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ABSTRACT

Hospitalization is generally acknowledged as a stressful event. Social support as

a coping resource has been shown to buffer the effects of stress. Prescribed visitation

rules are prevalent in many hospital settings. Specific to the hospital environment,

perceived or actual inadequate social support may heighten stress, increase susceptibility

to illness, and delay recovery in patients. Previous research related to visitation

preferences has focused on patients in critical care areas. The purpose of this study was

to explore and describe the visitation preferences of patients on acute medical units. The

conceptual framework was based on several theoretical perspectives related to social

support, including Cohen and Wills' (1985) Stress Buffering Model, which was built on

Lazarus and Folkman's theory of stress, coping, and adaptation, and Roy's Adaptation

Model.

A descriptive, correlational design was utilized to explore and describe the

visitation preferences of 128 adults hospitalized on three general medical units in alarge

tertiary care hospital in Manitoba. The relationship between perceived availability of
social support and perceived stress was also explored. Relationships among preferences

for visitation and perceived stress, and the variables of age, gender, marital status, socio-

economic status, ethnicity, illness severity, frequency of hospitalizatíon, and days

currently spent in hospital were also examined. Four research instruments

operationalizedthe key variables of visitation preferences (i.e., The HospitalizedPatient

Visiting Preference Questionnaire), perceived social support (i.e., The Perceived Social

Support Scale), and perceived stress (i.e., The Perceived Stress Scale). Chi-square non-

parametric tests, most notably, Pearson's, Breslow-D ay, and Mantel-Haenzel, were the

principal method of data analysis, parametric tests including independent t-tests,

ANOVA, and multiple regression and logistic regression analyses were also utilized.

The results of this study indicate that visiting hours do matter to patients in a

hospitalized environment. Although participants were satisfied with the current visiting

hours, flexibility to visiting hours was a preference shared by almost all study

participants. The inverse relationship between social support and stress in the hospitalized

adult was approaching significance. Certain factors significantly influence visiting

preferences, social support, and stress. Age was a significant factor in influencing
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visiting preferences; younger patients were more likely to prefer more frequent visiting.

Women were more likely to experience greater perceived stress than men in hospital.

Married patients were less likely to perceive low social support, and older patients (i.e.,

65 years and older) were more likely to experience perceptions of low social support.

The implications of this study primarily impact clinical nurses and administration

in promoting a therapeutic environment for patients. A cost effective way of promoting a

more therapeutic environment can be achieved by nurses regularly assessing the support

systems of the patient, and encouraging adequate access to social support within the

hospital unit as needed. Providing the hospital ized, patient access to the many dimensions

of social support may decrease stress, and increase patient satisfaction. Further research

includes the need for prospective longitudinal studies to determine the impact on patient

outcomes, such as length of hospital stay.



tv

ACKNOWLEDGEMENTS

I would like to acknowledge and thank those individuals who were instrumental in

helping me throughout this endeavour.

To my thesis committee members: Dr JoAnne Sawatzky, Dr. Michelle Lobchuk, and Pam

Robb, for their support and patience during this process. I would particularly like to

express thanks to Dr JoAnne Sawatzky, my thesis chair, for her availability, her constant

support, and untiring guidance with this project.

To the Medicine program directors at the Health Sciences Centre for their encouragement

and support.

To the Medicine program unit managers at the Health Sciences Centre for allowing me to

access and use their units, nurses, and patients.

To my research nurse, Diane Fitch, who was instrumental in recruiting I28 study

participants in a relatively short period of time.

To the clinical resource nurses (CRNs) and unit nurses of the medical units for working

with Diane and myself. I truly believe it is because of their interest in my study that I

was able to recruit alarge number of study participants.

To the medical patients, who expressed interest in my study, and took time to share with

me a bit of their hospitalization experience.

To the Manitoba Nursing Research Institute (lvtNRÐ for their assistance.

To Holly Thibert, for her computer editing skills.

To my family and füends, who listened patiently as I talked about my research study.

To my husband, conor Lynch, for his support and patience during this journey (and

assistance with editing this masterpiece).

Finally, to my mom, Anne Balagus, it was because of her experience in hospital that

focused my attention on the hospital unit environment and its impact.



TABLE OF CONTENTS

Abstract

Acknowledgments

Table of Contents

List of Figures

List of Tables

List of Appendices

Chapter 1: Statement of the Problem

Introduction

Purpose of the Study

Research Questions

Significance of the Study

Summary

Chapter 2: Conceptual Framework

Introduction

Stress, Appraisal, & Coping: Theoretical perspective

Stress

Appraisal

Coping

Social Support Theoretical Perspective

Stress Buffering Hypothesis

Adaptation

Roy's Adaptation Model of Nursing

Adapted Stress/ Adaptation Study Framework

Page

ii

iv

v

ix

X

xii

T

2

J

J

4

5

6

6

7

9

10

11

13

13

t7



Summary

Definition of Terms

Chapter 3: Review of the Literafure

Introduction

Summary

Chapter 4: Methodology

Introduction

Research Design

The Setting

The Sample

Data Collection Procedures

Measurement lnstruments

VI

t9

20

Stress

Stressful Events

Hospitalization

The Perception of Stressful Events

Influencing Factors on Stress perceptions

Social Support

Social Support and Hospit alization

Adaptation

Visitation Policies

Patient and Family Preferences for Visitation

Influencing Factors on Social Support

Visitation and Psychological Adaptive Responses

Visitation and Physiological Adaptive Responses

Visitation and Adaptive Outcomes

22

22

26

27

30

3t

JJ

35

35

38

42

44

44

47

51

52

55

55

56

56

57

60

60

60

Hospital Patient's visiting Preference euestionnaire-Revised

Revised Perceived Social Support Scale



vii

Perceived Stress Scale

Demo graphics Questionnaire

6t

62

63

OJ

64

65

Data Analysis Plan

Ethical Considerations

Summary

Chapter 5: Results

Introduction

Demographic Data

Research Questions

Illness Severity Measure

#1: lVhat are the visiting preferences and needs
for adults hospitalized on general medical units?

#2: What is the relationship between the patients'
perceived availability of social support and
their visiting preference?

#3: What is the relationship between the patients'
perceived stress and visiting preference?
between perceived stress and perceived social
support?

#4: Is there a relationship between the variables of
age, gender, marital status, socio-economic status
ethnicity, severity of illness, and
perceived social support, perceived stress,
and visiting preference?

#5: Is there a relationship between the variables of
Frequency of hospitalizatíon and the days
currently spent in hospital, and the patients'
visiting preferences, perceptions of social
support, and perceptions of stress?

#6: Is there a relationship between satisfaction with
current visiting hours and overall length of stay?
between perceptions of stress and overall length
of stay?

77

66

67

70

70

78

79

98

r05



vl1I

106Summary

Chapter 6: Discussion

Introduction

Demographic Data

Stressful Events : Hospitalization

Patient Preference for Visiting

Perceived Social Support

Perceived Stress

Level of Adaptation

Adaptive Outcomes

Summary of the Discussion

Limitations of the Study

Implications for Nursing

Clinical Practice

Nursing Administration

Education

Recommendations for Future Research

Summary

Conclusion

References

109

112

113

113

t20

t25

131

t36

737

139

742

t42

t46

149

150

1s3

t54

156



1X

LIST OF FIGURES

Stress Buffering Model

Roy's Adaptation Model

Adapted Stress/ Adaptation Småy Framework Model

Page

Figure 1

Figure 2

Figure 3

T2

14

tl



Table 1

Table2

Table 3

Table 4

Table 5

Table 6

TableT

Table 8

Table 9

Table 10

Table 11

Table 12

Table 13

Table 14

Table 15

Table i6

Table 17

LIST OF TABLES

Page

DemographicData 68

DemographicData'. Hospitalizations 69

HPVP #1: Visiting Hours Preferences 7I

HPVP #2:Preferred Visiting Hours Policy 72

HPVP #3: Patient Preferences 73

HPVP #4: Patient Preferences re: Exceptions to Visiting Hours 74

HPVP #5: Patient Preferences re: # of Visitors 74

HPVP #6: Importance of Visiting Hours 75

HPVP #7: # of Yisitors/day 76

Correlations of Key Study Variables with Demographic Variables 79

Cross-tabulation of Age Groups and Visiting Preference 81

Cross-tabulation of Socio-economic Status and Visiting Preferences 83

Summary of Logistic Regression Analysis for Variables
Influencing Visiting Preferences 85

Cross-tabulation of Age and Perceived Social Support 86

Cross-tabulation of Marital Status and Perceived Social Support 88

Cross-tabulation of Socio-economic Status and Perceptions of
Social Support 89

Summary of Logistic Regression Analysis for Variables lnfluencing
Perceptions of Low Social Support in Hospitalized 92

Analysis of Variance (ANOVA) for Visiting Preference and SES
on Perceived Status

Summary of Multiple Linear Regression Analysis for Variables

Table 18

Table 19

95



X1

97

Influencing Perceptions of Stress in the Hospitalized Adult
Participation

Table20 Cross-tabulation of Number of Past Hospitalization and
Perceived Social Support 101



xii

Appendix A:

Appendix B:

Appendix C:

Appendix D:

Appendix E:

LIST OF APPENDICES

Research Participant Information and Consent Form

Hospital Patient Visiting Preference Questionnaire- Revised

Revised Perceived Social Support Scale

Perceived Stress Scale

Demo graphic Questionnaire

t70

t73

174

176

T77



CHAPTER ONE: STATEMENT OF THE PROBLEM

Introduction

Hospitalization is, generally acknowledged as, a stressful event (Ahmadi, 1985;

Dennis, 1987; Leaske, 1998; Volicer& Volicer, 1977; V/ilson-Barrett, L976;1978). The

experience produces a stress response, requiring coping or adaptation (Volicer & Volicer,

1977). "Patients admitted to a hospital face many unknowns: a strange environment, a

new role, and unfamiliar persons; all must be dealt with at a time when illnesses may

impair the ability to make rapid judgments" (Dennis, 1987, p. 151).

The use of social support as a coping resource has been shown to buffer the

effects of stress upon health (Cobb, 1976; Cohen & Wills, 1985). ln spite of this, when

hospitalized, families and friends are generally separated from their loved ones, except

for the set visiting schedules/ hours implemented by the hospital and/or units. This

reshiction on social support may heighten anxiety and perceived stress, and increase the

patient's vulnerability to psychological and physiological problems (Holl, 1993). At a

time when cost containment is a critical issue for the Canadian health care system, and

research evidence indicates that medical/ surgical patients with psychological problems

have longer hospital stays (Fulop, Strain, Vita, Lyons, & Hammer,1987), the reduction

of stress in hospital patients should be a nursing priority.

Previous research has shown positive effects of open, or unrestricted, visitation on

patients and their families within critical care units, such as coronary care (CCU),

intensive care (ICU), and post anathesia care units (PACU) (Hamer, 1996; Holl, 1993;

Makielski, et a1., 1986; Vogelsang,lgST). However, no research has been done on the

effects of visiting on adult patients admitted to non-specialized areas, such as general
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medical units. ln addition, very little research has been undertaken to explore the visiting

preferences of this patient population during the hospitalizatíon experience.

The profession of nursing has traditionally focused on a holistic approach to

patient care, with the goal to promote a therapeutic environment, adaptation, and

ultimately recovery from illness (Riehl & Roy, 1974; Simpson, 1991). "S_ituations of

particular concern to nursing are those where environmental changes strain the person's

coping mechanism, that is, situations where unusual stressors or weakened coping

mechanisms make a person's usual attempts to cope ineffective" (Tomey & Allgood,

1996,p.157). Specific to the hospital environment, changes in pattems of social support

may strain coping mechanisms. Therefore, to facilitate coping and adaptation, and to

promote a therapeutic environment, it is important to determine the relationship between

visitation preferences and perceived stress related to their hospitalization. Patients are the

best source of information about themselves (Engel, 1980); thus, exploring the

hospitalized patient's perceptions and needs is an important step towards achieving such

an environment.

Purpose of the Study

The purpose of this study was to explore and describe the hospitalization

visitation preferences of patients on general medical units. The relationship between

perceived availability of social support and perceived stress was also explored. As well,

relationships among preferences for visitation and perceived stress, and the variables of

age, gender, marital stafus, socio-economic status, ethnicity, severity of illness, frequency

of hospitalizatíon, and days currently spent in hospital were examined within this patient

population.



Researclt Questions

1) What are the visitation preferences and needs for adults hospitalized on general

medical units?

2) What is the relationship between the patients' perceived availability of social support

and their visiting preference?

3) What is the relationship between the patients' perceived stress and visiting

preferences? Between perceived stress and perceived social support?

4) Is there a relationship between the variables of age, gender, marital status, socio-

economic status, ethnicity, severity of illness, and visiting preferences, perceived social

support, and perceived stress?

5) Is there a relationship between: frequency of hospitalizations, and days currently spent

in hospital, and the patient's preference for visitation, and perceptions of social support

and stress?

6) Is there a relationship between satisfaction with current hospital visiting hours and

overall length of stay? Between perceived stress and overall length of stay?

Signíficance of the Study

Hospitalization is a stressful event. There is evidence in the literature that

suggests an increase in stress can increase one's susceptibility to, and advance

progression of, both physical and psychological illness. A primary goal of nursing is to

enhance the patient's adaptation to, and recovery from, illness by promoting a therapeutic

environment.

Social support is an effective adaptation strategy. It has been consistently

acclaimed as a moderator of stress, as well as a predictor of improved health outcomes
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within the stress and illness research (Cohen, Tyrell, & Smith, l99t; Vedehara, Shanks,

Anderson, & Lightman, 2000). Access to social support may, however, be perceived as

lacking by hospital patients. Prescribed visitation rules are prevalent in many hospital

settings. Perceived or actual inadequate social support access may heighten stress,

incr-ease susceptibility to illness, and delay recovery,

Interventions that reduce stress have been shown to decrease patients' length of

stay and patient care costs (Poole, 1993). ln today's world, hospitals are constantly

searching for better ways to improve patient outcomes, increase patient satisfaction, and

decrease costs (Rowland, Russell, Richards, & Sullivan, 2001). Accordingly, hospital

administrators and nurses must gain insight into the needs and preferences of their

patients. Understanding the effect of the hospital environment on the patient, captured

through the perceptions of the patients, is an important and cost effective approach that

may accomplish nursing's goal of optimal patient outcomes.

Summary

The event of hospitalization is generally acknowledged as a stressful event.

Social support has been recognized to be effective as an adaptation strategy in the face of

stress. Identifying needs for access to social support in the hospital environment through

patients' perception of their visiting preferences, including variables that influence those

preferences, as well as their perceptions of social support and stress, will facilitate the

development of nursing strategies to anticipate and meet patients' needs in a hospitalized

unit environment.



CHAPTER TWO: CONCEPTUAL FRAMEWORK

Introduction

The focus of this study is based upon, and guided by, several theoretical

perspectives related to social support, including the works of Lazarus and Folkman

(1984), Cohen and Wills (1985) and Riehl and Roy (1976).

The Stress Buffering Model (Cohen & ìVills, 1985) is built on Lazarus and

Follanan's (1984) theory of stress, coping, and adaptation. In this framework, social

support is viewed as a coping strategy in the face of stress. Because concepts used within

the framework were not defined, Selye (1965) andLazarus and Folkman's (1984)

definitions of the concepts of stress, appraisal, and coping are being utilized for this

study.

Roy's Adaptation Model (Riehl & Roy, I976), which is a nursing theory, was also

utilized. According to this theory the key principle of adaptation is located in the

interaction of the person and the changing environment. The theory explains adaptation

in terms of inputs (stimuli), feedback processes (coping mechanisms), and ouþuts

(responses) charcctenzing the process of adaptation. This framework emphasizes

adaptation, which is closely linked with the concept of health (Fitzpatrick & Whall,

t9e6).
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Stress, Appraisal & Coping: Theoretícal Perspective

Stress

Stress is an inevitabie aspect of life, but what makes the difference in adaptive

outcomes is how one copes with stress. (Lazarus & Folkman, 1984). Regarded as the

pioneer of stress research, Hans Selye was the first to identiff three components of stress:

the stressor; the physiologic or chemical disturbance produced by the stressor; and the

body's adaptation response to the stress. The stress response, or the general adaptation

syndrome (GAS) as Selye named it, is "an orchestrated set of bodily defences against a

stimulus which involves disruption in the neryous system, the endocrine system, and the

immune system" (Shelby & McCance, 1998, p.257). Further research showed that the

physiologic stress response is also elicited in response to psychological or emotional

stress (Shelby & McCance, 1998). Within the literature, stress is conceptualized as a

stimulus, or an external force, that "happens" to the person, causing strain in the person;

or, more commonly, as a þhysiological or psychologrcal) response to a stimulus, or

stressor (Cohen & Wills, 1985). This response definition has been more prevalent in

biology and medicine (Lazarus & Folkman,1984).

Stress is not an independent entity, but rather a system of " interdependent

processes that are moderated by the nature, intensity, and duration of the stressor, and the

perception, appraisal and coping efficacy of the affected individual, which in tum

mediate the psychological and physiologic response to stress" (Shelby & McCance,1998,

p.298). This transactional model of stress, as delineated by Lazaras and Folkman

(1984), focuses on the relationship between the person and the environment. Stress is

defined as "a relationship between the person and the environment that is appraised by
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the person as taxing or exceeding his or her resources and endangering his or her well

being" (Lazarus & Folkman,t984,p. 19).

Stressors can be discussed as three types: major changes affecting alarge number

of people, often cataclysmic, such as in war or a natural disaster; major changes affecting

one or a few people, such as a job loss or illness; and daily hassles. Though far less

dramatic, these daily hassles, such as a disagreement with a spouse or feeling lonely,

arise from daily living. Thus, these daily hassles play an important role in adaptation and

health (Lazarus & Folkman, 1984).

Lazarus and Folkman (1984) focus on the duration, rather than the intensity of the

stressor, and discuss stressors as: acute, time limited stressors (e.g., waiting for surgery);

stressor sequences, or series of events that occur over an extended period of time (e.g.,

divorce or bereavement); chronic intermittent stressors, which may occur on a daily,

weekly, or monthly basis (e.g., conflict-filled visits to the in- laws); and chronic stressors,

which may be continuous or persist over a long period of time (e.g., disabilities).

The transactional model of stress takes into account the person's characteristics as

well as the nature of the environment. What is stressful for one may not be stressful for

another. Whether or not the relationship between the person and the environment is

stressful hinges on the person's cognitive appraisal or perception of the situation (Lazarus

& Folkman, T984).

Appraisal

Cognitive appraisal is a continuous evaluative process of categorizingan

encounter, based on its significance for well-being(Lazarus & Folkman,7984). There

are two types of appraisals: primary and secondary. Primary appraisals involve judgments
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that the encounter at hand is irrelevant, benign-positive, or stressful. Stressful appraisals

can take three forms:harmJ loss, threat, or challenge. Harrn/ loss refers to damage the

person has already sustained. Threat refers to anticipated harms or losses, and challenge

refers to events that hold the possibility for mastery or gain. These judgments involve

questions such as, "Am I in trouble?" (Cohen, Underwood, & Gottlieb, 2000).

Secondary appraisal is a judgment concerning what can or might be done. It is an

evaluative process about whether the coping option will accomplish what it is supposed

to, and the consequences of using a particular coping strategy. This process involves

questions such as "What can I do about it?" (Cohen, Underwood & Gottlieb, 2000).

Lazarus and Folkman (198a) identifu two personal characteristics that are central

to cognitive appraisal: commitments and beließ. Commitments are expressions of what

is important to people. "The deeper the person's commitment, the greater the potential

for threat and challenge" (Lazarus & Folkman,1984, p. 80). Beliefs, on the other hand,

are pre-existing notions with which the person determines "how things are" (Lazarus &

Folkman, 1984). Beließ about personal control, situational control, and existential

beliefs are relevant to the process ofappraisal.

Situational factors also affect appraisal and are relevant when considering their

influence on the process. Lazarus and Folkman (1984) take into account two factors of

the nature or characteristics of the event; novelty (e.g., not yet experienced), and

predictability, or event uncertainty. Event uncertainty introduces the notion of

probabilities when the outcome of the event is not known. What may or may not happen

as a result of event uncertainty leads to individualized, subjective judgments of the event.



These characteristics of the event affect the appraisal of the situation as being athreat,

and thus, the degree or level, of stress experienced in individuals.

Temporal aspects of the event or situation also impact on the process of appraisal

and must be considered. Temporal aspects include: imminence (e.g., the amount of time

before the event occurs); duration (e.g., how long the event will persist); and time

uncertainty (e.g., when the event will occur). Equally as important, with regard to time,

is when the event occurs within the individual's life- cycle. Events that happen earlier or

later than expected, over the individual's lifetime, impact on the process of cognitive

appraisal (Lazarus and Folkman, 1984).

Thus, processes within the person (i.e., commitment and beliefs) and within the

environment (i.e., nature, certainty, and timing) have an effect on the transaction of

appraisal (Lazarus & Folkman, 1984). These processes also affect how the individual

adapts or copes with the event.

Coping

Coping is defined as "constantly changing cognitive and behavioural efforts to

manage specific external and/ or intemal demands that are appraised as taxing or

exceeding the resources of the person" (Lazarus & Folkman, rg}4,p. lal). Coping is

determined by cognitive appraisal. How one actually copes depends on the resources

available and the constraints that inhibit use of these resources. One important coping

resource is social support.
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Social Support: Theoretical Perspective

The concept of social support has been acknowledged as significant to one's well-

being for some time. Perhaps one of the earliest indications of the importance of social

support to health was Durkheim's classic study of suicide, which was conducted over one

hundred years ago. Studying the suicide rates of many countries, and the difflerences

between countries and groups with consistently stable rates of suicide, Durkheim

concluded that individual pathology was related to a lack of social integration, and,

consequently, that social integration is critical to health and well being. Without these

ties to society, loneliness, isolation, and anomie are experienced (Berkman, Glass,

Brissette, & Seeman, 2000). Wittrin the literature, social support has been consistently

related to improved adaptation to stressful circumstances such as: physical loss, illness,

and hospitalization (e.g. Bloom,1982; Cobb, 1976; Cohen & Wills, 1985; Tumer, 1981).

Social support is a multidimensional concept, referring to interpersonally

supportive behaviours and relationships (Tilden, 1985). This construct can be broken

down and defined under four sub-concepts: emotional support (e.g., provision of esteem,

affect, trust, concem, listening); appraisal support (e.g., affirmation, feedback, social

comparison); informational support (e.g., advice, suggestion, directives, information);

and instrumental support (e.9., aid in kind, money, time, labour). Although these

functions of support can be defined separately, they are not usually independent (House,

Robbins, & Metzner,1982). For the pu{pose of this study, social support referred to the

support generally available to the hospitalized patient, and included: the informal

emotional and appraisal support from friends, families, and loved ones. Formal

informational support provided by professionals such as therapists, strangers who are in
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support groups, and instrumental support (e.g., aid in kind, money, time, labour), was not

included.

Research has identified social support as an antecedent or intervening variable in

a variety of health-illness states (Tilden, 19S5). Social support is thought to affect mental

and physical health through its influence on emotions, cognitions, and behaviours. Social

support assists in the regulation of emotional responses. "Failure to regulate these

responses contributes to psychological problems and can trigger health relevant changes

in responses of neuroendocrine, immune, and cardiovascular systems" (Cohen, Gottlieb,

& Underwood,2000, p. 10).

In the case of physical illness, social support is thought to play a role in the risk

for, progression of, andrecoveryfrom physical illness. Thehypothesis is that social

relationships influence behaviours that have implications for health such as: diet,

smoking, sleep, and adherence to medical regimes (Cohen, Gottlieb & Underwood,

2000).

Stres s Buffering Hypothesis

The Stress Buffering Model (Cohen & Wills, 1985; see Figure 1) proposes that

social support is related to well being, particularly for persons in times of stress. It is

termed a buffering model, because it posits that, "support buffers or protects persons

from potentially pathogenic influences of stressful events" (Cohen & Wills, 1985, p.

310). In keeping with the cognitive tradition of the stress and coping perspective, stress

arises when one appraises the situation as threatening or demanding. Characteristic

effects of a stress appraisal include: "negative affect, elevation of physiologic response

and behavioural mal-adaptation" (Cohen & Wills, 1985, p.12). .Thus, social support
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protects or buffers individuals against the adverse effects of stressors by leading them to

interpret or appraise stressful situations less negatively. Conversely, less social support is

hlpothesized to lead to more negative appraisals, greater emotional distress, and

ultimately to illness (Lazarus & Folkman,7984).

Perceived or Received Availability
ofSocial Resources

Benign

I

Stressful event +++ - Appraisal ++++ StresS Appraisal-++++ Negative Cognitive/---** IIInessr ,f,:,:ì:iäilf;ïåiï,
perceived or Received Availability 

Responses

ofSocial Resources

Figure 1. The Stress Buffering Model (Cohen & Wills, 19S5)

According to Cohen and Wills (1985), social support may play a role at two

different points in the causal chain linking stress to illness. Support may initially

intervene between the stressful event and a stress reaction by preventing a stress appraisal

response. "The perception that others can and will provide necessary resources may

redefine the potential for harm posed by a situation" (Cohen & Wills, 1985,p.312).

The availability of social support resources may also intervene between the experience of

stress and the onset of a pathological outcome by reducing or eliminating the stress

reaction and directly influencing physiologicaV behavioural processes, as well as

cognitive and emotional responses.

A key component of this model is that ítisthe perception that others will provide

resources when they are needed that is central to stress buffering. "Whether or not one
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actually receives support is less important for health and adaptation than one's belief

about its availability" (Cohen, Gottlieb, & Underwood,2000, p. 7).

Adaptatíon

Defined as the "the process by which an organism or species becomes suited to its

environment" (Canadian Oxford Dictionary, 200l, p. l 4), adaptation can be understood

as a process by which we adjust to our environment. In order to adjust, a method or

strategy must be accessed. One's health can be reflective of how one interacts and adapts

with a constantly changing environment (Fitzpatrick & Whall,1994). According to Riehl

and Roy (1976), effectively adapting to one's environment "promotes integrity relative

to the goals of the human system such as survival, growth, mastery, and reproduction;

thereby promoting overall health. These adaptive responses free energy from ineffective

coping. Freeing of this energy can promote healing and enhance health" (Fitzpatrick &

Whall, 1996,p.161).

Roy's Adaptation Model of Nursing

According to the Roy Adaptation Model (Riehle & Roy, 1975; see Figure 2),the

person is defined as a living, complex, adaptive system in constant interaction with the

environment. Health and illness are viewed as a process, and an inevitable dimension of

a person's total life experience. White illness results when coping mechanisms are

ineffective, health ensues when a person continually adapts to his/ her environment

(Riehl & Ro¡ 1976).
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Figure 2 The Roy Adaptation Model ( Fitzpatrick & Whall, 1990, p. 160).

The person is an adaptive system, which has inputs of stimuli coming from the

external environment, as well as from within the person (i.e., the internal environment).

Ouþuts are behavioural responses that serve as feedback. ln the model, complex conhol

processes, named the regulator and cognator, are viewed as acquired mechanisms for

coping and adapting. These processes are also responsible for the formation of

perception to stimuli (George, 1995).

