
ABSTRACT

Rachel K. Edwards. PERCEPTIONS OF HEAD NURSES REGARDING

COMMUNICATION BEHAVIORS NEEDED BY NURSES. (Under the

direction of Dr. Bonnie Duldt) School of Nursing, April,

1988.

This survey was designed to determine the perceptions

of head nurses regarding interpersonal communication

behaviors. The following three research questions were

addressed: 1) What are the specific communication behaviors

most necessary for nurses? 2) How often is the use of

ineffective communication behaviors noted by nurses? and 3)

When nurses use ineffective communication behaviors, how

detrimental is it to their performance? Using a descriptive

survey design, a sample (N=50) of head nurses from five

eastern North Carolina hospitals was asked to respond to the

Communication Behaviors Questionnaire. Duldt's humanistic

nursing communication theory provided the theoretical

framework for the study.

Findings were that 1) effective communication behaviors

are perceived as very important to the nurse's performance;

2) negative communication behaviors are perceived to be quite

detrimental to nurses; 3) negative communication behaviors

are not used very often by nurses; and 4) listening is the

communication behavior most necessary for nurses to have and

most detrimental when not effectively demonstrated. Findings

supported Duldt's theory of humanistic nursing communication



as a potentially useful framework for practice, education and

research.
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CHAPTER 1

INTRODUCTION

Man's greatest need is the need to "overcome his

separateness, to leave the prison of his aloneness" (Fromm,

1956, p. 9). This need is sometimes a difficult one to

fulfill. It requires not just someone to talk to, as in

monologue, but someone who will listen and participate in

dialogue.

Individuals relate to each other through

communication, a process which can be observed and

experienced. Phenomena such as feeling and thinking can

only be inferred. Watzlawick, Beavin and Jackson (1967)

believe that all behavior in an interactional situation is

communicative, and that "no matter how one may try, one

cannot not communicate" (Watzlawick, et al., 1967, p. 45).

In order to analyze the interpersonal relationship,

communication patterns in the here and now must be observed

directly. These patterns maintain and signify the

relationship (Watzlawick, et al., 1967).

Nurses must listen to and process a vast amount of

information every day in the workplace. Interpersonal data,

attitudes, compliance cues and personal histories are often

communicated to the nurse who is typically perceived as an

empathie listener by the patient. The nurse needs to be
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able to use specific communication skills in order to deal

with this abundance of information flowing from the patient.

At the same time there is a constant barrage of

organizational communication including interactions with

peers, physicians, supervisors, and other members of the

health-care system. (Fritz, Russel, Wilcox & Shirk, 1984).

The nurse needs to develop not only the technical skills

needed to administer physical care to patients, but also the

communication behaviors necessary for managing all aspects

of nursing.

Effectively teaching communication skills to nursing

students has long been a concern of nurse educators.

Interpersonal communication is a key element in establishing

and maintaining effective nurse-client relationships as well

as relationships with peers and other members of the

health-care system. According to Fritz, et al. (1974),

there are several advantages to enhancing the interpersonal

communication skills of nurses; 1) trust is generated on

the part of the patient in the nurse's skills; 2) legal

suits related to negligence tend to be prevented; and 3) job

satisfaction of nurses tends to increase.

Purpose

This survey was designed to determine the perceptions

of head nurses regarding interpersonal communication

behaviors of nurses.
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Rationale/Significance

Major changes are occurring in the health-care system

both in technology and in the increased expectations of

nurses and consumers. Concurrent with increasing costs and

high technology, there has been a trend toward

dehumanization of people as reflected in the literature on

communication within the healthcare system (Pincus, 1986;

Bradley & Edinberg, 1982; and Seybolt, 1986). Nurses report

experiencing job dissatisfaction and burnout, which have led

to high job turnover and increased rates of inactivity.

Pincus (1986) found that communication is a key contributor

to nurses' job satisfaction and job performance.

Dehumanizing communication among nurses and other

health-care providers is often cited as a reason for job

dissatisfaction, and it may be one reason for the current

nursing shortage. Moccia (1987) suggests that nurses need

to work to change the healthcare system to one that respects

the integrity and worth of individuals. She believes this

change will help alleviate the nursing shortage (Moccia,

19 87) .

One explanation for this downward spiral is the

tendency for members of the health-care system to interact

in a dehumanizing manner, both among themselves and with

clients. Duldt, et al. (1984) believe that this trend can

be counteracted by effective interpersonal communication.
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They contend that health-care educators need to make a

concerted effort to promote humanistic relationships.

According to Stewart and D'Angelo (1975) effective

interpersonal communication is a key element in humanizing

relationships. A humanistic philosophical perspective of

nursing is particularly relevant to the contemporary

health-care system in this country. The emphasis on the

potentially dehumanizing business concepts of

cost-effectiveness and efficiency presents a sharp

contrast.

Generally the role of interpersonal communication

skills as a crucial element in nursing has been documented

in the literature (Faulkner, 1981; Means, 1986; Weiss, 1984;

Sundeen, Stuart, Rankin & Cohen, 1981; Kasch, 1986; and

Norris, 1986). However, excluding the psychiatric nursing

area, the specific skills needed by nurses remain

comparatively ill-defined. In order for nursing faculty to

prepare students for a successful nursing career, it is

important to know what skills to teach and to consider those

skills deemed necessary by practitioners. Faculty have the

responsibility of developing, presenting, and evaulating

courses in nursing communication. If nursing education is

consistent with behavioral expectations in practice, then

educational preparation will tend to be realistic and

effective for successful practice.

Communication by nurses is unique in many respects.

It involves therapeutic, professional and social interaction



5

with clients as well as peers and other members of the

health-care system. Hein (1980) notes that therapeutic

communication was not generally recognized as a vital

component of nursing until recently. Thirty years ago

talking to patients was "something nurses did to fill in the

silence while they were bathing patients—nothing more"

(Hein, 1980, p. 11). Now communication is viewed as a means

of fulfilling the varied roles and functions of nursing. As

Hein (1980) states.

Every communicative act initiated in the presence

of a patient has an impact on him. The effect of

our communication style... is now a part of our

learning we cannot afford to waste. The consistent

efforts made in the use of these skills demonstrate

to patients that their welfare is our primary

concern. (p. 12)

Communication, in the context of the nurse-client

interpersonal relationship, has been defined both as a means

of information transfer, and as a fundamental dimension of

the relationship. Sundeen et al. (1981) contend that

communication the relationship and not just the

behavioral manifestation of the abstract concept of

"relationship". The nurse-client relationship is the crux

of nursing according to several nursing communication

theorists (Peplau, 1952; Travelbee, 1971; Patterson &

Zderad, 1976; and Duldt, Giffin & Patton, 1984). Since
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effective interpersonal communication is such a critical

element in the nurse/client relationship, the identification

of essential communication behaviors assumes a high level of

significance in nursing education and practice.

The topic of assertiveness as a mode of communication

for nurses bas been emphasized in recent years (McCue, 1982;

Donner & Goering, 1982, Chenevert, 1978; Weiss, 1984).

Weiss proposed a model to facilitate more progressive

attitudes and more autonomous, responsible behavior by

nurses. The five major areas of content needing to be

addressed in this role transformation all contained a

communication component. The five areas were; 1) defining

and articulating the nursing domain, 2) legitimizing the

nursing profession, 3) communicating in professional rather

than non-professional modes, 4) negotiating collaborative

roles, and 5) cultivating the organizational network (Weiss,

1984). Although assertive behaviors are necessary in order

to transform nursing roles, there has also been a trend

toward a lack of concern for people as human beings. Thus,

dehumanization has led to job dissatisfaction, high job

turnover and increased rates of job inactivity (Duldt, et

al. , 1984) .

The physical and social work environment has long been

a source of stress for nurses. There is a correlation

between job satisfaction and the quality of communication

with supervisors and coworkers. Decker (1985) found that
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positive work relationships with head nurses and coworkers

increased job satisfaction and decreased staff nurses'

propensity to leave the hospital. Similarly, Mossholder,

Bederian and Armenakis (1982) found that peer group

interaction decreased job tension and propensity to leave

the hospital among nursing employees. Norbeck (1985) found

social support to be associated with lower levels of stress,

dissatisfaction and psychological symptoms among female

critical care unit nurses.

While there is agreement about the importance of the

communication process in nursing, there is less certainty

about the best way to teach this concept to nursing

students. Friedrich, Lively and Schacht (1985) point out

that communication skills still tend to be taught in a

piecemeal fashion, even though studies by numerous

authorities indicate the effectiveness of using a systematic

approach in teaching these skills (Farrall, Haley &

Magnasco, 1977; Layton, 1979; Friedrich, Scandrett & Turock,

1979; and Norris, 1986).

The National League for Nursing (NLN) provides criteria

for evaluating nursing programs. For baccalaureate

programs, some of the roles of the graduate, as a nurse

generalist, include serving as client advocate,

collaborating with other health team members, and providing

health counseling and educaton for clients. In addition the

graduate must be able to use the nursing process in



providing nursing care, and employ leadership skills to

enhance the quality of nursing and health practices (NLN,

1987). These characteristics are directly related to

effective interpersonal communication. If baccalaureate

nursing programs are to maintain NLN accreditation, then the

teaching of effective interpersonal communication skills

b3comes crucial.

The nursing education literature offers ample

information about various methods and techniques for

teaching communication skills. These include audiotaping

and analyzing interactions between students and clients

(Browning and Campbell, 1987); using simulation games (Bakes

and Finnen, 1985); and using videotapes and roleplay

(Menikheim and Ryden, 1985). There are, however, few

studies which focus on communication skills in specific as

opposed to general terms.

Based on the roles, experiences and internal processes

of nursing faculty and practicing nurses, it is possible

that differences may exist in their perceptions of necessary

communication skills. One study explored specific

communication skills needed by practicing nurses according

to directors of nursing in order to determine the oral

communication skills necessary for success in nursing, and

those most in need of improvement (Willmington, 1986). One

implication of this study is that nursing educators need to

evaluate course objectives and time spent developing various
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skills according to their need to be taught more effectively

(Willmington, 1986). Although this study generated some new

information, it is apparent that many nursing directors have

little direct contact with nurse/client interactions. Head

nurses, on the other hand, generally have a high degree of

contact with nurses and clients, and a unique vantage point

for frequent observation of nurse/client interactions. The

perceptions of head nurses about specific communication

skills deemed necessary for practicing nursing would tend to

be a more reliable indicator of what is needed.

Research Questions

Based on this reasoning, this researcher surveyed head

nurses regarding their perceptions about the following three

research questions: 1) What are the specific communication

behaviors most necessary for nurses? 2) How often is the

use of ineffective communication behaviors noted by nurses?

and 3) When nurses use ineffective communication behaviors,

how detrimental is it to their performance?

Assumptions

For the purposes of this study, the following

assumptions were made:
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1. Effective communication behaviors are essential for

nurses' relationships with patients, peers, superiors

and other members of the health-care system.

2. Communication behaviors are observable and identifiable.

3. Head nurses are able to identify specific communication

behaviors.

4. The time and setting in which the questionnaires are

completed will not affect the responses.

Definition of Terms

The following terms are defined for the purposes of

this study:

1. Interpersonal communication - a dynamic process

involving continued adaptation and adjustment between

two or more human beings engaged in face-to-face

interactions during which each person is continually

aware of the other(s) (Duldt, et al., 1984).

2. Communication behavior - The verbal and non-verbal

skills involved in the exchanging of messages between

human beings. It includes both attitudes and

interaction pattern as defined in Duldt's theory (Duldt

Sc Gif f in, 19 85) .

3. Head nurse - A nurse manager currently employed by a

hospital who is administratively accountable for nursing
services of a given clinical unit.
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Limitations

1. Nurses' perception of the communication behaviors needed

for success in nursing may be biased by their own

education and clinical practice.

2. The convenience sample of nurses may not be

representative of the general population of head nurses.

Summary

Effective interpersonal communication behaviors are

crucial for nurses, not only in terms of the nurse/client

relationship, but also in terms of the nurse's relationships

with peers and other members of the health-care system.

This concept is of major significance to nursing. According

to the literature, it is taught in a piecemeal fashion in

most schools of nursing, often with teaching strategies

which seem quite effective. However, few studies focus on

communication skills in specific terms, or include the

perspective of the workplace as well as the school of

nursing. This study focused on specific communication

behavior of nurses working in hospitals as perceived by head

nurses.



CHAPTER 2

REVIEW OF LITERATURE

The significance of interpersonal communication within

the nurse-client relationship is presented first, followed

by a discussion of the importance of effective communication

with peers and other members of the health-care system.

Next there is a review of the models, methods and strategies

used for developing communication behaviors. The literature

in which specific communication behaviors are perceived as

necessairy and important for nurses is then explored.

Finally, the instrument used for this study is presented,

followed by the theoretical framework.

Significance of Interpersonal
Communication Within the Nurse-Client Relationship

Theorists

Peplau (1952) was one of the first nurses to develop a

theory based on the nurse-patient relationship. While

Peplau's theory was intended for the psychiatric setting, it

is applicable to all nurse-client relationships. The steps

emphasized by Peplau include observing behavior, describing

and analyzing the behavior with the client, formulating the

connections, testing, and integrating new behavior. The
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importance of the nurse assessing her own interpersonal

behavior as it affects the therapeutic relationship is also

described by Peplau. Communication, as defined by Peplau,

is the expression, by both verbal and nonverbal means, of

the thoughts and feelings experienced by the interacting

parties. The literature shows that little has changed in

beliefs about nurse-client communication since 1952.

Subsequent nursing communication theorists tend to support

Peplau in the belief that the nurse-client relationship is

crucially significant to nursing (Travelbee, 1971; Patterson

and Zderad, 1976; and Duldt, Giffin and Patton, 1984).

