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ABSTRACT 

The purpose of this study was to investigate the 

perceptions of psychiatric patients on an inpatient unit 

concerning their roles in the treatment process. Areas of 

interest included participation in healthcare decisions, 

degree of autonomy, and the nature of communication between 

the subjects and their caregivers. An interview format was 

used to solicit data from the participants. Subjects for 

the study were both men and women of various ethnic 

backgrounds and age groups. Responses to interview 

questions suggested that most psychiatric patients have 

little knowledge of their rights in the treatment setting. 

Also, most psychiatric patients perceive an unequal status 

with their caregivers regarding their roles in 

decision-making activities. Revealed in these interviews 

were patients' perceptions of intimidation, impending 

abandonment, conditional regard (based on compliance with 

treatment dictates), and devaluation of their 

self-determination activities. 



CHAPTER I 

INTRODUCTION 

The purpose of this qualitative study was to explore 

the perceptions of psychiatric patients with regard to the 

extent to which they participate in their healthcare 

decisions. The study elicited patients' perceptions of 

their roles in the treatment process. Further, the nature 

of communication between clients and their caregivers was 

explored from the clients' perspectives. Lastly, the 

knowledge base of clients with regard to their rights in the 

treatment experience was examined. 

Background and Significance of the Study 

Knowledge of patients' perceptions concerning their 

roles in the treatment experience is essential for 

professional nurses to fully assess and appropriately 

intervene in their patients' treatment plans. Information 

gleaned from patients with regard to their perceptions about 

autonomy, decision-making, communication, and involvement in 

their treatment plans is significant to nurses because 

nurses function as advocates for their patients. As such, 

facilitation of the highest level of involvement by patients 

in their own care is a legitimate legal and ethical concern 

for nurses. The American Nurses Association's Code for 



Nurses (1983) mandates professional conduct supportive of 

the rights of healthcare consumers. 

Additionally, maintenance of the individual's right to 

participate in his or her own treatment plan is of concern 

to nurses, as this right is protected by the United States 

Constitution, which endows every citizen of this country 

with civil rights, the violation of which is termed a tort. 

Initiating treatment of a patient without his or her consent 

is an example of a tort for which a caregiver might be held 

liable. In healthcare issues, patients have remedy at law 

for torts in the form of malpractice actions against 

caregivers. According to Shanks (1991), disputes in 

healthcare situations often include the issues of autonomy, 

informed consent, participation in care, and communication 

with healthcare providers. Shanks (1991) also cites public 

concern for patients' rights, evidenced by media attention 

given to the violation of patients' rights in treatment 

settings and the frequency of resultant litigation. 

Two other authors studied professional ethics and 

patients' rights. Johnstone (1989) reports that the issue 

of professional ethics and patients' rights is of primary 

concern to nurses, since they are frequently caught in 

situations involving patients' rights. In speaking to the 

issue of autonomy. Dawn Camp-Sorrell believes that health 

care professionals have defended the practice of paternalism 

on the basis that (1) patients have an insufficient 



knowledge base to render wise decisions, and (2) the risk of 

harm is too great if patients make unwise decisions 

(Camp-Sorrell, 1992). In another study concerning patients' 

perceptions of their roles in the treatment experience, 

Wolpe, Schwartz, and Sanford (1991) found that the rights to 

withdraw from treatment and to participate in a treatment 

plan were not understood by one-fourth of the informants. 

In a 1989 study of nurses' perceptions of patients' 

rights, Davis focuses on problems in informed consent and 

traditional paternalistic behaviors of doctors and nurses 

that interfere with the patient's right to self-

determination. Cushing's (1988) work entitled Nursing 

Jurisprudence cited areas of potential negligence such as 

the failure to teach, inform, and counsel, activities long 

identified as components of professional nursing. 

The studies indicated a need for further exploration 

into the area of patients' perceptions, and this researcher 

decided to initiate the study from the perspective of the 

patients themselves. 

Statement of the Problem 

This study attempted to discern, via interviews with 

selected informants, the self-defined issues of autonomy, 

decision-making, and participation in care as revealed by 

the patients themselves. The premise upon which this 

research was undertaken was that the way in which these 



selected clients perceive their participation in their own 

care impacts upon the roles of their caregivers and 

contributes to the quality of care provided. This research 

provided an opportunity for clients to describe their 

experiences in treatment, a first step towards designing 

interventions reflective of client-focused feelings and 

needs. 

Research Questions 

1. What are the perceptions of psychiatric patients 

who are hospitalized on an acute unit concerning their roles 

in treatment decision-making, refusing treatment, and their 

involvement in care? 

2. How do psychiatric patients describe their 

communication with their caregivers? 

3. What knowledge do psychiatric patients have with 

regard to their rights in treatment? 

Theoretical Framework 

The focus of this work was on patients' perceptions of 

their roles in the treatment experience. All of the 

research questions are concerned with relationships between 

patients and their caregivers in some manner, whether 

directly or indirectly. With regard to the first question, 

the perceptions of psychiatric patients are often influenced 

by the degree to which they are educated and informed by 



their caregivers, upon whom rests the responsibility of 

providing sufficient information to those patients in their 

care. Question two pertains directly to the nature of 

interaction between patients and their healthcare providers. 

Question three refers to patients' general awareness of 

their rights in the treatment experience. This issue is 

also impacted by communication with healthcare providers, as 

much of the information patients have about their rights in 

treatment, procedures, medications, etc., is provided by 

their caregivers. 

Communication Theory 

Because of the significance of communication to this 

study, communication theory as provided by Watzlawick, 

Beavin, and Jackson (1967) served as the basis for this 

study. There are four basic axioms presented by these 

authors which will be reviewed as follows: 

1. One cannot "not" communicate. The relevance of 

this axiom to the present study is that physicians and 

nurses do communicate to their patients. The presence of 

communication, however, is not synonymous with the presence 

of appropriate communication in the treatment setting. 

Caregivers communicate verbally.and nonverbally with their 

patients. Even silence conveys messages to clients and can 

influence patients' perceptions of the nature of the 

relationship between themselves and their caregivers. 



Another important factor is that communication is 

irreversible. Once the message has been sent, regardless of 

the nature of the communication, it cannot be retracted. 

2. Every communication has a content and relationship 

aspect. A communication series conveys a message, and at 

the same time implies a relationship structure between the 

two persons communicating. Watzlawick et al. (1967) refer 

to these two aspects as the "report" and "command" aspects, 

respectively. The report aspect is the content of the 

message; the command aspect refers to the way in which the 

message is received or the sender's view of his or her 

relationship with the receiver. How the communicators 

relate to each other is usually not on a conscious level, 

but serves to reinforce the nature of the relationship. 

3. A series of communications can be viewed as an 

uninterrupted series of interchanges. Watzlawick et al. 

(1967) state that there is an action-reaction chain of 

events in a series of communication exchanges. As 

caregivers in constant contact with patients, nurses often 

engage in communication about the communication with their 

patients. Responding to a patient's inquiry with comments 

such as, "It's the doctor's order," conveys the nature of 

the relationship to the patient, that the nurse assumes 

control of the contextual situation, thus shortcutting the 

patient's attempt to become involved in his or her 

treatment. 



4. Communicatio i relationships are either symmetrical 

or complementary, dep nding on whether they are based on 

equality or inequalit . Symmetrical relationships take 

place in interactions where the two partners in the dyad are 

considered as equals, such as two close friends. 

Asymmetrical relationships, on the other hand, are those in 

which one partner is superior" to the other, such as 

parent-child or teach r-student relationships. Bradley and 

Edinberg (1991) comme t on this notion of symmetrical and 

complementary communi ation relationships in the treatment 

setting, stating that as clients progress from illness to 

wellness conditions, hey gain control and the relationship 

moves away from compl mentarity and towards symmetry. The 

degree to which a cli nt chooses to participate in his or 

her treatment and car can be greatly influenced by the 

nature of the relatio ship dyad, whether it is more 

complementary or more symmetrical. The important issue here 

is that nurses are in a position to impart a concern of 

empathy, caring, and rust. If these complementary 

relationships become igid and inflexible, the implication 

is that there will be more control of clients who want to 

please and to do the right" thing (Bradley & Edinberg, 

1991). The authors b lieve that healthy nurse-client dyads 

can be furthered when the nurse promotes client autonomy and 

responsibility, even hough greater demands are placed on 

the nurse in terms of communication complexity (Bradley & 
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Edinberg, 1991). Once a healthy nurse-client communication 

dyad is established, the nurse cannot easily revert to a 

more complementary relationship. 

Other Applicable Theories 

While Communication Theory was chosen to frame this 

study, at least two other theories are applicable. One of 

these is Role Theory. Role Theory, as described by Haber, 

Leach, Schudy, and Sidelau (1982), involves expectations of 

self and of others relative to the person's position in a 

given situation. The roles of paternalistic caregiver and 

child-like patient might emerge from expectations of 

behavior relative to an individual's perceived status, for 

example. The dynamics of the relationship would be 

influenced by the patient's perception of his or her power 

in the situation. That perception would be built upon many 

variables, including age, culture, education and previous 

experiences with healthcare providers. 

Role Theory could be used to provide a framework for 

this study. However, since greater emphasis was placed on 

communication dynamics and the patients' perspectives, 

rather than just perceived status. Communication Theory was 

chosen as the framework for this study. 

Parse's Man-Living-Health (1987) presents a humanistic 

perspective in dealing with the experiences of people. Her 

model addresses the whole person and seeks to understand the 



individual's qualitative participation in health 

experiences. Parse's (1987) blending of Rogers's work with 

concepts of existential phenomenology results in a model 

consisting of several assumptions about the nature of the 

individual's relationship with self and the environment. 

Parse's model, although complex, could be used to 

provide a framework for this study. Communication Theory 

was chosen as the framework for this study because it 

focused more specifically on the nature of interaction 

between patient and caregiver and their perspective roles in 

communication. 

Definitions 

Autonomy—a condition characterized by independence or 

self-governance; those client behaviors illustrative of 

self-care in decision-making situations. The patient's 

signature on the treatment plan is an indirect measurement 

of autonomy and does not assure autonomy. 

