  

Chen et al., reported levels of symptoms of post-
traumatic stress disorder (PTSD) even higher than 14 
in 17.6%, recognizing that 10% of that sample unfor-
tunately developed this syndrome (62).

Different authors have found a direct correlation 
between bullying among peers and physical health sta-
tus (r=0.39), likewise the mental health status (r=0.32) 
(68).

In a recent study (69), bullying showed a direct 
effect on the arise of psychological symptom in nurses 
(β=0.36, p<.001) and an indirect effect through the 
reported symptom on turnover intention (β=0.20, 
p<0.007).T
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Allen et al. (60) found that bullying is a predictive 
factor for the burnout syndrome (β=0.37, p<0.001), 
as also reported by Laschinger et al. (70) and by 
Waschgler et al. (71). Moreover there is a negative 
correlation between bullying and work productivity 
(F=0.045, r=−0.322, p<0.01) (72).

Nevertheless, Kiwimaki et al. (73) showed how 
targets of bullying usually tend to collect sick absence 
from the workplace more than the average staff’s trend: 
1.5 (IC 95%: 1.3-1.7) times, 1.2 times (IC 95%: 1.1-
1.4), respectively. 

Laschinger (74). found a negative correlation be-
tween bullying and the quality of delivered nursing 
care delivered (r=-0.23). Findings reported a correla-
tion with hospital-acquired infections (r=0.18), per-
ception of patients’ safety risk (r=0.33), relatives’ com-
plaints (r=0.26), and overall adverse events (r=0.23). 

Unsurprising, increasing of bullying experience 
directly influences the targets’ intention to quit from 
their job position (r=0.51; p<0.001) (75), also because 
there is a negative correlation with the job satisfaction 
(r=-0.46) (68).

A survey performed in Turkey (64). showed a 
percentage up to 40.6% (in the sample of population 
investigated) of nurses planning resignation due to 
bullying. In addition, data from Vessey et al. (76) lead 
us to a concerning scenario: the 78.5% of nurses with 
a seniority less than 5 years, left their position for dif-
ferent careers. 

Finally, a percentage from 25% (61) to 82% (77), 
put in practice different countermeasures to cope with 
the bullying experienced. Strategies were (64): sharing 

the experience with significant others or other pro-
fessionals/institutions, reporting the episodes to line 
managers, and to face directly the bully (67.3%). 

Risk factors

Several authors state that there are two different 
variables bringing the risk of bullying and negative be-
haviours in the workplace (Table 4). First is the job 
market’s fluctuation (local or global), forcing profes-
sionals to endlessly careers’ changes. The second is 
represented by the social environment, where people 
according to their background and resources are cop-
ing-reacting against problems or conflicts (87). This 
assumption appears to be valid for both, targets and 
perpetrators.

A quality analysis of incident reports related to 
working incivility and violence among healthcare pro-
fessionals has identified two main factors as possible 
catalysts for their occurrence: behaviour at work and 
job planning. 

The first factor includes unprofessional conducts, 
arguments about tasks, and disagreement on the nurs-
ing care strategy plus disappointment on peers job 
performance. The second one includes possible con-
flicts and aggressions due to a failure in the adherence 
to protocols, right assignation of patients, limited re-
sources, and high levels of nursing workload (89).

Bullying seems to be more expected in clinical en-
vironments with high technical skills demands instead 
of clinical areas where relationships are the predomi-
nant nursing activities (76).

Table 4. Risk factors for workplace bullying occurrence (87, 88)

Variable Subject Role  Characteristics

Labour market Organisations  Organisational issues
   Work control/task
   Work control/time
   Uncertainty 
   Organizational changes

Society - Environment Persons Victim Less assertive
   Less competitive
   More conscientious
   Less extroverted
   Less balanced
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In nursing settings, the bullying attitude seems 
to be a consequence of previous learning of negative 
behaviours (a sort of ‘imprinting’), a deviant attitude 
acquired from the professional pack and the existing 
social environment (90).

Nonetheless, different authors spotted that perpe-
trators of bullying acts, forcing to conceal themselves 
a poor self-esteem, lack of social competence, useless 
leadership plus self-promotion micro-politics, because 
they are craving career progression (91). Others dis-
tinctive features of bullies are their narcissistic person-
ality, a sense for revenge, tyranny plus a bad habit to 
spread accusation and rage over the people (91).

Often, the abuses instigators are prone to forgive 
themselves, assuming their misconduct is free of risks 
or collateral effects (92).

Finally, there is an escalation of bullying fre-
quency in published literature due to a boosted clini-
cal complexity of patients, spending review of budg-
ets (less resources) along with a mounting workforce 
turnover (91).

Getting into the details, research from the United 
States of America have shown how the junior staff 
nurses category, especially the more youth, are at high-
est risks for bullying. It could be related to their lack-
ing job experience, less confidence in their fresh job 
role and a scarce awareness of the unspoken rules in-
side the work environment (when compared to senior 
staff) (91).

Psychological and physical impact

A systematic review of the literature classified the 
bullying effects on the victims according to several cat-
egories (87):

•	Decreased	self-confidence
•	High	levels	of	stress
•	Poor	job	satisfaction
•	Overreaction	to	mental	stress
•	Psychological	symptoms	
•	Certified	sick	leave		
•	Self-certified	sick	leave
•	Cardiovascular	disease
•	Psychosomatic	disorders
•	Chronic	illness
The values of percentages reported about nurses’ 

physical and psychological health status, are widely 
variable (i.e. 12%-75%) (93).

Table 5 summarises the category of symptoms 
and disorders bullying related, according to the  con-
sulted literature.

Conclusions 

The scientific literature covers a wide range of 
prevalence of workplace incivility, lateral violence and 
bullying in nursing. 

Table 5. Classification of bullying related symptoms and ill-
nesses (3, 29, 37, 62, 63, 87, 88,  94). 

Typologies Symptoms and illnesses

Physical Insomnia
 Irritable Bowel Syndrome
 Sweating/Tremor
 Stomach-ache
 Abdominal pain
 Fatigue
 To feel/to be sick
 Arterial hypertension
 Headache
 Loss of appetite, loss of weight
 Asthma
 Rheumatoid Arthritis
 Osteoarthritis
 Sciatic Nerve Pain
 Back pain
 Diabetes
 Dizziness

Psychological Loss of self-confidence
 Rage
 Guilty feelings
 Lack of help sensation
 Hyper-surveillance 
 Want to cry sensation
 Anxiety, panic attack
 Depression
 Sensation of fear
 Post-Traumatic Stress Disorder

Behavioural  Irritability 
 Aggressiveness
 Unable to relax, incapability to knock off work
 Excessive double check for every actions; 
 obsessive attention at work 
 Increase consumption of tobacco 
 Tendency to isolation
 Attempting suicide/suicide contemplation
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Multiple reasons could be the explanation behind 
so many differences. For example, a workplace context 
based on various ‘in-groups’, sometimes quite dissimi-
lar within same place or unit. Also the differences in 
the used measuring tool should be taken in account, 
because its features may directly influence the detec-
tion of lateral violence and bullying episodes and their 
frequencies as well. Even the operational definitions of 
these cases are subjects to this methodology’s choice.