According to Roy's Model, the environment encompasses all the conditions,

circumstances, and influences surrounding and affecting the development and behaviours

of persons. It is a changrng environment that stimulates the person to make adaptive

m;l[îl
E

Physio-
logical

Self-
Co_ncept

Inter-
Dependence



15

responses. Factors or stimuli in the environment that affect the person are categorized

into three classifications: focal stimuli, which are the stimuli immediately confronting the

person; contextual stimuli, which consist of all other stimuli within the person's present

internal and external world that can be identified as either having a positive or negative

effect; and residual stimuli, which are intemal and extemal factors, such as beließ,

attitudes, and traits which may be relevant to the present situation (George, 1996; Riehl &

Roy, 1976).

As an open, living system, a person receives stimuli from both the environment

and one's self. The person's response is determined by six subsystems, including two

mechanisms and four modes. Roy uses the term coping mechanisms to describe the

control processes that input the stimuli, and output the responses or behaviours. These

complex control processes are called the regulator and the cognator. Considered to be the

primary subsystems, which make up the person as an adaptive system, "the regulator

controls the transmissions which are chemical, neural, or endocrine in nature. Many

physiologic responses can be viewed as regulator system responses"(George, 1996, p.

255). The cognator control processes are "related to higher brain function, including the

functions of interpretation, judgement of the situation and emotion"(George , 1996. p.

255). It is through these two subsystems that the process of perception is found, allowing

the person to interpret the stimuli, and respond with behaviour. Behavioural responses

(i.e., output) can be adaptive or ineffective.

According to Roy's Model, the responses or behaviours resulting from the

regulator and cognator activity can be observed through four modes, which make up the

subsystems (Fitzpatrick & Whall, 1996). These four modes are the ways a person adapts



16

to his/ her environment. First and foremost, a person adapts to his/ her physiologic needs.

This adaptive mode is associated with the way a person responds physically to stimuli in

the environment. "Behaviour in this mode is the manifestation of the physiological

activities of all the cells, tissues, organs, and systems comprising the human body

(Tomey & Allgood, 1996, p. zaQ.

Second, a person's self-concept adaptive mode encompasses psychological and

spiritual aspects of the person. Knowing who one is, or can be, is determined by

interactions with others. The third mode is the role function adaptive mode. These are

the roles and functions a person has in society. Knowing one's self, in relation to others,

is necessary in order to adapt one's perfonnance based on given positions in society. The

way one performs these duties is constantly responsive to extemal stimulation (Riehl &

Roy, 1976). Finally, in relation with others, a person adapts according to a system of

interdependence. This is the way a person adapts, by seeking attention and affection

through emotional support from relationships. This mode refers to access and use of

social support (Tomey & Allgood,1996).

Thus, the person, as a whole, is made up of these six subsystems. The subsystems

are interrelated to form a complex system for the pu{pose of adaptation. The profession

of nursing is concerned with the person as a total being in the interaction with a changing

environment and the responses to internal and external stimuli that affect adaptation.

Moreover, the role of assisting the person's adaptation by managing the environment is

unique to nursing (Riehl & Roy, 1976).
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Adapted Stress/ Adaptatíon Study Framework

The aforementioned theoretical perspectives guided the current study.

Accordingly, a conceptual framework was configured to reflect how these perspectives

addressed the resea¡ch hypotheses (see Figure 3).

Figure 3 Adapted Stress/ Adaptation Study Framework Model

The patient is faced with the stressful event of illness and subsequent

hospitalization. It is hypothesizedthatperceived and acfual availability of social

resources within a hospitalized setting will buffer the perception of stress. The stressor or

daily hassle of prescribed rules and routines, including a set visitation schedule, may

compound the stressfulness of hospitalization. Prescribed visiting hours, as implemented

by the hospital/ units, may be perceived by the patient as limiting access to his/ her social

support system. This may lead to behaviours and responses such as increased perceived

stress, and consequently, to emotional and physiological distress and ultimately to

decreased adaptation.

Level
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Adaptation

Psychological
Responses

Physiologic
Responses

Adaptive
Outcomes

(Patient
Satisfactior/

Length of
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Access to social support within the hospital setting is currently dictated in the

form of visiting hours. If the unit prescribed visiting hours (i.e., the environment) fulfills

the patient's social support needs, this will be reflected in the patient's perception of

adequate availability of this stress buffering resource, whether or not they actually

receive it. The perception of adequate access to this resource will "buffer" the stress-

illness relationship. This would then potentially lead to decreased perceived stress.

Adaptive outcomes, such as patient satisfaction with the unit's current visiting hours, less

psychological and physiological health problems, and ultimately, adecreased length of

hospital stay would follow.

The perceived stress experienced by the patient may depend on internal and

external factors, which the Roy Model (Riehl & Roy, T976) describes as contextual

stimuli. These factors could include: age, gender, socio-economic status, ethnicity,

seriousness of illness, years since last hospitalization, and type of hospital unit. Previous

research has shown that these factors have a significant impact on the stress patients

experience within hospital settings (Dohrenwend,1973; Fajemilehin & Fabayo,l99l;

Makielski, et al., 1986; van Servellen, Lewis, &Leake,1990; volicer & Bums,1977;

Volicer & Volicer, 1977).
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Summary

ln summary, the theoretical perspectives utilized in this study focus on the

importance of appraisal, or perception, of the person in the environment, and the

relationship to adaptation; therefore, the adapted framework highlights this appraisal

perspective. Social supports, and its importance to one's overall health and adaptive

responses, are also highlighted within these theoretical perspectives. Thus, social support

is also highlighted within the study's framework.

Social support is a coping mechanism that may influence the stress appraisal and

lead buffering of the stress-illness response. The question of whether the hospital's

currently prescribed visiting hours (i.e., access to social support) provided adequate social

support to reduce perceived stress was explored. Visiting preferences and needs were

also explored.

According to the study framework (see Figure 3), it was hypothesized that

hospitalized patients who perceived the availability of social support (i.e., visiting hours)

as adequate, would have greaterperceived social support, less perceived stress, and

enhanced adaptive outcomes such as: patient satisfaction with current visiting hours, and

an overall decrease in patient length of hospital stay, when compared with patients that

perceived the availability of social support as not meeting their needs/ preferences.
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Definitions of Terms

Stressful event

e { stressful event is defined as hospitalizationdue to illness. Stressors in this

study included a major change affecting a person (e.g., illness), a new

environment, and the daily hassle of the hospital environment, including rules and

routines, such as visitation hours. These stressors compound the stressful event

(hospitalization).

Perceived stress

o Perceived stress is defined as the cognitive process of appraising the environment,

and its evaluation by the person as perceiving the situation or event as taxing or

exceeding their resources (Lazarus & Folkman, 1984).

Social support

o Social support is defined as informal support provided by friends, families, and

loved ones, rather than support provided by professional helpers. It is a coping

resource.

Visitation

o Visitation is defined as the presence of family members or significant others with

the patient in hospital (Poole, 1993). It is a measure of social support.

Psycholo gical Adaptive Responses

c These are defined as psychological responses to a stress appraisal. These would

include the person's selÊreported perceptions and expressions of stress. Anxiety,

as a response, is related to stress, is considered a negative emotional response

(Spieberger, 1983). Decreased perceived stress levels, as reported by the patient,
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would also be considered a positive and adaptive response. Expressions of anger

and hostility are considered to be negative responses ofa stress appraisal.

Conversely, expressions of satisfaction would be considered to be positive

emotional resp onses to hospitali zation, thus, indi cating adaptation.

Physiolo gical Adaptive Responses

o These responses are defined as "...responses that are directly observable and

measurable motor and verbal behaviour" (Mitchell, Gallucci, & Fought, 1991).

Behavioural responses to stress can be measured and recorded. These elevated

stress responses can hinder recovery from illness. Therefore, the level of

physiological adaptation may be reflected in increased length of hospital stay.

Illness severity can also be measured and summarized through a numerical

classification system. Thus, positive physiological adaptive responses in

hospitalized patients would be reflected as a decrease in hospital lengfh of stay,

particularly in patients with an elevated illness severity score.

Adaptive Outcomes

o Adaptive outcomes are defined as positive physiological and psychological

adaptive responses. Therefore, adaptive outcomes include patient satisfaction

with current hospital visiting policy and decreased length of hospital stay.
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CHAPTER THREE: REVIEW OF THE LITERATURE

Introduction

The following review of the literature begins with a focus on stress, and includes

stressful life events, hospitalization, and the perception of stressful event. This is

followed by a review of the social support literature, including the importance of social

support to the hospitalized patient, and a discussion of visiting poticies, which tend to

constrain the use of social support. Also included within the review are patient and

family preferences for hospital visitation. Research on the effects of unrestricted visiting

on adaptive psychological and physiologic responses and outcomes follow. It must be

noted that all studies reviewed were conducted in specialized units within the United

States (U.S.).

Stress

Hans Selye (1965) was one of the first researchers to conceptualize stress as a

response to an environmental stressor. In his research, he noted a series of predictable

pattems of physiologic changes that occurred when exposed to physical or emotional

stimuli. He named this response the general adaptive syndrome (GAS).

This non-specific, physiologic response consists of interactions among the

sympathetic branches of the autonomic nervous system (ANS) and the pituitary and the

adrenal glands. This complex pattern of responses is the way the body defends against a

stress stimulus (McCance & Huether, 2000).

According to Selye (1965), there are three successive stages in the development

of the GAS. The first stage is "the alarm stage."
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In this beginning stage, the stressor is sensed by the central nervous system

(CNS), and actions by the pituitary gland and the synpathetic nervous system (SNS) are

mobilized to defend against the stressor. This physiologic response to stress has often

been referred to as the "flight or fight" response. Physical symptoms of this reaction are

primarily those noted by SNS stimulation such as: an increase in blood pressure (Bp),

heart and respiratory rate, pupil dilation and perspiration, as well as a decrease in

gastrointestinal motility. Typical behaviours noted during this stage are complaints of

nausea and feelings of anxiety (Lewis, Heitkemper, Dirksen, 2000).

The second stage is "resistance or adaptation." During this stage, physiologic

reserves are mobilized to increase resistance to the stress. Although few new physical

signs are noted, hormones and steroids including the adrenal hormone coritsol, as well as

norepinephrine and epinephrine, are excreted in an attempt to adapt. (Lewis, Heitkemper,

Dirksen, 2000). Cortisol is a hormone that mobilizes substances needed for cellular

metabolism, which affects glucose and protein metabolism. Cortisol also acts as an

immunosuppressant. Epinephrine and norepinephrine are catacolemines, which have an

influence on cardiac action and ouþut. These catacolemines increase heart rate, Bp, and

the force of cardiac contraction, thus, increasing cardiac workload. Their actions also

impact on increasing glucose, triglyceride and cholesterol levels in the body, and

decreasing gastrointestinal motility (McCance & Huether, 2000).

The third and final stage in the GAS, is "the stage of exhaustion." According to

Selye (1965), ifthe stressor continues, and the energy reserves are expended or not

successful in resisting the stressor, exhaustion occurs. V/ithin this stage, impairment is

noted in the function of the immune response; consequently, if the stressor is severe
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enough and applied for an extended period of time, multi-system failure will ensue.

Ultimately, death will occur (McCance & Huether, 2000; Selye, 1965)- This state of

exhaustion is one that Selye (1965) believed marked the onset of "diseases of

adaptation." Selye's (1965) focus on the physiologic stress response provides a

fundamental understanding of the physiologic adaptation that occur when experiencing

stress.

Over the last five decades, research evidence of the association between stress and

illness has steadily increased (Kagan &Levi,1974; Nussbaum &. Goreczny, T995;

Vedhara, Shanks, Anderson, & Lightrnan, 2000). Exposure to noxious environmental

physical stress has long been established as a factor in increasing one's risk of becoming

ill (Kagan & Levi, 1974). Stress that results from psychological or emotional stimuli is

also believed to be an etiologic factor in the development, progression, and recovery from

physical and psychological illness (Volicer & Burns, 1977).

ln reviewing the research literature within the area of stress and illness, Kagan

and Levi (1974) found evidence suggestive of a relationship among several types of

psychosocial stimuli, physiologic changes, and the onset of illnesses such as thyroid

disorders, essential hypertension, and gastrointestinal dysfunctions.

Subsequent research literature supports this contention. Psychosocial stress can

adversely affect the immune system, leading the individual to an increased susceptibility

to illness, and subsequent disease. Glaser, et al (1992) found that the psychological

stressor of academic examinations was associated with a deceleration of the body's

immune response. Subjects in their study (N:48) received inoculations on the third day

of a three-day examination period. Those who rapidly sero-converted,and had the
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highest titers post inoculation, were those who reported being less stressed. In an

experimentally controlled study on the effects of stress on immunity, subjects (N:394)

who reported more perceived stress had an increased incidence of cold and respiratory

infections, when exposed to respiratory illness via nasal inoculation, compared with the

subjects who reported less perceived stress (Cohen, Tyrell, & Smith, 1992). Finally,

Kiecolt-Glaser, et al. (1995) found that the psychosocial stress experienced in the

caregivers of ill relatives was inversely related to the progress of wound healing. It is

important to note that all of these research studies were conducted with relatively healthy

subjects.

In other research literature, the effect of stress on individuais who have an

underlying medical illness has also been explored. For example, in their prospective

study of individuals (N:82) with the human immunodeficiency virus, (HIV), Leserman,

et al (2000) found that those who reported more stressful events in their lives, had a more

rapid progression of HIV to the acquired immunodeficiency syndrome (AIDS). Previous

research also indicates that the reduction in the immune response is associated in the

onset of psychiatric illness, such as depression and anxiety disorders (Checkley, 1992;

Dinan, 1994; Gold, Goodwin, & chrousos, 1988). Thus, "illness is no longer seen as

caused solely by an external organism; whether illness occurs depends on the organisms

susceptibil ity" (Laztrus & Folkm an, 19 84, p. ZI).

The non-specificity of the stress response originally described by Selye (i965), as

all demands being stressors with the capacity to elicit the GAS, conflicted with the results

of other studies. Considerable variability in physiologic and behavioural changes among

study subjects was noted in response to the same physical and psychosocial stressors
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(Lacey &'Lacey,195S). Thus, different stressors were likely to produce varying

physiologic and psychological changes in the individuals experiencing them. Therefore,

the specificity of the event, including the type and number of events which may have

precipitated stress began to be a focal point within stress research (Lewis, Heitkemper &

Dirksen,2000).

Stressful Events

A large body of research literature suggests that certain life events, which are

stressful in nafure, bring rise to illness and disease (Dohrenwend,1973;Kobassa, 1979;

Miller, i981; Volicer & Burns, 1977). A life event can be defined as stressful ..if it

causes changes in, and demands readjustment of, an average person's normal routine"

(Kobassa, 1977,p.2).

Holmes and Rahe (1967) were the pioneers of one method to quantifu stress.

Their Social Readjustment Rating Scale (SRRS) has become somewhat of a,gold

standard' for quantifying stressful events. This scale measures stress via the number and

types of major life events that have occurred in a certain time period, and has been found

to correlate with the development of physical and psychiatric disorders. Obtained from

the ratings of events by thousands of subjects, of varying backgrounds (e.g., age, culture,

education, religion, economic status, and gender), Holmes and Rahe (1967) demonstrated

that there is a general consensus about the degree to which specific life occurrences or

events are sfressful. As well, a common theme emerged that each event deemed as

stressful by the individual was associated with some degree of adaptation.

In the SRRS, specific life events are weighted on a scale of 1 to 100 (the higher

the number, the more stressful the event), and a score is obtained by adding the weighted
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number of events the individual has encountered in the given period of time. According

to Holmes and Rahe (1967), each event, whether desirable or not in nature, is indicative

of a significant change in the ongoing life pattern of the individual, and the more events

experienced, the more stressful one's life.

- The SRRS has been widely used as a predictor of illness (Miller, 1987).

Refinement of the SRRS has led to the development of similar life events scales being by

other researchers (Dohrenwend, Krasnof, Askeney, & Dohrenwend; 1978; Packel, 1974)

to quantifu stress through life event scaling. Further enhancement of the event scales was

based on the evidence that minor stressful events, such as the daily hassles of life (e.g.,

wait times, misplacing or losing things) also impact on health outcomes (Kanner, Coyne,

Schaefer, &, Lazaras, 1 98 1 ).

Examples of shessful life events contained in the aforementioned scales include:

the death of a spouse or family member, marital breakdown, job loss, retirement, and

personal illness or injury. Characteristically, it is not uncommon for hospitalization to

follow an illness or injury. Thus, it would be considered a skessful event.

Hospitalization. Hospitalization is a stressful event that happens to many

individuals at some point in their lives (Volicer & Burns, l97l). Aside from the physical

stress of illness, the changes in daily life routines and activities associated with the event

of hospitalizatíonmay result in psychological stress (Volicer & Burns, 1977). Admission

into hospital leads to many changes, such as a new surrounding, sights and smells, new

people to get used to, and overall, a general lack of control over daily events in this new

environment (Fajemilehim & Fabayo, 1991; Van Servellen, Lewis, &,Leake,1990;
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Volicer & Volicer, 1977). Based on the definition of a stressful life event, hospitalization

is one such event.

Mason, et al. (1965) reported that the transfer into a new, unfamiliar, and

unpredictable environment was associated with an increase in adrenal cortical hormone

levels, indicative of a stress response. They found that two- thirds of their subjects

(N:60) excreted higher urinary 17 hydroxycorticosterid (17-OHCS) on the first day of

admission to hospital, which remained elevated in two- thirds of the subjects for up to

two weeks. A similar finding was obtained in Pride's (1968) study, in which

hospitalized patients (N:108) had higher urine potassium levels (i.e., an indicator of

stress) on the day of admission, compared with levels on the second day of

hospitalization. The decrease in these levels was greatest among the patients receiving

the intervention of interpersonal nursing (e.g. providing support) to decrease stress.

Although limited in scope, these studies support the argument that hospitalization is

stressful, and also highlight the physiological responses to the stress experienced by

hospitalized patients.

Using the Hospital Stress Rating Scale (HSRS), Volicer and Volicer (1977)

reported a positive correlation between the hospital stress levels and changes in heart rate,

and systolic and diastolic BP in462 medical and surgical patients. They also noted that

the medical patients had higher ratings of stress than the surgical patients. Similar results

with regard to high hospital stress ratings and medical patients, as measured by the

HSRS, have been reported by others (Ahmadi, 1985).

Volicer and Bohannon (1975) also specified sources of stress among patients

related to the experience of hospitalizatíonincluding: thinking/ knowing one has a serious
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illness, and thinking/ knowing one will experience loss. This loss could include: sense

(e.g., sight, or hearing), function of an organ, (e.g., a kidney), as well as missing a spouse

and not having friends and family able to visit. This loss of contact with loved ones was

rated as more stressful than being admitted to hospital because of an accident, and more

stressful than not knowing when to expect things would be done to them. The lesser

sources of stress were related to eating and sleeping while in hospital. In similar and

more recent studies measuring hospital stress, using abbreviated versions of the lengthy

and complex 49- item HSRS, missing loved ones and the absence of supportive networks

were consistently rated as sources of stress (Fajemilehin & Fabayo , L99l; Van Servellen,

Lewis, & Leake, 1990).

Within the research literature, many nursing interventions have been used to

decrease stress in hospitalized patients. Examples of interventions include: therapeutic

touch, structured pre-operative teaching, and structured information on transfer from

hospital unit to unit (Heidt, 1981; King & Tarisitano,lg\2; Toth, r980). These

interventions were typically aimed at decreasing patient stress in an attempt to make the

environment more predictable. They were effective in achieving adaptive outcomes such

as a decrease in post-operative use ofnarcotics, and a decreased length ofhospital stay.

However, it is important to note that these studies were conducted with surgical patients,

and patient stress was not measured. The presence of stress can only be assumed in this

patient populatior¡ and it could be primarily associated with the fear of a surgical

procedure itself (Van Servellen, Lewis, &Leake,1990).
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The Perception of Stressful Events

Given that Selye's original research on stress was conducted with animals that

were not capable of compiex psychological processing of a stressor, subsequent research

on the effects of stress in humans revealed several differences. A variety of stress

responses became apparent, including both physiological and behavioural responses

(Lewis, Heitkemper, & Dirksen, 2000). These variations of responses to stress opposed

Selye's (1965) theory of non-specificity. They also difflered from the majority of life

events scaling, where only the life event is weighted, and one's one personal reaction to

the event is not included in the weighting of the event (Miller, 1981).

Appraisal perspectives encompass the uniqueness of an individual's perception of

the stressful event. Whether or not the relationship between the person and the

environment is stressful hinges on the person's cognitive appraisal, or perception of the

situation (Lazarus & Folkman, 1984). Many stressors, such as fasting or temperature

change, do not necessarily cause a physiologic stress response, ifpsychological factors

are minimized (McCance & Huether,2000). The impact of a stressful event is

determined by one's perceptions of the event (Cohen, Kamarck, & Mermelstein, 1983).

This explains why a less severe and defined situation or event can be a stressor for one

individual and not another. It is through this cognitive appraisal of the event that

individuals experience different outcomes in adapting to stress.

The Perceived Stress Scale (PSS), developed by Cohen, Kamarck, and

Mermelstein (1983) is primarilybased on the individual's appraisal of the level of

stressfulness of general life situations. It has been utilized in several fairly recent studies

within the literature (Cohen, Tyrell, & Smith, 1991; Glaser, et. Al, 1992;vanEck,
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Berkhof, Nicholson, & Sulon, 1996; Vedharam, Shanks, Anderson, & Lightman, 2000).

These studies highlight the importance of the perception of stress. This research evidence

also demonstrates that stress perception impacts on one's susceptibility to illness and

overall health outcomes. For example, the perception of stress has been associated with

negative changes in the function of the immune system (Cohen, Tyrell, & Smith, 1991)

and increased psychopathology (Nussbaum & Goreczny, I99 5) -

Influencíng Factors on Stress Perceptions

The literature reveals that stress is influenced by many intemal and external

factors. Volicer and Burns' (1977) study revealed several significant relationships

between levels of stress experienced in the hospital and the demographic and health

variables of medical and surgical patients (N:450). Younger patients had higher levels

of hospital stress compared to older patients. Measuring subjective stress and levels of

psychopathology in their subjects (N: 77), Nussbaum and Goreczny (1995) noted a

similar finding in their study: the younger the age of subjects, the higher the level of

perceived stress. Makielski's, et al. (1986) also reported that younger patients had higher

stress compared to older patients in a CCU. While Volicer and Burns (1977) found that

women generally had higher stress levels than men, Makielski, et al. (1986) noted that

men had higher perceived stress scores (personal communication, M. Makielski, 
'lr/;ay 

2,

2005). These contradictory findings may be related to differences in the patient

populations.

Medical and surgical patients differed in their reported levels of stress

experienced and factors such as illness severity and the number of pasl previous

hospitalizations (Volicer & Burns, 1977). For medical patients, the number of years



32

since last hospitalization impacted on stress; those who had a recent previous

hospitalization reported more stress. For surgical patients, the seriousness of illness was

a significant predictor in their stress score. In medical patients, illness severity was not a

predictor of stress, even though some of these patients had relatively serious diagnosis

(Volicer & Burns, 1977).- [n a study completed by Fajemilehin and Fabayo (1991), the

type of unit also had an impact on patients' perceptions of stress. Patients with AIDS

hospitalized in special care units had lower stress scores that the same type of patients on

integrated (i.e., general) units.

It is of interest to note that hospitalized patients' life histories contain more

frequent and serious stressful events compared with the general population (Kobassa,

1979). Life stress was noted by Volicer and Bums (1977) as a significant factor in

predicting stress experienced in hospital. Those patients who reported more life stress

(i.e., higher SRRS scores) one to two years prior to hospitalization had higher stress

scores as measured by the HSRS; however, for medical patients, stress was significantly

higher on the HSRS in those who reported a more recent life stress within the year of

hospitalization.

A factor that is consistent within the literature is socio-economic status (SES) and

its influence on perceived stress. Low SES is generally a predictor of higher perceptions

of stress (Dowrenhend,1973; Fajemilehin & Fabayo, l99l). The combinations of certain

factors (e.g., SES and gender) have an impact as well. In their study of the

interrelationships of women, poverty, leisure activity, and health, Frisby, Crawford, and

Doer (1995) revealed that low-income women tended to receive less social support from

their partners/ spouses and had more children under the age of eighteen at home. They
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v/ere also more likely to be single, separated, or divorced, and more likely to experience

problems with present housing, transportation, and overall health. Frisby, Crawford, and

Dorer (1995) concluded that SES, combined with life situations, had a more significant

impact on lower- income women than middle-income women.

In summary, Selye (1965) reasoned that all beings experience stress. With the

experience of stress, a complex physiological response is produced. This defensive

response raises resistance to stress; however, if prolonged, it can diminish one's

immunity producing illness and disease. Stress is also experienced with emotional or

psychological stimuli. Certain life events can higger a stress response, as in the event of

illness and subsequent hospitalization. Entry into the hospital environment can lead to

additional sources of stress for the patient, at a time when recovery is essential to health.

Individual variations exist in the physiotogical and psychological responses to stress.

One's perception of stress, and the factors that influence perception, is central to

understanding stress, its effects, and how one adapts. Thus, the perception of stress and

variation in levels of perceived stress is influenced by many factors. Each of these

factors and its impact must be carefully considered, to ensure that the interventions to

reduce stress in hospitalized patients are appropriate.

Social Support

A multidimensional and complex concept, social support has been broadly

referred to as interpersonally supportive behaviours and relationships (Tilden, 1985).

The social network may influence health outcomes "by providing access to information

or enhancing motivation to engage in adaptive behaviours" (Bloom, !gg},p. 635).
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Cobb (Ig76) conceptualized social support as "information leading to the belief

that one is cared for, loved, esteemed, valued, and part of a network of communication

and mutual obligation" (p. 300). In his review of the research literature from the late

1960's to early 1970's, he noted many transitions and crises in one's life cycle, such as a

complicated pregnancy, job loss, bereavement, illness recovery, and hospitalization. A

common trend noted by Cobb (1976) was the "protective" function of social support in its

role of facilitating adjustment, or adaptation within these situations.

More recent research literature supports the contention that social resources act as

a "buffer" by redefining the potential for harm posed by a situation, and strengthening

one's ability to cope and adapt with the dernands. Cohen and Wills (1985) found forty

correlational studies that linked social support and psychological well-being in the

presence of stress (i.e., a buffering relationship). In addition, it is argued that in order for

social support to exert its effect on outcomes, it has to be perceived or experienced

(McColl, Lei, &. Skinner, 1995). For example, when exposed to psychological stress,

individuals who perceived themselves to have less social support had a poorer immune

response and higher perceived stress compared to those who perceived themselves to

have adequate social resources (Glaser, etal.1992).

Social support has been consistently identified as a mediator of stress across a

variety of settings and populations, including: medical students undergoing academic

examinations, men with HlV, women with posþartum depression, adult cancer patients,

and hospitalized children and adults (Ahmadi, 1985; Beck, 1996; Cobb , 197 6; Glaser, et

al., 1992; Hann, et aI., 1995; Leserman, et a1.,2000; Vehara & Nott, 1996).
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Social Support and Hospítalízation

Hospitalization of a family member or a loved one disrupts the patient and

family's routines, communications, and roles. It cãt cause great stress on the family unit

and patient. Mather et al. (1971) found that treating patients with myocardial infarctions

in the home, as opposed to in the hospital, carried no greater risk of death. This was

attributed to the environment. Staying at home with the support of family and loved ones

prevented the "...intense anxiety of separation that is associated with cardiac

arrhythmias" (Heater, 1985, p. 183). One cause of this separation of family and loved

ones is hospital unit visiting policies.