Informed Consent—disclosure of a certain amount of 

information to the patient about the proposed treatment 

sufficient for the patient to make a treatment decision and 

the attainment of the patient's signature, given in a 

competent and voluntary manner. The patient's signature 

alone does not indicate informed consent. 

Mini Mental State Exam—a cognitive function assessment 

tool (Appendix A). 
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Psvchiatric patients—those patients who are currently 

involved in treatment on an acute inpatient psychiatric unit 

and who are (1) able to read and write English; (2) able to 

perform basic cognitive functions as screened by the Mini 

Mental State Exam; and (3) in stable mental and/or physical 

condition as assessed by the attending physician. 

Stable—sufficient physical and/or mental condition to 

allow participation in the study described herein as 

assessed by the Mini Mental State Exam score of 24 and by 

recommendation of the attending physician. 

Assumptions 

1. There exist situations in which psychiatric 

patients have opportunities to participate in their 

treatment plans. 

2. Those patients who are able to perform basic 

cognitive functions as screened by the Mini Mental State 

Exam are competent to provide in a cogent manner the 

information solicited by the investigator. 

3. Those patients who agree to participate in the 

study were willing to do so in an honest and sincere manner. 

4. Those patients selected for the study were 

sufficiently stable, either mentally or physically, or both, 

to provide meaningful data. 
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Limitations 

Limitations of the study included a small sample size. 

Twenty informants were selected. Because a convenience 

sample was used, the results are not generalizable beyond 

the sample size and the geographical area represented. 

In addition, all participants were chosen from the same 

urban full-service medical-surgical hospital in the 

Southwest. Restrictions in cultural variations were 

expected, and only Anglo, Hispanic, and Black ethnic groups 

were represented. 

Variations in age from 21 to 68 years were shown, but 

only two informants were under 40 years of age and only two 

informants were over 60 years of age. Of the 20 subjects 

participating in the study, a variety of diagnoses were 

represented, and different phases of treatment were 

underway. It was anticipated that such would be the case, 

and these confounding factors may have impacted upon the 

patients' perceptions. Additionally, the nature of 

psychiatric conditions presented a limitation in that 

patients' perceptions might have been influenced by the 

disorders themselves. Although the patients signed their 

treatment plans in treatment team meetings, many factors may 

have influenced whether or not they actually participated in 

a meaningful way in their care. The data obtained from 

informant interviews is always subjective and vulnerable to 

the affective and cognitive conditions of both the 
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investigator and the informants. Also significant is the 

fact that this study is a pilot study and was undertaken 

without the benefit of precedent, no other research efforts 

having been located by the investigator in which this type 

of study was attempted. 



CHAPTER II 

LITERATURE REVIEW 

Limited Studies 

No studies were found in which psychiatric patients 

served as the informants in order to determine their 

perceptions of their roles in the treatment experience. 

Some works that addressed parts of the research questions 

were located, however. Wolpe et al. (1991) conducted a 

study of psychiatric patients' perceptions of their civil 

rights, as well as their recall and comprehension of their 

rights to participate in treatment decisions. A pretest and 

posttest design was used by the investigators. Information 

was given to the informants who were later tested to 

determine the extent to which proactive behaviors on the 

unit with regard to decision-making were assessed. The 

results of the study showed that, although some behaviors 

indicated increased knowledge of their rights to information 

and decision-making, more than one-fourth of the patients 

surveyed misunderstood their rights with regard to 

participation in and withdrawal from treatment (Wolpe et 

al., 1991). This study was completed on an inpatient 

psychiatric unit and supports Wolpe et al.'s premise that 

further examination of patients' knowledge, perceptions, and 

experiences concerning their roles as participants in the 

healthcare system is a valid quest. 

13 
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Ineieauate Patient Knowledge 

Authors Janofs cy, McCarthy, and Folstein did a study to 

determine psychiatr LC patients' capacity to give informed 

consent (1992). Ir .tiated on their opinion that informed 

consent is not poss Lble if the patient does not possess 

cognitive functioni ig sufficient to process information 

provided, the resec rchers also cited inadequate 

communication, misi ̂ formation, and incomplete presentation 

of treatment optior ; by caregivers, primarily physicians, as 

confounding factors to the patients' comprehension of their 

rights in the treat lent process. This study, although not 

qualitative in desi jn, nonetheless reveals that even among 

patients who were f )und to be competent to give informed 

consent, most actua .ly had not done so on at least one 

occasion because th iy did not perceive that they had the 

right to refuse soir i aspects of their care (Janofsky et al., 

1992) . 

; nadeguate Information 
Cited Bv Patients 

Brown (1991) r iveals the growing trend in England for 

psychiatric patient ;, particularly those detained 

involuntarily, to r iquest to see a Mental Health Act 

commissioner when t ley perceive that their rights are being 

violated. The auth )r also reveals that the Commission 

itself performs uns )licited checks of patients in 

psychiatric facilit es to determine their knowledge of their 
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civil rights as patients, and further, to examine the extent 

to which patients feel that they are suitably involved in 

treatment decisions. 

The results of Brown's (1991) inquiry into this issue 

yielded alarming results; for instance, greater than 

one-half of the patients in the facilities surveyed had 

inadequate knowledge of their health status and did not 

perceive communication with healthcare providers to be 

sufficient to allow them optimal participation in their 

healthcare decisions. In the same series of reports, 

another British nurse, Tony Bell, looked at the nurse's role 

in ensuring that information on treatment issues is 

understood by the patient. Bell (1991) surveyed patients in 

a London facility, both before and after nurses provided the 

intervention of "information, education and support" (p. 66) 

to determine the value of the intervention. The 

intervention stressed not only obligatory compliance with 

the law, but also internalizing the value of patient 

advocacy to nurses. Results of the study not only validated 

the intervention, but also served to improve patient 

satisfaction with the degree of involvement in their plans 

of care (Bell, 1991). 

Information and Communicaton with 
Caregivers Important to Clients 

Dennis (1990) wrote about client control in the 

hospital setting. Her study identified patient activities 
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and interactions which gave them a sense of control during 

hospitalization. Using a Q-sort methodology, she found that 

clients identified as important the following items: having 

sufficient information to participate in decision-making, 

being able to alleviate anxiety and uncertainty by 

formulating plans for anticipated lifestyle changes, and 

being informed of the implications and options of all 

suggested diagnostic tests. 

Dennis (1990) also found in her study that approaches 

to enhancing control through education of patients should be 

highly individualized. This particular finding is 

consistent with the professional nurse's utilization of the 

nursing process and emphasis on holistic care for the 

individual. 

Negative Perceptions of Communication 
With Caregivers 

A few studies have been found using cancer patients as 

informants. Dodd (1984) reports that the subjects in her 

study had poor recall of information presented to them prior 

to treatment decisions. The subjects in her study also 

had negative perceptions about communication with physician 

caregivers and only slightly less negative feelings 

regarding nurse caregivers. Although Dodd's study was 

quantitative in design, she was interested in the nursing 

intervention of education and support of patients and how 
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the intervention affected the self-care behaviors of cancer 

patients. Her research yielded no significant differences. 

A qualitative study to determine factors considered 

significant by cancer patients prior to the intervention 

testing might have resulted in a more meaningful study. 

Patient Information Important for Sense 
of Control and Hope 

Brockopp, Hayko, Davenport and Winscott (1989) 

interviewed cancer patients to examine the relationship 

between the needs for hope and information and perceptions 

of personal control. With regard to information, most of 

the patients interviewed stated that they wanted to know 

about their treatments, procedures, and changes in status, 

and further, that knowing these factors contributed 

positively to their sense of control and also to the degree 

of hope present (Brockopp et al., 1989). Enhanced control 

for the consumer has been advocated by many health care 

professionals. Facilitating patients' understanding and 

utilization of autonomy could also positively impact on 

their treatment outcomes. It is therefore a legitimate 

nursing role and an area of concern in the research arena. 

Nurses Favor Increased Patient 
Decision-Making 

Davis (1989) describes a study exploring nurses' 

perceptions of appropriate professional roles in the area of 
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patient information. She relates that most nurses in her 

study felt that the patients would be better served if 

nurses would take a more proactive role in the facilitation 

of patient decision-making and autonomy (Davis, 1989). She 

further advocates increased nursing participation in 

relevant proceedings such as ethical rounds. Institutional 

Review Boards, and ethics committees towards a more active 

role in the safeguarding of patients' rights and the 

expansion of patient knowledge of what those rights are. 

Each of these articles addresses some portion of the 

research topics at hand in this study. As stated by Polit 

and Hungler (1991), "Sometimes problems can be identified 

not by what is in the literature, but by what is not" 

(p. 75). Although some studies have been done that are 

related to the research undertaken, no specific study was 

found that addressed nhe identical components of this 

proposal. It is anticipated that useful information will be 

gained from this researcher's study. 



CHAPTER III 

STUDY DESIGN 

Qualitative Descriptive Study 

The design of this study was qualitative in nature. It 

was a descriptive pilot study, the purpose of which was to 

name phenomena and posit comparisons. Field and Morse 

(1985) refer to qualitative methods as particularly useful 

when describing phenomena from the emic perspective, that 

is, the perspective of the problem from the "native's point 

of view" (p. 11). In this study, the emic perspective was 

the perspectives of the patients interviewed. A qualitative 

approach was chosen for this study in an effort to capture 

the full range of patient responses. The open-ended 

questions used in the study allowed the informants to 

express their perceptions without limitations. Since the 

purpose of this study was to uncover the lived 

experiences of the clients interviewed, the data gathered 

were not quantified, but rather were interpreted by the 

researcher. Parse, Coyne, and Smith (1985) regard this type 

of research method as resulting in emergent themes, subject 

to investigator philosophy and bias. The limitations of 

this type of study were revealed at the commencement of the 

work. 

19 
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Population and Sample 

Population 

As defined hi Polit and Hungler (1991), population is 

"the entire set oi individuals (or objects) having some 

common characteristic(s)" (p. 254). The authors further 

describe the eligibility criteria of the population as the 

exact criteria by vhich it could be decided whether an 

individual person vould or would not be classified as a 

member of the popi Lation in question (Polit & Hungler, 

1991). The popult :ion of this study consists of all those 

patients with a ps /chiatric diagnosis, who are currently 

under the care of a physician and are currently in treatment 

in the designated lospital setting. 