Travelbee (1971, p. 93) states that communication is

"a process which can enable the nurse to establish a human-

to-hiiman relationship and thereby fulfill the purpose of

nursing, namely, to assist individuals and families to

prevent and to cope with the experience of illness and

suffering and, if necessary, to assist them to find meaning

in these experiences". She further explains that communi-

cation is a reciprocal process in which the nurse elicits as

well as gives information. It is through communication that

the nurse conveys the extent to which she cares for the

client, and the client conveys the extent to which he views

the nurse as a helping person. The goals of the inter-

personal interaction in nursing are: 1) to know persons, 2)

to ascertain and meet the nursing needs of clients, and 3)

to fulfill the purpose of nursing (Travelbee, 1971).
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Patterson and Zderad (1976) suggest three concepts

that provide the basis of nursing. These concepts are

dialogue, community, and phénoménologie nursology. These

theorists believe that nursing is a lived dialogue, an

intersubjective experience in which there is real sharing.

Community refers to two or more people striving together in

a unique way. Humanistic nursing leads to community. It is

through the sharing of meaning and community that human

beings are comforted and nurtured. Phénoménologie nursology

is the methodology of nursing. There are five phases in

this phénoménologie approach: 1) preparation of the nurse

knower for coming to know, 2) nurse knowing the other

intuitively, 3) nurse knowing the other scientifically, 4)

nurse complemetarily synthesizing known others, and 5)

succession within the nurse from the many to the paradoxical

one.

Duldt and Giffin (1985) believe that the nurse can

provide a positive influence upon the attitudes and beliefs

of clients by communicating in a humanistic manner. Duldt's

theory of humanistic nursing communication explains that

hiimanistic nursing interventions are implemented by

communicating and relating to the client in a manner which

leads him to sense warinth and acceptance. The concept of

humanism interacts with that of nursing through the

phenomenon of interpersonal communication in which

individual worth is validated (Duldt and Giffin, 1985).
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This theory specifically describes communication

"interaction patterns" or behaviors. It provides a

continuum of humanizing and dehiimanizing attitudes which

characterize one's messages. It offers a useful framework

for teaching communication skills.

Effect on clients' health

Nursing research has shown that communication

influences clients' recovery. It can be a means of

improving recovery rates and the well-being of patients

(Haywood, 1975, Boore, 1978, and Faulkner, 1981). Faulkner

(1981) discussed the crucial role of communication as it

relates to the nursing process, particularly the assessment

process. In supporting the adoption of the nursing process,

Faulkner points out that while assessment does take time, in

the long run it saves’ time. She bases this position on

patients' prolonged stays in hospitals caused by poor

communication, undiagnosed stress, and the inability to cope

at home due to unmet health educational needs. She believes

that good communication can reduce the length of hospital

stay for some patients.

According to Fritz, et al. (1984), effective

implementation of the nursing care plan depends upon the
development of trust through interpersonal communication.

All nursing behaviors influence trust development. Patients
may use a variety of defensive communication mechanisms in
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order to reduce the threat of uncertainty in an unknown,

frightening environment. Fear of the disease and its

treatment is the first barrier to effective healing. By

gaining the patient's trust, the nurse can help overcome

this barrier. Fritz proposes that an effective repertoire

of communication skills will tend to increase client trust

in nursing skills, which leads to increased nursing

effectiveness in client-care management. Unless effectively

communicated to the client, even the most sophisticated

scientific techniques may fail. (Fritz, et al., (1984).

Thus, communication exerts a crucial effect upon the

client's recovery.

Boyd (1986) studied the relationship between nursing

behavior and patient trust utilizing a sample of patients in

a rehabilitation center. Four specific nursing behaviors

reported to increase patients' trust of nurses were: 1)

explaining what they were going to do and why; 2) asking

patients about their feelings; 3) giving patients time to

answer questions; and 4) involving patients in the decision

process about what is to be done. All of these behaviors

can be perceived as humanizing communication behaviors.

Eberhardt (1987) used a modified version of The

Patient Trust and Nursing Behavior Tool developed by Boyd

(1986) to identify behaviors that fostered trust of the

nurse by caregivers of Hospice patients. His findings

supported those of Boyd. Eberhardt suggests that clients
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trust of nurses depends upon empathy, degree of involvement,

authenticity of feelings conveyed, and perceptions of who is

in control.

Client education is yet another aspect of nursing

which interfaces with communication and with client

recovery. Means (1986), a health educator, contends that

the most important skill needed in the field of health care

is that of communication. Means describes communication as

a process of sharing in which "one person transmits verbal

and non-verbal symbols to others" (Means, 1986, p. 52). His

article includes a discussion of how the health educator

communicates, with whom he competes for attention, the use

of verbal and visual symbols, and a description of some of

the problems he encounters.

Hein (1980) noted that therapeutic nurse-client

communication was not recognized as a vital component of

nursing until recently. This statement is supported by the

nursing literature written prior to the 1970's. A study by

Reissman and Rohrer (1957) revealed that although nurses

indicated a desire to spend less time on administrative

tasks and more time with patients, when given the time, they

did not spend it with patients. Instead they spent the time

on various administrative duties and activities not

involving direct patient contact. In an investigation of
the relative importance to nurses of several aspects of

patient care, Whiting (1958) reported that nurses indicated
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a desire to listen to patients' feelings and concerns, but

that they placed priority on the physical and technical

aspects of patient care due to their appraisal of the

personnel shortage.

Empathy

According to Lane & Lane (1982), empathie responses are

basic to all communicative processes and are the essential

element in the interpersonal process. Some of the earliest

nursing literature used the word "empathy" to characterize

nurses' interaction with patients, but it was rarely

mentioned again for many years. Empathy has recently become

an established concept in the nursing literature. It is

also one of the humanizing attitudes linked in Duldt's

theory (Duldt & Giffin, 1985) . Empathy is defined as "a

process whereby one individual (a helper) comes to

understand the feelings and expressions of another in the

here and now of a face-to-face encounter and successfully

communicates this understanding to that individual"

(Stetler, 1977, p. 432). Stetler explains that unless the

helper successfully communicates to the patient an

understanding of these intrapsychic internalizations, there

is very little value in the helper's internal knowledge of

the patient's feelings.
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Carkhuff (1969) believes that the "helper" must

communicate acceptance as well as understanding to the

"helpee." His "helpers" include physicians, nurses

psychologists, social workers and laymen. The helper's

communication of empathy is facilitated through verbal and

nonverbal behavior. Empathie behaviors include responsive

listening and interchangeable communicaton behaviors.

Responsive listening refers to hearing and understanding the

expressions of the client and initiating a helpful response.

Interchangeable communication behaviors may be defined as

the helper's expression of essentially the same affect,

meaning, feeling and content that the helpee is

communicating (Carkhuff, 1969) . Carkhuff's perspective is

broad enough to apply to helping efforts in any human

relations problem, and it is specific for the psychiatric

client or any person seeking help with emotional problems.

Not only psychiatric patients, but all patients

benefit in terms of well-being and satisfaction from

effective interpersonal communication. Wallston, Cohen,

Wallston, Smith and DeVellis (1978) note that one of the

most important aspects of the nurse's role is counseling

patients regardless of their diagnosis. In a two-phased

study, they examined the responses of medical-surgical

nurses to ascertain the degree of person-centeredness in

their responses to simulated, audiotaped patient

disclosures. Person-centeredness may be considered a
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component of empathy. The nurses were instructed to respond

"in as helpful a manner as possible" to the 24 statements

(Wallston, et al. 1978, p. 156). Nurses in sample one (N =

24) received no intervention between phases, while nurses in

sample two (N = 20) listened to a brief message concerning

the elements of a helpful response between the two phases.

The nurses who received the intervention showed significant

improvement in their degree of person-centeredness. From

phase I of this study, nurses were judged to be performing

somewhere between a level "0" ("Does not elicit information,

but gives information") and a level "+ 1" ("Elicits

information, but limits patient response"). While few

responses were actually therapeutic blocks, there was much

room for improvement (Wallston, et al., 1978).

Several studies have revealed that nurses often lack

effective interpersonal skills. Matthews (1962) found that

two-thirds of the 122 nurses studied did not respond

positively to statements related to person-centeredness.

Later, in a study of nurses who worked in both acute and

chronic care settings, LaMonica, Carew, Winder, Masse and

Blanchard (1976) measured empathie levels using Carkhuff's

(1969) Index of Communication Scale as a pre- and post-test.

Two judges rated the nurses' responses to items on the scale

using Carkhuff's Empathy Scale. Results indicated that
these nurses had extremely low levels of empathy. Forsyth

(1979) found that when nurses rated themselves using the
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Hogan Empathy Scale, only 50% scored high in empathie

level.

There is evidence that low empathy levels and a lack

of interpersonal communication skills leads to negative

patient outcomes. In Graffam's (1970) study of

nurse-patient interactions, nurses who interacted with

distressed patients blocked communication by changing the

subject or failing to assess the situation accurately. The

nurse left the patient's room immediately when the patient

responded in an emotionally charged manner. Thereby the

patient's needs were not met.

Organizational Communication
of Nurses

As nursing strives for professional status, it is

becoming increasingly important that nurses communicate

effectively hot only with clients, but also with other

nurses, other professionals and various members of the

health-care system. The quality of the nurse's

communication in this area has a significant impact on the

degree of job satisfaction, professional achievement,

client-care management, and ultimately, the professional

status of nursing. Therefore, it is important that nurses

also develop the skills necessary for communicating

effectively with other nurses and within the health-care

system. Communication between nurses will be presented
first, followed by interprofessional communication.
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Communication among nurses

Although there are many roles, functions and levels of

educational preparation in nursing, nurses are often

stereotyped or perceived as being identical (Bradley &

Edinberg, 1982). Role relationships and communication

between nurses with a diverse array of backgrounds, roles

and capabilities are often a source of conflict for nurses.

These conflicts contribute to major problems such as reality

shock, burnout, absenteeism, and job turnover (Duldt, et

al., 1984, Mossholder, et al., 1982, Decker, 1985).

A basic communication principle to be considered in

analyzing dyads and roles is that "all communication

relationships are either symmetrical or complementary,

depending on whether they are based on equality or

inequality" (Watzlawick, 1967, p. 70). In symmetrical

relationships the partners tend to mirror each other's

behavior, whereas in the complementary relationships one

partner assumes a dominant attitude. There are situations

in which both types of patterns are necessary, and neither

is necessarily "bad" or unhealthy (Watzlawick, 1967).

Duldt defines attitude as a "mental position toward a

person, fact or state; it is our demeanor or predilection

toward something" (Duldt & Giffin, 1985, p. 214). According

to her study, an attitude can be either humanizing or

dehumanizing in nature. These two attitudes occur on a
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continuum which contains 14 sets of polarized communication

elements (see Appendix A). Equality and degradation

comprise one set of elements. Equality refers to an

awareness of the commonly shared uniqueness of being human

regardless of the role, symbol or status of one member of a

dyad. Degradation, on the dehumanizing end of the

continuum, is a "process of depriving another of due rank,

honor and status" (Duldt, et al., 1984, p. 265). In order

for a communication relationship to be effective and

healthy, regardless of whether it is symmetrical or

complementary, it needs to involve an attitude of humanism.

Communication conflicts often arise when patterns of

symmetry and complementarity are used in unhealthy ways.

For example, professionals who perceive themselves as being

in a superior or "one-up" position may use defensive

behaviors such as blaming. Health professionals who

perceive themselves as "one-down" may use defensive behavior

such as placating. Conflict can also arise when the

interacting parties do not agree as to who is subordinate,

superior, or equal to whom (Bradley & Edinberg, 1982) .

Leary (1955) suggests that dominant behavior in a

relationship tends to produce submissive responses and vice

versa. If one person is resistant, the relationship may

terminate, or a power struggle may ensue. Power struggles

often lead to manipulative games or strategies.
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Research reveals that nurses frequently experience

alienation and anger as a part of their clinical practice.

In a survey of 330 registered nurses employed in hospitals,

Grant and Giffin (1978) found that three-fourths of the

nurses received angry messages during the five days prior to

completing the questionnaire, and about one-third of these

received three or more such messages. The major portion (40

percent) of the angry messages came from other members of

the nursing department with about 20 percent coming from

physicians. The remainder came from patients, visitors, and

other hospital employees. Receiving angry messages was a

serious concern for the nurses. Criticism of task

performance was the issue identified as the most common

topic (40 percent) for stimulating angry messages. Nurses

tended to feel neutral or cold and distant, (alienated)

toward the angry person. This alienation was associated

with increased turnover rates in the hospitals where these

nurses were employed (Grant & Giffin, 1978). This study

lends support to the position that coping with anger and

alienation represents a portion of avoidable job turnover of

nurses. Duldt, et al. (1984) believe that the problem of

alienation deserves special consideration, because so many

health-care providers appear to have negative attitudes

toward others in their immediate environment. They also

note that communication behaviors which have been found to

be related to social alienation include communication denial
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(which implies a denial of the other person's existence),

double-bind communication patterns, and anger.

According to Bradley and Edinberg (1982) communication

between nurses involves both a personal role identity and a

professional role identity. Too strong an affiliation in

either of the two role identities can result in

communication conflicts. Nurses are expected to "act in a

professional manner, giving the impression at all times that

they know what they are doing." Yet, nurses need to be

personally sensitive and attending to the needs of clients.

It is sometimes difficult to attain a balance between

personal and professional role identities (Bradley &

Edinberg, 1982, p. 190).

One study shows that supervisors of nurses are seldom

aware of the communication skills required in working with

other nurses. Bradley and Edinberg (1982) surveyed a group

of graduate nurses asking them to describe situations which

were sources of communication problems between nurses. The

situations described were primarily those in which there was

a lack of respect and reciprocity in relation to the nurse's

work role. For example, the nursing supervisor may ask the

staff nurse to work overtime because there is no one else

available, even though plans have been made for that

particular day off. Interpersonal communication of nurses

in leadership positions often seems to be less than

desirable.
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Nurses need to become aware of methods for dealing

with the stress and conflict inherent in the nurse's role.

Winstead-Fry (1977) points out that in order to actively

deal with stress, the nurse must first identify the signs of

stress, and then locate the sources of stress. Having done

this the nurse can learn to adjust his or her behavior

through utilizing exercises or relaxation techniques or by

increasing a sense of "nursing self."