Visítation Policies. V/ith the experience of being hospitalized, the human element

can be lost in the routine of the regimented hospital environment (Krapohl,1995).

Hospitals are generaliy considered to be highly structured organizations. According to

Tee and Struthers (1995), the environment, that is, regarding visiting policies, must be

understood in light of the history and social structure of the hospital. This structure can

be attributed to the early associations with the Church and the military. Initiall¡ visiting

hours were restricted to certain days, times, and number of visitors. This reflected a

belief that the behaviour of patients, visitors, and for that matter, employees should be

controlled for the "good" of the organization. By the early 1900's, these regulations were

revised to being described as for the "good" of the patient (Tee & Struthers, 1995,p.23).

With the evolution of critical care areas, including CCUs and ICUs in the 1960's,

hospital administrators, physicians, and nurses, arbitrarily set visiting hours and

restrictions within these novel and highly technical areas. No research evidence

supported these policies (Kirchoff,1982;Tee &, struthers, 1995). Rather, "it was
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believed that visitors played no important or meaningful role in the patient's care"

(Tee&Struthers, 1 995, p. 23).

In more recent years, a number of studies have been published related to visiting

practices and policies. For example, Kirchoff (1982) conducted a national survey of

visiting policies for patients with myocardial infarction in ICU/ CCUs in the US. This -

survey included 202 institutions and 524 nurses and head nurses who completed

questionnaires with regard to visiting hours and practices for this specific population.

Similarly, factors associated with visiting policies in the CCU were studied by Hopping,

Sickbert, and Ruth (1992). In their study, a random sample of head nurses (N: 32) in

non-teaching and teaching hospitals were surveyed. The findings of these studies

indicated that the duration, number, and type of visitors depended more on the unit and

institution variables, than the patient themselves. The type of hospital was also a factor

in scheduling visiting hours. For example, teaching hospitals were more liberal than non-

teaching hospitals. Larger hospitals tended to have more scheduled visits, whereas

smaller hospitals allowed shorter visits, usually restricted to family (Kirchoff, 1982;

Hopping, Sickbert, & Ruth, 1992).

Simon, et al. (1997) studied the current practices regarding visiting policies of

CCUs in five metropolitan hospitals in one Midwestern city. Data were collected from

201 staffnurses. The results indicated that while 70% of offrcial visiting policies were

restrictive, 78% of nurses were non-restrictive in their practices. It is of interest to note

that the nurses contended that restricting visitors decreased stress and increased rest in the

patient. The data also suggested that most nurses based their decisions regarding

visitation on the needs of the patient, the nurse, and the unit. Family needs were ranked
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as less important in their rationale for visitation practices. Comparable results were

reported in a similar, more recent survey of nurses CN:882) and visiting practices and

policies across the U.S. for patients hospitalized with MI. Over half (53. 5%) of hospital

visiting practices were structured;39.2o/o indicated open visiting with some limitations,

while only 3.8o/o reported unrestricted visiting hours _(Carlson, Riegal, & Thomason,

1 ee8).

Within the literature reviewed, only one Canadian survey related to hospital

visitation policies was noted. The informal survey, which elicited information on visiting

policies and practices in hospitals within the province of Ontario, indicated that the

majority'of units reported restrictions, which included "...the number, frequency, hour, as

well as relationship and age of the visitors" (Dubouis-Wing,1992, as cited in Tee &

Struthers, 1995,p.23). The number of hospitals and the types of units surveyed (i.e.,

specialized or non-specialized) were not specif,red. Unfortunately, the detailed results of

this survey have not been published.

Rest, for the "good" of the patient, is the most common rationale for the

restriction imposed on visitors; yet, within the literature, there is no research that supports

this supposition. In fact, Walker (1972) noted that ahospitalized patient's greatest

sources of rest disruption were not visitors, but rather health care workers themselves,

who intemrpted patients almost every hour. Similarly, restrictions related to age did not

appear to be based on research evidence. Children are reportedly restricted from visiting

their parents and siblings in many of the specialized units in the U.S. and the United

Kingdom (UK), despite research evidence that indicates positive findings when children

are allowed to visit their loved ones (Clarke & Harrison,2}}l;pierce, 1998). Thus,
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control of visitors for the "good" of the institution appears to continue, even today, as

noted by the restrictive visiting policies that appear to be pervasive throughout North

America and elsewhere.

A commonality worth noting within the studies cited is that specialized units,

have somewhat rigid visiting policies (i.e., every ten minutes every one to two hours, for

certain hours of the day). However, the majority of visiting hours are less rigid, and more

flexible (e.g., visiting available twelve hours of the day), but still prescribed by the

hospital, and enforced by the units. Visitation policies, whether restrictive or liberal, are

generally not followed (Carlson, Rigel, & Thomason, 1998). This is evidenced by the

various visiting practices imposed and inconsistently followed by each hospital, each

unit, and even each nurse on shift; nonetheless, what is known from the research on

social support and access to social support, is that patients want and need adequate

access. As well, patients, and their families, generally want access more often than the

hospital visitation/ unit policy allows.

Patient and Family Preferencesþr Visitation. The following is a summary of the

research related to patient and family visitation preferences. Nursing traditionally holds a

holistic viewpoint of the person, which includes, the needs of the family unit while a

loved one is in hospital. Therefore, it is important to not only include the patients'

perspective on visitation, but the perspective of their family members as well.

ln their study of patients, families, nurses, and physicians, toward visitation in the

CCU, Halm and Titler (1990, as cited in Krapohl,1995) concluded that 50o/o of the

patients (N:77) surveyed wanted family to visit more often; their family members

desired unlimited visiting. Several more recent surveys ofpatient and family visitation
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preferences in similar units revealed similar results. Patients felt visitation was important.

Visitation was not fatiguing, tiring, or stressful, and should not be restricted. Patients and

their family members had the greatest dissatisfaction with visitation restrictions,

generally indicating a desire for a more open visitation policy (Rowland, Russell,

Richards, & Sullivan,2001; Simpson, 1991; Tanner,2005).

Conversely, in the only published Canadian study on visiting, Quinlan, Loughreg

Nicklin, and Roth (2003) evaluated the eflect of restricting visitation, from "relatively

flexible" hours to restricted hours (i.e., 3 pm to 8 pm daily) within the units (excluding

ICU) in one Ontario hospital. Results indicated thatS0o/o of patients (N:45) and76%o of

families (N:47) surveyed were at least "moderately satisfied" with the new restricted

visitation policy. Limitations of the study were noted to be the small sample of a unique,

although randomly selected, group of patients. The participants had to have been

admitted within three months before implementation of the new visitation policy, and

were subsequently readmitted after its implementation. Their study was also conducted

shortly after a serious infectious outbreak occurred within the hospital, and thus," may

have generated a disproportionate amount of support for the restriction" (p.36).

Similarly, when Boycoff (1986) studied the visitation needs of CCU patients

(with cardiac disease) and their families, her results indicated that most patients CN:20)

preferred visitation hours to remain the same (i.e., ten -minutes every hour, from I 1 am to

8 pm, with flexibility in visit times) rather than increase or decrease the amount of

allowed visitation time. Family members (N:11) were divided between those who chose

to keep visiting hours the same and those who wanted to increase allotted visitation time.

Interestingly, both the patient and family members wanted the nurse to direct and guide
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visitation length, timing, and number of visitors per visit. It was not clear why most

patients and families were willing to give up this control; however, it could be speculated

that because of the increased stress of the hospitalization in the critical care unit,

"...patients and their family members may have decreased energy for decision making, or

hospitalization may produce an iatrogenic behavioural helplessness in patients" (Boycoff,

1986,p.577). A noted limitation of the study was that generalizability of the findings

beyond the CCU population was not possible due to the small sample size.

Holl (1993) compared the effects of role-modeled visitation (i.e., visitation

modeled on the patient's needs, as described by the patient) with restrictive visitation

(i.e., as per unit policy) in CCU patients (N:94). Her study also incorporated the family

members' well-being by measuring need attainment (i.e., whether or not role-modeled

visiting met their perceived needs while a loved one was in hospital) and anxiety. Ninety

family members completed questionnaires and results showed that family need-

attainment increased with the role-modeled visitation. While there was a positive

relationship between family and patient anxiety, "the mean anxiety for family members

was higher than that for patients, providing evidence of the difficulty family members

experience when a loved one is in CCU" (Holl, 1993, p. 80).

Needs of family members with loved ones in CCUs have been studied by a

number of researchers. Findings have been consistent within the literature reviewed.

Families have a strong desire and need to see their loved ones frequently; consequently,

unrestricted visitation was very important (Dale¡ 1984; Holl, 1993; Molter, 1979;

Stillwell, 1984). The need to be with the patient and visit frequently appeared to increase

with the family's perception of the illness severity of their loved one (Stillwell, 1984).
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When the perceived needs of the families were explored, the need for visitation and

frequent access to their hospitalized loved one was rated within the top three of the top

ten needs reported (Daley, 1984; Molt er,1979). Families of patients have consistently

identified a desire and need for access to their hospitalized loved one. This finding

appears to be consistent for families and patients across various cultures and countries

(Belou-milona, Iordanou, & Kiyriakidou, 200 I ; Lee, 2001).

Families "...overwhelmingly appreciate the opportunity to be with their loved

one, regardless of the outcomes" (Petterson, 1998, p. 104). When the visitation needs of

families were considered and included in the hospitalized care plans of their spouses,

Drecup and Breu (1978) found thatg2o/o of the subjects (N:26) who received this

intervention felt that their needs were met and were more satisfied with the hospital

experience, as opposedto 24%o of the subjects who were subjected to the standard limited

visitation.

Within the reviewed literature, hospitalized patients have generally expressed the

desire and need for visitors. Visitation is important to the hospitalized patient, as noted

by patients' self-reported preferences for visitation. They find it helpful and not tiring or

fatiguing. It would appeff that individualizationis an important consideration when it

comes to the visitation needs of the patient. A blanketed set of visiting hours enforced by

hospitals does not seem to meet the needs of each unique patient and family.

There is a dearth of research with adequate measurement of social support, as

perceived by the patient while in hospital. Visitation preferences and needs have been

primarily operationalized in the form of a questionnaire. Measurement tools that

ascertain perceived social support have not been employed in the majority of studies.
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Only one researcher, Holl (1993), developed and used a perceived social support scale in

her study on the effects of visitation. She noted a relationship between an increased

perception of social support and decreased arxiety. Tests of reliability on her developed

scale indicate a Cronenbach's coefficient of 0.63 after editing (Holl, 1993); the scale was

designed for use in a relatively homogeneous CCU patient population. This may limit

generalizabllity.

Influencing Factors on Social Support

The perceptions and need, related to social support in the hospital are influenced

by similar internal and external factors that are reported for stress. For example, Simpson

(1991) found that the age of the patient impacted on the amount and type of social

support required while in hospital. Younger patients desired more visitors but for short

durations, anytime, day or night; whereas, older patients wanted fewer visitors, but for

longer durations, but at set visiting times. This efÊect was noted more so in the CCU,

compared to SICU; hence, the type of unitmay also have an impact on the need for social

support. On the other hand, no differences in preference for visitation and illness severity

were noted by Simpson (1991).

Makielski, et al. (1986) reported differences between the age of the patient, as

well as between men and women. Older patients and males preferred traditional visiting

hours (i.e., as prescribed by the *it); whereas, younger patients and females preferred

open, or unrestricted visiting hours (personal communication, M.Makieski, May 2,2005).

Ethnicity, or culture, is another factor that must not be overlooked. In Chin4

there is a practice called 'þei ban," which, translated into English, means "accompany the

sick" (Lee, 2001). This commonplace practice consists of friends and families "living"
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with the patient throughout their hospitalization. This ritual of family staying with the

patient while in the hospital is an expectation by the patient of family. It is also expected

that the family be allowed to provide this practice.

Similarlg in Greece, patients prefer that their families stay with them while in

hospital, and families prefer to stay with the patient for various reasons (Belou-milona,

Iordanou, & Kifiakidou, 2001). One reason was the patient's request; another is the

distance from home to hospital, and lack of transportation, as well as the monetary means

to transport, to and from the hospital on a daily basis. It followed that lower SES

corresponded with the need to access more social support, and for longer periods of time

while in hospital (Simpson, 1991).

Thus, both intemal and extemal factors, can shape the individual's perception and

need for access to social support while in hospital. These factors must be considered

when understanding individual patient's preferences and needs for access and adequate

visitation.

In summary, the use of social support has been shown to be an effective

moderator of stress, and it has been associated with an improvement in overall health

outcomes in many circumstances. Hospitalizedpatients and their families prefer, need,

and want adequate access to support systems. When establishing, or enforcing visitation

policies, many hospital environments do not consider their patients' particular

preferences, unique needs, or the factors that influence this need when such policies are

established or enforced.
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Adaptation

Enabling an individual to access social support during a stressful event, such as

hospitalization, is an effective adaptation strategy. The individual's ability to adjust to

the environment and effectively adapt to the environment is conducive to promoting

health afid recovery. The following literature review examines the use of access to social

support for patients in the hospital as an adaptation strategy to anew, and generally

stressful environment, as well as the psychological and physiological responses to this

particular strategy.

VÌsitatíon and Psychologícal Adaptive Responses

The following literature review focuses on the hospitalized patient's cognitive and

emotional responses related to visitation. These responses are based on the patient's

perceptions of stress, as measured by selÊreport. Since there is general agreement within

the literature that hospitalization is stressful, an adaptive psychological response would

be a patient's perceptions of less stress.

Vogelsang (1987) studied the effect of familíar visitation on patient's anxiety in

the post anaesthesia care unit (PACU). Sixty patients were randomly assigned into three

groups: family members, familiar nurse investigator (i.e., with whom the patient had

previous contact), and no visitors. Anxiety levels, using the State Trait Anxiety

Inventory Scale (Spielberger, et a1.,1983) were measured pre- and post-operatively. The

results indicated that both types of familiar visitation decreased anxiety scores

significantly when compared with the group that received no visitors. In a replication of

this study, Poole (1993) reported similar findings. As well, patients expressed a strong
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desire for visitors while in this area. Itis important to note that the PACU is generally an

area where visitation is severely reshicted.

Fredrickson (19S9) examined the phenomenon of anxiety transmission (i.e.,

auiety contagion) between the family of the CCU patient and the nurse, and between the

family and the patient. A non-randomized sample of patients (N:23) was obtained, and

interactions between the patient and family, and nurse and patient were tape-recorded.

Statistical analysis did support a positive relationship between anxiety of the family

member and the CCU patient. As well, her study findings were unclear in determining

who was transferring anxiety to whom (i.e., from patient to family or vice versa).

Acknowledging the limitations in her study, Fredrickson (1989) suggested that the

findings should be viewed "with caution" (p. 62I). Conversely, when Holl (1993)

compared the effect of role-modeled visiting (i.e., visitation modeled on the patient's

needs, as described by the patient) with restricted visiting on the CCU patient's well

being (as measured by perceived social support, perceived control, anxiety, and pain),

results indicated that patient's anxiety was significantly lower (p < 0. 01) and perceived

social support was higher in the role-modeled visitation group.

Makielski et al. (1986) studied the effects of unreskicted visitation (i.e., no time

restrictions unless walranted by ttre patient's condition), compared with restricted

visitation (i.e., one hour, three times a day, as prescribed by the institution's policy), on

the stress perceptions of CCU patients (N:70). Using a Likert type questionnaire (that

was developed as part of the study) to measure stress perceptions, her results indicated no

significant difference between the perceived stress scores of the two groups of cardiac

patients. While differences in stressors and visitation needs between men and women,
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and between age groups were reported, the specific differences were not included in the

article. Similarly, although the need for individualizatíonof visitation was

recommended, it was not substantiated by specific findings.

Situations that can be perceived as "controlled" tend to be less threatening, and,

when studied, perceived control has been found to have an overall positive effect on

health and morale (schultz, 1976; Rodin & Lunger, !977; Ryden, 1,9g4). conversely,

powerlessness, from a lack of control, has been noted as one factor in health defeating

behaviours (e.g., non-compliance with medical treatment; Gallagher, IggT), as well as a

precnrsor to depression in the elderly (Ryden, L984). Situations perceived to be within

the patient's control could decrease the length of hospital stay (Hamner, !996).

Patients, in general, have less control of daily events in the hospital than in the

home environment (Volicer & Volicer, 1917). Thus, having control over who visits,

when, and for how long appears to increase the patient's perception of control. This

perception of control may affect one's coping skills (Thomas, 2001). This, in tum, may

contribute to a lowered stress appraisal and increased patient satisfaction. Positive

outcomes were noted in the literature with regard to patient control over visitation. For

example, Laztre (T997) indicated that patients who controlled the timing and frequency

of visits reported increased conhol and rest between visits. She noted that these patients

also had decreased diastolic BPs. As well, patients had positive comments about their

ability to control visitation.

Ziemawt and Dracup (1990) reported positive outcomes related to increased

control, with an intervention of nurse- patient contracts (i.e., patients contracted with the

nurse with regard to who visited them, how frequently, and how long the visits would
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be). They found that the patients, who contracted, as compared with the patients who did

not, had significantly lower scores on measures of depression, anxiety, and hostility.

Similar results were also noted by Gonzalez et al. (2005).

Generally, measurement designed to understand visitation and its effects on

psychosocial stress has quantified stress through scales designed to measure anxiety.

Although anxiety is a response that is related to stress, in order to effectively represent

the stress buffering effects of social support, measuring the perception of stress is of great

importance (Cohen, Underwood, & Gottleib, 2000). Only one goup of researchers,

Makielski, et al (1986), developed and utilized a perceived stress scale to capture

patients' stress responses. However, the scale was primarily designed for use with a

relatively homogeneous population, which could limit generalizability. A reliable and

valid measure of perceived stress is central to future research in this area.

Vís ítation and Physiolo gical Adaptive Respons es

The following literature review includes studies that explored the effect of

visitation on the patient's physiological responses. These responses can be considered

quantifiable, concrete, and objective. An important determinant of expected patient

outcomes is the monitoring of cardiac performance (Schulte, et al. 1993) as indicated in

the majority of the research reviewed. Cardiovascular changes have been described as a

characteristic of a stress appraisal (Cohen, Underwood, & Gotleib,2000). These

responses were measured in the following studies through the continuous monitoring of

BP and heart rate and rhythm.

Research studies have explored the effect of visitation on cardiac response with

varied results. Measuring cardiacresponses of CCU patients [N:50) pre-and post-family
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visits, Brown (I976) concluded that "...a family visiting period of ten minutes every hour

creates a stressful effect on the BP and heart rate of cardiac patients in the CCU which is

not conducive to good patient managemenf'þ. 295). Conversely, in replication of

Brown's (1976) study in SICU patients (N:28), Fuller and Foster (1986) concluded that

no significant changes occurred, and longer visits were no more stressful. Similarly,

Thomas, Lynch, and Miller, 1975) found the more brief the interaction, the more stress

inducing; the longer the interaction, the better the outcome for the patient. However, a

major limitation was that this study was conducted only on one patient.

In more recent literature, studies have compared family visits with other forms of

interaction, such as nurse-physician rounds and interaction with a nurse researcher, on the

cardiac responses in ICU patients. Results, overall, indicated that family visits were no

more stressful than any other interactions that occur in ICUs (Guiliano & Guiliano,1992;

Simpson, 1990). Even in patients with underlying cardiac problems, such as

hypertension, visitation was no more physiologically shessful (Simpson & Shaver, 1990).

Visits from family may have a more calming effect than any other interactions that occur

in the CCU (Simpson & Shaver, 1990). The results "...challenge the validity of

restricting family visits for the critically ill patients on the premise of reducing stress,

even with high illness acuity''(Guiliano & Guiliano,1992,p.290).

The calming effects of family visits on patients were also noted by Schulte, et al.

(1993). 'When 
unrestricting visitation of family and friends was implemented in a CCU,

the mean heart rate for patients with unreskictive visits was significantly lower after

visits than the mean heart rate of those with restricted visits. Their data suggests that

unrestricted visiting might contribute to decreasing anxiety levels in CCU patients. " By
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lowering the heart rate of the patients admitted to CCU by the type of visiting hours, it

may be possible to decrease morbidity as well as mortality' (p. 135). However, a study

limitation was that the types and frequency of medications used, and their potential

confounding effects, were not considered.

Conversely, when Kleman,et al (1993) examined post MI patients' (N:48)

physiologic changes during visiting hours in the CCU, their cardiac responses were not

significantly different from pre-visit to post-visit; however, there was wide variability in

responses. Some patients were more reactive to the visits than others. These variations

were attributed to subjects who were, in the majority of cases, smokers. Since nicotine

withdrawal is not routinely treated, this could be the cause of the greater reactivity. They

concluded that, in general, visits to the CCU might not be harmful; however, they

suggested a "...subset of patients with serious heart attacks and who smoke may be at

risk during visits" (p. 60).

Neurological changes such as an increase in intracranial pressure (ICP) can occur

with stress in the head injury population; therefore, normalizing ICP is critical to the

quality of survival outcomes of the patient (Prins, 1989). Increases in ICP have been

found to be caused by patient care activities, such as measuring cuffblood pressure,

suctioning, and position changes (Prins, 1989). These findings suggest that the head

injured patient may be more susceptible to a stress response; thus, the ICP response to

visitation is also included in the review.

Two published studies have assessed the effect of visitation on ICP in patients

with head injuries. Measuring ICP every fifteen minutes around the clock, with

additional readings taken every five minutes while the familymembers were present at
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the bedside, significant decreases in ICP were generally noted during family presence in

patients (N:24) with ventriculostomies (Hendrickson, 1987). In a somewhat similar

study, ICP was measured in patients' (N: 15) response to family visits. ICP was

measured five minutes prior to the family visit, every two minutes during the visiting

-period, and for five minutes after the visit. The responses documented in over forty-

seven patient-family interactions indicated that family visits were not associated with

increased ICP (Prins, 1989). Both studies concluded that restriction of family visits is not

necessary in this population.

The majority of research reviewed indicated that visitation has no measurable

detrimental physiological effects on the patient. In fact, the more liberal or unrestricted

the visitation, the more beneficial the physiologic and emotional responses were in the

hospitalized patient. Although the majority of the studies had limitations, such as small

sample size (e.g., N<50) and a homogeneous group of critical care subjects, findings do

suggest that unrestricted visiting reduces or 'dampens' the physiological responses. It

also regulates emotions leading to less stressful appraisals in the hospitalized patient.

In the studies reviewed, capturing the effectd of visitation on stress was measured

through physiological responses and required methods that included the frequent

assessment of physiological measures, such as BP, heart rate and rhythm, and ICP. These

methods are appropriate for the critical care settings, as the patient is typically connected

to monitors designed to measure and capture these readings on a minute-to-minute,

twenty-four hour a day basis. However, within general units, this type of continuous

monitoring is unavailable; therefore, other outcomes must be considered for this patient

population.
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Visitation and Adapttve Outcomes

For the purpose of this study, adaptive outcomes in the hospitalized patient were

operationally defined by patient satisfaction and length of hospital stay. This was based

on the research evidence that there is, generally, a positive relationship between social

support of family and friends, and patient satisfaction (Ahamdi, 1985). As well, when

unrestricted visitation is implemented, there is also, generally, a decrease in lengfh of

stay.

ln the research literature, the implementation of un¡estricted visiting has been

utilized as a strategy to address low patient satisfaction survey scores. For example,

Damboise and Cardin, (2003) noted that within six months of implementing unrestricted

visiting hours in their ICU unit, the number of formal complaints decreased from twelve

to zero, and positive letters received from patients and their families naming individual

nurses increased from ten in one year to thirty-seven. Comparably, Rowland, Russell,

Richards, and Sullivan (2001) found that patients' perception of care improved in the

ICU, and the number of written complaints dropped from sixteen in the previous year, to

one during the year the new visiting hours were implemented.

ln a study of patients (N:20) exposed to unlimited frequency and length of visits

in the CCU, Freismuth (1986) concluded that the length of the patient's stay in the ICU

may have decreased. Limitations of the study are acknowledged (i.e., a small, non-

randomized sample) and further research is recommended to verifu whether the presence

of family significantly impacts on length of stay. Similarly, Damboise and Cardin (2003)

also noted that the average patient length of stay decreased, as did the unit's use of

restraints, when unrestricted visiting was implemented.



52

More recently, in a descriptive study on perceived benefits and preferences of

visitation in ICU CN:31) and Complex Care Medical Unit (CCMU) (N:31) patients,

Gonzalez Q004) found that both groups described visiting as "non-stressful", and having

"a calming effect"; however, ICU patients were more satisfied with visiting, as the unit

had a contract visiting policy, where visiting times were based on patient and family

need.

Adaptive outcomes have been noted in recent studies when unrestricted access to

social support (i.e., through visitation) was implemented. Patient satisfaction increased

and the length of hospital stay decreased. Restraint use also decreased, which supports a

calming effect of family has patients. However, these studies were conducted in critical

care areas, in the US, and generally lacked scientific rigor.

Summary

The association between stress and illness is substantiated within the research

literature. A stressful life event can be defined as a change in, and readjustment of, a

person's normal routine. Hospitalization is one such event. Social support and its

positive effects on adaptive outcomes in a hospital environment, can be accessed via the

unit's visiting hours.

Research on visitation and its effects in patients in critical care areas within the

United States has gained considerable attention within the literature. The needs,

perceptions, and physical and emotional effects of this measure of social support have

been studied within this specific patient population, and their families. Generally, the

implementation of unrestricted visiting hours has a positive effect on adaptive patient

responses such as: decreasing perceived stress; increasing perceived control in the
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patient; and meeting the patients' and their families needs to access social support while

in hospital. As well, unrestricted visiting also improved adaptive outcomes by increasing

patient and family satisfaction and potentially decreasing the length of patient stay within

this area.

No recent study has demonstrated negative physiologic or emotional effects on

patients who receive visitors. In fact, visitation has an apparent calming effect, as

evidenced by decreases in patients' BP, and heart rate, anxiety, and the use of restraints.

Limitations cited in the majority of the studies reviewed were the small sample sizes (i.e.,

N- < 50) and the relative homogeneity of the critical care study population.

Consequently, there may be limited generulizability to other patient populations.

Replication studies were recornmended by many of these researchers. Almost all studies

reviewed were conducted in specialized units within the U.S.

From the literature reviewed, research conducted in the U.S, and in Canada, on

the effects or preferences for access to visitation in adult patients within non-specialized

areas is non-existent. Given the positive outcomes of research in this area, and the

absence of replication of research in non-specialized areas, the examination into the

preferences, needs, and effects of visitation on patients in general medical units must be

undertaken. The hypothesized stress-buffering effects of social support on their recovery

from illness and their overall health must be explored.

Equally absent were discussions of the factors, such as: age and gender; and

patient's perceptions ofstress, social support, and overall visitation preferences.

Makielski et al. (1986) alluded to differences in stress perceptions and visiting needs, but
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did not go on to further explore these relationships. These existing differences only

accentuate the need to further explore patients' perceptions of the situation.

Overall, the event of hospitalizationis a stressful experience for patients.

Hospitals strive to provide a therapeutic environment that encourages and promotes

healing and health, while trylng to reduce resource utilization. Generall5 nurses and

patients differ when it comes to patients' needs, preferences, and stressors experienced in

hospital (Lewis, Heitkemper, & Dirksen, 2000). These existing differences only

accentuate the need to understand patient perception of the situation; therefore,

examining their preferences, needs, and perceptions is a crucial area for further study. To

adequately assess the availability of social support and its mediating effect on stress, both

social support and stress must be examined while patients are in the hospital.