Convenience Sample 

A convenience sample was used for the study. A 

convenience sample is, according to Polit and Hungler 

(1991), the weakes : form of sampling, but if it is the one 

chosen by the inv€ stigator, the authors suggest that 

important extranec is variables are identified. Two methods 

are suggested to c ̂ count for these variables. One method is 

to define the popi lation so that variation resulting from 

extraneous variabl 2S is reduced. The other method cited by 

Polit and Hungler (1991) is to select the sample to include 

representatives w: th known variables. If the population is 

known to be heterc geneous, the investigator can either 
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make it more homogeneous or attempt to capture the full 

variation in the sample (Polit & Hungler, 1991). In this 

study, the investigator chose to capture variations in the 

sample, so as not to limit any potential data from the 

subjects by not limiting the sample to any specific 

socioeconomic status, cultural group, or diagnosis. The 

sample consisted of 20 informants. All of these informants 

were English-speaking. No provision was made for 

socioeconomic status, cultural implications, or for 

medications the patients were taking. There was also no 

distinction as to the particular diagnosis, except the broad 

category of psychiatric disorders. No specific provision 

was made for educational status, other than the ability to 

read and write English well enough to understand the nature 

of the study as described in the consent form. The Mini 

Mental State Examination (Appendix A) was administered to 

each potential informant to determine cognitive ability to 

participate in the study. Those who scored less than 24 on 

this exam were excluded from the study, as a score of less 

than 24 indicates cognitive impairment, as established by 

Folstein, Folstein, and McHugh (1975). The setting of the 

study was a full service medical-surgical facility in an 

urban Southwestern city. 
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Procedures for Data Collection 

Permission from the facility's Institutional Review 

Board was secured prior to commencing any aspect of the 

study. Permission from nursing management of the 

psychiatric units was also obtained (Appendix B). 

Physicians admitting to the psychiatric units were informed 

of the pending study and input was received from them. The 

investigator then approached prospective informants for the 

purpose of providing general information about the study. 

Only general information was given prior to implementation 

of the actual study to avoid information bias. It was the 

responsibility of the investigator to establish rapport with 

the informant. 

The interview technique was used by the researcher. 

The interviews were taped, so informant confidence was 

especially important. The consent forms contained 

information about the taping process (Appendix C). 

Participants were told that the interview would take about 1 

to 1-1/2 hours time. The interviews were held in the 

conference room on the unit, rather than in the patients' 

rooms as was originally planned, as the rooms were 

semi-private. Staff was informed of the procedure so that 

there were no interruptions. The questions were asked one 

at a time to each informant in individual settings. 

Questions were repeated as needed to facilitate 

understanding. The investigator kept the interviews focused 
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on the objectives of the study by redirecting the 

conversation of the subjects back to the questions asked. 

The interviews were scheduled at the convenience of the 

informants, to the extent possible, and all interviews were 

completed within a 2-week period. The administration of the 

Mini Mental State Examination (Appendix A) was explained to 

prospective informants prior to testing. It was given 

immediately before the scheduled interview. The Mini Mental 

State Examination takes about 5 minutes to complete. 

Permission to use the examination in this study is found in 

Appendix D. Data for this study consist of the actual 

verbatim interviews of the informants. 

Instrument 

With a descriptive qualitative study research design, 

no formal, established instrument is required (Polit & 

Hungler, 1991). An open-ended semi-structured interview was 

used for data collection. The interview technique is termed 

"semi-structured" because topic guides will be used by the 

investigator. Questions for the interview are in four 

general themes. These are: (1) the client's perception of 

his or her involvement in the plan of care, (2) the client's 

perception of his or her autonomy in the plan of care, (3) 

the client's perception of his or her right to refuse 

treatment, and (4) the client's perception of the nature of 

communication with his or her health care providers. 
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Control Methods 

Specific control groups are not appropriate for 

qualitative research. The control measure for this study 

consisted of researcher validation with each informant as to 

the content of the data obtained and will be described in 

the data analysis section. 

Data Analysis 

Data analysis in the descriptive method of research 

began with careful examination of the informant-investigator 

interactions, which entailed a search for major themes 

articulated by the subjects about the specific phenomena 

(Parse et al., 1985). Responses to each question were 

compared for each informant. Emergent themes were 

identified by the researcher. The researcher validated the 

content of the individual responses of each patient so as to 

clarify responses and to limit researcher bias. Results 

were then synthesized into hypothetical statements. These 

statements are generalizable to the population under study 

only. Polit and Hungler (1991) describe a type of content 

analysis that includes identifying themes from the verbatim 

data and asking additional questions to clarify meaning. 

The coding of categories occurs as data is interpreted. The 

technique of constant comparison (Polit & Hungler, 1991), 

wherein categories elicited from the transcribed tapes of 

the informants are constantly compared with data obtained 
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earlier, was utilized in this study. The purpose of 

constant comparison analysis is to determine commonalities 

and variations. A classification system was developed by 

which items and themes were coded and analyzed. 

Protection of Human Subjects 

Institutional Review Board Permission 

Institutional Review Board permission from the facility 

described herein was obtained and is contained in Appendix 

B. Consents for participation in the study were secured 

from all prospective informants, following a thorough 

explanation of the study, the procedure, the time 

involvement, and the location of the interviews. In 

addition, the informants had their primary caregivers 

present during these activities and the signing of the 

consent forms, for the purpose of maintaining trust. 

Confidentiality 

Confidentiality was observed at all times, and no one 

other than the investigator has access to the identity of 

the participants with regard to their specific responses. 

The tapes were labeled in a manner that did not violate 

confidentiality, and the tapes were stored in a locked 

cabinet under the control of the researcher until the study 

was completed. The tapes were then erased. All 
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participants were made aware of these efforts to maintain 

confidentiality on their behalf. 



CHAPTER IV 

PRESENTATION, ANALYSIS AND 

INTERPRETATION OF DATA 

Introduction 

This study was conducted in order to identify 

psychiatric patients' perceptions of their roles in the 

treatment process. A total of 20 informants was selected 

from inpatient psychiatric units. After obtaining approval 

from the appropriate Institutional Review Boards, subject 

recruitment was initiated. Attending physicians, nursing 

management, and staff nurses were consulted for guidance in 

selecting potential subjects. Only those patients who were 

voluntarily admitted to the facility and who were 

English-speaking were approached. The prospective 

informant's primary caregiver, usually the nurse responsible 

for the care of the patient, was with the patient at the 

time the study was explained. Upon securing the patient's 

consent to the study, a Mini Mental State Exam was given 

prior to the commencement of the interview. All 20 patients 

selected scored at least 24 on the exam, indicating 

sufficient cognitive ability to participate in the study. 

The interviews were tape-recorded and were conducted in the 

conference room on the unit. All 20 informants completed 

the interviews. One of the interviews was conducted in the 

conference room on the Chemical Dependency Unit, as the 

27 



28 

subject was initially admitted to that unit, rather than to 

one of the acute units. However, this patient was 

transferred to an acute unit 2 days later, and had been a 

patient on the acute unit several times in the past. During 

each interview, informants were given an opportunity to ask 

questions as necessary to facilitate understanding and to 

validate meaning. At the conclusion of each interview, 

informants were asked if they wanted to add anything to the 

interview or correct any statement made. All 20 

participants declined to do so. 

Presentation of Data 

Demographic Data 

Gender, Age, and Ethnic Origin 

Twenty informants were interviewed. Eleven of the 

subjects were male and 9 were female. Anglo, Hispanic and 

Black ethnic origins were represented. This information was 

taken from the admitting data sheet and represents the 

information given to the hospital by the patients 

themselves, as validated by the researcher. There were 3 

Hispanic subjects, 6 Black subjects, and 11 Anglo subjects 

in the study. Ages ranged from 21 years to 68 years. 

Psychiatric Diagnoses 

Psychiatric diagnoses were varied and included nine 

cases of Major Depression. Five of these cases were Major 
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Depression only. The remaining cases included one with a 

dual diagnosis of Heroin Dependence; two with suicidal 

ideation; and one was associated with psychotic features. 

The remaining diagnoses were Depressive Episode without 

psychotic features; Dysthymic Disorder; four cases of 

Bi-Polar Disorder, Manic Phase; four cases of Schizophrenia; 

Schizoaffective Disorder; Organic Mental Disorder; and 

Dementia. All these subjects scored at least 24 on the Mini 

Mental State Examination. 

Previous Hospitalizations 

Fifteen of the 20 subjects interviewed had at least one 

previous psychiatric admission. Five had no prior 

hospitalization for psychiatric disorders. 

Generation of Interview Questions 
from Research Questions 

Interview Question 1. 
Research Question 1 

The research questions guiding this study 

generated four general interview questions. The first 

research question was, "What are the perceptions of 

psychiatric patients who are hospitalized on an acute unit 

concerning their roles in treatment decision-making, 

refusing treatment, and their involvement in care?" The 

first interview question was designed to give the study 

participants an opportunity to respond to these concepts and 
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was asked as, "Tell me why you are here in the hospital. 

What was going on with you when you were hospitalized for 

care?" The answers given by the subjects reflected their 

reasons for seeking care and were as follows: 

Subject No. 1: "I came here for depression, drug abuse, a 

suicide attempt." 

Subject No. 2: "'Cause I have a mental dis . . . no, it's a 

physical uh, I have brain damage and I've 

been feeling suicidal again and they brought 

me in here and I said I'd take the lithium. 

So, I came in here and I ran from it. Then 

I came in 'cause I realized that all them 

years before that nobody ever gave me 

lithium before and they're giving me lithium 

now and I realize that I need it so and 

they're . . . now I'm getting a lithium 

level." 

Subject No. 3: "My family was concerned, I was messed up." 

Subject No. 4: "I had this strong urge to commit suicide." 

Subject No. 5: "I wasn't taking my pills and things started 

getting scary. They thought I was really 

going to get messed up so I said I'd come in 

here. I knew if I didn't do it, they'd make 

me." 
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Subject No. 6: "I left this damn place two days ago. But I 

had seizures and had to come back because my 

medicine is all screwed up. I don't need to 

be here really. I'm going to leave soon." 