A clear exemplification of this issue is the bul-
lying/mobbing definition itself: “at least one negative 
act, weekly or more often, for six or more months” (95) 

or, according to other authors, “at least of two typolo-
gies of abuses, weekly or more often, for six or more 
months” (96).

Finally, the complexity in the data collection pro-
cess retrieved from summarising tables was a challenge, 
due to the ambiguity of terminology (as already men-
tioned) plus the heterogeneity of tools employed. To 
rule out between workplace incivility, lateral violence 
and bullying-mobbing sometimes was quite difficult. 

However, this review showed that workplace in-
civility, lateral violence and bullying are widespread in 
the clinical settings of nursing profession, and also that 
the consequences of lateral violence and bullying can 
be serious for the victims and the organizations. 

Psychophysical symptoms and increasing of nurs-
es’ turnover are the major expressions of these conse-
quences.

Because the emotional and physical impact on 
victims cannot be neglected and the amount of people 
having the intention to leave the profession is alarm-
ing, the prevention becomes a priority. 

So far, the strategies implemented were: get better 
awareness of the issue between peers and managers, 
the promotion of educational campaign for preven-
tion, to provide personal resources to handle conflicts 
and improve communication’s skills, supporting au-
thentic leadership practices and zero-tolerance policy 
against abuses (97).

Unfortunately, we observe a systematic response 
from the nursing management not fully supported by 
scientific evidence, plus the failure of zero-tolerance 
and informative policies is well recognized (98).  

Definitive solutions for this matter, mainly based 
on the complexity of the humans’ social interaction, 

are not at fingertips. However, because its nature, a 
cultural-based response could be a possible approach.

It should start from the nursing academic educa-
tion (basic and advanced), throughout workplace envi-
ronments, becoming part of the continued education 
programs in the arrangement of ‘raising awareness’ 
dedicated events. At the same time, a call for action 
to isolate and to contain any workplace incivility or 
violence should be promoted. 

As an adjunct to these interventions, an official 
stance from the nurse management and leaders would 
be desirable, in synergy with a systematic monitoring 
of these phenomena by occupational health depart-
ments.

In summary,  we found a lack of evidence about 
policies and programmes to eradicate bullying and lat-
eral violence. Prevention of these phenomena should 
start from a widespread information inside continue 
educational events and the university nursing courses.

Key points

-  Workplace incivility, lateral violence and bully-
ing are described as a continuum related to their 
intensity, frequency and presence of intention to 
harm the target.

-  Prevalence of these phenomena in the nursing 
profession is variable, reaching considerable val-
ues (87% for lateral violence, 81% for bullying).

-  In terms of emotional and physical impact, neg-
ative outcomes can seriously affect the victims 
(up to 75% of cases). A wide range of physical 
and psychological symptoms may occur.

-  Two main factors were identified as possible cat-
alysts with their occurrence: behaviour at work 
and job planning.
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Abstract. Background and aims of the work: All societies are organised as hierarchies based on prestige or sta-
tus. Similarly, healthcare organizations (as well as many other types of organization) are composed by profes-
sional hierarchies in which some professional groups are powerful and higher in status  and other groups are 
powerless and lower in status. This research investigated the effects of social status and hope for future group 
advancement on perceptions of social identity threat and legitimacy of social stratification. Physicians (the 
dominant professional group), nurses and healthcare operators (the dominated professional groups) were led 
to believe that professional stratification would change in the future, but that the nature of the change was 
unforeseeable. Method: A quantitative study was conducted, proposing to the participants an instrument con-
sisting of a series of validated questionnaires for the measurement of: group status, Ingroup threat, hope for 
future ingroup improvement, legitimacy of the professional hierarchy and  Check for status differences. Re-
sults: The results indicate that in the context of social instability, the dominant group perceived greater ingroup 
threat than the dominated groups. Hope for future advancement was negatively associated with perception of 
ingroup threat, regardless of group membership. Perception of ingroup threat was negatively associated with 
the perceived legitimacy of social stratification. Finally, perceived threat mediated the relationship between 
group status and perceived legitimacy. These results support social identity theory’s contention that the legiti-
macy of social stratification is linked to social identity needs such as avoidance of ingroup threat.
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Spes, ultima Dea
[Hope, the last Goddess]

Introduction

All societies are organised as hierarchies based on 
prestige or status. Similarly, healthcare organizations 
(as well as many other types of organization) are com-
posed by professional hierarchies in which some pro-
fessional groups are powerful and higher in status (i.e., 
physicians) and other groups are powerless and lower 

in status (i.e., healthcare operators) (1). The mainte-
nance of these hierarchies is linked to the legitimacy 
of status differences among the groups: a legitimate 
difference is more likely to be resistant to change (2). 
Legitimacy has also profound impact on interprofes-
sional collaboration given that collaboration is more 
likely to be effective when professionals perceive that 
professional differences are fair and just (3). As stressed 
by McNamara (4), legitimacy is “important for devel-
oping a context for successful collaboration” (p. 127). 
This means that from a psychosocial point of view the 
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extent to which social and professional stratification is 
perceived as legitimate by advantaged and disadvan-
taged groups is a critical question. 

Legitimacy of Social Stratification: A Social Identity 
Approach

The legitimacy of status difference has been at the 
core of social identity theory (SIT) since it was intro-
duced (5). SIT posits that people prefer to belong to 
high-status groups that are positively evaluated with 
respect to other groups because allows them to achieve 
and maintain a positive social identity and hence high 
self-esteem. High-status group members are expected 
to be motivated to maintain their dominant position, 
whereas low-status group members are expected to be 
motivated to try to improve their negative social iden-
tity. Moreover, SIT specifies that intergroup behav-
iour of both dominant and dominated groups depend 
on the legitimacy and stability of status differences 
and the permeability of group boundaries. Here we 
deal only with the legitimacy and stability of status 
differences. Where social stratification is perceived as 
legitimate and stable, it is expected that neither low- 
nor high-status groups will dispute the existing social 
hierarchy. In fact, high-status group members’ social 
identity is not threatened, whereas members of domi-
nated groups are expected to manage their threat-
ened social identity in ways that do not dispute the 
social hierarchy (i.e. social creativity strategies) (6, 7). 
Where, instead, social stratification is perceived as il-
legitimate and unstable, low-status groups are more 
likely to contest the hierarchy overtly and to challenge 
the dominant position of higher status groups. High-
status groups are expected to experience social identi-
ty threat and to try to protect their social position (6).

