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EpitTor1AL

Editorial

This editorial focuses on qualitative research,
often mistakenly considered less scientific than
quantitative research, in that it is “research without
statistics”.

The qualitative research aims to understand the
phenomena from the subject’s point of view (emic
approach), to identify the uniqueness of the cases
(ideographic method), and enhance the interaction
between researchers and participants (dialogic and
transformative approach). The approach to the per-
son is holistic and global, and the reference para-
digm is perceptive and inductive, typical of critical
theories and constructionism. Qualitative research
allows us to detect: 1) the subjective meanings that
individuals attribute to their activities and life con-
texts; 2) the belief systems shared by the members of
a culture; 3) the way in which people act in a social
reality and build it through language and conversa-
tion. In all cases the analysis makes use of verbal
codes transformed in written texts. Therefore, the
qualitative research consists of a corpus of dialogic
or observed material that is subjected to rigorous,
long and costly data analysis procedures. It requires
a great interpretative effort, in which the influence
of the interviewer is quite high. The privileged in-
struments are the qualitative interview, the patient’s
agenda, the focus groups and the observation.

The qualitative interview offers completeness
in the provided answers, flexibility in data collection
and a setting suitable for the survey. The interviewers
can request answers, ask for clarifications, remove
misunderstandings and obtain a high response rate.

The interview can be: 1) structured, in which the
questions, the order and their sequence are prede-
fined and placed in the same way; 2) semi-structured,
in which the questions are predefined on the basis

of a guide, even if the order of presentation and the
formulation of the questions may vary; 3) flexible
structure, in which, if a specific topic of interest is
predefined, the questions may also arise in the course
of the interview, even starting from interventions by
the interviewee. Therefore, the predefined fields are
only a topic guide, to be used flexibly. In particular,
in this issue, we will specifically examine the nar-
rative interview, of which examples of application
will be provided. It is often used to “understand”
the patient’s illness experience, placing it in its over-
all history. Therefore, the narrative interview makes
the participant the expert and the protagonist of the
interview.

Another qualitative instrument is the patient’s
agenda, a “personal agenda” that the patient brings
with him. It concerns the ways in which the patient
experiences his illness and allows accommodating
the needs of the patient when he meets the profes-
sional. The agenda: is based on communication; it
is born in the relationship and indicates the expe-
riential, cognitive and emotional baggage that the
patient carries with him. It is divided into four
functional areas: 1) feelings (e.g. fear, anxiety, guilt),
which concern previous events and the subjective
expression of how the person suffers; 2) ideas and
beliefs: the personal interpretations of the disease are
articulated to generate a more complex construc-
tion of beliefs or frames; 3) expectations and desires,
which concern the requests for help, more or less
explicit, and the ways in which to implement it; 4)
context, which concerns the way in which the patient
lives and interacts with his family, and in the social,
work-related and cultural environment. The meeting
between the patient’s agenda and the professional’s
agenda (which includes the knowledge inherent to
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pathologies, diagnosis, prognosis, and therapies) al-
lows building an advantageous relationship in the
care pathways, in which the trust and the “therapeu-
tic alliance” are built.

Focus groups are very popular in socio-health
research. They are based on the group discussion and
focused on a specific topic that the researcher wants
to investigate in depth. It foresees the presence of a
conductor and an observer, has a duration of about 1
and a half hour to 2 hours, and involves about 8-12
participants. It is divided into: 1) se/f~managed focus
(lower structuring level): the moderator proposes
the topic of discussion and some interaction rules
and leaves the interaction free; 2) semi-structured fo-
cus: the moderator uses an interview guide or grid
(list of topics to be discussed) to trigger a group
discussion; 3) structured focus: use of standardized
techniques to collect additional data or encourage
discussion (e.g. questionnaires, brainstorming, role-
playing). Focus groups help people to explore and
clarify their opinions on an area of interest in a sim-
ple and in-depth manner in a permissive and non-
threatening environment. They are characterized by
the interaction that is created between the partici-
pants and is oriented to understand the process of
co-construction of the meanings and the rules that
underlie the assessments produced by the group.
They not only collect opinions, but also the ways in

which opinions are formed, something which make
them useful in the preliminary or exploratory phases
of research, or as a qualitative study at the end of a
quantitative research.

Finally, observation consists in the description
as broad and faithful as possible of the characteris-
tics of an event, behavior or situation, and the condi-
tions in which it occurs. The observation adopts an
intentional, focused, active and selective look. It is a
planned method of collecting data that defines pre-
cisely who, when, how and where to observe, based
on precise and circumscribed objectives. Observa-
tion tends to focus on what the researcher considers
most relevant and diversifies according to the way in
which the observer behaves and acts. The observa-
tion may be: participant, when the observer partici-
pates directly in the observed phenomenon becom-
ing part of the situation; dezached, when the observer
occupies an external position, adopting a silent and
discreet approach; invoked, if the observer does not
intervene directly on the phenomenon; provoked, if
the object of observation is the result of some ma-
nipulation of reality carried out by the observer; in-
direct and conducted under controlled conditions;
direct or naturalistic, if it provides for the study of
the phenomena that occur in real life situations.

Giovanna Artiol, Chiara Foa, Leopoldo Sarli
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ORIGINAL ARTICLE: STRATEGIES AND INSTRUMENTS FOR PATIENT'S ASSESSMENT

1. Introduction

The narrative interview for the assessment of the assisted
person: structure, method and data analysis

Grovanna Artioli', Chiara Cosentind’, Chiara Taffurell’, Paola Ferri?, Chiara Foa’

' Azienda USL-IRCCS of Reggio Emilia, Italy; 2Department of Medicine and Surgery, University of Parma, Italy; * University
Teaching Hospital, Parma, Italy; * Department of Biomedical, Metabolic and Neuroscience Sciences, University of Modena and
Reggio Emilia, Italy

Abstract. Background and aim: If it is true that the impact of the symptoms of the disease is differently
perceived by each person and that there is an incommunicability of the experiences of suffering, it is equally
true that the narration provides an understandable representation, which derives from the network of rep-
resentations that are part of a personal history. The aim of this study was to offer an in-depth analysis of
the “narrative interview” collected during the assessment of a 74 years old diabetic woman. Methods: A case
study was conducted by a nurse with advanced expertise in conducting narrative interview. Content analysis
and Meaning analysis were performed using a Grounded theory approach and according with Gee’s Poetic
Method. Results: The patient after the diagnosis felt disbelief, anger and confusion. The illness forces her to
change her life, habits and social role, with high suffering. However she adjusted to this new condition and
thanks to her strong and positive attitude and the social support she received, she has succeeded in activating
her “post traumatic growth”. Conclusions: A good narrative interview starts long before the interview itself and
it requires: a specific training in the use of the instrument; the strengthening of specific skills (e.g. the active
listening); the choice of optimal setting and timing for the patient; the ability to offer encouragement in the
expression of the subjective experience and to conduct an analysis of the patient’s words with a subjective lens,
reflecting the uniqueness of each illness experience. (www.actabiomedica.it)

Key words: narrative interview, assessment, diabetes, nursing, method, meaning and content analysis

them from an objective point of view and generalizing
them with the risk of creating dogmas, the narrative

In this article we will try to highlight the impor-
tance of the narrative interview in the social-health
field, the basic pre-requisites and skills required to
conduct a narrative interview aimed at identifying the
main problems and needs of the sick person, how the
narrative interview is structured, and how it can be
analyzed. Through a case study, the concepts described
will be exemplified.

1.1 The importance of the narrative interview in the
social-health field

Rather than categorizing the data, observing

approach recognizes human experiences as constantly
changing dynamic entities (1).

For the authors, narrative interviews are a means
of collecting people’s stories about their health and ill-
ness experiences, and are useful in understanding indi-
vidual life paths.

In the narrative interview, therefore, the inter-
viewer submits questions to interpret and understand
the participant’s words rather than try to explain or
predict those words (2).

Indeed, those who tell their health and illness sto-
ry do so to convey a specific perspective of an event. In
this perspective, narration is not only a communicative
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method, but also a way of “perceiving” the world (3).
“Stories make the implicit explicit, make visible what
is hidden, give a form to what does not have it, clarify
the confusion” (2).

Telling a story about his own illness, it means de-
scribing a series of events, consciously or unconsciously
selected and putting them into connection. This “story
telling” is rarely structured into a single plot, but often
hesitantly organized, in a discontinuous and fragment-
ed manner (4).

If it is true that the impact of the symptoms of the
disease is perceived and dealt with differently for each
person and if it is true that there is an incommunicabil-
ity of the individual experiences of pain and suffering,
it is equally true that the narration provides a culturally
mediated and understandable representation, which
derives from the complex network of representations
and symbologies that are part of its history (5).

Then narratives “open the doors” to subjectivity
and new meanings about situations and conditions ex-
perienced: the person who tells himself and talks about
his experience takes on a central role in the process
of care: he emerges and becomes an active part of the
process (6).

The active involvement of the patient is also em-
phasized by De Vincentis and colleagues (7), who af-
firm the importance of a person-centered approach in
the entire care path. In fact, their study showed that
most patients considered positive and useful to express
their experience and their expectations.

Therefore the narration encourages patients to
see themselves at the center of their stories; it must be
integrated to support and help the person to reformu-
late their thoughts, perspectives and sense of self. The
opportunity for self-expression and reflection offered
by narration can improve the quality of life, leading
to clarity in the person: telling the experience and the
history of illness helps to activate processes of re-con-
struction of a new identity (8).

Within the phenomenological-hermeneutic ap-
proach to which narrative medicine (e.g. 6) and nar-
rative nursing refer (e.g. 9), the narratives are linked to
the singularity, to the particularity, to the temporality
and to the contextuality of the stories, helping the pro-
fessional to understand the illness and sickness experi-
enced by the patient (10).

The goal of health professionals, according to this
perspective, is to cure even when specific therapies no
longer exist, ensuring that the patient does not remain
in the solitude of his own suffering (11). The narra-
tive interviews can therefore help professionals to bet-
ter understand people’s experiences and behaviors and
get closer to represent the context and the integrity of
people’s lives compared to other quantitative means of
research. This is precisely because narrative interviews
are not concerned with the absolute truth of facts, but
rather with the meaning of lived experiences.

For Egnew (12), especially for the person with
chronic pathology, such as the oncological one, suffer-
ing becomes the central nucleus of the disease and is
intended as an emotional perception of personal dis-
comfort that aims to threaten the integrity of the self
and of the whole experience of the person. The psychic
pain that the disease brings sets in the individual a se-
ries of psychological responses that are reflected in the
way in which he faces his own illness. In this context,
thanks to the narrative interview, it is possible to lead
the individual to the understanding and acceptance of
his state.

The main objective of the narrative instrument is
therefore the involvement of the person: through dia-
logue with the patient it is possible to open the way
to inner reflection, with benefits on the acceptance of
suffering. The patient, in fact, manages to find relief
when he accepts his new condition. It is right to speak,
in this sense, of the patient’s holistic healing, mean-
ing a sense of harmony, well-being, peace and balance,
which go beyond mere physical integrity: to talk about
oneself helps the person to rebuild the past, to distance
oneself from suffering and to reaffirm the search for a
new identity (12).

The oncological disease affects not only the body,
but also the mind, as well as the whole system of social
and family relationships.

This approach, based on the holistic understand-
ing of the person, helps social and health professionals
to understand patients and improve communication
with the person being cared for; it also derives differ-
ent ideas and insights that concern problems inherent
to the management of certain diseases or situations (2).

In particular, the narrative allows to better under-
stand the different assistance problems of the person
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and his family (9), providing a targeted assessment
(13), a thorough diagnosis (14) and a personalized
education (15). With reference to this last aspect,
the narrative, helping patients and family members
to understand the disease, can improve adherence to
treatment and self-eflicacy in monitoring and manag-
ing the disease. It becomes an effective instrument for
therapeutic education, helping the patient to cope with
the difficulties of life (16).

In this work, specific reference will be made to
the assessment, which is the first phase of nursing
processes. The assessment includes data collection,
problem identification, and setting of priorities, which
facilitates the process of making a nursing diagnosis.
The assessment helps identify a goal that orientates
the planning as well as the nursing intervention, which
will be evaluated at a later stage (13). As already illus-
trated in the Integrated Narrative Nursing Assessment
(INNA) model, the concept of the assessment is not
a collection of information and its transcription; it is
rather a multidimensional process of thinking which
requires specific skills. This is not only because of the
interconnection of a plurality of dimensions it involves
(e.g. biological, physiological, psychological, socio-cul-
tural, spiritual), but also because of the multidiscipli-
nary and multiprofessional expertise it employs, when
possible (17).

1.2 The structure of the narrative interview

Despite being a qualitative methodology based on
the study of the experience reported by the patient, the
narrative interview is not unstructured or unorganized.
It is based on ontological, epistemological and meth-
odological assumptions.

In particular, Connelly & Clandinin (18, 19)
identified three common elements of any narrative in-
terview:

- temporality: any event has a past, a present and

a future and it is important to understand the
phenomena as processes, as a continuous transi-
tion over a period of time;

- sociality: concerns individual characteristics
(feelings, hopes, desires) and social characteris-
tics (surrounding factors, existential conditions,
physical environment) that inevitably affect ex-

periences and phenomena. In this regard, it is
also important to consider the close relationship
that is established between the participant and
the professional;

- the place: the context (physical and topographi-
cal) in which the events take place. In the nar-
rative investigation, the phenomenon cannot be
de-contextualised since it has a high impact in
determining the experience.

The authors define eight structural elements of

the qualitative interview:

1. The justification: the reason why the study is
important; in our case, the interview is aimed at pro-
viding extensive and in-depth information to better
assist the sick person.

2. Giving a name to the phenomenon: what is be-
ing investigated; in our proposal, the real or potential
problems of the sick person.

3. Considering and describe the particular meth-
ods used to study the phenomenon; in particular, we
choose to use a narrative (unstructured) interview.

4. Describing the data analysis and interpreta-
tion process; in our case, the content analysis and the
meaning analysis.

5. Providing the position of the study in relation to
other research conducted on a particular phenomenon
or conducted using a different ontological and episte-
mological assumption; we choose to deal with experi-
ences in depth, compared to the “traditional” methods.

6. The uniqueness of the study: to offer a sense
of what is possible to know about a phenomenon that
cannot be known in the same way, from other theo-
ries, methods or lines of work; in our case, exploring,
through a case study, a story of illness narrated in an
intimate and personal way.

7. Ethical considerations; the interview takes
place in the context of absolute freedom to accept, to
refuse or to anytime interrupt the interview by the in-
terviewee.

8. The process of representation and the type of
text are to be considered for those engaged in narra-
tive investigations; in our case, the professional try to
remain as faithful as possible to the interpretation that
the interviewee gives to his condition of illness.
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1.3 Pre-requisites and skills for conducting the
narrative interview in the social-health field

The first prerequisite required, before starting any
narrative interview, is that patients must be fully in-
formed of the purpose and objectives of the interview
and must give their consent, even by signing a specific
form.

In addition to these basic indications, some skills
that help the professional to create a context of re-
lationship and participation suitable for defining a
proper evaluation of the assisted person’s problems are
required before giving a narrative interview - among
the 23 needs of the assisted person identified by Artioli
and collaborators (10). Thanks to the acquired narra-
tive competence, the professional is able to understand
the meanings that the patient attributes to his illness,
to identify the priority of the needs, and their inter-
connections with other needs (13).

Who uses this methodology does not use a rig-
id scheme, but generally tends to follow the content
and the rhythm proposed by the interviewee very care-
fully.

The listener has to follow the story through its
narrative trajectories, to identify the metaphors and
images (20), tolerating also the ambiguity and the un-
certainty (21).

Some specific skills, among those who collect a
narrative interview, help to understand the complex-
ity of the person, what determines his manifestations,
what his responses to internal and external changes are
and where he is oriented. This allows us to deeply un-
derstand what he feels and lives, thus favoring person-
alized adaptation processes.

To effectively conduct a narrative interview it is
necessary:

1. To know how to choose the right setting;

2. To know the basics of effective communication;

3. To use communication facilitation strategies;

4. To know how to formulate open questions;

5.To know how to put in place the active listening
to the patient and his point of view;

6. The understanding of ‘being’ in a difficult rela-
tionship.

As already argued, the ability to make inferences

and formulate forecasting assumptions requires not

only adequate knowledge and basic nursing skills, but
also the ability to use multidimensional thinking (13).

1.4 The narrative interview for the assessment of needs

and problems of the sick person

Before conducting an interview, the professional
must develop an interview guide to refer to during the
meeting with the sick person.

In conducting the interview, it is advisable for the
interviewer to refer to the questions presented in the
guide set up beforehand. Nevertheless, it is important
that the interview takes place in an environment based
on non-judgmental listening and on mutual trust. For
this reason, the questions can also be placed in a differ-
ent order and, in any case, they must be used as much
as possible starting from what is freely expressed by
the interviewee on a verbal and non-verbal way. For
the same reason, questions may from time to time be
changed and reformulated based on what happens
during the communication relationship.

Finally, at the end of the interview, it’s a good
thing to check that all the topics have been covered.
But how to operatively conduct an interview? What
to ask for?

The interview, focused on patient care, includes 3
phases: 1) an initial phase; 2) a central phase aimed at
exploring four fundamental themes (illness experience;
problems related to the disease; relapses of the disease
on one’s life and on loved ones; needs related to the
current situation); 3) a final phase.

The different phases are identified below, accom-
panied by some sample questions:

1) the initial phase, in which there is the presenta-
tion of the object of investigation and the explanation
of the purpose of the interview. This phase is summa-
rized in two sub-phases:

1a. Introduction to the interview

In this phase it is useful to put the person at ease
as much as possible, thanking him for having accepted
the invitation and giving the availability to provide
clarifications.

1b. Opening question

Example: “I will ask you some questions about
your health situation; you are free to answer and tell
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me if you doesn't feel like answering. Do you have any-
thing to ask me?”.

2) The central phase, in which the “core” contents
of the interview are investigated. In this phase, the ar-
eas to be investigated are explained and defined with
open questions. In particular, the following constructs
are explored:

2a. Illness experience

Example: “Do you feel like telling how you are
experiencing the condition of illness in which you find
yourself?

(for the interviewer only: it is useful to keep the
attention on the areas of interest, such as the worsen-
ing of the illness, possible complications, loss of au-
tonomy, loneliness ...).

2b. Problems related to the disease

Example: “In what you told me, and referring to
your experience, do you feel like telling your most rel-
evant problems? Can you give me an example?”

(for the interviewer only: if the person expresses
problems only on a physical level, he can try to focus
his attention on problems related to other dimensions,
such as psychological, social or spiritual).

2c. Relapses of illness over one’s life and on loved
ones

Example: “Would you like to tell if and how these
problems affected your family and your social life? Can
you give me an example?”.

(for the interviewer only: try to investigate what
problems the disease may have determined on the
family or on social relationships and if family and so-
cial relations can be considered a resource).

2d. Needs related to the current situation

Example: “Do you feel like telling what you need
most in this phase of your life?”

(for the interviewer only: try to understand what
the priorities are for the person and the reasons).

3) The final phase of the interview, in which a final
question, thanks and greetings are expected.

Example: “Are there any other aspects you would
like to talk about? Are there other things that came to
mind?”.

(for the interviewer only: it is a conclusive ques-
tion, but which opens to further reflections).

2. The Narrative Interview Analysis

As highlighted until here, conducting a narrative
interview requires specific transversal skills related to
the professional’s relational/communicative compe-
tence. However, being a professional expert in the use
of narrative interview also means learning a technical
methodology that allows to analyze the interview it-
self with a non-categorical and non-interpretative ap-
proach, instead idiographic and “expository”, allowing
to order the contents, still staying close to the words
and concepts expressed by the person.

Therefore, the analysis of the narrative interview
foresees three steps which, as in a good film editing,
reflect three progressively more generalized moments
of analysis: transcription, content analysis, meaning
analysis.

2.1 Recording and transcription

This first step is undoubtedly the “technical pre-
requisite” of the analysis, yet it comes with a first level
of interaction with the contents rising from the nar-
ration. In fact, at this level, the professional proceeds
with the detailed transcription of the recorded narra-
tion or, in the absence of recording, with the imme-
diate transcription of the crucial points that emerged
during the narration. In this step, the professional will
write the whole interview, typing out both the patient’s
words and those used by himself, to allow a thorough
and detailed analysis of the entire interview, intended
as a unique moment of interaction between the two
actors. It is also fundamental to transcribe the feelings
and emotions that have been conveyed by the person
at the paraverbal (modification of the tone, pitch, and
pacing of the voice, as for silences, long pauses, excited
tones...) and non-verbal (body posture and move-
ments, eyes movements, facial expressions, sweating...)
and who immediately hit the professional while con-
ducting the interview. This step has to be necessarily
immediately after the interview. The elements outlined
here, in fact, will be a fundamental piece in the con-
struction of the last step, the meaning analysis.

2.2 Content analysis

In the qualitative analysis scientific discussion,
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different approaches were aimed to a detailed analysis
of the narration (25). Here, we will mention only a
few, just to emphasize how content analysis is a process
combining an extreme flexibility, linked to the absence
of standardized contents, to a rigorous methodologi-
cal strategy, monitoring the quality and reliability of
the information collected. The aim is to “stem” the
professional’s own interpretation favoring, instead, his
critical thinking and his reflective ability. Regardless
of the analytical approach chosen by the professional,
the first step here is reading multiple times the narra-
tion. In this way the professional will put himself in an
observer’s point of view with respect to the dynamics
of the interview, bringing out the main thematic areas,
the themes and the main categories.

2.2.1 Narrative analysiss models: an overview

The models of narrative analysis can be consid-
ered the theoretical lenses through which the attention
is focused on certain aspects of the narration, while
sharing the common goal of capturing the experience
lived by the single person through the study of the
story that he/she tells (25). These approaches can be
chosen and used separately, but a pluralist vision could
allow the practitioner to choose how to combine these
reading lenses, in order to reach a broad analysis of the
single narration.

Below are some of these models, and the technical
features that define them.

1. Labow and Waletsky model (26), in Frost (25):
it is based on the identification of narrative events us-
ing a structural linguistic perspective. The sentences
of the narration are temporally ordered according to a
scheme including ‘beginning, middle and end’.

2. Poetic model of Gee (27), in Frost (25): pro-
vides a set of rules for organizing text by emphasiz-
ing the prosodic and paralinguistic aspects of speech,
such as the pitch and intonation. The model pays close
attention to the rhythm of the narration and offers a
way of systematically deconstructing the narrative into
groups of Lines, which in turn define Strophes, Stan-
zas and Parts of a story. This is useful in identifying
changes of topic within stretches of speech and text.

3. Critical narrative analysis model of Emerson
and Frosh, (28) in Frost (25): this models takes account

of the interaction between interviewer and narrator. It
utilizes Gee’s poetic model but also actively consid-
ers the interviewer’s role throughout the process, to
counteract the tendency to draw on personal and pro-
fessional discourses to impose pre-given meaning on
texts. The use of Gee’s model ensures that the interpre-
tations remain grounded in the text whilst a systematic
reflexive consideration of role makes the subjectivity of
the interviewer explicit. This model emphasizes on the
privileging of the participant’s words.

4. The ‘performative model’ of Riessman, (29)
in Frost, (25): it uses the Gee’s model to examine the
text, but draws attention to metaphors as organizing
structures that frame narratives that may not be easily
identifiable any other way.

5.The Qualitative Analysis Guide of Leuven (30):
a systematic but non-rigid method and an actual guide,
that is characterized by iterative processes of digging
deeper, moving between various stages of the process
itself.

6. Core Story Creation of Petty and Thomas (31):
it involves reconfiguration of raw narratives, identify-
ing elements of emplotment and re-ordering these to
form a constructed story.

7. Grounded Theory approach of Willig (32): it
involves the progressive identification and integration
of meaning categories deriving from the narrative. It
places the emphasis on the identification of the cat-
egories and the relationships that exist between them,
to create an explanatory context. The categories emerge
from the grouping of narrative components that share
the central characteristics.

2.3 Meaning analysis

This final analysis’s step is the most delicate as it
represents the synthesis of what was previously ana-
lyzed (immediate analysis, content analysis), with the
aim of identifying the possible meanings that the per-
son attributes to what he/she said, without however
indulge in the interpretation of contents based on one’s
own personal (or professional) pre-established mental
categories.