Subject No. 7: "Dr. thought I was taking too 

many pills,—the ones that he gave me—so he 

wanted me to come in here. . . . Everything 

else was okay. I had a lot of trouble 

getting up in the morning and I guess it's 

because I took too many." 

Subject No. 8: "I took a lot of Synalgos. I didn't really 

mean to die, well maybe I did then, but I 

don't now. Things got really bad. . . . My 

mom thought I needed help." 

Subject No. 9: "I didn't want to be around anyone so I left 

the job and went driving around in my car. 

I guess my wife thought that was weird. She 

threatened to leave me if I didn't come in 

to get back on my medication. I don't need 

it anymore, I was just pissed off." 

Subject No. 10: "I didn't feel like doing anything. I 

wouldn't eat or sleep. I'd wake up at 3:00 

and couldn't get back to sleep. I started 

thinking I was no good." 

Subject No. 11: "I don't know. The medicine didn't work 

anymore. I felt like I used to, couldn't do 
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anything. I guess they thought I should 

have more of them shock treatments." 

Subject No. 12: "I was tired of how my life was going. I 

needed help." 

Subject No. 13: "It was getting really crazy. I didn't 

know nobody that was in my house. My mom 

made me come in here." 

Subject No. 14: "I was not taking my medicine and I got to 

feeling like people were going to kill me. 

I needed to come back in here." 

Subject No. 15: "I was hiding from everyone because I was 

scared. I knew something was not right. My 

husband made me come in here." 

Subject No. 16: "I was not doing very well. I was thinking 

about killing myself. I was out in the 

street in my wheelchair just driving around. 

My friend brought me here." 

Subject No. 17: "I was hearing voices and they were not 

friendly. Tony was with me then. He's gone 

now." 

Subject No. 18: "I was out of it, I guess. I was acting 

weird and I was just trying to talk to some 

people and I called a bunch of people and 

stayed up for 4 days. . . . Then I got sort 

of sick, I was out in the rain running 

around." 
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Subject No. 19: "I was getting confused. They said I tried 

to hit people in the nursing home, but I 

didn't." 

Subject No. 20: "I wanted to kill myself. I didn't know 

what else to do, so I ended up in the 

emergency room with my daughter." 

These patient responses indicated various ideas about 

the nature of the patients' admission to treatment, but did 

not give any specific information about the patients' 

perceptions of their involvement in decision-making and 

refusing treatment. The interview question does not 

specifically ask for the information contained in the 

Research Question Number 1. The Interview Question Number 2 

did yield information about the subjects' perceptions of 

their involvement in decision-making and in refusing care, 

as did Interview Question Number 4. 

Interview Question 2. Research 
Questions 1 and 3 

Another area of interest in the study was the patient's 

perception of his or her involvement in the plan of care. 

The specific question asked of the informants was, "Tell me 

about a time when you had some ideas about your care, your 

treatment plan, what should be done for you." This 

interview question also represented ideas of 

decision-making, autonomy and involvement expressed in 

Research Question 1. In addition, this interview question 
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referred to some of the issues raised in Research Question 

3: "What knowledge do psychiatric patients have with regard 

to the rights in treatment?" 

Responses to this request for information suggest 

definite notions about patient involvement in care and were 

as follows: 

Subject No. 1: "Well, about 2 or 3 weeks ago, reality 

really hit in and I decided that it was 

really time to live, and I didn't have 

nothing to live for and me going home was 

not the answer for my care and going to—you 

know—like a recovery center, that was a 

hard decision for me to make like to agree 

to a recovery center . . . and, uh, to go to 

a place like that, but I feel really 

comfortable about it." 

Subject No. 2: "Well, I really didn't have no treatment 

plan, but I had planned on leaving here and 

going south to San Antonio to this lady's 

ranch. The doctors kept telling me how 

stupid it was for me to do this, and one 

doctor got so upset with me that he was 

yelling at me and told me . . . uh, asked 

me, what was I going to do, go down there 

and mooch off them people?—I had a plan for 

my treatment, get on the lithium and get 
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somewhere where I could work my tensions 

out, and nobody seemed to agree with me. I 

had no other ideas 'cause no one would talk 

to me about it. They just told me that I 

needed the lithium, which I do need, and 

then I could go on from there." 

Subject No. 3: "I've had lots of ideas since I've been in 

here. Almost every day and I've wanted to 

participate. . . It's just that . . . I 

didn't want to screw up anything and have to 

stay. I came in 'cause my family thought I 

needed help. . . Hell, I know I did, too. 

And I tried to be a part of things . . . 

like when they all get in that room and talk 

about you like you're not just like sitting 

there where they can see you." 

Subject No. 4: "Well, I know that I need help and I tried 

to tell them that if I could go somewhere 

else . . . another place to live, then 

that's what would help with me and my kids, 

but living around my mom and my sister . . . 

it's just I can't do it. . . ." 

Subject No. 5: "Well, I told them when I came in that I 

know what's going on. They act like I don't 

know a damn thing. I says 'who's got this 

shit anyway, you or me?' Don't it seem that 
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if I'm sick they should listen to me? I 

told them I could handle it myself if I get 

the right pills." 

Subject No. 6: "I kept telling them what had to be done, 

but the doctors think they know everything. 

They kept asking me the same questions over 

and over again. They don't even listen. I 

told them I was giving them 2 days to get my 

medication straightened out." 

Subject No. 7: "When I came in, I told Dr. that 

I wanted to be off all these pills, not just 

the Xanax. . . He said I wasn't ready to 

be off my antidepressants. I want to be 

able to be okay without my pills, you know?" 

Subject No. 8: "I don't know. Y'all are in charge. I'm 

here for y'all to tell me what I can do." 

Subject No. 9: "I've had a lot of ideas. The 'baby doc' 

listened to me, but the other one was in too 

big a hurry. I wanted to get started back 

on these meds so everyone will get off my 

butt about it." 

Subject No. 10: "I just wanted to go home, but I knew it 

would be the same . . . that everything 

would still be bad. I knew I had to take 

some medicine to feel better so I could do 

things again." 
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Subject No. 11: "What? If I knew what was wrong, I wouldn't 

have to be here. . . . Isn't that what 

they're supposed to do? The doctors, they 

know what to do, I just need to have more 

shock treatments, I guess." 

Subject No. 12: "I had a lot of ideas. None seemed to 

float, though. I tried to take care of 

myself alone, you know, but it didn't work. 

I need to face my problems now. I want to 

get better and stay sober, too." 

Subject No. 13: "I didn't know what to do, that's why I came 

in. . . . Oh, since I been here? I tell 

them how I feel, they always asking." 

Subject No. 14: "What? Well, I knew I needed to be here, so 

that was okay. I've been here before when I 

get messed up, it's okay." 

Subject No. 15: "I thought I could go back to the doctor in 

his office. I didn't want to come back here 

in the hospital, but I guess I need to get 

straightened out. That's what they told 

me." 

Subject No. 16: "I wanted to go back home, but my doctor and 

my friend who brought me in wanted me to 

stay here. You know I've been here a lot of 

times. I hope they can help. We're trying 

some different medicine." 
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Subject No. 17: "I wanted to be left alone so I could deal 

with my problems. They kept asking me 

questions. I'm better now." 

Subject No. 18: "I want to be better. I quit taking my 

medicine for a while because I hate it. It 

makes me gain weight. I was doing real good 

and I didn't need it. I guess I did." 

Subject No. 19: "I wanted to go live with my sister, but 

she's too old and she has diabetes. They 

said I'd have to go back to the nursing 

home." 

Subject No. 20: "I wanted to go home. I wanted some pills 

to feel better and I just wanted to go 

home." 

These responses indicated various patient perceptions of 

involvement in treatment. Most of the responses indicated 

some definite idea of the precipitating crisis prior to 

admission. Some responses indicated definite expectations 

of treatment. Most patients expressed a global wish to "get 

better" without any specific indication of the dynamics of 

the patient role. 

Interview Question 3. 
Research Question 2 

The third interview question concerned the nature of 

the communication between patients and their caregivers. The 

interview question was, "Describe for me the nature of 



39 

communication between you and your caregivers concerning 

your treatment plan. What's it like?" This question was 

derived from the second research question which was 

concerned with the nature of communication between 

psychiatric patients and their caregivers as reported by the 

patients. Responses were as follows: 

Subject No. 1: "Well, really the doctor and I really have a 

good verbal relationship, and as far as the 

staff goes here . . . you know if I could 

stay honest with myself and I could stay 

honest with him about what I want, how I 

want him to help me to better myself . . . 

so that's where it's at right now, dealing 

with honesty and trying not to be such a 

bully, but you know just really be me . . . 

to work it out. . . ." 

Subject No. 2: "Well, it was pretty good until I got this 

new doctor. He wouldn't talk with me, he'd 

talk at me or to me . . . and when I was 

here before and I wouldn't go to drug 

therapy . . . I was very destructive, I got 

a lot of tension out, but I was a little 

worse, that must be why I ran off, because I 

was afraid of the success of the getting it 

all out. As far as the doctor-patient 

relationship, I don't think I had a very 
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good one, with the doctor I have had 

lately." 

Subject No. 3: "I feel like the effort has been one-way. 

. . . I know my rights here, but no one 

else seems to. I feel violated. I think all 

of us do. . ." 

Subject No. 4: "Sometimes I feel like they think that I 

don't understand their talk. And it kind of 

makes me feel like I'm stupid, but I do 

understand. They don't have to explain to me 

in little bitty words, 'cause I do 

understand." 

Subject No. 5: "I ain't got no treatment plan, lady. It's 

just that they tell me what I got to do in 

here and then I can get out. Communication 

is for shit here. They talk and I listen on 

the outside. I'll do what I need to do to 

get out of here." 

Subject No. 6: "It ain't for crap, I said. You get to sit in 

this chair in the treatment meeting, but 

they talk at you. We don't really get any 

say in it." 

Subject No. 7: "You know how it is around here. They just 

tell you what to do. But they know best, I 

guess. After all, I'm the one in the 

hospital, aren't I?" 
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Subject No. 8: "What's a treatment plan? You mean what 

they're going to do? They said they'd keep 

me in here until I didn't feel like I wanted 

to die anymore. Is that what you mean? 

They asked me a bunch of questions. I 

signed a piece of paper that I agreed with 

staying here. That's all I know about it." 