There is a wide range of evidence in favour of 
the assumptions of SIT, but in most of this research 
the legitimacy and stability of social stratification are 
treated as moderators of intergroup behaviours such 
as intergroup discrimination, prejudice and perceived 
ingroup threat (8). Unfortunately, the foundations of 
the perception of legitimacy of social stratification and 
the factors which may change that perception have 
been largely neglected in SIT research. Moreover, le-
gitimacy and stability have generally been treated as 

orthogonal variables and researchers have neglected 
the possibility that stability could affect the perceived 
legitimacy of a social hierarchy. Recently, however, 
these issues have begun to be explored and there is 
some evidence that, in line with SIT, the perception 
of legitimacy of status difference may be affected by 
group interests such as the desire to maintain group’s 
social advantage and avoid social identity threat (9-
11). More precisely, it has been suggested that high- 
and low-status groups are motivated respectively to 
legitimise and delegitimise the existing social strati-
fication, in order to manage existing or future social 
identity threat. Legitimacy of a social hierarchy fa-
vours dominant groups as it allows them to maintain 
their positive difference from dominated groups and 
thus avoid social identity threat. A related suggestion 
is that high- and low-status groups’ perceptions of 
the legitimacy of a social hierarchy should depend on 
its stability. Instability of the social hierarchy poses a 
threat to the social identity of members of high-status 
groups, who may feel that they risk losing their social 
advantage (12, 13). In contrast members of low-status 
groups may perceive social instability as an opportu-
nity and foresee the possibility of improving their po-
sition and hence regard the unstable hierarchy as more 
legitimate (9, 12). 

Actually, the relationship between instability and 
the legitimacy of social stratification may be more 
complex. Groups often do not know where instability 
will lead, for example, members of the dominant group 
might believe that instability would result in them los-
ing their advantages and hence perceive the instability 
as a social identity threat. Alternatively, they might 
believe that instability will increase their social advan-
tage by lowering the status of dominated groups and 
hence not feel threatened by it. Similarly, members of 
dominated groups might see instability as an oppor-
tunity to increase their social status (not a threat) or 
as a route to continued or increased social disadvan-
tage (increased threat). Thus, hope for future advance-
ment may affect the extent to which group members 
perceive instability as a threat to their social identity 
independently from group status. The concept of hope 
for future advancement has recently been linked to le-
gitimacy of social stratification by Owuamalam and 
collaborators (10), who demonstrated that low-status 
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groups’ justification of the system was related to their 
belief that instability would lead to an increase in their 
group’s social status.  

Aims and Hypotheses

The aim of this research was to investigate how 
social identity processes affect the perceived legiti-
macy of professional hierarchies amongst members of 
dominant and dominated groups. We tried to merge 
the classical social identity approach with the recent 
suggestion from Owuamalam and collaborators (10), 
using a real professional hierarchy and inducing par-
ticipants to believe that the social hierarchy would 
change unpredictably in the near future. As indicated 
in Figure 1, we expected that in the context of insta-
bility of social stratification, group members’ percep-
tions of ingroup threat would depend on ingroup sta-
tus and hope for future advancement. More precisely, 
perception of ingroup threat would be higher for the 
higher status groups that have to most to lose from 
an unstable social hierarchy (hypothesis 1). Moreover, 
we expected that ingroup threat would be negatively 
related to the group members’ expectation to improve 
their social position, i.e. their hope for future improve-
ment (hypothesis 2). A further expectation was that 
perception of ingroup threat would be negatively re-
lated to perceptions of the legitimacy and fairness of 
the hierarchy (hypothesis 3). Finally, we expected to 
find an indirect effect of status on legitimacy, mediated 
by ingroup threat (hypothesis 4).

Method

Participants

After having requested authorization from the 
General Direction in a randomized, non-stratified man-
ner, the names of health professionals were extracted. 
Seventy-one professionals agreed to participate in the 
study,  and were therefore enrolled in this study: 26 phy-
sicians, 25 nurses and 20 healthcare operators (mean 
age=40.27 years, SD=6.81, 53% men, three participants 
did not report their gender). 21 professionals (30%) 
worked in medicine care unit, 11 (15%) worked in Ger-

iatric/Rehabilitation care unit, 20 (28%) worked in sur-
gery care unit and 19 (27%) worked in critical care unit. 
Table 1 reports characteristics of participants according 
to their profession. As one can see, professional groups 
appeared to be not equivalent for gender composition 
(χ2(2)=22.67, p<.001) as physicians were more likely to 
be men than both nurses and healthcare operators.

Procedure

Phase 1: Cover story. The experimenter met par-
ticipants in a quiet room equipped with a portable 
computer, and all instructions were delivered via com-
puter. Participants were told that the research involved 
collecting opinions about health professions and pro-
vided consent to participation before the experimental 
procedure began.

Phase 2: Measuring status of profession. After expla-
nation, participants’ belief about status of professional 
groups were collected. 

Phase 3: Induction of instability belief. Partici-
pants were presented with a bogus newspaper article 
which explained that the government was consider-
ing changing organisational norms in the healthcare 
system. The article stressed that experts on health-
care policy believed that these changes would have a 
profound effect on relations between the healthcare 
professions, but that it was still unclear how relations 
between physicians, nurses and healthcare operators 
would evolve.

Table 1. Characteristics of participants according to their pro-
fession

  Physicians Nurses Healthcare
    operators

Age    
 M 42.46 39.08 38.90
 SD 4.02 7.42 8.35

Gender    
 Men 22 7 7
 Women 2 18 12

Care Unit    
 Medicine  4 8 9
 Geriatric/Rehabilitation 5 3 3
 Surgery 10 3 7
 Critical care 7 11 1
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Phase 4: Collection of measures. After the bogus 
article, manipulation check items and other relevant 
measures were collected. 

Phase 5: Debriefing. At the end of the experiment 
participants learned that the story they had read was 
fictitious and bore no relation to government policy. 
Participants were then invited to express again their 
consent to use collected data.

Measures

Group status. In order to assure realism, we con-
sidered real professional groups as an indicator of sta-
tus differences. In fact, within the healthcare system 
physicians are the highest status group, followed by 
nurses and then healthcare operators (1).

Ingroup threat. Four items taken from the Primary 
Appraisal of Identity Threat scale (14) measured in-
group threat (i.e. “I experienced the situation described 
in the article as a threat to my group” and “In the ar-
ticle, I had the feeling that the members of my group, 
including myself, were totally depreciated”). Partici-
pants indicated their agreement with each statement 
using a six-point Likert-type scale (1=definitely disa-
gree; 6=definitely agree). Reliability was good (Cron-
bach’s α=.99).