At this stage, the professional must arrive at a
broader vision of the same narration, which will be
viewed as a unitary set of data. The professional will
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have to recall the impressions emerged during the nar-
rative, tone of voice, posture and silences during the
narration. In this type of analysis, it is necessary that
the professional activates his relational competence
and his emotional resonance throughout the narration,
asking himself “how did I feel?”.

This level of analysis aims to grasp the essential
inner thoughts, and is aimed at identifying meta-
problems or higher order resources, derived from their
general condition, from their non-verbal behavior and
the relational aspects of the intersubjective encounter
between the patient and the caregiver. The use of the
person’s own words, in every phase of this process, will
allow the professional to protect the idiographic, and
not nomothetic, vision of what emerged from the nar-
ration.

3. A narrative interview analysis: the story of
Marianna

Below is a brief interview on the experience of
Marianna’s illness, from the moment of diagnosis to the
current condition. Marianna, 74 years old, received a
diagnosis of diabetes 10 years earlier and the interview
is collected during a regular assessment. The interview
was conducted by Clara, a nurse with advanced exper-
tise in conducting narrative interviews. The analysis was
performed using a Grounded theory approach, which
requires a first subdivision into Extracts, identified on
the basis of the thematic sections of the narration, in
accordance with the Poetic method, and a subsequent
enucleation of the thematic categories defined by the
patient’s own words. This definition is followed by the
meaning analysis, with the integration of the informa-
tion that emerged during the conduct of the interview.

3.1 Content analysis

1. “T wanted to slap him “

Receiving the diagnosis for Marianna is a moment
of shock, which shows with feelings of fear, worry and de-
spair.

“One day I went there with the [blood test] results
and he came out [the doctor] came out, beautiful as ever
and told me” well ... you have diabetes” (Extract 2)

T immediately wanted to slap him ... but how can
you tell me I'm sick with that face?” (Extract 3)

I left all pissed off and worried” (Extract 4)

‘T was desperate and call all my friends” (Extract 5)

2. ‘1 did not understand anything”

Marianna tells her experience of confusion linked to a
quick and summary presentation of information on the ef-
Jfects of this chronic pathology on her lifestyle. However, she
also underlines the transition from the state of confusion
to a level of comprehensible knowledge and understanding
of her personal condition, thanks to the intervention of a
specialized nurse.

I left [...] with more questions than answers because
he told me so, then he just gave me a very nice colored card
with written things that I totally did not understand”
(Extract 4)

“What should I do with this disease?” (Extract 7)

“The nurse started talking to me clearly” (Extract 8)

“Sugar instead of going where it should go, lies in the
veins and ruins it, it ‘frosts” them... and after so long that I
no longer have my insulin running, they get ruined” (Ex-
tract 9)

3. It was a disaster [for my life]”

Marianna tells her state when she realizes the reper-
cussions of the chronic condition on her lifestyle. She shares
an emotional state of sadness, despair and a sense of in-
Justice, yet her and her family’s effort to accept this new
condition.

‘He told me that practically I could no longer eat eve-
rything I liked” (Extract 10)

‘.. maybe I can get away every now and then ... and
the initial weight was back, evenmore ... and again I cried
.. (Extract 11)

‘It was a disaster ... no pasta ... no lambrusco [Italian
wine]... no potatoes, and 1 like so much mashed potatoes, no
cakes ... a disaster ...” (Extract 10)

“[ cried because it seemed to me that God was mad at
me” (Extract 12)

“What a bad time ...” (Extract 12)

“G. [her husband] was pissed because there was noth-
ing good to eat at home and he said Tm not sick, can I have
something good to eat?” (Extract 11)

4. “This pretty cute nurse”
During the narration, Marianna continually names
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people close to her whom she addressed to during the dif-
Jreult phase of illness adjustment. Formal figures (nurse)
and informal figures (friends, nephews, relatives) played a
strong supporting role in her path.

I used to go to this pretty cute nurse every once in a
while and she saw that I was sad” (Extract 13)

“The important thing is that I can go to the nurse ...
because she talks to me as I like “ (Extract 19)

I called in despair all my friends that I knew hav-
ing my same problem and they told me: Dear God, M. but
don’t worry, you'll see that it’s nothing ... you won’t even
notice you have somet/ying ... you do your stuff, take the
medicines the doctor tells you to, take the blood tests you
need to and that’s it” (Extract 5)

My niece started to tap on that tablet... and she
pulled out all of the healthy recipex, without sugar ... or,
when she was at home with me, we went shopping and she
helped mi understanding something” (Extract 14)

“Then at Christmas they gifted me a cookbook with
all the recipes for diabetics” (Extract 15)

“They helped me [the family members] to lose again a
few more pounds and still feel happy” (Extract 14)

“... But she [my friend] helped me a little bit in the
whole story because she told me how she used to do 1t, what
she used to eat...” (Extract 17).

5. ‘I took it as a habit”

Marianna describes her transition of her perspective
on the illness from “sentence” to habit, by learning small
strategies that help her find a new balance.

TImmediately I was quite good, and I had lost weight
and I always took the medicines... but this do not weigh me
down, I already take so many” (Extract 13)

I realized that I could make the cake good but with
different ingredients... or they made me take the whole
brain pasta that does not hurt... or the half normal and
half whole flour to make pizza” (Extract 14)

A cookbook with all the recipes for diabetics... Dear
God, such a show! [..]. G. was happy to come home and see
that book open in the kitchen because he knew that I was

Jine and he would have ate well ‘(Extract 15)

“We found a balance” (Extract 15)

‘Now it’s 6 months that I use that thing to see blood
sugar level and understand how much sugar I have in my
blood... I do it every morning before having breakfast and
taking medicine” (Extract 16)

And then I took it a bit as a habit that even when
there are not the grandchildren, I'm going by myself to
make a walk” (Extract 18)

6. “It looks like a bad earthquake, but then everything
will pass”

Marianna, during this narration, arrives at a positive
synthesis of her story, aware of the jolts she has received but
also of a new positive reformulation, following the under-
standing of her condition and the adjustment strategies that
she managed to implement to preserve her quality of life.

“..in short, I got sick but it could have been worse ...
I can’t complain” (Extract 19)

“That I consider myself a sick and lucky little patien...
1 immediately saw everything bad ... that seemed to me
to have a bad disease (a tumor) but then I only needed to
know my illness... you take the measures and discover that
with the time you learn to know them” (Extract 20)

It’s always good for me to talk about what happened
to me because if I ever meet someone like me who has diabe-
tes, Id tell them to stay calm. Even if at first it seems like a
bad earthquake but then everything will pass” (Extract 21).

3.2 Meaning analysis

Marianna, at the moment of the interview, is a
woman who has succeeded in integrating the condition
of diabetic patient into her story (‘I zook it as a habit”, It
looks like a bad earthquake, but then everything will pass”).
Reviewing her history in this narrative, she immedi-
ately shares the first difficulties, as how she felt aban-
doned at the moment of the diagnosis communication,
and how she felt downgraded, almost mocked. The
first impact that the diagnosis had on her came with
disbelief and anger (“I wanted to slap him”), along with
a profound confusion (“I didn't understand anything”).
Having a chronic illness forces Marianna to change her
life, her habits and alter the characteristics of her role
as wife, mother and grandmother. She lives an intense
suffering, which manifests itself as a strong sense of
desperation, crying, an apparently insurmountable dif-
ficulty (“i# was a disaster”). However, during the narra-
tion Marjanna shows her important resources that, after
the initial displacement, allow her to adjust to this new
condition. The first is social support, in fact Marianna
appoints people who knew how to support her and that
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she, despite the difficulty and desperation, has actively
sought and heard, taking information, ideas and reas-
surances supported her creating a new normality (“zhar
pretty cute nurse”). 'The second is the strong, emotional
and positive spirit of Marianna; during the whole in-
terview, in fact, she uses a calm and serene tone, and
she is extremely collaborative and affectionate towards
the nurse who collects the narration. She uses vivid and
colorful expressions, transmitting a very strong vital-
ity and sympathy, temperamental characteristics that,
thanks also to the valid support she received from the
external environment, certainly succeeded in activating
a process of “post traumatic growth” (33) which allowed
her to create a new normality ‘and still feel happy”.

4. Conclusions

The relevance of the narrative interview within
the Healthcare System, as an accurate tool for gather-
ing information, is now well recognized in the interna-
tional scientific literature (1, 2).

The aim of this study was to offer an in-depth and
applied analysis of the “narrative interview” in the clini-
cal setting and with the purpose of assess the condition
of this person. What is described here allows us to for-
mulate a very strong first conclusion: the work for a good
narrative interview starts long before the interview itself.

It begins with a professional who decides to be-
come an expert in this technique and train to optimize
some qualities (empathy, active listening, and reflec-
tive thinking) that are already part of his professional
background, with the aim of making them even more
accessible and defined, and ready to be used during the
interview collection.

Again, the professional is required to know, based
on his experience and his ability, how to analyze and
make decisions, the best context and timing, to help
the person open up and share his/her experience,
without feeling forced, under scrutiny and, above all,
without having the feeling to chase a “right” answer
expected by the interviewer. The correct planning of
the setting, in fact, supports the expressive freedom of
the person who, in this approach, is absolutely central.

During the conduction, a professional who is a
good interviewer has learned to dose his/her presence,

so that he/she can support the person narrating, still
being able to freely collect the person’s words, so impor-
tant to define his/her experience with a subjective lens.
At the same time, the professional learn to be present
in the moment, and to receive and store all the informa-
tion that comes from the non-verbal channel and that
may not always remain imprinted in an audio track.

The interview analysis phases, as we have said, can
refer to different approaches, all scientifically reliable
and able to support an interpretation that is both free
and rigorous.

In this specific case, the Authors have chosen
to refer to an original approach, borrowed from the
Grounded Theory, in the belief that the possibility of
preserving the person’s words even in the creation of
categories of content, allows a deep analysis and the
possibility to compare the person solely and exclusively
with him/herself, in his/her experience of illness.

Minimizing inferences and categorizations, also
allows the professional to use in different applications
the information appropriately integrated with objec-
tive/quantitative data, as for the assessment (17), or the
creation of an educational plan (15), or the diagnosis
(14), still remaining in a perspective always deeply in-
ternal to the person, and continuing to know him/her
a little more and to reverberate with his/her intrinsic
needs, every time the professional reads the analysis.

Furthermore, the meaning analysis allows the
professional to integrate his/her experience linked to
that moment and to that interaction, focusing on what
emerges in the immediacy of the narrative collection,
rather than ideas or thoughts about the person who
can be formulated in the long term. This can help the
professional to demystify the personal attributes that
each person physiologically performs, managing to
identify the elements that arise exclusively from that
interaction at that precise moment.

In this way, the uniqueness and unrepeatability of
each narrative is preserved, which in turn reflects the
uniqueness of each person who lives and shares his/her
experience of illness.
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Abstract. Background: Cancer is the leading cause of death worldwide. Of the various therapeutic approaches,
chemotherapy is the most widely used treatment. Among the various side effects associated with this treat-
ment, taste alterations (TAs) have received little attention, even though they have a serious impact on the nu-
tritional aspect and quality of life (QoL) of patients. TAs concern 75% of the patients receiving chemotherapy,
and this figure is still considered to be underestimatedbeacuse could be due both to inadequate attention and
to the absence of specific subjective tools able to fully evaluate TAs in patients undergoing chemotherapy.
Methods: A review by querying CINAHL, PubMed, Scopus and Google Scholar databases about the current
status of use of the CiTAS self-evaluation scale, was performed. Resu/zs: From critical reading of the selected
reports, it can be said that until now CiTAS has not been used to a large extent for evaluating taste, even at a
late stage in patients undergoing chemotherapy. However, the results and the selected reports seem to indicate
hope for its wider use. Conclusions: In literature, CITAS scale has been used on very heterogeneous popula-
tions and not adequately studied in specific care settings, its use within controlled trials could implement its
spread.Correct and subjective evaluation of TAs would allow the planning of specific and personalized inter-
ventions aimed at providing adequate nutrition to support the maintenance and/or achievement of a correct
body mass index. All this could contribute significantly to a better perception of QoL in patients undergoing
chemotherapy. (www.actabiomedica.it)

Key words: taste alteration, cancer patients, chemotherapy effect, nutrition, CiTAS scale

also attack the physiological development of normal
cells (6, 7).

According to the World Health Organisation
(WHO), cancer is among the leading causes of death
(1-3); in 2018, 9.6 million deaths from cancer are ex-
pected (2). In particular, in Europe, there are about
4,229,662 new cases of cancer(2). Despite new thera-
peutic approaches such as immunotherapy (4), treat-
ments available today against cancer include surgery,
chemotherapy and radiation therapy (5). Chemo-
therapy is often used in the treatment of such diseases.
These treatments are effective against cancer cells but

The adverse effects of these therapies necessary
for the treatment of cancers are now well known (5,
8, 9). The QoL of such patients is increasingly con-
sidered as a fundamental outcome of the therapeutic
process(10-12). Strategies to reduce adverse events in
the treatment of cancer diseases have recently been the
subject of greater attention (13). Patients undergoing
these treatments perceive various symptoms that may
affect completion of the treatment course and their
quality of life (QoL), both during and after treatment
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(14-17). Chemotherapy can cause adverse effects that
have a negative impact on nutritional status, such as
anorexia, changes in taste and smell, aversion to food,
nausea and vomiting, mucositis, constipation, diar-
rhea and early satiety (18). Research initially focused
on the gastrointestinal consequences of cancers and
their treatments (19), leaving aside other aspects such
as taste alterations (TAs). TAs are the most distress-
ing side effect with a serious impact on the nutritional
aspect and QoL of patients and have received little at-
tention from healthcare professionals (5). Taste is an
important sensation that serves to evaluate the nutri-
tional content of food, support oral intake and prevent
the ingestion of potentially toxic substances. Patients
with loss of taste have worse outcomes than those who
have not lost their sense of taste and have been able to
maintain food intake and nutritional support (20). TAs
affect 75% of patients undergoing chemotherapy, and
are still considered to be underestimated(19), despite
their impact on the QoL of patients undergoing this
treatment appearing to be increasingly known (7, 21,
22). This underestimation could be due both to inad-
equate attention and to the absence of specific sub-
jective tools (6) able to fully evaluate TAs in patients
undergoing chemotherapy. The CiTAS scale (23) is a
tool for immediate and easy use (6).

The CiTAS original version (KANO) is a self-ad-
ministered questionnaire composed of 18 items evalu-
ated on a five-point Likert-type scale and divided into
three dimensions:

1) quantitative changes in the perception of fla-

vours (hypogeusia and ageusia),

2) qualitative changes in the perception of fla-

vours (heterogeusia, cacogeusia) and

3) problems related to nutrition (difficulty in eat-

ing hot or fat foods).

Using a Likert scale 1-5 (where 1 = no difficulty or
absence of the disturbance and 5 = maximum difficulty
or disturbance), CiTAS evaluates the 4 dimensions of
gustatory disturbances: intensity of taste, discomfort,
phantogeusie and parageusia, and general alterations
of taste. CiTAS can help in the planning of specific
nursing interventions, providing adequate nutrition to
support the maintenance and/or achievement of a cor-
rect body mass index. This can contribute to a better
perception of QoL and to coping better with the side

effects of chemotherapy (6). Through this mini-review
we wanted to investigate the state of the art about use
of the CiTAS scale for the evaluation of TAs in cancer
patients undergoing treatment with chemotherapeutic
drugs.

Materials and Methods

The review process was conducted in the follow-
ing steps: identification of the research problem, bib-
liographic research, data evaluation, data analysis and
finally presentation of the summary of results. The re-
search was conducted using the CINAHL, PubMed,
Scopus and Google Scholar databases. The MeSH
search terms included, “Chemotherapy-induced Taste
Alteration Scale”, “CiTAS”, “Cancer Patients, Taste
alteration”, “Taste disorder” and “Chemotherapy” were
combined with each other. The formulation of search
terms/keywords and research on electronic databases
was performed in collaboration to ensure greater va-
lidity and reduce biases in conducting research. Our
research included articles in English published be-
tween January 2008 and December 2018. The limita-
tions used were: human population, English language,
publications in the last 10 years and scientific articles.
Studies regarding patients of paediatric and neonatal
age and validation studies were excluded. Only studies
that met the previously described bibliographic search
criteria were considered and only primary studies were
included. Abstracts were evaluated according to the in-
clusion and exclusion criteria described below in order
to determine whether or not to continue search and
retrieval of full texts. Naturally, the same studies pre-
sent on several databases were evaluated only once. All
the full texts were in turn evaluated on the basis of the
general and specific inclusion/exclusion criteria below
to identify those eligible for review. Bibliographic re-
search was conducted from May 3, 2018 to December
31, 2018. Research of articles and their analysis was
conducted independently by three researchers.. For se-
lection criteria, articles from national and international
scientific literature whose title and content contained
at least one of the keywords or a link to them were in-
cluded. Selection was made after careful reading of the
abstract and the complete article (Table 1).
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Table 1. Selection criteria

Database

Key words

Search strings

Results

PubMed

CINAHL

Scopus

Google scholar

Chemotherapy-
induced taste
alteration

scale, Taste
alteration OR
Taste disorder,
Chemotherapy

(chemotherapy-induced[All Fields] AND (“dysgeusia’[MeSH
Terms] OR “dysgeusia”’[All Fields] OR (“taste”[All Fields] AND
“alteration”[ All Fields]) OR “taste alteration’[All Fields]) AND
(“weights and measures”[MeSH Terms] OR (“weights”[All Fields]
AND “measures”[All Fields]) OR “weights and measures”[All
Fields] OR “scale”[All Fields])) AND ((“dysgeusia’[MeSH
Terms] OR “dysgeusia”’[All Fields] OR (“taste”[All Fields] AND
“alteration”[ All Fields]) OR “taste alteration’[All Fields]) OR
(“disease”[MeSH Terms] OR “disease”[ All Fields] OR “disorder”[All
Fields])) AND (“drug therapy”[Subheading] OR (“drug”[All
Fields] AND “therapy”’[All Fields]) OR “drug therapy”[All
Fields] OR “chemotherapy”[All Fields] OR “drug therapy’[MeSH
Terms] OR (“drug”[All Fields] AND “therapy”[All Fields]) OR
“chemotherapy”[All Fields])

Chemotherapy-induced Taste Alteration Scale OR CiTAS AND
cancer patients AND (taste disorders or taste alterations )

(ALL (chemotherapy-induced AND taste AND alteration AND
scale) AND TITLE-ABS-KEY (cancer AND patients) AND
TITLE-ABS-KEY ( taste AND disorder ) OR TITLE-ABS-KEY
(taste AND alteration ) AND TITLE-ABS-KEY (chemotherapy) )

16

Chemotherapy-induced Taste Alteration Scale +CiTAS +cancer

patients +taste alteration or disorder

15

Results

CiTAS has been used until now to evaluate taste
alterations even at a late stage in patients undergoing
chemotherapy. One study investigated these altera-
tions and radiotherapy (Table 2). In particular, the ar-
ticles considered for our study are described in Table
2. The descriptive-correlational study by Antony and
Pavithran (5) in India was aimed at determining taste
alterations and their possible relationship with the
Quality of Life of patients undergoing chemotherapy.
The study was conducted on 100 patients, aged be-
tween 20 and 65, who underwent at least 3 cycles of
chemotherapy treatment, through convenience sam-
pling. The CiTAS scale was used to evaluate the taste
status of participating patients. All patients enrolled
had taste alteration: 10% of the severe sample, and
50% of the entire moderate sample. Such taste altera-
tions showed a negative correlation with the Quality
of Life, highlighting how an increase in taste alteration

is related to a worse Quality of Life. The 2015 Sozeri
study (7) aimed to determine the factors influencing
taste alteration induced by chemotherapy, based on the
subscales of the CiTAS instrument. Conducted on 184
patients undergoing chemotherapy treatment enrolled
at the Haematology Unit of a university structure, its
results showed how gender and age were variables that
did not influence any CiTAS subscale. On the contrary,
the most severe taste alterations were found in patients
with xerostomia and a sore mouth. A study with the
same objective is that of Rea et al.(24) conducted on
152 patients undergoing chemotherapy. Here, instead,
females - like patients with phantoegusia and paraegu-
sia - seem to experience this type of alteration more.
The preliminary study by Simeone et al. (25), which
investigates taste alterations in young and elderly pa-
tients undergoing chemotherapy treatment confirms
that elderly subjects over 70 years of age have a taste
alteration induced by chemotherapeutic drugs greater
than any other group of patients with ages that differ



20

S. Simeone, ML.R. Esposito, G. Gargiulo, et al.

from theirs.The aim of the multicentric observational
study by Guillari et al. (19), conducted on 92 women
recruited through convenience sampling, is to describe
the qualitative taste alterations in women undergoing
chemotherapy. The results show how phantogeusia and
parageusia were more present than in the other CiTAS
classes. Furthermore, in the sample of women consid-
ered, a reduction in appetite and an absence of saliva-
tion showed a strong negative correlation with all CiT-
ASsubscales. The 2017 cross-sectional study by Sato et
al. (26), conducted on 91 patients, evaluated the preva-
lence of taste alterations and the predictive factors of
these taste disorders at a late stage in patients who had
survived allogeneic hematopoietic cell transplanta-
tion. Taste disorders were observed in almost half of
the patients investigated. The most frequent form of
taste disturbances at a late stage was reduced appe-
tite. Almost all taste disturbances were mild in their
severity. The taste disturbances investigated could re-
turn to normal levels after 1 year from transplantation.
Among patients more than 1 year after HCT, chronic
oral GVHD was significantly associated with an in-
creased risk of phantogeusia and parageusia, whereas
that among patients less than 1 year after HCT it was
not. Immunosuppressive treatment did not affect any
taste disturbance in patients either more than 1 year
or less than 1 year after HCT. The 2018 longitudinal
study by Jin et al. (27) is characterised by the novelty of
the setting of use of the CiTAS scale. The study aims
to dynamically evaluate taste alteration and its corre-
lation with weight loss in patients with cancer of the
head and/or neck treated with radiotherapy incombi-
nation or not with a chemotherapy protocol or after
surgery. Of the 161 patients enrolled, the complete
results for 114 patients showed how taste alterations
were present at the beginning of treatment, increasing
halfway through the therapeutic cycle and remaining
constant until the post-term follow-up of treatment.
Within this time frame, all aspects of taste alteration
investigated by CiTAS increased, decreasing relative
to the intermediate period but with values that were
higher than those of the initial period. Weight loss
was recorded in all enrolled patients. The total CiTAS
score, decline in basic taste, general taste alterations,
discomfort, and phantogeusia and parageusia all had a
significant negative effect on weight loss.

Discussion

Use of the CiTAS scale is not yet widespread
as desired.To date CiTAS has been used to evaluate
taste alteration even at late stages in patient undergo-
ing chemioterapy. The QoL of patients with cancers
is more influenced by chemioterapy; the QoL is con-
sidered as a fundamental outcome of the therapeutic
process (10-12). Chemotherapy can cause adverse ef-
fects that have a negative impact on nutritional status,
such as anorexia, changes in taste and smell, aversion
to food, nausea and vomiting, mucositis, constipation,
diarrhea and early satiety (18).

TAs are the most distressing side effect with a
serious impact on the nutritional aspect and QoL of
patients (5). Taste is an important subjective sensation
that influence Body Mass Index. Patients with loss of
taste have worse outcomes than those who have not
lost their sense of taste and have been able to maintain
food intake and nutritional support (20). TAs affect
are underestimated because there is absence of spe-
cific subjective tools (6) able to fully evaluate TAs in
patients undergoing chemotherapy. The CiTAS scale
(23) is a tool for immediate and easy use (6).