Bradley and Edinberg (1982) point out that, in dealing

with conflicts, some nurses use defensive communication

patterns, which waste a great deal of time and energy. They

perceive a threat and react by concentrating on the impact

of their behavior on others instead of listening to others.

Bradley and Edinberg (1982) advocate anticipating these

defensive behaviors. The conflict can then be

depersonalized by recognizing that the attack is not

directed toward one's self-worth.

Haw (1980) argues that open communication and extended

dialogue can be destructive, while bargaining and compromise

can be successful in resolving conflict. She believes that

the problem-solving approach can be effective when the

conflict is a result of perceived (as opposed to real)

incompatibility of goals, but that it is usually ineffective

and can lead to deterioration in relationships when there is

an actual incompatibility. Instead of moving toward

agreement as dialogue continues, the group members become



27

more firmly entrenched in their positions. The alternatives

suggested involve acknowledgement of the incompatibility,

bargaining and compromise.

Gordon (1982) in a presentation of some

generalizations about nursing home employees, proposes that

one of the factors which motivates these employees is the

opportunity to develop warm, supportive relationships with

fellow em^ployees. They tend to enjoy group-centered work

activities, teamwork, and interdependence. In the homes

which have stable work groups and assignments, there is a

sense of serenity and camaraderie. This article was written

for the purpose of assisting employers and managers in

nursing homes to develop a motivating environment and

thereby reduce staff turnover. Many of the generalizations

made have application for nurses working in hospitals. This

article underscores the importance of interpersonal

relationships in the workplace. Seybolt's (1986) model of

work-role design, which was used to study premature employee

turnover, supports the stance that the kinds of interactions

occurring on the job are an important factor in job

satisfaction and stability.

Interprofessional Communication

Nurses interact professionally with a wide range of

other members of the health-care system including aides
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clerks, pharmacists, physicians, psychologists, social

workers, and various technicians and allied health

personnel. Bradley and Edinberg (1982) maintain that

nursing has grown to the point of having identified its

professional boundaries and is now beginning to communicate

with other disciplines. They believe that mutual trust and

reciprocity are beginning to replace the defensiveness that

has existed between the medical and nursing professions.

While there is some agreement that interprofessional

relationships are improving, some authors point out the need

for more positive changes, particularly in the area of

nurse-physician relationships. Weiss (1984), in proposing a

model to facilitate more positive attitudes and more

autonomous, responsible behavior by nurses, lists five major

areas which need to be addressed. One of these is

communicating in professional rather than non-professional

modes. She notes that nurses need to learn to assess their

own modes of communication and use those modes which lead

others to see them as authoritative professionals. She

contends that the nurse's credibility has been diminished in

the eyes of the medical world due to suggestions based on

personal feelings or intuition. She suggests that

recommendations need to be substantiated with detailed

rationale and factual data. She also suggests that nurses

avoid conveying any quality of subservience when relating to

physicians and administrators, and that nurses increase the
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frequency of their contributions to patient care decisions.

Weiss believes that nursing needs to be accorded a more

dominant status within the health-care system, and that one

way to claim more influence is through effective,

professional modes of communication.

Some studies have demonstrated that when doctors and

nurses share a common view of their roles, communication is

effective (Sutterly & Donnelly, 1973; Wesson, 1972; and

Bradley & Edinberg, 1982). It is when nurses perceive

themselves as independent and physicians perceive nurses as

dependent that communication blocks occur (Sutterly &

Donnelly, 1973). In many instances, however, nurses as a

professional group have a poor self-image and do not

perceive of themselves as independent, nor as having

reciprocal relationships with physicians. Many nurses see

the physician as the decision-maker who is in a "one-up"

position. A study by Wesson (1972) demonstrated that while

physicians initiated and directed 23 percent of their

communication to nurses, nurses initiated and directed only

9 percent of their messages to the physician. This is

consistent with communication research reporting that

persons of higher rank initiate interaction toward persons

in lower rank more often than vice versa. (Watzlawick, et

al., 1967 ; Satir, 1972) .

Even when no personal hostility or defensiveness

exists, there tend to be misunderstandings between



30

professions based on differences in the discipline's

approach to clients. Use of communication skills such as

sximmarizing, focusing, and asking for clarification may be

helpful in handling interprofessional misunderstandings.

When these misunderstandings become emotionally charged

issues, however, it is important for the nurse to use active

listening, self-disclosure, "I" statements, reflection and

paraphrasing. According to Bradley and Edinberg (1982), the

purpose of using these skills is to help the nurse "create

symmetry in the relationship and model a willingness to

share and be sensitive to the emotional needs of other

professionals" (Bradley & Edinberg, 1982, p. 179).

Traditionally, nurses were taught to be passive and

submissive in their relationships with physicians and other

co-workers. Nonassertive behavior was associated with

feminine traits, and nursing was composed primarily of

women. In the late 1960's assertiveness training was

introduced, initially as a tool for passive psychiatric

patients. Women's groups began to adopt assertiveness as a

way of coping with feelings of inadequacy and inferiority.

Most nursing schools have since included some component of

assertiveness in their curriculum (Hutchings & Colburn,

1979) .

Assertive behavior is defined as that type of

interpersonal behavior that enables individuals to act in

their own best interest, to stand up for themselves without
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anxiety, and to exercise their rights without denying those

of others (Alberti and Emmons, 1974). It also involves

taking responsibility for those actions. Duldt & Giffin

(1985) define assertiveness as "expressing one's needs,

thoughts, feelings or beliefs in a direct, honest, confident

manner while being respectful of others' thoughts, feelings

or beliefs." (Duldt & Giffin, 1985, p. 216). These authors

point out that assertive behavior is a choice, and that it

can be done in a humanistic manner.

As part of a presentation entitled "The Growth and

Development of Nurses," Donner and Goering (1982) engaged in

dialogue with the audience of nurses. Many of them

identified situations in which they felt helpless,

powerless, or discouraged. They felt alone with regard to

these problems. These authors have since conducted

workshops and classes on assertiveness for nurses. They

describe their experiences with these workshops and

encourage others to provide similar opportunities for nurses

(Donner & Goering, 1982) .

Duldt, et al. (1984) discuss verbal abuse as a special

communication problem encountered by nurses, particularly

within the nurse-physician relationship. They too believe

that nurses must assert themselves. It is often the nurses'

perception of their role that prevents them from being

assertive. They may feel isolated and see only limited
options. Whenever a physician becomes verbally abusive, the
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nurse is often made aware of her subordinate role and the

political power of the physician to have her fired if she

retaliates. It is the covert, subtle expression of

hostility and sexist values that keeps women, including

nurses, subordinate to men according to these authors. They

maintain that communication between the two professions will

tend to be closed to the degree to which professional men

(physicians) tend to so alienate professional women

(nurses). Some of the potential barriers to communication

in nursing according to Duldt, et al. (1984) are social

alienation, sex-role problems, interpersonal distrust and

prejudicial gaps between groups and between cultures.

Alvin Toff1er (1979) has made some relevant

predictions about nursing. He notes that professional

turnover rates are high and, therefore, relationships tend

to be temporary and transient. There is pressure to make

more and faster decisions with less information. Nurses

need to take control of change and begin now to influence

the health care of the future. Toffler stated that nursing

education was the key for the future and that learning was

the primary cure for solving major problems in the

health-care system.

If learning is the key, and if nursing is a humanistic

discipline, then, according to Duldt, et al. (1984),
interpersonal communication, the vehicle for the humanistic

perspective, needs to become a highly developed concept in
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nursing, Duldt, et al. (1984) also believe that nurses can

develop an awareness of their own interpersonal influence

through the use of interpersonal communication skills. The

nurse can then deliberately choose to intervene in

situations so that predictable results can be obtained

(Duldt, et al. 1984). The next section presents the

various methods used for teaching communication skills.

Teaching Methods and Models
for Developing Communication Skills

While there is agreement in the literature about the

importance of interpersonal communication skills in nursing,

there is less agreement about what to teach and how to teach

it. Most schools include a unit on basic interpersonal

communication in introductory nursing courses, then teach

more specific skills in psychiatric nursing and leadership

courses. Although there can be considerable variation in

the content and methods used, the National League for

Nursing (NLN) does specify that communication skills must

have a prominent place in the curriculum (NLN, 1987).

The literature presents several theoretical models,

both nursing and non-nursing, for the development of

communication skills. The ones which will be discussed are

Egan's developmental model (Egan, 1982), Carkhuff's model

(Carkhuff, 1969), Orlando's theory (Orlando, 1961) and
Duldt's theory of humanistic nursing communication (Duldt &

Giffin, 1985) .
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Egan (1982) presents a developmental model which is

goal-oriented and composed of progressive, interdependent

stages. Constructive behavioral change is the primary goal.

The model has a pre-helping phase that stresses the

importance of attending and listening. The three stages of

the model are; 1) problem clarification, 2) focused problem

exploration, and 3) goal-oriented action. In stage one, the

helper assists the client to explore himself. In stage two,

the helper uses the skills of accurate empathy,

self-disclosure, and confrontation to help the client

realize the need to change. In stage three, the helper

assists and supports the client in making constructive

choices and implementing plans for meeting goals.

Carkhuff (1969) offers support for the proposition

that a high level of discrimination is critical to a high

level of communication. Sensitive discrimination allows the

helper to discern the helpee's strengths and weaknesses and

make accurate prescriptions and prognoses about which

treatment modes might be most effective. Carkhuff found

that the level of trainee communication depended in large

part on the level of functioning of the trainer. He

suggests that training helpers to communicate be done in

three stages: 1) responding to taped material, 2)

role-playing, and 3) contact with a helpee. The one central

ingredient to the training experience is roleplaying

(Carkhuff, 1969).
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Orlando's (1961) model views communication as a

dynamic interaction between unique individuals. Orlando's

theory contains four major components; 1) the interactional

process, 2) presenting behavior, 3) exploration, and 4)

behavioral change. The interactional process between the

nurse and patient consists of the patient's behaviors as

perceived by the nurse, the nurse's reaction to the

patient's behaviors, and the nurse's actions taken to assist

the patient. Presenting behavior may represent a "plea for

help" regardless of the form it takes according to Orlando

(1961, p. 40). She believes it is difficult for patients to

ask for help directly. Her concept of exploration refers to

the nurse assisting the patient to express the specific

meaning of his behavior in order to identify his distress

and determine what help he needs. The last component,

behavioral change, refers to improved patient behaviors in

the immediate sense, and is seen as a positive outcome of

effective communication.

Duldt's theory of humanistic nursing communication

defines interpersonal communication as a "dynamic process

involving continued adaptation and adjustment between two or

more hiiman beings engaged in face-to-face interactions

during which each is continually aware of the other(s)"

(Duldt, et al., 1984, p. 9). It is existential and involves
an exchange of meaning. It contains both a humanizing and a

dehumanizing set of attitudes. Communication which is
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humanistic involves an awareness of the unique

characteristics of being human, while that which is

dehumanizing ignores the unique characteristics of being

human. Communing, the heart of humanistic communication

refers to "dialogical, intimate humanizing communication

between two or more people", and it involves trust,

self-disclosure and feedback (Duldt & Giffin, 1985, p.

215). This theory proposes that people tend to receive the

type of communication attitudes and patterns with which they

communicate to others, whether it be humanizing or

dehumanizing. The interaction patterns include communing,

asserting, confronting, conflicting, and separating. One

has a choice of which interaction pattern to use and what

degree of hiimanizing attitude to take (Duldt & Giffin,

1985). This theory provides a framework for the teaching of

communication. Further discussion will be provided in the

theoretical framework.

Nursing educators often use an eclectical approach in

teaching communication behaviors. There is no unifying

framework; instead, the focus is on rote learning of

communication techniques. Friedrich, Lively, and Schacht

(1985) point out that student discomfort and lack of

proficiency in using communication skills have resulted from

this piecemeal approach. These authors selected Egan's

developmental communication model as a basis for teaching
communication skills in an integrated curriculum. They
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reported growth in students' empathie responding, a decrease

in irrelevant questioning, more independence by students in

critiquing their own interpersonal style, and a positive

correlation between self-awareness and more effective

communication skills. Faculty used a step-by-step method of

description, demonstration, practice, and application as a

format for teaching these skills consistently.

Haggerty (1985) has used Orlando's theory as a

framework for teaching communication skills to nursing

students. She notes that Orlando's model emphasizes process

rather than techniques, and, once the student is able to

grasp the framework, the techniques can then be placed in

their proper interactional context where they become useful.

This stance is supported by Bruner (1960) who indicates that

a basic structure must be taught if transfer of learning

from one situation to the next is to occur. He writes, "To

understand something as a specific instance of a more

general case...is to have learned not only a specific thing

but also a model for understanding other things like it one

may encounter" (Bruner, 1960, p. 25).

Norris (1986) studied the effects of the learner

attributes of learning style and maturation, and method of

instruction (lecture or role play) on outcomes for the area

of basic communication skills in nursing. A sample of

students (N = 147) was randomly assigned to role play or

lecture groups. (field dependent or independent) and
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traditional/nontraditional instructor ratings of students'

skills on four dimensions of communication in process

recordings of actual nurse-patient interactions. Norris

found that the field-independent group had higher mean

scores on objective tests than did the field-dependent

group. The nontraditional group (older with prior academic

degrees and life experiences) had higher scores on initial

objective tests and on instructor ratings of caring,

concreteness and empathy than did the traditional BSN

student group. When the students evaluated instructional

methods, the role-play students indicated greater interest,

involvement and preference for the method. Lecture students

indicated greater confidence that the method met the

objectives. However, statistical differences in overall

mean performances were not found (Norris, 1986).

Implications for strategic placement of communication

content in the curriculum were derived from the study by

Norris. Basic level students may be able to grasp the

cognitive structure of interviewing for data collection and

demonstrate respect for the client and attending behaviors;

the more complex skills such as genuine caring and empathy,

however, may need to be placed later in the program or

reinforced when taught earlier (Norris, 1986) .