Hope for future ingroup improvement. Participants 
were asked to indicate, based on the article, whether 
the status of physicians, nurses and healthcare opera-
tors would improve, worsen or remain the same in the 
future using an 11-point Likert scale (-5=much worse; 
0=the same; 5=much better). To calculate relative in-
group improvement the mean of the outgroup ratings 
was subtracted from individuals’ ingroup ratings, thus 
negative scores indicate a belief that the status of one’s 
ingroup would worsen relative to the outgroups.

Legitimacy of the professional hierarchy. Partici-
pants were asked to indicate the extent to which they 
believed that the differences between a) nurses and 
physicians, b) nurses and healthcare operators and c) 
healthcare operators and physicians would be fair if the 
changes described in the article were implemented us-
ing a ten-point Likert-type scale (1=completely unfair; 
10=completely fair). Reliability was good (α=.87).

Check for status differences. Participants were asked 
to rate the prestige of physicians, nurses and healthcare 

operators on a six-point Likert-type scale (1 = low sta-
tus; 6=high status).

Plan of analysis

The perception of status differences among pro-
fessionals was checked with a 3 (rater’s profession) x 3 
(rated profession) mixed-model ANOVA with rater’s 
profession as the between-subjects factor. Associations 
among considered variables were preliminarily investi-
gated with zero-order Pearson product-moment corre-
lation coefficient. Hypotheses were then tested through 
a path analysis approach with maximum likelihood es-
timation and robust standard error was used. Status was 
dummy-coded using two dummy variables, with physi-
cian (the highest status group) as the reference category. 
The first dummy variable (D1) distinguished between 
nurses (coded 1) and physicians (coded 0), whilst the 
second dummy variable (D2) distinguished between 
healthcare operators (coded 1) and physicians. Given 
that groups differed in hope for future improvement 
(F(2,68)=29.03, p<.001, ηp

2=.46, Mphysicians=-1.35, Mnurses 

=1.26, Mhealthcare operators=-0.40), hope for future improve-
ment scores were centered within professional groups 
in order to avoid to confound effects.

Results

Checking for Perceived Status Differences

There was an effect of rated profession (F(2,136) 
=716.83, p<.001, ηp

2=.91) indicating that physicians 
were rated higher (all post hoc tests p<.001) in sta-
tus (M=5.32, SD=0.47) than both nurses (M=4.06, 
SD=0.33) and healthcare operators (M=2.70, SD= 
0.60). This effect was independent of rater’s profes-
sion (F(4,136)=0.31, p=.87, ηp

2=.01), indicating that all 
participants recognised that physicians were higher in 
status than nurses and healthcare operators. 

Hypothesis Testing

Table 2 shows zero-order correlations and de-
scriptive statistics for continuous variables. Perceived 
legitimacy was negatively correlated with ingroup 
threat and positively correlated with hope for improve-
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ment. In turn, hope for improvement was negatively 
correlated with ingroup threat1.

The path analysis2 indicated that, consistent with 
hypothesis 1, physicians perceived a greater ingroup 
threat than both nurses (b=-1.95, SE=0.21, Z=-9.16, 
p<.001) and healthcare operators (b=-1.62, SE=0.29, 
Z=-5.57, p<.001). In line with hypothesis 2, perception 
of ingroup threat decreased as hope for future improve-
ment increased (b=-0.84, SE=0.09, Z=-9.94, p<.001). 
Perception of ingroup threat was, in turn, negatively 
related to perceived legitimacy of social hierarchy (b=-
0.34, SE=0.08, Z=-4.08, p<.001). Finally, as expected, 

the relationships between both D1 and D2 and per-
ceived legitimacy were mediated by perception of in-
group threat (D1: b=0.66, SE=0.18, Z=3.68, p<.001, 
95% CI=0.31-1.02; D2: b=0.55, SE=0.16, Z=3.39, 
p=.001, 95% CI=0.23-0.87). The two mediation effects 
were similar (χ2(1)=1.23, p=.27). Neither D1 (b=-0.07, 
SE=0.24, Z=-0.28, p=.78) nor D2 (b=-0.53, SE=0.46, 
Z=-1.15, p=.25) directly affected perceived legiti-
macy when threat was taken into account. The model 
in Figure 1 without dotted lines had satisfactory fit 
(χ2(5)=9.07, p=0.11, CFI=0.95, RMSEA=.107, p =.14, 
90%CI=0.000-.196).

Table 2. Zero-order correlations and descriptive statistics of measured variables

 M SD Ingroup threat Hope for improvement 
    (group centered)

Perceived legitimacy 5.53 1.08 -.45** .53**
Ingroup threat 3.17 1.61 - -.64**
Hope for improvement (group centered) 0.00 1.21  -

** p < .001. N = 71

Figure 1. The research model and estimations from path analysis. **p<.01; N=71 
Standardized coefficients are reported. Model fit without dotted line: χ2(5)=9.07, p=0.11, CFI=0.95, RMSEA=.107, p=.140, 90%CI=0.00÷.196.

1  We also considered the interaction between status and hope of future advancement in order to take into account the conditional 
effects of these two variables. Also in this case, hope for future improvement scores were centered within professional groups given 
that the interaction was of interest. After centering, the interaction with hope was computed for each dummy variable. There was 
no interaction between hope of improvement and D2 (b=0.27, SE=0.47, Z=0.57, p=.57) and a marginal interaction between hope of 
improvement and D1 (b=0.37, SE=0.19, Z=1.96, p=.05), but no omnibus interaction between status and hope for future improvement 
(χ2(1)=1.30, p=.25). There was thus no evidence of an interaction between group status and hope for future improvement; this issue is 
not discussed further in this paper.
2 Given that professions were not equivalent for gender, we analysed also a model with gender as covariate. Results were virtually 
unchanged. Thus, we do not consider further gender in order to maintain as many participants as possible.
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Discussion

The research presented here looked at how social 
identity processes affect the perceived legitimacy of a 
social hierarchy. We induced members of different real-
life groups to believe that the existing group differenc-
es in status would change in future in an unforeseeable 
way. The results indicated that, in the context of unsta-
ble stratification, members of the dominant group per-
ceived their ingroup’s status to be under greater threat 
than did the two lower status groups. This is consistent 
with SIT and previous evidence showing that domi-
nant groups are more sensitive to ingroup threat than 
dominated groups, because they have more symbolic 
and material resources to lose (15). The results also in-
dicated that, independently of group status, hope for 
future improvement has a strong effect on perceived 
ingroup threat: the greater participants’ belief that 
their ingroup would benefit from instability the less 
threatened they felt by the instability. This is a novel 
result, as hope for future advancement has rarely been 
investigated in studies of intergroup relations. It is 
only recently that Owuamalam and collaborators (10) 
demonstrated that hope for future group advancement 
mediated the relationship between instability and per-
ceived legitimacy of a hierarchy amongst members of 
low-status groups. Our results corroborate and extend 
Owuamalam and collaborators’ evidence (10), show-
ing that hope for improvement works independently 
of group status. More importantly, our findings indi-
cate that perceived legitimacy of social stratification 
is directly and indirectly related to perceived threat 
to the ingroup. Firstly, the higher the ingroup threat, 
the lower the perceived legitimacy, which suggests - in 
line with SIT- that the perceived legitimacy of status 
differences may be dependent on group interests: a 
condition which threatens a particular social identity 
is less likely to be perceived as legitimate and fair by 
that group (9). Secondly, ingroup threat mediated the 
relationship between group status and perceived legiti-
macy. 