Subject No. 9: "They talk, I listen. That's about it." 

Subject No. 10: "They're all real nice. I like the way I'm 

treated. The nurses are really sweet. My 

doctor is real busy; he's always in a hurry, 

but he visits me a lot." 

Subject No. 11: "I don't see them much, you mean the 

doctor? The nurses are here. They talk to 

me. The doctor is okay. What do you mean? 

'Cause I'm Black? They don't care about 

that. The doctor is Mexican or something 

hisself." 

Subject No. 12: "It's okay. If I could do it myself, I 

wouldn't be here. I feel like I have a say 

in my care. I make 'em talk to me." 

Subject No. 13: "It's okay. I mean, I get to say what I 

think, you know. They listen to me. I ask 

them—well, the nurses talk to me more." 

Subject No. 14: "Everyone's nice to me. A lot of doctors 

have talked to me. They keep asking me the 
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same things, though. I'm okay with it, they 

spend time with me." 

Subject No. 15: "Treatment plan? You mean what they're 

doing to you? Well, they told me I had to 

go back to taking my pills right or I'd get 

real sick. I always get scared when I 

forget my pills." 

Subject No. 16: "Oh, it's okay. I don't like it here, but 

I guess it's better than being out in the 

street. They talk to me okay. I get to 

tell them how I feel. It just doesn't help, 

is all." 

Subject No. 17: "It's okay, I guess. They don't know 

nothing about me. They just do what they 

learn in books. I'm different. They're 

nice most of the time. I get tired talking. 

When I hear voices I just leaves the room. 

They know it too." 

Subject No. 18: "It's okay if you go along with them. Well, 

they know what to do with the medicine. I 

don't know, I guess, since I screwed it up. 

I wouldn't take it if there was something 

else I could do." 

Subject No. 19: "With the doctor? They ask me a bunch of 

questions and tell me what to do. Sometimes 

they don't hear what I say." 
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Subject No. 20: "It's okay. I need to be more assertive, I 

guess. Sometimes I want to talk to the 

doctor and he sort of just tells me stuff 

and leaves." 

The above responses by the study participants revealed 

perceptions of what their verbal and nonverbal interactions 

were like with their caregivers and illustrated the issues 

of communication and involvement as perceived by the 

patients themselves. 

Interview Question 4. 
Research Questions 1 and 3 

Interview Question 4 seeks to determine the informants' 

perceptions of their roles in decision-making. Specif

ically, it asks what would a disagreement between the 

patient and the caregiver be like. The research questions 

underlying this interview question are the first and the 

third question. The first question was concerned, in part, 

with refusing treatment, and the third question was: "What 

knowledge do psychiatric patients have with regard to their 

rights in treatment?" 

Responses to this question were as follows: 

Subject No. 1: "I'm not sure, 'cause I haven't disagreed 

with anyone yet about my care really, except 

when I got that new doctor. . . . I feel we 

have a pretty honest relationship with most 

of them. If I did, I don't feel like I'd be 
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treated any differently than I was when I 

first came in here 'cause when I first came 

in I was a patient and I was human . . . and 

I'm still that way now. I don't feel that 

things would change, except for the 

communication." 

Subject No. 2: "It would be like they wouldn't listen. 

They're the doctor, you're the patient. 

You're not supposed to know nothing, so. 

Well, that's been my experience here. I had 

a good doctor. Now I got this bad one. The 

other one went on vacation, now I got this 

bad one and I'm just having such a hard time 

communicating with him, after he yelled at 

me and called me a moocher. It left a sour 

spot in my throat towards him. Well, today 

we were talking and he says I need to go 

over and spend another 2 days at this other 

treatment center. I said 'No, I don't.' I 

told him, 'I'm not going.' I think he got 

mad, but it don't matter, 'cause I knew I 

could make the extra . . . the transition 

from hospital to home. I'm 42 years old and 

I've been single a bunch of times. I know 

what I need to do and I can do it. I don't 

need to go back to another hospital. That's 
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2 days I could be home cleaning my house, 

which I've been up here for 17 days total 

and all that's just a-setting there. I know 

I need counseling; I'll be going for 2 hours 

every morning. I don't need another 

hospital—a treatment center—for 2 more 

days before I could go home, and I've agreed 

with whatever he said all this time, until 

today when he told me I had to go over there 

for 2 days and I said, 'No, I'm not going,' 

'cause I can make it, I have to make it . . 

. and we had this argument, I can't go into 

it." 

Subject No. 3: "You really can't disagree with the doctor. 

If you do, then it's you that's wrong. 

Yeah, the patient is always wrong. Not like 

the customer, who is always right. That's 

weird, really, 'cause we are customers. You 

pretty much have to go along with whatever." 

Subject No. 4: "Well, I guess at first, I'd be intimidated. 

But, if I really wanted it, I would try to 

get my own way. I do have that right, even 

if I am here in the hospital." 

Subject No. 5: "They'd get the better of it here. I'd be 

the only one who knew I was waffin' 'em— 

just giving them what they want to get by." 
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Subject No. 6: "I know my rights. If i didn't want to be 

here . . . I mean if I didn't think I needed 

to be here at least for a couple of days, 

you know 'cause of my meds and stuff, I'd 

just tell them to go to hell." 

Subject No. 7: "I can tell Dr. anything and he 

does listen. I don't get to decide what I do 

very much. But he'd listen and tell me to 

do what he thinks or I could just go home. 

Not much of a choice. He's wonderful, 

though; he really takes care of me. No one 

else would do it, I know." 

Subject No. 8: "I guess I'd have to leave if I didn't do 

what they said." 

Subject No. 9: "I don't think you can do that around here. 

When I went to the big meeting where I sat 

at the table and all the doctors and nurses 

were there, they each talked to me about 

what was going to happen. Then I signed the 

form. If I don't like something though, I'm 

leaving." 

Subject No. 10: "Why would I want to disagree? Are they 

doing something wrong? I don't have any 

complaints, not yet." 

Subject No. 11: "If I didn't want them to take care of me, I 

could go somewhere else. I did go to the 



47 

state hospital, but they don't do shock no 

more, so I'm back here. I want them to make 

me feel okay again." 

Subject No. 12: "Hey, I'm paying the bill around here. I 

think they work for me. I guess it's a 

mutual respect thing. I'm treated ok. I'd 

still leave if I wanted to, though." 

Subj ct No. 13: "It'd be like it'd be. Who knows? I ain't 

scared of nobody." 

Subj zt No. 14: "I told that bitch of a nurse over there 

that I could smoke if I wanted to and she 

said I couldn't so I asked the doctor and he 

said I couldn't also, so I guess that's 

that." 

Subjt zt No. 15: "I don't know. I don't think I should 

disagree with them. I need someone to help 

me." 

Subj( zt No. 16: "The nurses or the doctors? Well, the 

nurses disagree with me most of the time, 

but we work it out. The doctors are okay. 

It's pretty much how they say, if you stay 

here, right? If I don't do what they say, I 

can be discharged." 

Subj* zt No. 17: "I ain't fixin' to do that. I need help 

with my medicine. But I could, I guess." 
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Subject No. 18: "I don't think I'd ever do that, no. Don't 

I need to do what they say? I would if it 

wasn't too off the wall, you know." 

Subject No. 19: "I can't do that, since I'm here at the 

hospital now. Well, they know best." 

Subject No. 20: "I guess it would be okay, but if you're not 

going to do what they say, you might as well 

go home. I think, at least give it a try." 

Patient responses to the above question yielded specific 

information from the informants concerning their perceived 

rights in disagreements with their caregivers. Although a 

few informants stated that they would be willing to disagree 

with their caregivers, most of the patients indicated a 

reluctance to do so. 

Summary 

All 20 informants participated in the study without 

hesitation, some even with enthusiasm. Subject No. 2 rather 

abruptly terminated the interview after answering the last 

question. The interviews were completed without 

interruption. It was determined to hold the interviews in 

the conference room, rather than in the patients' individual 

rooms, as was first decided, due to the semi-private nature 

of the rooms and so as not to inconvenience the 

participants' roommates. Each informant agreed to utilize 

the conference room for the interview. Some of the 
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participants did not answer the question in a direct manner, 

but rather expressed a wide variety of thoughts and feelings 

on the general topic. As was anticipated, a variety of 

information was obtained. Since the researcher chose not to 

limit the informants to specific psychiatric diagnoses, age 

ranges, cultural backgrounds, or progress in treatment 

status, a wide range of data was collected which may have 

been influenced by demographic variables. It was the 

researcher's opinion that a satisfactory rapport was 

established with each of the informants prior to the 

interviews and that the rapport was maintained throughout 

the interviews. The one subject who abruptly terminated the 

interview while answering the last question stated that he 

did so "'cause I don't want to think about it anymore." 

Relevance to Communication Theory 

The first basic axiom of communication theory 

(Watzlawick et al., 1967) is that one cannot "not" 

communicate and that the communication is irreversible. In 

conducting these interviews, it was observed by the 

researcher that every informant had some perceptions about 

the nature of communication with a caregiver, even if the 

nature of the communication was that "they talk at me," or 

"they ask a bunch of questions and leave." With regard to 

the irreversible nature of communication, responses such as, 

"I feel like the effort has been one way," and "It was 
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pretty good 'til I got this new doctor," illustrate 

impressions that informants have regardless of what other 

perceptions they may acquire subsequently. 

The second axiom of communication theory, according to 

Watzlawick et al. (1967), is that every communication has a 

content and relationship aspect. There are implied 

"command" and "report" aspects. The report aspect is the 

content of the message, while the command aspect refers to 

the way in which the message is received or the sender's 

view of his or her relationship with the receiver. Content 

aspects of the informants' responses included "They wouldn't 

listen" and "It would be like they wouldn't listen." The 

command aspect of these messages or the way in which the 

relationship is perceived was depicted in these responses 

"They're the doctors; you're the patient. You're not 

supposed to know nothing" and "The patient is always wrong." 

More positive perceptions of the command aspect were 

illustrated by, "I can tell Dr. anything and he'd 

listen," "We work it out," and "I'd try to get my own way. 

. . . I do have that right." 