Examination of the factors that influence perceptions and preferences must also be

included to facilitate a clearer understanding of relationships between patient visitation

preferences, perceived social support, and perceived stress experienced in the hospital

environment.
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CHAPTER FOUR: METHODOLOGY

lntroduction

Selecting the appropriate methodology is essential to obtaining meaningful

answers to the research questions (Polit & Hungler,1993). This chapter will describe the

methods and procedures used to address the questions and hypotheses related to study on

hospital visitation preferences and perceived stess. The design, setting, and sample will

be discussed. As well, the procedures for data collection, including instruments chosen,

and plan for data analysis follows. Ethical considerations have also been included.

Research Design

This descriptive correlational study utilized a cross- sectional design to explore

the perceived preferences and needs for visitation in hospitalized adults on general

medical units. The primary dependent variable was perceived stress. The independent

variable was perceived social support (e.g., visitation preferences). The internal and

external factors, which were measured to assess their impact on the dependent and

independent variables were: age, gender, SES, marital status, ethnicit¡ illness severity,

previous hospitalizations, and days currently spent in hospital. Adaptive outcomes were

also operationized by satisfaction with current visitation hours and overall length of

hospital stay. Four questionnaires were administered to the consenting patients. The

Hospital Visitation Preference Questionnaire (HPVP) and the Demographic Form were

developed for the purposes of this study. The Perceived Social Support Scale (PSSS;

Blumenthal, et ai., 1987) measured patient social support. The Perceived Stress Scale

(PSS; Cohen, Kamarck & Mermelstein, 1983) measured perceived stress.
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The Settíng

The study was conducted at one large tertiary care teaching hospital in Winnipeg.

The Health Sciences Centre hospital is a university affiliated tertiary care institution with

three general medical teaching units. The hospital currently has a prescribed visiting

hours policy in place (i.e., from 8:30 am to 8:30 pm). Each medical unit has a thirty- bed

capacity, with the average number of adult admissions ranging from sixty to seventy

patients per unil month, and approximately twenty transferred patients in per unil

month. Generally these units have the most admissions, transfers, and discharges on a

daily basis compared to other units, such as surgery. Bed occupancy is, on averuge,95o/o

on any given month. Patients are admitted to the units with acute exacerbations and/ or

complications arising from a variety of illnesses. The most common illnesses include:

pneumonia, congestive heart failure, cerebral vascular disorders, and diabetes. Many

patients have ahistory of one or more underlying chronic illnesses. Average length of

stay ranges from seven to ten days. The age of the population ranges from eighteen to

ninety years. Patients admitted to these units represent a broad spectrum of socio-

economic and multicultural backgrounds.

The Sample

The convenience, non- probability sample included patients on the three general

medicai units at aßfüary care teaching hospital in Winnipeg. At the time of the study,

one of the medical units had recently implemented a six-bed high observation area within

the unit. Patients admitted to this area were not included in the sample.

A statistician from the Bio-statistics Unit Department of Community Health

Sciences, University of Manitoba was consulted regarding a power analysis.
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Accordingly, it was determined that the appropriate sample size required to achiev e 80o/o

power, with an alpha of 0.05, was a total of I28 pafücipants. This power analysis was

based on a comparison of two equal sized groups (i.e., those who prefer visitation to be

extended beyond the current visitation policy, and those that prefer visitation to remain

unchanged). This analysis was also based on the assumption that adiflerence of one

standard deviation (i.e., 14) to detect a seven -point difference on the mean PSS scores

for the two groups was significant.

Patients who met the following inclusion criteria were recruited to participate in

the study:

1. Able to speak, read, and write in English (as stated by the patient).

2. Over eighteen years of age

3. Cognitively alert and oriented (as determined by the nurse caring for the

patient on the day of potential recruitment).

4. Not requiring isolation during this hospitalízatíon.

Data Collection Procedures

The studyprocedures were initiated following approval from the Education and

Nursing Research Ethics Board (ENREB) University of Manitoba, and access approval

from the facility. The researcher met with the adminishation staff (i.e., each medical

unit's nurse manager) and the clinical resource nurses (CRN), of the three medical units.

A copy of the study's proposal was given to them, along with copies of the approval

certificates from ENREB and the facility. Input was solicited from the managers and

their respective CRNs with regard to appropriate times and places to provide brief in-

servicing for the nursing staff. A poster and brief information sheet about the research
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study was placed in the stafflounges and conference rooms on each of the three medical

units. The time, and location, for the orientation sessions were posted on the information

sheet. These times were also given to the managers on the units. Nursing staff on the

three units received an orientation to the study purpose and procedures during these

sessions. The orientation sessions were provided to the nursing staff in the form of brief

in-servicing (i.e., ten to fifteen minutes) by the researcher. These sessions occurred on

the units, twice a day (i.e., aftemoon and early evening) over a five-day period, in order

to ensure that all nursing staff working various shifts would be able to attend an in-

servicing session. The sessions were provided one week prior to implementation of the

study. An e-mail, which included essentially the same information about the study

purpose and procedures, was sent to all nursing staff CRNs, and nurse managers on the

three medical units the day before the study began to ensure that all staffwere aware of

the study.

Following the completion of the stafforientation, each day, at the time that was

deemed convenient for the CRN and the staff on each of the three units, the research

nurse arrived on the units and reviewed the list of hospitalized patients who met the

sample criteria with the designated nurse (i.e., the CRN or the charge nurse, on each of

the units). The CRN and/ or the staffnurses were asked to approach these patients to

determine if they were willing to speak to the research nurse. Consenting patients were

approached individuallyi the research nurse explained the study procedures and informed

consent was obtained (see Appendix A).

Participants were then asked to fill out the series of questionnaires. The research

nurse remained at the bedside to answer any questions and collect the questionnaires on
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completion. Completion of the questionnaires took approximately ten to fifteen minutes.

If the patient complained of being tired and/ or requested to complete the questionnaire at

a later time, the research nurse returned to retrieve the questionnaire at a time that was

convenient for the patient.

Although access to patient's charts was not required, access to the illness severity

(APACHE) scores, which are collected and contained in the Winnipeg Regional Health

Authority (WRHA) Medicine Data Base Information Systems, was requested. Approval

was received from the WRHA to obtain the APACHE scores for each study participant.

A relatively new initiative, which has been in place at the Health Sciences Centre on the

medical units for approximately two years, APACHE scores are used as an indicator for

illness severity and outcomes on medical patients. This information is also used to

compare the acuity of patients admitted to each of the different hospitals medical units.

Required data for an APACHE score is obtained by WRHA data coilectors, who

collect specific data from the chart of the patients' admitted to medical units at the Health

Sciences Centre, St. Boniface, and the Grace General Hospitals. Scores obtained from

the data collected are kept in a computer database. This database is accessible only

through the WRHA Medicine Data Base Information Systems. Permission to have

access to the scores was required, as the scores are not available or viewable to any unit

staff. Once permission was obtained, the WRHA Medicine Data Base Information

Systems provided only the numerical scores of study participants to the researcher. The

researcher did not have access to view or enter the system. The unit records of admission

and discharge dates for the study participants were requested from the appropriate unit

personnel, to determine hospital length of stay.
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Measurement Ins truments

Four types of measurement tools were used in this study. The tools selected for

this study will be described, including the reliability of each scale presented.

Ho spi t a I P a ti ent' s Ví s i t íng P r efe r en c e Que s ti o nnair e - Rev i s e d

The Hospital Patient's Visiting Preference-Questionnaire (HPVP) was essentially

the questionnaire that was developed by Boycoff (1986; lnstrument II), and used in her

study to explore patients' perceived needs for visitation in the CCU, but revised and

renamed for the current study (see Appendix B). The content was similar, although some

wording was changed to reflect the patient population (e.g., "I prefer visitation to be

morefrequent than the MICU visitatíon polícy allows " was changed to "I prefer

vìsitation to be morefrequent than the hospítal unit policy "). The questionnaire is brief

and contains seven questions. Each question includes categorical preference statements,

which allowed the patient to choose/ circle the response that best reflects his or her

preference and need. A comment area was also included on the questionnaire, should the

subject wish to elaborate on their preferences and choices.

Revised Perceived Social Support Scale

The Perceived Social Support Scale (PSSS; see Appendix C), developed by

Blumenthal, et al. (1987), measures the subject's perceived availability of social support

from three sources: family, füends, and significant others. Since the appraisal

perspective emphasizes beliefs about the availability of support, measures of perceived

support are most appropriate (Cohen, Underwood, & Gottlieb, 2000). The PSSS is a

concise twelve-item questionnaire, with a seven point Likert response scale ranging from

"very strongly disagree" to "very strongly agree." The PSSS has demonstrated adequate
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reliability (Cronbach's alpha coefficient for the total scale : 0.85, for significant others :

0-72, for family : 0.85, and for friends : 0.75; Blumenthal, et al., 1987). The scare

employs a simple scoring technique: the higher the total score, the higher the perceived

social support. Possible scores range from twelve to eighty-four. This revised scale was

chosen for its reliability, ease of scoring, and brevity. It has been used to measure

perceived support in adults, and adults with children in hospital (Blumenthal, et al. 1987;

Doering, Moser, & Dracup,2000).

For the purpose of this study, the following was included in the introduction of

the scale: "Since in hospital,... The function of this inclusion is to capture the patient's

perception of social support while in hospital. While this inclusion was added to the

introduction, no questions were altered so as not to compromise the content or the

reliability of the scale.

Perceived Stress Scale

The Perceived stress scale (PSS; see Appendix D), developed by cohen,

Kamarck, and Mermelstein (1983), is a fourteen-item instrument designed to measure the

degree to which one's situations are appraised as stressful. ln keeping with the appraisal

perspective, perceived social support will reduce the effects of stress. In turn, the stress

buffering effects will be observed in measurement of appraised stress (Cohen,

Underwood, & Gottleib, 2000).

This scale is global in nature. It is useful for capturing non-specific appraised

stress. Scoring of the PSS includes reversing the scores on the seven positive items, and

then adding all fourteen items for a summary score. The higher the score, the higher the

perception of stress. Possible scores range from zero to fifty-six. The scale has
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demonstrated adequate reliability with coefficient alpha reliability ranges from 0.84 to

0.86 (Cohen, Kamarck, & Mermelstein, 1983). The scale was chosen for its relative ease

to understand and administer. It is also valid, reliable, and brief. This scale has been

used in many studies to measure stress in various populations, including ill individuals

(Vedharam, Shanks, Anderson, & Lightman,2000; Cohen, Tyrell, & Smith, 199I;

vanEck, Berkhof, Nicholson, & Sulon, 1996).

Each question in the PSS begins with,"In the last month..." The purpose for this

time frame is to capture a general, global sense of non- specific stress. In order to obtain

the patient's appraisal of stress while in hospitøL, "In the last month..." was changed to,

"Since ín hospital..." This change takes into consideration the time frame of interest for

the study, which is hospitalization. The questions themselves were not altered; therefore,

the reliability and validity of the scale should not be affected.

D emo graphic Questíonnaire

Demographic information was collected on the subjects and used to describe the

sample and the relationship to variables that may have an impact on the dependent

variable (perceived stress), as well as preference for visitation and perceived social

support (see Appendix E).

Variables included: age, gender, marital status, ethnicity, SES, whether or not this

is the patient's first hospitalization, and duration of current hospitalization. Overall

length of hospital stay was captured retrospectively, from the admission/ discharge

logbook (via the unit clerk or nurse), which is kept on each unit.
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Illness Severíty Measure

Illness severity was captured via the acute physiology and chronic health

evaluation (APACHE) system. APACHE is a classification system designed to

objectively measure the degree of acute illness, mortality, and morbidity (Knauss, et a1.,

1981). The APACHE classification system has been used in ICUs as a predictor of

outcomes. Most recently, APACHE is part of the data collection completed on patients

on general medical units. The numerical score administered is based on the sum of two

parts: acute physiology score (i.e., twelve physiologic variables from one or more of the

body's seven major systems: neurological, cardiovascular, respiratory, etc) and a pre-

admission health evaluation indicating health status before acute illness. Age is also

included. The information is collected and completed only once on each patient admitted

to the medical units by WRHA data collectors, within the first twenty- four to forty-eight

hours in hospital. The maximum total APACHE score is 71. A limitation of APACHE is

that the score is collected only once; the patient's condition may change dramatically

since the time of collection. As well, APACHE has been designed, primariiy, for use in

ICUs.

Data Analysís Plan

Once the data were collected, the questionnaires were reviewed. Some forms had

blank entries with regard to certain questions on the questionnaires; however, most

sections were completed in full. The data was coded and entered into a statistical

software package entitled the Statistical Package for the Social Sciences (SPSS).

Descriptive statistics, including measures of central tendency and variability were used.

The mean, mode, median, standard deviation, frequency, and range were calculated for
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the scores obtained on the various measures. Appropriate parametric and non-parametric

techniques were utilized including: independent t-tests and various chi-square tests.

Analysis of variance (ANOVA) was also calculated. Multivariate methods, including

logistic regression, and multiple linear regression were utilized to address the more

complex analyses, and to control for the various influencing factors on the PSS, such as

illness severity, age, perceived social support, etc. Statisticians from the Bio-statistics

Unit, Department of Community Health Sciences, and the Faculty of Nursing, at the

University of Manitoba were consulted throughout the data analysis process.

Ethical Considerqtíons

The research study proposal was submitted to, and approved by the Education and

Nursing Research Ethics Board (ENREB) at the University of Manitoba. Facility access

was obtained prior to implementing the study. Permission was also sought and obtained

from the V/RHA Medicine Data Base Information Systems to access APACHE scores on

the study participants.

The procedures of the study ensured informed consent. The research nurse

provided written and verbal information about the study and was available to clarifii and

answer any questions that the participant might have. To avoid any element of perceived

or actual coercion, and to ensure that participation was voluntary on the part of the

participant, the research nurse did not directly approach the participants. Potential

participants were approached by the CRN or the staff nurse to determine if they were

willing to hear more information about this study. The research nurse only approached

patients willing to hear more information. The research nurse verbally reinforced that the
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patient could withdraw from the study at anytime, and/ or refuse to answer any question

on the questionnaires, without prejudice or impact on their care.

Reassurance of confidentiality and anonyrnity was provided. Each study

participant was made aware that individual data collection would not be shared with

others, including hospital administration. Only the researcher and the thesis advisor had

access to the data collected. The questionnaires were identified by a code number

assigned by the researcher, which was kept separate from the logbook of volunteer

participants. The logbook was kept in a locked location, separate from the completed

questionnaires. All data was kept in locked files in the researcher's office. Data will be

kept for a maximum of seven years and then destroyed. There were no perceived

potential harmful effects of the study. No experimental conditions were imposed on the

subjects. No compensation was provided to the participants.

Summary

ln summary, the study employed a descriptive, correlational design to examine

the relationship between hospital visitation preferences and perceived stress in adult

medical patients. Instruments that operationally defined the variables of visiting

preferences (HPVP), perceived social support (PSSS), perceived stress (PSS) and intemal

and extemal influencing factors (demographic questionnaire), were distributed to a

convenience sample of the population. Ethical considerations were addressed and

applied. The findings of the study are presented in the next chapter.
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CHAPTER FTVE: RESULTS

lntroduction

The purpose of this study was to explore and describe the hospitalization

visitation preferences of patients on general medical units. The relationship between

perceived availability of social support and perceived stress was also explored. As well,

relationships among preferences for visitation and perceived stress, and the variables of

age, gender, marital status, SES, ethnicity, illness severity, frequency of hospitalization,

and duration of current hospital stay were examined within this patient population.

Data for this study were collected over an eighteen-week period, beginning

September 1't, 2005 and ending January 3'd,2006. Questionnaires from 128 participants

were coded and entered into a computer file by the researcher. With the assistance of a

statistical consultant, the SPSS computer software was used to analyze the results.

Demographic data were summanzedusing descriptive statistics. All scores

obtained from each of the four instruments were analyzedwith inferential statistics.

The level of significance for all analyses was set at the 0.05 alpha level, which is

generally considered as acceptable (Polit & Hungler,1999). Various parametric and

nonparametric tests were used in the data analysis.

Parametric tests are appropriate when dealing with parameters that are normally

distributed. Parametric tests are considered powerful, and are generally preferred (Polit

& Hungler,1999). The parametric tests utilized for data analysis included: independent

t-tests, to test for differences between the mean scores of two groups, and analysis of

variance (ANOVA), to test the effect/ interaction of two or more variables on a

dependant variable.
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Nonparametric tests do not assume the parameters to be normally distributed, and

are appropriately applied when data have been measured on a nominal or ordinal scale.

The nonparametric tests utilized for data analysis included: various chi-square tests,

specifically, Pearson's, Breslow-Day, and Mantel-Haenszel tests. Pearson's chi-square

test is-the most common chi-square test utilized, assessing for associations between

categorical variables, and is appropriate for continuous or interval type data. Breslow-

Day tests for homogeneity of the odds ratio, allowing for comparison of two or more2x2

tables. The stratified Mantel-Haenszel test further allows for assessing for associations

between variables after controlling for a discrete variable þersonal communication,

M.Cheang, August 24,2006). These nonparametric tests were applied to test for

difFerences and interactions among the variables, as well as to control for a discrete

variable. This chapter describes the results of the data analysis. Following a description

of the demographic data, each of the research questions will be addressed, and

relationships between the variables examined.

Demographic Data

The study participants' (N:128) ages ranged from 18 to 88 years, with the mean

age being 55.05 years, the median 56 years, and the standard deviation (^SD) of 15.774

years. A larger proportion of the subjects were male, and half the sample were reportedly

in a married or common-law relationship. The majority of study participants reported

being from a Caucasian or'khite" ethnic background. Total family income (in the year

2004) ranged from less than $10,000 a year to over $60,000. It is important to note that

this question (i.e. income) had the highest no response rate (38%).(See Table 1).
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Table 1

Demographic Data (N: 128)

Characteristic Frequency (n) Percent (%ó)x

Age:

18-44 years

45-65 years

> 65 years

Gender:

Male

Female

Marital Status:

Married/ common-law

Not married

No response

Ethnicity:

Caucasian

Aboriginal

Other

No Response

lncome:

<$10,000

$10.000-$19,999

$20,000-$2g,ggg

$30,000-$39,ggg

$40,000-$4g,gg9

$50,000-$5g,ggg

> $60,000

No Response

s6.3

43.8

37

54

37

72

56

28.9

42.2

28.9

50.4

49.6

0.8

64

63

1

104

15

5

4

83.9

12.1

4.0

3.1

12.7

19.0

t5.2

16.5

5.1

11.4

20.3

38.3

10

15

l2

13

4

9

l6

49
* o/o of valid response



69

The majority of the participants (89.8%) reported that this was not their first time

being hospitalized, and most of the study participants $a%) reported that they had been

hospitalized two to five times in the past. Current hospital stay ranged from one week to

over three weeks. A large proportion of the study participants (63.3%) had currently been

in hospital for up to a week (1 to 7 days). Table 2 provides a summary of the frequency

of hospitalizations, and current hospital stay of the study participants (see Table 2).

Table2

Demographic Data: Hospitalizations (N: I2B)

First time hospitalized Frequency (n) Percent (%)*

Yes

No

13

115

r0.2

89.8

If No, number of times
hospitalized in past

(n) (%)*

2 - 5 times

6 - 9 times

> 10 times

Never

No Response

68

t7

28

13

2

54.0

i3.5

22.2

10.3

1.6

Current LOS (n) (%)*

1 -7 days

8 - 14 days

15 -21 days

> 21 days

81

27

5

15

63.3

27.r

3.9

11.7

t28Total 100.0
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In summary, the typical or average participant in this study was a 55 year old,

married male, from a Caucasian or "white" ethnic background, with a reported family

income of over $30,000 ayear, a history of two to five past hospitalizations, and

currently in hospital for about one week.

Research Questions

The following is a surnmary of the results of the data analyses for each of the six

research questions.

Research question #I:

What are the visitation preferences and needs for adults hospitalized on general medical

units?

This research question was addressed by assessing the frequency of responses

from the Hospital Patient Visitation Preferences Questioruraire (HPVP; see Appendix B).

The questionnaire had seven questions; each question had apair of preference statements

for the participant to choose from / circle that best met hisi her hospital visitation

preferences and needs. Each of the questions was analyzed using descriptive statistics,

and is presented in a frequency table (Table 3). Comments written by the study

participants who wished to expand and/ or add to their preference are also included for

each question.

HPVP #]

The first question on the questionnaire asked participants if they would prefer

hospital visiting hours to be more frequent/ longer than hospitaU urutvisiting policy (up

to 24 hours I day), to remain the same as per current unil hospital policy (0330 to 2030
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hours- 12 hours/ day), or shorter. Two-thirds of the study participants preferred visiting

hours remain the same as per current unil hospital poiicy.

Table

HPVP#]: Visiting Hours Preferences N : I28)

Visiting Preference Frequency (n) Percent (%)*

More (up to 24 hours/day)

Same (0830 to 2030 hours/ day)

Shorter

No Response

38 30.2

65.1

4.8

r.6

82

6

2

Total 128 100.0
* o/oofvalidresponse

Most of the comments regarding preferences alluded to allowing family members

having unlimited visiting. Notation of comments included:

"I believe the patíent should pick the visiting times.."

"closefamily members may come dnytime.."

"unlimited qccess to family members "

"family anytime- for support "

" longer hours for family "

HPVP #2

The next question asked the participants about their preference in regard to

whether they preferred visiting hours to be set out by hospital policy, or whether they

preferred to have visiting hours anlime that they (the patient) wanted. The majority

(70.6 %) of the participants reportedly preferred visiting hours to be set out by hospital

policy (see Table 4).
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Table 4

HPI/P #2: Preferred Visitíng Hours Policy N: 128)

Visiting hours Frequency (n) Percent (%)x

Set by hospital policy

Anytime I want

No Response

84

35

9

70.6

29.4

7.0

Total 100.0
* 

%io of valid response

One comment referred to the type of hospital room having an effect on visiting

preference.

" tf in ø prívate room vísiting anytime.. ín a room with 2 or more, apply the

rLtles.. "

" hospital visitíng hours should be set by hospital.. except in rare conditions..

HPVP#3

The third question asked the participants whether they preferred the nurses to tell

visitors when to leave, or whether they (the patient) preferred to tell visitors when to

leave. The majority (55.8%) of the participants preferred to tell visitors when to leave

themselves (see Table 5).

t28
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Table 5

HPVP#3: Patient Preþrences N: 128)

Who should tell visitors to leave Frequency (n) Percent (%)*

Nurses

Patient

No response

53

67

44.2

55.8

6.3

Total 128 100.0
* o/o of valíd response

Comments referred to having the nurse assist with deciding when visitors leave,

especially when feeling unwell:

" when I am too síck, I want nurse to decíde.."

"sometimes to overwhelmingfor me to decíde.."

"nurse to assist only íf necessary"

" I want nurse to decide, wlten too síck, too overwhelmingfor me.. "

HPT/P #4

The fourth question asked the participants whether they preferred the nurses to

make exceptions to visiting hours as needed, or whether they preferred the nurses not

make exceptions to visiting hours. An overwhelming 84.6%preferred the nurses to make

exceptions to visiting hours (see Table 6).
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Table 6

HPVP #4: Patient Preferences re: ons to Visiti

Exceptions to visiting hours Frequency (n) Percent (%)x

Make exceptions

No exceptions

No Response

t04

1,9

5

84.6

ls.4

3.9

Total 100.0
* %o ofvalídresponse

HPVP#5

The fifth question asked the participants whether they preferred the nurses to

decide how many visitors the patient can have at one time, or whether they (the patient)

preferred to decide how many visitors to have at one time. A slightly larger proportion of

the participarfts (569%) prefened that they (the patient) make this decision (see TableT).

TableT

HPVP#S: Patient Preferences re: # of Vísitors (N: 128)

# of visitors at one time Frequency (n) Percent (%)*

128

Nurse to decide

Patient to decide

No Response

53

70

5

43.r

56.9

3.9

128 100.0
* %o of valid response

This question received the most additional comments from the participants with

regard to their particular preference. Space was indicated as an issue, as well as

Total
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consideration for others in the same room; however, the two-visitor limit was felt to be

not enough for some.

"I realize space ís an íssue re: the number ofvisítors, but 2 is not enough...I have

awífe and children..."

"up to a reasonable number ofvísítors.."

"wítlt consíderation of others in the room.."

"too many ín next room make tt stressfutþr me.." .

"depends on how many others in the room.."

" policy should decíde number of visítors and leavíng time.."

HPVP #6

The sixth question asked the participants whether or not visiting hours were

important when in hospital. An overwhelming 92.7% of the participants stated that

visiting hours were important (see Table 8).

Table 8

HPVP#6: Importance of Visitíng Hours N: 128)

Importance of hospital Frequency (n)
visiting hours

Percent (%)*

Important

Not important

No Response

r14

9

5

92.1

t.J

3.9

Total 128 100.0
* %o of valid response

A single comment notation expanded on this preference:

"Vísiting hours is important to me...helps the healíng process.."
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HPVP#7

The final question asked the participants how many visitors, on average, came to

see them each day. The majority of the participants (S2.S%) responded that they received

zeto to five visitors daily, (typically between two to four, as indicated by most of the

participants who chose to specifu the number of visitors they received daily in the 0-5

category) (see Table 9).

Table 9

HPVP #7: # of Vísitors/ day N : 128)

# of visitors/ day Frequency (n) Percent (%)x

0-5

6-10

>10

106

14

8

82.8

10.9

6.3

Total 100.0
* %o ofvalid response

In summary, the majority of the participants preferred visiting hours remain the

same as per hospital policy (from 0830 to 2030 hours I dally),but would prefer the nurse

to make exceptions. Almost all the studyparticipants indicated that visiting hours are

important to them while in hospital.

t28
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Research Questíon #2:

What is the relationshíp between the patients' perceived availability of social support and

their visiting preference?

This research question was addressed by analyzíngthe scores on the Perceived

Social Support Scale (PSSS) with the visiting preference(HPvP#1). For the remainder

of the research questions, inferential statistical analyses were utilized. Analyses that

included visiting preferences were based on two groups of patients, those who prefer

more frequent visiting (n:38/128) and those who prefer visiting to remain the same as

per hospital policy (n:821 128).

Univariate analysis established a non-norlnal distribution of the scores on the

PSSS. The scores ranged from 12 to 84, and the distribution was negatively skewed.

That is, a disproportionately high number of participants had high scores (over 75) on the

PSSS. Therefore, in order to create a dichotomy of high and low PSSS scores, the scores

obtained from the PSSS were divided into two groups. Scores below the 25th percentile,

or a score of less than 63 on the PSSS, represent low social support (n:29). Above the

25ft percentile, or a score of more than 63 on the PSSS, represent high social support (n:

87). The PSSS scores were then crosstabulated with the patient's preference for visiting

(HPVP#I) and Pearson's chi-square test was applied. The analysis revealed a non-

significant relationship between the patient's perception of social support and their

visiting preference (X2 12, N: 1111 : .001, p: 0.965).
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Research Question # 3:

Ll/hat is the relationship between the patients' perceíved stress and vísitíng preferences?

Between perceíved stress and perceíved socíal support?

