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WELCOMETO THIS ISSUE OF THE COLLEGE’S ASIA PACIFIC
JOURNAL OF HEALTH MANAGEMENT

Dr Neale Fong FCHSM

President of Australasian College of Health Service Management

As | write we are just reviewing
the
feedback from our first in
person ACHSM Asia-Pacific
Health Leaders Congress since
2019 which had over 550
health leaders attending 21-23
September 2023 in Perth,
Western Australia. Everyone

extremely positive

&

who atftended thoroughly enjoyed the opportunity to
catch up with peers they had not seen for some fime and
meet new members of the College. If you missed this
opportunity, put the dates of 11-13 Octoberinyour diaryas
next year we plan for this event in Canberra, capital of
Australia.

Just prior to this year’s Congress at the Annual Generadl
Meeting we conferred Fellowship to our largest contingent
ever and also recognized our very first few Associate
Fellows and Fellows who have chosen to undertake the
Certification Program to attain the Certified Health
Manager / Executive credential. With all of our existing
Associate Fellows and Fellows automatically optedinto this
credential prior to June 2021, we have been pleased to
welcome so many new members who have chosen to
undertake this credential and commit, along with many of
their College peers, to lifelong learning as a leader in
health.

The College has been busy in other areas as wellinthe past
few months as we confinue to work fo ensure that our
members get truly incredible value from theirmembership.
Our twice monthly webcasts with health experts confinues
at pace with many of our Branches also providing deep,

local content through this digital medium as well. Many
have returned to some face to face events and all who
attend enjoy this chance to network as we did prior to the
pandemic.

In the past six months we have undertaken a project to
review our ACHSM Master Health Service Management
Competency Framework that underpins all of the College
programs to ensure it is the most globally up to date
description of the skills neededto be a great health leader.
This project is now finalized and the reviewed and
revamped framework was launched at the Congress. All
our members have had a chance to have input into this
process and in October they will be able to self assess
against this new Framework through our online assessment
portal.

Finally, we will be updating our digital and physical
collateral over the coming months as we shift to arefreshed
and modernlogo. Keep an eye out for the new look.
Thank you for spending time catching up with the latest
research in health leadership and management through
the articles you will find here in this Journal, it is a key
element in achieving what | hope is our shared goal of
“Better Leadership.Healthier Communities.”

Dr Neale Fong
College President

Welcome to this issue of the College’s Asia Pacific Journal of Health Management
Asia Pacific Journal of Health Management 2022; 17(2):i1997. doi: 10.24083/apjhm.v17i2.1997
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ADAPTATION, CHANGE AND LEADERSHIP

Dr Mark Avery

Editor-in-Chief, Asia Pacific Journal of Health Management

this
publications related to leading and managing within the

The second issue of the journal year presents
health sectorenvironmentas well as a selection of papers
based on presentations made at the recent International
Conference on Embracing Change and Transformation.

In mobilising and enabling learning, growth and
development in health organisations, the
to the

continuum provides both challenges and opportunities.

important

linkages of adaptation, change leadership

Adaptation involves adjustment in organisational systems
and involves the connections between the organisation
and the environment that it operates within. Adaptation
has regular occurrence in complex systems and relates to
how organisations are able to cope in uncertain situations
and fimes. Change embraces making something different
by transiting from a current through fransitional to a future
state. Variation within systems (first order change) involve
procedures ad processes while change to the system or
organisation (second order change) involve redefining the
business of the organisation.

Leaders and their leadership achieve impact in relationfo
engaging with others to achieve vision and direction for
healthcare stakeholders. This is a crifical part of the
improvement process for health organisations and team:s.
Creating opportunities and impact for sustainable health
accessible and

systems that safe, innovative,

affordable is a critical part of the future of health

are

organisations and the people that comprise them.
Adaptation and change are crifical parts of the success
that needs to be achieved through leadershipinthe health
sector.

Adaptation, Change and Leadership 1

In this issue there are many contributions related to

adaptation, change and understanding of health

operations and system opportunities.

The critical agenda in relafion to workforce has been
addressed by Michael Ireland and colleagues to examine
doctor attritionis a significant contributor to problems and
issues associated with the health workforce world-wide.
Their study looks at the necessity for change and adaption
place environments to nurture intrinsic motivation and
maintenance of work-life balance. Richard Olley presents
researchfindings regarding stress-related to the regulatory
environment for aged care services employees. Changes
fo system processes and compliance assessment are
recommended andrepresent addressing a driving force to
deal with the necessary reduction in distress experienced
by staff. Fahimeh Ghardashi and colleagues surveyed
nurses working in teaching hospital environmentsin around
so as fo evaluate the relationship between organisational
justice, organisational commitment and human resource
productivity. This study offers the opportunity for leaders
and managers to strengthen justice and organisational
so as to improve human

commitment resource

productivity.

Several contributionsin this issue offer opportunities for first-
order change such as the work by Nur Syazana Mad Tahir
and colleagues who developed a comprehensive
protocol for influenza management amongst the elderlyin
Malaysia. Samaa Faramawy and Sameh Reda examined
the issue of sterilisation using light rays by focusing on
definite spectral bands to prevent infection spread in the
current COVID-19 pandemic.David Noble and colleagues
completed a review of previous research regarding tele-

psychiatry demonstrating Meriton equivalents to face-to-

Asia Pacific Journal of Health Management 2022; 17(2):i2179. doi: 10.24083/apjhm.v17i2.2179




face review thereby providing benefits of access and
timeliness of care.

7th International Conference on Embracing Change &
Transformation: Innovation and Creativity 2022

Selected papers from the 7th International Conference on
Embracing Change & Transformation are included in this

issue.