Primary studies selected according to the inclu-
sion criteria of this work show how this scale has been
used on a very heterogeneous population (19), young
and old (25)women, with different types of cancer (24).
All patients undergoing chemotherapy treatments.
Just the non-differentiation of the various chemother-
apy treatments may represent a limitation that can be
found in the current literature, just as other limitations
could be the presence of comorbidity and/or other con-
comitant treatments that could influence TA. All the
selected studies have investigated the TAs already after
the first chemotherapy treatment. Only one study (7)
waited three cycles of chemotherapy before proceeding
with an evaluation of the TAs. However, we consider
it a duty to point out the approach taken by Jin et al
(27) which included a baseline assessment. Precisely
because of what has been said so far, we believe that
this approach is the most desirable. An early subjec-
tive assessment of taste and subsequently of its altera-
tions may allow the implementation of specific and
targeted intervention programs aimed at improving
the QoL of these subjects. The selected studies show



CiTAS: evaluating taste alteration today

21

Table 2. Description of articles selected

Title Objectives Design Instruments Results Limitations
Antony, Pavithran, | Determine taste Descriptive- Semi-structured All patients enrolled | The influence of
2017. alterations and correlational. questionnaire had taste alteration: any comorbidity on
Taste alteration their possible created ad 10% of the severe taste alteration was
and quality of relationship with hoc; reports sample, and 50% of | not investigated.
life of patients the Quality of from medical the entire moderate Furthermore, a
receiving Life of patients documents (days sample. Such taste single chemotherapy
chemotherapy undergoing of chemotherapy, alterations showed a | regimen was not
chemotherapy. neoplasm, negative correlation investigated.
chemotherapy with the Quality of
regimen); CiTAS; Life, highlighting
University of how an increase in
Washington taste alteration is
Quality of Life related to a worse
Questionnaire. Quality of Life.
Simeone et al., Investigate Multicentric Sociodemographic | This study showeda | Limited sample
2018. changes in taste observational questionnaire correlation between
Taste disorders alterations in created ad older age and taste
in younger and people undergoing hoc; reports alterations induced
older patients chemotherapy from medical by chemotherapy.
undergoing cancer | with an age of 40 documents (days Furthermore,
chemotherapy: years or less and of chemotherapy, statistically significant
A preliminary in people aged 70 neoplasm, differences between
multicenter study | or over chemotherapy the young and
regimen); CiTAS the elderly group
were observed for
problems with
chewing and dental
prostheses.
Guillari et al., Description of Multicentric Sociodemographic | The strong presence
2018. qualitative taste observational | questionnaire of dysgeusia is
Dysgeusia alterations in created ad clear, particularly
in women women undergoing hoc; reports understood as a
undergoing cancer | chemotherapy from medical real distortion of
chemotherapy: documents (days taste sensation
results of a of chemotherapy, (phantogeusia and
preliminary neoplasm, parageusia) in the
observational study chemotherapy female sample under
regimen); CiTAS examination
Rea et al., 2018. Understand the Multicentric Sociodemographic | Major taste There exists a
An Investigation factors influencing | observational | questionnaire alterations were wide variety of
of Taste Alteration | taste disturbances created ad observed in the chemotherapy
in Patients in patients hoc; reports female gender and protocols
Undergoing undergoing from medical in patients with analysed and the
Cancer chemotherapy documents (days phantoegusia and correlation between
Chemotherapy of chemotherapy, paraegusia tumourlocalisation
neoplasm, and taste disturbance
chemotherapy was not tested.

regimen); CiTAS

(continued)
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Table 2 (continued). Description of articles selected

Title Objectives Design Instruments Results Limitations
Jin et al,, 2018. Dynamically Prospective Sociodemographic | Taste alterations CiTAS created for
Relationship evaluate taste longitudinal data, type of are present at evaluations with
between subjective | alteration and observational tumour and type the beginning of chemotherapy and
taste alteration and | its correlation of treatment were treatment, increasing | non-radiotherapy
weight loss in head | with weight found from clinical | halfway through treatments; absence
and loss in patients data; questionnaire | the therapeutic of psychometric
neck cancer with cancer of created ad hoc for | cycle and remaining | validation of the
patients treated the head and/ taste evaluation; constant until the instrument; absence
with radiotherapy: | or neck treated CiTAS; weight post-treatment of quantitative
A longitudinal with radiotherapy and height follow-up. Within analysis about food
study in combination measured at this time frame, intake; strong loss
or not with a predetermined all aspects of taste of patients enrolled
chemotherapy times useful for alteration investigated| in the medium and
protocol or after calculating BMI by CiTAS increase, | long term and strong
surgery. decreasing relative dominance of female
to the intermediate patients should lead
period but being to interpreting the
higher than those of | generalisability of the
the initial period. study with caution
Weight loss was
recorded in all
enrolled patients.
The total CiTAS
score, decline in
basic taste, general
taste alterations,
discomfort, and
phantogeusia and
parageusia all had a
significant negative
effect on weight loss.
Sato et al., 2017. Evaluate the Transversal Information Taste disorders were | The cause of taste
A cross-sectional prevalence of prospective on patient observed in almost disturbances could
study on late taste alterations characteristics and | half of the patients be multifactorial in
taste disorders in and the predictive transplantation investigated. The patients undergoing

survivors

of allogeneic
hematopoietic cell
transplantation

factors of such
late taste disorders
in patients

who survived
transplantation

of allogeneic
haematopoietic
cells.

was collected from
medical records;
CiTAS.

most frequent form
of taste disturbances
at a late stage was
reduced appetite.
Almost all taste
disturbances were
mild in their severity.
The taste disturbances
investigated can
return to normal
levels after 1 year
from transplantation.
Among patients more
than 1 year

allogeneic HCT due
to the combination
of various therapeutic
treatments.
Furthermore,
although the effect
of the oral condition,
such as topical oral
treatments, mouth
hygiene and dental
care, on post-HCG
allogeneic taste
disorders was not
clarified in our study;

(continued)
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Table 2 (continued). Description of articles selected

Title Objectives Design

Instruments

Results Limitations

after HCT, chronic an oral condition
oral GVHD

was significantly
associated with an
increased risk of
phantogeusia and
parageusia, whereas
that among patients
less than 1 year
after HCT was not.
Immunosuppressive
treatment did not
affect any taste
disturbance in
patients either more
than 1 year or less
than 1 year after
HCT.

should be examined
in future studies.

Determine the
factors that
influence taste

Sozeri and

Kutluturkan, 2015.
Taste Alteration in
Patients Receiving

Chemotherapy

Descriptive

alterations

in patients
undergoing
chemotherapy.

Patient
Characteristics
Identification

Form; CiTAS

Taste alterations
were observed
more frequently in
patients who have
also had mouth
sores along with
xerostomia. There
was no significant
difference between
other variables (age,
gender, any other
diagnosed disease,
receiving drugs
other than those
for chemotherapy,
smoking habits/oral
therapy, diagnosis,
stage and treatment
protocol) and average
scores obtained from
CiTAS subscales

Non-RCT study

more descriptive-observational manuscripts, therefore,
there are no primary studies that can be classified at
the peak of scientific evidence. Longitudinal RCTs
would be desirable for reinforcing the importance of
this instrument. In addition to analyzing TAs in pa-
tients undergoing chemotherapy, this scale has also
been used for patients undergoing another therapeutic

regimen, such as radiotherapy (27). This confirms the
attention of international research regarding TAs and
the reliability of this scale in evaluating subjective TAs.
In addition, there exist psychometric validation studies
(6,23, 28)this means that more and more professionals
in the world feel the need to evaluate the TAs in order
to guarantee a correct QoL of the subjects subjected to
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chemotherapeutic treatments. This aspect lead to hope
for a future use of CiTAS in new populations and/or
similar populations but with different cultural back-
grounds.

Conclusions

The nurse plays an important role in evaluating
the nutritional status and quality of life of cancer pa-
tients. Chemotherapy remains a fundamental thera-
peutic strategy for cancer diseases. The side effects of
chemotherapy are well known and TAs are a distress-
ing side effect that can significantly affect the nutrition
and QoL of patients, so close attention must be paid
from the start of therapy. The purpose of nursing care
for patients undergoing chemotherapy is to prevent
or reduce treatment-related symptoms and problems.
To date, there are no guidelines for the evaluation and
management of TA, yet a correct and subjective as-
sessment of TA would allow the planning of specific
and personalized actions aimed at providing adequate
nutrition to support the maintenance and/or achieve-
ment of a correct body mass index. All of this can con-
tribute in an important way to a better perception of

QoL.
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Health-Care-Associated Infections Management, sow the
seed of good habits: a grounded theory study
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Abstract. Background and aim of the work: The reasons that condition and motivate adherence to good prac-
tices have a multifactorial nature. From the literature review, emerged different elements that interact within
the operating context and represent a part of the variables that condition the “Best Practice”. The aim of this
research was to investigate the variables that influence adherence to operators’ good practices. Methods: A
qualitative study with Grounded Theory (GT) methodology was carried out, which leads to the establishment
of a theory about basic social processes. This theory is based on the observation and perception of the social
scene and evolves during data collection. Data collection took place through interviews with the participants,
through an ad hoc semi-structured interview grid. The initial sampling consisted of 12 health workers, while
the theoretical sample was made up of 6 health workers. Resu/ts: The analysis organization through the crea-
tion of schemes and diagrams has allowed to formulate different concepts including: false beliefs, knowledge
and emotions experienced, that connect with the initial condition of Unconsciousness unaware; awareness
of the consequences, team, welcome the new, which are connected to the intermediate phase of Revolution
of the professional oneself; awareness of the limits, culture, responsibility, context, rigor and control that
connects to the final state of Attentive Habit. Conclusions: The theoretical model develops through a path of
growth and revolution that starts from the roots of an Unconsciousness unaware and brings with it the seed
of a model. (www.actabiomedica.it)

Key words: HAI management, best practice, grounded theory, health workers

Introduction

The Health-Care-Associated Infections (HAI)
represent, worldwide, one of the adverse events con-
sidered attributable to the sensitive outcomes of care.
In the last decade, literature has presented the rela-
tionship between the care quality provided and treat-
ment outcomes, therefore the sensitive care outcomes
represent the effect and/or consequences of assistance
interventions.

The ECDC Survey estimates that in Europe
about 3.2 million patients fall ill due to infections con-
tracted during their stay in health facilities and about

37 thousand of these die due to the consequences re-
lated to these infections. Furthermore, the HAI cause
16 million additional hospitalization days with the
consequent increase in expenses for a total of 7 billion
euros per year (1).

These are enough grounds for healthcare profes-
sionals, based on their knowledge and skills, to have
a duty of significantly improve the standard of care
through “HAI management behavior” (2). However,
the good knowledge of the operators regarding the
right practices often does not translate into appropri-
ate behaviors in infective risk management.

The motivational factors and the perception of
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the work environment that manifest in the set of con-
ditions, influences, forces and cultural values of that
environment, constitute a decisive element. The poor
implementation of good practices is related to the lack
of time and resources, the perception of negativity by
other staff members and the stress following interven-
tions (3). This makes clear that knowledge, awareness,
control of actions and facilitation is not enough to
change the behavior of poor adherence to hand hy-
giene (4).Literature argues that, to implement the use
of the guidelines, it is necessary to create a favorable
and positive work environment and promote effective
communication between the various team members.
The struggling in applying these guidelines in clinical
practice, as part of the context of emergency, can be
associated to various factors, including an inadequate
organizational support activity (5).

Although there has been exponential progress in
best practices, health professionals still develop low
level of compliance with the standard measures for in-
fection prevention. It seems to be related to individual
aspects such as forgetfulness, lack of resources and de-
vices, no retraining, lack of time, distorted cognitions
and knowledge, and low risk perception (6). Therefore,
the creation of innovative educational strategies that
provide for an operators’ different approach, promot-
ing a greater awareness of good practices and the
knowledge of the infective risk, becomes a necessity,
since it has been demonstrated that the professionals
who have greater awareness also have more knowledge
(7).

The topic of the organization is also relevant re-
garding the relationship between burnout and rate of
infections. There seems to be an association between
the level of job satisfaction associated with burnous and
the poor adherence to infection prevention measures,
in particular hand hygiene (8, 9). When the organi-
zational culture is positive, i.e., the work environment
is safe and non-threatening and its members can talk,
take risks related to improvement and are encouraged
to express concerns and ideas for improvement, the in-
fection rate is lower (10).

On the same line, the self-regulatory encourage-
ment and management of the own effectiveness and
planning capacity seem to have the greatest impact on
change (11). Some improvement strategies support

this target, such as those based on risk perception and
the outcome of expectations. The barrier is the fact of
inserting hand hygiene as an integral part of daily ac-
tivity rather than the technical difficulty performing
it. To reduce the risk of hospital infections it is, there-
fore, required to eliminate the ambiguities in the rela-
tionships between health workers and the institution
through a compromise between individual responsibil-
ities and the rules of local behavior in different profes-
sional fields (12). Self-regulatory encouragement and
management of own planning capacity act on change
by improving the perception of risk and the outcome
of expectations.

A systematic review of the literature showed that
interventions based on behavioral constructs (e.g. atti-
tudes, intentions, self-eflicacy) are more effective than
interventions that only concern knowledge and aware-
ness, while positive reinforcement, which is the key con-
cept in the long-term behavioral approach, may prove
to be less sustainable (13). It could be said that for a
lasting effect, the interventions must go beyond a sim-
ple increase of knowledge and the promotion of good
behavior, but should also include more organizational,
perceptive, socio-cultural, cognitive and psychological
determinants. Psychological constructs, such as the lo-
cus of control and mental models, seem to play an im-
portant role in the perception of the HAIs. This per-
ception could be influenced by the personal tendency
towards an “external locus of control that tends to ration-
alize the attribution of the own behavior consequences to
external causes and therefore not to recognize them as de-
pendent on oneself” (7).

Finally, another group of researchers considers
that the professionals in a work group with a lot of
experience, beside of colleagues with good explicit
knowledge (codified and written), represented by the
scientific research literature, can make a contribution
expanding the experience and the professional compe-
tence. The results of this study show that tacit knowl-
edge is drawn and integrated at different stages of the
public health program planning process (14).

Based on literature, the aim of this research is to
investigate how these topics manifest themselves in the
health practice of a specific context, what are the rea-
sons that hinder the use of available knowledge, what
are the organizational conditions influencing them and
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if the organizational structures responsible for HAI
management have been implemented. Furthermore, it
is claimed to analyze and understand a social phenom-
enon that occurs when health professionals adhere to
good practices by implementing infective risk manage-
ment behaviors.

Method

Grounded Theory method has been chosen due
to the complex nature of the topic and because the
research object is a dynamic and fluid process. This
method lends itself to the study of situations and expe-
riences in potential change (15).

There are not formal or substantial theories avail-
able about good practices in the HAI management,
so researchers have intended to take a major vision
through their own sensitivity to collect information
and capture the main concerns and dynamics in the
health workers’ work environment. Grounded Theory
studies begin with open questions, and researchers pre-
sume that they may know not much about the mean-
ings that drive the actions of their participants (16).

This research study aimed to explore the following
generating question:

What happen when the health professional stick the
best practice of management of the HAI?

Grounded Theory (GT) is a method that allows a
theory to emerge from data through a constant com-
parison of the evidence (17). GT is a general method
(a family of methods, ed) of comparative analysis [...]
and a set of procedures capable of (systematically) gen-
erate a theory based on data (18). This provides for a
systematic, but at the same time, flexible process of si-
multaneous data collection and analysis, which leads
to the development of concepts and/or a theory on a
given phenomenon (15).

GT transcends description of data to conceptu-
alize substantive ideas. Everything is data, including
field work, qualitative or quantitative findings, other
relevant literature, and other relevant theories. The
wider the spread of data, the richer, more conceptual
and more accurate the theory will become (19).

This method draws on different types of sampling:

planned initial sampling, which consists in the choice

of some cases according to the logic of the targeted
or purposive sampling (20). And theoretical sampling, a
particular type of selection of participants built during
the research path and in which “the researcher collects
new data to verify, saturate and expand theoretical cat-
egories” (21).

Memos, as a distinctive feature of the GT, con-
stitute annotations in which the researcher takes the
ideas, insights and reflections to elaborate in the vari-
ous phases of data collection, and which are written
immediately after the transcription, to record personal
thoughts.

The analysis occurs through initial coding that
consists in the creation of labels. The researcher reads
the transcriptions and underlines groups of words as-
sociating them with a label that refers to the meaning
of that particular. Subsequently the data is analysed
through a focalized coding, which has the function of
bringing together the labels previously identified af-
ter each interview. At the end of the merging, the
researcher highlights the encodings that occur more
frequently, hypothesizing categories, which must be
validated by the subsequent phases. To do this the re-
searcher will use an inductive approach, developing a
constant benchmarking process. Another indication
is to identify the relationships and structures between
the categories and the mapping also through the tech-
nique of messy situational map (22).

The theoretical sampling phase takes place after
the coding of the categories, to complete and reach
their saturation. The categories saturation phase indi-
cates the stop point of the process. Some categories
can be elevated to an abstract level to form concepts,
which can be integrated and linked to formulate the
explanation theory of the phenomenon.

Sample

This study began with a purposive sample of
health professionals who work in a critical unit of a
north Italy public Hospital. The enrolment criteria
was: to be a health worker (doctor, coordinator, nurse,
social health worker, specialist, student) of the health-
care team analysed or a non-health operator (cleaning,
administrative) who were part to the analysed context
and agreed to participate in the research.
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Data collection took place through interviews to
the participants, with an ad hoc semi-structured inter-
view grid, on the basis of analysed literature. The set-
ting was agreed with the participants and an authori-
zation to participate in the study was requested.

The interviews lasted between 30 and 50 min-
utes and were audio-recorded. The audio recording
was transcribed verbatim by a member of the research
team. All respondents were asked for the possibility of
a second meeting

Data Analysis

The initial coding of the first interviews, considered
provisional and preliminary, took place thorough the
in-depth transcripts reading and underlining groups
of words associated with labels, which referred to the
meaning of that particular segment. Subsequently, fo-
cused coding regrouped the previously identified labels
after each interview. At the end of the merging, the
most frequent encodings were highlighted, suggest-
ing categories, which were validated in the subsequent
phases. The following interviews led to the saturation
of the categories identified above.

The categorical structure was validated as it proved
to be robust (Table 1)

The formulation of the concepts took place
through the creation of schemes and diagrams also
to organize the most abstract ideas. Some categories
have been elevated to concepts, in particular: emotions
experienced, team, context and responsibility. Other
concepts were formulated starting from reformulation
of labels that explain better the concept.

Table 1. Identified key categories

Ethical considerations

The study respected the primary ethical principle
of research, i.e., the respect for human dignity. This in-
cludes respect for people, attention to their well-being
and equity. The study involved a sample of operators
giving a semi-structured face-to-face interview. The
participants gave their consent to the participation
in the study and the processing of personal data after
reading an information note.

Results
Sample

The initial sample was composed of 12 operators.
In particular, 1 nursing coordinator, 6 nurses, 3 doc-
tors, 1 social health worker, 1 external cleaning opera-
tor, chosen for convenience. All operators had a rank
of service at the Intensive Care Unit for more than 2
years, a chronological age from 31 to 58 and a total rank
of over 9 years. The theoretical sample consisted of 6
operators. All operators had rank in the Intensive Care
Unit for more than 1.5 years, a chronological age from
26 to 65 and a total rank of above 9 years. The theoreti-
cal sample was composed by 1 physician, 3 nurses, 1
external cleaning operator, 1 employee (Table 2).

1. HAI management, throw the seed of good habits

The model (Figure 1) is characterized by three
conditions, that professionals claim to experience in

Category Definition

Emotions experienced
Team relationship
Professional self
Professional practice
Adherence to good practices
Context

Responsibility

Operator’s emotions and feelings

Relational dynamics between the professionals of the healthcare team
Operators’ expert professional identity

Operators’ activities in the organization

Changes in the behavior of adherence to good practices and methods
The scenario where the actions take place

Accept responsibility for the consequences of the actions
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Table 2. Demographic characteristics of study sample. Grey
section indicates the theoretical sample.

Idn® Age Gender Profession Length of
service
(years)
1 57 F Cleaning Staff 15
2 48 F Coordinatore 28
3 38 F Nurse 14
4 42 M Physician 16
5 31 F Nurse 9
6 45 M Physician 11
7 46 F Nurse 22
8 36 M Infermiere 10
9 46 F Nurse 22
10 51 F Physician 25
11 58 F Healthcare Assistant 31
12 40 F Nurse 22
13 41 F Cleaning Staff 30
14 38 F Nurse 10
15 33 F Nurse 11
16 65 M Physician 41
17 46 F Nurse 15
18 26 M Office Worker 8

Revolution of
professional
oneself

the new
Consequences

Unconsciousness
unaware

Knowledge

Figure 1. Theoretical Model

the HAI management process and which represent
the expression of the evolution and growth process
of health workers, allowing their transformation from
a condition of seed “unconsciousness unaware”, to a
condition of “careful habit through a professional and
personal revolution”, individual and collective.

1.1 Unconsciousness unaware

Their testimony gathers the beginning of a pro-
cess, of a transformation: “Then, during the day, I paid

»

more attention...” and even: “There is only here and for
me it was a discovery ...". I felt limited”. The state of
“unconsciousness unaware” affects the growth process
of the operator; he brings his baggage of “knowledge,
false beliefs, emotions experienced” which he must
confront with and “sow the seed of good habits”.

The concept of false belief expresses the ability of
some operators, in certain situations, to attribute the
causes of the problem to another: “¢hey are born sterile’,
“we are experts”, “it has always been the other” and, with
the activation of a defence mechanism, self-protection,
they justify their behaviour: “#his does not happen’, it is
never someone’ fault’.

The concept of knowledge reflects the operators’
perception about his level of training, sometimes im-
proved simply because he “increases the experience” “be-

»

yond the study”, in other cases because, followed and
properly trained, “they taught me .

The concept of emotions is built in a mixture of
feelings experienced by the operators during the care
activity through which their personality is forged and
shaped. A negative experience can determine: ‘fear’,
‘anxiety’, ‘scare’, ‘sense of guilt’, “bitter taste”, towards
something not much known, causing in the professional
‘anger”, “insecurity” and ‘shame” that lead the operator to
question himself and a necessity of change. The process
leads to the discovery of new solutions and a personal
and collective satisfaction. With the implementation of
the change, the professional arrives to positive feelings

»

of Safety’, satisfaction”, ‘discovery” and ‘protection’”.
1.2 Revolution of professional self

The revolution of the professional self is the cen-
tral part of the process where are highlighted three
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concepts that contribute to bend the conditions. The
first concept is “Team” that involves the system of val-
ues, identities, professional status and each profession-
als’ way of working; it is a process of growth, education
and continuous learning. A professional said, ‘I is not
that you put your head in the sand or say. .. also because the
problem is within the group, not individual”.

The second concept is the awareness of the con-
sequences that manifests through reflection on one-
self, personal experiences and attribution of a meaning
to own actions, to evaluate the ability to perceive and
understand events, actions, consequences. About this,
a professional said ‘for us, infections are fundamental
because we have understood something fundamental, the
patient can die’.

Welcome the new, the third concept, is the pro-
cess of change experienced by professionals, as report-
ed by an interviewed, ‘@dapting to the evidence has cer-
tainly been a great innovation” and that leads to tangible
results and to simplify the work for all members of the
team. As reported by a professional ‘i has greatly facili-
tated our work, team work, I guess...”.

1.3 Attentive habit

The attentive habit is the result of an articulated
path. The operators, intended as individuals and then
cohesive within the team, mature a sort of modality
integrated into their work, generated by various factors
among which emerges: “The Context” of intensive
care. As reported by a professional “The place makes the
mentality... in the consultations those small details perhaps
throw a seed and something grows; but I have to say that
I only learned it here, unfortunately’. The “Responsibil-
ity” of the individual also emerges. A nurse said, Iz
had become a fundamental thing, I must say, at least as
Jfar as I'm concerned, since then, there has been an impor-
tant awareness”, put in place to achieve the outcomes.
Another nurse: “Because then, at a certain point, it also
becomes a bit of a personal challenge... because you say: ‘Abh
yes, for that yes... ok, now I have to change gloves... now”.

It emerges the need to confront oneself with the
own limits, to have the knowledge of the tools need-
ed for the change and to use every resource available.
This process is identified in the individual and in the
team as an element of conflict and, at the same time,

of growth. As reported by a nurse: “we had put into
practice all we could, also, clearly, informing ourselves with
the consultants... and in any case also working with litera-
ture... but there was nothing fo do ...

The inadequate management of infections, ac-
cording to the operators, is related to the culture. As
reported by one of them: “..and unfortunately I still be-
lieve that there is not real culture in the departments”, “but
why there is not the mentality? is a question of attitude,
not time ...because, also, now that I am going down... I am
able to pay attention and it costs me very little... now it is
a habit, a healthy habit ...”.