Since communication is assiomed essential to all

interpersonal interactions, it is necessary for this concept

to be introduced prior to students' clinical experiences.
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Sundeen, Stuart, Rankin & Cohen (1981) believe that the

nurse must first grow in self-knowledge before the

therapeutic use of self can be realized. They indicate that

quality nursing care depends on the nurse's therapeutic

communication skills. Based on this assessment, Keller

(19 87) reported a curriculiom redesign to improve

psychosocial assessment skills of first semester

baccalaureate students. It included having students

complete a self-assessment index. Students wrote personal

goals for the semester and plans for meeting these goals.

Each week students participated in self-awareness exercises

prior to interacting with clients. Various methods

(informal assessment tools, hand-puppets, and drawings) were

used to heighten students' awareness of how they

communicated and related. The changes were reported to have

positive effects on the interpersonal skills of students

(Keller, 19 87 ) .

Perceptions of Communication
Behaviors Needed by Nurses

Perception

Duldt, et al. (1984) suggest that one's interpersonal

"orientation", or habitual ways of viewing other people may

be either productive or counterproductive. If one tends to

have a negative view of people, then one may respond with
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aggression or withdrawal. If, on the other hand, one views

people in a positive light, one is more likely to respond in

cooperative, helpful ways. All interactions with an

individual are influenced by a person's perceptions of that

individual. The process of interpersonal perception

involves both the selective recording of data in a simple

form, and the mental prediction of future events based on

the inferences drawn from this data. Perceptions of persons

do not usually remain static, but are modified over time

(Duldt, et al., 1984).

Jourard (1974) notes that the act of giving meaning to

perception is known as "construing." He believes that

personal meaning is indigenous to perception. This personal

meaning is dependent on past and present events, as well as

immediate needs of the individual (Jourard, 1974). In

essence, perception is not right or wrong, but is the event

as discerned by the individual. Perception influences

interpersonal communication.

Perceptions of people are often inaccurate. Haney

(1967) offers five sources of differing perceptions; 1)

different background environments lead one to attach

importance to different aspects of a person; 2) actions or

behaviors of a person are noted differently; 3) the use of

differing sensory receptors causes behavior to be noticed

differently; 4) differing internal states tend to cause

people to notice different characteristics of a person; and
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5) differing attitudes or response patterns are evoked in

different people (Haney, 1967). Thus, there is a wide

margin for error in perceptions of people. Difficulties in

relating and communicating with a person may be due to

errors in perception.

Errors and differences exist not only with

interpersonal perception, but also with perceptions of

things (objects, events, places, etc.). Differences in

perceptions of faculty and nursing students regarding the

purpose, necessity and precise nature of communication

skills can be a significant factor in the teaching of these

skills according to one study. Based on a field study in

Northern Ireland, significant perceptual variation was found

between teacher and student groups in the following areas:

1) the purpose of communication skills; 2) the degree to

which teaching is perceived as necessary for acquiring these

skills; and 3) perception of the precise nature of the

subject matter (Eastwood, 1985). This author concludes that

perceptual dissonance over the specific purpose and value of

communication skills in nursing must be reduced if

improvement is to be made in teaching this aspect of

nursing.

Specific communication behaviors

Although the focus of this study is interpersonal

behaviors within the context of nursing, much can be gleaned



42

from other disciplines such as psychology, speech

communication and business. Di Salvo (1980) summarized 25

studies which were done to discover essential communication

skills in various segments of the business world. He

concluded that the skills most frequently identified are;

listening; written communication; oral reporting;

motivating/persuading; interpersonal skills; informational

interviewing; and small group problem solving.

While communication in nursing is unique in many

respects, many of the same skills found to be essential in

business and other disciplines have also been found to be

crucial in nursing. Sundeen, Stuart, Rankin, and Cohen

(1981), for example, refer to listening as the most

important element of communication, and they describe it as

an active process requiring a nurse's complete attention and

a great deal of energy.

Fritz, et al. (1984) believe that listening is such a

critical element in the health-care scene that an entire

chapter is devoted to it. These authors call listening an

art, the chief goal of which is to enable others to sort

through the complexities of their problems and arrive at

conclusions aided by the skill of the listener. Listening

skills enable a nurse to process complex interpersonal data,

make sound judgments about the patient, and give the patient

certain cues to facilitate rather than retard the flow of

information. Listening is referred to by Fritz, et al. as a
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"crisis management technique; a technique for

managing an abundance of riches (information).

Nurses who have special skills for dealing with

this crisis find that they are valued by peers

and gain a high degree of professional satisfaction

from their interactions with patients" (p. 108).

Davis (1984) argues that, while methods and theories

of communication are important, unless the human element and

the uniqueness of each person are recognized, communication

falls short. Understanding is based on listening and

responding in ways that reflect concern, sensitivity, and

compassion. The helper must give up the role of

conversationalist and assume the role of listener.

Listening is hard work, which requires active concentration

and self awareness. A therapeutic listener needs to possess

the following skills and attitudes: 1) wants to listen, 2)

has a desire to help, 3) gives undivided attention to what

client says, 4) is patient and avoids interrupting client,

5) listens for central themes, 6) monitors personal

emotions, 7) accepts the client's feelings, and 8)

recognizes each client's potential for problem solving

(Davis, 19 84) .

Willmington (1986) studied the specific oral

communication skills needed for success in nursing, and

those most in need of improvement according to directors of

nursing. One finding was that listening skills were most
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important and also in greatest need of improvement by

nurses. One implication of this study is that nursing

educators need to evaluate course objectives and time spent

on developing various skills according to their need to be

taught more effectively as indicated by nursing directors.

Willmington noted that listening instruction is rarely

taught in nursing schools. Instead the two variables which

fill much of the instructional time in communication courses

are vocal and physical variables. However, no documentation

is provided to support this observation. Willmington

concludes that the vital variables (listening, message,

language, emotional and style) need to be systematically

taught to nursing students.

Instrument

The analysis and categorization of communication

behaviors can be a difficult task. Many instruments for

measuring communication behaviors by nurses are available;

however, many of them are focused on communication as it

pertains to a specific aspect of nursing such as empathy

(Settler, 1977, and Truax, 1961) or assertiveness (Hutchings

& Colburn, 1979; and Donner & Goering, 1982). The design of

this study required a more global instrument.

Other communications instruments that have been used

in nursing research include the Person-Centeredness Scale
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(Wallston, et al., 1978), Carkhuff's Index of Communication

(Carkhuff, 1969), and the Therapeutic Relationship Inventory

(Authier & Gustafson, 1979). The reliability and validity

of these instruments, however, have not been documented.

Some of these instruments require direct observation of

interactions by the researcher. For this particular study,

direct observation was not feasible. Since it was the

perceptions of head nurses and not those of the researcher

that were being elicited, a revised form of Willmington's

(1986) tool was used (Appendix B). Permission was obtained

by letter to use or revise the questionnaire (Appendix C).

Willmington's (1986) questionnaire was designed to

measure desirable oral communication behavior of employees

as reflected by responses from their supervisors. It is

composed of two lists of communication behaviors. The first

list containing 37 behaviors was developed by virtue of the

frequency with which certain behaviors appeared in the

literature and in basic communication courses. In

Willmington's study, nursing directors indicated the

importance of each behavior for success in nursing according

to the following scale: 5 - very important; 4 quite

important; 3 somewhat important; 2 - not very important; and

1 unimportant. The second list consisted of 40 behaviors

which roughly repeated the first list except that the

wording was reversed to be read as undesirable rather than
desirable behaviors. Subjects were asked to respond to each
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undesirable behavior according to the frequency it was noted

among their employees: 5 - very often; 4 - often; 3

sometimes; 2 rarely; and 1 - practically never. Willmington

identified what appeared to be seven general types of

behaviors on the list; 1) listening variables, 2) message

variables, 3) language variables, 4) vocal variables, 5)

physical variables, 6) emotional variables, and 7) style

variables. Each specific behavior was then placed under the

variable which seemed most appropriate. The instrument was

then field tested, revised, and used to survey 36 directors

of nursing (Willmington, 1986).

The behaviors on the first list are generally

reflective of Duldt's humanizing set of attitudes. They

relate to the interaction patterns of communing and

asserting. Behaviors on the second list tend to reflect

Duldt's dehijmanizing attitudes.

Since Willmington's instrument was not tested for

content validity, it was decided that inter-rater agreement

with respect to the categories would be done as a test of

validity. A panel of three experts was selected and

instructed to place each behavior into the appropriate

identified category. One panelist was a university faculty

member in the school of education with a doctorate in adult

education. Two of the panelists were nursing faculty in a

university. One nurse had a doctorate in speech

communications, and one taught therapeutic communication
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skills to baccalaureate nursing students enrolled in

psychiatric nursing. Based on the degree of agreement among

the raters, the questionnaire was revised. Revisions are

addressed in chapter four.

Theoretical Framework

Duldt's theory of humanistic nursing communication

(Duldt Sc Giffin, 1985) serves as the framework for this

study (Appendix A). This theory was selected because it

focuses on patterns and attitudes of interpersonal

communication in all aspects of nursing as opposed to

nurse/client communication only. It provides a useful basis

for teaching the communication process to beginning nursing

students.

It is helpful to examine the concepts of h\amanism,

nursing and interpersonal communication in order to

understand Duldt's theory. Humanism as a historical

movement first emerged during the Renaissance period and

since then it has re-emerged several times as a prevailing

viewpoint. The humanist recognizes a person's ability to

think and make choices, and thereby to improve his life.

Value is placed on the essence of being "human" and on the

quality of life experienced by human beings. Humanism

within the nursing context is manifested by the "caring,

concerned, and thoughtful relationship that the caregiver

establishes with the client" (Duldt, et al. 1984, p. 3) .
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Leventhal (1975) has suggested that dehximanization has

negative consequences in illness. He defines dehumanization

as "the feeling that one is isolated from others and is

regarded as a thing rather than a person" (Levanthal, 1975,

p. 120). He proposes that dehumanization can be avoided by

redirecting the interaction between a person's processing

system and his environment. Levanthal offers the following

set of criteria for dehumanization; 1) separation of the

physical and psychologic self; 2) isolation of the

psychologic self; 3) uncertainty and cyclic thought; 4)

planlessness and loss of competency; 5) emotional distress,

hopelessness, and despair; and 6) barriers to communication.

Duldt, et al. (1984) believe that Levanthal's description

has relevance to nursing in solving the problem of faulty

communication. Self awareness on the part of the nurse and

a sharing of human characteristics with the client are

important aspects of nursing from a humanistic perspective.

Duldt proposes the following definition of nursing;

"Nursing is the art and science of positive, humanistic

intervention in the changing health states of human beings

interacting in the environment of potential or actual

critical life situations" (Duldt and Giffin, 1985, p. 212).

Humanistic nursing interventions are implemented by

communicating and relating to the client in a manner which

leads him to sense warmth and acceptance. The nurse-client

relationship is an equitable one, each respecting the
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other's feelings, concerns and values. The concept of

humanism interacts with that of nursing through the

phenomenon of interpersonal communication, through which

individual worth is validated (Duldt and Giffin, 1985).

Patterson and Zderad (1976) believe this warm, open

validating relationship is essential if people are to

develop to their fullest potential. A subset of elements of

nursing identified by Duldt & Giffin (1985) are

communicating, caring and coaching.

Duldt, et al. (1984) define communication as a

"dynamic interpersonal process involving continual

adaptation and adjustment between two or more human beings

engaged in face-to-face interactions, during which each

person is continually aware of the other(s)". Duldt's

Theory of Humanistic Nursing Communication is based on the

process oriented, symbolic interactionist model which grew

out of a dissatisfaction with the linear, spealcer-centered,

traditional communication theory (Smith and Williamson,

1977) .

For the symbolic interactionist, the purpose of

communication is to find meaning and understanding. Burlce

(1966) views communication as the means by which Man

achieves unity. Burke states that Man uses symbolism in

order to transcend conflicts and join in some cooperative

effort of mutual concern. Language is the means for

labeling reality. Burke explains this through the concept
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of a "terministic screen" of past experiences, personality

and whole essence of the person, which "selects, deflects

and reflects" in such a manner that reality is perceived

through a "fog of symbols." (Burke, 1966, p. 12).

Meaning, according to the symbolic interactionist,

resides within, not between, people. It is through

interpersonal communication and interaction that the self is

developed and affirmed (Smith and Williamson, 1977). Duldt

and Giffin (1985) note that communing involves a unifying of

two or more people in which a new unit is formed.

Individual differences are retained, making the relationship

unique. Through symbols or language, a shared experience of

reality occurs in which human beings experience each other.

This shared experience can be either humanizing or

dehumanizing (Duldt and Giffin, 1985).

This study focused on the perceptions of head nurses

in relation to three research questions; 1) What are the

specific communication behaviors most necessary for nurses?

2) How often is the use of ineffective communication

behaviors noted by nurses? and 3) When nurses use

ineffective communication behaviors, how detrimental is it

to their performance?

Summary

A review of the literature revealed that interpersonal

communication behaviors are indeed considered crucial to
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nursing. The following statements summarize the position of

most authors. Within the nurse-client relationship,

communication has an effect on client recovery rates, length

of hospital stay, and the clients' ability to cope with

illness and to maintain health. Effective implementation of

the nursing process hinges on the nurses' ability to develop

empathy and a trusting interpersonal relationship with the

client through the use of communication skills.

Nurses must also communicate with peers, colleagues,

superiors and other members of the health-care system. Job

satisfaction, professional achievement, and client-care

management have been found to be significantly affected by

the nurses' communication skills. Conflict, anger and

alienation among nurses is reported to frequently contribute

to job turnover, burnout, absenteeism and reality shock.

Assertiveness as well as the ability to bargain and

compromise are recognized by many as necessary skills for

interacting with various members of the health-care system.

Other skills include summarizing, focusing, seeking

clarification, active listening, reflecting and

paraphrasing.