The cross-sectional design, limited sample size 
and reliance on self-report data are shortcomings that 
limit the generalisability of these results and mean that 
they cannot be use as the basis for causal inferences; 
nevertheless these results are novel and suggest that 

perceptions of the legitimacy of status differences are 
affected by group interests and desire to protect social 
identity or meet social identity needs. 

Practical implications

In a time of profound organizational changes 
in healthcare organization, interprofessional rela-
tions appear to be of crucial importance in order to 
efficaciously manage the transition from old to new 
professional arrangements. Perceived legitimacy of 
interprofessional differences, in terms of status, deci-
sional power and autonomy, is a key aspect that may 
help professional groups to cooperate. Present find-
ings suggest that a situation of uncertainty about the 
future of the professional ingroup is detrimental for 
interprofessional relations. Indeed, uncertainty ap-
pears to increase threat perception and fear, especially 
for dominant professions (i.e., physicians), that in turn 
negatively affect perceived legitimacy of differences 
among professionals. In sum, avoiding uncertainty 
and threat appear to be beneficial for the management 
of organizational changes, increasing perception of 
legitimacy and fairness and thus reducing barriers to 
interprofessional collaboration. Healthcare managers 
should take expecial care in explaining how and why 
organizational changes will affect professional groups 
and the way in which professional will interact one to 
another. 

Conclusion

These findings contribute to understanding of 
the foundations of the legitimacy of social stratifica-
tions in the eyes of dominant and dominated groups. 
The results support and extend the SIT account of the 
legitimacy of social hierarchies and the relationship 
between their legitimacy and stability. The results sug-
gest that instability may affect relative legitimacy in 
the eyes of dominant and dominated groups, via its 
impact on members’ hopes for future improvement in 
ingroup status and their perceptions of social identity 
threat.
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Abstract. Background and Aim of the Study: The objective of this study is to demonstrate the feasibility of a 
possible fee system based on the performance of the nursing function, validating the theoretical and methodo-
logical assumption of an economic analysis for nursing. Method: The I.C.A. Methodology (Indexes of Com-
plexity of Assistance) was chosen as a system able to produce the reading, in an economic sense, of nursing 
performance to a sufficiently accurate degree, by its use of “assistance settings” and “nursing assistance plans”. 
For the planning of assistance, the Nursing Interventions Classification (NIC) was used, as it is a validated 
and shared language. For the cost of each single operation/intervention and recovery, the “weight interven-
tion” algorithm of the I.C.A. methodology was used. This research project was carried out in the form of a 
pilot study which investigated a sample of 30 patients, and a multi-center cross-sectional and observational 
retrospective study conducted on a sample of 135 patients coming from three Region of Liguria Hospitals.   
Results: The study was concerned with 165 cases. It highlighted 65 D.R.G.s, of which 17 were selected, 
containing comprehensively 61 cases. The results obtained confirm that it is possible to use this proposed 
approach to calculate the direct and indirect costs of nursing activity, and that it is also possible to compare 
it to the present D.R.G. system. Conclusions: It is necessary to create a multidisciplinary payment system for 
a patient’s care. This must be able to monitor the whole treatment process, and therefore all of the activities 
carried out for the patient’s benefit. The present D.R.G. system is not able to register the care provided by 
nursing services.  

Key words: fees, analysis of costs, and traceability of nursing care
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Introduction

Health services economics today constitute, more 
than ever, for all health services practitioners, an essen-
tial analytical tool for understanding the mechanisms 
which regulate the health services system from a clini-
cal administration point of view. This serves to develop 
responsible behavior, guarantee a more appropriate use 
of the resources needed, and meet health needs1. 

The main goal of this study was to show the fea-
sibility of a possible fee system for nursing activities 
by using the theory and the methods of an economic 
analysis.  

1 Cavaliere B., Manzoni E. and Piu F. “Innovazione e Govern-
ance delle Professioni Sanitarie. Scenari di sviluppo per una 
sanità a misura d’uomo” [Innovation and Governance of the 
Health Professions: Development scenarios for health services 
on a human scale], Casa Editrice Ambrosiana, 2015
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Secondary goals were: to define the necessary ele-
ments to determine the fee, to produce specific indi-
cators for the cost of nursing assistance, to identify a 
useful methodology for the definition of a cost based 
on the assignation and customization of care, and to 
identify through this study a useful and user-friendly 
classification system.  

Bibliographic research was undertaken based on 
this research question. The period of investigation dat-
ed from January 2000 to June 2016. No restrictions re-
lated to language were applied, as the research brought 
to light many works in many different languages other 
than English and Italian with abstracts in English. The 
articles highlighted in the PubMed research bibliog-
raphy are eighty-one in number. The abstracts of these 
were read, and then the complete text was requested 
for twenty-nine of these articles. Among the twenty-
nine, no study appeared which analyzed a fee system 
for nursing services. 

In the articles analyzed, nursing assistance and 
that of the health professionals is always seen as an 
indirect cost that derives from medical activity and 
is measured by the hour. The operational and quality 
aspect of the activity is never faced, along with their 
related complexity.   

Method

Instruments used

-  The integrated system for the measurement of 
the complexity of assistance with a methodol-
ogy which uses assistance complexity index-
es (I.C.A.)2, and a multi-dimensional driver 
which uses process indicators specific to the 
health services professions and able to produce 
an economic reading of performance.   
I.C.A. methodology uses a “dictionary of activi-
ties” to build a multidimensional driver. This is 
composed of three elements: 

 o  Categories: The structure chosen for the study 
consists of nine categories of need (respira-

tion, feeding, hydrating, urinary and intesti-
nal elimination, hygiene, movement, rest and 
sleep, circulatory function, and a safe environ-
ment and communication interaction) and 
two process categories (therapeutic proce-
dures and diagnostic procedures);

 o  Operations/interventions: 495 nursing inter-
vention acts are included; 

 o  The “weight” of the intervention is represented 
by an algorithm which the I.C.A. methodol-
ogy uses to determine the relative complexity 
of each single intervention on a five level scale 
going from one to five, where five represents 
the highest level. 