Guest Sub-Editor: Assistant Professor Anuj Kumar —
Conference Co-Convenor

Apeejay School of Management, Dwarka, Delhi

Associate Professor Anuj Kumar, as the conference’ Co-
Convenor, reports on the conference deliberations that
were around that creativity and innovations are
indispensable for the growth of business and the success of
organizations and are important factors which help
fraditional companies and educational institutions in
foreseeing potential threafts and rising competfifion.
Organizations cannot thrive without matching the pace of
change and fransformation which is taking place in the
market.

Mark Avery
Editor-in-Chief

Adaptation, Change and Leadership 2
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CARE EMPLOYEES RELATED TO REGULATION AND
COMPLIANCE

Richard Olley

Griffith University, Queensland Australia

Correspondence: r.olley@giriffith.edu.au

ABSTRACT
I ——————————
This paper reports on one finding of a qualitative study using interpretive phenomenological analysis (IPA) in a mixed -
methods study examining the relationship between leadership style and job safisfaction in Australian aged care
employees. The qualitative data suggest that aged care employees are experiencing moral distress relating to the
regulatory environment that governs the aged care sector and the compliance processes adopted by regulators and
accreditors.

One of the reasons for the design and operationalisation of the regulatory environment is fo protect vulnerable consumers,
the public and the workforce. However, the findings of this research are that itis this environment that also causes damage
fo the aged care workforce. The question is whether compliance requirements and the regulatory scheme are a shield
or sword. The causes of the moral distress were different for leaders and raters. This paper reports on this finding. Moral
distress is one of three undesirable outcomes identified in the study and labelled as Workplace Maladies.

Moral distress due fo regulatory systems and processes experienced by leaders appears to be caused by different factors
than the moral distress experienced by raters. Leaders experienced moral distress because of the system and methods
of regulatory and standards compliance. In contrast, their followership experienced other regulatory processes such as
the scope of practice for health professionals and the requirement to supervise and accept responsibility for unregulated
workers who do not have a scope of practice. Unregulated workers reported that the absence of scope of practice is a

cause of moral distress.

Recommendations are made for changes to the system and processes of compliance assessment and action and for
developing a scope of practice for unregulated workers to reduce the moral distress experienced by aged care
employees and thus reduce workforce turnoverin an already scarce workforce.

KEYWORDS

Aged Care; Regulation; Compliance; Moral Distress; Workforce

Shield or Sword? Moral Distress in Australian Aged Care Emp loy ees Related to Regulation and Compliance 1
Asia Pacific Journal of Health Management 2022;17(2):i1291. doi: 10.24083/apjhm.v17i2.1291




INTRODUCTION AND BACKGROUND
]
With the demand for aged care growingrapidlyin Australia
and globally, there is a consistent demand for an aged
care workforce. The Australian Royal Commission info
Aged Care Quality and Safety handed down its final report
in February 2021. They found significant issues in aged care,
and many of the recommendations in the final report
represent a failure of leadership. The implementation of
many of the recommendations of the Royal Commission
requires well-frained and insightful leaders. These leaders
will need to deal with the funding system's economic
constraints, workforce shortages, safety and quality issues
with the care delivered, and the system's ability fo meet
consumers' expectations. For these reasons, it is critical to
understand what makes an effective aged care leader
through their followers' eyes at all levels.

The mixed-methods study from which this paper is an
output sought to answer questions relating fo the effects of
leadership style on organisational identification (OID) and
The study
existed with

job satisfaction (JS) in aged care employees.
sought fo determine what associations
leadership style and the strategies deployed fo increase
OID and JS. This research had ethics approval from the
Griffith  University Human Research Ethics Committee
number MED/2017/030).

One qualitative finding was that Leader and ratfer
parficipants experienced significant moral distress due fo
their work in aged care as the basis of this paper. There
were two other undesirable outcomes identified in the
study. These undesirable outcomes were role stress that
affected leaders' and raters' groups, and disengagement
that was related only to members of the raters' group. The
three undesirable outcomes were labelled as “Workplace
Maladies” that are the subject of other papers that report
on those findings in the future. Figure 1 details the streams
of consciousness identified and the workplace maladies

that resulted.

The design of the regulafory environment is to profect
consumers and employees, yet the findings of the study
suggest that the regulatory environment and compliance
actions that result from the regulation cause damage inthe
The

researcher questioned whether compliance requirements

form of moral distress for aged care workers.

and the regulatory scheme itself acted as a shield to
protect the aged care consumers and its workforce or

whether they are a sword damaging what they were
designed to protect. The causes of the moral distress were
different for leaders and raters. This paper discusses one of
those workplace maladies, Moral Distress, related fo the

regulatory environment of aged care.

LITERATURE REVIEW
|
Moral distress occurs when the health or aged care worker
makes a moral judgment about the care they are involved
in delivering, and others in authority make it difficult or
impossible for the care worker to act on that moral
judgement [1-3]. The literature extensively reports moral
distress in health and social care [2, 4-6].

The potential consequences of moral distress are that staff
may become morally numb to situations that cause them
an ethical challenge and render them unable to recognise
The
most damaging consequence of ongoing moral distress is
job burnout [8].
involving chronic emotional and interpersonal stressors that

or engage in situations requiring moral sensifivity [7].

Burnout is a psychological syndrome

individuals' experience at work and their subsequent
responses to their tasks, organisations, co-workers, clients,
and themselves [9] and there are reports that care staff
have considered leaving their position or profession due fo
moral distress [10, 11]. The findings of two studies record
workforce attrition and turnover in aged care and that
experienced aged care workers and professionals are at a
premium. Moral distress is associated with job burnout and
reduced JS [12-15], which isrelated to the provision oflower
standards of care [14]. The current shortage of staff in the
aged care system [16-18] means that the sector cannot
afford to lose valuable and morally invested aged care
workers at any system level.