Although the national accreditation criteria require

that communication skills have a prominent place in the

nursing curriculum the literature shows that there still

tends to be some confusion about what to teach and how to

teach it. A variety of models and methods for developing

these skills are reported to have been used with success.
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A review of related literature reveals that many of

the same communication skills found to be essential in other

disciplines have also been found to be crucial in nursing.

The one noted most frequently in the literature as most

important is that of listening. It is described as an

active process which requires not only skill, but patience,

self-awareness, a desire to help, and acceptance of the

client's feelings.

Few studies have explored specific communication

behaviors needed by nurses. In the present era of

cost-effectiveness, effeciency and high technology, the

literature notes the tendency toward dehumanization. If

nursing is a humanistic discipline, then it becomes

essential that nurses communicate in a humanistic manner.

And it is known that behaviors which reflect a humanistic

attitude can be learned and practiced. This study explored

the perceptions of head nurses regarding the specific

communication behaviors needed by nurses.
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METHODOLOGY

Design

This study consisted of a survey of head nurses

working on various hospital units to determine what they

perceived to be the interpersonal communication behaviors

most necessary for nurses, the frequency of use of

ineffective patterns of communication among nurses, and

detriment to performance resulting from ineffective

communication.

Setting

The setting for this study was five general hospitals

in eastern North Carolina. Three county hospitals, one

small private hospital and one federal (Veterans

Administration) hospital provided the source of the head

nurse sample. All of the hospitals were accredited by the

Joint Commission of Hospital Accreditation. One of the

county hospitals was a teaching hospital affiliated with a

medical school. Since a variety of types of hospitals is

more likely to provide a representative sample of head

nurses, the hospitals were selected to include variation in

size, source of funding, and teaching hospital status.
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Sample

The convenience sample consisted of all of the head

nurses employed by the five hospitals who voluntarily

participated in the study. A total of 78 head nurses were

contacted, and 50 participated in the study.

Instrument

The questionnaire used in this study is a revised

version of Willmington's (1986) tool (Appendix B). It has

been described in the review of literature. Demographic

information about the head nurses was also collected. This

included; age, sex, marital status, educational preparation

for nursing, educational degrees in other areas, type of

unit working on, number of years in present position and

number of staff nurses on unit. Following the demographic

data, the three research questions were addressed on three

separate forms. Form A, entitled "Most Necessary

Communication Behaviors" elicited the head nurses' opinion

about the specific communication behaviors most necessary

for nursing. Form B, "Frequency of Negative Communication

Behaviors," asked how often the use of negative communi-

cation behaviors by nurses was noted. Form C, "Detriment of

Negative Communication Behaviors," elicited opinions

regarding the degree of detriment the use of negative

communication behaviors was to the nurse's performance.
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Procedure

The directors of nursing of the five hospitals were

contacted both by phone and by letter requesting permission

to conduct the study at their institutions. Signed consent

forms were obtained (Appendix D). The head nurses were

contacted in person or by mail by the researcher and asked

to complete the questionnaire. A cover letter explaining

the study was attached to each questionnaire (Appendix E).

All subjects were told that their participation was

voluntary and that all responses would be anonymous and

confidential. The questionnaires were returned to the

researcher in sealed envelopes provided.

Data Analysis

The demographic data were analyzed first in order to

obtain a description of the characteristics of the group.

Then the responses for each of the three research questions

were analyzed separately. Internal consistency reliability

of the items comprising each category of communication was

determined through the use of coefficient alpha. This is

reported on page 61. The mean scores for each overall scale

were computed as well as the mean ratings for the categories

of communication variables. In addition, analysis of

variance was used to determine any effects of demographic

information. The assistance of a statistician was utilized

in the analysis of the data.
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DATA ANALYSIS AND FINDINGS

In this study, head nurses working on various units in

five eastern North Carolina hospitals were surveyed to

determine their perceptions of the interpersonal

communication behaviors most necessary for nurses to exhibit,

the frequency of negative communication behaviors by nurses,

and the detrimental effects of negative communication to the

nurse's performance. This chapter presents an analysis of

the demographic data and the data collected using the

Communication Behaviors Questionnaire (Appendix B). An

analysis of the internal consistency reliability of the six

categories of communication variables for each question is

also provided.

Description of the Sample

Nursing directors from five eastern North Carolina

hospitals were contacted and agreed to have their head nurses

participate in the suirvey. The head nurses were contacted

either by the investigator or nursing director at a head

nurse meeting, or by nursing office staff on an individual

basis. From a potential sample size of 78, a total of 50

(64%) head nurses participated in the study with a response

rate between 45 and 100 percent according to site (Table 1).
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Table 1

Niimber of Available Head Nurses and Niimber and Percentage of
Respondents by Hospital

Employed
Site Head Nurses Respondents Percentage

Hospital 1-County Teaching 35 18 51
Hospital 2-County 15 13 87
Hospital 3-Federal 11 5 45
Hospital 4-County 10 7 70
Hospital 5-Private 7 7 100
Total 78 50 64

The majority of the respondents were female (95.9%),

married (7 2%) , and ranged in age from 26 to 5 8 years with a

mean age of 38.8. The highest level of nursing education of

this sample was the MSN degree (4%) , with the majority of

respondents holding a BSN degree or a diploma (Table 2). The

two respondents with MSN degrees were both from the same

hospital.

Table 2

Frequency and Percentage Distribution of Respondents by
Highest Level of Nursing Education

Educational
Level
AD

Diploma
BSN
MSN
Total

Respondents
8

19
21

_2
50

Percentage
16
38
42
4

100%
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An analysis of the types of units on which the

respondents worked revealed a fairly evenly divided number

working on medical (18%), surgical (16%), and critical care

units (16%). Of the 24% who checked "other" units, the

descriptions given included rehabilitation unit, gynecology

unit, recovery room, ambulatory medical unit, flight nurse,

outpatient surgery, and one sub-acute unit for nursing home

placement and overflow. One respondent worked on a

combination medical-surgical-pediatric unit. Table 3

presents the respondents by type of unit on which currently

working.

Table 3

Frequency and Percentage Distribution of Respondent s by Type
of Unit on Which Currently Working

Unit Respondents Percentagi
Medical 9 18

Surgical 8 16
Critical Care 8 16

Emergency Room 4 8

Operating Room 2 4
Pediatric 3 6

Obstetrical 3 6

Psychiatric 1 2

Other 12 24

Total 50 100%

Participants were asked to report the number of years

in their present position. There was a fairly even division

among these categories, with the smallest percentage (12%)

falling in the 3-6 year category (Table 4).
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Table 4

Frequency and Percentage Distribution of Respondents by
Nxxmber of Years in Present Position

Number of Years Respondents Percentage
Under 1 year 11 22
1-3 years 11 22
3-6 years 6 12
6-10 years 12 24
More than 10 years 10 20
Total 50 100%

The head nurses were asked to give the number of

full-time staff nurses working on their unit. This number

varied from 3 to 33 with a mean of 15.

Validity and Reliability of Questionnaire

As noted in chapter two, inter-rater agreement with

respect to the categories of communication behavios was done

as a test of the content validity of Willmington's (1986)

questionnaire. Only those items on which two out of three

judges agreed were retained on the questionnaire. Due to a

lack of inter-rater agreement on style variables and

emotional variables, these two categories were combined to

form style/emotional variables. The original 37 items were

reduced to 26 items on Form A, and the original 40 items were

reduced to 28 items on Forms B and C (Appendix B).

Since the questionnaire used in this study was a

revised version of Willmington's instrument and was first
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tested with this sample, it was necessary to examine the

internal consistency reliability of the three overall scales

(most necessary communication behaviors, frequency of

negative behaviors, and detrimental effects of negative

behaviors). In addition, the six subscales (listening,

message, language, vocal, physical, and style/emotional) were

also examined for internal consistency reliability. The

coefficient alpha internal consistency reliability was

determined to be adequate on all scales and subscales (Table

5). The reliability overall was .90, .94, and .93 for the

three scales, respectively. The instrument was, therefore,

found to be valid and reliable.

Findings

In order to ascertain the perceptions of head nurses

regarding the communication behaviors most necessary for

nurses to exhibit, descriptive statistics were used to

analyze the scores on Form A of the questionnaire (Appendix

B). Results for the total scale and for each subscale are

reported in Table 6. The possible range of responses for
each item in the six subscales was 1.00 to 5.00.

Based on the overall mean score of 4.14 on all of the

variables, the participants perceived the communication

behaviors to be at least "quite important."
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Table 5

Internal Consistency Reliability of Scales and Siibscales

I. Most Necessary Communication Behaviors

Reliability
Subscale Number of Items Coefficient Alpha

Listening variables 4 . 5y
Message variables 4 .59
Language variables 4 .56
Vocal variables 5 .72
Physical variables 3 .74
Style/Emotional variables 6 .74
Overall Scale 26 .90

II. Frequency of Negative

Subscale

Communication

Number of Items

Behaviors

Reliability
Coefficient Alpha

Listening variables 4 .74
Message variables 4 .86

Language variables 5 .83
Vocal variables 5 . 87

Physical variables 3 .77

Style/Emotional variables 7 .90
Overall Scale 28 .94

III. Detrimental Effects

Subscale

of Negative Communication Behaviors

Reliability
Number of Items Coefficient Alpha

Listening variables 5 .80

Message variables 4 .80

Language variables 5 .71
Vocal variables 5 .86

Physical variables 3 .77

Style/Emotional Variables 7 .86
Overall Scale 28 .93
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Table 6

Descriptive Statistics of Responses to Most Necessary
C!ommunication Behaviors

Variable Mean Std. Dev.
Minimum
Score

Maximum
Score

Listening 4.58 .42 5.00

Message 4.31 .45 3.25 5.00
Language 3.82 .52 2 .75 4.75
Vocal 3.99 .57 2.80 5.00
Physical 3.89 .65 2.33 5.00
Style/Emotional 4.18 .52 2.83 5.00
Overall 4.14 .40 3.31 4.85

Table 7

Descriptive Statistics of Responses to Frequency of Negative
communication Behaviors

Variable Mean Std. Dev.
Minimum
Score

Maximum
Score

Listening 3.19 .66 1.75 4.50
Message 2 .76 .70 1.00 4.25
Language 2.59 .71 1.20 4.40
Vocal 2.60 .68 1.40 4.40

Physical 2.43 .68 1.00 4.67

Style/Emotional 2.48 .71 1.00 4.14
Overall 2.66 .57 1.39 4.21

There is some variation among responses to the different

categories, however. The listening variable contained the
least variation with a minimum score of 3.50 ("somewhat" to

"quite" important) and a maximum score of 5.00 ("very

important"). Listening variables also received the highest

mean score (4.58) and were perceived as "quite important" to

"very important." Physical variables contained the most

variation, having a minimum score of 2.33 and a maximum score

of 5.00. This category also contained the fewest number (3)

of items. Language variables received the lowest mean score

(3.82), but responses still indicated that language variables
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are "quite important" as part of the communication behaviors

necessary for nurses to exhibit.

Descriptive statistics were used to analyze the scores

from Form B of the questionnaire in order to answer the

second research question; How often is the use of negative

communication behaviors noted by nurses? Table 7 contains

the results for responses to the total number of behaviors as

well as for each individual variable. The possible range of

responses for each item within the six categories was 1.00

(practically never) to 5.00 (very often).

The overall mean score for the frequency of negative

communication behaviors noted by nurses was 2.66, which

clusters between "rarely" and "sometimes" as opposed to

"often" or "practically never". The negative variable which

was observed most frequently by the head nurses was that of

listening, with a mean score of 3.19 representing slightly

more often than "sometimes". The least often noted negative

communication behavior variables were the physical ones

(2.43). Responses to the physical variable also contained

the most variation with a minimum score of 1.00 and a maximum

score of 4.67.

Responses to Form C of the Communication Behaviors

Questionnaire were analyzed in order to answer the third
research question; When nurses use negative communication

behaviors, how detrimental is it to their performance? The
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detriment) to 5.00 (very detrimental). Table 8 provides the

descriptive statistics for responses to the third question.
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Table 8

Descriptive Statistics of Responses to Degree of Detriment of
negative Communication Behaviors

Minimum Maximum
Variable Mean Std. Dev. Score Score

Listening 4 .21 .67 2.50 5.00
Message 3.94 .76 1.00 5.00
Language 3.62 .63 2.00 5.00
Vocal 3.66 .78 1.60 5.00

Physical 3.41 .80 1.00 5.00
Style/Emotional 4.10 .61 2.00 5.00
Overall 3.86 .54 2.32 4.93

The overall mean score of 3.86 indicates that

participants perceived negative communication behaviors to be

just less than "quite detrimental" to the nurse's

performance. While the mean scores of the various categories
were clustered fairly evenly, the highest mean score was in

listening (4.21), followed closely by style/emotional (4.10).

Listening was also the variable containing the least

diversity of responses (minimum score 2.50, maximum score

5.00) .

Intuitively, the respondent professional demographic

characteristics could influence perceptions of communication.

Therefore, one way analysis of variance was used to determine

what effect, if any, four of the selected demographic
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characteristics (level of nursing education, place of

employment, type of unit on which currently working, and

nvimbers of years in present position) had on the responses of

the head nurses to each of the three questions. These

characteristics were selected because of their relevance to

professional preparation and work experience. Table 9

presents differences in responses to the first question (What

communication behaviors are most necessary for nurses to

exhibit?) in relation to the four variables. Results

indicate that none of the four variables had a significant

effect on the responses at the 0.05 level.

Responses to the second question, asking for the

frequency of observed negative communicaton behaviors by

nurses within the past two weeks, were analyzed in relation

to the four selected demographic characteristics. Table 10

presents the results of this analysis. None of the four

variables made a difference in the responses at the 0.05

level of significance.