-  The Intervention Cost Index algorithm is de-
rived by using the I.C.A. methodology’s “inter-
vention weight” to determine the analytic cost 
of the operations/interventions. 

-  The Nursing Interventions Classification 
(N.I.C.) was created by a research group at the 
University of Iowa in the United States3.

The study was divided into two phases:
-  Pilot Study:  Experimentation of the study pro-

tocol on a small scale, to verify the feasibility of 
the project, define the size of the study sample, 
and better contribute to the improvement of the 
measurement and archiving of the data collected. 

-  Multi-centric Study: The demonstration, using 
the determining of fees, of the feasibility of the 
study’s hypothesis. 

To determine the Intervention Cost Index, the 
average hourly cost of nursing personnel in 2014 was 
chosen. This was provided by the Region of Liguria, 
and was seen to be equal to € 23,644.

Participants

Pilot Study - Retrospective Cross-sectional Observa-
tion Study

The sampling carried out to decide the elements 

3 McCloskey J. & Bulechek G. Classificazione degli interventi 
infermieristici NIC [Classification of Nursing Interventions, 
NIC], Milano, Ambrosiana, 2007
4 The data provided by the Regione Liguria came from its Ligu-
rian Health Services structures through the use of a ledger sent 
to the management administration of each single entity.

2 Cavaliere B. Sistema integrato di misurazione della comples-
sità assistenziale [Integrated System to Measure the Complex-
ity of Assistance] , Management infermieristico, 2006, 2, 13-22
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for the sample was of a non-probability type with rep-
resentative elements.

The representative elements were selected from 
within a population which the researcher felt was co-
herent with the research’s objectives. 

A sample of thirty patients was chosen: 
o  Fifteen from medicine and oncology;  
o  Fifteen from surgery. 
Thirty hospital medical records were analyzed for 

each Operational Unit. Fifteen of these were then se-
lected by using their “entry diagnosis” as a representa-
tive element for the patients, hospitalized between 
September 1, 2015 to November 31, 2015.  

Pilot Study –Retrospective Cross-sectional Observa-
tion Study  

The sample size was calculated taking into account 
the number of beds in the three hospital structures:

o  ASL 5 Spezzino: 6125;
o  ASL 3 Genovese: 6815;
o  Ente Ospedaliero – Ospedali Galliera [Hospi-

tal]: 4145.
The total number of beds in the three structures 

numbered 1707. 
Having hypothesized on the use of a population 

of 3000 people for the study’s sampling, the number of 
the significant sample needed to be 135 patients from 
the three Regione Liguria hospitals. The 45 hospital 
records collected from each hospital were selected by 
simple randomized sampling. 

ASL 5 Spezzino [La Spezia]: The operational 
units involved were the surgery, medicine and emer-
gency care areas. Each provided 15 hospital records 
from January 1, 2016 to March 31, 2016.

ASL 3 Genovese [Genoa]: The operational units 
involved were the medicine, cardiology, and surgery 
areas. Each provided 15 hospital records from Septem-
ber 1, 2015 to December 31, 2015.

Ente Ospedaliero – Ospedali Galliera [Galliera 
Hospital]: The operational units involved from April 
1, 2016 to May 31, 2016, were surgery (providing 12 

records), internal medicine (20 records) and emergen-
cy care (13 records). 

Analysis of the Data 

The data collected from the assistance programs 
in the pilot study and the multi-center study were ana-
lyzed by the use of STATA 14/SE6 software. 

Statistical analyses carried out on the sample were: 
distribution by sex, distribution of the sample based on 
age and days in the hospital, distribution based on Di-
agnosis Related Group (DRG), and the comparison of 
DRG and the length of stay in the hospital. 

Statistical analysis carried out for each single 
DRG analyzed the most important information ex-
trapolated from the data, done by the use of the ap-
plicative ICAcode© (I.C.A. methodology)7.

The following were calculated:
-  Delta: DRG number – Nursing Assistance Cost; 
-  Average daily cost for nursing assistance and 

days of hospital stay; 
-  Average daily cost for nursing assistance; 
-  Average daily cost for nursing assistance: Aver-

age, Standard Deviation, Interquartile 1 st and 3rd 
(25th P - 75st P), and Median.

Results 

Pilot Study 

DRGs with a frequency greater than or equal to 
two cases were analyzed to observe any variations and/
or similarities. 

The DRGs analyzed and compared were the fol-
lowing:  

o  DRG 290: Thyroid operations (11 cases);
o  DRG 395: Abnormalities in red blood cells in 

patients over 17 years of age (2 cases);
o  DRG 404: Lymphoma and non-acute leukemia 

without CC (4 cases);
o  DRG 420: Fever of unknown origin in patients 

over 17 years of age without CC (3 cases).
5 Bed situation and patient numbers at the Ligurian hospital 
entities, ASL, IRCCS, Enti Ospedalieri Liguri (2014 2016), 
Attachment 7, https://www.galliera.it/files/documenti/piano-
strategico-2014-2016/allegato 7.

6 Statistical software  – www.stata.com
7 Software distributed by Bit Italia
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The analysis of the assistance scheduling grouped 
together in DRGs allowed for the analysis of the as-
sistance scheduling for the recovery event, highlight-
ing the following parts: assistance for the operation/
intervention, operational time, the frequency of in-
tervention by the nursing staff, the cost index for the 
operation and its total cost (the frequency of nursing 
intervention multiplied by the operation’s cost index).    

Table 1 shows an example of nursing assistance 
scheduling for the recovery event.

Example: Diagnosis Related Group (DRG) 290– 
Thyroid Operations.

Table 2 shows the difference between the value 
attributed to the actual Diagnosis Related Group 
(DRG) 290 System and the total cost of nursing as-

sistance. The discussion remains open regarding the 
value, called “delta”, shown in column five. This value 
is contained in the actual fee or represents an incre-
mental cost for care. 

By observing the eleven cases, we note that for the 
same length of stay (3 days), the cost of the recovery 
event can vary from a minimum of € 318.46 to a maxi-
mum of € 623.69. The variation in daily cost is due 
to assistance scheduling (the sum of the interventions 
undertaken), for which the presence of co-morbidity 
in the patient can be a factor.  

Table 3 shows that the average daily cost for nurs-
ing assistance, with reference to the Diagnosis Related 
Group (DRG) 290 System, can vary from a minimum 
of €106.15 to a maximum of €207.89.