The relationship between the participants' perceived stress and their visiting

preference was addressed by analyzingthe relationship between the Perceived Stress

Scale (PSS) scores with visiting preference (HPVP #1). Univariate analysis indicated a

normal distribution of the scores on the PSS; therefore, use of a parametric test was

utilized. Independent t-tests were deemed an appropriate parametric test. The analysis

revealed the relationship between perceived stress and visiting preferences was not

significant (r [95] :0.329, p: 0.743).

The relationship between perceived stress and perceived social support was

addressed by analyzing the scores from the PSS with the scores from the PSSS. ln order

to describe the relationship between the two measures, a coffelation coefficient was

performed. A correlation coefficient is an appropriate test when the variables are

measured on an ordinal scale. The results indicated an inverse, or negative correlation,

which was approaching significance (-.L35, p: .080), suggesting a trend of increasing

perceived stress with decreasing social support.

To better understand the relationship between the patients' perceived stress and

perceived social support, further analysis was performed. Parametric tests are generally

considered more powerful than nonparametric tests; therefore, independent t-tests were

utilized to test for differences between the mean PSS scores with the mean scores on the

PSSS. The analysis did indicate an approaching significant relationship between

perceived stress and perceived social support (t [93J: - 1.717, p: .089). The mean pSS
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(M:24.68) for participants with high PSSS scores (above the 25th percentile/n:87) was

lower, compared with the mean PSS (M: 27.68) for participants with low PSSS scores

(below the 25th percentile/ n:29).

Research Question #4:

Is there a relatíonshíp between the variables of age, gender, marital status, socio

economic støtus, ethnícity, severity of illness, and perceived social support, perceived

stress and vísiting preference?

This research question was initially addressed by correlating the scores from the

PSS, as well as the scores from the PSSS, and visiting preferences (HPVP# 1) with each

of the demographic variables in the study. A nonparametric correlation co-efficient

analysis (Kendall's tau) was utilized (see Table 10).

Table 10

Correlatíons (Kendall's tau) of Key Studv Variables wíth Demographic Varíables

Subscalel234567B

I. PSS

2. PSSS

3.IIPVPl

4. Age

5. Gender

6. Marital

7. SES

8. Ethnicity

9. Severity
of Illness

1.000 .125 -.004 .015 .232" - .OO7 -.073

1.000 -.038 .074 .047 .089 -.057

1.000 .290. .t26 .076 -.r20

1.000 -.022 .297 -.088

1.000 .127 .0s2

1.000 .013

1.000

-.017 .045

.025 .t62

.I4I .199

.078 .097

.084 .022

.220 -.007

.337 .005

1.000 .01s

p<.01

1.000
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From the analysis, specific to the research question, significant positive

correlations between visiting preferences and age, as well as between PSS and gender

(i.e. female), were revealed (see Table 10).

To describe and better understand the relationships between the demographic

variables and the key study variables, a stratified analysis was performed. The

demographic variables were divided into various subgroups/strata, and analyzed for

differences between each of the subgroups and the key study variables. Parametric

independent t-tests and ANOVA were utilized to analyzethe effect of each variable

subgroup and key variables of visiting preferences on perceptions of stress. Various

nonparametric chi-square tests were utilized to test for significant differences between the

variables and visiting preferences on perceptions of social support. Logistic and multiple

regression models were also utilized to isolate the strength of the relationships between a

number of independent variables on the outcome variables.

The relationship of each demographic variable with key study variables and their

outcomes of visiting preference, perceptions of social support, and perceptions of stress

follow.
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Visíting Preference

Age and visiting preference. The ages of the study participants ranged from 18 to

88 years. The ages were divided into three subgroups: 1 8 to 44years, 45 to 64years, and

65 and older. The relationship between age and visiting preferences was subsequently

analyzedby crosstabulating the ages with visiting preferences (HPVP#l). Pearson's chi-

square test was utilized to assess for differences between the two group proportions. (see

Table 11).

Table 11

Crosstabulation

Age groups

and Vísitíns Pre rence*

I prefer to have visiting
hours to be more frequent

I prefer to have visiting
hours remain the same

Total

18 - 44 years

45 - 64 yearc

> 65 vears

Total

n:2I
(ss.3%)

n:l 1

(28.e%)

n:6
(1s.8%)

n:38
(100%)

n:l5
(r8.3%)

n:40
(48.8 %)

n:27
(32.e %)

n:83
(100%)

n:36

n:51

n:33

N:120

*Pearson's chi-square (X2 [2, N: i20] : 17.007, p: 0.000)

The analysis revealed a significant relationship between age and visiting

preferences þ :0.000). The preference for more frequent visiting hours decreases as age

increases. A significant trend was also noted: a larger proportion of ..younger,, aged

participants preferred to have more frequent visiting hours compared to preferring to have

visiting hours remain the same.

Gender and visiting preference. The relationship between gender and visiting

preferences (i.e., HPVP#I) was analyzed by crosstabulating the variable in a pearson's
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chi-square test. The analysis did not reveai a significant relationship between gender and

visiting preferences (y2 11,N: 1201 : .043,p : 0.g37).

Marital status and visiting preference. The relationship between marital status

(i-e., married versus not married) and visiting preferences (i.e., Hpvp#l) was analyzed

by crosstabulating these variables. Pearson's chi-square test was applied to test for

significant differences between the two group proportions. The analysis did not reveal a

significant relationship between the participant's marital status and visiting preferences

(X2 [7, N:l19] : .004,p:0.950).

Socio-economic status and visiting preference. Socio-economic status (SES),

based on the reported income of the study participants, was divided into two groups:

those who reported an income of less than $30,000, and those who reported an income of

more than $30,000. Given that the low income cut off(LICO) for a family of three living

in a community of over 500, 000 in 2004 wasjust over 30,000 before taxes ($3 I,126), the

two groupings were appropriate for the study sample (Canadian Council on Social

Development, 2005).

The relationship between SES and visiting preferences was analyzed by

crosstabulating reported income with visiting preferences (HPVP #1). pearson chi-

square test was applied to test for significant differences between the two group

proportions (see Table l2).
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TabIe 12

crosstabulatíon of socio-Economíc status and vßiting preference*

I prefer to have I prefer to have
Income Group visiting hours to be visiting hours remain Total

more frequent the same

Less than $30,000

More than $30,000

Total

n:l6
(se.3%)

n:l1
(40.7%)

n:27
(100%)

n:l8
(383%)

n:29
(6t.7 %)

n:47
(100%)

n:34

n:40

N:74

t Pearson's chi-square (X2U,N:741 : 3.034, p:0.082)

The analysis revealed an approaching significant relationship between income and

visiting preferences þ: 0.082). Participants who reported earning less than $30,000 a

year, preferred visiting hours to be more frequent, and were less likely to prefer visiting

hours to remain the same, than patients who reported earning $30,000 or more. However,

these results must be approached with caution due to the relatively large number of

participants (38%)who chose not to report their annual income on the demographic

questionnaire.

Ethnicity and visiting preference. The relationship between ethnicity and visiting

preferences was analyzed by crosstabulating the reported ethnicity of the participant with

visiting preferences (HPVP#l). Pearson chi-square test was utilized to test for

differences between the two group proportions. The analysis did not reveal a significant

relationship between ethnicity and visiting preference (X2 U,N: 1161 : .908, p : 0.341).
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Illness severity and vìsiting preference. APACHE scores measured the illness

severity of the participants within the study. The APACHE scores ranged from 0 to 25.

With a median score of 8, half the sample had scores between 0 and 8, and the other half

befween 9 and25. Therefore, participants with lower APACHE scores are represented

by scores of less than9, which indicate less severity of illness. Participants with higher

APACHE scores, represented by scores greater than 8, indicate greater severity of illness.

The relationship between illness severity and visiting preferences was analyzed by

crosstabulating the APACHE scores with visiting preferences (HPVP#l). Pearson chi-

square test was applied to test for significant differences between the two groups. The

analysis did not reveal a significant relationship between severity of illness and visiting

preferences (X2 [1, N:l20] : .007, p:0.932).

Influences on Visiting Preference. A logistic regression analysis was utilized to

address interrelationships between the study variables and visiting preferences, as well as

to lend support to the previous analyses. Logistic regression analysis was deemed an

appropriate method to assess the influence between multiple variables and an outcome

variable that is categorical, such as visiting preferences. The variables included the

demographic variables, as well as the key variables of perceived stress and perceived

social support. The group of study participants in the age group of 45 to 64 were not

included as their visiting preference were similar to participants in the 65 and older

group. (see Table 13).
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Table 13

Summary of Logistic Regression Analysis for Variables Influencing Visítíng Preferences
1N:92)

Variable
Exp (B) Odds

Ratio

95%Cl. forExp (B)
p value

Lower Bound Upper Bound

Interaction

Ages 18 - 44

Ages > 65

Gender

Marital Status

Ethnicity

Illness Severity

Perceived
Social Support

Perceived
Stress

1.000

.r64

1.200

.937

t.s20

.459

.418

1.350

.992

.049

.315

.339

.534

.r26

.135

.403

.927

.541

4.59

2.59

4.32

1.67

1.29

4.54

1.06

.062

.003*

.787

.900

.433

.237

.130

.626

.805

Nagelkerke R Square: .191
*p: <o.ol

After controlling for gender, marital status, ethnicit¡ severity of illness, perceived

social support, and perceived stress, the analysis revealed that age had a significant

influence on visiting preferences (p : 0.003). Specifically, younger participants, in the

18 to 44 year age gtoup preferred more frequent visitation than older patients.

Perceived Social Support

Age and perceived social support. The relationship between age and perceived

social support was analyzed by crosstabulating the three age groups of the participants

with the PSSS scores. Pearson's chi-square test was utilized to test for differences

between the two group proportions. (see Table 14).
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Table 14

Crosstabulation of Age and Perceived Social Support*

Age groups Above 25ù
Percentile

Below 25th

Percentile
Total

78- 44 years

45- 64 yearc

> 65 years

Total

tr23
Q7.7%)

n:39
(47.0%)

tl=2l
(2s.3%)

n:83
(100%)

n:I2
(42.e%)

n:7
(2s.0%)

n:9
(32.e%)

n:28
(100%)

n:35

r:*46

n:30

N:l11

* Pearson's chi-square (X2 12, N: 1 I 1l : 4.328,p : 0.1 15)

The participants in the 18 to 44 year age group and in the 65 year andolder age

goup had greater perceptions of low social support, compared with participants inthe 45

to 64 year age group. Conversely, participants in the 45 to 64 year age goup reported the

most perceptions of high social support; however, the results of the analysis did not

reveal a significant relationship between age and perceived social support (p:0.I15). It

is of interest to note that participants in the 45 to 64 year age group also reported lower

perceptions of perceived stress compared with the other two age groups. Although not

statistically significant, the results may be clinically significant.

Age, visitíng preference and perceived socíal support. The effect of age and

visiting preferences on perceived social support was analyzed by crosstabulation of the

age groups of the participants with visiting preferences (HPVP#l) and PSSS. Mantel-

Haenszel chi-square test was applied to test for differences, controlling for age. From the

analysis, study participants in the 18 to 44 age group who preferred to have more frequent

visiting hours had more perceptions of low social support; that is, 66.7% of the
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participants in this age group with this particular visiting preference had low PSSS scores

below the 25th percentile, compared to 33.3yo of the participants in the same age Soup,

but with a preference to have visiting hours remain the same. However, the analysis did

not reveal a statistically significant effect of age and visiting preferences on perceived

social support (X2Il, N: 1201 : .009, p:0.923). Although not statistically significant,

the results may be clinically significant.

Gender and perceived social support. The relationship between gender and PSSS

scores was analyzed with Pearson's chi-square test. Although a larger proportion of male

participants had reported lower perceptions of social support, no significant relationship

was found between the patient's gender and perceptions of social support (X2 LI,N: 1111

: .072, p:0.789).

Gender, visíting preference andperceived social support. The effect of gender

and visiting preferences on perceived social support was analyzed by crosstabulating

visiting preferences (HPVP#I) and PSSS scores with gender. Mantel-Haenszel chi square

test was utilized to assess for differences controlling for gender. The analysis revealed a

non-significant effect of gender and visiting preferences on perceived social support (x2

[1, N: 1111 :.038, p:0.970).

Marital status and perceived social support. The relationship between marital

status and PSSS scores was assessed by crosstabulating these variables with Pearson's

chi-square test to assess for differences between the two group proportions (see Table

15).
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Table 15

crosstabulatíon of Marital status and Perceived social supportx

percentile percentile rotal

n:21
(75.0 %) n:53

n:7
(25.0%) n:58

n:28
(too%) N:111

Not Married

Married/ Common-
law

Total

n:32
(38.6%)

n:51
(6t.4%)

n:83
(100%)

* Pearson's chi-square (X2 U,N:I l il : ll.I47 , p: 0.001)

The analysis revealed a significant relationship between marital status and

perceptions of social support (p:0.001). A greater number of non-married participants

had lower PSSS scores, indicating more perceptions of low social support, and

conversely, less perceptions of high social support compared with married/ common-law

participants.

Marítal status, visítíng preference and perceíved social support. The effect of

marital status and visiting preference on perceived social support was analyzed by cross

tabulating visiting preferences (HPVPI) and PSSS with martial status. Breslow Day's

chi square test for homogeneity of the odds ratio was utilized to test for interactions

between the variables. The analysis revealed an approaching significant combined effect

of marital status and visiting preferences on perceived social support (X2 [L,N: i 11] :

3.244,p:0.072). Participants in a married or common-law relationship, who preferred

more frequent visiting hours, had lower PSSS scores.

Socio-economtc status and perceíved social support. The relationship between

SES and perceived social support was analyzed by crosstabulating income with PSSS
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scores. Pearson chi-square test was utilized to test for significant differences between the

two group proportions (see Table 16).

Table 16

Crosstabulation of Socio-economic Status and Perceptíons of Social Support*
Income group

Above 25th

percentile
Below 25th
percentile

Total

< $30,000

> $30,000

Total

¡v22
(37.e%)

n:36
(62.1%)

n:58
(100%)

n:l0
(833%)

tr2
(16.7%)

wl2
(100%)

tr32

n:38

N:70

*Pearson's chi-square (X2 ll, N: 70] : 8.25, p: 0.004).

The analysis revealed a significant relationship between SES and perceived social

support. Participants who reported earning less than $30,000 ayear had significantly

lower perceived social support compared with participants who reported earning more

than $30,000 a year.

Socío-economic status, vísiting preference and perceived social support. The

effect of SES and visiting preferences on perceived social support was analyzed by

crosstabulating visiting preferences (HPVP1) and PSSS scores with income. The

Breslow-day test was utilized to assess for interactions between these variables. The

analysis revealed results that were approaching significan ce (y2 [ I , N:70] : 3 .149, p :

0.076). Participants who reported eaming over $30,000, and preferred more frequent

visiting, also had greater perceptions of low social support.
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Ethnicity and perceived social support. The relationship between ethnicity and

perceived social support was analyzed by crosstabulating ethnicity with the perceived

social support scores (PSSS). The analysis did not reveal a significant relationship

between ethnicity and perceptions of social support (X2 [l,N:l16] :1.650,p:0.199).

- Ethnicíty, vísitíng preference and perceived social support. The effect of

ethnicity and visiting preferences on perceived social support was analyzed utilizing

Mantel-Haenszel chi-square test to assess for significant differences between the

variables, controlling for ethnicity. The analysis did not reveal a significant effect of

ethnicity and visiting preferences on social support (X2U,N:107 l: .029, p: 0.g65)

Illness severi$t and perceived socíal support. The relationship between illness

severity and social support was analyzed by crosstabulation of APACHE scores with

PSSS scores. Pearson chi-square test was utilized to test for dif[erences between the two

group proportions. The analysis did not reveal a significant relationship between illness

severity and perceived social support (X2 [1, N:l11] : .358, p : 0.549).

Illness severitlt, visiting preference and perceived social support. The effect of

illness severity and visiting preferences on perceived social support was analyzed by

crosstabulating visiting preferences (HPVPl), PSSS scores, and illness severity. Mantel-

Haenszel chi-square test was utilized to assess for significant differences, controlling for

illness severity. The analysis did not reveal a significant effect of illness severity and

visiting preferences on perceived social support (X2 U,N:I I ll: .039, p: 0.g44).
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Influences on Social Support. A logistic regression analysis was utilized to

address interrelationships between the study variables and high versus low social support,

as well as to lend support to the previous analyses. Logistic regression analysis is an

appropriate method for untangling interrelationships between multþle variables and a

dichotomous outcome variable, such as social support. The variables included the

demographic variables, as well as key study variables of perceived stress and visiting

preferences. Socio-economic status, designated as reported income, was not included in

the analysis, due to the high non-response rate to this particular question. The group of

study participants in the age group of 45 to 64 were also not included, due a low number

ofparticipants reporting 1ow support (w2) (see Table l7).
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Table 17

Summary of Logístic Regression Analysís for Varíables Influencing Perceptíons of Low
Social Support in Hospitalized N: 92)

Variable
Exp (B) odds

Ratio

95% Cl. for Exp (B)
p valte

Lower Bound Upper Bound

Interaction

Ages 18-44

Ages > 65

Gender

Marital Status

Ethnicity

Illness Severity

Perceived
Stress

Visiting
Preferences

.008

1.3 10

3.850

1.050

7.180

2.080

t.020

1.080

.580

.732

1.000

.169

2.2t0

.533

.314

1.000

.151

12.80

t7.70

1.7s

23.30

11.00

3.32

1.t7

2.22

.001

.r25

.050*

.308

.001**

.326

.972

.045*

.426

Nagelkerke R Square : .325*p: <0.05
''.*p: <0.01

After controlling for age, gender, ethnicity, severity of illness, perceived stress

and visiting preferences, the analysis revealed that marital status had a significant

influence on perceptions of social support, specifically low social support (p : 0.001).

Participants, specifically those who were not married, were more likely to have

perceptions of low support than participants who were married. Another significant

influence on perceptions of social support, albeit, not as strong, was age (p :0.050).

Specifically, the older participants were more likely to have perceptions of lower social
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support. As well, a significant influence on perceptions of low social support was

perceived stress, specifically greater perceptions of stress (p: 0.045).

Perceived Stress

Age and perceíved stress. The relationship between age and perceived stress was

assessed by applying ANOVA to test for differences between the age groups of the

participants and PSS scores. Although mean PSS scores for the participants in the 18 to

44 year age group (M:25.60), and in the 65 and older age group (M:26.19) were higher

compared with participants in the 45 to 64year goup (M:24.60), these differences were

not statistically significant (F [2,94J: .371, p: 0.691).

Age, visiting preference and perceíved stress. The effect of age and visiting

preferences on perceived stress were analyzed by utilizing ANovA. This is an

appropriate measure to test the effect of two or more variables, such as age and visiting

preferences, on the dependant variable (PSS).

Although the study participants in the 18 to 44 yeat age group who preferred to

have more frequent visiting hours had higher mean scores on the PSS (M: 27.35) than

participants in that same age group, who preferred to have visiting hours remain the same

(M:23.38), the analysis did not reveal a statistically significant effect of age on the

relationship between visiting preferences and perceived stress (F [2,911: 1.433, p:

0.244). However, the results maybe clinically significant.
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Gender and perceived stress. The relationship between gender and PSS scores

was analyzed by utilizing independent t-tests. The analysis revealed a significant

relationship between gender and perceived stress (t [95]: -2.762, p: 0.007). Female

participants had significantly higher mean scores on the PSS (M: 27.94) compared with

male patients (M: 23.7 3).

Gender, visitíng preference and perceived stress. The effect of gender and

visiting preferences on perceived stress was analyzed by ANOVA. The analysis revealed

females had significantly higher PSS scores than males (F [1, 931: 4.rtr, p : 0 .028).

Although male participants, who preferred to have visiting hours more frequent, had

slightly higher PSS scores (M: 24.85), compared with males who preferred visiting

hours to remain the same (M= 23.19); the analysis did not indicate a significant effect of

gender and visiting preferences on perceived stress. Females had higher perceived stress,

no matter what the visiting preference (F [1, 93]: .891, p: 0.348).

Marítal status and perceíved stress. The relationship between the marital status

variable and PSS scores was assessed by independent t-tests. No significant relationship

was found between the participants' marital status and perceived stress (/ [95]: -.278, p

:0.782).

Marital status, visitíng preference and perceived stress. The effect of marital

status and visiting preferences on perceived stress was analyzed by utilizing ANOVA.

From the analysis, marital status and visiting preferences did not have a significant effect

onperceived shess (F [1,931:. 121,p:0.729).

Socío-economic status and perceived stress. The relationship between SES and

perceived stress was assessed by utilizing independent t-tests to assess for differences
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between reported income and the mean scores on the PSS. Results indicated no

significant relationship for participant's who eam less than $30,000 versus greater than

$30,000 and perceived stress (t t65l : -. 540, p : 0.591).

Socío-economic status, visítíng preference and perceived stress. The effect of

SES and visiting preferences o4 perceived stress was analyzed utilizing ANOVA (see

Table 18).

Table 18

ANOVAfoT Vísiting Preference and SES on Perceived Stress

Source df Mean square p valueF

HPVPl

Income group

HPVPl*income
group

Enor 63

177.83

rr6.9t

287.86

53.r2

3.348

2.20r

5.419

.012

.143

.023*

*p:'-05

The analysis revealed that income had a significant combined influence on

visiting preferences and perceived stress (p:0.023). Participants who reported earning

$30,000 or more and preferred to have more frequent visiting, had significantly higher

levels of perceived stress (M: 31.20) compared with participants who reported earning

$30,000 or more and preferred to have visiting hours remain the same (M:23.34).

Ethnicíty and perceived stress. The relationship between ethnicity and perceived

stress was analyzed utilizing an independent t-test to test for differences between mean

scores on the PSS and the ethnic grouping of the participant. Results did not indicate a

significant relationship between ethnicity and perceived stress (t [92]: -. 878, p : 0.382)
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Ethnicíty, visiting preference and perceíved stress. The effect of ethnicity and

visiting preferences on perceived stress was analyzed utilizing analysis of variance

(ANOVA). The analysis did not reveal a significant effect of ethnicity and visiting

preferences on perceived stress (F LL,90] :. 96I, p: .330).

Illness severíty and perceived stress. The relationship between illness severity

(i.e. APACHE scores) and perceived stress was analyzed utilizing an independent t-test.

The analysis did not reveal a significant relationship between severity of illness and

perceived stress (/ I95l : .324, p: 0.747).

Illness severity, visiting preference and perceÌved stress. The effect of illness

severity and visiting preferences on perceived stress was analyzed utilizing ANOVA.

The analysis did not reveal a significant effect of severity of illness and visiting

preferences on perceived stress (F U,93] :. 003, p: 0.959).

Influences on Perceptions of Stress. Multiple regression analysis was completed

in an effort to provide additional insight regarding the factors that influence hospitalized

patient's perceptions of stress. Regression analysis is an appropriate method for

untangling relationships between multiple variables. The variables included the

demographic variables, as well as key study variables of perceived social support and

visiting preference. Socio-economic status, designated as reported income, was not

included in the analysis, due to the high non-response rate to this particular question (see

Table 19).
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Table 19

Summary of Multiple Linear Regression Analysis for Variables Influencing perceptions

Unstandarized Standarized

Variable Coefficients Coefficients

BsEp p value

Interaction

Ages 18-44

Ages 45-64

Ages > 65

Gender

Marital Status

Ethnicity

Illness Severity

Perceived
Social Support

Visiting
Preference

19.360 9.s00

-.480 3.320

-.023 .129

2.250 2.970

4.480 r.620

1.420 1.680

-2.020 2.260

-1.190 1.730

3.s20 1.960

-.37s 1.800

-.029

-.046

.129

.290

.094

-.094

-.078

.206

-.023

2.038

-.145

-.1.75

.755

2J50

.846

-.894

-.688

1.800

-.209

.4s0

.88s

.862

.453

.007**

.400

.374

.494

.076*

.835

R2: .137; Adjusted R2 : .043

After controlling for age, marital status, ethnicity, severity of illness, social

support, and visiting preference, gender, specifically female, emerged as having a

significant influence on stress perceptions in the hospitalized adult patient @:0.007).

Social support, specifically low social support, was approaching significance as having

an influence on stress perceptions in the hospitalized adult patient @:0.076).
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Question# 5:

Is there a relatíonship betvveen tlte variables offrequency of hospitalízations and the

days currently spent ín hospítal and the patient's visiting preferences, perceptions of

stress, and perceptíons of social support?

This research question was addressed by stratifying the analysis, dividing the

variables of frequency of hospitalizations and duration of current hospital stay into

various subgroups. The data were analyzed to test for relationships between the various

subgroup variables and with the key variables of the study. lndependent t-tests were

utilized to test for differences between mean scores on the PSS, and ANOVA were

utilized to analyze the effecl interaction of each subgroup and visiting preferences on

perceptions of stress. Nonparametric Pearson's and Mantel }{aenzel chi-square tests were

also utilized to test for significant differences between each of the subgroups and visiting

preferences, as well as perceptions of social support, and providing for control on each

variable on visiting preferences and social support. Each of the variables and its

relationship with outcomes of visiting preference, perceived social support, and perceived

stress will be discussed.

Tísiting Preference

First time hospitalized and vísiting preference. The relationship between

participants who were/ were not hospitalized for the first time and visiting preferences

(HPVP#l) was analyzed by crosstabulation. Pearson chi-square test was utilized to test

for differences between the two group proportions. Although the analysis revealed that a

larger proportion of the participants who preferred more frequent visiting hours were not
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admitted to hospital for the first time; the results were not statistically significant (X2 U,

N:120] : .274,p : 0.601).

Number of past hospitalizatíons and visíting preference. The number of past

hospitalizations reported by the study subjects ranged from 2 to over l0 times. These

subjects were divided into three groups: 2 to 5 past hospitalizations, 6 to 9 past

hospitalizations, and over 10 past hospitalizations. The groups were crosstabulated with

visiting preferences (HPVP#l), utilizing Pearson chi-square test to assess for significant

difFerences between the two goup proportions. The analysis did not reveal a significant

relationship between number of past hospitalizations and the patient's visiting

preferences (y2 [3,N:107] :3.333,p : 0.343).

Days Currently Spent in Hospítal and Vísiting Preference. The number of days

spent in hospital at the time of participating in the study ranged from I day to over 27

days. The days reported by the study subjects were initially divided into four groups: I to

7 days,8 to 14 days, 15 to 21 days, and over 21 days. The relationship between the

number of days currently spent in hospital and visiting preferences was analysed by

Pearson's chi square test. The analysis did not reveal a significant relationship between

days currently spent in hospital and visiting preferences (y2 [3, N: 120] : 3.377, p :

0.338).

Perceived Social Support

First time hospitalized and perceived social support. The relationship between

participants who were/ were not hospitalized for the first time and PSSS scores w¿ts

analyzedby cross tabulation. Pearson chi-square test was utilized to test for differences

between the two group proportions. The analysis did not reveal a significant relationship
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between those who were versus those who were not hospitalized for the first time and

perceived social support (X2 lI,N: 1111 : .803,p : 0.370).

First tíme hospitalízed, vísiting preferences and perceived social support. The

effect of whether or not the patient's first time in hospital and visiting preferences on

perceived social support was analyzed utilizing Mantel-Haenszel chi-square test to assess

for differences between visiting preferences (HPVP#l) and PSSS scores, while

controlling for first time hospitalízation.