The third question asked respondents to rate the degree

of detriment using negative communication behaviors had on

the nurse's performance. Table 11 presents an analysis of

the differences in responses related to level of nursing

education, hospital site, type of unit worked on, and number

of years in present position. These four selected

demographic characteristics had no effect on responses to

this question at the 0.05 level of significance.
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Table 9

Differences in Perceptions of Most Necessary Communication
Behaviors in Relation to Level of Nursing Education, Hospital
Bite, Type of Unit and Number of Years in Present Position

Level of Standard F

Nursing Education n Mean Deviation Ratio Percentage
Associate degree 8

■

4.Ó9 .63

Diploma 19 4.16 .38
Baccalaureate degree 21 4.10 .31
Masters degree 2 4.38 .54
Total 50 4.14 .40 .36 .78

Standard F

Hospital Site n Mean Deviation Ratio Percentage
1-County,Teaching 18 ~~r7T5 .29
2-Federal 5 4.02 .39

3-County 13 4.03 .40
4-County 7 3.93 .56
5-Private 7 4 .24 .41
Total 50 4.14 .40 1.57 .20

Standard F

Type of Unit n Mean Deviation Ratio Percentage
Medical 5 3.92 . 3 /

Surgical 8 4.22 .40
Critical Care 8 4.00 .47
Emergency Room 4 4.00 .43

Operating Room 2 4.31 .76
Pediatrics 3 4.45 .47
Obstetrics 3 4.19 .47

Psychiatry 1 - 4.42 —

Other 12 4 .23 .30
Total 50 4.14 .40 .98 .47

Years in Standard F

Present Position n Mean Deviation Ratio Percentage
Under 1 year 11 4.27 .26
1-3 years 11 4.11 .42
3-6 years 6 3.96 .33
6-10 years 12 4.15 .45

Over 10 years 10 4.09 .49
Total 50 ITTT .40 .63 . 6463 64
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Table 10

Differences in Frequency of Observed Negative Communication
Behaviors by Nurses in Relation to Level of Nursing
Education, Hospital site. Type of Unit and Number of Years in
Present Position

Level of

Nursing Education n Mean

Standard
Deviation

F
Ratio Percentage

Associate degree 8 2.59 . 51
Diploma 19 2 .76 .70
Baccalaureate degree 21 2.63 .49
Masters degree 2 2.26 .18
Total 50 2.66 .57 .55 .65

Standard F

Hospital Site n Mean Deviation Ratio Percentage
1-County, Teaching 8 2.53 .55
2-Federal 5 2.42 .58
3-County 13 2.94 .61
4-County 7 2.85 .39
5-Private 7 2.46 .58
Total 5ÏÏ 2.66 757 1.82 .16

Standard F

Type of Unit n Mean Deviation Ratio Percentage
Medical 9 2.82 .26

Surgical 8 2.69 .43
Critical Care 8 2.60 .49

Emergency Room 4 2.84 .82

Operating Room 2 1.88 .23
Pediatrics 3 2.90 .73

Obstetrics 3 3.07 1.00

Psychiatry 1 1.39 —

Other 12 2.56 .54
Total 50 2.66 .57 1.75 .12

Years in Standard F

Present Position n Mean Deviation Ratio Percentage
Under 1 year 11 2.61 .45
1-3 years 11 2.55 .64

3-6 years 6 2.45 .45

6-10 years 12 2.93 .46
Over 10 years 10 2.63 .7 6

Total 50 2.66 LO• 1.02 41
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Table 11

Nurses' Use of Negative Communication Behaviors in Relation
CO Level of Education, Hospital Site, Type of Unit, and
Number of Years in Present Position

Level of Standard F

Nursing Education n Mean Deviation Ratio Percentage
Associate degree 8 4.01
Diploma 19 3.83 .45
Baccalaureate degree 21 3 .79 .65
Master's degree 2 4.18 .25
Total 50 3.86 .54 .57 .63

Standard F

Hospital Site n Mean Deviation Ratio Percentage
1-County, Teaching 18 3 .79 7515
2-Federal 5 4.06 .22
3-County 13 3.98 .57
4-County 7 3.87 .33
5-Private 7 3.63 .64

Total 5ÏÏ 3TW T5T .70 .60

Standard F

Type of Unit n Mean Deviation Ratio Percentage
Medical 9 3 .75 . 6 1

Surgical 8 4.16 .26
Critical Care 8 3.61 .70
Emergency Room 4 4.09 .37

Operating Room 2 3.14 1.16
Pediatrics 3 4.30 .55
Obstetrics 3 3.89 .34

Psychiatry 1 3.86 --

Other 12 3.82 .36

Total 50 3.86 .54 1.51 .18

Years in Standard F

Present Position n Mean Deviation Ratio Percentage

Under 1 year 11 3.92 3T
1-3 years 11 3.85 .54

3-6 years 6 3.63 .68
6-10 years 12 4.08 .37

Over 10 years 10 3.65 .73

Total 50 3.86 in• 1.23 31



69

Summary

This chapter presented findings based on data from the

Communication Behaviors Questionnaire. The demographic data

indicated that the sample was predominantly female and

but had diverse ages, years of experience, and

educational backgrounds. There was a wide assortment of

types of units on which respondents worked.

The reliability of the instrument was shown to be

adequate (at least .90 for the total scales; at least .56 for

the 3 to 7 item subscales) using coefficient alpha internal

consistency reliability. Both the overall scales and the six

siibscales were examined.

The data indicated that the sample group perceived

communication behaviors generally to be "quite important"

(4.14 on a 5-point scale) and negative communication

behaviors to be "quite detrimental" (3.86 on a 5-point scale)

to the nurse's performance. The major finding of this study

centers on listening. The listening variable was rated as

the most important communication behavior, as well as the

most detrimental when not utilized effectively. The

frequency of use of negative communication behaviors by

nurses was perceived as "rare" or "sometimes," with listening
variables being the most frequently observed ones.
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DISCUSSION, CONCLUSIONS AND RECOMMENDATIONS

This study was designed to determine the perceptions of

head nurses regarding the communication behaviors most

necessary for nurses, the frequency of negative communication

behaviors by nurses, and the degree to which these behaviors

are detrimental to the nurse's performance. It was believed

that knowledge of the specific communication behaviors deemed

important in the workplace would be important in the nursing

education arena. Since interpersonal communication was found

to be of crucial significance to nursing, the question of

specifically what to teach and how to teach it needs to be

given careful consideration.

Also, it was noted in the review of literature that if

nursing is a hiimanistic discipline, then communicating in a

humanistic manner is essential. The items on Form A, Most

Necessary Communication Behaviors, were found to be

representative of Duldt's (1985) humanizing communication

attitudes while those on Form B, Frequency of Negative

Communication Behaviors, were representative of Duldt's

dehumanizing attitudes. The focus of this study was

interpersonal communication behaviors in nursing practice.
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both nurse-client and nurse-colleague. Since Duldt's theory

of humanistic nursing communication encompassed all these

aspects of nursing communication, it served as the

theoretical framework for this study.

Discussion

Several findings from this study merit closer

examination and discussion. First, the demographic data

indicated that the sample group was young to middle aged

(range of 26-58 years with a mean age of 38.8 years), married

(72%), and alm.ost evenly divided according to those with a

BSN or higher degree (46%), and those with diplomas or

associate degrees in nursing (54%). The participants

represented a wide variety of hospital types and types of

units within the hospital. Respondents had been in their

head nurse positions for varying numbers of years from less

than a year to more than ten years, and they each supervised

a mean of 15 full-time staff nurses. From these data, it

appears that the sample group was a fairly diversified one.

Perceptions of head nurses about the communication

behaviors most necessary for nurses to exhibit suggest two

important conclusions which are consistent with the

literature in nursing communication. First, respondents

perceived positive (or humanizing) communication behaviors

(m=4.14), in general, to be at least "quite important" for
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nurses to have. Secondly, the listening variable (in=4.58),

was perceived as the most important of the six variables for

nurses to have. The four items under this variable included

listening to others without frequent interruption,

understanding what others are saying, spending time listening

to others, and paying attention to what others are saying.

Responses to the second question regarding the

frequency with which nurses used negative (or dehumanizing)

communication behaviors indicate that nurses used these

behaviors "rarely" or "sometimes" (m=2.66). The negative

communication behaviors most often observed were related to

the listening variable. This variable included the following

four items: 1) interrupting others, 2) not understanding

what others are saying, 3) not paying close attention to what

others are saying, and 4) unwilling to listen to others. On

a five-point scale ranging from "practically never" to "very

often" (Form B, Appendix B), poor listening by nurses was

noted to occur slightly more often than "sometimes"(m=3.19).

These data indicate that although negative or dehumanizing

communication behaviors are not prevalent among nurses, there

is room for improvement, particularly in relation to

listening behaviors. Since listening was also perceived as

the most necessary variable, it is especially important that

nurses develop effective listening behaviors.
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Scores on the third question, which asked the

respondents to rate the degree of detriment negative

communication behaviors have on nurses' performance, revealed

that these negative behaviors were perceived as "quite

detrimental" to nurses' performance (m= 3.86). Again, the

highest mean score (4.21) was found to be listening. This

indicates that of all the communication variables,

ineffective listening is most detrimental to the nurse's

performance. The fact that use of negative or ineffective

communication behaviors was perceived overall as "quite

detrimental" supports the conclusion that the sample group

perceives effective interpersonal communication behaviors to

be an important part of nursing. The listening variable as

the most important of the six variables is also supported by

this finding. These findings are consistent with those of

Willmington (1986). The primacy of listening was noted

irrespective of the level of education, place of employment,

type of unit on which nurses worked, or number of years in

present position.

Limitations

This study was conducted to gain information regarding

perceptions of head nurses working on various units in a

variety of types of hospitals. When assessing the data, it
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must be remembered that the sample of convenience used was

relatively small. In addition, the sample was selected from

five hospitals in one region of the country. Therefore,

generalizing beyond this population must be done with

caution.

A second concern is that of assessing communication

behaviors of nurses through global perceptions of head

nurses. Staff nurses may perform differently in the presence

of the head nurse than when the head nurse is not present.

Observations made by the head nurse may not be a reflection

of the whole spectrum of behaviors, but rather a reflection

of opportunities to observe. The use of global judgment

without a specific observational schedule may yield distorted

or unstable responses.

Conclusions

The following conclusions are based on the findings of

this study:

1. Head nurses generally believe that a) effective

interpersonal communication behaviors are a very

important aspect of nursing and b) that the use of

ineffective or negative communication behaviors is

detrimental to nurses.

2. Listening was identified as the specific communication

category most necessary for nurses to exhibit, most often
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noted to be ineffective, and most detrimental to the

nurse's performance when it is ineffective.

Although the study was not designed to investigate

demographic characteristics in relation to perceptions of

head nurses regarding communication behaviors, the data did

show that level of education, place of employment, type of

unit on which nurses worked, and number of years in present

position did not influence the perceptions of head nurses

regarding communication behaviors.

Implications

Some implications can be identified for nursing

practice and education. First, although the crucial role of

interpersonal communication in nursing has been docvimented in

the literature, the specific behaviors needed by nurses

(excluding psychiatric nurses) have remained comparatively

ill-defined. It is important for nursing faculty to teach

those communication behaviors deemed necessary by

practitioners. Based on the findings of this study,

positive, humanizing communication behaviors, with specific

emphasis on listening behaviors, have been identified as an

important behavior which needs to be be taught to nursing

students in a systematic fashion.

Second, the findings have implications for Duldt's

humanistic nursing communication theory. When combined with
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the humanizing attitudes, "communing" is the interaction

pattern which characterizes nursing as humanistic. Communing

includes the elements of trust, self disclosure and feedback.

One must trust the nurse as a listener, hoping that she will

be hiimanizing in her attitude, will pay attention and

understand, and will use what she hears in a helpful and

caring way. Self disclosure is telling the nurse how one

feels, what one thinks, or what one believes; it is this

self-disclosure for which the humanistic nurse listens. For

the one who self discloses, it involves interpersonal risk.

If the nurse cannot be trusted to listen with humanizing

attitudes, then there is potential for loss and for

experiencing dehumanization (Duldt & Giffin, 1985; and Duldt,

1988). According to Patton and Giffin (1981, p. 367):

"A theoretical formulation of the trust paradigm in the

communication process includes both interpersonal and

intrapersonal trust;

1. Trust of a speaker by a listener, called

'ethos'...

2. Trust of a listener by a speaker, called 'sense of

psychological safety'...

3. Trust of oneself as a speaker... opposite of speech

anxiety...and

4. Trust of oneself as a listener."
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Listening, then, is an important component of communing.

According to this rationale, this study lends support to the

heart and core of Duldt's humanistic nursing communication

theory.

While data did not reveal an extensive use of

ineffective, dehumanizing communication behaviors by nurses,

it suggests that some improvement is needed. For example,

some respondents rated "paying attention to what others are

saying" as "very important," and "not paying close attention

to what others are saying" as very detrimental. The fact

that this behavior was observed "sometimes" may mean that

nurses generally recognize the value of attentiveness.

However, it could mean that a head nurse is not

willing to accept the nurse's failure to use this positive

behavior even "rarely" or "sometimes". If the nurse's values

and behaviors regarding communication were not congruent with

those of his/her immediate supervisor, the nurse could behave

according to the expectations of the immediate supervisor

only in her presence.

Recommendations

Based on the findings of this study, the following

recommendations for nursing research are presented:

1. Replication of this survey using a larger, random sample
of head nurses is needed in order to generalize the

findings to the nursing population.
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2. Further testing and refinement of the Communication

Behaviors Questionnaire and its relation to Duldt's

theory of h\imanistic nursing communication is needed.

3. A comparable study might be done to determine what staff

nurses perceive as the most important communication

behaviors for nurses to exhibit and whether their nursing

education included these variables.

4. Using an experimental design with random selection and

assignment of subjects to control and experimental

groups, a course in nursing communication based on

Duldt's theory of humanistic nursing communication needs

to be taught to the experimental group of nursing stu-

dents and a comparison made with the control group regar-

ing any communication behavior changes resulting from the

course. These behaviors could then be compared with

those perceived as most important by practicing nurses.

Siimmary

This descriptive study was designed to determine the

perceptions of head nurses about the communication behaviors

of nurses. The head nurses were of the opinion that

effective communication behaviors were quite important for

nurses to exhibit, particularly the ability to listen.