A qualitative study reported in 2016 found that the primary
source of moral distress arose from conflicts between their
leaders and the expectations of the follower group of their
role and their perception of insufficient resources in terms
of fime, staffing, technology, and poor support from
leaders [19]. Ina 2016 reported study that examined moral
distress in infensive care nurses, Mealer and Moss
categorised strategies to prevent and deal with moral
distress that described three groups of inferventions. These
interventions are, educational interventions, interventions
focusing on enhancing the work environment, and
interventions focussed on helping individuals cope with

their work environment [20] and discussed interventions to

Shield or Sword? Moral Distress in Australian Aged Care Emp loy ees Related to Regulation and Compliance 2
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promote resilience, such as mindfulness-based stress
reduction,  self-reflection,  cognitive flexibility,  self-
awareness  programs, journaling, and  professional

networking. Leadership development programs must be
cenfral in fraining leaders in these strategies and must
equip leaders with the skills to prevent and manage moral
distress and job stress for their followers [21].

METHOD

I ——
The research used a mixed-methods approach that
consisted of two separate but inexiricably related studies.
Study 1

differences in responses between the Leaders who self-

was quantitative in approach and examined

rated and those who rated them in the quantitative study
labelled as Raters in this study. The online questionnaire
contained three prior validated fools of the Multi-Factor
Leadership Questionnaire [22], the Idenfification with a
Psychological Group Scale [23] that measured OID and the
Measure of Job Satisfaction [24].

Analysis of the response data for the differences identified
in the two groups of leaders and raters was the basis of the

agenda for semi-structured interviews deployed in the

qualitative study (study 2). Study 2 implemented
Interpretive  Phenomenological ~ Analysis  (IPA)  fo
understand better the Leaders’ and Raters' lived

experiences from franscripts of semi-structured interviews
designed around the areas of difference found in study.
The IPA provided a more granular understanding of the
identified differences and why they occur. The researcher
used the Consolidated Criteria for Reporting Qualitative
(COREQ) [25] for reporting guidance for the
qualitative synthesis derived from the IPA.

Research

FINDINGS AND DISCUSSION

]
The participants of the quantitative study demonstrated
similar demographics to those reported in the 2016 Aged
Care Workforce study [26], and the participants of the
qualitative study were drawn from the participants of the
by
clustering the streams of consciousness inferpreted from

qguantitative study. The IPA revealed four themes
the transcripts. Figure 1 shows the lower level threads
(streams of consciousness) and clusters them fo form a
theme.

FIGURE 1- CLUSTER MAP OF EMERGED STREAMS OF CONSCIOUSNESS

Effects of Leadership Style

Question
OID
Construct IS
| ' [ |
Th More I The Context of Engagement and Leader
chass Than We Aged Care Voice Behaviour
Regulation-
Threads Compliance Be Present
. Trust
(Streams of Consciousness) Quality-Cost Value Me
c d Trustworthiness
onundrum Hear Me
Workload

Leaders and raters reported different causes of the moral
distress they experienced. Participants of both groups
raised legitimate concerns about the intersection of their
employing organisation's policies and procedures and the
regulatory environment of aged care. Concerns about

regulation and compliance were evident in the accounts

of both groups for different reasons. These concerns
revealed a level of distress among the participants, which
sometimes involved the participant being tearful when
describing their lived experiences.

Shield or Sword? Moral Distress in Australian Aged Care Emp loy ees Related to Regulation and Compliance 3
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Leaders were directly asked about their experience of the
regulatory environment in aged care to determine whether
their meaning-making had a task or outcome focus, as
identified as a difference between leaders and raters'
quantitative study responses. Leaders tended to describe
outcomes because that is the term used in the Aged Care
Quality Standards [27], whereas raters were more focused
on task completion. The responses by some of the Leaders
group demonstrated a high level of concern, some to the
point  of distressed  about

becoming regulatory

compliance, their experiences, and the processes for
assessing compliance by regulator representatives and the
resultant outcome of a negative assessment.

The leaders described concerns and recountfed lived
experiences with regulation and compliance in the aged
care sector. They outlined the difficulties of conforming
with what they regarded as the copious amount of
legislation and the anachronistic nature of the Aged Care
Act 1997 (Cth). Leaders further flagged the behaviour of
assessors employed by the Aged Care Quality and Safety
Commission and the restrictive nature and interpretation of
the Aged Care Quality and Safety Standards as a
significant concern. There was a pervading sense of an
flavour of  these

adversarial compliance-driven

interactions.

They came in for an unannounced |[visit]. The
unannounced |[visit] caused them to come back a
week later because they had some tweaking
concerns, which led to a review, which led to
monitoring. So, they were there for another four
days auditing. For me, getting a phone call saying,
"Just letting you know, we are really concerned
about this place, so an auditor will be there nine
o'clock Saturday morning', which was the next day
(as I'm finding out at four o'clock on a Friday
afternoon) to monitor the facility. (L3)

L5 described the consequence of this interaction style as
creating a fask focus rather than focusing on outcomes for
care recipients. This change in direction was evident to her
despite the aim of consumer-directed care environment in
community aged care and developing in residential aged

The outcome of this is that government-funded aged care
recipients may miss out on the benefits of innovative
thought and translating that into better, appropriate, more
efficient and effective care for older people receiving
government-funded aged care.

We can innovate around the edges of the
regulatory form and regulatory funding, so we take
pride in innovation that mostly operates outside of
government funding. But that's well and truly away
from the regulatory constraints of residential age
care (L1).

Some leaders observed that regulators, bureaucrats, and
polificians had adopted legal and regulatory responses to
address contentious issues arising from poor practice,
which increased the regulatory and compliance
requirements in the aged care sector, as exemplified inthe

following quote from L1.