There also emerged the awareness that with com-
mitment it is possible to improve or even change the
cultural aspects that determine the behaviour of health
workers: “But I think that with the lead, something can be
done”, “small precautions may throw a seed and something
grows’.

Control and rigor is perceived as a needed moti-
vation to improve the operators’ level of attention to-
wards infections related to care: “Maybe there is less fear
now about the judgment of superiors ...there might be a
higher level with respect to the base”. The control and rig-
or exercised between health workers, is perceived as an
important element in the formation and maintenance
of attentive habit: “we work a lot in trying to manage the
wrong attitudes of others... It is not easy, however, we try”,
“where you work well, anyway, there is always something
to improve for sure, and when there is something that rings
a bell, probably something wrong has been done on our
side, we question ourselves anyway”

Discussion of the results

The model has tried to delineate the process that
takes place in the operator when he implements good
practices. From the data collected it seems that the
operator moves from the state of the initial condition
of “unconsciousness unaware”, influenced by “false be-
liefs”, “knowledge” and “emotions experienced”, to “at-
tentive habit” through the “revolution of professional
oneself”.

The results of the research seem to confirm pre-
vious observational studies (7) where there is a close
correlation between the awareness of good practices
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and the knowledge of infective risk, enough to make
the authors conclude that greater awareness produces
more knowledge.

Another confirmation highlights a strong motiva-
tional need of individuals to strengthen good practices.
In fact, despite the high level of standardization of
procedures, an internal level of self-regulation, respon-
sibility and ‘attentive habit’ also emerges. The authors
conclude that self-regulation encouragement seem to
have-greater impact on change strategies, based on the
perception of risk and therefore on the awareness of
the consequences (11).

In line with the systematic review previously
mentioned, the research data seem to confirm the
study of the authors, which admit that, in order to im-
prove adherence to good practices, interventions based
on behavioural constructs would appear to be effective
above all interventions that concern only the increase
of knowledge and awareness. Among the techniques
considered effective, the authors attach great impor-
tance to spontaneous behaviour, involving non-reflec-
tive behavioural responses modelled by the perceptions
of the context and the environment, as in the case of
careful habit (13).

Some authors have been interested in the theory
of habit, emphasizing the importance of establishing
automatic associations between behavioural imple-
mentation and contextual hints when such behaviours
should be implemented as repeatedly stressed by those
interviewed in the research. In addition, is highlighted
the so called “tacit knowledge”, as a facilitator of ad-
herence to good practices and known as field experi-
ence (14).

From the literature it also emerges that deter-
minant roles influencing adherence to good practices
seem to be the organizational culture that promotes
change according to scientific evidence and a thinking
culture that promotes and protects through time the
temporal resources needed so that change can happen

(8).
Conclusions

Research data can explain health workers” adher-
ence to good practices in the case of this critical unit

set in a north Italy public Hospital. The results of the
research admit the operators’ tendency of implement-
ing good practices as a result of an attentive habit, un-
derstood as a conscious automatism bound to the cul-
ture, the belonging context, control, rigor, awareness of
the limits and an increased responsibility for the prac-
tice. The habit of good practice seems to be the result
of a process that begins in an unconsciousness unaware
which grows from false beliefs, inadequate knowledge
and strong emotions experienced. Then it finds a trans-
formation through the revolution of the professional
self, equally influenced by a strong relationship in the
team, the awareness of the consequences and a ten-
dency of the operators to welcome the new members.

Since this is in-depth research, the reported data
cannot be generalized and can only concern the stud-
ied context, even if the results confirm the main studies
traced in the literature on the topic. The study can con-
tribute to a better understanding of the phenomenon
of adherences to good practices. It would be interest-
ing, with further research, to investigate the condition
of careful habit, trying to understand if this is a static
or an ever-changing situation. Future research could
therefore investigate the ways in which careful habit
is maintained. Further investigation could concern the
condition of revolution.
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Abstract. Background and Aim: Inappropriate visits to the Emergency Department (ED) by frequent users
(FU) are a common phenomenon because this service is perceived as a rapid and concrete answer to any
health and social issue not necessarily related to urgent matters. Could Case Management (CM) programs be
a suitable solution to address the problem? The purpose is to examine how CM programs are implemented to
reduce the number of FU visits to the ED. Mezhods: PubMed, CINAHL and EMBASE were consulted up to
December 2018. This review follows PRISMA guidelines for systematic review, as first outcomes were con-
sidered the impact of CM interventions on ED utilization, costs and composition of teams. Resu/ts: Fourteen
studies were included and they showed patients with common characteristics but the FU definition wasn’t
the same. Twelve studies provided a reduction of ED utilization and seven studies a cost reduction. The main
tool used is the individual care plan with telephone contact, supportive group therapy, facilitated contacts
with healthcare providers and informatics system for immediate identification. The CM team composition is
heterogeneous, even if nurses are considered the most used professional figures. Conclusions: In contrast with
a standardized method, a customized approach of CM program helps frequent users in finding an appropriate
answer to their needs, thus decreasing inappropriate visits to the ED. (www.actabiomedica.it)

Key words: case management, emergency service, patient care planning, vulnerable populations, frequent
users

Introduction

Emergency Department (ED) is facing the issues
of overcrowding and lengthy waiting times due to a
disproportionately elevated number of visits (1, 2). The
ED is perceived as a rapid and concrete answer to any
health and social issue not necessarily related to urgent
matters. Moreover local services are often bypassed
because they are perceived as little efficient (3). The
visits to the ED for non-urgent matters range between

9% and 54.1% in the USA, between 25.5% and 60% in
Canada, and between 19.6% and 40.9% in Europe (4).

Many studies have underlined the presence of fre-
quent users (FU) who often aren't in need of urgent
aid and could receive better cares in a different set-
ting compared to that of the ED (1, 3, 5). According
to a systematic review carried out in the USA, FUs
are identified as patients who visit the ED at least 4
times a year (or 3 times a month) (1). They represent
between 4.5% and 8% of the patients who use the pro-
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vided service and between 21% and 28% of all the ED
medical activity (1). These patients are often defined
“vulnerable” patients (6) because they have a low so-
cial and economic status (7) and they have difficulties
in taking care of themselves independently, especially
when complications and exacerbations of their chronic
condition arise (8, 9). As a result, non-urgent visits to
the ED increase and many healthcare resources are
used (5, 10).

To tackle this issue, many healthcare systems are
trying to implement new organizational set-ups both
in hospitals and territorially (11), among those the
Case Management (CM) program (12, 13) which is
a collaborative approach used to assess, plan, facilitate
and coordinate healthcare related matters (14). It aims
at meeting patients’ and their families’ health needs
through communication and available resources, thus,
improving individual and healthcare system outcomes
(15, 16). The CM can be implemented through pro-
grams that include various social activities as well as
provide clinical assistance such as the individual care
plan (ICP) (17), support group therapy (18), assistance
in obtaining stable housing (19), linkage to medical
care providers (20, 21) and telephone contact (20, 22).

Aim

The aim of the study is to examine if and how the
CM programs are implemented to reduce the number
of FU visits to the ED.

Methods
Design

A systematic review was carried out. All types
of articles (observational and experimental) in Eng-
lish were considered potentially suitable. PubMed,
CINAHL and EMBASE were consulted up to De-
cember 2018 and the studies published in the last
10 years were taken into account because this review
aimed to explore the current trends. This review was
undertaken in accordance with the PRISMA guide-
lines (23).

Inclusion and exclusion criteria

We included the studies that describe CM inter-
vention, considering FU adult patients who visit the
ED for any kind of clinical or social purpose or who
are in need of assistance. Limitations concerning sex,
ethnicity, co-morbidity or other characteristics were
not applied. Studies indicating CM programs which
were developed and implemented both by a single pro-
fessional figure (doctor, nurse, social worker) and by a
multidisciplinary team were taken into account. The
studies indicating the composition of the CM teams
and the patients’ medical-nursing pathway were ana-
lyzed. Limitations regarding the duration of the pro-
gram and the implementation modalities were not im-
posed. As first outcomes of interest, were considered
the impact of CM interventions on ED utilization,
costs and team composition.

Search strategy

The key terms used in the literature search includ-
ed: “frequent user*”, “frequent attender®”, “emergency
department™”, “Hospital Emergency Service™, “Emer-
gency Unit"”, “Accident and Emergency Department”,

*»  « » o«

“Emergency Room™, “case management”, “case man-

) . »
ager”, “patient care management’.
Search outcomes

Considering the large number of publications
resulting from the bibliography search, an evaluation
process based on three levels was used. They were: ap-
propriateness of the titles, evaluation of the abstracts
and of the full-texts.

Each evaluation level was analyzed separately by
two authors who examined all the bibliographic refer-
ences judging whether they were potentially suitable.
The results of each level were compared and a third
author solved any disagreement. Figure 1 shows the
search strategy flow diagram used to obtain the results.

After having selected the articles that would be
included in this research, two of the authors used a
standard Excel module to extract the data. Any disa-
greement which arose during this stage was solved by
means of a third author.
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Figure 1. Search and selection flow diagram

Fourteen studies corresponding to the research
criteria were found: 7 randomized controlled trials, 4
prospective observational and 3 retrospective observa-
tional studies.

Quality appraisal

The quality of the approved studies was assessed
by using the CASP checklist (24, 25). This tool is made
up of a list of questions. Each question is awarded from
1 to 11 points. The quality of each article was assessed
by two authors independently. Any disagreement was
dealt effectively through the aid of a third author. The
marks of the selected articles were recorded in the last
column of Table 1.

Results

The details extracted from the chosen studies were
synthesized in Table 1.

The selected studies analyzed 6031 participants
undergone CM interventions, the majority were males
with mean age 46 years. The study target population
was heterogeneous and mainly consisted of people
suffering from chronic conditions and socioeconomic
issues, such as, for example, alcoholism (26), mental
illnesses (26-31), illegal substance use (28, 30-34),
homeless status (32, 35), chronic obstructive pulmo-
nary disease (30, 32) and cardiovascular diseases (29,
30). Four studies (29, 33, 34, 36) showed that pain is a
frequent reason for patients’ ED visits.

Eleven studies gave a precise definition of the
amount of annual and monthly visits to the ED that
identified the patient as a FU. In the analyzed articles
FU are people who visit the ED 5 (26, 27, 31) or 6
(21, 32) or 10 (28, 34) or 12 (33) times or more in a
year, 3 (29, 34, 37) times or more in six months, 6 (33)
times or more in three months, 4 times or more in a
month (33, 34) and 3 (36) times or more in 3 days.
These numbers remain unvaried but may be combined
in different ways according to the study they are re-
corded in (33, 34). Two studies (30, 35) did not report
a specific metric for frequency of use.

Concerning CM interventions, eight studies (21,
26-28,30, 33, 34, 36) created ICPs. Four studies (27, 29,
32, 37) recognized the importance of telephoning pa-
tients directly, thus, simplifying the course of their treat-
ment. Among these treatments, a study (29) showed that
motivational support was given too. Four studies (21,
26, 29, 37) facilitated contacts with healthcare providers
and two studies (26, 32) organized group meetings with
patients who needed the same kind of treatment. Two
studies (30, 33) showed how patients enrolled in CM
programs were immediately identified by the computer-
ized system guaranteeing them appropriate treatments.
Two studies (27, 31) included home visits and ambula-
tory care. Two studies (26, 35) guaranteed that home-
less people receive an apartment through social services.
Only in a study (26) patients were enrolled in treatment
pathways defined by other departments.

Analyzing the selected articles, differences among
CM team compositions stood out. In seven studies
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(26-28, 30,32, 34, 36) an actual multidisciplinary team
was recognized. It was made up of various professional
figures with specific characteristics who collaborated
to guarantee that local services took responsibility for
ED patients. Three studies (29, 33, 37) deemed profes-
sional nurses specialized in CM to be the main CM
protagonist. In an article (35) social workers with a
post-graduate specialization were considered central in
CM, whereas two articles (21, 31) didn't clearly define
what kind of professional figure carried out the task
but only identified him/her with the Case Manager.

Ten papers showed as main finding the decrease
in visits to the ED (from 14% to 58.5%) and in only
three studies (28, 29, 31) the results were insufficient
to prove this utility. Furthermore, seven studies (26,
29-33, 37) reported a reduction in health costs (from
16% to 80%).

The duration of the most significant follow-up
was 2 years (21, 26, 30, 37) followed by 1 year (27,
29, 31, 32). Fewer studies showed 6-month (36),
18-month (35), 19-month (34) and 4-year (28) fol-
low-up periods. Only one study showed a 1-month to
8-year follow-up (33).

Discussion

Despite being a heterogeneous group of patients,
the most significant categories of those enrolled are: ad-
diction to illegal substances, mental illness and home-
less. These data correspond to the study of Ko et al. (38)
and to the systematic review of LaCalle et al. (1).

Concerning the regularity of visits to the ED
which identify the FU, findings show that patients
who visit the ED 25 times a year and 23 times in 6
months are the most represented categories; in fact,
a definition of a FU varies in the literature (30). It is
interesting to note that no study considered patients
who visit the ED a minimum of 4 times a year as FUs,
moreover, only one study enrolled patients who visited
the ED at least 3 times a month (criteria found in the
literature regarding the definition of FU patients) (1).
Not all the chosen studies used specific FU definitions.

The ICP is the most used tool in answer to the
patients’ needs. It is based upon the needs that brought
each patient to turn to the ED. The ICP has been car-

ried out in different ways: structured telephone calls
are deemed of great importance. The reason is simple:
telephone calls enable the program to reach people at
greater distances; hence, it is possible to guarantee a
constant presence even when a physical meeting can-
not take place. This reduces the risk of losing patients
enrolled in the program to minimum levels (38).

Placing direct telephone calls also enables an im-
mediate access to the National Health System in case
of emergency. This could lead to considering direct
telephone calls the gold standard of implementation;
however, the evidence is still insufficient to judge them
as such.

It is relevant to note how an early warning system
and a clear communication method were used in two
studies among health care suppliers to identify the FU.

Nine studies showed the significance of the roles
of nurses working both individually and in a team. The
reason could be that they take a holistic responsibility
of their patient due to their nature and training.

The study of Shah et al. (21) doesn't specify who
the professional case manager is, however it can be as-
sumed it is a nurse due to the tasks he/she carries out.
The study of Sadowski et al. (35) underlines the role
of social workers defining them a point of reference
for patients, since their job is to analyze and deal with
homeless patients’ needs. Considering this perspec-
tive, it is interesting to observe that the outcome of
this analysis isn’t just the decrease in the number of
ED visits but also of the hospital use. This could be
explained with a drop in admissions for social reasons,
such as the inappropriate admission of a patient as a
result of no alternatives as to where he/she should turn
to instead.

The study of Moschetti et al. (39) analyzes the
costs of the CM program implemented by Boden-
mann et al. (27) allowing a more in-depth analysis of
costs and interventions.

Limits

Comparing the selected studies is difficult to
carry out since said studies are little heterogeneous in
terms of number of patients, methods used and FU
definitions.
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Some of the studies referred to healthcare realities
are rather different in relation to organizations, struc-
tures and roles according to their country of origin.
Hence, considering the composition of the CM teams,
some professional figures cannot be compared because
they exist only in some health care systems. The se-
lected studies varied in the amount of details given to
describe CM interventions making it challenging to
assess the intervention scale and intensity.

Most of the studies focused only on one ED and
didn’t consider whether the patients, both enrolled and
not enrolled in CM program, had had further contact
with other local EDs.

Conclusion

The review shows that in contrast with a standard-
ized method, a customized CM approach helps FUs
in finding an appropriate answer to their needs. The
ICP takes patients’ individual needs into consideration
more than any other tool programming well-aimed in-
terventions with the objective of satisfying them, and
consequently, reducing visits to the ED and, in some
cases, healthcare costs. The CM process must make use
of hospital and territorial services, continuously inte-
grating the medical and the social dimensions. Since
FUs are a complex population for EDs, appropriate
actions are needed to reduce their access.

Considering the global aging of population and
the increase in chronic pathologies health care systems
should implement policies of global care of the patient
and of his/her family context. The CM can be a tool
which should be applied with different methods. It
could be desirable to carry out CM models also in the
Italian EDs where there are no published studies.
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Abstract. Background and aim of the study: The birth path is affected by a fragmentation in the patient care
process, creating a discontinuity of this last one. The pregnant woman has to interface with many profession-
als, both during the pregnancy, the childbirth and the puerperium. However, during the last ten years, there
has been an increasing of the pregnancy care operated by the midwife, who is considered to be the operator
with the right competences, who can take care of every pregnancy and may avail herself of other profession-
als’ contributions in order to improve the outcomes of maternal and neonatal health. 4im: To verify whether
there are proofs of effectiveness that support the caseload midwifery care model, and if it is possible to apply
this model in the birth path in Italy. Methods: A revision of literature has been done using some search engine
(Google, Bing) and specific databases (MEDLINE, CINAHL, Embase, Home - ClinicalTrials.gov). There
has also been a consultation of the Italian regulations, the national guidelines and the recommendations of
WHO. Results: The search string, properly adapted to the three databases, has given the following results:
MEDLINE 64 articles, CINAHL 94 articles, Embase 88 articles. From this selection, 14 articles have been
extracted: 1 systematic review, 3 controlled random trial, 7 observational studies, 3 qualitative studies. Con-
clusions: The caseload midwifery care seems to be an effective and reliable organisational/caring method. It
responds to the criterions of quality and security, to the needs of women not only during the pregnancy but
also during the post-partum phase. For these reasons, it seems very useful also for the birth path in the Italian
reality. (www.actabiomedica.it)

Key words: midwifery, caseload, birth path, autonomy, continuity of patient care

(2) to assist pregnancy, childbirth, the puerperium and
the low risk newborn. The midwife’s professional work

The World Health Organization has identified
the improvement of the quality of life of the mother
and child as one of the world-wide priority health
objectives. It recommends that assistance at the birth
path guarantees to mother and child in perfect health
with the level of care as low as possible compatible with
safety (1). In the last ten years there has been a grow-
ing appreciation of pregnancy assistance by the mid-
wife, as the professional who possesses the best skills

also makes use of the contribution of other profes-
sionals to improve both maternal and neonatal health
outcomes. In fact, the identification of a pathological
condition requires the intervention of the physician as
a consultant. It is therefore necessary that good com-
munication and interaction between midwife and phy-
sician be established, to schedule an assistance plan (3).

The recent popularity of the care model based

on therapeutic continuity has raised some questions
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regarding the reliability of the midwifery led model,
which, according to the indications of the National
Committee of the birth path (4), should guarantee
quality and safety criteria and improve continuity of
care, alongside traditional care models. The National
Birth Program Committee has in fact forwarded to
the different regions the Guidelines (5-6) for defini-
tion and organization of autonomous assistance by
midwives to low-risk pregnancies (7). Then the Com-
mittee that supports the Regions in the construction
of the new network of birth points has promoted or-
ganizational guidelines for the provision of care mod-
els for low risk women with pregnancy, childbirth and
puerperium.

An excellent example is the one given by the
Emilia Romagna Region which recognizes the au-
tonomy of the midwife for taking charge of pregnant
women at low risk and post-birth. The resolution of
the regional council of the Emilia Romagna Region
(8) recognizes in fact that the midwife can take charge
of pregnancy, childbirth and puerperium at low risk as
a competent professionals and guarantor of the pro-
motion and respect of physiology.

Even the Objective Maternal-Child Project (3)
sees in family counselling centres and in midwives a
central role for the management of the physiological
pregnant woman. Also the agreement signed by the
Health Ministry in 2010 between the Government,
the Regions and the autonomous provinces of Trento
and Bolzano on the document concerning “Guidelines
for the promotion and improvement of quality, safety
and appropriateness of welfare interventions in the
path birth and for the reduction of caesarean section
“gave the start to an appropriate reorganization of the
network of birth points (5).

A year later, Guidelines are produced for assis-
tance with physiological pregnancy (6), which, in ad-
dition to giving important information to women and
professionals about the most appropriate treatments in
distinct circumstances during pregnancy, specifically
considers the organization of care with an assessment
of the effectiveness of continuity. Haggerty and Coll.
(9) summarize the continuity reported in the literature
in three levels: the continuity of information (physical
and emotional anamnesis must be available and known
to all operators), the continuity of care (consistency of

care), the relational continuity (knowing who assist,
not changing operators over time, ensuring that there
are not too many people present).

The emphasis is therefore placed on the continu-
ity of care linked to health outcomes, maternal satis-
faction and the reduction of the use of medical pro-
cedures, such as epidural, induction / acceleration of
labor, episiotomy and neonatal resuscitation. This per-
spective therefore promotes organizational and welfare
models in which pregnancy, childbirth and puerperium
and low-risk newborns are managed independently by
obstetric personnel, also because that the birth event is,
in most cases, physiological,

In Italy, these organizational models, already pre-
sent in some Regions, are in reality very limited and
implemented with fragmented methods. In particular,
if in some healthcare companies” areas with complete
management of the midwife can be found, within the
operative obstetrics units, these organizational models
are nevertheless affected by a limited continuity of care
so that women are assisted at the end of the pregnancy
and they take advantage of the midwife limitedly to
the moment of the birth and to the days of admission
to the hospital. Home puerperium is sometimes not
really expected. It follows that the birth path is affected
by a fragmentation in the assistance process, creating a
welfare discontinuity. The pregnant woman finds her-
self interfacing with various professionals both during
pregnancy, childbirth and the puerperium.

This can also be attributed to the fact that in Italy,
during the last decades, a clinical/organisational model
has been promoted. It is mainly based on the contrast
of low-risk factors and on the technological approach
to obstetric pathology. This model, while positively
influenced the rate of morbidity and maternal in-
fant mortality, over time has determined an approach
sometimes excessively medicalized to the birth path.

The international scene is more varied. In many
industrialized countries, midwives are considered to
all effects the figures of reference for pregnant women
(midwifery-led care model), while in other countries,
it is the gynaecologists who hold the responsibility for
assistance (medical-led care model). In other cases,
finally, the responsibility for assistance is shared be-
tween these professionals (shared care model). The
countries that have more than others implemented the
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midwifery-led care model are Canada (10), Australia
(11), United Kingdom and Sweden (12), Netherlands
and Norway (13), and Denmark (14).

This model can be explicated through the case
loading or the midwives’ team. The case loading is
based on the fact that a midwife takes care of a defined
number of pregnancies per year; a group of clients that
will be followed during all the pregnancy and even
during the delivery and the puerperium. In order to
organize rest periods and the absences for the holidays,
this midwife will be exchanging with a substitute. The
caseload midwifery care model has been theorized and
promoted by Gaskin (15) also, who reported the ob-
stetrics and the home births to the forefront of mod-
ern society. For what concerns the team organization,
a midwife takes care of a determined woman’s health,
even if another midwife of the team takes care of the
woman anyway. Generally, teams are composed of five
or six midwifes, as described from Dawson and Coll.
(16). It is evident that this model is not only focused
on the caring process based on the obstetric risk, but
also on the continuity of patient care understood as
a continuum of delivery and support throughout the

birth path.

Aims

The purpose of this study was to explore the skills
of the continuity care of patient operated by the mid-
wife and to research the evidences that support such
model.

In particular, the aim was to verify whether there
are efficacy trials that support the caseload midwifery
care model. The questions that have guided this work
are the following: Is the midwifery-led care model a
safe caring model based on the evidences? Is the con-
tinuity of care provided by the midwife during preg-
nancy and childbirth as safe as the one provided by
physicians or multi-professional teams? Is it therefore
possible to propose its implementation in the obstetric
units in Italy?

The second aim was to explore evidence of cus-
tomer satisfaction with the midwifery-led care model,
and to verify also the satisfaction from the midwives
who are part of a midwifery-led care model, in terms

of job satisfaction and of a good balance between pri-
vate and professional life.

Method

In order to answer the research questions, a lit-
erature review was carried out by means of a strategy
to find evidence of the effectiveness of a project man-
aged independently by midwives, on a care model for
pregnancy, delivery, puerperium and low-risk infants.

It was chosen to use some search engines (Goog-
le, Bing), specific databases (MEDLINE, CINAHL,
Embase), and a database dedicated to clinic trials
(Home — ClinicalTrials.gov).

A search string containing the following terms
and limits was generated: (“Midwifery” [Mesh] AND
“Continuity of Patient Care” [Mesh] OR Midwifery
Led Model.