Although participants' who were in hospital for the first time, and preferred

visiting hours to be more frequent, had lower scores on the PSSS; that is 670/o of this

participant grouping had low PSSS scores (i.e., below the25o/o percentile), compared

wíth25Yo of the particþants who reported first time hospitalization, but preferred visiting

hours to remain the same; however, the results of the analysis were non significant (X211,

N: 1i Il: .052, p: 0.820). It is of interest to note that participants who were in hospital

for the first time, and preferred more frequent visiting hours, also had higher perceived

stress. Although not statistically significant, the results may be clinically significant.

Number of pøst hospitalizatíons and perceived social supporl. The number of

times the participants were hospitalized in the past were crosstabulated with PSSS scores,

utilizing Pearson chi-square test to assess for significant differences between the group

proportions (see Table 20).
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Table 20

Crosslabulatíon of Number of Past Hospitalízation and Perceíved Social Support*
Number of times

hospitalized in the Above 25th Below 25ù 
Total

past Percentile Percentile

2-5 n:53

(63.e %)

n:9

(10.8 %)

trl4
(16.e %)

tr7
(8.4%)

n:9

(33.3 %)

n:5

(18.s %)

rr9
(33.3 %)

t:,*4

(T4.8 %)

n:62

n:|4

n:23

n:l1

6-9

>10

Never

Total N:l10

+Pearson's chi-square (X2 13, N:l101 : 7 ]8t p : 0.051).

The analysis revealed an approaching significant relationship between the number

of past hospitalizations and perceived social support (p: 0.051). The more past

hospitalizations the participant had, the greater the likelihood of perceptions of less social

support.

Number of past hospitalizatíons, visitíng preference and socíal support. The

effect of the number of past hospitalizations and visiting preferences on perceived social

support was analyzed utilizing Mantel-Haenszel chi-square test to assess for significant

difFerences between the visiting preferences (HPVPI) and PSSS scores, controlling for

the number of past hospitalizations. The analysis revealed the number of past

hospitalizations and visiting preferences had no significant effect on perceived social

support (X2 11,N: 1 101 : .000,p : 0.992).

n:83

(100%)

n:27

(100%)
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Days currently spent in hospital and perceived social support. The relationship

between the days currently spent in hospital and PSSS scores was analyzed by cross

tabulation. Pearson chi-square test was utilized to test for differences between group

proportions.

Although it appears that as the current number of days the participant spent in

hospital increases, the perception of low social support slightly increases up until the

third week, then decreases after the third week spent in hospital, the analysis did not

reveal a significant relationship between the days currently spent in hospital and

perceived social support (x213, N: 11ll: 1.672, p:0.657). It is of interest to note that

perceived stress also increased as days spent in hospital increased, up until the third

week, then decreased. Although not statistically significant, the results may be clinically

significant

Days currently spent in ltospítal, visitíng preference and perceived social support.

Mantel-Haenszel chi-square test was used to assess for significant differences between

visiting preferences (HPVP#l) and mean scores on the PSSS, controlling for the days

currently spent in hospital. The analysis did not reveal a significant effect of the number

of days the patient currently spent in hospital and visiting preferences on perceived social

support (X2 U,N: 1 1 1l : .034, p : 0.853).
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Perceived Stress

First time hospítalized and perceíved stress. The relationship between

participants who werc/were not hospitalized for the first time and PSS were analyzed by

independent t-tests to assess for differences between the mean PSS scores. Although the

mean PSS scores were slightly higher for participants who were hospitalized for the first

time (M:26.29) versus those who were not (M:25.27), the analysis did not reveal a

significant relationship between participants who were versus were not hospitalízed for

the first time and perceived stress (/ t95] : .343, p:0.733).

First time hospitalizatíon, visiting preference and perceived stress. The effect of

whether of not the patient was hospitalized for the first time and visiting preferences on

perceived stress was analyzed utilizing ANOVA to test for significant differences

between mean PSS scores

Patients who were hospitalized for the first time and preferred more frequent

visiting hours, had higher mean PSS scores (M:37.00) than patients who were also

hospitalized for the first time, but who preferred visiting hours to remain the same (M:

24.50). While the analysis did not reveal a statistically significant relationship (F' [1,93]

:.2.208, p: 0.141), the results may be clinically significant.

Frequency of past hospitalizatíon and perceived stress. The relationship between

the frequency of past hospitalization and PSS were analyzedby ANOVA to test for

differences between the mean PSS scores. The mean PSS scores were lower for

participants who had less past hospitalizations (M:23.83 for participants reportíng2 to 5

past hospitalizations), than participants who had more past hospitalizations (M:27.77 for

those reporting over l0 past hospitalizations). However, the analysis did not reveal a
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significant relationship between the number of past hospitalization and perceived stress

(F 13,921: L.802, p:0.152). The results may be clinically significant.

Frequency of past hospitalizatíon, visiting preference and perceived stress. The

effect of the number of past hospitalizations and visiting preferences on perceived stress

was analyzed by utilizing analysis of variance (ANOVA). The analysis did not reveal a

significant effect between the number of past hospitalizations and visiting preferences on

perceived stress (¡' [1, 88] :1. 174, p : 0.324).

Days currently spent in hospìtal and perceived stress. The relationship between

the days currently spent in hospital and PSS was analysed using ANOVA to assess for

differences between the mean PSS scores. Although mean PSS scores increased slightly

with each week spent in hospital (lttf:25.27; M:25.62; M:26.75) up until the third

week, then decreased after the third week in hospital (M-- 24.55), the analysis did not

reveal a significant relationship befween the days currently spent in hospital and

perceived stress (F 13,931 : .088,p :0.967).

Days currently spent in hospital, vísitíng preference and perceived stress. The

effect of the number of days currently spent in hospital and visiting preferences on

perceived stress was analysed utilizing ANOVA. The analysis revealed participants' who

had currently been in hospital for over 2I days, and preferred visiting hours to be more

frequent, had higher PSS scores (M:31.00) compared with participants' who were

currently in hospital for the same amount of time, but preferred visiting hours to remain

the same (M:25.34); however, the analysis did not reveal a significant relationship

between the effect of days currently spent in hospital and visiting preferences on

perceived stress (F fl,93] =. 1.766, p: 0.187).
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Question#6:

Is there a relationship between satisfaction with current vísitíng hours and overall length

of stayT Between perceptions of stress and overall length of hospítal stay?

This research question was addressed by analyzingthe relationship between

patients who were satisfied with current hospital visiting hours and overall length o-f

hospital stay. Univariate analysis established a non-noÍnal distribution of the overall

length of hospital patient stay. The days ranged from 3 to 95, with 10.8 %o of the sample

currently in hospital for over 50 days. The Mann-Whitney test was deemed an

appropriate test to utrlize, given the non-normal dishibution. The analysis did not reveal

a significært relationship between participants who were satisfied with current visiting

hours and their overall length of stay compared with participants who prefer to have more

frequent visiting hours (U: 1374.00, p:0.298).

The relationship between perceived stress and overall length of stay was analysed

by comparing mean PSS scores with overall lengfh of stay. Because of the non-normal

distribution of the overall length of hospital patient stay, in order to create two groups,

length of stay was divided at the median, as half the sample had a length of stay of 11

days or less, and the other half which had a length of stay t2 days or greater.

Independent t-tests were utilized to assess for significant differences between the two

groups. The analysis did not reveal a significant relationship between PSS and overall

length of hospital patient stay (/ [95] : -.295, p:0.769).
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Summary

Using descriptive statistics, various chi-square non-parametric tests, primarily

Pearson's, Breslow-Day, and Mantel-Haenszel, as well as various parametric tests,

specifically, independent t- tests, ANOVA, multiple linear regression and logistic

regression, the research study questions were addressed.

Findings indicate visiting hours are important. While the majority of the

participants preferred visiting remain the same, as per hospital policy (i.e., 0830 to 2030

hours/ daily), almost all of the participants would prefer the nurse to make exceptions to

visiting hours. Although no statistically significant relationship was found between

social support and visiting preferences, the relationship between stress and social support

was approaching a significant negative, or inverse, relationship. A subsequent regression

analysis lent further support for this finding.

Certain variables had a significant relationship with visiting preferences,

perceived stress, and perceived social support in the hospitalized adult participant. There

was a significant relationship between age and visiting preferences; the younger the

participant, the more likely the preference for more frequent visiting hours (p :0.000).

This finding was supported in the more rigorous logistic analysis; after controlling for a

number of variables, age (specifically younger age) was a higtrly significant influence on

visiting preferences (p: 0.003).

The relationship between the perception of stress and gender was significant;

female participants reported higher perceived stress scores compared with males þ :

0.007). Multiple regression analysis filrther supported that being of the female gender
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was a higftly significant predictor of stress in the hospitalized patient population þ:
0.007).

There was a significant relationship between perceptions of social support and the

marital status of the patient. Married participants had significantly higher perceived

social suppor-t compared with those who were not married. (p: 0.001). An approaching

significant relationship was revealed between the influence of marital status and visiting

preference on perceived social support (p:0.072). The participants who reported to be

in a ma:ried or common-law relationship and who preferred more frequent visiting hours,

had lower PSSS scores. A logistic regression analysis also revealed that martial status

was a highly significant predictor of social support (p: 0.001).

A univariate analyses revealed SES had a significant impact on perceptions of

social support. Participants who reported earning less than $30,000 a year had

significantly lower perceived support compared with participants who reported earning

more than $30,000 ayear (p:0.004). An approaching significant relationship was

revealed between SES and visiting preferences (p: 0.082). Participants who reported

earning less than $30,000 ayear, preferred visiting hours to be more frequent, and were

less likely to prefer visiting hours to remain the same, than patients who reported eaming

$30,000 or more.

SES also had an effect on visiting preference and its relationship with perceived

stress, as well as social support. Participants who reported earning $30,000 or more, and

preferred more frequent visiting, had significantly higher levels of perceived stress (M:

31.20), compared with participants who reported earning $30,000 or more and preferred

to have visiting hours remain the same (M:23.34;p:0.023). Participants who reported
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eaming $30,000 or more, and preferred more frequent visiting, also reported perceptions

of low social support, a relationship that was approaching significance Qr 0.076).

However, due to the high non-response rate related to income, these results must be

interpreted with caution.

An approaching significant relationship was also revealed between frequency of

hospitalizations and perceptions of social support þ: 0.051); as the number of past

hospitalizations increased, perceptions of low social support increased. No statistically

significant relationship was found between the current days spent in hospital and visiting

preferences, perceptions of stress, or social support, or between p-erceived stress and

overall length of hospital stay. Participants who were satisfied with current visiting hours

did not have a decreased length of hospital stay.

Thus, the research questions have been addressed in the data analysis. The

findings of these analyses will be discussed in the next chapter.
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CHAPTER SIX: DISCUSSION

Introduction

This descriptive, correlational study was designed to explore and describe the

hospitalization visitation preferences of patients on general medical units. Additionally,

the relationship between perceived availability of social support and perceived stress was

explored. As well, relationships among preferences for visitation and perceived stress,

and the variables of age, gender, marital status, socio-economic status, ethnicit¡ illness

severity, frequency of hospitalization, and days currently spent in hospital were examined

within this patient population.

This study's conceptual framework was based on several theoretical perspectives

related to social support, including Cohen and Wills' (1985) Stress Buffering Model,

which was built on Lazarus and Folkman's theory of stress, coping, and adaptation, and

Roy's Adaptation Model. A compilation of these theories guided the study, which

essentially focused on the importance of appraisal, or perception, of the person in the

environment and its relationship to adaptation. Research instruments were selected to

operationalize the key variables of visitation preferences (i.e., The Hospitalized Patient

Visiting Preference Questionnaire), perceived social support (i.e., The Perceived Social

Support Scale), and perceived stress (i.e., The Perceived Stress Scale).

The target population included adult patients hospitalized on one of three general

medical units at alarge tertiary care hospital in Manitoba. Following the receipt of

approvals from ENREB, the facility, and the WRHA Medicine Data Base Information

Systems, and after completion of the stafforientation to the study purpose and

procedures, the research nurse went to the units and reviewed the hospitalized patients



110

who met the sample criteria with the unit nurses. To avoid any element of perceived or

actual coercion, and to ensure that participation was voluntary, the research nurse did not

directly approach the participants. The unit nurses approached the patients to determine

if they were willing to speak to the research nurse. Only consenting patients were

approached individually; the study procedures were explained, and informed consent was

obtained by the research nurse. Participants were then asked to fill out the series of

questionnaires. Completion of the questionnaires took approximately ten to fifteen

minutes. The research sample of 128 subjects completed a demographic information

form, in addition to the above questionnaires.

The investigation employed a quantitative approach to address the six research

questions. Although chi-square non-parametric tests, most notably, Pearson's, Breslow-

Day, and Mantel-Haenze1., were the principal method of data analysis, frequency

distributions, t-tests, ANOVA, and multiple regression and logistic regression analyses

were also utilized.

The results of this study indicated that visiting hours are important to hospitalized

adults on general medical units. Although the relationship between visiting preferences

and perceived social support was non-significant, the inverse relationship between

perceived social support and perceived stress was approaching statistical significance.

This relationship was further supported in a regression analysis.

Age and socio-economic status had a significant influence on visiting preferences.

Younger participants and participants who reported earning less than $30,000 annually,

were more likely to prefer visiting hours to be more frequent.
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Perceptions of stress were significantly influenced by gender, with female

participants reporting higher perceptions of stress. Perceived social support was

significantly influenced by marital status and SES; unmarried participants and

participants who reported earning less than $30,000 annually had significantly lower

social support. The relationship between the combination of marital status and visiting

preferences on perceived social support was also approaching significance; that is,

married participants, who preferred more frequent visiting, had lower perceived social

support scores.

The inverse relationship between the number of past hospitalizations and

perceptions of social support was approaching significance; that is, the greater the

number of past hospitalizations, the lower the perception of adequate social support. SES

also influenced the relationship between visiting preferences and perceptions of stress,

and social support. Participants who reported earning more than $30,000 annually, and

had a preference for more frequent visiting, had significantly higher perceived stress.

These participants also reported more perceptions of low social support. However, a

fairly large number of study participants did not reveal their annual income; therefore,

this finding must be interpreted with caution.

The following discussion begins with abrief introduction of the demographic

data. The subsequent discussion of the research findings corresponds with the study's

theoretical framework. The results will be addressed in terms of the key concepts of

visitingpreferences, perceived social support, perceived stress, level ofadaptation, and

adaptive outcomes. The preceding review of the literature will provide the basis for
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comparison of this study's findings with those of previous research. A discussion on the

limitations of the study as well as implications for nursing will follow.

emographtc Data

According to the WRHA Medicine Data Base, from September to December,

2005, the average ages of the patients admitted to the three medical units ranged were 59,

60 and 61 years, with an overall average of 60 years of age. The average length of stay

on the three medical units was 8, 10, and 12 days, with an overall average of 10.1 days.

Therefore, the sfudy sample was fairly representative of the typical population admiued

to the three general medical units, with respect to age and length of stay during this time

frame. The WRHA Medicine Database does not collect racial data; however, the hospital

does have alarge visible Aboriginal patient population.

According to WRHA Central Intake Aboriginal Services, the exact percentage of

Aboriginal patients admitted to specific hospital units is not known; however, records

related to the number of referrals Aboriginal services receives are maintained. Health

Sciences Centre during the period of September to Decemb er, 2005, received 932 of the

7712 refenals received from a total of eight different sites, which is just over half of the

number of referrals þersonal communication, B. Bowman- Taylor, November 10th,

2006). The Health Sciences Centre consists of four separate hospitals: 
'Women's,

Children's, Rehabilitation, and the General. The referrals that came from each separate

hospital, and from only the medical units during this time period are not known. Given

the above information, the percentage of Aboriginal patients, this cultural background of

the study sample was not likely to be representative of this patient population.
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Stres sful Event : Hospítalízatíon

The following includes a discussion of the current study's findings with respect to

the hospitalized adult medical patients' preference for visiting. Also included in the

discussion are factors that influence visiting preferences.

Patient Preference for Visíting

Visiting hours matter to hospitalized adult patients. An overwhelming 92.7% of

the participants indicated that hospital visiting hours are important to them. This is

similar to previous research literature. However, two-thirds of the study sample preferred

visiting hours to remain the same, and approximately one- third preferred visiting hours

to be more frequent. The majority of research literature indicates that patients usually

want more visiting hours than what is currently available. However, it is important to

note that almost all the research literature on visiting hours has been conducted in

specialized units, typically, critical care units. The few studies in the literature on visiting

preferences of patients in non- critical care units also reported that these patients were

somewhat satisfied with restrictions to visiting hours (Quinlan, Loughrey, Nicklin, &

Roth, 2003; Tanner, 2005).

The unit itself where patients are located during hospitalization may have an

impact on patients' perceptions (Fajemilenin & Fabayo, l99l; Simpson, 1991).

Participants in this sfudy were admitted to general medical units, and perhaps perceive

themselves as not " as acute" as a patient admitted to "specialized" cittcalunits;

therefore, the type of unit (i.e., general versus specialized/ IC{.r) may have had an

influence on the preference and need for visiting. In these specialized ICU areas, the

prescribed visiting hours are typically quite rigid, as opposed to what was available in the
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curïent study. Perhaps, given the choice whether one would like to see loved ones, ten

minutes every hour at certain hours during the day, or whenever one wanted, the patient,

more likely than not, would opt for the latter.

On the other hand, in BoycofPs (1986) study of the visiting preferences of

patients in CCU, she found that patients preferred visiting hours to remain the same as

per unit policg rather than increase or decrease the amount of visiting time. Ilr

postulating why these patients were willing to grve up control over visitation, Boycoff

(1986) speculated that perhaps these types of patients (i.e., primarily those with cardiac

disease, as well as in a critical care unit), may have had decreased energy to make

decisions. What is of interest in Boycoffls (1986) study, is that the visiting hours were

quite restrictive (i.e., 10 minutes every hour from 1lam to 8pm), but flexibility to visiting

hours policy was enforced.

Almost all of the study's participants expressed a desire for flexibitity in visiting

hours. Although the visiting hours are quite liberal (i.e., available 12 hours I day,

everyday) on the three medical units in this study compared with previous research,

exceptions to visiting hours were still preferred by 84.6% of the study sample.

Comments made by the study participants alluded to the desire for family

members having longer or unlimited visiting times. Although the majority of study

participants indicated a preference for visiting hours to be set by the hospital, they also

indicated a need for exceptions be made to these hours. Unrestricted visiting hours (i.e.,

up to 24 hours/ day everyday) arcperhaps not necessary on these units, but the option to

have unrestricted access, specifically for famity members, when the need arises, is a



115

preference that appears to be shared by medical patients. The question then arises, should

family members be considered as visitors to the units?

In this study, patients, and not their respective family members were surveyed.

Although most of the participants preferred visiting hours to remain as per hospital

policy, preferences and needs of the families of the participants were not captured in this

study. In the literature, it is noted that it is not only patients, but to a greater extent, their

families who have the most dissatisfaction with visiting hours (Rowland, Russell,

Richards, & Sullivan,200l; Simpson, 1991; Tanner, 2005). Whether the current visiting

policy also satisfies and meets the needs of the hospitalized patient families is an area that

requires further research.

It is also of interest to note that space was an important consideration related to

visiting preferences, as indicated by comments included on the HPVP questionnaire:

" I realize space is an íssue re: tlte number of vísitors, but 2 ís not enough...I have
a wífe and chíldren.."
"ttp to a reasonable number ofvisitors..

These particular types of comments were mentioned by the study participants, in regard

to the number of visitors allowed, reporting that a two visitor limit was not enough for

some, but also in regard to whether the patient preferred unrestricted visiting or the

current hospital visiting hours.

On the general medical units utilized in this study, patient room types are either

two bed or four-bed room. Within the research literature, the type of hospital room

þrivate/ single room versus two- to- four bed room) was not noted. However, with the

majority of research conducted in ICUs and in the US, one may speculate that many of

these patients were in private rooms; this isolation may explain the greater desire/
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preference/ need for unrestricted visiting. The type of room is an important factor to

consider in future studies, as the type, and size of the room may have been a confounding

variable within the study.

Although most participants preferred visiting hours to remain the same, as per the

current 'liberal' hospital policy, one-third of the participants indicated a preference for

more frequent visiting hours, that is, up to 24 hours a day. Certain factors can influence

visiting preferences and needs as indicated in the literature. ln a regression analysis, after

controlling for a number of variables, age was the only factor that emerged as having a

significant influence on visiting preference in this study (p:0.003).

The younger participants preferred for more frequent visiting (i.e., up to 24

hours). Makielski, et al. (1986) reported similar findings: younger patients preferred

unrestricted visiting, whereas older patients preferred more traditional visiting hours.

Simpson (1991) noted older patients preferred less visitors, but longer visits whereas,

younger patients preferred more visitors, but shorter visits. This effect was noted more so

in CCU, than in SICU. Simpson (1991) also reported that patients in SICU preferred

visits anytime, day or night, compared to patients in CCU. It should be noted that

patients are generally younger in SICU than in CCU.

The timing, of an event or situation, influences the process of appraisal, or

perception (Lazarus & Folkman, 1984). The event of hospitalizationin relation to the

patient's particular stage of life, or life cycle, may have had an effect on visiting

preference on medical units. Younger patients may perceive hospital visiting hours as

more restrictive and limiting in their access to social support, at a time when supportive

networks and relationships are beginning to develop. Younger patients likely also have a
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younger social nefwork, generally more active in the workforce, and therefore, perhaps

cannot visit during the visiting times set by hospital. Conversely, an older patient may

not perceive visiting hours as restricting access, having already developed a network with

strong social ties. ln addition, the older adult may have an older social network that

includes retired friends, and therefore, aremore able to visit durJng set visiting times.

lncome also appeared to influence visiting preferences. However, approximately

one-third of the study sample did not document their annual income, and for that reason,

these results must be interpreted with caution. In the univariate analyses, lower income

participants (i.e., those who earn less than $30,000 annually), were more likely to prefer

visiting hours to be more frequent (i.e., up to 24 hours a day) (p: 0.082). Income may be

associated with age, as it would seem logical that younger age would be associated with

less income, which may explain this finding; however, income was not included in the

logistic regression model. Consequently, this finding cannot be verified. In the

literature, Simpson (1991) also noted an association between lower socio-economic status

and a desire for longer visiting hours.

Socio-economic status is generally acknowledged as influencing the amount and

type of social support. Low-income earners tend to face more challenges with

transportation, receive less support from their partners, and are more likely to be

unmarried, and have young children at home. Moreover, these challenges tend to have a

greater effect on women, because they generally have lower incomes (Frisb¡ Crawford,

& Dorer, 1995).

For the low-income ea.rner, access to their social support in hospital may be

hindered by their supportive network facing difficulties related to time (e.g., time off
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from work, childcare), transportation (e.g., no vehicle) , andl or monetary means (e.g., bus

or cab fare to the hospital) in order to get the hospital, in addition to arriving during set

visiting hours, may make it more difficult for the low-income access support during

hospitalization; consequently, the preference for more frequent visiting hours.

Other demographic characteristics and situational variables including gender,

marital status, severity of illness, ethnicity, first time hospitalization, the frequency of

hospitalizations or days spent in hospital did not influence visiting preferences in this

study.

Makieski et al. (1986) reported gender as having an effect on visiting preferences;

with males wanting more traditional visiting hours, and females preferring unrestricted

visiting. 'Women 
tend to have a wider range of sources of support than men (Fuhrer &

Stansfeld, 2002);hence, the preference for more visiting, which, in turn, may explain the

difference in gender visiting preferences. Gender differences in visiting preferences were

not noted in the current study. However, the Makieski et al's (1986) study results were

based on a relatively small sample size (N:70) of critically ill patients. Women in

critical care may have different visitation preferences.

Marital status did not have an effect on visiting preference in the current study.

This variable has not been previously researched in the literature; therefore, the effect of

marital status on hospital visiting preferences is an area for further research.

Severity of illness (i.e., APACHE scores) did not have an effect on visiting

preferences in this study. This is consistent within the research literature (Hamner, l99l;

Simpson, l99l). This is an interesting finding, as many nurses make decisions with

regard to the amount of visiting hours and number of visitors allowed based on how "i11"
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the patient is. This assumption is often based on the nurses' perception and, perhaps to a

greater extent, their preference for visiting, and not necessarily the patients'.

However, Simpson (1991) measured severity of illness both objectively (i.e.

APACHE), as well as subjectively (i.e. perceived severity of illness). She noted that

perceived illness severity was positively correlated with the number of visitors desired;

the more ill the patient perceived themselves, the more visitors they wanted.

Implementing a scale that was designed to capture the perceived severity of illness may

have effected their preference for visiting, given that it would be from the patient's

perception; atthough APACHE is a well recognized as a reliable tool for measuring

severity of illness. As well, the number of visitors desired was not captured within this

study. While the number of visitors that typically visited the study participants was

captured, the desired number was not. This is arL area that requires further research.

In this study, ethnicity did not have an impact on visiting preference; however,

given that the majority percentage of the study sample was Caucasian (85%), other

cultures/ ethnic backgrounds were likely not fairly represented. The results may not have

captured the actual impact of this factor on patient visiting preferences. In particular, the

hospital has a large Aboriginal patient population, as well as a diverse percentage of other

ethnic groups; therefore, the impact of this variable on visiting preferences is an area for

further research.

First time hospitalizatior¡ frequency of hospitalizations, ærd days spent in hospital

did not influence visiting preferences in this study. These variables and their relationship

to visiting preferences have not been previously research within the literature. However,

the majorify of study particþants indicated that this was not their first time in hospital
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(89.8%); therefore, these factor and their influences on hospital visiting preferences are

also areas for further research

In summary, visiting hours are important to patients. Flexibility to visiting hours

is a preference that almost all study participants reported having a need for during

hospitalization. The results indicate certain factors, such as age and SES, influenced

visiting preferences. Specificall¡ the age of the patient had a significant influence on

hospital visiting preferences. The findings have important implications for clinical

nursing practice and nursing administration.

Perceived Social Support

The following discussion includes the findings of the study in terms of factors that

influence perceived social support in the hospitalized adult. ln this study, social support

was defined as informal support typically provided by friends, families, and loved ones.

Perceptions of social support were influenced by certain factors. A regression analysis,

which controlled for a number of variables, revealed that, marital status, age, and stress

had a significant impact on perceptions of social support while in hospital.

Perceptions of social support while in hospital were significantly influenced by

marital status. Married/ common-law patients had less perceptions of low support and,

conversely, greater perceptions of adequate support, than patients who were reported not

being married (p :0.001). This would seem logical, as married individuals not only have

the support of the spouse, but would also, generall¡ have alarger network of family

(e.g., children; in-laws, etc.). Married individuals may perceive greater social support

than the unmarried individuals. The unmarried patients maybe: young singles who have

not yet developed this nefwork; divorced/ separated or widowed individuals who may
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have 'lost' this supportive network. A correlation analysis did reveal a positive

relationship between age and marital status (r: .297;p:0.000), which supports the

contention that the 'younger' participants were more likely to be single.

Age was a significant influence on perceptions of social support in hospital. The

regression analysis revealed that older participants (i.e.,l 65 years) were more likely to

report perceptions of low support (p:0.050). When age and perceptions of social

support were crosstabulated, the study participants that were younger in age (18- 44

years) and older in age (165 yea¡s) did generally report perceptions of lower social

support, compared with participants in the 45 to 64 years of age group. Although these

results were not statistically significant, they may be clinically relevant.