The compliance in aged care is dreadful, and |
think every time something goes wrong, the
department's natural reaction in Canberra or the
politician is to infroduce more regulatory oversight

(L1).

L5revealed that many staff, including managers, were now
more reficent to do anything new or different.

Being innovative, orin any way different, creates a
situation in which the care service will be very
visible to regulators because of the difference in
the way services are provided. This leads to further
review and possible compliance action, so we
mostly wait for another aged care provider to
innovate or change care practices before

implementing the changes (L5).

The reluctance fo attempt something new or innovafive
described by L5 was consistent with other leaders' lived
experiences expressing a sense of frustration with the
regulatory system and processes and described the

degree of regulation as:

care: Crippling and stifling ofinnovation in care practice.
| think the incredible levels of regulation and
The organisation has now switched to becoming compliance are extraordinary compared to any
more task-focused and quite ftfransactional - other age care sector in the world and it cripples
waiting for stuff to come in rather than being or at least stifles innovation (L1).
proactive (L5).
Shield or Sword? Moral Distress in Australian Aged Care Emp loy ees Related to Regulation and Compliance 4
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Aged care organisations must adhere to the Government's
(CDC)
confrol,

consumer-directed care requirements, which

emphasise  choice, and information and
knowledge to provide the means for care recipients to
make informed decisions about their care. Meeting CDC
requirements are mandated fo receive government
subsidies to support home aged care, and there is a
phased infroduction of CDC principles in residential aged
care. Some leaders expressed anxiety about deploying
innovative care strategies, perceiving this as a high risk to

their accreditation status.

Aligning with the reported lived experience of participants
in this research, Bradley in 2018 reported on a study that
enquired into the issues and challenges experienced by
staff with the
infroduction of the CDC [28]. These researchers found that

care recipients, informal carers, and

existing industry regulation, culture, and practice supports
in Australia that stifles
[28].
Another study by Biggs and Carr in 2019 also concluded

an established service model
franslation of the CDC objectives info practice
that aged care regulation is not keeping up with
contemporary aged care practice models [29], and a
previous study reported in 2017 by Nusem and colleagues
had similar findings concerning new business models for

aged care service delivery [30].

Leaders' responses often conveyed a sense of anxiety and
foreboding during visits from aged care assessors
employed by the Aged Care Quality and Safety
One

noficeable change in the attitudes of aged care quality

Commission. leader participant perceived «a

assessors undertaking accreditation audits and reviews:

Unannounced visits have changed ... the
agency's attitude has certainly changed since the
Royal Commission was announced. We have
certainly seen a change. They want to find fault so
that some compliance action was [sic] required,
justifying the role of the aged care assessors and
the Aged Care Quality and Safety Commission
and giving the impression that the Government is

doing something to protect those in our care (L2).

A strong sentiment emerged in the Leaders group that the

present regulatory confrol methods (including
accreditation  standards complionce) created  risk-
aversion, rather  than  risk-awareness, impacting

compliance risk management. Leaders described feeling
powerless and at the mercy of regulators, expressed their

opinions on regulatory confrols, and described

anachronistic requirements and processes.
Raters and

related various work practices regulatory

requirements and were particularly concerned with
medication management and unregulated workers. No
raters mentioned accreditation standards compliance
during interviews, and it was as if the compliance with
accreditation requirements is the responsibility of others
who are not involved in direct care. No Raters provided
any comment on the Royal Commission's findings info
Aged Care Quality and Safety.

responses to direct questions about the Royal Commission,

From their collective

the raters regarded this as a management issue rather than
something that directly affected their present or future
work.

The regulatory compliance concerns raters mentioned
were related to the state or territory jurisdictions laws such
as the Drugs and Poisons Acts in each of the State and
Territory jurisdictions and their regulafions and workplace
health and
accounts of being placed in vulnerable and anxiety-
evoking medication administration and management

safety provisions. Many raters provided

sifuations, such asbeing required to administer medications
outside what they perceived as their scope of practice,
which created moral distress for many nurses and personal
care workers. The raters recounted lived experiences of
organisations changing medication management policies
and procedures that might confravene drugs and poisons
provisions operating in the various state and territory
jurisdictions.

One Rater participant described an experience where she
felt compromised over instructions provided by policy and
practice changes that ignored the poisons regulations'
obligations. The non-verbal behaviour observed during this
part of her interview echoed frustration and anger at what
the researcher interpreted as moral distress and conveyed
this was an ongoing issue with incomplete resolution and
causing ongoing and considerable moral distress.

We had a client palliating, and from my
understanding as a personal care worker, [the
patient] was prescribed an S8 medication
[dangerous drug of addiction], and | was not
frainedinitf. |knew | wasn't to give it. Buf then, affer
management had their conversation, it came in
that we could provide S8 drugs. It could be drawn
up before you could giveit, so from a nurse. Yes, so
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when that first came in, | refused to give the
medication. | refused because; (1) | didn't know
what was drawn up and what was put in there,
and (2) they were S8 drugs. This caused me
significant personal grief and also with my

managers (R1).

Another rater was concerned about liability in undertaking
a care procedure without, in her view, the authority or
fraining fo do so. Her anxiety about the situation led her fo
avoid providing care to the client rather than giving the
medication that she believed was unlawful, causing what
the researcher interpreted as considerable moral distress.

A letter came out stating that personal care
workers had been frained to give medication and
administer S8 medications. So, when we had to
administer the §8 medication, | just asked if | could
be put off the client so that | didn't have to give it.
Then it ended up being that | had to. | had no
choice. It wasin my scope of practice. Apparently,
I had to give it. I felt very compromised and angry
that I was put in this position (R2).