Research focused on the most recent publications
(from 2016 to the end of 2018). It was decided to set
the starting point of the time limits of the research to
2016 as it dates back to that year a Cochrane review
of Sandall and Coll. titled “Midwife-led continuity
models versus other models of care for childbearing
women” (11).

The search string, appropriately adapted to the
three databases used, has given the following results:
MEDLINE 64 articles, CINAHL 94 articles, Embase
88 articles.

The difference in the number of the results resides,
particularly for CINAHL, in the inclusion of editori-
als, articles or publications produced by Professional
Association, business organisation, not indexed news-
paper articles or brochures dedicated to the patients
or to the sanitary operators. The inclusion criterions
of the publications have been the following: system-
atic revisions, observational and/or experimental stud-
ies, qualitative studies concerning the patients’ and/or
the operators’ satisfaction, descriptive and transversal
studies. The exclusion criterions of the publications
have been the following: case report, studies made in
developing countries or in rural realities.

As a result, priority has been given to experimen-
tal studies and systematic reviews, while studies in
countries where socioeconomic resources are modest
have been excluded, because the organisation of case-
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loads is completely different and the results of the in-
tervention can be distorted by disadvantaged sanitary
conditions. The editorial articles, the announcements
of the business organizations and the case reports, even
if interesting, do not give a measurable result, and for

Table 1. Flow chart diagram

that reason they were not chosen. Even the articles
lacking in abstracts were discarded. From the initial
selection were then included in the review 14 articles
of which: 1 systematic review, 3 randomised controlled
trials, 7 observational studies, 3 qualitative studies.

FLOW CHART DIAGRAM

Total amount of
the potentially
relevant studies

—> | Medlinen. 64

> CNAHL n.94

which were
found

— > | Embase n. 88
N. 246

Number of
_ | studies
" | excluded at the
first selection
Selfected studies n. 94
which respect
the inclusion
criteria
n. 64
Number of
studies
_ | excluded aftera
| critical
evaluation
n.88

Studies excluded at the first reading,
because they were publications produced by
Professional Association; unindexed
Journals; and leaflets dedicated to patients
or Health Professionals.

Studies excluded because they were case-
report and studies led in development
countries or in rural areas and do not
communicate a measurable outcome or
devoid of abstract.

Total amount of
studies included
in the revision

Systematic review n. 1

Controlled randomised

n. 14 —_
studies n. 3

Observational studies n. 7

Qualitative studies n. 3
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Results

Of the 14 studies selected, two deserve special at-
tention in addition to the previously mentioned study
by Sandall J and Coll. (11) and by Wernham and Coll.
(17) because they directly address the health outcomes
of patients and infants that have been followed by
Midwife-led continuity models. The remaining articles
propose qualitative and quantitative studies of the led-
care midwifery versus other models, perceived from the
customers or the midwives, or studies on the organiza-
tional modalities of the caseload. The systematic review
of “Midwife-led continuity models versus other models
of care for childbearing women” by Sandall and Coll.
(11) provides an exhaustive summary of the best clinical
situation available, comparing different welfare mod-
els. 'The first concerns assistance based on midwifery,
which deals with the planning, organization and deliv-
ery of assistance to the pregnancy from the initial visit
to the postnatal period with medical staft advice when
appropriate. This is the care model in teams, where
women are followed by a group of midwives (usually
6 or 7) who can alternate with each other. A woman
may receive assistance during pregnancy, during child-
birth and after childbirth from different midwives. The
second model takes into account the assistance offered
by a gynecologist obstetrician during the pregnancy
and the birth (not necessarily the same professional),
while nurses and midwives take care of intra-partum
and postnatal patient care under medical supervision.
The third examines the assistance provided by the gen-
eral practitioner, who refers to the obstetrician if nec-
essary. Nurses and midwives involved in intra-partum
care and immediately after childbirth have no power of
decision and a physician is present at the time of child-
birth. In shared care, responsibility for the organiza-
tion and delivery of care, from initial to post-partum
visit, is shared among several health professionals. The
revision consists of 15 randomized controlled trials (n=
17674 women), carried out in Australia, Canada, Ire-
land, United Kingdom, so within systems of health as-
sistance financed by public money. It summarized in a
critical way the studies on the efficacy of the model of
continuous assistance offered by midwives (in caseload
or in team) compared with standard models. Within
the primary outcomes we can observe a minor frequen-

cy of regional analgesia (epidural/ spinal analgesia): 14
trials, n=17674; related risk (RR): 0.85; usually defined
as 95% confidence interval (RC 95%): 0.78, 0.92; op-
erative vaginal delivery (forceps/ vacuum): 13 trials, n=
17501; RR: 0.90; RC 95%: 0.83, 0.97; preterm deliv-
ery: 8 trials, n= 13238; RR: 0.76; RC 96%: 0.64; fetal
loss/ neonatal deaths: 13 trials, n= 17561; RR: 0.84; RC
95%: 0.71, 0.99. Women assisted by a midwife are also
more likely to have a spontaneous birth: 12 trials, n =
16687; RR: 1.05; IC 95%: 1.03, 1.07.

Within the secondary outcomes taken in consid-
eration it appeared that in the model centered on the
midwife there are less frequently amniorexi (4 trials,
n =3253; RR: 0.80; RC 95%: 0.66, 0.98), episiotomy
(14 trials, n= 17674; RR: 0.84; RC 95%: 0.77, 0.92),
fetal loss/neonatal deaths before 24+0 weeks (11 trials,
n= 15645; RR: 0.81; RC 95%: 0.67, 0.98) and, on the
contrary, less recourse of analgesia/anesthesia during
labour (7 trials, n= 10499; RR: 1.21; RC 95%: 1.06,
1.37); major average duration of labour (3 trials, n=
3328; average difference in hours: 0.50; RC 95%: 0.27,
0.54) and major probability of being assisted during
delivery by a known professionals’ (7 trials, n= 6917;
RR: 7.04; RC 95%: 4.48, 11.08).

No differences were seen in terms of percentage
of C-sections, complete perineum, prenatal recoveries,
pre-delivery hemorrhages, inductions, use of oxytocin
during delivery, analgesia with opioids, beginning of
breastfeeding, low weight at birth, Apgar score after 5
minutes <7, neonatal convulsions, recovery in NICU,
average duration of recovery.

The two outcomes ‘women’s satisfaction’ and
‘cost-effectiveness’ of the model centered on the mid-
wife are defined and measured in a different way in the
different studies; this does not allow a synthetic esteem
of the result.

The study of Wernham and Coll. (17) has on the
contrary showed that some perinatal results are less fa-
vorable for the group of women assisted by midwives.

Among the 244,047 of pregnancies included in
the study, 223,385 (91.5%) were assisted with the mid-
wife led model of care, and 20,662 (8.5%) with the
medical led care. The correct odds ratio has shown that
the medical led care method was associated to a lower
probability of: Apgar score after 5" <7 (OR 0.52; RC
up to 95% (RC 95%) 0.43-0.64); intrauterine hypoxia
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(OR 0.79; RC 95% 0.62-1.02); asphyxia delivery-
related (OR 0.45; RC 95% 0.32-0.62); neonatal en-
cephalopathy (OR 0.61; RC 95% 0.38-0.97).

The authors concluded that it was not possible to
determine if this model was associated with less neona-
tal deaths; with an odds ratio for medical led care com-
pared with the midwife led model of 0.80 (0.54-1.19)
regarding perinatal mortality; 0.86 (0.55-1.34) regard-
ing stillbirth and 0.62 (0.25-1.53) regarding neonatal
mortality. Authors were not able to differentiate wom-
en belonging to the group of midwife- led model who
have somehow benefited from a medical consultation.
In order to better understand this study, a description
of the delivery path of the New Zealand Health Ser-
vice is needed. From 1990 the Health System supplies
free assistance to maternity offering to take the woman
in charge by a midwife, moreover it is possible to decide
which professional takes in charge the woman and if
needed to require a medical consultation.

Only a minimum part of the population (8.5%)
seeks for the private assistance of a gynecologist,
a fee-paying service. The population assisted by the
physician is with high class origins, elective C-sections
for the physician’s clientele is around 32.8%, those for
the clientele assisted by midwives is 7.4%, as described
by Farquhar and McCowan, (18). Midwives assist
women who come from difficult situations, of different
ethnic groups, who live in rural and remote areas and
the extraction of the data, such as perinatal mortality,
NICUs recoveries is not well specified, and some data
base might offer false data. The only two trials identi-
fied in the selection are secondary studies which come
from one same trial which had the aim of verifying the
outcomes of the assistance with the caseload midwife
care and the standard care.

The randomized controlled trial” by McLachlan
and Coll. (19) has examined the past of the women
related to the birthing event. It was given a question-
naire by mail after two months from delivery. Caseload
women reported a more positive birthing experience,
compared to those with the standard care (adjusted
odds ratio 1.50, 95% RC 1.22-1.84), moreover they
reported of feeling more in control of their bodies dur-
ing labour, more proud of themselves, less anxious and
have more propensity for having another positive ex-
perience with pain.

Also the study by Forster and Coll. (20) aimed
to examine the score of satisfaction of women in the
assistance during pregnancy, delivery and puerperium.
The assistance given in the caseload compared with
that supplied in the standard care was associated to
a major degree of satisfaction for the assistance dur-
ing the pregnancy (OR 3.35; 95 % RC 2.79, 4.03),
delivery (OR 2.14; 95 % CI 1.78, 2.57), hospitalized
puerperium (OR 1.56, 95 % RC 1.32, 1.85) and puer-
perium at home (OR 3.19; 95 % RC 2.64, 3.85).

In addition, also the study by Allen et al (21), pro-
poses to explore if women assigned to caseload model
consider their midwife in a different way compared
to those women assigned to standard care. This study
was led in two academic hospitals in two Australian
cities. The caseload model provided prenatal, intrapar-
tum and postnatal assistance by a primary midwife or
a “back-up” midwife; taking advantage also of medical
consultations as recommended by national guidelines.
The standard model included the assistance of a gen-
eral physician and/or a gynecologist. A total of 1784
women were randomized between December 2008
and May 2011; 871 on caseload model and 877 on the
standard model. The reply rate to the survey after six
weeks, including the free text replies, was of the 52%
(n=901). The interviewed women of both groups have
described midwives as educational, competent and
kind. The caseload participants have perceived mid-
wives with qualities such as “Empowering” and “En-
dorfic”. The caseload midwifery care attracts, motivates
and allows midwives to go beyond the usual assistance.
This allows women to feel competent, contained and
safe throughout the pregnancy, labour and delivery.

Jepsen and Coll. (22) carried out “A qualita-
tive study of how caseload midwifery is experienced
by couples in Denmark”. From the point of view of
women and their partners, being assisted with caseload
meant being recognized and cured as individuals. The
partner felt considered, acknowledged and trained to
work in team together with the midwife.

Discussion

This review gives an image of reliability of the
caseload midwifery care model, even if the studies are
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affected by heterogeneity of patient care and setting
models. In the light of the evidences of the literature,
the caseload midwifery care shows to be a reliable and
safe organisational/patient care model. The mater-
nal and neonatal outcomes are similar to those seen
in standard models, in particular among the primary
outcomes, it is noted a low frequency of: regional anal-
gesia (epidural/spinal), operative vaginal delivery (for-
ceps or vacuum), premature delivery, foetal/neonatal
deaths. Moreover, the women assisted by a midwife of
the caseload have had with a higher frequency a natu-
ral birth. It needs nevertheless to suit the model for the
local conditions, holding in consideration the customs
of assistance, the conditions allowing the implemen-
tation of such relief model, engaging all the profes-
sionals involved in the editing of lines drives shared.
The literature evidences lead in synthesis to underline
the potentialities of the therapeutic continuity ap-
plied to the assistance in the birth path and place the
obstetric as a flywheel for the implementation of this
model to the care system. The therapeutic continuity
provided by the midwife acts by putting the woman/
couple at the centre, offering containment and making
the woman competent on her feelings. For all these
reasons, it would be desirable for health care compa-
nies to take into account this model of care by starting
shared projects.

Conclusions

Going into the national context, the introduction
of such an innovative patient care model in the Italian
panorama, suggests that the first step is to correctly
recruit low-risk pregnant women, in order to enable
the midwives to familiarise with the caring during the
pregnancy, the delivery and the puerperium. It seems
therefore possible to hypothesize a project of imple-
mentation of the midwifery-led care model in the birth
path. The preliminary work should start with manners,
involved operators and provided cures and it might be
useful the certificate of assistance during the childbirth
which collects all the facts concerning the assistance to
the pregnancy and the delivery (32).

Therefore, while using national guidelines (7), it
would be possible to draft local guidelines, involving

all the operators, in order to share at the highest level
the selection criterions of the patients and of medi-
cal consultancy requests. In order to recruit women
it would be useful to use take-over assistance requests
which can be found in family counselling centres. The
organisation of the caring model is similar to the team
care model, which means that a group of midwives (six
or seven) takes charge of 35/40 women every year and
gives assistance during all the pregnancy, involving also
visits at home and during the puerperium.

The preference of the team care model rather
than the caseload care model makes the project more
attracting for the midwives, who could be over-
whelmed by the workload or the dedication required
by the caseload care model.

The availability should be of twelve hours; dur-
ing the diurnal hours of working days the midwife, if
not called, is available to practice post-natal visits or
administrative works. The same work organization is
proposed again the following day. As for the availabili-
ties of the hospitals, when the night work exceeds the
six hours, the following day is not considered a work-
ing one. The option of training other operators who
usually do not work in the team can also be considered,;
these workers can be asked to make additional return,
in order to cover the absences.

The midwives must have a driving license and a
car. The kilometres made are payed according to the
scheme of liquidation of the healthcare centre. The re-
cruitment for the staff should be voluntary, between
those who work there; every midwife presents her de-
mand to cover the vacancy of the team. The selection is
made by keeping into consideration the following cri-
terions: the midwife’s motivation to work in autonomy,
good verbal and written communicative skills, capa-
bility to work in a team, knowledge and capacity to
operate following the guidelines for the caring of the
low-risk pregnancy, delivery and puerperium, ability to
practice sutures of simple vaginal lacerations and epi-
siotomies, ability in the management of shoulder dys-
tocia, post-partum haemorrhage and neonatal resusci-
tation, at least two years of experience in hospitals, in
the field of caring of the delivery and the puerperium.

It is considered appropriated to schedule a per-
manent training for: guidelines updating, ultrasound
scanning, telephonic triage, neonatal reanimation and
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periodic exercise on the main obstetric emergencies
(shoulder dystocia, post-partum haemorrhage, and
unplanned breech birth).

In order to make the insertion of the new mid-
wifes more suitable, a one-month-period of mentoring
is suggested, and a training course for what concerns
the patient care during the low-risk pregnancy is also
proposed.

A midwife leader or a team coordinator might be
envisaged.

The ambulatories used by the team are located in
family counselling centres/health houses or in the hos-
pitals of reference.

The women generally should live in the territo-
rial area for which the team is responsible for the pa-
tient care. An area of 200kmq with a population of
150.000/200.000 inhabitants can be hypothesized.
The numbers can change in relation to the population
density.

Eventually, in order to complete the project and
measure the health outcomes obtained by this caring
model, some performance markers need to be evaluat-
ed: number of natural deliveries, number of deliveries
accelerated with oxytocin, number of operative vaginal
deliveries, number of caesarean sections, number of
healthy newborns transferred to neonatology because
of complications, number of women with post-partum
complications, number of women with post-partum
complications during the first day. The collected data
should then be discussed during periodic programmed
audits in order to monitor the clinic outcomes. The
eventual corrective actions should be based on the
observations that arise from the audits. Such a pro-
ject hypothesis, proposed here, requires sharing with
the nursing and midwifery management and possibly
also with the medical management. The success of the
project lies in building rules shared between operators.
This should be done in the production of guidelines
and/or assistance protocols that indicate the levels of
competence of professionals and trace the path of care
based on evidence of effectiveness. Performance indi-
cators and critical reviews of data collected and then
discussed in dedicated audits will allow corrective ac-
tion to be taken if necessary.

Limits

It still remains unclear if is better to organize the
patient care offered by midwives in team care model
or in caseload care model; thus, a further comparison
between these two models would be useful. Other re-
searches about the continuity of patient care developed
by the midwives (34-36), which include the home birth
(37) for both the low-risk and the high-risk women,
would be appropriate.

Finally the health care managers are often scepti-
cal towards midwifery-led care model, considering the
staff as not suitable for the sudden lacks of hospital
staff. So they perceive midwifery-led care model as a
loss of hospital staff members, thinking that this mod-
el is more expensive than the traditional one.
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Introduction

Assessing and preventing low back pain in nurses.
Implications for practice management
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Abstract. Background and aims: The prevention of low back pain (LBP) among nurses employed in hos-
pital departments represents a special concern for healthcare organizations globally. A growing literature
evidences the need of workplace policy development related to organizational issues as strategic contribution
to minimize the occurrence of LBP in healthcare sector. The purposes of this study were: 1) to analyze the
relationship between shiftwork and acute LBP among female shift nurses; 2) to detect preventive interven-
tions targeted on organizational issues. Mezhods: The authors conducted a cross-sectional nested case-control
analysis of data concerning acute LBP and staffing data for 671 nurses employed in the Departments of
General Practice and Elderly Care Medicine. The statistical analysis consisted of a logistic regression to cal-
culate incidence odds ratios with 95% confidence intervals. Chi-square test and t-test were used to examine
the relationship between categorical and continuous data, respectively. Resu/fs: The occurrence of acute LBP
resulted significantly related to nightshift, extended shifts, obesity; the adoption of forward rotating schedules
was found a protective factor in moderating the occupational risk of acute LBP in shift nurses. Conclusions: In
this study the authors observed an association between shiftwork and acute LBP; improvement interventions
should be aimed at: 1) moderating organizational risks linked with shiftwork schedules; 2) promoting healthy
lifestyles. These interventions are suggested as a strategic way to effectively manage the phenomenon among
female rotating shift nurses. (www.actabiomedica.it)

Key words: low back pain, safety, risk assessment, risk management., shift work, obesity

to higher risk for intervertebral disk degeneration in

older workers (5-7).

The prevention of musculoskeletal disorders
(MSDs) in healthcare workers (HCWs) is a major
concern for both healthcare organizations and work-
ers, globally. In fact, a growing literature reveals in-
creased risk of MSDs in HCWs and the low back pain
(LBP) has been proved the most common cause of
work-related disabilities among nurses (1-4); increas-
ing rates of LBP occurrence in nurses have been linked
with the progressive aging of both healthcare workers
and general population which significantly contribute

The evidence based prevention of occupational
diseases in healthcare sector points to the need for
workplace policy development focused on organiza-
tional issues as strategic contribution to minimize the
occurrence of LBP in HCWs. In fact, Rasmussen et al.
(8) in a cluster randomised controlled trial found that
participatory ergonomic interventions targeted to or-
ganizational risk factors (e.g. lack of communication or
bad communication between supervisors and employ-
ees or colleagues in-between), and psychosocial risk
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factors (e.g. low prioritization of staff wellbeing, con-
flicts with the person that needs care), were effective in
moderating the occurrence rates of MSDs in nurses.
In the past, many studies have shown the relationship
between psychosocial risks, including the shiftwork,
and the LBP in registered nurses (RNs) (9-11); in par-
ticular, Hopcia et al. (12) found an increased risk of
injury in RNs with more consecutive work days and
longer cumulative working hours, and demonstrated
the need for organizational interventions targeted to
shiftwork schedules with the aim to better protect the
safety and health of HCWs.

Many authors revealed shiftwork also an inde-
pendent variable associated to a greater risk of in-
creased body mass index (BMI) and central obesity
(13-15) and supposed the circadian rhythm disrup-
tion and unhealthy lifestyles (e.g. poor dietary habits,
low recreational physical activity, sleep deprivation)
being the major determinants of such metabolic dis-
orders; according to these findings a growing litera-
ture showed the need for workplace health promotion
programs which involve lifestyle behaviors (e.g. physi-
cal activity, healthy diet), aimed at the prevention of
musculoskeletal and other non-communicable diseases
(16-19). Despite these finding, to date there has been
little evidence about the impact of shiftwork, includ-
ing night shift, on the occurrence of acute LBP among
shift-RNs working non-traditional shifts, including
nights and 12-hour shifts. The purpose of the pre-
sent research was to analyze the impact of shiftwork,
physical activity and BMI on the occurrence of work-
related acute-LBP (WRALBP) among female rotat-
ing shift- registered nurses (RNs) in Departments of
General Practice and Elderly Care Medicine, with the
aim of suggesting organizational interventions that
would be effective in minimizing the occurrence of

WRALBP.

Methods

The authors conducted a matched case-control
study that involved all the female rotating shift-
RNs, exactly 671 (mean age: 46,4+2,3; years of work:
20,9+2,1) employed in Departments of General Prac-
tice and Elderly Care Medicine, in Italy. The study was

performed in the period between December 2017 and
November 2018 and was aimed at analyzing: 1) the
relationship between cumulative hours, night shifts,
and WRLBP 2) the relationship between forward-ro-
tating shift schedules (morning-afternoon-night) and
WRLBP occurrence 3) the relationship between BMI,
physical activity, and WRLBP. The study of the work
shift prior to the date of WRLBP analyzed: cumula-
tive hours worked in the previous 7 and 28 days, cu-
mulative nights worked in the previous 7 and 28 days,
direction of rotating shift schedules in the previous 28
days prior to the date of NSI. A shift was categorized
as a night shift if it included 1:00 am and 2:00 am as
part of the shift. From the cohort of shift-RNs, the
cases were selected according to the following case
definition for WRLBP: activity-limiting LBP (+ pain
referred into one or both lower limbs) that lasts for
at least one day; low back’ was defined as the area on
the posterior aspect of the body from the lower margin
of the twelfth ribs to the lower gluteal folds [20]; the
acute LBP occurred at work. If the cases reported more
than one WRLBP incident, all the cases of WRLBP
were included in the study. Controls were randomly
selected by registry database of shift-RNs working in
the same hospital, with similar demographic charac-
teristics of the cases (unit type, job type, gender, age +
5 year) and not already included in this study as cases.
Each case was matched with two controls. All the cases
and the controls were rotating shift-RNs employed in
a Department of General Practice and Elderly Care
Medicine in which the occupational risk assessment
detected high levels of patient manual handling risk
for shift-RNs (5). Cases and controls were divided ac-
cording to: 1) number of night shifts worked 7 and 28
days prior to the day of WRLBP 2) total hours or shifts
worked 7 and 28 days prior to the day of WRLBP 3)
BMI 4) leisure physical activity 5) adoption of con-
stant forward-rotating shift schedules 7 and 28 days
prior to the day of WRLBP. BMI was categorized, ac-
cording to the standard World Health Organization
(WHO) definition (21), as normal if between 18.5 kg/
m? and 24.99 kg/m? overweight if between 25kg/m*
and 29.99 kg/m?, and obese if 30 kg/m? or more. Lei-
sure physical activity was defined as the equivalent of
two and a half hours of moderate to vigorous physical
activity each week, in leisure time; in fact, the WHO
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recommended that all adults should get such activ-
ity to maintain good health (22-23). For the present
research the author used the Occupational Preven-
tion and Protection Service database consisting of all
incident and safety reports (including the occurrence
of WRLBP) and Human Resources information. The
study population is reported in Table 1. The statistical
analysis consisted of a logistic regression to calculate
incidence odds ratios with 95% confidence intervals.
Chi-square test and t-test were used to examine the
relationship between categorical and continuous data,
respectively. All analyses were performed using SPSS
for windows. The study was performed as part of the
obligatory evaluation of WRLBP, required by Italian
Legislative Decree 81/08, and needed no formal ap-

proval by the local ethics committee.