The third axiom described by Watzlawick et al. (1967) 

is the action-reaction chain of events in a series of 

exchanges in which patients and caregivers "communicate 

about the communication" and the nature of the relationship 

between the patients and their caregivers is conveyed. 

Responses that reveal the informants' perceptions of who has 
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control of contextual situations include "You really can't 

disagree with the doctor," "You pretty much have to go along 

with whatever," and "I don't know. . . . Y'all are in 

charge. . . . I'm here for y'all to tell me what I can do." 

According to Watzlawick et al. (1967), such perceptions 

serve to shortcircuit the patient's involvement in his or 

her care. 

Watzlawick's fourth axiom deals with symmetrical and 

complementary communication relationships. Relationships 

which are perceived by patients as symmetrical are those in 

which the patient and the caregiver are equal in status and 

are illustrated by these responses: "I wanted to go home . . 

. my doctor and my friend . . . wanted me to stay here. . . 

I hope they can help. We're trying some different 

medicine," and "I knew I needed to be here . . . it's okay." 

Complementary or asymmetrical relationships as perceived by 

the patient were "The doctors . . . they know what to do" 

and "I don't think you can do that" (disagree with 

caregivers). Also the informant responses, "Yeah, if I 

don't do what they say, I can be discharged," and, "If you 

don't do what they say, you have to leave," suggested 

perceptions of unequal relationships in the treatment 

process. 
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Analysis of Data 

Overview of Analysis 

The analysis of qualitative data, according to Polit 

and Hungler, (1991), begins with a search for themes. 

The first step in searching for themes is concerned with the 

coding of data (Field & Morse, 1985). In this study, the 

individual responses of each informant were reviewed and 

studied by the researcher in an effort to identify emergent 

themes. Constant comparison was accomplished by analyzing 

the first five interviews, developing categories, and then 

analyzing the next five interviews and comparing those 

categories with those of the first five interviews. 

Field and Morse (1985) also comment on data analysis in 

qualitative studies, stating that 

The process of finding relationships within data 
follows the initial process of analysis, that is 
the process of category development. This results 
in the formulation of concepts and hypotheses to 
accommodate the observed facts, (p. 122) 

This method was described by Field and Morse (1985) to 

analyze descriptive qualitative information. They state 

that it is of utmost importance that, once critical 

categories have been formed, the researcher continues to 

look for additional categories. In further description of 

this method. Field and Morse advise that the search include 

looking for the negative instance that contradicts or does 

not fit the criteria identified for the first categories 
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(1985). This method was attempted by the researcher in this 

study. 

Analysis of Question No. 1 

"Tell me why you are here in the hospital. What was 

going on with you when you were admitted for care?" 

Emergent Themes 

The twenty responses to this question were varied, as 

was expected. However, the repetition of several items 

indicated consistent prominent themes. Those themes were: 

issues of suicide, concerns about medication treatment, 

influence of patients by others, and lastly, situations in 

which patients perceived themselves to be out of control. 

Suicidal preoccupation, ideation or intent. The first 

emergent theme, that of suicidal preoccupation, ideation 

or intent was identified by the researcher. Items noted in 

six of the informants' responses are supportive of this 

theme. Some of the responses were: "I've been feeling 

suicidal again," "I had this strong urge to commit suicide," 

I was thinking about killing myself," "I wanted to kill 

myself," "I came for depression . . . a suicide attempt," 

and "I didn't really mean to die . . . well, maybe I did 

then." 

Concern over problems with medication. The second 

common theme noted in informant responses to the first 
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interview question was concern over problems with 

medications. Eight informants referred to medication 

issues. "I said I'd take the Lithium. . . . Nobody ever 

gave me Lithium before and they're giving me Lithium now and 

I realize I need it. . . . Now I'm getting a Lithium level" 

was the response from one of the patients. "I wasn't taking 

my pills," " . . . had to come back because my medicine is 

all screwed up," " . . . was taking too many pills," 

"I took a lot of Synalgos," " . . . come in to get back on my 

medication," "The medicine didn't work anymore," "I was not 

taking my medicine," represented the rest of the informant 

responses. 

Influence from family members, significant others and 

physicians. Influence from family members, significant 

others, and physicians was another category illustrated by 

10 of the informants. These responses were: "They 

(friends) brought me in here," "I knew if I didn't do it 

(come into the hospital) they (probation officer and law 

enforcement officers) would make me, so he (physician) 

wanted me to come in here," "My mom thought I needed help," 

"I guess my wife thought . . . she threatened to leave me if 

I didn't come in," "I guess they (the physicians) thought I 

needed more . . . shock treatments," "My mom made me come in 

here," "My friend brought me in here," "They (physicians) 

said I tried to hit people," "I ended up in the emergency 

room with my daughter." 
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Out of control feelings and/or behaviors. The final 

emergent theme from the first question was that of out of 

control feelings and/or behaviors. There were 15 of these 

responses. ". . . so I came in here and I ran from it," 

". . .1 was messed up," ". . . things started getting scary 

. . . really messed up," "I don't know . . . things got 

really bad," "I didn't want to be around anyone so I 

left . . . went driving around in my car," "I didn't feel 

like doing anything," . . . felt like I used to . . . 

couldn't do anything," " . . . tired of how my life was 

going . . . couldn't do anything," " . . . getting really 

crazy . . . didn't know nobody that was in my house," " . . 

. got to thinking people were going to kill me . . . needed 

to come back in here," "I was hiding from everyone because I 

was scared . . . I knew something was not right," "I was 

not doing well . . . I was out in the street in my 

wheelchair . . . just riding around," "I was hearing voices 

and they were not friendly," "I was out of it I guess . . . 

acting weird and trying to talk to some people . . . stayed 

up for 4 days . . . got sort of sick . . . out in the rain 

running around," "I was getting confused," and "I didn't 

know what else to do." 

No other major themes were found for Question Number 1. 
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Analysis of Question No. 2 

"Tell me about a time when you had some ideas about 

your care, your treatment plan, what should be done for 

you." 

Emergent Themes 

The 20 informants answering this question basically 

responded affirmatively that they had some ideas or, 

negatively, that they had no ideas about their care. Of 

those that responded that they had indeed had some ideas 

about their care, some indicated that their ideas were not 

valued by their caregivers. Others were neutral with regard 

to the perceived value of their input by their caregivers. 

Some informants' responses seemed to indicate that their 

ideas were either fairly well received or that there was no 

devaluation of their input. 

Ideas perceived as not valued. Some responses that 

exhibited patient ideas that were not valued by their 

caregivers were as follows: "I've had lots of ideas since 

I've been in here . . . almost every day . . . and I've 

wanted to participate . . . it's just that . . . they sit in 

that room and talk about you like you're not just like 

sitting there where they can see you." This response 

revealed that the informant did have some ideas about his 

care, but that he perceived his input was negatively 

received by his caregivers. 
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No verbalized idea concerning care. "If I knew what 

was wrong, I wouldn't have to be here. . . . Isn't that 

what they are supposed to do?" indicates a lack of ideas 

from the informant, or a lack of willingness to verbalize 

feelings and thoughts. 

Idea perceived as neutral. "Well, I knew I needed to 

be here, so that was okay," suggests some idea of the 

informant that was perceived in a neutral manner. 

Ideas perceived as valued. An informant response 

indicating an idea that was met with positive regard in the 

informant's perception was, "I wanted to go back home, but 

my doctor and my friend . . . wanted me to stay here. I've 

been here a lot of times. . . . I hope they can help. . . . 

We're trying some different medicine." 

No other themes were identified by the researcher from 

the informants' responses to this question. 

Analysis of Question No. 3 

"Tell me about the nature of the communication between 

your caregivers and yourself with regard to your treatment 

plan." 

Emergent Themes 

Four major themes emerged from analysis of the 

informants' responses to this question. The first 

identified theme was that of a perception of satisfactory 
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communication. The second identified theme was that of a 

perception of unsatisfactory communication. The third 

category identified contained elements of both positive and 

negative perceptions. The fourth category identified was 

that of negative experiences wherein some respondents felt 

that their input was not valued. 

Perceptions of satisfactory communication. Responses 

indicating satisfactory communication with caregivers are, 

"Well, really the doctor and I really have a good verbal 

relationship," and "It's okay . . . I mean I get to say what 

I think, you know," and "Everyone's nice to me. A lot of 

doctors have talked to me. . . . I'm okay with it." 

Perceptions of unsatisfactory communication. 

Unsatisfactory communication was also suggested by 

informants: "They talk, I listen, that's about it," "It 

ain't for crap," and "I feel like the effort has been 

one-way." 

Perceptions of both satisfactory and unsatisfactory 

communication. Two of the informants' responses contained 

elements of both positive and negative perceptions. For 

instance, "It was pretty good. . . . He wouldn't talk with 

me, he'd talk at me or to me," and, "It's okay, I 

guess . . . They're nice most of the time. . . . They don't 

know nothin' about me. . . . They just do what they learn 

in books." 
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Perceptions of negative experiences with devalued 

input. A few responses were suggestive of negative 

experiences wherein their input was not valued. They were 

as follows: "I ain't got no treatment plan, lady. It's 

just that they tell me what I got to do in here," and "You 

get to sit in this chair . . . they talk at you . . . we 

don't get any say in it." Another such response was, "I 

feel violated; I know my rights here but no one else seems 

to." 

No other themes were identified. 

Analysis of Question No. 4 

"Tell me what it would be like if you disagreed with 

your caregivers about some aspect of your care. What would 

that be like?" 

Emergent Themes 

Themes derived from the informants' responses to this 

question fell into four major areas. The first category was 

that of reluctance to disagree with caregivers due to 

ignorance of the right to do so, intimidation, fear of being 

discharged or fear of abandonment. Another emergent theme 

was that of willingness to disagree or experience with 

disagreeing with caregivers. The third theme identified by 

the researcher for this question was a response that 

contained elements of negative feelings and reluctance to 
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disagr ie with caregivers and a determination to do so under 

certai i circumstances. Lastly, there was one informant who 

respor ed with uncertainty concerning the issue of 

disagr eing with a caregiver. 

£ 'luctance to disagree. Several of the informants 

expres ed a reluctance to disagree with their caregivers. 