R2 became upset when recounting this experience, and it
became apparent that it was quite a personally painful
situation that she would have preferred to have avoided.
While R2 did not want fo withdraw from providing care for
the client, she found herself in a conflicted situation where
compliance with the employer's instruction would be
acting, in her view, in breach of the law. As a result, she
affempted fo avoid being in such a position by asking fo
provide care for another resident and reassigning the
resident to someone else to provide care. As background,
the gravity of the experience, R2 disclosed during the
interview. R2 had previously responded to a subpoena fo
give evidence in a coronial enquiry related to the
and the
unexpected death of a resident in care, which added to

administration of schedule 8 medication

her distress.

Another rater participant expressed a similar concern,
reporting experiences where many unregulated care

workers operated outside the poisons regulations'
provisions but did not feel supported by her employing
organisation when she questioned the practice. She
recounted that her manager provided her with written
advice that it was acceptable and legal. This ratfer
participant felt this placed her in a situation where she

either complied with her employer's instructions, and she

firmly believed that this would cause her to act outside the
law. The concerns expressed appeared to be rational and
reasonable, but she stated her manager did not address
these.
| was not sure of the laws about the scope of
practice for an AIN [assistant-in-nursing] to
administer an S8 drug in the community. | was
questioning if an AIN can administer oral morphine,
liquid morphine to a palliating client. Here, there is
no restriction because the organisation insists we
are trained in measuring medication doses.
Whether it's S8 or Panadol or anything, how would
they calculate the strength? Is it within their scope
of practice to measure medication (R4)2
The researcher's experience is that many aged care
providers view unregulated care workers as equivalent fo
an informal carer who administers medication to a home
care person. The limits on the role of unregulated carers are
unsettled without a clear scope of practice fromregulating
this important workforce group. This absence of a scope
of practice statement causes confusion and anxiety in
aged care employees forlicensed health professionals and
unregulated aged care workers.
Similarly, but not fo  medication

explicitly relating

administration safety, another Rater related other
experiences that caused her concern about compliance
with the scope of practice and professional practice
requirements set down by the Nursing and Midwifery Board
of the Australian Health Practitioners Regulation Agency

related to licensed nurses:

We have to trust our personal care workers. They're
left here alone. When we're on-call, we have fo
trust that they give us the correct information over
a phone to say whether a client has had a fall, got
chest pain, or had a head strike. We rely on what
information we're given. It's hard some days; it's
really hard (R3).

The experience recounted by R3 appeared to cause her
ongoing anxiety relating to care recipients' welfare and
care workers and protfection of her practising license as a
registered nurse. She described making decisions based on
the information provided with the best intentions from
unqualified and often poorly frained personal care workers
acknowledging that her decision-making in the face of a
clinical information deficit caused frustration, anxiety and
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distress, with referral fo acute care services often being her

only option.

If in doubt, | just ring an ambulance because ['ve
got a registration to be looking after, it's my
livelihood, and I've got a PCW telling me what's
happening kilometres away and [I'm] not seeing
the client. They're not able to do a set of
observations on a client, which could be majorly
helpful at times sometimes. So, things like that, |
think, get a bit frustrating (R3).

Most raters described anxiety and distress relating to their
scope of practice and legal liability, which they ascribed to
their organisation either maximising revenue or containing
costs at the expense of safety and quality. For example,
one Rater described her experience of being the only
enrolled nurse on duty in a large, aged care facility. There
was no registered nurse or medical practitioner on-site,
resulting in concern about working beyond her scope of
practice out of necessity in support of aged care

consumers.

After office hours, | am here on my own. | feel very
overwhelmed. There's a lot — I'm always taking a
pad with me because if someone calls me and tells
me someone's very unwell, I'm basically doing
what an RN would do. After all, someone's lacking
the confidence to call an RN. I'm supposed to be
on the floor doing things, and the on-call RN is
supposed to take that call, give advice, and the
person who is there is meant to follow through (R4).

R4 described her experience asa common event, and she
was clearly on the verge of tears, which appeared to be
related to the ongoing distress caused by this problem.
While not stated explicitly, the ongoing situation appeared
to further confribute to her feelings of being overwhelmed
at work, carrying the full weight of responsibilities that she
believed were unfairly placed on her when she was not
qualified nor paid to take them.

Figure 2 conceptualises the findings of the IPA and identfifies
the workplace malady of moral distress addressed in this

paper.

FIGURE 2- ADVERSE OUTCOMES EXPERIENCED FROM PERSISTENT EXPOSURE TO THE WORKPLACE MALADIES

Themes Workplace Maladies:
The Context of Aged Care L Adverse Outcomes
= Moral Distress .
Perceived Lack of . ’ Job Disatisfaction
Role Stress

Engagement and Voice

Leader Behaviour

Disengagement

Job Burnout

CONCLUSION
N

Leaders described the problematic interface between
at the
corporate level impacting their approvals or licenses fo

regulatory conftrols and quality assessment
provide aged care and the provision of care itself. Raters
described moral distress relating to the scope of practice
concerns. They felt the organisation expected them fo
perform at a level where they believed they had not
received adequate training orlacked statutory authority fo
the The

experienced by the Rater participants appears to be

undertake expected  functions. distress

related to medication management ordirect supervision of
unregulated workers by licensed health professionals or by
unregulated care staff who believe they are working

beyond their training and skill level.

Raters provided numerous accounts of being placed in

vulnerable and anxiety-evoking situations relating to
medication administration, and these were a common
cause of concern among raters. The administration of
medicines was an issue of significance and a source of

moral distress for them. Their leaders' actions or inactions
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caused Ratfer distress related to changing medication
administration policies and procedures without observing
the various drugs and poisons provisions operating in state
and fterritory jurisdictions. Concerns about the scope of
practice under the national law regulating health
professionals were prevalent among the Raters group
members. The dilemma for employers, licensed nurses, and
unregulated care workers concerning staff retention and
quality failures in aged care are well described in the

literature [31, 32].