Nurses were not perceived as using negative communication

behaviors to a great extent, but there was a need to develop
effective listening behaviors.
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liuii l.s II Iiiuiuiul7lu|> lni:lui lliiit
Is au liiiialu iilciiiiiiil uf lliu
iiiusliii', piunns.s (iissiissiiiiiiil,
|iImiiiiIii|;, liii|il(iuiiuilalluu, aiiil
(ivnliialliiii) nuil iil lliii uuiiuiiii-
iiliailluii llial (iia.ius linlwiiau
iiiiisiis ami uliiiuls, iiiusiis ami

nii(\ iiursns nnd pluies*
sliiiial i:ulliia|>iiiis.
12. I''.valiialluu ul a |iiiir.uu‘s uwu
laiiiiiiiiuilcalluu r.l llls Is siilijm;-

valiui ul tliiiiiui; |>iviis sliiu:liua ami
syslaiii lu iiiiu's iiuvlimumiul.
II. lliiMiuiliif'; Ailla lu iliaaiii ul liuw
lliliiji.s auiiltl lia II ail waia |iaila(;t; ax-
|iai:liitluus, liupas lur luliiia.
7. Mliuu.slu);: Alila lu r.uiislilar iiiimai-
mis allaiiiiillvas, lm|ill(.iiliuus lur Ilia
liiliiia.

II. Sal) lla/lai:liii|¡: Alila lu lliliik iilimil
ami lalk aliiiiil sali, lallaul un luvii lia-
liavliir iiml iimlaisliiml sali, liiiily, lie-
liaviuis, ala. lluusaluiis ul Ilia axlslau-
liai alauiaiils (sau assiuu|iliiiu #2).
Ilulas;
Niiisa; A liiimaii lialii)', wliu |iraatlaas
muslu|',. Iiilarvaiilui; lliimi|’,li Ilia n|i-
|illi:alluu ul Ilia iiiiislui; |uuaass tu (la-
valup a |ilau ul liiusliii; aaiii lur a spa-
ailla aliaiil ur |;imip ul aliaiils. I lia
liiusn pussassas spaalal ailiiaalluiial
ami llaaiisiua aiailaiilials as icipiliail
liy sualaly.
(.'Haul; A liuuiiiii lialu); wliii Is axparl-
aiiaiii)' a aiiliaal Ilia situaliiiii, piilaiilial
ur aaliial. lia ur slia lins iiaail ul Ilia
saivlaas ul llin musa ami Is Ilia luaiis ul
Ilia uiiisiu|> piuauss. 'I lia aliaiil eau iiisu
lia saau lu iiialmla Ilia siippuil systaiii ul
iniiiily, liiamls, uuil su un.

l’aai: A musa liavlui; aipial slamiiui;
ur slaliis lu auulliar musa.

(lullaui'iia: A iiiaiiiliar ul auulliar piu-
(essloii wUli'vvliuiu iiuisi:s (.uuMliiiiitn
ami aullaliurala lu Ilia piaaliaa ul
muslui>--llial Is, pliysiaiaiis, iiiliiiiuls-
traliiis, iiiliiislnis, ami niaiiiliars ul

;i. l u Ilia (laipaa tlial Iriist, sali-
(lisalusiirn, ami laailliack uaciir,
lu lliat (laipaa liiiiiiiuiM.liii; aiiiu-
iiiiiulcalliiu ur aumiuuiilui; also
(lUUIKS.

‘I. lu Ilia avaiil umi tamis lu ax-

pailaiiau (Ialiiuiinul7.iu|; cuiiuiui-
iili.alluii—lliat Is, iuuuolu|>l(;al
miliar lliiiii (liiilu|>,laal cuiiiiiiuiil-
cnlluii, aalaj'.iulaal miliar lliiiii
imiiviiliiallslla, ami su uu—lliaii
uiio tamis lu iiiiivu uiiiwarri (uu
Ilia iiiuilall lu lira iiaxl palluru
ul liitaiaatluu. (Sua li|'iuu.)
5. lu nu liilarparsumil lalatluu-*
slilp ul liusl, sull'ilisalusura,
ami laailliaak, lu Ilia ilaipea llial
(laliuuiauUlui; cuiiiiuiiuianlluu
iillllmlas ara axprassail liy au-
ulliar, tu llial (la|>iau uiia luiuls
lu usa assailivauass ns u pallaili
ul lulaiaalluu.

I), 'ru Ilia (lajpaa llial nssaillvb-
uass lumis uul lu raasinlillsli
liiisl, sali (llsalusiiiu ami lead-
liaak, ami lu Ilia da|>iaa Huit
daluuuaul7.lu|’ cuiiiiuu ideal luir
nttiludas euiillmia lu lia ex-

piassad liy iimitliar. lu llial daijiuu
uiia lauds lo usa euuliuulalluu us

n pallarii ul euiiuuuulealiuu.
7. Tu llia daipaa llial euiilruuln-
Hull lauds nul lu rnastalilisli Iriisl,
sall'illselusiiru ur laadliaek, and
lu Ilia daipaa Huit daliuuinul7lu|;
euiiiiuiiiilealluii allllmics euu-

liiuia lu bu a.xprassad by nuulbar,

(l'J7',l), Kluika|>nnrd (1057), Mnsluw
(lOb'l), Maud (1U:M), Rugara oudTrunx
(1071), Salira (1057), l’iilluii nud (illliii
(1077), Ulillii uirU l’ullun (1074), uud
ull'iars.

;l. A|ipHeubllj|y'; Tills Ibaury Is raidis-
lie lu Hull II racogiil/.us Hio wuys lu
vvbleli iiursliig uud lianIHi enro sys-
laïus lira dribiiiiiniilzlug tu iitirsos, cil-
ouïs uud uHiara. Iluwovor, Il oiiiplia-
sizus Hio eliuieo ol Hio luiisu lu using
euiiiiuuiileulluii pullaiiis llial loud tu
bo liuiiiuiiM.liig. U Is au "is" Ibaury,
nul a "sliuiild" (liaory. Tlils Is also n
"siulu" Ibaury lu Hiul II ossiiiiias tliul
euiiiuiiiiiieulluii "liera oiid iiov;" euu

ebuiigo Hiu lulure.
4. (juiiorrillzubilily niul rigrceuiaul
ivllli kiiuivii (lulu; Tlio Ibaury Is do-
rivad Iruiii a bruiiil basa ul euiuiiiiiiil- - '

entiuii Ibaury oiul rasoureli. Il brings
lugotliar liiluriiinlloii nllau laiiglit lu
iiiirsliig eiirrieiila nud puis K luto a
eubasivu parspaelivo lliul Is liilomlud
lu bo inoro readily uiidorstoud uud
usod by iiiirsos.

Tlio Hicory Is uiibpio lu Hint II roeug-
iiizDS Hio iiagulivo, uiiplausniil ou-
euiiiilors iiursos ullaii liuvo lu clliiienl
praelleos, uml U provides u Iruiiiowuik.
lur dovelupliig mudos ol eopliig with
dabuiiiaiiizliig coiuuiuiileuHoiis.

5. Ilosauieli siippoil for llio (lieuiy.
n. Ou Iriisl by K. Cllllu (1007). Rxlaii-
sivo su|ipurt Iruiii spaakor credibility



Ar.ntiiniilltins ('.(inc.iipls llclc'illonslilii Slaliüiiniils Iwnliinllüii

llvn; nni'.li liullvlihinl iiiurI iniiko
Ilia nr linr own ilc.clBlnns nuil
c.linlr.iis nlmiil cniiuiniiilcnllnii
linitnvinr ninl ulinnsn In (.Iningfl,
(li iumtllnn n|inn Ills or linr nlill-
IIy In ullllzo iuoilliiick.
.|)nilvi;il /mill rjiiislni!;
r.l. I Ini |inr|ionn nl iiiiisini; Is In
liilnivdiin In nn|i|inil, iniilninin,
nivl niip.innnl lliii cllniil’s slnlo
nl liniillli.

I A lininnn linliip, (nnr.llniis ns n
uiili|iin, wlinlii Bysloin rns|innil-
liig n|innly In lliu ciivlrniiinciil.
í!||im:í(Í(; In llio 'I'licoiy:
ir>. llnnllli, snllslnyllimmill sue-
( ass In n paisnn's IHii mill
wink—In nllinr wiiiiln, llinl
I'liiDiiirs slnlo nl lining—Is ilo-
ilvml l[nni Icoling Iniinnn.
III. Dim lo llin Inirnnnr.rnlln nnil
riini|ilux nnlinn nl lliii |iriisiinl
lil'nilli enrn ilollvory syK'.niuF,
llniiii Is n liiniliiiiny lor niinnis
mill |iruliisslnnnls lu lin Irniiluil
In n iliilininmil7.liig iiinnnnr mill
In inliilo lo onn minllicr In a ilo-
iMiiiiniilzIng tiiQininr.

17. 11niiimilzliig iin'inins nl
(lOüMiiunicnlIon can 1)0 Innriuxi
mill r.mi rnlimicii Ilio iniiso's
nvvnronass nl mill .siinslllVlIy In
lliii r.llinil’s slnlo nl lioliig mill ol

Iiiiiillli r.mn piiilasslnns mnl t'.iiniiini-
iilly sutvico iigiincliis.

IJnising:'I Ini ml mnl 5r.lnni:ii nl piisl-
llvo, Inniimilslli: Inlarvinilliiii In lliii
nlimiging lionllli sinins nl liiinnin lin-
ln|',s Inluinr.ling In lliii unviinnniiinl nl
r.rllicnl lllii slliiiillnns. Ils iiluiiiiinls mo

c.inniiinnlcnllng, i:ming, mnl cnncliing.

Nursing proiicss: 'kills Invnives nsscss-
inoni, pinnning, lni|ilmnunliillan mnl
cvnlnnllun.

Ilctillli; Null's slnlo nl lining, nl lioroin-
Ing; oi soil nwiironnss. II is Inilicollvo nl
ono's nilopinlliin In llio unviinninmil.

linvlrnninonl: Ono's llinn/spaco/iiilo-
llnnslil)) cnnloxl.

(,'rillniil lifn sllinilion: A sllinilinn In
Viililr.li llicin Is 0 pniculvinl llnoni In
ono’s linnilli slnlo, In \vlili:li niio's ax-

Istcnllol slolii nl lioing Is soliiinl, ns In
I'.micor, clillillilrlli, nixiilmils, mnl so
Oil.

CnninninIcnIInn: A ilyiimnli: Inlorper-
sonni pincoss Involving r.oiillinnil
inliipliillon mnl inl|iislnn!nls liolwonn
Iwo or iiiotn liniiinii l)nin|'s ntgngcd In
lnco-lo-liii:ii Inliirncllons iliiiing wlilali
nocli poison Is cnnilniinlly owiiiu ol
llio nllior(s). A procoss cliinnclmlzoil
liy licing oxlslonllnl in nninrn, invulv-
Ing nn oxclimign ol nicmilng, concern-
Ing lads mnl Icclings, mnl Invulvlng

In lliol ilcgroo nno Imnis In nso
cnnilici losnlnlinn os n |iolloin ol
cninnninicolinn.

n. I'll llio (logreo lliol cnnilici
lonils mil In rocslnlillsli IrnsI,
soll-illsclosnro, mnl Imnllinck,
mnl In llio ilogioo lliol ilclni-
nionl/ing cnniinnnlco|lnn nlll-
linios conllnno In lio nxprossml
liy onnilior. In lliol ilogrco nno
luinis In Iciinlniilu llio lololion-
slilp liy si:|inioli(in.
9. To llio (Icgrco lliol Ininioiilz-
Ing cunniiiiiiicniinn iillllinlos
occur In o ruloHnnsliip, In llio
nviiiil nl saporolinn, llio rolo-
linnslilp con lio icsiiniod In llio
soiiio (liigicc nl cinsoncss ro|
goullcss nl llni soporolluii.
10. Tlio (logroo In wlilcli nmlrso
uses Innnoni'/.ing cnninninico-
linn. In lliol ilc|;ico will lliu inirrjf
tcccivo Ininionizing enninninig.;-
linn liuni olliors—clicnis, inrprs,
colleagues, and svi))oriurs
11. To llio (Icgrco lliol Olio Is
nwaio ol ono's own cliulccs
(mnl innilvus) iilioni Inloriiclldn
(laUorns and nlliludes, lo llud
degTuo ono Is nlilo Ui dovtdoji
r.otntn\nilr.nllun skills oiul lud)-
Ils wlilcli lend In liovo pruillcl-
olilo residís In cslolillsliing,
niolnininliig mnl lerniinolliig In-
loiporsniiol ruliillonsliips.

leseorcli In llio Hold ol spoccli cum-
imiiiicolinn,

li. loiirord (1971), ligon (1970, 1971)
nn sell-dlsclnsiiro and loodliock.