Exampl s include: "I guess I'd have to leave if I did 

that," ". . .1 don't think I should disagree with them. I 

need s meome to help me," "I don't think I'd ever do 

that. . Don't I need to do what they say?" "I can't do 

that £ nee I'm here in the hospital now." 

W llingness to disagree, experience with disagreeing. 

Anothe emergent category was that of willingness to 

disagr e or experience with disagreeing with caregivers. 

Exampl s of this theme are: "Well, the nurses disagree with 

me mos of the time, but we work it out," "I guess it would 

be oka ," "Hey, I'm paying the bill around here. . . I 

think hey work for me," "If I didn't want to be here . . . 

I'd ju t tell them to go to hell," and "I said 'no, I'm not 

going' " 

B luctance to disagree/determination to do so under 

certai circumstances. The third theme identified by the 

resear her for this question was a category that contained 

elemen s of negative feelings and reluctance to disagree 

with c regivers and a determination to do so under certain 

circum tances. Examples of this theme are as follows: "I 
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guess at first I'd be intimidated. But if I really wanted 

it, I'd try to get my own way. I do have that right even if 

I am here in a hospital," and "I've agreed with whatever he 

said all this time . . . until today . . . and I said 'no, 

I'm not going." 

Uncertainty. Lastly, there was one informant who 

responded to this question with, "I'm not sure 'cause I 

haven't disagreed with anyone yet." This response suggests 

this informant's uncertainty concerning the issue of 

disagreeing with a caregiver. 

No other themes were identified. 

Categories from Themes 

Global themes can be generated from patient data. More 

specific categories can then be identified from the themes. 

Field and Morse (1985) suggest the formulation of categories 

from the themes identified in the respondents' verbatim 

data. Results of this process are presented below. 

Categories generated from responses to the question 

"Tell me why you here in the hospital. What was going on 

with you when you were admitted for care?" are as follows: 

Suicidal preoccupation, ideation or intention. 

Problems with medication. 

Influence from family, significant others, physicians, 

and 

Out of control feelings and/or behaviors. 
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Categories generated from responses to the question 

"Describe for me a situation in which you had some ideas 

about your care, your treatment plan, what should be done 

for you." are as follows: 

No ideas about care. 

Ideas about care that were positively received. 

Ideas about care that were negatively received, and 

Ideas about care that were neutrally received. 

Categories generated from responses to the question 

"Describe for me the nature of the communication between 

you and your caregivers concerning your treatment plan. 

What is it like?" are as follows: 

Satisfactory communication. 

Unsatisfactory communication. 

Both satisfactory and unsatisfactory communication, and 

Unsatisfactory communication with devalued input. 

Categories generated from responses to the question 

"Tell me what it would be like if you disagreed with your 

caregivers about some aspect of your care. What would that 

be like?" are as follows: 

Reluctance to disagree, 

Willingness to disagree. 

Both reluctance to disagree and willingness to disagree 

under some circumstances, and 

Uncertainty about what it would be like to disagree. 
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Hypotheses from Cateqorieg 

Field and Morse further suggest the formulation of 

hypotheses from categories generated from emergent themes 

(1985). The hypotheses formulated from the responses to 

"Tell me why you are here in the hospital. What was going 

on with you when you were admitted for care?" are as 

follows: 

Feelings and thoughts of being out of control precede 

psychiatric inpatient hospitalization; 

Suicidal thoughts and feelings precede psychiatric 

inpatient hospitalization; 

Family and significant others influence inpatient 

psychiatric hospitalizaiton; and 

Perceived difficulties with medication regimes precede 

inpatient psychiatric hospitalization. 

The hypotheses formulated from the responses to 

"Describe for me a situation in which you had some ideas 

about your care, your treatment plan, what should be done 

for you" are as follows: 

Inpatient psychiatric patients have ideas about their 

care; 

Inpatient psychiatric patients have ideas about their 

care that they feel are received positively by 

caregivers; 
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Inpatient psychiatric patients have ideas about their 

care that they feel are received negatively by 

caregivers; and 

Some inpatient psychiatric patients perceive that they 

have no ideas about their care. 

The formulated hypotheses from the responses to 

"Describe for me the nature of communication with your 

caregivers concerning your treatment plan. What's it like?" 

are as follows: 

Psychiatric inpatients have both positive and negative 

communication experiences with their caregivers; 

and 

Psychiatric inpatients have communication experiences 

with their caregivers in which they feel their 

input is not valued. 

The hypotheses generated from responses to "Tell me 

what it would be like if you disagreed with your caregivers 

about some aspect of your care. What would that be like?" 

are as follows: 

Psychiatric inpatients are willing to disagree with 

their caregivers under some circumstances; and 

Some psychiatric inpatients are reluctant to disagree 

with their caregivers due to intimidation and fear 

of abandonment. 

The above-stated hypotheses represent the major themes 

derived from individual responses to each question asked of 
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the 20 participants. It was the intention of the researcher 

to capture all participant perceptions of each area of 

inquiry. 

Interpretation 

General Observations 

As can be seen from the individual responses to each 

question, most informants were willing to give a response to 

each item. None of the participants seemed particularly 

uncomfortable during the interview process. Although a few 

of the informants asked for clarification of some items in 

the questions, most answered readily and seemed to 

understand the questions without undue difficulty. A 

satisfactory rapport was maintained with all subjects during 

the interview sessions. With the exception of one informant 

who abruptly terminated his answer to the last question, 

all interviews were completed as planned. None of the 

informants chose to edit or correct their given answers at 

the end of the session and none seemed distressed with the 

process of the interview. 

Interpretation of Responses to 
Interview Question 1 

Informant answers to "Tell me why you are here in the 

hospital. What was going on with you when you were admitted 

for care?" seemed to indicate crisis situations wherein 

either the patient or someone close to the patient perceived 
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a need for professional intervention. Major themes were 

those of feeling out of control or suicidal, problems with 

medication and family/significant other influence. Since 

all of the informants were voluntarily admitted, one can 

assume at least some degree of autonomy and decision-making 

in the admission process. A few of the informants recalled 

specific events which frightened them or which frightened 

others around them. "I had this strong urge to commit 

suicide," "I had not been taking my medicine and things got 

really scary," and "I was hearing voices and they were not 

friendly," suggest an impending crisis situation. 

Interpretation of Responses to 
Interview Question 2 

Informant answers to "Tell me about a time when you had 

some ideas about your care, your treatment plan, what should 

be done for you," suggest that most of the informants did 

not perceive a symmetrical relationship with their 

caregivers, but rather felt intimidated and devalued. Of 

those informants who revealed willingness to participate in 

their care plans, most seemed to indicate that their 

opinions were not valued—"I had planned on . . . The 

doctors kept telling me how stupid it was," and " . . . I've 

had lots of ideas since I've been in here. . . I've wanted 

to participate . . . they all get in that room and talk 

about you like you're not just like sitting there 
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where they can see you," exhibited negative perceptions 

about the informants' decision-making abilities and the 

patients' attempts at pursuing autonomy in their care 

activities. Only one of the informants seemed to express 

some satisfactory involvement with a plan of care. "I've 

been here a lot of times. . . i hope they can help. . . 

We're trying some different medicine," might indicate some 

measure of autonomy on the part of the patient. None of the 

informants expressed perceptions of an ongoing relationship 

with caregivers which included their input, involvement and 

decision-making functions. 

Interpretation of Responses to 
Interview Question 3 

In response to the third interview question, "What is 

the nature of the communication with your caregivers with 

regard to your treatment plan? What is it like?" most 

informants expressed obvious dissatisfaction. "I feel like 

the effort has been one-way," "They just tell you what to 

do." Some of the informants expressed rather neutral 

opinions with regard to the nature of the communication with 

their caregivers. "It's okay, I guess," "It's okay . . . 

they talk, I listen,", "It's okay if you go along with 

them." The nature of these responses suggests that these 

patients do not have a symmetrical communication 

relationship with their caregivers, but rather perceive 

their relationships as complementary. None of the 
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informants described a relationship wherein individual input 

from the patient was valued. One informant, in apparent 

exercise of her autonomy stated, "I make them listen to me." 

This perception seems to reveal the informant's notion that 

such insistence is needed to be afforded a say in the 

treatment process. 

Interpretation of Responses to 
Interview Question 4 

Perhaps the most provocative interview question, "Tell 

me what it would be like if you disagreed with your 

caregivers about some aspect of your care. What would that 

be like?" drew very negative responses. Most of the 

informants expressed concern about the prospect of 

disagreeing with their caregivers. Others indicated that 

they were not aware that such disagreement was allowed. 

Intimidation and fear of abandonment were suggested as 

deterrents for disagreement with their caregivers. A few 

responses seem to indicate a willingness to do so only if 

the circumstances were extremely intolerable. It also seems 

apparent that of the few informants who did express a 

willingness to disagree, all were already upset or angry 

with the status of their treatment. None of the informants 

perceived disagreement with caregivers as one of the rights 

patients have in their treatment experiences and none 

verbalized acceptance of such a disagreement as an 
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autonomous function to be exercised by a patient at his or 

her discretion. 

Summary 

The purpose of this study was to explore the 

perceptions of psychiatric patients with regard to the 

extent to which they participate in their healthcare 

decisions. The subjects interviewed revealed feelings of 

less than optimal satisfaction with most areas perused in 

this study. A predominant theme was one of perceived 

devaluation of the patient role in decision-making and 

self-determination in issues of care. The relationships 

between patients and caregivers were viewed mostly as 

complementary, rather than symmetrical. A lack of awareness 

and education with regard to the rights of patients in their 

treatment plans was obvious in most of the informants. Of 

those informants who were willing to assert their rights, 

there were elements of reactive emotions, rather than 

perceptions of expected participation and collaboration with 

caregivers in their treatment experiences. 



CHAPTER V 

SUMMARY, C NCLUSIONS, AND RECOMMENDATIONS 

FOR FURTHER RESEARCH 

Introduction 

The purpose of this qualitative descriptive study was 

to explore and comp re the perceptions of psychiatric 

patients with regar to the extent to which they participate 

in their healthcare decisions. Questions concerning 

patients' perceptic s of autonomy, decision-making, 

communication, and nvolvement in their treatment 

plans were asked of 20 subjects in a semi-structured 

interview format. he findings of this study are discussed 

in terms of communi ation theory and are reported in 

verbatim form from ie interviews. Emergent themes were 

identified from the iata and subsequent hypotheses were 

derived from the ma or thematic categories. Such 

hypotheses, derived from qualitative data, are subject to 

interpreter bias an are generalizable only to the subjects 

herein under study. The study is supported by the 

literature as to it appropriateness for nursing and its 

relevance to societ as healthcare consumers. 