The lived experiences described system issues related fo
the copious amounts of legislation, regulation and policies
that
compliance auditing for the

increase work complexity and implementing

leaders. There was a
perception that the amount and types of regulation and
compliance auditing confounded innovation and
engendered a risk avoidance approach, causing only a
task focus rather than an outcome focus. There were also
numerous examples of poor relationships and mistrust inthe
officers charged with indusiry regulation responsibility. The
system of increased unannounced visits during the Royal
Commission's proceedings info Aged Care Quality and
Safety caused great anxiety and distrust between the
leaders and regulators. There was a belief that the system
was under strain, causing considerable moral distress and
role confusion. Raters stories related to moral distress
appeared to be caused by a lack of understanding about
the dimensions of unregulated care workers' role by
members of that workgroup and some of their leaders.
Licensed health professionals were also concerned about
their

impact on their practicing licenses.

supervision responsibilities, accountabilities, and
It is contended that
urgent changes to the regulatory environment and the
process of accreditation and compliance action is
needed, along with statutory reform of the Aged Care Act,
1997 (Cth) that has not had substantial review since
enactment. These staftutory and process reforms would
then focus on protecting and shielding consumers and the
aged care workforce rather than being perceived as a

sword that has the potential o cause further harm.

The findings and conclusions of this research demonstrate
the need for a leadership development program that
addresses concepts related to authentic and ethical

leadership at all levels of the aged care system, including

and a clear scope of practice for unregulated care

workers.

IMPLICATIONS

Resolution of these regulation and compliance stressors will
assist in maintaining the aged care workforce at the leader
and worker level. Failure to address this willresult in ongoing

and increasing workforce shortages.

LIMITATIONS OF THE STUDY

The nature of qualitative research does not aim for
generalisability or validity in the scientific sense of these
terms and may be considered a limitation. However,
recording the lived experience opened a valuablewindow
enabling explanation and authenfticity as a starting point
for further exploration.
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ABSTRACT
C_______________________________________________________________________________________

BACKGROUND:
There is credible evidence that a person's beliefs about the aging process are linked to and influence a variety of health
outcomes.

PURPOSE:
This study determined whether aging expectations predict health-related quality of life. Furthermore, the study determined
whether engagement in healthy lifestyles mediates the relationship between these variables.

METHODS:
This descriptive-cormrelational study enlisted atotal of 5 respondents aged 60 to 85 years oldin alarge metropolitan area.
Data were analyzed using linearregression and mediation analysis.

RESULTS:
Aging expectations and engagement in healthy lifestyles are a significant predictor of health-related quality of life (p<
0.05). Moreover, engagement in healthy lifestylesis found fo be a significant mediator between the variables.

CONCLUSION:

Older adults who have positive aging expectatfions and engage in health promotion activities are more likely to report
better health. Therefore, programs that promote a positive aging expectation and engagement in health-promoting
activities should be implemented.

KEYWORDS

aging expectations, subjective aging, older adults, health behaviors, healthy lifestyles, quality of life
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INTRODUCTION

I
Over the past few years, there has been a considerable
increase in life expectancy of people [1]. Old age,
currently,is a phase inlife thatis attainable for most people.
The idea of aging expectations, that is, the way by which
persons perceive their own aging process, may be more
significant than ever before. Although there is an increase
in life expectancy, people are likely to live longer but with
more chronic illnesses. Aside from physical health, there is
also a need to consider the importance of health-related
quality of life which is a more holistic outcome for older
people. Health-related quality of life may include physical
health, psychological health, degree of independence,
relationships, and perceivedsocial support [2].

Moreover, there is dependable evidence suggesting that
a person’s beliefs about the aging processrelate with, and
determine, several health and illness outcomes [1,3,4]. This
both
unintenfionally [5]. Levy [6] showed that disability and

development  happens infentionally  and
disease processes that are related with aging may be
partly explained by the effect of psychosocial factors of the
aging

experimental research have revealed that age-related

self. Findings from both observational and
preconceptions can become significant determinants of
an older adult's well-being [1]. Several studies have shown
that having more positive depictions of one's aging
process and feeling younger are related with befter
subjective well-being and physical health [7-9]. Moreover,
a longitudinal study by Levy, Slade, and Kasl [10] suggested
that people with more positive aging expectations were
able to sustain and improve their health over twenty years.
Sarkision and colleagues [11] studied the association
between aging expectations and physical activity and
found a positive relationship between positive aging
expectations and aerobic activity. Therefore, negative
aging expectatfions may be a hindrance to physical
activity in older adults [11]. Moreover, positive self-

percepfion of aging can also affect a person's
engagement in other health-promoting behaviors such as
participating in exercise, eating a healthy balanced dieft,
using health care resources, having regular physical
examinations, and limiting the use of alcohol and/or
tobacco [12]. These studies show the role of aging
expectations towards engagement in health behaviors
and subjective well-being. One correlational study showed
that positive aging expectations were also linked to

improved self-reported mental and physical health [13].

This association between aging expectations and health
in health-
promoting behaviors such as interpersonal relations, stress

was parfially mediated by engagement

management, and physical activity [13].

Finally, there is limited evidence that investigates the
possible mediating effect of engagement in healthy
lifestyles between the aging expectations and quality of
life. Determining the relationships between these variables
is crucial since these outcomes may be major factors of
successful aging and may be used to modify wellness and
health programs among older adults.

OBJECTIVES

I
This study aimed to determine whether aging expectations
significantly predicted health-related quality of life.
Furthermore, the study determined whether engagement
in healthy lifestyles mediated the relationship between

aging expectations and health-related quality of life.