Results

In the period investigated, 93 cases of WRLBP
were reported among the 671 female RNs (annual
incidence = 13.9%); 5 cases reported more than one
episode of WRLBP. No significant differences were
found among cases and controls compared by cumu-
lative hours and total shifts worked in the 7 and 28
days prior to acute LBP date. A significant risk of
LBP was found for nurses working for more than two
12-hours shifts in the previous 7 days, compared to
working less than three 12-hours shifts in the previ-
ous 7 days. Cumulative night shifts were significant
for 3 or more night shifts compared to working less
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Table 1. Study population
Variable Cases Controls p-Value
n=93 n=186
Age (SD) 45,8 (£2,3) 46,1 (£3,1) p>0,05
Years of work (SD) 193 (x2,4) 189(3,4) p>0,05
Physical activity (%) 19 (25,3) 78 (52) P<0.05
BMI:
<18.5 12(12,9%) 29 (15,6%)  p>0,05
18.5-24.99 22 (23,7%) 55 (29,6%) p>0,05
25-29.99 32 (34,4%) 78 (41,9%) p>0,05
>30 27 (29%) 24 (12,9%) P<0.05

than 8 night shifts in the previous 28 days (OR=3,73;
95% CI=1.96-7.11) (Table 2). The adoption of con-
stant forward-rotating shift schedules proved effective
in preventing acute LBP compared with shift sched-
ules that did not follow the constant forward-rotating
model in the preceding 28 days (0,44; 95% CI=0,26-
0,72 p<0,05) (Table 5). Less leisure time physical ac-
tivity was reported among cases than controls (p<0.05)
and showed as a protective factor for WRLBP oc-
currence (OR=0,36; 95% CI=0,20-0,64 p<0,05). The
cases were more often obese than controls (Table 1)
and an increased OR for acute LBP was found among

obese RNs (OR=2,60; 95% CI=1,21-5,50) (Table 4).
Discussion
The analysis showed the relationship between

shiftwork and WRLBP, and, consequently, the need
to strategize regarding the best way to approach the

Table 2. Odds Ratios for number of night shifts worked 7 and 28 days prior to the day of WRALBP

Cases Controls OR.(95% CI)  p-Value
N.93 N. 186
Number of night-shifts in previous 7 days (lenght 24 hours)
0 5 12 1*
1-2 42 98 1,03 (0,34-3,10)  p>0,05
3-6 46 65 1,70(0,56-5,18)  p>0.05
Number of night-shifts in previous 28 days (lenght 24 hours)
<4 20 67 1*
4-8 24 75 1,07 (0,54-2,11)  p>0,05
-8 49 44 3,73(1,96-7,11)  p<0.05

WRALBP, work-related acute low back pain.
“Referent category
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Table 3. Odds Ratios for total hours or shifts worked 7 and 28 days prior to the day of WRALBP

Cases Controls OR.(95% CI)  p-Value

N.93 N. 186
Total hours worked in previous 7 days
<20 3 6 1*
20-28 13 24 1,08 (0,23-5,06)  p>0,05
29-36 72 150 0,96 (0,23-3,95)  p>0,05
>36 8 16 1,0 (0,20-5,01) p>0,05
Total shifts (any shift >4 hours) worked in previous 7 days
0 4 7 1*
1-2 18 95 0,33 (0,09-1,25)  p>0,05
3-6 71 84 1,48 (0,42-5,26)  p>0,05
Total 12-hr (or longer) shifts in previous 7 days
0 3 15 1*
1-2 84 167 2,51(0,71-8,93)  p>0,05
3-6 6 4 7,50 (1,28-44,1)  P<0.05
Total hours worked in previous 28 days
<80 6 13 1*
80-115 7 9 1,69 (0,42-6,71)  p>0,05
116-144 30 65 1,00 (0,35-2,88)  p>0,05
>144 50 99 1,10 (0,39-3,05)  p>0,05
Total shifts (any shift >4 hours) worked in previous 28 days
<6 3 8 1*
6-12 19 50 1,01 (0,36-2,85)  p>0,05
>12 71 128 1,50 (0,38-5,75)  p>0,05
Total 12-hr (or longer) shifts in previous 28 days
<6 4 10 1*
6-12 83 166 1,25 (0,38-4,11)  p>0,05
>12 6 10 1,50 (0,32-6,99)  P>0,05
*Referent category
Table 4. Odds Ratios for BMI of cases and controls
Body Mass Index (BMI) Cases Controls O.R. (95% CI) p Value
<185 1 31 1,13 (0,47-2,72) p>0,05
18,5-24,99 24 52 1*
25-29,99 34 83 0,89 (0,47-1,66) p>0,05
>30 24 20 2,60 (1,21-5,50) P<0.05

*Referent category

concern; in fact, increased OR for WRLBP was found
for RNs working night-shifts more than 8 nights in
28 days. This finding confirmed the evidence in the
literature regarding the harmful effect of shift work,
including night shift, on workers’ safety; in the past,

many studies demonstrated the link between shiftwork
and occupational stress, burnout, fatigue, sleeping dif-
ficulties, reduced work efliciency, poor performance,
decreased job satisfaction, increased rates of absentee-
ism and turnover and increased accident and injury
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Table 5. Odds Ratios for adoption of constant forward-rotating shift schedules worked 7 and 28 days prior to the day of WRALBP

Constant forward-rotating shift schedules in previous 7 days (%)
Constant forward-rotating shift schedules in previous 28 days (%)

Cases Controls O.R. (95% CI) p-Value
N. 93 N. 186
31(33,3) 81 (43,5) 0,65 (0,39-1,10) p>0,05
38 (40,9) 114 (61,3) 0,44 (0,26-0,72)  p<0,05

rates (24-26). In the present study, night shift work
was confirmed as a workplace stressor for shift-RNs
working frequent night shifts — a stressor that could
be minimized through organizational interventions
aimed at reducing the number of night shift per RN
to be no more than 8 nights every 28 days. The risk of
WRLBP resulted increased among RNs working three
or more 12-hour shifts a week or working more than
six 12-hour shifts every 28 days; this finding demon-
strated the unhealthy impact of extended shifts on the
workers’ safety, in accordance with many authors (12,
24-27) who have pinpointed such extended shifts as
major risk for the occurrence injuries. This finding may
be due to increased fatigue, poor mood, poor recovery
from work between work periods, all of which have
been linked to long work hours (26-30, 31). Extended
shifts followed by several days off allow workers to bet-
ter manage schedules outside of work, but represent an
risk for occupational acute-LBP.

In accordance with HSE recommendations (32),
the adoption of forward-rotating schedule for rotating
shifts proved effective at better protecting the work-
ers’ safety than a backward-rotating schedule or other
rotating schedules; in fact, we observed a trend of in-
creasing OR for acute-LBP in RNs adopting rotating
schedules other than forward rotating shift-work.

These findings showed that RNs with a heavy
night work load and frequent extended shifts may in-
cur a greater risk of WRLBP; organizational interven-
tions targeted at reducing the shift load (e.g. number
of night shifts less than nine monthly, limitation of
extended shifts, adoption of forward-rotating sched-
ule) are required to moderate the shift workload and,
consequently, to minimize the occurrence of WRLBP
among RNs in Departments of General Practice and
Elderly Care Medicine.

The analysis of BMI revealed that cases were more
frequently obese than controls, and obesity was asso-

ciated with a high risk of WRLBP (OR=2,60; I.C.=
1,21-5,50); these findings confirmed the evidence re-
ported by many authors (18, 19) in reference to the
relationship between shiftwork and increased BMI,
and showed that obesity is a risk for the occurrence of
WRLBP among female RNs.

This study supported the need to prioritize inter-
ventions aimed at promoting healthy lifestyle choices
and targeting modifiable lifestyle factors (e.g. alcohol
consumption, smoking habit, physical activity), with
the aim of preventing non-communicable diseases
and, particularly, the occurrence of WRLBP among
rotating shiftwork RNs.

Conclusion

Shiftwork and WRLBP were found to be in-
terconnected. Improvement interventions should be
aimed at: 1) moderating the organizational risks linked
with shiftwork schedules; 2) promoting healthy life-
styles. These interventions are suggested as a strategic
way to effectively manage the phenomenon among
female rotating shift-RNs in Departments of Gen-
eral Practice and Elderly Care Medicine. According to
the World Health Organization, constructing healthy
workplaces, including in the healthcare sector, is a goal
that may be reached through collaboration between
workers and managers, with the aim of promoting
and protecting the health, safety and well-being of all
workers and the sustainability of the workplace (33).

The study has some limitations: 1) the period
investigated is too short to draw strong conclusions
about the relationship between shift work schedules
and occurrence of WRLBP; 2) the analysis is conduct-
ed on a small sample; 3) the study is targeted to the
relationship between WRLBP and cumulative hours,
night shifts, forward-rotating shift schedules, BMI,
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physical activity, and does not take into account other
types of determinants for WRLBP; 4) the disadvan-
tage of case-control studies is that they do not indi-
cate absolute risk, but, rather, the risk of the category
worked related to another lower or referent category.
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Abstract. Background and aim: The study aims at identifying the antecedents and consequences of emotional
exhaustion in health professionals and, particularly, examining the process that leads from a hindrance de-
mand, like role ambiguity, to exhaustion and job satisfaction. Emotional exhaustion is a phenomenon that
affect health professionals with negative consequence on job satisfaction, and literature has underlined that
job demands could be may be a cause of this chronic stress. However, the relationship among job demands,
work engagement and exhaustion has produced results not always converging. Mezhod: A self-report ques-
tionnaire was administered to 66 health professionals. Resu/ts: The results showed that the effect of role am-
biguity on emotional exhaustion was mediated by work engagement and the emotional exhaustion impairs
job satisfaction when workers are not committed to their profession. Conclusions: Role ambiguity represents a
psychosocial risk factor that influence workers’ wellbeing diminishing the level of motivation and this process
leads to emotional exhaustion. However, professional commitment appears to be a resource that can protect
professionals preventing a decrease in satisfaction. These findings suggest that human resource management
should remove hindrance stressors and enhance the mission of Healthcare Professionals in order to increase
employees’ work engagement and prevent exhaustion. (www.actabiomedica.it)

Key words: healthcare professionals, role ambiguity, emotional exhaustion, job satisfaction

Burnout is a common phenomenon in healthcare
organisations because health professionals are con-
tinually exposed to the physical and emotional needs
of their patients (1, 2), are involved in complex rela-
tionships with patients’ families and have long work-
ing hours and are overloaded (3). Burnout is defined
as a negative response to chronic stress in the work-
place (4,5), and consists of three symptoms: emotional
exhaustion — i.e. the feeling of not being able to give
anything to others on an emotional level, depersonali-
sation — i.e., an excessively detached attitude towards
patients and low personal accomplishment —i.e. a neg-
ative work-related self-evaluation (6, 7). Burnout has
negative repercussions for the efficiency of patient care

and for workers’ wellbeing (8, 9): it may lead to nega-
tive outcomes such as medical errors, depression and
absenteeism (10).

Researchers have shown that organisational fac-
tors may be a cause of chronic stress in the workplace,
leading to job burnout in healthcare professions. Pro-
fessional and career issues, workload and time pressure,
team climate and leadership (11), lack of job control,
role conflict and role ambiguity (3, 12, 13) have been
identified as factors which affect burnout risk amongst
employees.

In this paper we focused on role ambiguity, i.e.
situations when workers’ expectations about a role and
the actual tasks required in that role are contradictory
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or when a worker does not have access to sufficiently
clear information about the goals and responsibilities
of his or her job (14, 15). This lack of clarity about
goals and organisational role can produce incompat-
ibilities in expectations, resulting in increased occupa-
tional stress, decreased professional performance and
impaired organisational efficiency (8,12, 16). Chu, Lee
and Hsu (17) found that role ambiguity was negatively
associated with employees’ performance with negative
consequences for the wellbeing of the organisation.

Work Engagement

When we talk about the burnout, we must con-
sider another construct, namely engagement, which is
opposite but related to it (7). Kahn (18) introduced
the concept of engagement, conceptualising it as the
“harnessing of organisation members’ selves to their
work roles; in engagement, people employ and ex-
press themselves physically, cognitively, and emotion-
ally during role performances” (p. 694). Thus, engaged
employees identify with their work activity and invest
effort in it. According to Kahn (18, 19) there is a dy-
namic, dialectical relationship between the person who
puts physical, cognitive, emotional and mental energy
into his or her work role and the nature of the work
role that allows this person to express him or herself.

Research on burnout has stimulated a new theo-
retical approach that considers engagement as an in-
dependent, distinct concept that is negatively related
to burnout (20). Engagement is a positive, persistent
state of mind that is related to work and characterised
by three dimensions (21): vigour, which allows one to
invest energy and effort in one’s work and show mental
resilience in the face of difficulties; dedication, which
involves being involved in one’s work and perceiving it
as exciting and challenging; absorption, which means
concentrating fully on one’s work so that one has the
feeling that time passes quickly (20). Engagement is
closely related to the motivational processes that lead
workers to take satisfaction from job tasks whereas
burnout is characterised by the opposite: lack of energy
and detachment from work activities (22).

Job Demands-Resources Model

The job demands-resources model (20) incor-
porates both burnout and work engagement, treating
them as two different processes that lead to different
outcomes, negative (burnout and its consequences) or
positive (engagement and its consequences). The job-
demands resources model identifies job demands, i.e.
those aspects of a job that require sustained physical
or mental effort and job resources (personal and work
related resources) that allow workers to achieve goals,
reduce job demands and costs and stimulate personal
growth and development. The model posits both an
energetic process, whereby high job demands exhaust
employees’ resources and thus deplete their energy
(i.e. produce exhaustion) and lead to health problems
(health impairment process) and a motivational process
whereby job resources foster engagement, with posi-
tive effects on wellbeing and work outcomes (23).

Asyet, however, the job demands-resources model
has not been used to examine the relationship between
job demands and work engagement in depth. Research
into job demands as a potential predictor of work en-
gagement has produced mixed results (23). Some stud-
ies have identified distinct types of job demands (24,
25), which could explain these inconsistencies.

Cavanaugh et al. (25) identified two categories
of job demands with different consequences for en-
gagement, which they labelled challenge stressors and
hindrance stressors. Challenge demands are stressful
requests, such as being asked to assume a high level
of responsibility, that can be perceived as opportuni-
ties for learning or personal and professional growth
that may lead to future gains. Hindrances tend to be
perceived as stressful requests that have the potential
to impede personal growth, learning and goal achieve-
ment. Role conflict and ambiguity and organizational
policy are part of this type of demands. Hindrances
tend to generate negative emotional states and result
in a dysfunctional style of coping, such that investing
energy in negative emotions acts as a barrier to work-
ers getting interesting goals and decreases motivation
and engagement in work activities (26, 27).

Harter et al. (28) showed that people who do not
know what is expected of them are less likely to be
emotionally engaged, because they have to invest effort
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in clarifying the ambiguities of their role, which has
consequences for their wellbeing and work satisfac-
tion. Other studies have also underlined that role am-
biguity is related to a decrease in affective engagement,
which reduces employee wellbeing (24, 29).

Starting from this distinction between job de-
mands and the original definition of engagement (in
terms of involvement in role organisation), we hy-
pothesised that in health professionals the relationship
between a hindrance demand, namely role ambiguity,
and exhaustion is mediated by work engagement, such
that hindrance demands have negative consequences
for job satisfaction.

Professional Commitment

One personal resource that can influence the mo-
tivational process and job satisfaction is professional
commitment (30), which has been defined as the extent
to which workers feel involved with their profession
(31). Research in health organisations has showed that
professional commitment is positively related to job
performance and low turnover, satisfaction with work
activity (32) and organisational commitment (33).

Professional commitment, which is associated
with team commitment, can also increase interprofes-
sional collaboration amongst nurses and physicians
(34-39). Hence the second objective of this study was
to explore how professional commitment moderates
the relationship between emotional exhaustion and
job satisfaction.

Hypotheses

Starting from the distinction between hindrance
and challenge job demands, we hypothesised that role
ambiguity, a hindrance demand, influences exhaustion
through the mediation of job engagement (Hypoth-
esis 1). Specifically, we hypothesised that health pro-
fessionals who perceived high role ambiguity would
be less engaged in work activity and invest energy in
dealing with negative feelings activated by stressful
demands and hence would perceive themselves to be
exhausted and fatigued.

Secondly, in line with the health impairment pro-
cess postulated in the Job Demands-Resources Model,

we hypothesised that emotional exhaustion would re-
duce job satisfaction (Hypothesis 2).

Our final prediction concerned the moderation
of the relationship between emotional exhaustion and
job satisfaction by professional commitment. We hy-
pothesised that emotional exhaustion reduces job sat-
isfaction only when professional commitment is low

(Hypothesis 3).

Method
Data Collection

A self-report questionnaire was hand delivered
by researchers to health professionals working at the
Cardio-Nephro-Pulmonary Department and Geriat-
ric Rehabilitation Department of a hospital in north-
ern Italy.

Ethical Issue

The research protocol was approved by the Re-
search Ethics Committee of the participating hospital.

Participants

Sixty-six questionnaires were returned. Partici-
pants were mainly women (70%; three participants did
not report their gender) with a mean age of 41.82 years
(SD = 9.88; 5 participants did not report their age).
Forty (62.5%) participants were nurses or nurse man-
agers, twelve (18.5%) were physicians, eight (12.3%)
were healthcare operators and five (7.7%) had other
roles.

Measures

The questionnaire consisted of several scales, rel-
evant to the theoretical concepts about which we had
hypothesised, that have been validated in Italian and
international contexts.

Role ambiguity was measured with the scale de-
veloped by Rizzo et al. (40). The scale consists of four
items referring to the clarity of respondents’ expecta-
tions about their role (e.g. ‘In my job I know exactly
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what is expected of me’). The reliability of the scale was
satisfactory (o = .75).

Emotional exhaustion was measured by MBI —
General Survey (41). The scale consists of five items
referring to the feeling of being emotionally depleted
(e.g. I feel run down and drained of physical or emo-
tional energy’). All items were scored on a seven-point
scale ranging from 0 = ‘never’ to 6 = ‘always/every day’.
The reliability of the scale was satisfactory (a = .91).

Work engagement was assessed using the Italian
version (42) of the nine-item Utrecht Work Engage-
ment Scale (UWES-9) (43). The three sub-dimensions
of vigour (e.g., ‘At my job I feel strong and vigorous’),
dedication (e.g. ‘T am enthusiastic about my job’) and
absorption (e.g. ‘T feel happy when I am working in-
tensely’) are each represented by three items. All items
were scored on a seven-point scale ranging from 0 =
‘never’ to 6 = ‘always/every day’. We followed Schaufeli
and colleagues’ (43) recommendation and computed
an overall work engagement score (o = .93).

Job satisfaction was assessed with a single item
(44): ‘Overall, how satisfied are you with your job?’,
to which responses were given using a five-point scale
ranging from 1 = ‘totally unsatisfied’ to 5 = ‘totally sat-
isfied’.

Professional commitment was measured with six
items (e.g. T am proud to be a nurse/physician/health-
care operator’) taken from the Professional Identity
Status Questionnaire (PISQ-5d); (30). Responses
were given using a four-point Likert scale (1 = ‘strong-
ly disagree’, 4 = ‘completely agree’). The reliability was
satisfactory (o = .91).

Table 1. Correlations and descriptive statistics of measured variables

Analysis Strategy

First we analysed zero-order correlations between
the measured variables. We then tested our predicted
model (see Figure 1) using path analysis with maxi-
mum likelihood and robust standard error estimation.
All variables except job satisfaction were centred on
the grand mean and the interaction between profes-
sional commitment and emotional exhaustion was
computed after centring.

Results
Preliminary Analysis

Table 1 shows zero-order correlations and de-
scriptive statistics for the measured variables. Job
satisfaction was positively correlated with both work
engagement and professional commitment, whereas
emotional exhaustion and role ambiguity were nega-
tively correlated with job satisfaction. Emotional ex-
haustion, in turn, was negatively correlated with work
engagement and positively correlated with role ambi-

guity.
Hypothesis Testing

Path analysis (see Figure 1) indicated that, un-
like in the zero-order correlations, there was no direct
effect of role ambiguity on emotional exhaustion, 4 =
21, SE = .25, Z = 0.86, p = .39. 'This is because, in
accordance with hypothesis 1, the effect of role am-
biguity on emotional exhaustion was completely me-

Work Emotional Role Professional Job
engagement exhaustion ambiguity commitment satisfaction

Work engagement - -.69* -.50" 73 .68
Emotional exhaustion - A43%* -.54%* -.48**
Role ambiguity - -.40™ -.53%
Professional commitment - 67
M 4.65 3.11 2.66 3.20 4.15
SD 1.29 1.68 0.87 0.81 1.37

*p<.01.N=66
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diated by work engagement, 4 = .63, SE = 0.15, Z =
4.09, p < .001,90%CI = 0.327-0.927. Also as expected,
professional commitment had a direct effect on emo-
tional exhaustion, = .79, SE = .23, Z = 3.43, p = .001.
However, contrary to hypothesis 2 and the results of
the correlation analysis, emotional exhaustion did not
have a direct effect on job satisfaction, & = -.12, SE =
.01, Z=1.24, p = .22. Nevertheless, in accordance with
hypothesis 3, this relationship was subject to an inter-
action between emotional exhaustion and professional
commitment, 4 =.21, SE= .11, Z=1.96, p = .05. More
precisely, when professional commitment was low,
emotional exhaustion had a negative effect on job sat-
isfaction, & = -.30, SE = .13, Z = 2.30, p = .02, whereas
when professional commitment was high, emotional
exhaustion did not affect job satisfaction, 4 = .05, SE =
14,7 =0.36, p = .72. Figure 1 shows the paths linking
emotional exhaustion, job satisfaction and professional
commitment.

Discussion
This study aimed to examine the process that pro-

duces emotional exhaustion in health professionals,
focusing on the hindrances they experience (45, 46),

5.0

454

Professional commitment
401 — -1SD
~ mean

+1SD

Job satisfaction

351

3.01

2 0 2
Emotional exhaustion

Figure 2. Relationship between emotional exhaustion on job
satisfaction at various levels of professional commitment

specifically role ambiguity and its consequences for
work satisfaction.

Analysis showed that the effect of role ambiguity
on emotional exhaustion was mediated by work en-
gagement. Role ambiguity represents a psychosocial
risk factor that influence workers’ wellbeing and level
of performance. Workers who do not perceive clear

Work
engagement

Role
Ambiguity

.11 ns

Emotional -.16 ns Job
exhaustion T satisfaction
25%

48

Figure 1. Model of the relationships amongst variables and estimations.

*p= .05 p < .01

Standardised coeflicients are reported. Dotted line represents the indirect effect. V= 66
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goals put less effort into their tasks and perform less
effectively. As a consequence, workers who lack clear
goals show less engagement and hence experience low-
er wellbeing and job satisfaction (24, 25, 47). Harter,
Schmidt and Hayes (28) also reported that workers’
engagement is negatively affected by difhiculties such
as not knowing what is expected of them. Role ambi-
guity generates uncertainty about how to attain one’s
performance objectives and creates doubt about how
tasks should be completed and how performance will
be assessed (48). The increased effort required to cope
with role ambiguity results in strain, which may mani-
fest as frustration and fatigue, and can lead to employ-
ees feeling exhausted, worn out and dissatisfied. Thus
the emotional consequences of role ambiguity can lead
to increased turnover and intention to leave (49).

In fact, people experiencing hindrance stress will
direct an amount of effort to face each demand, and
they will probably use energy that would otherwise be
dedicated to achieving challenge goals. Workers who
have to deal with the negative emotions and psycho-
logical threat associated with hindrance demands use
many resources that are detrimental to the motivation-
al process of engagement (26, 27). Hence hindrance
demands lead to exhaustion and frustration, which has
negative consequence for work satisfaction.

In contrast, role fit predicts psychological mean-
ingfulness, which has a positive influence on engage-
ment. Professionals who are emotionally engaged
tend to know what is expected of them, perceive that
they are a member of an organisation where there are
chances of development (28). If an individual has the
opportunity to build resources through acquisition
of mastery and personal growth, he or she will make
more effort to complete work tasks and achieve per-
sonal own performance objectives.

Our results also indicated that emotional exhaus-
tion only impairs job satisfaction when workers are not
committed to their profession. In other words, pro-
fessional commitment appears to protect exhausted
professionals, helping them to manage the associated
emotional distress and maintain adequate job satisfac-
tion. This may be due to the fact professional commit-
ment satisfies professionals’ need to belong and sup-
plies professionals with roles, norms and identities that
can compete with self and professional devaluation and

emotional exhaustion. Thus, professional commitment
appears to be an individual and collective resource that
can help professionals to build a strong, resilient and

satisfying professional identity.
Limitations

This study has a number of limitations. First, the
use of cross-sectional questionnaires and a correlation-
al design means that we must be cautious about infer-
ring causal relationships among variables. Second, the
sample size was small and composed mainly of nurses;
in other words it was not representative of healthcare
professionals generally. These two factors may reduce

the generalisability of the results.
Implication for Nursing Management

Understanding the factors affecting job burnout
is important from a practical point of view, because
burnout has implications for workers’ psychosocial
wellbeing, organisational effectiveness, and conse-
quently for the patient care process. In fact, role am-
biguity has serious consequences also for the efficiency
of care process.