Table 1 

Planning assistance Time  Frequency Cost index  Cost total
 intervention nursing intervention interventions
 (minutes) interventions (€) (€)

Maintenance of access to veins 10 4 5,23 20,92
Intravenous administration of drugs 15 10 8,26 82,6
Subcutaneous administration of drugs 10 3 5,12 15,36
Monitoring of vital parameters 10 9 5,12 46,08
Oral administration of drugs 15 5 8,08 40,4
Administration of analgesics 20 5 11,69 58,45
Preparation for surgery 30 1 19,56 19,56
Laboratory tests at patient’s bedside 15 2 8,76 17,52
Monitoring of liquids 20 3 11,45 34,35
Management of nausea 20 4 10,78 43,12
Bladder catheterization 15 1 9,09 9,09
Management of urinary elimination 10 2 5,61 11,22
Bathing 20 1 9,88 9,88
Assistance for self care 20 3 10,34 31,02
Care of the surgical cut   15 1 8,25 8,25
Dressing / Undressing 15 1 7,56 7,56
Wound care 15 2 8,93 17,86
Help in sleeping 15 4 8,26 33,04
Pain management 30 9 11,68 105,12
Management of the environment 30 1 15,51 15,51
Assistance upon admittance 20 1 10,1 10,1
Improvement of security  15 1 8,26 8,26
Documentation 15 10 7,08 70,8
Identification of risks 50 1 28,1 28,1
Reduction of anxiety 30 1 17,2 17,2
Infection control 20 1 11,47 11,47
Promotion of physical activity 30 2 16,51 33,02
Environmental management: well-being 15 1 6,55 6,55

Cost nursing assistance event recovery (€) 812,41
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Figure 1 shows the variation on the average daily 
cost for DRG 290 amounts to €101.74. 

Table 4 shows how the average daily cost for nurs-
ing assistance has been analyzed in detail. 

The pilot study shows that the elements which 
contribute to the determination of the cost of assis-
tance scheduling are:

-  The sum of the “intervention cost indexes” with 
regards to the frequency in which they are car-
ried out; 

-  The length of the hospital stay; 
-  The complexity of the assistance given to the 

patient; 
-  The appropriateness of the interventions carried 

out.

Table 2 

 Recovery Cost Nursing  Difference
 days DRG 290 assistance
   cost for 
   DRG 290

1° Case 4 € 3340 € 812,41 € 2527,59
2° Case 3 € 3340 € 623,69 € 2716,31
3° Case 3 € 3340 € 594,73 € 2745,27
4° Case 3 € 3340 € 584,76 € 2755,24
5° Case 3 € 3340 € 532,16 € 2807,84
6° Case 3 € 3340 € 507,27 € 2832,73
7° Case 3 € 3340 € 489,16 € 2850,84
8° Case 3 € 3340 € 477,05 € 2862,95
9° Case 3 € 3340 € 471,47 € 2868,53
10° Case 3 € 3340 € 470,46 € 2869,54
11° Case 3 € 3340 € 318,46 € 3021,54

Table 3

 Recovery days Average daily cost
 for nursing care

1° Case 4 € 203,10
2° Case 3 € 207,89
3° Case 3 € 198,24
4° Case 3 € 194,92
5° Case 3 € 177,39
6° Case 3 € 169,09
7° Case 3 € 163,05
8° Case 3 € 159,01 
9° Case 3 € 157,16
10° Case 3 € 156,82
11° Case 3 € 106,15

Figure 1. 

Table 4 

Average Standard Interquartile  Median
 deviation 1 st and 3rd (25th P - 75st P) 

€ 172,07 € 29,23 € 157,16 - € 198,24 € 169,51
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Multi-Center Study

DRGs with a frequency greater than or equal to 
three cases were analyzed to observe any variations or 
similarities. 

The DRGs analyzed and compared are as follows: 
o  DRG 127: Heart failure and shock (12 cases);
o  DRG 87: Pulmonary edema and respiratory 

failure (10 cases);
o  DRG 174: Gastro-intestinal hemorrhaging 

with CC (6 cases);
o  DRG 118: Heart pacemaker substitution (4 

cases);
o  DRG 152: Minor operations on the small and 

large intestine with CC (4 cases);
o  DRG 201: Other hepatobiliary or pancreas op-

erations (4 cases);
o  DRG 75: Major operations on the chest (3 

cases);
o  DRG 121: Cardiovascular diseases with acute 

myocardial infarction and major complications, 
discharged alive (3 cases); 

o  DRG 143: Chest pains (3 cases);
o  DRG 160: Hernia operations, with the excep-

tion of inguinal and femoral hernias, in patients 
over 17 years of age without CC (3 cases);

o  DRG 172: Malignant neoplasms of the diges-
tive system with CC (3 cases);

o  DRG 569: Major operations on the large and 
small intestine with CC with greater gastroin-
testinal diagnosis (3 cases);

o  DRG 570: Major operations on the large and 
small intestine with CC without greater gastro-
intestinal diagnosis (3 cases).

The analysis of the assistance scheduling grouped 
together in DRGs allowed for the analysis of the as-
sistance scheduling for the recovery event, highlight-
ing the following parts: assistance for the operation/
intervention, operational time, the frequency of inter-
vention by the nursing staff, the cost index for the op-
eration and its total cost.

Example: Diagnosis Related Group (DRG) 127 - 
Heart Failure and Shock.

Table 5 shows the difference between the value 
attributed to the Diagnosis Related Group (DRG) 
127 System and the total cost of nursing assistance for 
a patient hospitalized for heart failure and shock.

In the first case the asterisk* indicates that the 
DRG has a threshold value of 21 days of hospital stay. 
The final cost of the DRG must bear in mind the five 
days of stay that extend beyond the threshold. As a 
result, the fee calculated for DRG 127 amounts to € 
3,052, to which the €179 (the cost for days of hospital 
stay beyond the threshold) for the five days must be 
added, bring the total to € 3,947.

Table 6 shows the average daily cost for nursing 
assistance for DRG 127- Heart Failure and Shock. 

Observing the fourth case, with its ten days of 
hospital stay, the scheduling of assistance has an aver-
age daily cost of € 86.63. In contrast, the eleventh case 
with only five days of stay, shows that  the scheduling 
of assistance reached an average daily cost of € 205.46.