c, Nrmil (Iliildl)(1977) toiiiul lliol oiigor
(ixpiossod In llio mnliilononco mudo
lends In Increiiso group colieslvenoss
mnl molnliiln roUliunslilps liolwoen
nursing losk moniliors; llio desiriiclivo
modo nl nx|ircsslng migor lends lo do-
slroy reloliunslilps, decreasing produc-
llvily ond group allracllon.
d. Diildl (19112) Idculiried llio "anger-
dlsinoy" syiidrnmo as a com|ilax of
lieliovinrs nurses loud In disploy wlicn
receiving destriiclivo-modo anger (inm
ollicis, uspcclolly (rom suporlors.
0. Iluldl (I9II2) luuinl llial Iralning
wurksliups In cunimunicaliiig ulionol-
Ing inossoges, especially anger, tin-
creuses (eclings oi gulll and Increoscs
aworoniiss ol allmialliig pallcrns nl
cumiiiuiiicolinn. Uule-ploylng and re-
lieorsol also ossisl nurses in Improving
cuping.
0. Iinpoildiico lo llio Olscipliiio: Niirs-
Ing Is lining described as Inimanislic
by many innso milliors, bul low inirso
Ibeurlsis liovo tcnccled Ibis in llioir
Ibunrles oi innsIng. Tills Iboory Is not
Ininnded lo slond alono, bul oxplolns
in duloll only llio plinnoinonun ol
connnunicollon, II Is Inlonded lo servo

vvllli Ollier nursing llieorios lo oug-
muni and 'onlionce llio roalisllc appll-

00
00



111. 'llin p.nnl iif llin liiniinnlslln
i\iiisi) l.<i to liiniil: llio ('.(iiiiiiniiOi'ii'
iloii cV'li) <>l cliiliimiiiiit¿lM|; nlll-
liiiliis mill Inimm.lioii pnlliiiiis.
i(i|iln(:liip lliiisu vvllli nlliliiilns
mill iintloins tliiil liuiumiizo.
111. Inintpnrsoiinl cniiiiuunic.n-
Udii In llio iiinniin liv wlilc.li lliii
iiiii.no lincoiuiis liir.tiinsliiply sou-
nilivn to mill nwnrn of lliu t.linnt'n
fliiln o( liiilni;. ol llui (lyiiiniilc lo-
liillonslilp liiilwnnii llin clliiiil
mill Ills (ir linr mivliiiiiiniiiil, mill
III llin cllniil's ptiliiiillnl. „

(lliiliiplcnl coiiiiiiiiiilii);. II Diiiiliiliis llin
iiilliiwliip Eiil III iilllliiilns:

1 Innninizing nnUuninitl/ini;
conlinnnni

Oliilognu Ktiinolognn
Inillvlilniil Oalegiiiies
lliilisllc I'llllS
C.liiilcn nirecllves

I'.ipiiillly neginiliillon
I’lislllvo Itngniil Disiegaiil
Ac.cnplmicii liiiignient
I'anpiilliy Tolntancu

Aniliniillclly (ol Icellngs) Hole rlaying
(airing Cnrnliiss
Irrnplacenlilllly l^xpeiiilalillily
Inllnincy Isolalliiii
(àiping Helpless
I’ower I'oweiless-

lliiiiiaiilslli; r.iiiiiinuiiicniloii Involves
mi luvmniiuss iil llin iiiilipio climacicr-
Isllcs ol lining lininnn.
Dninnniinizing coinnninlr.nllon Ig-
norns llin uiilipin climiit:leil.sllcs ol lin-
Ing lininnn.
SnI ol Inlnriicllon I'nilctns ol Coniinn-
nioiillon;

Cinninnning: Dlnloglcnl, Inlliniiln coin-
innnicnilon Imlwonn Ivvo or mom

pnoplu; llin lieiiil ol linnimilsllo
connniinicnilon.

1. Trust: Onn piirson rnlying on
miolliur on iinollicr, ilskliig poInnUnl
loss In nlliiinpling to ui.liluvn n goiil,
wliiin llin oniconiu Is nncniliiln; nml
llin poinniliil lor loss Is grniiliir llinn
(ur gain II llin linsi Is vlulnleil.

ciililllly ol ollior llinnriiis In cllnir.ul
nnising. Tor nxiiinpln, llio pnllnrns ol
Ininriicllons mill llin iillllnilus ol tills
llieory wonlil nnlinnco nursing llin-
orlus Involving llin nnrsing proenss
mill llin cuniinunlcQlIng occurring
wllli Us opiiriilloniill/nllon. Also, llin
pnllnrns ol Inlornclion nnil nllilnilns o
llio iinrsii orn a signllicnni aspect ol
lliuriiponllc toncli tlioory anil vvonlil
anginunt llils lliuory us well.



(^nncniils Sliilcnunils I'waliinllou

2. .S(!l['(llsi:l(isiiiu; Itlsklni; ra|('.c:lloii In
liovv unn (eels, lliinks, mill eii

on, loi'iiiillntj ‘iiuio onti now" events. ,

3. reeilliiiek; Desr.illilng nnniliei's lie-
linvlur, liellels, nnil so on, pins glvlii);
one's eviilnallun or leelln|',s.
4. Asscitiveness: lüxpiessinp, one's
iieeils, Ihonplils, (eellni's or liellels In
0 (llrcel, lionesi, conriilcnl innnnor
while helni; respccllnl ol olheis'
llioni’hls, leelinps nr liellels: "nsseiling
with unihnnilclly."
fi. Coii/ronlnllon; I'rovlillni; leeillinck
iilioni nnolher pins leipieslliig a
(:liini|>n In Ills or her lieliiivlin: "con-
lionihi); with cm log."
0. Con|li(;l: Ileipihes n ileclsliin over
mi Issnn In which Ihein Is risk ol loss
ns well ns (losslhlo gnln. In which two
or luoio nllcniativos enn Un scloctnd,
(uul In wlilcli onn's vnliins nrii in-
volveil; "cunlltcting with illnhigno,"
7. Sepni(illon;'l hn end ol n lelntlonshlp
doe to chnngn, choice, or outside coin-
liiltinents; "sepnintton with sndnnss."
Note:'I rnst, sell dlsclosiirn, mid leed-
hack represent the center ol hnnimdstic
coniniiiiiicntliig—the cmitinl titpod.

o
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CCi£MUIíIC.\TrCN 3ZHAVX0RS QüZSXrONITAZRZ

Please i:adi.cata your" response to the following-statanents hy
cnaoictng the appropriate blanic space or writing in yotir answers.

I. Age: 2. Sex: 3. 2iarital Status:

Married
.□ivoroad/Separatad,
'Widowed • ■

4. Highest Level of Nursing Education: AU
Diplona
3SU
MSN

Educational Preparation other than nursing: No
(degrees in othar areas) Yas
(Zf yas, please describe)

6. Y"~a of unit where .

ycu currently work: radical unit
. surgical unit
critical care unit
ZP-
0?. ~
^^ ^ c s
obstetrics
Psychiatry
Other (please describe)

Nurber of years in
present position: less than 1 year

i - 3 years
3-6 years
f - 10 years
more-than 10 years

!. Nurber of full-tine staff nurses on your unit:
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rORK A

MOST NECZSSAR.Y COI'lMUNICATrCM HEHAVZCRS

Thi-S section is designed to discover your perception of tie
comiminication behaviors most necessary for nurses co exhibit according to
the fallowing scale;

5 - Very important
4 - Quite important
3 - Somewhat important
2 - Not very important
1 - tJnimcortant

T

Please respond to each communication behavior by placing the number
of the response which best describes your opinion on the line beside the
behaviopA.

LISTENING VARIABLES
Listening to others without ■■ Spending time listening to others
frsguent interruption Paying attention to what others
tinders tending what others are saying
are saying

MESSAGE VA-RIA3LES

Getting the point across ' Speaking from clearly planned and
ClSS.Xl’'* • Í.C2 2.S

staying on important subjects Showing a grasp of S'ubject matter

LANGGAGE VARIABLES

Gsing colorf’ul. descrip cive, Gsing correct gramar and
and incarsscing language pronunciatoon
Using verds efficiently using simple,

language
easy-to-unders tand

VOCAL VARIABLES

Speak ing without using Articulating words clearly
vocal distractors ("vou ;<ncw, " Talking wi th a oleasant voice

n n A •
. guality

Talking with vocal variety: Going vocal vol ume which is
rate. volume, pitch appropriate to condi tiens

PHYSICAL VARIABLES
tJsing facial expression Gsing eye contact
Gsing physical movement and
ÇSS CUZ'SS

STYLE/EMOTIONAL VARIABLES
Emoathicing; "feeling with" ■ Dealing with others in an
others objective and fair manner
Dealing with others tactfully Showing appropriate sense of
Showing personal warmth; making humor
others feel close to him/her Shewing friendliness to others



94

FORM 3

FP-ZQUZNCY OF NZCATZ'/Z COGiCNICATION BEHAVIORS

TÜ.3 section is designeà ts cLisccvev youz" pexcaiicicii c£ tc.v crtsn ycu
nacs the isidicacad cimicaaica beñavicr by aurses witbda tie pa.'sz cwa
weeJcs accaadiag to the followiag scale:

5 - Very of tea
4' •“ O£ ÍI sn.
3 - Sometines
2 - Rarely
1 - Practically never”*

t

Please respond to eacb conmmication bebavior by placing tba nunber
cf the response wñicñ best describes ycnr opinion on the line beside the
behavior*

LISTENING VARIABLES

Intarmpting others ' ' ' Not paying close attention to
Not understanding what others what others are saying
are saying CTnwilling to listen to ethers

MESSAGE V.ARIABLES
unable tc gee coimts across Having insufficient gras'o
cl early subject matter
Soeaking -i.n an unorganlred. Deviating too often
cr pccrlv clanned^ nanner insicnificanc snbjec as

LAiiGUAGE VARIABLES

Using poor grammar and/or Using -any words to say
pronunciation little

Using slang and/or
language-

vulgar Using words which
to understand

are d.

using diiLl or uninaginative
language

VOCAL VARIABLES

using vocal dis tractors ("you Talking in a monotone
know," "ah," "urn") ' Talking too loudly or too softly
Using-sloppy articulation Talking with an irritating voice

guality

PHISICAL VARIABLES

Using inadequate eye contact ■ Using too little physical move-
when speaking ment and/or gestures

Using distracting physical
mannerisms

st/le/e;íotiona_l
Unable or unwilling to "feel'
with" (empathioe) with others
Shewing closed-mindedness
towards - the ideas of others
H_7ing a “cold" personality;
unable to•make-pecóle feel
close to him/her

VARIA-BLES

Showing tactlessness in dealing
with achers
Unable to gain credibility with
others

Unable to resolve differences
with others
Showing an inappropriate
hurler

sense cz
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?OSH C

CET?.Z:-rE:;TAL EFEZCTS CF negative CCI-iMUx'TICATrON 3EHAVXCRS

This secsiou is designed to disccven your percepción of how
da trcnencal, when noted, the presence of this ccscnunication behavior is to
the nurse's perfomance according ho the following scal,a:

Very detrimental
Quite detrimental
Somewhat detrimental
Not very detrimental ,

Practically of no detriment

Please respond to each ccmmiinication behavior by placing the number
of the response which best describes ycur opinion on the line beside the
behavior.

LXSTE:JX2TG vaexaeles

Xntarrupting others ' ■ Net paying close attention to
Net understanding what others what others are saying
are saying Unwilling to listen to others

MESSAGE VARX.A3LES ■

Unable to gat points across Saving insufficient grasp
clearly " * subject natter
Speaxing in an unorganised, Uaviating too often to
or poorly planned, runner insignificant subjects

of

LuaI'TOw V

Using peer grammar and/or ' Using many words
pronunciation little
Using slang and/or vxilgar Using words which
language to understand
Using dull or unimaginative
language

wO say very

are difficult

VOCAL

Using vocal distractors ("you
:cncw,'' ’’ah,'* "um-’)
Using-sloppy articulation

VARIABLES

Talking
Talking
Talking
cuality

in a monotone

too loudly or too softl
with an irritating voie

P.SYSXCAL VAHX.A3LES
Using inadecuate eye contact Using too little physical move-
when speaking ment and/or gestures

■ Using distracting physical
mannerisms

STYLS/E2-ÍCTI0NAÍ
Unable or unwilling to "feel
with” (empathise) with others
Shewing closed-mindacness
towards the ideas of others..
Having a "cold" personality;
unable .to • make.-people feel
close to him/her

VARIABLES

Showing tactlessness in
with others
Unable to gain credibili
o cjisrs

Unable to resolve differ;
with others

Showing an inappropriate

dealing

wi

1 Q2

sense ofan

IDS
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October 20, 1987

Rachel Rewards

Rt. SI, Box 53 J
Newton Grove, N.C. 23366

near Ms. Ecaarcs: ■

Enclosed is a copy of the questionnaire I used to collect the data which
were che basis of r.y article in the Journal of Nursing Education.

This questionnaire is not copyrighted. Eo you can use it any way you
want, i.tcludinq c.tanginq it in any way to suit your purposes. Just please
do r.e two favors: (1) Send re a copy of the questionnaire you decide to
use, if it's a modification of mine; and (2) Send tie a copy of your results.

Best wishs in your research. I am looki.ng forward to hearing of your re-
suits.

Cordially,

S. Clay Nil Islington, Professor
Department of Speech

£r.c.

SCT/s^’^

DEPARTMENT OF SPEECH • COLLEGE CF LETTERS AND SCIENCE
THE UNIVERSITY OF WISCONSIN OSHKOSH •OSHKOSH WISCONSIN 54901 • (414) 424-4422

TH6 UNIViRSITY CP WISCONSIN OSHKOSH IS AN 60UAI. OPPCI7TUNirV-.iPrinMAnv6 ACtCN INSTtUnCN
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This study has been explained to me. I understand that it
is a survey of head nurses on the subject of communication and
that it involves no risk to the subjects. I also understand that
participation is voluntary and that individual responses will be
anonymous and confidential.

I agree to have Rachel Edwards come to this
facility and conduct the survey.

Director of Nursing:

Date :
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.March 7, 1988

Dear Head Nurse:

I am a graduate nursing student at East Carolina
University. I would appreciate your assistance in a study I am
conducting as part of the requirements for my MSN. It consists
of a survey of head nurses, most of whom observe staff nurses as
they interact with patients, peers and other members of the
health team. I would like to determine which communication
behaviors you believe to be most needed by nurses and how often
you have noted the use of ineffective communication behaviors
within the past two weeks. Also, I'd like to knov/ how
detrimental you believe the use of ineffective communication
behaviors are to the nurse's performance.

Please respond to the three survey questions by rating each
of the communication behaviors using the scale at the top of each
page. This should take approximately 15 minutes.

Your com>pleted .questionnaire constitutes permission to
participate in the study. Your responses are confidential, and
will not be identified in any v/ay. Do not write your name on the
questionnaire. If you would like a copy of the results of this
sur’/ey, please indicate this by signing the paper that will be
circulated.

Thank you very m*uch for your participation.

Sincerely yours.

Rachel Edwards