From the perspective of the strategic manage-
ment of human resources, the clarification of profes-
sional roles helps to identify the expected behaviours
with respect to integration into organisational patterns
and culture. This intervention could allow defining sig-
nificant and successful actions to achieve goals in line
with values and mission of healthcare services.

These findings also suggest that managers should
remove hindrance stressors in order to increase em-
ployees’ work engagement whilst at the same time
providing challenge-related stressors in the workplace.

Finally, managers who want try to improve the
work context in order to reduce job dissatisfaction
and turnover should be aware of the protective func-
tion served by professional commitment. Professionals
should always feel that they are treated as such and
that their professional competence is recognised. This
may help professionals not to forget their professional
duties and mission with respect to patients’ care and to
continue to perceive their job and profession as satis-
factory.
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The model developed from these findings suggests
ways of improving employment strategies to enhance
health professionals’ job satisfaction.
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Does student orientation improve nursing image and
positively influence the enrolment of nursing students in

the University? An observational study
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Abstract. Background and aim of the study: Nursing has not yet received full social recognition and in general
the public opinion does not have a completely positive perception of it, which regards it as an auxiliary profes-
sion to the medical profession. This study aims to investigate the image of the nurse among year 4 and 5 high
school students. Mezhods: Two groups of students were interviewed, one at their institution without any previ-
ous orientation (n = 102) and one at the University of Bologna during orientation day (n = 388). A validated
questionnaire (Nursing Attitude Questionnaire) of 30 items was delivered. Two additional questions were
added to explore the possibility of advising relatives and acquaintances to become a nurse and therefore to
choose the nursing degree course. Resu/ts: All areas of the NAQ scored significantly higher in the group where
students attended the orientation day, especially the ones related to the professional role, stereotypes and pro-
fessional value items. Female students > 21 had a more positive image of the nurse. Both groups recognized
that nurses are important figures for patients and that they are intelligent people, who must have a degree in
order to carry out their work duties. Differences between the groups were recorded. Students in group 1 did
not accept nursing autonomy while students in group 2 understood differences between nursing and medical
careers, attributing to them the same value. A positive correlation between the positive image of the nursing
profession and the interest in becoming nurses or advising others to undertake the nursing course was found.
In conclusion, orientation is effective in helping high school students in the choice of their university courses.
Regarding nursing, strategies to improve the image of the nurse and enrollment should be combined during
orientation day with current up to date communication and learning tools, such as social media and simula-
tion laboratories. Furthermore, it appears increasingly important to extend orientation and tutoring activities
to junior high school students, families and teachers. (www.actabiomedica.it)

Key words: nursing profession perception, high school students, orientation, Nursing Attitude Questionnaire

Introduction ticular, the public opinion does not have a fully positive
perception of the nursing profession, considering it an

The perception of the nurse has changed over  auxiliary profession to the medical one (3, 4). On the
time (1), provoking international debate (2). In par- contrary, other studies reported a positive image (5)

* Rubbi I. and Pasquinelli G. contributed equally and therefore share first authorship
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focusing on the relationship between the nurse and
the patient and his family, highlighting the importance
of nurse educational, preventive and care role (6).

There are several reasons for the lack of full so-
cial recognition. Public opinion does not adequately
know the evolution of the nursing profession (1), nor
does it know that modern nursing is built on solid
theoretical foundations (7). Most people do not ad-
equately understand the nurse academic training, nor
the specific skills needed for professional practice (4).
Furthermore, the perceived value of the profession is
strongly influenced by the mass media and more re-
cently by social media (8, 9). For this reason, in the
United States there are groups in charge of monitoring
the type of image of the nursing profession conveyed
by the media (8).

A distorted image of nursing care impacts on
the quality and quantity of people who choose nurs-
ing as a profession (10). This is particularly relevant, in
fact, for the low recruitment of males, since the media
stereotype consider nursing a female profession and
male nurses are associated with a negative image (11).
Three specific reasons that make the nursing profes-
sion unattractive to young people, are: low wages, high
workloads and poor career opportunities (4, 12) and in
addition the lack of adequate social recognition (13).
Young people believe that nurses perform difficult and
even unpleasant tasks without receiving adequate re-
wards for their workload (14). However, some people
have an awareness of the sacrifices and difficulties that
nursing requires and this generates a sort of admira-
tion and credit within society (15), which does not
correspond to the real nurse role within the healthcare
context (9, 10).

These contrasting visions, together with the pro-
found change brought to the nursing profession by
the Bologna Process (1999), underline the need for a
deeper knowledge of the perception of nursing in Italy
(16). In fact, several studies stress that the image of the
nursing profession greatly influences the recruitment
in the nursing profession itself (17, 18, 13) as well as
the political, legislative decisions that have direct re-
percussions on the financing of nursing training and
the recruitment in health services (11).

Among the factors leading young people to

choose the nursing profession, there is a desire to help

others (12) and to undertake a stable and economically
secure profession (1, 19-24). Moreover, personal expe-
rience, such as having come into contact with nurses,
or having family members in need of nursing care, are
reasons that lead young people to choose the nursing
profession (13). Personal contact with nurses or ob-
serving the nursing care of hospitalized family mem-
bers was also cited as a reason for choosing the nursing
profession (13, 20). Orientation given by the family
and especially by the mother, appears to be another
important element of choice (10). It has been also
shown that the support of family members and friends
is directly proportional to the capacity of the nursing
profession to promote its public image (25).

University education has made access to the nurs-
ing profession more exclusive and it has created the
conditions to make this profession more attractive to
young people. Universities have developed specific
trainings and career paths, in line with other non-
medical health professions (26). The orientation or-
ganized by the universities is a very important event to
promote a positive image of nursing as it is shown that
a stereotyped image attracts students with a medium
to low high school performance (27). Therefore, “The
Millennials”, who are ambitious (28), want recognition
(29) and require flexibility in their work, are hardly at-
tracted by this career choice (30). In order to improve
the perception of the image of nurses, academic nurses
must participate in public discussions, providing in-
formation about the theoretical and practical nursing
training, degree of professional autonomy, the variety
of activities, academic career paths and job opportuni-
ties, areas of personal satisfaction and contractual op-
portunities (10, 26, 31, 32).

Law and Arthur draw an identikit of the students
who are most inclined to choose nursing and these are
female students, who study biology and who have a
positive perception of nursing (31). In fact, most aspir-
ing nurses express a clear preference for the intrinsic
rewards of the profession over extrinsic ones, such as
low priority to financial and career rewards, more pri-
ority to the family and a high priority to work with
people. This emphasis on the “ethics of caring” and on
the social rewards of the nursing profession is most
noticeable among women and to a lesser degree among
men (33). Recruitment strategies must also be aimed
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at attracting more male students. For this reason, Law
and Arthur suggest involving successful male figures in
guidance activities (31).

The perception of the nursing profession is linked
to the recruitment and retention of nurses. For this
reason, academic tutors and career days play a key role
(32,34, 35), especially with junior high school students
(36), with families, with high school teachers (12, 34)
and high school students who tend to identify them-
selves with successful TV show public figures (9, 37).
Active use of social media, such as Twitter, Facebook
and Instagram should be considered to increase the
visibility of the nursing profession and share informa-
tion (12).

Objective

The study aims to investigate the perception and
opinion on the image of the nurse by students of year 4
and 5 in Italian secondary schools who attended a uni-
versity orientation workshop for the University De-
gree Course in Nursing, taught by an academic nurse
educator.

Methods
Design

A cross-sectional study was conducted in accord-
ance with the Strengthening the Reporting of Obser-
vational Studies in Epidemiology (STROBE) guide-
lines for observational studies (38).

Sample

A convenience sample consisting of 490 adult
students attending year 4 and 5 of a technical and vo-
cational college and secondary high schools. Students
were divided into two groups: 1) students who were
interviewed at their institutions without any previ-
ous orientation (9) and 2) students who participated
in an orientation day about the nursing degree course.
Group 2 was recruited at a meeting organized by the
University of Bologna. On this occasion, an academic
tutor illustrated the professional nursing profile, its

duties, related job opportunities and the study plan of
the course.

After being informed about the objectives and
the design of the study, the participants voluntarily
agreed to be interviewed by signing an informed con-
sent. Consequently, the authorization to the bioethical
committee was requested.

Instruments

The Nursing Attitude Questionnaire (NAQ) was
used to assess the perceived image of the nurse. It was
designed by Hoskins (39) and first adopted by Toth (40)
to evaluate the image of the nurse perceived by certain
groups of people, such as common citizens, nursing stu-
dents and high school students (39, 40). The question-
naire consists of 30 items with a Likert scale ranging
from 1 (strongly disagree), 2 (moderately disagree), 3
(neutral), 4 (moderately agreed) to 5 (strongly agreed).
The questionnaire takes 10 minutes to complete and
it explored the following five areas: professional role
(10 items), professional values (7 items), stereotypes
(6 items), professional activities (4 items), and nursing
professional features and responsibilities (3 items).

Two summary questions have been added to the
tool: 1) I would advise a relative / acquaintance to be
a nurse; 2) I have an interest in choosing the nurs-
ing degree course. Participants expressed their level
of agreement with these additional items on a Likert
scale (range 1 to 5).

Total scores on the NAQ range from 30 to 150
points, with a high scores representing a more positive
attitude toward nursing and low scores representing a
less positive attitude toward nursing. Seven items were
recoded before statistical analysis (40).

Data collection

Data were collected between July 2016 and Janu-
ary 2017.

Data analysis
The analysis was conducted with SPSS Version

24. The sample characteristics and the NAQ scores
were analized through frequencies, percentages, in-
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dices of central tendency (average, median) and dis-
persion measures (SD, range). The signiﬁcance was
calculated through the ANOVA and the t-test for the
cardinal variables. The Spearman coeflicient was used
for correlations between ordinal variables. A p <0.05
was considered as statistically significant. The measure
of the reliability of each test was determined by Cron-

bach’s alpha.

Results

Table 1 summarizes the overall characteristics of
the sample consisting of 490 subjects divided into two
groups. Group 1 was made up of students who did not

Table 1. Sample characteristics

attend the orientation day (20.8%); 45.1% of these
students was attending a technical college or a high
school and 54.9% a vocational school. Group 2 was
made up of the students who participated in the orien-
tation day (79.1%) and 19.1% was attending a techni-
cal high school and 80.9% vocational school.

This population was made up of 66.3% female
students, 79.7% were 18 years old and 58,9% were at-
tending year 5.

Opverall, 52.2% of the sample was hospitalized at
least once, and 85% reported they had come in contact
with a nurse at least once during their lifetime.

NAQ showed good reliability (Cronbach’s a =
0.759), with values that differ from a a =, 660 in group
1and a o =, 772 in group 2.

1 Group 2 Group Total
n =102 n =388 N =490
n % n % N (%) X2 P
School attended 29,584 ,000™*
Technical / high school 46 451 74 19,1 120 (24,5)
Vocational school 56 54,9 314 80,9 370 (75,5)
Gender 62,782 ,000**
Male 68 66,7 97 25,0 165 (33,7)
Female 34 33,3 291 75,0 325 (66,3)
Age 56,807 ,000™*
18 yrs 53 54,1 328 86,3 381 (79,7)
19 yrs 22 22,4 36 9,5 58 (12,1)
20 yrs 17 17,3 13 3,4 30 (6,3)
2 21 yrs 6 6,1 3 0,8 9(1,9)
Year attended 6,33 ,012*
Year 4 53 52,0 145 38,2 198 (41,1)
Year 5 49 48,0 235 61,8 284 (58,9)
Do you have any family members or acquaintances who are nurses? 9,552 ,002%
Yes 44 43,1 230 60,2 274 (56,6)
No 58 56,9 152 39,8 210 (43,4)
Have you ever been to the hospital? 1,963 ,161
Yes 55 53,9 179 46,1 234 (47,8)
No 47 46,1 209 53,9 256 (52,2)
Years since the last hospitalization 1,011 ,603
<1lyr 13 25,5 35 22,2 48 (23,0)
1a3yrs 15 29,4 39 24,7 54 (25,8)
>3 yrs 23 451 84 53,2 107 (51,2)
Did you come in contact with a nurse? 3,174 ,075
Yes 81 79,4 333 86,5 414 (85,0)
No 21 20,6 52 13,5 73 (15,0)

*p<0,05; * p<0,01
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Data analysis showed a statistically significant
difference (p <0.05) between the NAQ scores detected
in the two groups, with higher values (110.3) found
in the second group in students aged > 21 years and
lower values (98.2) in the students of the group 1 at-
tending vocational schools. Overall, women reported a
higher NAQ mean score than males (109.2 [DS 8.4]
and 101.9 [SD 10.2], respectively (Table 2).

In all areas of NAQ there were differences in the
two groups (p <0.0001). Group 2 obtained a signifi-
cantly higher score overall (108.4 [SD 9.2] vs 100.3
[SD 8.7]) with a range of difference of average values
within the single areas ranging from 0,82 in the Izem

Table 2. Groups comparison analysis of NAQ scores

Characteristic of nurses / nursing at 2.89 in the Profes-
sional Role item. The statistical significance was also
recorded in the two summary items. In the question I
am interested in choosing the degree course in nursing the
score of 2.00 (SD 1.158) recorded in the first group
grew to 3.14 (SD 1.188) by registering an average in-
crease of +1.14 (table 3).

Other elements have influenced the perception
that students had of the figure of the nurse. In fact,
among students who had a nurse in the family mem-
ber or knew a nurse the score was significantly higher
(108.1 [SD 8.8] vs 105 [SD 10.5] (p <0.001). This was
also evident among the students who were hospital-

Group 1 Group 2 Total
n=102 n =388 N =490
Mz+SD P Mz+SD P Mz+SD P

Age ,560 ,336 ,003**

18 yrs 101,15+9,01 108,65+9,17 107,61+9,50

19 yrs 98,45+8,53 109,19+6,53 105,12+8,98

20 yrs 99,65+5,55 104,15+12,36 101,60+9,24

221 yrs 102,83+13,68 110,33+3,06 105,33+11,55
Gender ,008** ,000%* ,000%*

Male 98,85+8,51 104,07+£10,77 101,92+10,20

Female 103,87+8,23 109,84+8,30 109,28+8,46
School ,010* ,323 ,000™*

Technical/High 102,76+8,43 108,65+9,18 107,90+9,29

Vocational 98,29+8,47 107,46+9,81 103,67+10,30
Year attended ,203 ,069 ,086

Year 4 101,51+7,32 107,35+10,39 105,88+10,02

Year 5 99,27+9,83 109,12+8,38 107,42+9,40
*p<0,05; ™ p<0,01
Table 3. Comparison analysis NAQ area

Group 1 Group 2
R M+SD Difference t P

Professional role 10-50 33,79+3,983 36,68+3,748 2,89 -6,761 ,000**
Professional values 7-35 20,98+2,854 22,44+2 935 1,46  -4,422 ,000™
Stereotypes 6-30 19,78+2,456 21,61£2,556 1,83  -6,395 ,000™
Professionalism 4-20 15,32+2,152 16,32+2,179 1 -4,100 ,000**
Characteristic of nurses/nursing 3-15 10,53+1,840 11,35+1,817 0,82  -3,974 ,000**
Total NAQ 30-150  100,39+8,700 108,409,260 8,01 -7,752 ,000**
I would advise a relative / acquaintance to be a nurse 1-5 3,26+1,096 3,63+,934 0,37  -3,452 ,001**
I am interested in choosing a nursing degree course 1-5 2,00+1,158 3,14+1,182 1,14  -8,598 ,000™

** p<0,01
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ized at least once (107.6 [SD 9.2 vs 105.9 [SD 10.1])
(p <0.05) and the students who came in contact with
nurses (107.2 [SD 9.2] vs 104.6 [SD 11.7]) (p <0.05)
(Table 4).
The items whose mean values were higher than
the 90th percentile corresponded to the following
statements:
1. Nurses represent a personal resource for people
with health problems (Group 1);

2. The most important goal of nursing research is
to improve patient care (Group 2);

3. Being a nurse requires intelligence (Group 1
& 2);

4. Nurses should have a degree in order to do their

job(Group 1 & 2).

Table 4. Analysis of additional items

In contrast, the items whose mean values were
lower than the 10th percentile corresponded to the
following statements:
5. Nurses are politically active (Group 1);
6. Nurses are able to operate independently
(Group 1);

7.1f nurses spent more time caring for patients
and less at school, everyone would benefit
(Group 2);

8. Many nurses who seck advancement in their
professional career would rather be doctors in-
stead (Group 2);

9. One of the advantages of being a nurse is to
marry a doctor (Group 1 and 2).

1 Group 2 Group Total
n =102 n = 388 N =490
MzSD P M=+SD P M=SD P

Do you have any family members or
acquaintances who are nurses? ,045* ,055 .001**

Yes 101,37+8,48 109,22+8,52 108,14+8,86

No 98,84+8,63 107,36+10,33 105,09+10,58
Have you ever been to the hospital? ,013* ,616 ,045%

Yes 98,47+7,97 108,19+9,62 105,91+10,12

No 102,84+9,06 108,67+9,01 107,67+9,27
Did you come in contact with a nurse? ,031* ,516 ,037*

Si 101,35+8,03 108,61+9,03 107,23+9,29

No 96,65+10,33 107,71+10,84 104,64+11,74
*5<0,05; * p<0,01
Table 5. Items with the highest disagreement among the categories (over the 90th percentile)

Item Group 1 Group 2

10% higher M+SD
Nurses should have a degree in order to their job 4,08+1,123
Nourses are a personal resource for people with health problems 4,07+,791
The most important goal of nursing research is to improve patient care 4,29+,682
Nurses should have a degree in order to do their job 4,20+,879
Being a nurse requires intelligence 4,15+,813 4,19+,840
Less than 10%
Nurses are able to operate independently 2,72+,989
Nurses are politically active 2,92+,864
If nurses spent more time caring for patients and less at school, everyone would benefit 2,60+1,026
Many nurses looking for progress in their professional career would rather be doctors instead 2,62+,993
One of the advantages of being a nurse is to marry a doctor 1,93+1,188 1,68+1,065
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Tabella 6. Partial correlation between NAQ scores and item A & B

A B
NAQ Scores A T would advise a relative/acquaintance to be a nurse 1 0,458
B I have an interest in choosing the nursing degree course 0,458 1
p<0,01

The correlation between the perception of the im-
age of the nurse and the question that explores student
interest in undertaking a nursing course has shown
opposite results. While in group 1 the two variables
correlate poorly (Spearman Rho = 0.183; p> 0.05) (9),
in group 2 the results obtained on the image of profes-
sionals correlate well with the choice to undertake the
nursing course (Spearman Rho = 0.332; p <0.01). The
positive effects of the orientation in the choice of the
course of study is also confirmed in the calculation of
the partial correlation, which highlights a direct rela-
tionship between the image of the nursing profession
and the interest in becoming nurses or suggesting oth-
ers to undertake the course of studies in nursing (Table

6).

Discussion

The results of the study show that the orientation
significantly influenced the perception of the image of
the nurse in the population of this study. In particu-
lar, students who were > 21 years old and female, ex-
pressed a more positive opinion. This could depend on
the fact that women are generally more empathic than
males, a personality trait playing a key role in nurs-
ing care (9). The literature has shown that females are
more inclined than males to choose nursing as a future
profession (27, 32, 41).

All areas of the NAQ were significantly improved
in the group 2, especially professional role, stereotypes
and professional value items. The results could be re-
lated to the type of information the students received.
In fact, at the orientation day, the academic nurse edu-
cator, before explaining the nursing degree course, fo-
cused participants’ attention on the nurse profile, on
professional autonomy, describing the activities that
the nurse carries out daily in the various clinical, or-

ganizational and training contexts. Each of the activi-
ties described was accompanied by an example taken
from real life. This communicative model aims at fos-
tering prospective students’ motivations and at the
same time at avoiding misperceptions about the work
of the nurse (3, 10). Additional elements that were dis-
cussed during the presentation were the various career
developments in the university, clinical, and organiza-
tional areas; upgrading of nursing competences; modes
of integration with other health professions; personal
satisfaction; job opportunities in public and private
health workplaces or in cooperative or freelance work.
(1, 7, 10, 12, 31). Furthermore, during the orienta-
tion, information was provided regarding the nursing
degree course, the teaching methods, organization of
laboratories and types of internships (42).

In addition, in the items investigating whether the
student would recommend the nursing degree course
and if he/she intended to choose the course there was a
significant improvement compared to group 1. In par-
ticular, a correlation between the positive image of the
nursing profession and the interest in becoming nurses
or suggesting others to undertake the nursing course
was found.

However, the neutral result [3,14 (SD 1,182)] on
the intention to enroll in the nursing degree course
compared to the open opposition to enroll in such a
course expressed in group 1 could depend on the at-
tempt to question in a short time stereotypes which
have been part of the nurse public image for a long
time. This result is in agreement with the study by Ma-
tutina et al. (36), in which the authors suggest target-
ing also on junior high school students during orien-
tation, including their teachers and family members.
In fact, at this age, students begin to explore potential
career options and to discuss their future with teachers,
trying to form an idea of what they can do “when they
grow up” (32).
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Porter et al. (43) and Neilson & McNally (44)
have demonstrated through a school-work project that
pairing up a student with a nurse improves the image
of the nurse and motivates the student to undertake
the nursing degree course. Another strategy to moti-
vate students to choose the nursing course could be to
promote greater coordination with educational institu-
tions allowing students to attend simulation activities
carried out in nursing laboratories at universities (44).
The laboratories, in fact, allow the prospective nurse to
use their theoretical knowldedge in a safe environment
that simulates clinical training and with good student
satisfaction (45, 46, 47). This teaching method could
promote and deepen the insight high school students
might have into the work of a nurse.

Furthermore, the use by the university and nurs-
ing organizations of social media could give added
value to improve the image of the nurse and encourage
young people to choose this profession (12). Advertis-
ing campaigns also proved to be very successful in the
recruitment of young students with excellent grades
(35). This is confirmed by the world of entertainment,
in which VIPs would be inclined to play the role of
nurse if nurses were able to promote their image and
if the media spread a good opinion of the nursing pro-
fession (9). This also would positively affect the public
image of the nurse among young people who are sensi-
tive to the mass media models (48).

Students who have been hospitalized or those
who know a nurse have a good image of the nursing
profession, which was shown by significantly higher
cores in both groups. These results are confirmed by
previous studies in which students who have a nurse
in the family have a good perception of the nursing
profession (31). Both groups valued the primary char-
acteristics of nurses, which were defined as important
figures for patients and intelligent people, who must
have a degree in order to do their job. Since students
recognized nursing as a science, group 2 emphasized
the importance of nursing research in improving pa-
tient care. In contrast, questions with an average value
below the 10th percentile show better the differences
between the two groups after orientation. In fact, stu-
dents in group 1 did not recognize nursing autonomy
and the possibility that nurses might be politically ac-

tive. Students in group 2, instead, showed disagree-

ment with some stereotypes related to the nursing
profession. These students recognized the role of basic
and post-basic education and the differences existing
between nursing and medical careers, attributing to
them the same value, in contrast to what was reported
in the literature (27, 34, 41, 44). Both groups strongly
disagreed with the statement that one of the advan-
tages of being a nurse is to marry a doctor.

Conclusions

According to the results of this study, the image of
nurses is overall positive. Both groups of participants
are aware of the fact that nurses must hold a degree in
order to work and that they are educated healthcare
professionals. High school students consider the nurs-
ing profession as a valuable resource for the national
healthcare system. The participants in this study, after
taking part in the orientation day, acknowledge the
importance of research in the nursing field. However,
the idea that nurses only operate as auxiliaries to doc-
tors is still partially rooted in the popular culture. Fur-
thermore, it is worth noticing that participants in both
groups do not consider marrying a doctor as one of the
possible advantages of being a nurse. This openly con-
tradicts what has been portrayed in last century movies
(48).