METHODOLOGY
|

DESIGN, SAMPLE AND PROCEDURES

A descriptive-correlational study was used to determine
the relafionship between the variables in the study.
Respondents were individuals who are 60 years old and
above. The computed sample size was 90 people based
on a power analysis using G-power software (power=0.90;
a = 0.05; medium effect size = 0.15) and 95 respondents
were recruited for the study. F test for linear multiple
regression: Fixed model, R2 deviation from zero was utilized
for the sample size computation. Respondents were
recruited from a highly urbanized city in the Philippines
using consecutive sampling. This was done once a week for
one month. Participants provided writteninformed consent
prior to initiating the study. The purpose of the study was
explained, and emphasis on voluntary participation,
anonymity, and the right to refuse was indicated in the
letter and was reinforced verbally if needed. It was also
indicated that the return of the questionnaire would
indicate implied consent to participate in the study.
Recruitment and distribution of the questionnaire were
done during the monthly meetings of the various locd
senior citizen’s associations.There were no advertisements
done for recruitment. But fo enhance representativeness,
aside from their meetings, questionnaires were also
distributedin the different households with older adults with
the assistance of community personnel once a week for
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one month. This was either through face-to-face interviews
or through direct individual or group administrafion,
depending on their preference or their capabilities. There
were no dropouts during the duration of the study.

Priorto gathering the data, the research was approved by
the Velez College Ethics Review Committee.

MEASURES

The mainresearchinstruments that were used for this study
are three (3) standardized tools, namely: Expectations
Regarding Aging (ERA-12) Survey, Health-Promoting
Lifestyle Profile Il (HPLP-II), and RAND 36-ltem Health Survey
(RAND-36). All the tools were franslated using a forward-
and-back franslation process. This was done independently
by two bilingual nursing clinical instructors whose expertise
are in community health nursing and gerontology nursing.
One of them translated it from English to local dialect then
the other one franslatedit back from vernacular to English.
The two versions were then checked for semanfic
equivalence and cultural applicability. There were no
significant changes with the translated version after the
process.

The different standardized questionnaires, along with the

demographic questions, were combined into one
document. The demographic profile of the respondents
included were age, sex, marital status, educational
attainment, and employment status.

Regarding Aging (ERA-12) was used in the questionnaire

The Expectations

[11]. It is a twelve-item survey that measures expectations
regarding aging with three 4 item scales (expectations
regarding physical health, expectations regarding mental
health, and expectations regarding cognitive function),
and one global expectations regarding aging scale
combining all 12 items. The ERA-12 scales demonsfrated
acceptable levels of reliability and construct validity in two
very different samples of community-residing older adults
(n=429; a = 0.88 and n = 643; a = 0.89). The statements are
followed by four responses: ''Definitely True,” ''Somewhat
True,” "'‘Somewhat False,” and ‘‘Definitely False.'' Possible
scores range from 0-100, with higher scores indicative of
expecting achievement and maintenance of high physical
and mental functioning with aging (for self and others), and
low scores indicate expecting decline with aging. In
addition, there are no cut points for what is optimal.

Additionally, the Health-Promoting Lifestyle Profile Il (HPLP-
Il) was also included which consists of fifty-two questions

related fo current engagement in health-promoting
lifestyle factors [14]. These lifestyle factors are quantified
using six subscales (i.e., Health Responsibility, Physical
Activity, Nutrition, Spiritual Growth, Interpersonal Relations,
and Stress Management). The construct validity of these
subscales was analyzed using factor analysis, which
confirmed the six-dimensional structure of the HPLP-II [14].
The HPLP-Ilhas an alpha coefficient of .94, and the

subscales have alpha coefficients ranging from .79 to .87,
suggesting that the measure and its subscales are internally
consistent [14]. A fotal score can also be calculated by
scoringresponses to all of the items onthe survey (i.e., items
from every subscale). Each statement on the survey is
followedbyfour responses: “Never,” "Sometimes,” "Often,”
and “Routinely”. Individual responses are scoredon a one
to four scale, with the overall score being obtained by
averaging all of the responses.

Finally, the RAND 36-ltem HealthSurvey (RAND-36) was also
included. It is a measure of health-related quality of life,
whichrefers to how health affects general functioning and
perceived physical, mental, and social well-being. The
survey consists of eight subscales including physical
functioning, role limitations caused by physical health
problems, role limitations caused by emotional problems,
social functioning, emoftional well-being, energy/fatigue,
pain, and general health perceptions. The eight subscale
scores yield two summary scores that more generally
measure physical and mental health. General function is
measured by assessing engagement in basic self-care
activities (e.g. bathing) as well as engagement in work-
related activities (e.g. housework orjob). Questionsrelated
to physical, mental, and social well-being assess the
individual's subjective perception of their well-being in the
related domain (e.g. whether the individual feels happy or
whether they are in pain [15]. The RAND-36 survey’s alpha
values ranging from 0.71 fo .93, suggesting the measure
and its subscales are internally consistent [16]. High score
defines a more favorable health state. In addition, each
item is scored on a 0 to 100 range so that the lowest and
highest possible scores are set at zero and one hundred,
respectively. Scores represent the percentage of total
possible score achieved.

DATA ANALYSES

The data collectedwas analyzed using IBM SPSS statistical
software version 23. Descriptive statistics including mears,
standard deviations, were calculated for the continuous
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variables and percentages and frequencies for
categorical variables. Linear regression and mediation
analyses using PROCESS version 3 were applied to analyze
the data for the main variables. Mediation analysis is done
to understand a known relationship by studying the
underlying process by which one variable influences
another variable through a mediator variable [17]. Finally,
post hoc power analysis was done to examine the

observed effectsize based on the sample size of the study.