Social relationships, which are perhaps not as well established, are beginning to

develop for the younger age group participant. These relationships may be more firmly

established, and quite possibly flourishing, as one gets older. However, as one continues

to age, one may also see one's social support and network as diminishing, or no longer

available. The literature indicates that the elderly are at risk for deficits in social support

(Trenethick, 1997), and this study supports this contention. This may be due in part to

their loved one (s) moving away, or a significant other becoming i11, or possibly

succumbing to their illness. For older adults, the perceptions of social support may have

an efflect on their visiting preferences after all, but not in the same way as the younger

adult. For the older adult, more visiting hours in hospital may not be preferred, due to the

lack, or loss of available social support; therefore, access in hospital (i.e. visiting hours)

may not be as concerning to some.
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In the univariate analyses, there was an inverse relationship between the number

of past hospitalizations and perceptions of social support. The greater the frequency of

past hospitalizations, the more likely the perception of low social support. This result

may be related to the age of the patient; age \ryas a significant factor on perceptions of low

support, but it is logical to assume that the older adult is more likely to have had more

past hospitalizations. The older adult faces the increased potential for chronic illnesses

(Gall & Szwabo, 2002). The positive correlation between age and APACHE (r: .277, p

: .000) in this study supports this contention.

Frequent past hospitalizations may also be a reason why the older adult had

greater perceptions of low social support; not only might they have lost their significant

support (s), but being hospitalized frequently may also inhibit the redevelopment of

another supportive relationship(s).

In a univariate analysis, the relationship between perceived in hospital social

support and income was also significant. Low-income earners tended to report low

perceived support (p:0.004) in the current study, which may support the contention that

low income eamers tend to receive less support (Frisby, Crawford, & Dorer, 1995).

Given the additional results that income also influenced visiting preferences (i.e.,

low- income earners had a greater need for more frequent visiting hours), it may indicate

an association with their perception of adequate access to their support in the hospital

environment. The limited amount of available support, in addition to challenges that may

be associated (e.g. time, money and transportation) with their support getting to the

hospital to visit during set visiting hours; hence, their preference/ need for more frequent

visiting.
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Income may also be correlated with age. Younger individuals would, logically,

have less income, although a correlation analysis did not reveal a relationship between

age and income (r --. 097, p: .302). However, due to the number of study participants

that disclosed their annual income (n:74), the findings related to SES (i.e. income) in

the current study may be less than accurate.

Another clinically significant result was the inverse relationship between the

number of days currently spent in hospital and perceptions of social support. Generally,

perceived social support scores decreased slightly as the number of days spent in hospital

increased; however, after the third week, perceptions of social support increased. The

slight decline over time spent in hospital may be associated with visitors, likely because

the novelty of visiting has worn off or the patient may be perceived as not as 'sick' by

visitors, hence less frequent visits. This inverse relationship may also be associated with

the patient becoming somewhat 'institutionalized'; becoming more accustomed to the

hospital environment (e.g. visiting hours), and perhaps receiving some additional form of

support from the environment.

For example, Ahmadi (1985) found that other patients, perhaps in the same

hospital room, were as a source of social support for the patient. This may have

contributed to this effect; however, in this day and age ofbed shortages and consequent

frequent bed/ room/ roommate changes, in addition to shortened hospital stays, with an

average length of stay of onlyl1 days, it seems less likely. On the other hand, perhaps

the increased perception of support available to the patient after a lengthy time in hospital

comes from another source: the unit nursing staff.
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As patients spend more and more time in hospital, it is common for them to

develop relationships with the nursing staff. Time spent with the patient tends to become

less "clinical" on one level, and more "social" on another. Perhaps, in a sense, this is a

form of the familiar visitation that Vogelsang (1987) described as a form of support

provided by the nurses on the unit in his study. This familiar visitation by the nurse(s)

may have had an effect on the perceptions of social support by the study particþants in

the current study. Although not statistically significant, and limitations exist as there

were a small number of patients in hospital for three weeks at the time of the study (n:

4), this result may be of clinical relevance, and is arL areathat requires further study.

Perceptions of social support were also influenced by perceived shess. This

inverse relationship was further supported in a regression analysis (p:0.045). Similarly,

Holl (1993) reported a relationship between an increased perception of social support and

decreased anxiety in hospitalizedpatients. Generally, the literature is replete with

evidence related to the benefits of social support. Thus, this finding lends additional

support for the potential "buffering" influence of social support on the perception of

stress, for patients in a hospitalized environment. The findings have important

implications for the clinical practice of nursing.

In summary, social support is a coping mechanism that can be accessed in times

of stress. The findings indicate that certain factors, such as, marital status, age, socio-

economic status (i.e., income), as well as perceived stress, can significantly influence the

patient's perceptions of low support in the hospitalized patient.
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Perceived Stress

The following is a discussion of the findings with regard to factors that influence

the perception of stress experienced by hospitalized adurt patients.

From the regression analysis, gender emerged as the only significant factor that

influenced perceived stress in hospital. The perception of stress in hospital was

significantly influenced by gender; women had significant higher perceptions of stress

than males @:0.007). Lazaras and Folkman (19Sa) argue that the greater the persons'

commitment, the greater the potential for threat and challenge in the process of appraisal,

or perception. Nowadays, it is not uncommon for women to have multiple roles; women

are caregivers; either caring for children, siblings, or even parents; in addition to being

wives, sisters, students, employees or employers. Roles both in the home and at work can

be a source of stress in women (National lnstitute of Mental Health, 2001).

Each of these roles requires a high level of commitment. Hospitalization

temporarily intemrpts the many important roles women have today, which may affect the

level of perceived stress due to the 'threat' of intemtption to these roles and their

associated commitments, perhaps more so than in their male counterparts.

While Volicer and Bums (1977) reported similar findings with regard to gender,

Makieski et al. (1986) reported that males had higher perceived stress. Although both

studies were conducted on patients in hospital, they were also conducted on two different

types of units. The Makieski, et al. study was conducted in CCU with a small sample

size (¡:76). Similar to the current study, Volicer and Burns (1977) conducted their

study with a large sample size of medical and surgical patients (N:450). Although the

type of unil environment may aflect the stress perceptions of each gender differently; a



L26

larger sfudy sample size generally produces more accurate estimates than smaller samples

(Polit & Hungler,1999). Therefore, the current study builds on previous convincing

evidence related to gender difflerences.

Different instruments were also used to measure stress in these studies. Makieski,

et al. (1986) developed a tool which measured general perceptions of stress (e.g.

Croenbach 0.63). Volicer and Bums (1977) also developed a reliable tool (e.g.

Croenbach 0.91). The tool was fairly specific, in that it was designed to measure distinct

factors and components of the hospitalization experience that medical patients find

stressful in hospital; therefore, it may provide additional insights to the study results.

Using the HSRS, Volicer and Burns (1977) noted that more women specifically

reported items related to loss of independence, loss of control over one's body, and

thinking more of serious illness, even though women were no more seriously ill than

men. They also noted that more women than men reported lack of information about

diagnoses, about 'what to expect', and/ or results or reasons for treatment.

The combination of worrying more about serious illness, and worrying about the

potential losses that may be associated with illness and subsequent hospitalization, (e.g.

threat of loss of previous roles and commitments), in addition to lack of information

received about diagnoses, could tend to increase perceived stress in women while being

hospitalized. However, the same could be true for men. Women may be more apt to

disclose their true feelings on a stress questionnaire than men. Males may be more

socialized to keep true feelings in, as opposed to females.
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Social support in the current study was defined as emotional and appraisal support

from friends, families and loved ones. lnformational support was not measured; therefore,

this particular type of support and its relationship to perceived stress in women is an area

for further research. ln addition to the type of support women may need in hospital, the

quality of perceived support available may not be adequate, despite women having

generally less perceptions of low social support than men in this study. Quality of social

support was not measured, and its relationship to stress in women is also an area of

further research.

Interestingly, in the current study, SES did not influence perceptions of stress.

Generally, in the literature, lower SES is a predictor of higher perceptions of stress in the

literature (Dowrenhend,1973; Fajemilehin & Fabayo, 1991). Thinking about loss of

income because of illness was generally perceived as a source of hospital stress by most

patients in the literature (Van Servellen, Lewis , & Leake, 1990).

Younger patients may worry more about finances while hospitalized than older

patients (Volicer & Burns, 1977). On the other hand, the older person may be more

challenged financially, given that the older individual may be adapting to another life

changing event, that of retirement (Gail & Szwabo, 2002). In the current study, the

actual number ofparticipants who reported annual income was small (n: 70); thus, these

findings may not reflect the actual effect of socio-economic status on stress perceptions.

Severity of illness did not have an effect on stress perceptions. This is comparable

to findings in the literature (Hamer, 1991). Previous evidence indicates that the severity

of illness did not have an effect on stress perceptions, specially, in medical patients

(Volicer & Burns, 1977). However, certain factors did influence the perceptions of
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stress; in a univariate analyses, younger patients (i.e., 18 to 44 yearc) generally had higher

mean stress scores. This is consistent with the research literature (Makielski, et al., 1986;

Nussbaum &, Gorcczny,1995; Volicer & Burns,1977). However, both the younger

participants (i.e., 18 to 44 years) and the older participants (i.e., > 65 years) in this study

had higher mean stress scores, compared with patients in the 45 to 64 years age€roup.

According to Nussbaum and Gorezen (1995), experience that comes with age

lends itself to allowing one to develop 'alarger repertoire of coping strategies' in order to

better adaptto life events. Less life experience associated with dealing with stressors

could explain why higher levels of stress are perceived in younger participants. On the

other hand, this does not explain why older participants also had higher levels of

perceived shess in this study. This also does not explain why the use of anti-anxiety

drugs are highest, compared to all other age groups, in those 65 years and older

(Nussbaum & Gorezen, 1995). Lack of information, similar to the experience perceived

by hospitalized wome¡, ffiày also contribute to the stress levels. Stress experienced in the

older adult, specifically the elderly, is the confrontation of repeated losses, such as: loss

from death (s), health, living situation, and finances, to name a few examples. These

losses require adaptation methods (Gail & Szwabo, 2002)

In the regression analysis, social support, specifically low social support emerged

as approaching significance on perceptions of stress (p:0.076). This perception of a low

social support may be one of the reasons for the increase in stress perceptions; the

'younger' participants are beginning to develop and 'learn' to access social support as an

adaptation strategy to stressful events. The separation from loved ones was reported as a
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source of stress for the younger patient in hospital, more so than for the older patient

(Volicer and Burns, 1977).

The older study participant may have had more life experience in dealing with

stress, but they may have lost the available social support, which may have been an

adaptation strategy used for many years. tn the current study, mean perceived stress

scores were higher for older participants with perceptions of low social support (M:

28.78), than for older participants with perceptions of adequate support (M:25.60).

Adapting to repeated losses, and lack of available social support to assist with adaptation,

would likely affect levels of stress.

The characteristics (i.e., novelty, predictability, and event unknown) of a

particular event can affect perceptions of stress (Lazarus & Folkman, 1984). Those who

were hospitalízed for the first time generally had higher mean stress scores compared

with those who reported that it was not their first hospitalization. Initially, mean stress

scores were lower for patients hospitalized between 2 to 5 times compared with patients

who were in hospital for the first time; however, after the 6th hospitalization, the mean

stress scores increased, and continued to rise as the number of past hospitalizations

increased.

Although these results were not significant, the findings are logical;

hospitalization has not yet been experienced. The "noveltt'' of an event; what will or

won't happen, what to expect, the'tnknowns,"- these can affect the level of stress

experienced. As the "novelty''of hospitalizationwears ofl the "predictability''sets in,

which may explain the decrease in stress perceptions; however, as hospitalizations
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continue to increase, they bring an increasing uncertainty about the outcomes of these

events, which may effect the level of stress experienced.

Within the literature, Volicer and Bums (1977) reported a similar finding: They

noted a positive relationship between the number of years since last hospitalization and

stress perceptions in medical patients. More specifically, the number of years since last

hospitalization, that is, the more recent the event of hospitalitzation,the more likely it was

a predictor of stress in the patient. They contend that many medical patients have

'chronic' conditions, and reported specific hospital stress related to loss of independence

and use of medications. The inability to control a medical condition, which would lead to

frequent hospitalizations, could be a source of stress for medical patients.

The relationship between frequency of hospitalizations and perceived stress may

be also linked to the age of the patient. More frequent hospitalizations are more likely to

occur in the older adult, and first time hospitalizations to the younger adult. Although a

regression analysis did not reveal a significant influence ofage on stress, or severity of

illness on stress; it did reveal a relationship between age on perceptions of low social

support. This result may be an example of the inverse relationship between social support

and stress.

Also worth noting is the relationship between perceived stress and the number of

days spent in hospital. As the days increased, so did the mean stress scores, but only until

the third week. After the third week spent in hospital, perceptions of stress decreased.

Within the research literature, Volegalsang(1987) reported in his study that both groups

of patients who receivedfamilíar visitation (i.e. familyvisiting the patient, and familiar

nurse researcher visiting the patient) had decreased anxiety scores significantly in
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patients, compared to the group of patients that received no visits in his study. In a

replication of Vogelsang's (1987) study, Poole (1993) also reported similar findings.

The current study results were not statistically significant; and therefore do not

support the literature. It is however possible that the effect of the support provided by unit

staff (i.e.,familiar visitation) in the current study may have a positive effect on

perceptions of stress in participants who were in hospital for a longer period of time.

This an important area for further research.

In summary, certain factors can influence the perceived stress patients

experienced in hospital. Women reported significantly higher levels of perceived stress

compared with men, and younger and older patients generally had higher levels of

perceived stress. The perception of shess was influenced by the perception of social

support; patients who reported low social support also reported higher perceived stress,

and vice versa. Clearly, a relationship exists between perceptions of social support and

the perceived stress experienced by hospit alized patients.

Level of Adaptation

Within this study, decreased perceived stress levels, as reported by the patient,

would be considered a positive adaptive psychological response. The following

discussion focuses on visiting preferences (i.e., preferring more frequent hours, and

preferring the same amount of hours as per current policy) and its relationship with

perceived stress experienced in hospital.

The hy,pothesis underlying this research study was that hospitalized patients who

perceived the availability of social support (i.e., visiting hours) as adequate, would have

greater perceived social support, less perceived stress, and consequently, enhanced
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adaptive outcomes, such as satisfaction with visiting hours, and a decreased overall

length of hospital stay.

The relationship between visiting preferences and perceived stress was not

significant, nor was the relationship between visiting preference and perceived social

support. However, when this relationship was further analyzedby stratifying

demographic and situational variables, in combination with visiting preferences,

associations were noted in the relationship between visiting preferences and the perceived

stress experienced by hospitalized adult medical patients.

Generally speaking, the participants who reported a preference for more frequent

visiting hours in hospital had higher mean shess scores, when compared with the

participants who reported satisfaction (i.e. preferring visiting hours to remain) with the

current hospital visiting hours. For example, younger aged patients generally had higher

levels of perceived stress, and lower perceptions of social support; however, the younger

aged patients with a need for more frequent visiting hours in hospital, had even higher

levels of perceived stress and lower perceptions of social support. Similar results were

noted in the perceived stress scores of participants who were in hospital for the first time,

and those who were in hospital for a long period of time, who also indicated a preference

for more frequent visiting.

Adequate access to family and loved ones in hospital is a general need for most

patients. The social support provided by family and loved ones, in times of stress, is one

method that many use to adapt. The hospital unit's environment, through visiting hours,

can dictate access to this invaluable resource. If the environment is perceived to not meet

the participants' needs, as indicated by a preference for more frequent visiting, not only
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were perceptions of stress affected, but perceptions of adequate social support. For

example, married participants had statistically higher perceptions of adequate support.

However, married participants, who prefened more frequent visiting, had lower

perceived social support scores. The combination of marital status and visiting

preferences, and its relationship on perceived social support, was approaching

significance.

Participants with a higher SES, who reported a preference for more frequent

visiting, had significantly higher levels of perceived stress, compared with participants

who were in the same or lower socio-economic status, but were satisfied with current

visiting hours. . These participants also reported greater perceptions of low social

support. This relationship \ryas approaching significance.

The ieason why some patients perceive the hospital environment as restricting

with regard to visiting may be because of one's pre-existing notions, or beließ of "how

things are" affect the perception of an event, and thus the degree of stress experienced

with that event (Lazarus & Folkman, 1984). When faced with hospitalization, some

individuals have a greater tendency to accept hospital set visiting hours as "how things

are." Because of this notion, some are able to accept the environment, or are used to the

environment as such, and adapt. This may explain why participants who were not

hospitalized for first time generally had less perceptions of stress compared to those who

'were. On the other hand, some individuals are less likely to accept'how things are."

"Questioning policy'' may be more of a new generation phenomenon, since younger aged

participants were more likely to want more frequent visiting than older participants.
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Perhaps the older generation are more likely to accept institutional policy, preferring to

be more traditional.

In the research literature, having control over hospital visitation was indicative of

lower perceptions of stress and more positive outcomes compared with those who did not

have control of visitation (Ziemann & Dracup, 1990). Visiting ho_urs that have been

predetermined by the unit, and enforced by the staff, may enhance perceptions of lack of

personal control related to access to their social support. This perception may be more

tlueatening to some than others, and may explain the higher levels of perceived stress in

higher income and younger participants, as well as first time hospitalized, and for those in

hospital for over three weeks.

According to Lazarus and Folkman (1984), a stressful þrimary) appraisal can

take the form of a "tl:leat." Set visiting hours may lead to anticipation of a loss, in this

case, social support. The perception of loss, albeit temporarily, can be threatening for

some patients. Beliefs about personal control, according to Lazarus and Folkman (1984),

can also affect the process ofappraisal; therefore, ifaccess to social support (e.g. visiting

hours) are perceived to be out of one's control, then this to can have a negative effect on

one's perception of stress.

Of particular interest is that women had higher stress perceptions, regardless of

their visiting preference. In times of stress, women generally 'tend and befüend'; that is,

they nurture (e.g. children, a parhrer, family members) and reach out, typically other

women (Taylor, et a1.,2002). Hospitalization can decrease the opportunity for women to

nurture and be nurtured during this time. This may, in part explain the results in this

regard.
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Women, typically, are 'providers' of support; however, the quality of perceived

support available for women, particularly from their partners during a stressful event (i.e.

hospitalization), may not be adequate. Women tend to be more sensitive to their

partner's level of stress, and are more likely to provide an increase in support to a partner

during stressful events then men (Neff & Karney, 2005). Women also tend to rely on

indirect (e.g. describing) rather than direct strategies (e.g. specifically asking) when

soliciting support, specifically from their partner (Neff& Kamey, 2005). Although

women may be more accustomed to nurturing, and responding to the needs of others,

they may not be so good at communicating their own needs, particularly to a partner,

while in hospital.

' According to Volicer and Burns (lg77),women tend to report worrying more

about their illnesses while in hospital, as well as perceiving themselves as not receiving

enough information about diagnoses, treatrnents and possible outcomes, than men.

Informational support may be a supportive need required, but not adequately met, in

hospitalized women.

The combination of gender and other factors, such as socio-economic status, was

not analyzed. Whether combined influences, in addition with gender,may have had an

effect on the relationship with stress, social support and visiting preferences is an area of

further study. Nonetheless, increased stress experienced over time can have anegative

effect on health, and thus, hospitalized women may be at a greater risk.
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Adaptive Outcomes

Adaptive outcomes within this study were defined as; patient satisfaction with

current hospital visiting policy and decreased length of overall patient stay. The

following discussion includes the relationship between reported satisfaction with current

visiting hours and a decrease in length of patient stay.

The majority of participants in the study were satisfied with current visiting hours.

Although the relationship between participants' satisfaction with visiting hours and

overall length of stay in hospital was non-significant, that is, length of stay was not

affected, those who preferred visiting hours to remain the same generally had less stress

and greater perceptions of social support than those who preferred more frequent

visitation in hospital.

There is consistent research evidence that psychosocial stress can adversely affect

the immune system, leading to increased susceptibility to illness, and subsequent disease.

In the current study, individuals who perceived less than adequate social support tended

to have greater perceived stress; consequently, individuals who have greater perceptions

of stress and inadequate social support are atrisk for becoming ill. Increased perceptions

of stress, over time, may, in fact, have an effect on adaptive outcomes, such as overall

length of hospital stay. Given that the average length of stay in the study was only 11

days, an even larger sample size, and a longitudinal study, may have revealed more

convincing evidence in this regard.

In summary, an adaptive response, such as decreased perceived stress were

generally noted in participants satisfied with the hospital unit's current visiting hours,

compared with those who were not (i.e., preferred more frequent visiting). Adaptive



137

outcomes, such as reported satisfaction with the unit's current visiting hours, were noted

by the majority of the study participants; however, the relationship between satisfaction

with visiting hours and the outcome of overall length of stay was not significant.

Summary of the Discussion

The results of this study indicate that visiting hours do matter to patients in a

hospitalized environment. The majority of patients admitted to general medical units

were satisfied with afairly liberal hospital visiting policy; only a third of the current

study sample preferred more frequent visiting. The research literature, although limited

in regard to visiting preferences of patients not in critical care units, also indicates that

patients admitted to non-specialized areas are satisfied with restrictions to visiting.

Although participants were satisfied with the current visiting hours, flexibility to

visiting hours, when necessary, was favoured by almost all the study participants. Open,

or unrestricted visiting,ffiày not always be necessary, but the ability to be flexible,

especially for family members, appears to be desired by most patients. The finding is

also consistent within the literature; patients generally want more access, in this case, to

family members, than the hospital generally allows.

Unique to the current sfudy were the findings of the patient characteristics, or

factors, which impacted on the likelihood to prefer more frequent visiting, to experience

greater perceived stress, and less perceived support within this hospital:r;ed patient

population. The regression analyses utilized in this study indicated several influences on

visiting preferences, perceived social support, and perceived stress.

Age was a significant factor in influencing visiting preferences; younger patients

were more likely to prefer more frequent visiting. This finding is comparable to the
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findings within the literature, and a coÍtmon finding to both general medical patients and

patients in critical care units. Women were more likely to experience greater perceived

stress than men in hospital. This finding is also comparable to findings in the literature,

specific to general medicaV surgical patients. Married patients were less likely to

perceive low social support, and older patients (i.e., 65 years and older) were more likely

to experience perceptions of low social support. These findings were specific to the

current study, and may provide some additional insight into the needs of patients

admitted to medical units.

The relationship between social support and stress was approaching a significant

inverse relationship. This finding is consistent in the literature between the perceived

social support and its 'buffering' effect on stress. Very few studies in the literature

describe the factors that impact on visiting preferences, and even fewer studies describe

any pre-existing correlates between certain factors and perceptions of stress and social

support in this patient population. What is also unique to the current study was the

exploration of the relationship between visiting preference and perceived stress

experienced in hospital. Although the relationship was not statistically significant,

generally, those who indicated a preference for more frequent visiting also had higher

perceptions of stress. Access to social support, through hospital visiting hours, may not

be adequate for some individuals.

The findings suggested that there may be an effect of the support provided by unit

environment, either by other patients, or, more than likely, by unit statr (i.e.,familiar

visitation). This support may have had a positive effect on perceptions of shess in
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participants who were in hospital for a longer period of time. This is an important area

for further nursing research.

Limitations of the Study

This study was non-experimental in nature and may be considered a less powerful

research design, in terms of the level of scientific inquiry @olit & Hungler,1999).

However, the purpose of descriptive research, and this study, was not to reveal cause and

efflect, but to describe relationships and associations between the variables within the

study. Little information exists in the research literature within this area specific to

medical patients; therefore, the descriptive research design was appropriate for this

research.

Subjects were recruited with a non-randomized sampling method. Non-

probability samples may under represent apart of the population under study; therefore,

the risk of bias is greater with this sampling technique (Polit & Hungler, 1999). For

example, the hospital where the study took place has a large Aboriginal population,

which was underrepresented in this research. Although the sample size was relatively

Large, it was relatively homogeneous (i.e. general medical patients), and may not be

generalizable to the general hospitalized patient.

The number of subjects recruited (N:128) was an adequate sample size, based on

a power analysis; however, some areas on the questionnaires were not completed by all

participants, and thus, were not included in the analyses. For example, some areas of the

demographic questionnaire, most notably, income, were not completed; therefore, when

analyzingthis variable, the sample size was small, and the results were less convincing.
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The study utilized primarily simple statistical analyses, such as correlations, chi-

square tests, ANOVA; however,the regression models did provide added rigor to the

study's findings.

The HPVP visitation preferences instrument was a structured self-report measure,

which consisted of closed-ended items indicating preferences for hospital visitation. The

writer revised this tool, and tests of reliability were not completed on the questionnaire.

The questionnaire consisted of mostly dichotomous questions, which is an appropriate

strategy when gathering factual information, but may be considered too restrictive by the

respondents (Polit & Hungler,1999). However, the question with regard to visiting

preference in hospital (HPVP #1), which was a key study variable, was part of a multiple

choice question, which is preferred and appropriate for opinion questions (Polit &

Hungler, 1999).

The PSSS and PSS were used to measure social support and stress respectively;

these are established tools and rated adequately in terms of their validity and reliability.

Both of these scales have been tested in heterogeneous population of adults, although

they have not been used in hospitalized adults, which may have affected the results.

The PSSS, albeit brief, uses a seven point scale, which may have given the

respondent too many options, and may encourage "fence- sitting; or the tendency not to

take sides" (Polit & Hungler,1999,p.340), as opposed to a4 or 5 point scale, such as the

PSS. This may have accounted for the disproportionately high number of participants

who reported to have high social support in the study. However, the study's framework

emphasizes the appraisal perspective (i.e., perceptions); therefore, measure ofperceptions

are most appropriate.
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Severity of illness was captured via APACHE scores. APACHE has been well

established as a reliable objective measurement tool used to capture illness severity (or

acuity) in many ICU settings within the literature. A limitation is that APACHE scores

are completed once, within the first 24 to 48 hours of admission. Accuracy of the score

may not adequately reflect the patient, since the patient's condition can change quite

quickly. As well, APACHE was originally designed and used primarily for ICU patients.

Although it is an objective measure, perhaps a scale that captured perception of illness

severity would have been more useful, given the underlying nature of the study's

framework of the perception of theperson and the environment. However, APACHE

scores are more likely to be used by the nurse when describing and discussing the acuity

of the patient (Simpson, 1991).

In summary, although limitations existed, the study did adequately describe the

visitation preferences of patients in general medical units. The study also explored

relationships between the patient's visiting preferences and perceptions of social support,

and stress in hospital, and the variables that impact on these relationships. The current

study was perhaps the first Canadian study to begin to describe and explore the visiting

preferences and needs of patients in general medical units, including factors that

influence on preferences as well as perceptions of social support and stress, in this patient

population. This study also has begun laying the groundwork for firture studies exploring

the relationship between perceived social support and stress, and the impact on patients in

a hospitalized unit environment.
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Imp líc atí ons fo r Nurs íng

The results of the study are descriptive and exploratory in nature, and are intended

to be used to enhance the knowledge base for nurses when considering strategies to

promote a more therapeutic hospital unit environment for patients. The following

discussion focuses on the clinical practice, administration, and education domains of

nursing.

Clínícal practice

"The identification and reduction of stress in the clinical setting is an important

area of concern, and have particular applicability to clinicians, in both prevention and

illness management" (McCance & Hueth er, 1999, p. 299).

Clearly, a relationship exists between social support and stress. When in a

hospitalized environment, social support can be accessed via the unit's visiting hours.