The results of this research show that orientation
is essential and effective for high school students in
guiding their choice of a university degree. This is es-
pecially true for the nursing degree course, consider-
ing how debated the image of the nurse is in society.
Therefore, a greater coordination among universities,
educational institutions and nursing colleges is advo-
cated in order to promote the nursing profession by
using a more modern and effective communication
approach that will include mass media and social net-
works. An improved image of the nurse could also be
achieved by involving junior high school students and
teachers in simulation activities performed in univer-
sity laboratories and in educational projects carried out
by community nurses, in which students’ families can
also be involved. These activities are a good compro-
mise between a more formal orientation day and the
school-to-work project experiences (43, 44).
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Limitations of the study

A limitation of this study is the type of sam-
pling, which is not of a probabilistic but a convenience
sample, therefore the results cannot be generalized.
Another limitation could be in the answers given by
students during orientation , which might have been
misleading due to their lack of interest in participating
in this research and due to the fact they might have
been in a hurry in order to take part in other pres-
entations organized by other health care professions
presenting during the same event.
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ORIGINAL ARTICLE: BUILDING A SATISFIED PROFESSIONAL, STUDENT’S POINT OF VIEW

Nursing students’ perception of the quality of clinical
learning: a mixed methods inquiry

Rachele La Sala, Corrado Ruozi, Santina Gavagni, Michele Martelli, Giuseppe Marletta,

Flavia Primosa
University Teaching Hospital, Parma, Italy

Abstract. Background and aim: As part of the Nursing Degree Course, the “internship” period represents a

strategic lever to systemize the fundamental combination of theoretical study and nursing practice. However,

only a few studies have examined in depth students’ perception of this experience. The aim of the study was
to assess the quality of the places in which the University of Parma’s Nursing students did their internships
based on their experience. Methods: Through a quantitative and qualitative study, students who had completed

at least one clinical internship (n.200) were asked to fill out a self-report questionnaire on the quality of
learning using the CLEQUEI scale (1) and answer a few social and demographical questions. In addition to
the questionnaire, 24 narrative interviews (semi-structured) were conducted; these interviews deepened the

significance of the assigned internship experience. Resu/ts: Throughout all the clinical contexts that were ana-

lyzed, the dimension of the perceived quality of the internship averaged a value > 44 (the minimum cut-off
indicating the presence of necessary elements to promote the processes of quality clinical learning). The per-
ceived quality dimension particularly stands out in the Pediatric Area, in which it amounted to a mean value
of 66 (close to the maximum cut-off value of > 66). This result indicates the opportunity to further develop

the processes used in students’ quality clinical learning. The latter describe the internship as a moment of
both personal and professional growth of fundamental importance in one’s own training process. Conclusions:
Opverall, the University of Parma’s Nursing students have a good perception of the quality of clinical learning.
The significance of assigned internship presents some elements which are a relevant part of the new paradigm.

However, there are still some aspects which need improvement, such as the necessity to reevaluate certain
parts of the teaching organization of the professionalizing activities and of the clinical internships throughout
the duration of the three-year course. (www.actabiomedica.it)

Key words: clinical learning, clinical learning quality, clinical teaching model, student education, collaborative

model, learning environment, learning experience

Introduction

There is great interest, both nation-wide and at
European level, about the qualification of the intern-
ship as a privileged channel for entering the job market
and to systematize the joining between work and pro-
fessional training. Thus it shouldn’t only be employed
in the years at the end of training, but also in the ear-

lier years and during curricular internships which are
integrating part of nurses’ three-year training.

Today’s new cultural prospect about the intern-
ship underlined the importance that it has to be the
designated moment for the integration of disciplinary
contents, theoretical knowledge and the practical stu-
dents’ skills. For this reason the internship is creating a
great deal of interest both in Italy and in Europe. The
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cultural prospect concealed by the university intern-
ship leaves the previous idea of development of practi-
cal skills as the only pragmatic and applied approach
for the future nurse. Instead, it engages a reflexive
thinking it in a more project-oriented dimension for
the aspiring healthcare professional (2). He is guided
towards the awareness of the complexity of the areas
in which healthcare professionals operate both today
and in the future.

Therefore, it is advisable to organize the clinical
learning context as a privileged and ideal setting ori-
ented towards quality internship courses It start from
the evaluation and monitoring of elements appropri-
ately arranged for substantial training which should be
an opportunity for learning both in a group and alone.
It also uses innovative tutorial strategies also oriented
towards problem based learning and guarantes profes-
sional involvement based on safety and the quality of
care (2).

It is known that in order to work well in a certain
context there has to be a responsible deployment of all
personal abilities even in places in which knowledge in
used both theoretically and practically.

The challenge is to adequately place knowledge in
the real context in which the problem arises (3).

To imagine that this responsible and informed
placement should exclusively mature in classroom and
in university laboratories is impossible. First of all,
a continuous contribution of psychological and so-
ciological theories corroborates the now widespread
awareness that the larger part of one’s knowledge, par-
ticularly young people, is acquired in informal settings.

Secondly, the application of a single pedagogi-
cal perspective of a person’s learning inevitably leads
to setting up a training system that opens its doors to
the job market, and, with an important investment in
practical experience, the future nurse acquires a mind-
set for a stable work environment, and the importance
of combining reflection with practical application.
Third, the front-line training prospective pushes to-
wards the reiteration of the education model for the
internship in which both student and the healthcare
professional are involved. Despite the asymmetry of
their roles, they discover what goes on in observed
professional behaviors. This allows us to determine
which, among said behaviors, can be accepted as hu-

man actions, characterized by intent, 16gos, liberty and
responsibility, or which, on the contrary, are mechani-
cal, automatic, routine actions of which one needs to
be a mindful executor (4).

For all of these reasons, In this paper we aim to
analyze the internship path, including all its particular
variants and beginning with the curricular laboratories.

The survey methodology involves the use of as-
sessment tools that investigate the experience of stu-
dents. In our country several are used, mainly to meas-
ure the quality of clinical training environments: some
were developed in the Italian context, others were bor-
rowed from other countries after extensive validation
processes.

However, at a national level, the processes used to
organize internships are quite different and many are
yet to be documented (4). Such instruments have been
appreciated for their positive characteristics, but in
time they have also shown some weaknesses, including
the scarce ability to evaluate performance outcomes,
meant as the assessment of the training program’s ef-
ficiency and the student’s fulfillment.

Furthermore, there seem to be no attempts made
to investigate how the students perceive the internship
proposed by the new paradigm.

Aim

The aim of this study was to analyze:

- The nursing students’ experience of the intern-
ship in clinical learning settings;

- representation of the internship and the mean-
ing the students attribute to it.

Methods

The research design was a mixed method approach
(both qualitative and quantitative): observational, phe-
nomenological, and hermeneutical.

Criteria for the recruitment of the participants
As prescribed by the guidelines written by the au-

thors of the CLEQEI scale, the criteria of inclusion

were: students attending the first, second or third year
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of the degree program; students who have finished at
least one internship in a clinical setting and have taken
a final exam on that experience; students who were at-
tending from 2014/2015 to 2017/2018.

The criteria of exclusion were: students who took
part in an observational internship, since they didn’t
develop the inquired skills; students who had paused
their internship period; students who didn't give their
consent to participate in the study.

The students were recruited according to a con-
venience sampling.

Instruments

Two different tools were used to collect data:

1) A self-report questionnaire, which looks
into the perception of the quality of clinical learning
through the CLEQEI scale, “Clinical Learning Qual-
ity Evaluation Index” (2). The period it refers to, as rec-
ommended by the authors’ guidelines, refers to the last
internship the student finished. The tool consists of 22
items, which outline five main elements that are: qual-
ity of the tutoring strategies (6 items), opportunities
to learn (6 items), safety and quality of care (4 items),
self-learning (3 items) and quality of the learning set-
ting (3 items). The questionnaire is based on a Likert
type scale with a score that ranges from 0 (not at all) to
3 (very much) with intermediate values (1,2=enough,
quite a few). The total score ranges from 0 (absence of
necessary elements to promote a quality clinical learn-
ing process) to 66 (high presence). The tool question-
naire proceeded to inquire aboutinvestigates also stu-
dents’ social and demographical variables (i.e. gender,
age, education, year attended of the course), university
and work experiences, including internships, the type
of setting in which it was, the most frequent type of
internship (i.e. with a tutor or with a group).

2) The interview, a narrative semi-structured in-
terview was built ad hoc (7) and it was so structured:
a start question in order to aid the student in familiar-
izing with the setting (“how are you doing?”), a stimu-
lus question to open the conversation (“please, tell me
about your internship experience”); central questions
which inquired about the meaning of the interview
(i.e. “which are the characteristics that an internship
should have?”) and a final question (“would you like

to tell us something else you deem useful in a clinical
internship setting?”).

Data analysis

The statistical analysis was conducted by using
the program IBM SPSS Statistics 25® version (5). The
continuous variables are presented as media + standard
deviation, while the categorical variables, as numbers
and percentages.

The significance between continuous variables, af-
ter making sure that the sample was being distributed
normally, was analyzed by using parametric statistics
after a pre-test to evaluate the homogeneity of the
variances.

Pearson’s correlation test was used in order to
analyze the correlations between investigated elements
and other variables (gender, not terminated university
experiences, etc.).

According to the results of the factorial analysis
synthesis indicators for each dimension were con-
structed: quality of the tutoring strategies (a=0.85),
learning opportunities (0=0.87), safety and quality of
care (0=0.76), teaching oneself (¢=0.83), quality of the
settings for learning (0=0.88). Each indicator con-
tains the questions pertaining to its specific area. The
psychometric properties of the instrument were good
(<=0.93).

The interviews were recorded and have been tran-
scribed using a voice-to-speech verbatim tool. In ad-
dition to the spoken text, pauses, sighs, emotion and
changes in the voice of the participants were noted.
After the transcription of each narration, a two-level
analysis was conducted.

The first level analyzed the thematic content
through the careful reading of the transcription, break-
ing down the communicative unit of each narration in
simpler segments (sentences) and a subsequent catego-
rization (A, B, C, D, and E) and sub-categorization
for a quick reference of the investigated topics: #be
meaning given fto the assigned internship by the student,
the characteristics of the student, the students role during
the apprenticeship, considerations on chnical internships,
aspects of the clinical internships that could be improved.

Afterwards, we calculated the frequency of each
subcategory in the narrative and a global evaluation
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using the data triangulation technique. Only the re-
sults that reached a unanimous agreement among the
researchers in the attribution of categories and subcat-
egories were included. A second level analysis counted
the word most often repeated during the interviews
by using the Word Counter software developed on an
OsX platform (8).

The use of a computer program made it possible
to obtain different types of indexes, such as vocabulary
variety, the frequency and the co-occurrence of words.

Grids to organize the objectives and research
questions were designed by using three different strat-
egies:

1) The binary coding, which indicates if the cat-

egory appears in the analysis unit or not;

2) The indication of frequency with which the

category appears;

3) The indication of the strength or intensity with

which the category is represented.

Each category was given a numerical value in re-
lation to the analysis of the content. The calculation of
such value was based on elements such as semiotics,
the grammatical elements of the linguistic structure
(words, prepositions, and statements) to interpret and
analyze information derived from the transcription of
the recorded interviews.

Ethical considerations

The research protocol was approved by the Presi-
dent of the Degree Course in Nursing at the Univer-
sity of Parma and by the Directors of the Professional-
izing Education Activities of Parma and Fidenza.

To consent to the study, the participants signed a
document with an informative section and while the
other was reserved for the authorization of the process-
ing of personal data according to regulations (12). The
anonymous compilation of the quantitative informa-
tion enabled students to freely express their opinions.
Personal data was processed according to the current
privacy policy. The audio recordings of the interviews
were exclusively listened to by the researchers only for
the purposes of this research and weren't divulged in
any way or under any circumstance.

Participants

200/360 Nursing Degree Course students from
the University of Parma participated in the quantita-
tive study, while 24 participated in the qualitative one.
Seventy-five percent was female (151) and 25% was
male. Ninety-five percent of the students were Italian,
. 28% (56) attended the first year, the 25% (50) the
second year, and the 47% (94) the third year, 4% (2)
of the participants were part of the 2014-2015 cohort,
33,5% (67) belonged to the 2015-2016 cohort, 30,5%
(61) to the 2016-2017 cohort and 34% to the 2017-
2018 cohort.

Among the participants, 84% were based in the
Degree Course at the University of Parma Teaching
Hospital’s Local Sanitation Unit (USL), while 18%
(36) belonged to the Local Sanitation Unit at the
Fidenza Vaio Hospital and at the Borgotaro location.

Results
Questionnaire results

The first results concerned the learning quality
among the students of the three-year course. The re-
sults demonstrated that there aren’t any statistically
significant differences between course year and certain
elements such as “Quality of the tutoring strategies”
(p=.179), “Learning opportunities” (p=.374), “Teach-
ing oneself” (p=.340) and “Quality of the tutor-
ing strategies” (p=.834). Instead, comparing it to the
“Safety and quality of care” item, a statistically relevant
difference emerged.

A second result regarded the perceived quality of
students’ learning in different clinical internship set-
tings.

A mean value of each inquired element was cal-
culated in relation to the clinical area in which the in-
ternship was done. Afterwards, an average of all inves-
tigated elements was estimated.

These results pointed out that the dimensions
regarding perceived quality had a mean value of 244
(cut-off that indicates the presence of necessary ele-
ments to promote quality clinical learning processes in
all the considered clinical settings).
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Only the pediatric settings showed an average
value close to the maximum cut-off (66) since all the
considered items were related to the quality of learn-
ing, thus indicating an elevated presence of all the el-
ements which stimulated the development of quality
clinical learning processes in the student (table 1).

Another interesting fact is that there were not
any statistically relevant differences between the final
evaluation of the internship course and the “Quality of
tutoring strategies” (p=.975), “Learning opportunities”
(p=.665), “Auto didactical learning” (p=.194), “Qual-
ity of the learning settings” (p=.961) and “Safety and
quality of care” (p=.825).

Furthermore, social and demographical variables
(age, gender, nationality) did not highlight any signifi-
cant relation to the learning quality in clinical settings
perceived by the students.

Finally there is not any correlation between tutor-
ing model, investigated elements, and gender.

On average, students said they had the opportu-
nity to meet with their tutors to evaluate their learning
needs (table 2); however, 50/200 answered “not at all”
when asked if they had that opportunity.

Interview results

The aspects pertaining to the macro-areas inves-
tigated during the interviews relate to the internship
characteristics (65/244) and to the internship related con-
siderations (63/244); in particular, most of the inter-
viewed students (20/24) thought politeness and humil-
ity to be important and indispensable characteristics to

Table 2. Meetings to evaluate learning needs (Frequency F
percentage % _ N = 200)

Was I offered to have meetings to discuss my need
during the learning process?

Frequency  Percentage Value Cumulatin

percentage percentage
1 ,5 ,5 )5
Enough 61 30,5 30,5 32,0
Many 34 17,0 17,0 48,0
Too many 54 27,0 27,0 75,0
None 50 25,0 25,0 100,0

Total 200 100,0 100,0

be able to tackle and successfully complete the clinical
internship experience.

For that which concerns the meaning that the stu-
dents attributed to the clinical internship, they described
it as an important experience, for both personal and
professional growth, during their training process.

Some students (26/244) pointed out that they
think the professional didactic activities should be re-
organized and that there should be a more detailed de-
scription of clinical internships throughout the three
year course.

These results helped to shed light on the experi-
ences and the deeper meanings, as well as the repre-
sentation that the student had of him-or-herself had
during the clinical internship (table 3).

In the first part of the interviews the students,
through free flowing thoughts, expressed their ideas
regarding what they experienced during their intern-

ships.

Table 1. Quality dimensions of clinical learning in the different learning areas (Range of the scale 0-66 N=200)

Learning areas Quality tutorial Learning Safetyand  Self-learning  Quality learning Total
strategies opportunities quality of care environment
(0-18) (0-18) (0-12) (0-9) (0-9)
Clinic 11,38 13,16 9,91 4,58 5,66 44,71
Territorial assistance 14,57 14,93 10,73 6,20 7,60 54,03
Surgery 13,50 13,66 9,5 5,00 6,66 48,33
Critical care/emergency department 13,25 12,25 8,00 4,00 8,25 45,75
Pediatrics 18,00 18,00 12,00 8,50 9,00 65,50
Medicine 13,38 14,87 8,93 5,73 7,56 50,48
Geriatrics 14,50 16,00 10,66 6,00 7,33 54,50
Other (psychiatry) 12,10 12,77 9,00 4,90 7,10 45,87
Total average 13,21 14,17 9,68 5,43 7,16 49,67
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Table 3. Words repeated most frequently said by the
participating students (Frequency F subjects) N = 24

Words Frequency Subjects
Tutor 68 24/24
Internship 58 24/24
Learning 11 13/24
Education 14 20/24
Need 13 11/24
Growth 7 9/24
Clinic 26 15/24
Student 42 24/24

From the information we gathered from the in-
terviews, we have noticed that students deemed the
experience “good” or “bad” in connection to the clini-
cal tutor they were with. Thus, tutor training becomes
prioritized as it is linked directly to the quantitative or
qualitative increase which we mean to activate as part
of curricular internship courses (table 4).

Some of the most important considerations were
reported.

INTERVIEW 1: “i¢ was for the tutors to trust us
students, I get it that they might have negative experi-
ences, but if they don’t trust the student that’s with you,
it becomes difficult for both of us to do what we need to. I
clearly felt anxious in doing things: for example, if I had to
give a patient an injection, with my clinical tutor almost
overwhelmingly close saying things like do it this way, not

like that’, instead of thinking of what rules I had fo keep in
mind when giving a shot, like the 8 G, I also had to think
about how the tutor wanted me to do things. I think some
tutors want you fo do things how they do them and that’s
1t, but we’re not all the same!”

INTERVIEW 2: “my internship experience was dic-
tated by how my tutors were, it depended on what they
made me love and hate about a certain ward/unit or what
the nurse had to do in that setting...”

Feelings related to students’ internship experienc-
es, are quite an imporantt part of the interviews. The
emotions helped us understand how students experi-
ence internships.

INTERVIEW 3: ‘I felt part of something... of a
team. I learned to deal with and speak to people...”,

Surely there are loads of emotions because I was al-
ready anxious to learn z‘/yings correctly, but also because I
had responsibilities, but it helped me a lot because I learned
so much...”,

It’s a difficult moment because you have to learn how
to deal with a job for the first time, and for someone who
has never done something like this its quite difficult, but it

repays you well both personally and professionally’.

We asked the students a series of questions which
helped us inquire about one of the objectives: “zhe rep-
resentation of the student during clinical internships”, . So

Table 4. Narrative semi-structured interview categories and sub-categories N=24

A: Meaning that the student
gives to the internship training

A1l: personal and
professional growth

B: Characteristics useful for
students during internships

B1: politeness and
humility

C: Student’s role during the
internship

C1: tutor coaching
D1: trained tutors

D: training course consideration

E: Aspects improved in future
experiences

E1: setting as a good
1earning environment

A2: educational
experience

A3: sharing of
emotions felt
during the

internship experience

B2: positive
attitude

C2: team
collaboration

D2: tutor-student
relationship

E2: internship

experience satisfaction

B3: availability to list

D3: clinical training
teaching organization

B4: reasons
that support
this experience
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we transcribed some of the most significant answers
wereceived from students. We noticed that many in-
teresting facts emerged from the investigated areas.
Regarding the meaning of the clinical internship, a few
students answered:

INTERVIEW 4: “I think [the internship] it the

most important part of the degree course...”; “it’s a funda-
mental educational moment”;

INTERVIEW 5: ‘growth, maturation.. both pro-
Jessionally and personally”;, “for me it was about practicing
what they had taught us in the classroom, but even more
if you apply what you study, and you try to do it well. In
the end you are satisfied, and it validates what you've been
doing up till now.”

Students then described what characteristics a
person should have to do well inthe clinical intern-
ships, recognizing the importance of politeness, the
ability to listen, interest, and humility.

INTERVIEW 6: “Well, I think you should be po-
lite, of course, you have to listen to advice, you can’t impose
yourself as a superior...”; ‘one should be very interested,
humble... because without these two things it’s difficult
to make progress, they are fundamental for someone who
wants to learn, to know and study in depth...”; “...you
hawve fo recognize your mistakes, you have to be curious and
respect others...”; “the student should be pro-active, open to
learning new things.”

We then asked students what they thought we
should improve in the future about the internship pro-
gram. We encountered some critiques regarding the

organization of the first-year internship.

INTERVIEW 7: “Yes, I insist there are some things
which should be improved, I think the tutors you choose
should want to tutor students and they should be trained fo
explain things appropriately, I mean they should be com-
petent in this area, they should understand how a student’s
learning process works. I know that after a certain number
of years you don’t remember how you learned certain things
yourself,”; “No, describing an internship as an observa-
tional activity should be reconsidered...”

INTERVIEW 8: “The first year the didactical or-

ganization was modified, but then you get to your sec-
ond year and you're behind...”; ‘no, there are surely many
things to improve, tutors should be motivated to teach stu-
dents. I would like to use the Spanish or the English model
in which the degree course lasts four years instead of only
three, but you learn much more...”

Discussion and conclusion

In both national and international literature, it is
quite clear how the meaning of a nursing student’s cur-
ricular internship has evolved as well as its purpose and
its pedagogical foundations behind such activity (1).

It’s legitimate to think that the attention given to
internship programs also favors the quality of clinical
learning.

The new internship paradigm carefully analyzes
the “Principles and Standards of Professional Intern-
ships” document in relation to Degree programs in
Healthcare. It’s a perspective that leaves the idea of
development of practical skills as the only pragmatic
and applied orientation for a future nurse. In addi-
tion, it takes on reflective action and helps to realize
the projected goals of the aspiring healthcare profes-
sional, who can then become aware of the complexity
in which professionals work today and even more so
in the future.

The research shows that students perceived their
internship as a good experience in all clinical settings
(outpatient/clinic, territorial care, surgery, critical area,
pediatrics, medicine, geriatrics and psychiatry). In par-
ticular, learning and self-teaching opportunities were
seen as innovative strategies which are oriented to-
wards problem based learning and professional aid based
on the safety and quality of care (8).

Only the pediatric setting presented an average
value close to the maximum cut-off (66) thanks to the
investigated factors on the quality of learning, indicat-
ing a high presence of all stimulating elements in the
development of the quality of the student’s clinical
learning processes.

Generally the results are usefull to implement
those programs which were oriented towards the de-
velopment of certain aspects (i.e. educational strate-
gies) so that each area of qualitative development can
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be received by the students as highly significant and
valuable from an educational point of view.

This theory of doing well in a work setting as a
result of the abstract transmission of science even from
a well-known and efficient “school” isn't a novelty. Ac-
tually, it asks for free and responsible mobilization of
all personal abilities, and said mobilization can only
take place in settings in which knowledge finds both a
concrete and reflective realization.

Bruner remembers that the challenge we face is
always that to put our knowledge in the real context
in which the problem presents itself (9). At this point,
it is impossible to imagine the university classroom
without these outside placements to ensure the profes-
sional development of students.

Therefore, the quality of the experiences gives
meaning to the time spent doing internships. Ac-
cording to what the students said, the abundance of
educational activities offered, a rigorous projection and
the carrying out these internships determine a quality
learning.

So, it’s necessary to find a useful balance between
quality and quantity of these internships. In this way,
confirming what emerged from scientific literature,
students perceive the internship as a moment to grow
both professionally and personally. Finding a useful
balance between quality and quantity of the intern-
ships is of fundamental importance. We must also con-
sider that it isn’t enough that students complete the
required number of attendance hours, but that they
have fulfilled the satisfactory educational requirements
in order to sanction the completion of the internship
(10).

In the perspective of quality, personalized intern-
ship programs are recommended in order to consider
students’ need to increase the number of internship
experiences in order to complete their professional
training. At this point, tutorship training becomes a
priority which is directly linked to the increase in qual-
ity and quantity that we intend to apply to future cur-
ricular internship programs. As some good practices of
the degree courses in Healthcare stated, the training of
university tutors and that of tutors of premises is un-
derstood as a shared training alliance between clinical
settings and universities.

Without a valid tutoring system, indeed, we risk

compromising the acquisition of reflexivity as an essen-
tial basis of clinical learning and the student is exposed
to the risk of learning by imitating a non-critical and
reflexive care practice. On the contrary, a good tutor-
ing is based on the pedagogical model of the Socratic
maieutic - in that it is oriented to helping the student
“give birth to” solutions and proposals for assistance
and care problems that he or she encounter- and it is
centered on an active learner (11).
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