A convenience ample of 20 informants was selected from 

acute psychiatric u its in an urban Southwestern city full 

service medical-sur ical hospital. Participants were male 

and female, between the ages of 21 and 68 years of age, with 
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various psychiatric diagnoses. Anglo, Black and Hispanic 

ethnic backgrounds were represented. Only English-speaking 

subjects who were screened with Folstein's Mini Mental State 

Examination were utilized for the study. 

Conclusions 

Results of this study indicated that psychiatric 

patients were willing to share their thoughts and feelings 

concerning some aspects of their treatment experiences with 

the researcher. From the responses given in this study, it 

could be concluded that: 

1. Most psychiatric patients have little knowledge of 

their rights in the treatment setting and with regard to 

their ongoing plan of care; 

2. Most psychiatric patients perceive a complementary, 

or unequal, status with regard to their roles in 

decision-making activities; 

3. Most psychiatric patients perceive that their input 

is not valued by their caregivers and is relatively 

insignificant with regards to decision-making activities; 

4. Perceptions of intimidation, impending abandonment, 

conditional regard (based on compliance with treatment 

dictates) and devaluation of self-determination activities 

are prevalent in psychiatric patients; 
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5. Collaborative decision-making activities between the 

patient and his/her caregiver are infrequent in the 

treatment setting. 

Theoretical Framework—Literature 

The research questions, derived from communication 

theory and represented by the interview questions, were 

concerned with patients' perceptions of their roles in 

treatment, specifically with regard to the nature of 

communication with caregivers, decision-making, 

autonomy and right to disagree with caregivers. 

Communication theory is concerned with the content of the 

communication and the relationship between the patient and 

the caregiver (Bradley & Edinberg, 1991) and is concerned 

with the perceptions of the sender and the recipient of the 

message conveyed. 

Concern for patients' participation in their treatment 

experiences is supported by professional organizations and 

is mandated by civil statues. Nursing activities supportive 

of the rights of healthcare consumers are mandated by the 

American Nurses Association's Code of Ethics (Cook & 

Fontaine, 1991). 

Previous studies have indicated patients' lack of 

involvement and knowledge with respect to their 

participation in their treatment plans. Camp-Sorrell (1992) 

cites paternalism on the part of health care workers as a 
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barrier to patient self-determination. Gushing (1988) cites 

nurses' failure to teach, inform and counsel as contributory 

factors in patients' lack of involvement in their care. 

Discussion 

This study was undertaken as a result of the 

longstanding interest and concern of the researcher with 

regard to psychiatric patients' roles in their treatment 

experience, specifically, the degree to which they exhibit 

self-care and self-determination behaviors. The responses 

obtained in this small study suggest a deficit in knowledge 

of basic civil rights, a pervasive and ongoing perception of 

the disparity of status and decision-making capacity between 

patient and caregiver, and a sense of powerlessness in the 

treatment setting. If, as the literature suggests, and the 

law mandates, it is appropriate for nurses to "teach, 

inform, and counsel," then these efforts clearly need 

emphasis. 

Additionally, the degree to which the entire 

hospitalization and treatment system function to discourage 

patient autonomy and decision-making activities might be 

evaluated. Psychiatric facilities are required to post the 

rights and grievance procedures of their patients. This 

information is also included in the admission packets of 

most facilities. Evaluation is needed to determine whether 

these activities constitute mere compliance with laws 



74 

governing patient rights or whether they represent a genuine 

effort on the part of administrations and caregivers to 

promote patient awareness and proactive involvement. The 

responses gathered in this study certainly indicate that 

whatever the reasons for the lack of patient involvement in 

their treatment experiences, a severe deficit of selfcare 

activities exists. 

Implications for Future Research 

Recommendations for further study are evident. 

1. Replication of this study be conducted, using a 

larger sample and a larger geographical area. 

2. Replication of this study be conducted controlling 

for psychiatric diagnoses, to determine if any relationships 

exist between specific psychiatric diagnoses and perceptions 

of roles. 

3. Additional studies be conducted after revision of 

the interview questions. Revision should include making the 

questions more precise with regard to caregivers. Questions 

should refer to "nurses," or to "doctors" or to each 

separately to determine to which group the informants refer 

in their answers. 

4. Additional studies be conducted to determine the 

responses of informants after discharge from the hospital. 

5. Additional studies be conducted to determine the 

responses of informants in an out-patient setting. 
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6. Post hoc analysis of the serendipitous qualitative 

data included in the patients' responses that did not fit 

into a category is recommended. 

7. Additional studies be conducted using nonpsychiatric 

patients. 

8. Additional studies be conducted using both 

psychiatric and nonpsychiatric patients to compare and 

contrast the results. 

9. Additional studies be conducted to explore issues 

pertaining to patient autonomy and informed consent. 

Implications for Nursing Practice 
and Education 

Implications for nursing practice and education are 

evident. 

1. More focused education of students with regard to 

communication skills with patients, including role-playing 

hypothetical situations. 

2. Additional instruction and/or re-education of 

practicing nurses with regard to communication skills with 

patients. 

3. Collaboration with physicians and other caregivers 

to provide more consistent approach to patient 

communication. 

4. Frequent staff inservices focused on patient 

autonomy, patient rights and the nurse's role in promoting 

these issues. 



76 

Summary 

The issue of patient participation in treatment remains 

a valid concern for nurses. The results of this study show 

a lack of patient information with regard to their rights in 

the treatment setting. It also suggests a lack of 

encouragement on the part of nurses for patients to become 

active in their care activities. Patients in psychiatric 

settings often perceive their roles as inferior to 

caregivers. Nurses remain in an optimal position to 

advocate for their patients. Further study is indicated to 

clarify precipitating factors that influence patients' 

perceptions of their roles in the treatment experience. 
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MINI-MENTAL STATE 

Maximum 
Score Score 

ORIENTATION 
5 ( ) What is the (year) (season) (date) 

(day)? 
5 ( ) Where are we: (state) (county) (town) 

(hospital) (floor)? 

REGISTRATION 
3 ( ) Name 3 objects: 1 second to say each. 

Then ask the patient all 3 after you 
have said them. Give 1 point for each 
correct answer. Then repeat them until 
he learns all 3. Count trials and 
record. 

Trials 

ATTENTION AND CALCULATION 
5 ( ) Serial 7's. 1 point for each correct. 

Stop after 5 answers. Alternatively 
spell "world" backwards. 

RECALL 
3 ( ) Ask for the 3 objects repeated above. 

Give 1 point for each correct. 

LANGUAGE 
9 ( ) Name a pencil, and watch (2 points). 

Repeat the following, "No ifs, ands or 
buts." (1 point. 
Follow & 3-stage command: 

"Take a paper in your right hand, 
fold it in half, and put it on the 
floor." (3 points) 

Read and obey the following: 

CLOSE YOUR EYES (1 point) 

Write a sentence (1 point) 
Copy design (1 point) 

Total Score 

From Folstein, M.F., Folstein, S.E., & McHugh, P.R. (1975). 
Mini-mental state: A practical method for grading the 
cognitive state of patients for the clinician. Journal of 
Psychiatric Research, 12. 139-198. 
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ST. MARY OF THE PLAINS HOSPITAL 
A Sisleis ol SI. Joseph ol Orange Cotpoialion 

February 3, 1993 

Jean Smith, R.N., D.S.N. 
TTUHSC School of Nursing 
Lubbock, Texas 794 30 

Dear Ms. Smith: 

This is to inform you that the Institutional Review Board has 
approved your study and the informed consent form for "Psychiatric 
Patients Perceptions of Their Roles in the Treatment Experience" at 
St. Mary Hospital of the Plains Hospital. 

Your study will be presented to the Board of Trustees on March 1, 
1993. 

If you have any questions regarding this study, please contact the 
Medical Staff Office at 796-6299. 

Thank you. 

Sincerely yours, 

; 

Scott Robins, M.D. 
Chairman, Institutional Review Board 

4000 2*U\ SOccl. LuUwck. Toiat /'J410 (000| ' % 0000 
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ST. MARY OF THE PLAINS HOSPITAL 
A Sisters ol Si Joseph ol Orange Corporation 

January 18, 1992 

Jean Smith, RNC, BSN 
5238 94th Street 
Lubbock, TX 7 94 24 

Dear Ms Smith: 

I received your letter dated January 15, 1993 requesting permission 
to perform qualitative research utilizing the patients hospitalized 
at St. Mary. As a supporter of nursing research, I would be pleased 
for you to conduct this study at St. Mary. As you are already 
aware, your request will be processed through the IRB for final 
approval and they will notify you. 

I wish you luck on your graduate studies. 

Sincerely, 

J e f f r e y D. J o n e s MSN, RNC 

4000 24th Street, Lubbock, Texas 79410 (806) 796-6000 
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New England Medical Center 

March 17, 1993 

Depar tment of Psychiatry 

Jean Smith, B.S.N., RN.C. 
5238 94th Street 
Lubbock, TX 79424 

NEMC «1007 

7^0 Waihincjion Slfcol 

Boston. Mflss.ichiisclls 0/1111 

Tel (617)9S6 5750 

Fax (617)350-8117 

t>Cui I ' t^ . o i l •> LI I . 

Please feel free to use the Mini-Mental Stale Examination in your 
research. I would be very interested to learn of any results of this 
research. If you require any further assistance, please call my office at 
(617) 956-5772. 

Sincerely, 

Marshal F. Folstein, M.D. 
Chairman, Department of Psychiatry 

© 
Ttir principal teaching hospital (or 

Tufts University School of MecJictne 
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SUBJECT DATA SHEET 

1. name: code: 

2. age: 3. sex: 4. ethnicity_ 

5. DSMIII-R diagnoses: 

put all five axes if available 

6. date of admission: 7. date of interview_ 

8. previous admissions 

9. physicians: 

score on MSE: 

comments, observat ions during interview: 