The unit's visiting hours, if perceived by the patients as meeting their needs, can have a

positive effect on the level of stress perceived during their hospitalization. Given that the

majority of study participants were satisfied with the current units' visiting hours, and a

very small number of participants preferred shorter hours, clinical nurses and nurse

managers of units that have a visiting policy of less thanl} hours may find it beneficial

to address their patients' particular needs for visitation. The initial step in this process

would be to complete a needs assessment of their unit's patients' preferences using the

Hospital Patient Visitation Preference Questionnaire (HPVP), or a similar questionnaire.

Not everypatient admitted to hospital is satisfied with the amount of visiting

hours, as liberal as the unit's hours may be. SimilarlS not every patient finds the event of

hospitalization stressful. The data from this study could be utilized to enhance the
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awareness of the nurse to consider the unique characteristics of the patient (e.g., age,

marital status, SES) and the event itself, and the potential impact on the perceptions of

each patient, in order to enhance the therapeutic unit environrnent. For example, the

event of hospitalizatíon for the first time can be particularly stressful for some patients, as

are the increasing frequencies of hospitalizations. Social support is one adaptation

strategy that can be used during this stressful time. Allowing patients additional access to

family and loved ones may be beneficial to their stress levels by "providing access to a

support system and shaping a more familiar environment" (Berwick & Kotagal, 2004,

p.737).

The significant relationship betu¡een age of the patient and visiting preference is

an important nursing consideration. Nurses on medical units may not feel the necessity

to consider this factor, when the average age on a medical unit is arproxirnately 55 years.

However, some younger patients admitted to hospital with acute exacerbations of chronic

illnesses may have a long history of admissions thuoughout the course of their illness

trajectory.

A relatively new phenomenon being observed at the hospital, where this study

took place, is that many more chronically ill younger patients are now, or will soon t be

approaching 18 years of age. This group of patients will be transitioning from a

children's hospital environment to adult hospital units. This younger cohort faces a

whole new physical surrounding, as well as restrictions that come with the environment,

such as; restrictions to accessing social support (i.e. visiting hours), which may be geared

to better suit the older adult. An understanding of the relationship between age and a
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need for visitors in hospital is critical for nurses who are caring for these transitioning

younger patients.

The age of the younger participants within the current study ranged from 1 8 to 44

years. Using or accessing social support as an adaptive strategy appeared to be just

beginning for these participants. Encouraging these younger adults to access social

support dwing hospitalization, via flexibility in hospital visiting hours, may facilitate

coping not only in this current stressful life event (i.e., hospitalization), but also in

assisting these individuals with developing a stronger social supportive network for

future stressfrrl life events that require adaptitive measures.

On the other hand, the population is getting older, and with the average patient

age of 60 years on medical units (according to WRHA Medicine Database), these units

will see a trend toward a more elderly population. Although advancing age may be

associated with a preference for visiting hours to remain the same, this factor was

significantly related with greater perceptions of low social support in hospital. Given the

benefits of social support, providing patients with additional support during their

hospitalization could be beneficial. Nurses routinely assess the health status and history

on their patients. The adequacy of support systems should also be assessed during this

initial assessment. Daily health assessments should also include regular assessments of

the psychosocial and spiritual needs of the patient. This would provide the nurse with

insight to the patient's needs.

Within the hospital setting, clinical nurses can access departrnents that can

provide additional support to their patients. For example, volunteer services can provide

'volunteer visitors.' This type of social support can be individualized (e.g., the frequency
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of visits on a daily basis). Spiritual care (or chaplaincy) departments often have

volunteers and I or spiritual care students who will also provide supportive visits to

patients. Given the relationship between social support and stress, access to any

strategies that are effective for patients to adapt, or cope, during the period of

hospitalization is a necessary nursing intervention.

Clinical nurses may have a role that impacts on patients' perceptions of social

support, albeit perhaps, unknowingly. Many nurses care for patients that have been on

their unit for a longer period of time, as well as providing nursing care for patients that

are frequently admitted to the same unit many times, throughout the years. This

familiarity with patients, (e.g. providing care, talking with the patient, perhaps just

walking by their room to say hello, or commenting on the weather today) may be a form

of 'familiar visitation' unit nurses provide on a daily basis which may be perceived as a

supportive measure by some hospitalized patients. These interactions could be an

important source of social support for the older patient in particular.

The unique characteristics of the patient and the nature of the environment itself

can influence the needs for social support as well as impact the perceptions of stress

experienced in a hospital environment, as the data of this study demonstrates. These

interrelationships, between and within the patient and the environment, are complex.

This study highlights how different the needs and perceptions of hospitalized patients on

a medical unit can be. As well, it highlights the importance of access to support for

patients in a hospitalized environment and how clinical nurses can assist their patients

with meeting this need.
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Nurs íng Adminis tratí on

Creating a hospital unit environment that is more therapeutic for all patients lies

in the ability, and the willingness, to be flexible. Flexibility in unit visiting hours is the

key to meeting social support needs for patients in a hospitalized environment. Not every

patient wants more visiting hours, and not every patient is satisfied with what is currently

offered. However, the need for flexibility to hospital visiting hours was reported by

almost all patients in this study. Therefore, it is important that patients should be able to

decide who can visit and when. Essential to implementing flexibility to the unit's visiting

hours is unit administration's willingness to support and encourage this shift in practice.

Within the literature, it is primarily the hospital nursing staff who reported the

greatest need for a visiting hours policy, usually advocating that too many visitors may be

too 'stressful' for the patient, and/ or interfere with care delivery (Berwick & Kostagal,

2004). However, the research literature also indicates that patients do not find visitors

stressful, or tiring, but rather helpful and important (Rowland, Russell, Richards, &

Sullivan, 2001; Simpson, 1991; Tanner,2005). The data from this study supports this

contention, and, in fact, indicates an association between those who are more stressed,

and a tendency to need more visiting hours in hospital. The perception of control over

visiting in hospital may enhance one's coping mechanisms (Thomas, 2004).

Patients on the unit need their loved ones, but nurses on the unit need to get their

work done. In order to meet the needs of the nurse and the patient, a balance must be met.

Flexibility to visiting hours can fuIfilI the needs of the patient and nurse, as well as the

institution itself. Families have a desire to know that their loved ones are 'safe' and cared

for in this environment. Nurses also share a similar need in the provision of care. Nurses
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can work with patients and their families to fulfill their requests for visits, even allowing

them to be present (if the patient desires, if the nurse is comfortable with this, and if at all

possible) for certain treatments and care provision. This can be an effective means of

creating a positive image for nursing, the hospital unit, and the institution in general

(Coughlin,2002). -

Rigld enforcement of visiting hours, or inconsistencies in enforcement between

shifts only serves to send confusing messages, increasing stress in patients, and their

families, and may act as a barrier to forming effective nurse-patient relationships

(Coughlin, 2002). This can cause negative feelings between the patient and the nurse

and/ or unit, and enhance patient and family perceptions of 'good' nurse, 'bad' nurse;

'good' unit, bad'unit.

Nurse administrators, as well as clinical nurses, are aware of the negative

perceptions of healthcare that are prevalent in the media today, and nurses do not need

additional 'bad press', either within or outside of the hospital. It is not uncommon for

patients and families to complain to managers, as well as patient representative

departments within the hospital about the unit's unwillingness to allow family to stay

later or come earlier to see their loved one. Flexibility in the unit's visiting hours could

result in a decrease in the number of these complaints.

On the other hand, it is also not uncommon for patients to complain about their

roommate's visitors. While it maybe beneficial to pair similar aged patients in the same

room, this is not be apractícal option. Flexibility to visiting hours should be viewed as a

component of customer service by adminishation that the unit could be providing to all

patients and families. Thus, encouraging better communication between roommates-
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informing each other of their needs in regard to having visitors- is important. The

comments by the participants in this study indicate that many patients do consider their

roommates needs in regard to their own visitors. Being a\Mare of the needs of other

patients in hospital is a step towards encouraging better communication.

Educating patients and their families about visitation could be provided in the

form of a brochure, on arrival to the unit. The brochure could include the hospital unit's

visiting hours, highlighting the unit's flexibility to visiting hours in order to fulfill the

patients needs, as well as considering the needs of roommates. The brochure could also

indicate rationale why there may be times when restricted visitors may be necessary.

These times could vary; therefore, the unit's nursing staff should have input to these

times, in order to maintain consistency on all shifts, so that patients and visitors do not

receive mixed messages (Coughlin, 2002).

The brochure could also serve as a source of information, in addition to visiting

hours. The various departments that can provide additional support (e.g., volunteer

services, spiritual care, Aboriginal services, geriatric clinical nurse specialist, social

work, etc) could also be included. This brochure would also serve as perhaps a reminder

to nurses about the additional supports that are available to their patients, if needed.

Given the important role that nurses may play in their patient's perceptions of

social support, unit managers should consider ways of enhancing this potential effect in

their unit environment. For example, the practice of 'primary' nursing for their longer

stay patients, and/ or older patients, in combination with a unit philosophy of flexibility to

visiting hours, and in conjunction with additional supportive strategies should be

considered.
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Education

" The real incentive to change attitudes comes from the collective studies that

show how important flexible visiting hours is to patients and families" (Kraphol, 1995,p.

2ss).

The education of unit nursing staffabout the visiting needs and preferences of

their patients is necessary for the nurses to begin to understand the impact of the event of

hospitalization from the patient's perspective. Providing nurses with research literature

that focuses on patient's perspective, could be the initial step for nurses to begin to view

and understand the hospital unit environment and its effect on patients.

The relationship between perceived social support and stress also relates to

patients in a hospitalized environment. The literature, including nursing textbooks on the

physiology of disease (e.g. McCance & Huether, 1998) describes this relationship

adequately as it relates to stress, coping, and illness. Nurses are aware of the positive

efFects of social support. However, too many times hospital nursing staffdo not see

visitors as a source of support for their patients, or view visiting hours as the unit's

dictated times of access to patients' supportive network, that may or may not meet their

needs. Perhaps not only patients become 'institutionalízed' over a period of time, but

nursing staff may as well.

Beginning to view the hospital unit as an environment that can provide sources of

support- whether the support is provided by family via visiting hours, or the nurse in

consultation with other services, to all patients, based on their particular need- is the

initial step nurses, administration, and students can take toward facilitating a unit

environment that builds up social support systems. Educating nurses, new nurse hires, as
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well as student nurses who are on the unit about access to social support via flexible

visiting hours and it's importance to hospitalizedpatients, as well as the various sources

of support available within the hospital that can provide additional forms of support, for

those who indicate a need for it, is the first step towards better patient outcomes.

Recommendations for Future Research

Recommendations for future research were derived from the discussion a¡rd focus

primarily on designs and sampling of subjects.

The results of this study have provided a baseline for comparison with patients

hospitalized on other units, in regard to visiting preferences and needs. The impact of the

unit itself and the type of patient (e.g., medicine versus surgery) on the perceptions and

needs would provide additional insight into the person and the environment. The type of

room the patient is in (i.e., private versus shared) must also be included, as this variable

may have impacted on visiting preferences, as well as the perception of social support,

and stress. Future research in the form of a comparison study could also be completed on

visiting needs and preferences of adults hospitali zed in large, tertiary care hospital

settings, versus smaller, community hospitals. This may provide additional insight into

the effect of the type of hospital has on the patient' s perceptions and needs. The number

of visitors actually desired and influencing factors (e.g., severity of illness, age, marital

status, gender, etc) would also provide additional insight into the patient's need for social

support.

This study's conceptual model, which essentially was a compilation of the Stress-

Buffering Model, which was built on Lazarus and Folkman's (1984) theory of stress,

coping, and adaptation, and Roy's Adaptation Model, was an appropriate fit to guiding
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the study. The theoretical perspectives were inskumental in providing focus of the

importance of perception of the person in the environment, and its relationship to

adaptation, as it relates to patients in a hospitalized unit environment. The model would

be appropriate to utilize for future research in this area.

Further studies in this area should aim for alarger, random sampling of the

population, as some of the demographic characteristics, most notably, income and

ethnicity, in the current study, were limited. The Aboriginal population, as well as other

ethnic groups, may have been underrepresented at this hospital site. Future studies may

consider utilizing a matched sample design to ensure all ethnic groups are equally

represented, in order to enhance to comparability of groups (Polit & Hungler,7999).

Interrelationships between feelings, conditions, and human behaviour are often

complex (Polit & Hungler,7999); therefore, utilization of more rigorous statistical

methods, such as multivariate regression analyses, would better control for discrete/

confounding variables, and begin to untangle these interrelationships.

This study employed scales that measured perception. However, instrumentation

used to operationalizeperceived social support should aim for using a five point likert

type scale, as opposed to a seven-point scale. A five-point scale may have more

accurately captured social support. Severity of illness could be measured by a perceived

severity of illness scale to obtain the patient's perception of how ill they are and its

relationship to visiting preferences, as well as perceived social support, and stress in

hospital. This scale could be used in addition to an objective measure, such as APACHE,

to validate the results.
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Continuing to build on the results on this study, an intervention study could

explore the effect of perceived personal control as it relates to visitation. This

intervention study could compare perceived stress in patients who contract visitation (i.e.,

visiting hours as needed as described by the patient), compared with patient's who do not

(i.e., hospital visiting as per policy). For added rigour, this intervention study could

employ randomization of the study subjects.

Exploring the visiting preferences and needs of the hospitalized patient's families

was not included in the current study. Whether the needs of the patient's families in

regard to visiting are met via hospital visiting policy in the general medical/ surgical area,

is an area about which little is known. Future studies should aim at including the families

visiting preferences. As well, how a family's needs compare to the patient's needs

should also be explored.

The effect of the nurse on the patient's perceptions of social support and stress is

arl area worthy of study, specifically in patients who are in hospital for an extended

length of time. The possible effect other hospitalizedpatients (i.e. roommates) have on

the perception of social support in patients is also an area of research that may be

beneficial, in order to capture the overall therapeutic effect of the unit on the hospitalized

patient.

The results of the current study provided initial insight on the differences between

women and men and the stress perceived during hospitalization. Women and their

hospitalization experience warrant further studies, including additional factors, arid the

combination of factors (e.g., income and gender, etc.), that may impact their stress

perceptions. As well, additional studies of gender comparisons should include the
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perception of the type and quality of sources of support, including informational support

required by both men and \ryomen in hospital.

Finally, the relationship between perceived social.support and stress on patient

length of stay should be further researched via a prospective cohort study, with a larger

sample size-, at multiple hospital sites. This would contribute to a better understanding of

this relationship and the effects on overall patient lengfh of stay.

In summary, a number of recommendations have been made to further study the

area of visiting preferences and needs ofpatients in non-critical units. These

reconìmendations also include the continuation of exploring the relationship between

perceived social support and stress, and factors that impact on patients in a hospitalized

setting.

Summary

In summary, the visiting preferences and needs of adults hospitalized on general

medical units has been explored and described in this study. The study's findings

provide insight into the needs of patients on general medical units during hospitalization.

Enhancing the therapeutic environment of the hospital unit, by nurses providing adequate

access to support while in hospital, is important to patients, and may buffer the stress

perceived during hospitalization. lnterventions enhancing the unit's therapeutic effect on

patients, in addition to flexible visiting hours, include educating the patient about the

available sources of additional support that can be provided in hospital. The study's

results impact clinical nurses, adminishation, and further research in this area. Although

limitations of the study did exist, these limitations have been addressed in

recommendations for further research in this area.
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Conclusion

This study explored and described the hospitalization visitation preferences of

patients on general medical units. The relationship between perceived availability of

social support and perceived stress was also explored. Relationships among preferences

for visitation and perceived stress, and the variables of age, gender, marital status, socio-

economic status, ethnicity, severity of illness, frequency of hospitalization, and days

currently spent in hospital were also examined within this patient population.

The theoretical model underlying the study focussed primarily on the importance

of perception of the person in the environment, and the relationship to adaptation. Within

the model, social support was highlighted and its importance to adaptive responses and

ultimately, the health in the hospitalized adult. The study's model was a good fit in

guiding the study.

The study utilized a quantitative approach to investigate the relationships between

visiting preferences, social support, and stress. Certain factors had significant influences

on the patient's visiting preferences, perceptions ofsocial support, and stress experienced

in hospital. An approaching significant relationship was found between perceived social

support and stress in the hospitalized adult on general medical units.

Social support can be an effective adaptation strategy. Access to social support

may be perceived as lacking by some hospitalized patients. Perceived or actual

inadequate social support access can heighten perceived stress, which, over time, may

lead to an increased susceptibility to illness and delays in recovery.

Nursing can enhance the patient's adaptation to, and recovery from illness by

promoting a therapeutic environment. A cost effective way of promoting a more



155

therapeutic environment can be achieved by nurses regularly assessing the support

systems of the patient, and encouragrng adequate access to social support within the

hospital unit as needed. Providing the hospitalized patient access to the many dimensions

of social support may decrease stress and increase patient satisfaction.

This study has contributed to the limited body of knowledge related to visiting

preferences and needs in the adult patient hospitalized on general medical units. The

study also supports the buffering effect of adequately perceived social support on stress,

as it relates to the hospitalized patient, both young and old. Specific recommendations

for future research include the need for prospective, longitudinal studies to determine the

impact on adaptive patient outcomes such as length of stay. The importance of exploring

the relationship between perceived social support and stress, and the factors that impact

on this relationship, should continue to be a nursing priority, in order to provide optimal

patient outcomes in a hospital unit environment.
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APPENDIX A

RESEARCII PARTICIPANT INFORMATION AND CONSENT FORM

Sfudy Project: Hospital Visitation Preference and Perceived Stress in Adult Patients on
Medical Units

Researcher: Mary Anne L1mch, RN
Graduatê Student, Master of Nursing Prograrn, University of Manitoba

This consent fornL a copy of which will be left with you for your records and reference, is only
part of the process of informed consent. It should give you the basic idea of what the research is
about and what your participation will involve. If you would like more detail about something
mentioned here, or information not included here, you should feel free to ask. Please take the
time to read this carefully and to understand any accompanying information.

Purpose of Studv

This research is being conducted to study the relationship between patient's visitation preference
and perceived stress and social support in hospital. This research is being completed as part of
the requirements for completion of the Master of Nursing Program. This study has been
approved by the Nwsing and Education Research Ethics Board.

Study Procedures

Approximately 130 adult patients on medical units at Health Sciences Centre are being
recruited to participate in this research. If you agree to take part in this study, you will be asked
to fill out four (4) questionnaires, which will take approximately 10 to 15 minutes to complete.
These questionnaires will be filled out while on the hospital unit. The research nurse will stay
with you while you complete the questionnaires to answer any questions you may have. As well,
we are requesting your permission to access your illness severity scores, which is part of your
hospital database and the dates of your hospital admission and discharge.

Risks and l)iscomforts

There are no direct risks for participation in this study. If you become tired, or are unable
to complete the questionnaires, you may complete them at a time that is convenient to you.

Benefits

There are no known direct benef,rts to you for taking part in this research study, other than
the opportunity to express your preferences and need with regard to visitation.
The findings of the study may indirectly affect current nursing and hospital practice through the
acquisition of new information about visitation preferences and perceived stress and social
support in hospitalized patients on medical units.
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Costs

There are no costs associated with this study other than the time that you take to
participate in filling out the questionnaires.

Payment for Participation

You will receive no payment or reimbursement for any expenses related to taking part in
this study

Confidentialitv

All of the information you provide for this study will be kept strictly confidential.
Information gathered in this research study rnay be published or presented in public forums;
however, your name and any other identifuing information will not be used or revealed. The
name of the hospital will not be used, and will be referred to as a ßrtíary care hospital in
Winnipeg, MB. A code number will be assigned to the questioruraires. These questionnaires and
consent fonns will be kept locked and separate from each other in a secure location. The oniy
person with access to the data will be the researcher and her thesis advisor. After a period of
seven years, data will be destroyed. Despite efforts to keep your personal information
confidential, absolute confidentiality cannot be guaranteed. Your personal information may be
disclosed if required by law.

Voluntarv Participation/ Withdrawal from the Studv

Your decision to take part in this rese¿rch study is strictly voluntary. You are free to
withdraw from this study at any time, without question or untoward effect. Any item on the
questionnaires can be refused.

Your signature on this form indicates that you have understood to your satisfaction
the information regarding participation in the research project and agree to participate as a
subject. In no way does this waive your legal rights nor release the researchers, sponsors,
or involved institutions from their legal and professional responsibilities. You are free to
withdraw from the study at any time, and/ or refrain from answering any questions you
prefer to omit without prejudice or consequence. Your confinued participation should be
as informed as your initiat consent, so you should feel free to ask for clarification or new
information throughout your participation. For further information and/ or clarification,
please contact:

MaryAnne Lynch
()

The Nursing and Education Research Ethics Board have approved this research.
If you have any concerns or complaints about this project you may contact the researcher,
MaryAnne Lynch @ ; or her thesis advisor, Dr. Jo-Ann Sawatzky @ 414- 6684,
or the Human Ethics Secretariat at 474- 7122. A *py of this consent form has been
given to you to keep for your records and reference. If you would like a sunmary of the
study results, please contact MaryAnne Lynch @
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CONSENT FORM

I have read the Patient Information describing this research project:

l, ,fuIly understand that I am being

asked to participate in a study being conducted at this hospital to explore visitation

preferences and perceived stress and social support. I am aware that the questionnaires

are to be filled out while I am in hospital and will take approximately 10 to 15 minutes to

complete.

I understand that only Mary Anne Lynch, the research nurse and graduate student in the

Faculty of Nursing, a research assistant, and the thesis advisor will have access to my

questionnaires. The information collected will be kept confidential; the results will be

published or presented based on group data, not individual responses. I have initialled the

previous 2 pages to veriff that I have read and understand the information herein.

I understand that my participation in this study is voluntary and I may withdraw at any

time, or refuse to answer any questions during the course of the survey.

I may also contact Mary Anne Lynch RN at nt any time, should I have any

concerns or questions. I also understand that I can contact Ms. Lynch directly to request

a sünmary of the study results.

Date Participant

Date
'Witness
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APPENDIX B
Hospitalized Patient's Visitation Preference-Revised

This is a brief questionnaire with regard to your preference and need for visiting hours while in
hospital. Please circle the answer that most reflects your preference and need.
Please feel free to add any additional comments. All information is confidential.

1) a) I prefer to have visiting hours to be more frequent than the hospital unit policy
allows (visitation available 24 hours)

b) I prefer to have visiting hours remain the same as the current hospital unit policy
allows. (visitation available 830 am to 830 pm).

c) I prefer to have visiting hours that are shorter than what the current hospital unit
policy allows.

2) a) I prefer visiting hours to be the time set out by hospital policy.

b) I prefer visiting hours to be anytime I want.

3) a) I prefer nurses to tell visitors when to leave.

b) I prefer to tell visitors when to leave.

4) a) I prefer the nurses to make exceptions to the visitation rules as needed.

b) I prefer the nurses not to make exceptions to the visitation rules.

5) a) I prefer the nurse to decide how many visitors I can have at one time.

b) I prefer to decide how many visitors to have at one time.

6) a) Visiting hours is important to me when I am in hospital.

b) Visiting hours is not important to me when I am in hospital.

7) On average, how many visitors come to see you each day?

0 to 5/ day

Comments:

6tol0l day over 10/ day
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APPENDIX C
The Perceived Social Support Scale

I am interested in how you feel about the following statements since your hospítølízation. Read
each statement carefully. Indicate how you feel about each statement by circling the number that
best describes how you feel about the statement.

Circle the

1- For Very Strongly Disagree
2 - For Strongly Disagree
3- For Mildly Disagree
4 - For Neutral
5- For Mildly Agree
6- For Strongly Agree
7- For Very Strongly Agree

l.Thereisaspecialperson I 2 3 4 5 6 7

who is around when I am
in need

2.Thercisaspecialperson I 2 3 4 5 6 7

with whom I can share
joys and sorrows

3.Myfamilyreally I 2 3 4 5 6 7

tries to help me.

 -Igettheemotionalhelpand 1 2 3 4 5 6 7

support I need from my
family

5. Ihaveaspecialpersonwho L 2 3 4 5 6 7

is a real source of comfof
to me

6. My friends really try to help | 2 3 4 5 6 7
me

T.lcancountonmyfriends I 2 3 4 5 6 7
when things go wrong.
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8. Icantalkaboutmyproblems I 2 3 4 5 6 7
withmy family.

9. Ihavefriendswithwhom I 2 3 4 5 6 7
can share my joys and sorrows.

l0.Thereisaspecialpersonin I 2 3 4 5 6 7
my life who cares about
my feelings.

ll.Myfamilyiswillingtohelp I 2 3 4 5 6 7
me make decisions.

12. Icantalkaboutmy I 2 3 4 5 6 7
problems with my friends.
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APPENDIX D
The Perceived Stress Scale

The questions in this scale ask you about your feelings and thoughts sínce ín hospinl In each case, you
will be asked to indicate how often you felt or thought a certain way. Although some of the questions are
similar, there are differences befween them and you should treat each one as a separate question. The best
approach is to answer each question fairly quickly. That is, don't try to count up the number of times you
felt a particular way, but rather indicate the alternative that seems like a reasonable estimate.
For each question choose from the following altematives:

0- Never - 
1 -Almost never 2 -Sometimes 3-Fairly often 4-Very often

1. Since in hospital, how often have you been upset 0 I 2 3 4
because of something that happened unexpectedly?

2. Since in hospital, how often have you felt that you 0 1 2 3 4
are unable to control the important things in your life?

3. Since in hospital, how often have you been 0 I 2 3 4
nervous or stressed"?

4. Since in hospital, how often have you dealt successfully 0 I 2 3 4
with irritating life hassles?

5. Since in hospital, how often have you felt that you are 0 I 2 3 4
effectively coping with important changes that were
occurring in your life?

6.Sinceinhospital,howoftenhaveyoufeltconfidentabout0l234
your ability to handle your personal problems?

7. Since in hospital, how often have you felt that things were 0 I 2 3 4
going your way?

8. Since in hospital, how often have you felt that you could 0 1 2 3 4
not cope with all the things that you had to do?

9. Since in hospital, how often have you been able to control 0 I 2 3 4
irrit¿tions in your life?

10. Since in hospiøl, how often have you felt that you 0 1 2 3 4
were on top of things?

I l. Since in hospital, how often have you been angered because 0 1 2 3 4
of things that happened that were outside you control?

12.Sinceinhospital,howoftenhaveyoufoundyourself 0 I 2 3 4
thinking about things that you have to accomplish?

13.Sincehospitalization,howoftenhaveyoubeenable 0 1 2 3 4
to control the way that you spend your time?

14. Since in hospital, how often have you felt difficulties 0 | 2 3 4
were piling up so high that you could not overcome them?
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APPENDIX E
Demographics Questionnaire

Please answer the following questions to the best of your ability. Please feel free to add
any additional comments below.

Please check (./) ttre most appropriate response

1) What is your age? years

2)Male Female

3) What is your current marital status?

Single_
Married/ Common-law
Separated
Divorced
Widowed

4) What is your cultural/ racialbackground?
White
Aboriginal
Asian
Black
Other

5) What was your total family income in2004 before taxes?
Below $10, 000
$10, 000 -$19, ggg

$20,000- 929,999-
$30, 000- $39, 999_
$40,000- g4g,99g-
$50,000- $5g, ggg

Above $60, 000

6) Is this your first time being hospitalized?

Yes _No_
If No, how many times have you been hospitalizedin the past?

2 to 5 times 6 to 9 times over l0 times

7) Cunentiy, how long have you been in hospital?

I to 7 days_ 8 to 14 days_l5 to 2l days_Over 2l days