Table 5

 Recovery days Cost DRG 127 Nursing assistance  Difference
   cost for DRG 127

1° Case 26* € 3052,00 + € 895  € 3836,57  € 110,43
  (€ 179 x 5 gg fuori soglia) = € 3947 
2° Case 12 € 3052,00    € 2133,23 € 918,77
3° Case 11 € 3052,00    € 1832,59   € 1219,41
4° Case 10 € 3052,00  € 866,31   € 2185,69
5° Case 8 € 3052,00    € 1513,39   € 1538,61
6° Case   7 € 3052,00    € 1288,04   € 1763,96
7° Case   7 € 3052,00    € 1183,85   € 1868,15
8° Case   7 € 3052,00    € 1127,38   € 1924,62
9° Case   6 € 3052,00    € 1154,79   € 1897,21
10° Case   6 € 3052,00    € 1091,47   € 1960,53
11° Case   5 € 3052,00    € 1027,29   € 2024,71
12° Case   5 € 3052,00  € 819,06    € 2232,94
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Figure 2 shows the variation of the average daily 
cost for DRG 127 is € 118.83. 

Table 7 shows the analysis of the average daily 
cost for nursing assistance. 

The analysis of the data regarding the multi-cent-
er study shows – as in the case of the pilot study – that 
the deviation in the final fee for assistance depends on 
the sum of each single intervention inserted in the as-

sistance schedule for each patient (which may be due 
to the presence of comorbidity in the patient, or his/
her lack of autonomy in daily life) and the duration of 
his/her recovery (days of hospital stay).    

Conclusion

Pilot Study

The pilot study sample was composed of thirty 
cases. The sampling was distributed across the Diag-
nosis Related Group (DRG) system with 14 different 
DRGs.

The pilot study rejected ten DRGs with less than 
two cases, and analyzed the four DRGs which had 
more than two cases.  

Table 6

 Recovery days Average daily cost
  for nursing care

1° Case 26   € 147,56 
2° Case 12   € 177,77  
3° Case 11   € 166,60 
4° Case 10 € 86,63 
5° Case   8   € 189,17 
6° Case   7   € 184,00 
7° Case   7   € 169,12 
8° Case   7   € 161,05 
9° Case   6   € 192,46 
10° Case   6   € 181,91 
11° Case   5   € 205,46 
12° Case   5   € 163,81

Figure 2. 

Table 7 

Average Standard Interquartile  Median
 deviation 1 st and 3rd (25th P - 75st P) 

€ 168,79 € 30,29 € 161,74 - € 187,88 € 165,55
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Multi-center Study 

The multi-center study sample was composed of 
135 cases. The sampling was distributed across the Di-
agnosis Related Group (DRG) system with 65 differ-
ent DRGs.   

The multi-center study rejected DRGs with less 
than three cases, and analyzed the thirteen  DRGs 
which had more than three cases.  

The results obtained by the two studies have al-
lowed us to confirm that it is possible – by using the 
proposed approach – to calculate the direct and indi-
rect costs of nursing activities, and also compare them 
with the present DRG system to analyze specific 
characteristics. In fact, a highly significant correlation 
has emerged (p<0.001) between nursing costs and the 
length of hospital stay, which is equal to 0.8923. The 
present system misses important elements which serve 
for a correct fee structure for care, as, for example, the 
autonomous activities of health professionals. 

It is important to underline that a DRG doctor 
cannot completely realize the quality and quantity di-
mension of nursing care. In particular, understanding 
of the quality aspect is completely lacking.

It would be advantageous to create a monitor-
ing and fee system that respects the multi-disciplinary 
aspect when taking charge of a patient. And so, we 
should be speaking of a DRG for the patient which 
takes into consideration the whole process of patient 
care, and therefore all the necessary provisions of ser-
vice required.  

Discussion

The advantages of this study can be seen in the 
relevance of the subject. It allows for a better defini-
tion of the nursing profession (of the health services 
professions) and would simplify the creation of invest-
ment plans that guarantee adequate care for patients. 
Up till today, the calculation of the fees can be seen to 
be partial, in that it is exclusively designed to pick up 
the service of doctors with a reduced “Time” item for 
health service professionals. 

We feel that this study has amply demonstrated 
that time as a single variable is no longer sufficient to 

nurture the fee system that is presently employed. For 
this reason, we feel that it is important to propose the 
creation of a permanent national observation unit for 
the health profession. This could work in synergy with 
the present National Commission for Essential Lev-
els of Assistance (L.E.A.) analogously with the pre-
sent D.R.G and/or Delisting sub-groups which are, 
at present, intended to make the system adequate and 
applicable. Its structure should guarantee the creation 
of local, regional, and national data flows with figures 
dedicated to the creation of systems of traceability for 
nursing services (health service professionals). This 
would permit validation with regards to the standardi-
zation of  assistance interventions. On a national scale 
this would enable the application of the “intervention 
cost index” across the whole of Italian territory. 

The activation of a pilot plan at regional level 
would be auspicious. The plan should be able to de-
fine the roles, the necessary skills, and the organization 
structures which would accommodate them. 

The pilot study activity could be made concrete 
by the creation of standardized packages (Assistance 
Settings) able to define the best practice for nursing 
services to guarantee the length of hospital stay. These 
would improve the setting of fees both in terms of dai-
ly cost as in the overall recovery event.   

In a second phase, it would be useful to insert into 
the present DRG system, specific DRGs for nursing 
assistance related to autonomous activities (which up 
to now have not been registered by the DRG system). 
An improvement of the calculation of DRG fees is also 
to be desired, as today only the size of the collaborative 
activities of the health service professionals is noted. 

This must be able to overcome the simple and 
generic time variable (only the “Minute” entry for 
the health professions appears in today’s DRG) with 
greater traceability based on the type of operation/in-
tervention connected to a specific outcome. 

This study also proposes another and very impor-
tant question which can find an adequate response only 
by carrying out the phases discussed above. The costs 
of nursing care represented in this work – as presented 
in the example of the case shown in Table 1, equal to 
€ 812.41 (including nursing assistance costs for the 
recovery stage) – is a fee that derives from the actual 
D.R.G. shown in Table 2. Further possible hypotheses 
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can plan for an increased value of the fee itself. At pre-
sent, the data in our possession does not allow us to 
formulate an adequate decision which could be taken 
up for further in-depth studies.   

Limits

The limits of this study can be seen in three fac-
tors:

-  The cases analyzed have been classified by the 
Diagnosis Related Group (DRG) because it is 
the only instrument present on Italian territory.  

-  The fee should be calculated on a national scale. 
The cost of standard nursing assistance of the 
recovery event should be analyzed respecting 
the main principles of “good practice” and guar-
antee required and safe outcomes. 

-  The following costs should be analyzed on a na-
tional scale: 

 o  Health services material and material from 
other sources; 

 o  Equipment used (maintenance and deprecia-
tion); 

 o  Transfers (for indirect services for the patient);
 o  Indirect representation of the costs of pro-

ductive factors attributed to the production 
unit, but not directly used in the production 
of each individual service (for example: clean-
ing, utilities, electrical consumption, etc.).  
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