RESULTS

|
There was a fotal of ninety-five respondents aged 60 fo 85
years old in this study. Table 1 shows that maijority of the

TABLE 1. PROFILE OF RESPONDENTS (N=95)

Profile

Age

Young Old (60-69)
Middle Old (70-79)
Oldest Old (80 & up)
Gender

Male

Female

Marital Status

Single

Married
Widow/Widower
Separated
Employment Status
Employed
Unemployed
Educational Attainment
No formal education
Elementary Level
Elementary Graduate
High school Level
High school Graduate
College Level
College Graduate
Post Graduate

participants were categorized as: young old, females,
widow/ widower, unemployed, and college level or
college graduates aged 60 to 85 years old. Furthermore,
the mean age of the participants is 68 years old (SD=6.6).
To compute post-hoc achieved power, a probability error
was set fo 0.05, and with two predictors in the model, the
effect size was computed based on the results using an
effect size (f2) of .64. The results show a post-hoc power
estimation of 0.99 suggesting that the sample has

substantial power that strengthens statistical conclusion

validity.

f %
59 62
30 32
6 6

18 19
76 81
5 5

41 43
43 46
6 6

10 10
85 90
1 1

10 10
11 12
12 13
15 16
21 22
21 22
4 4

To test if expectations regarding aging and health
promoting lifestyle significantly predicts health-related
quality of life, aregression analysis was done. Table 2 shows
the prediction model that shows path b and c' was
statisticallysignificant, F (2, 92) = 21.49, p < .001 and shows
that the regressionmodel has an Rz of .39. This means that
about 39% of the variability of the dependent variable,

which is health related quality of life, is predicted by the
independent variablesincludedin the study. The remaining
61% of the variability in the dependent variable is still
unaccounted forand may be caused by other variables or
external factors that were not includedin the study.

Expectations regarding aging, and health promoting
lifestyles were used in the regression analysis to predict
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health-related quality of life. The unstandardized and
standardized regression coefficients of the predictors are
also shown in Table 2.

Figure 1 and Table 2 indicate that the independent
variables —expectationsregarding aging (8 =.51, p <.001),
and health promoting lifestyles (B3 = .22, p = .039) are
significant predictors fo the dependent variable, health-
related quality of life. Both expectations regarding aging
and health promotinglifestyles have positive coefficients
which means that an increase or decrease of its value will
subsequently increase or decrease the level of health-
related quality of life, respectively. Further, it means that for
every one-point increase in the independent variables
there will be a corresponding increase equivalent to the
value of its beta coefficientin the level of health-related
quality of life. Finally, expectations regarding aging
received the strongest weight in the model followed by
health promoftinglifestyle.

To determine if health promoting lifestyle mediated the
relationship between expectations regarding aging and
health-related quality of life amediation analysis was done.
The mediafion analysis is summarized in Table 2 and
illustrated in Figure 1 to show the paths of the relationships
between the variables.

The total effect of the independent variable, expectations
regarding aging, to the dependent variable, health-
related quality of life, is shown as path c. This is the effect
without the mediator included. As shown in Table 2
expectations regarding aging’s total effect is significant (B
= .60, p < .001). In comparison, path c' shows the direct
effect of the independent towards dependent variable
with the inclusion of the mediator variable. Table 2 and
Figure 1 shows that itissignificant (8 = .51, p <.001), but the
direct effectis less than the total effect (c: p=.51<c:B =
.60). This reduction in the beta coefficient means that
including path b as a mediator may have influenced the
effects of the independent variable.

FIGURE 1. MEDIATION MODEL OF EXPECTATIONS REGARDING AGING, HEALTH PROMOTING LIFESTYLE, AND HEALTH-RELATED
QUALITY OF LIFE. STANDARDIZED BETA COEFFICIENTS ARE SHOWN.

Lifestyle

Health Promoting ]
A

Expectations
Regarding Aging

Indirect Effect = .08T

I

Path ¢ = .60***

Health-Related
Quality of Life

Path ¢’ = .51**

*p < 05. **p < 01. **p < 001. t significantindirect effect.
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TABLE 2. REGRESSION AND MEDIATION ANALYSIS OF EXPECTATION REGARDING AGING, HEALTH PROMOTING LIFESTYLE, AND

HEALTH-RELATED QUALITY OF LIFE

Path Model R? F B SE (B) 95% Cl B
Path b and c': DV = health-related quality

of life 39 21 .49

Path b: IV = health promoting lifestyle 7 .44* 3.52 [0.40, 14.48] 22*
Path c': IV = expectationsregarding aging 16.20*** 3.26 [9.70,22.70] oY R
Path c: DV = health-related quality of life 35 36.63***

IV = expectationsregarding aging 18.7 6*** 3.10 [12.57,24.95] 60***
Path a: DV = health promoting lifestyle 14 10.80**

IV = expectationsregarding aging 0.34** 0.11 [0.14,0.55] 37**
Indirect effect: DV = health-related quality of life

IV = expectationsregarding aging 2 56t 133 001,531 o8t

Mediator = health promoting lifestyle

Note. n = 95. B = unstandardized beta. SE = standard error. Cl = confidence interval. B = standardized beta. DV = dependent variable. IV = in dependent

variable.
*p <.05. **p < 01. **p < 001. t significantindirect effect.

Furthermore, path a illustrates that the independent
variable, expectations regarding aging, is a significant
predictor of the mediator variable, health promoting
lifestyle (B = .37, p = .002). This indicates that mediationis
present in the model. This would indicate that the
independent variable can affect the dependent variable
through its effect on the mediator.

The indirect effect of the independent variable towards the
dependent variable with the mediator variable was tested
using bootstrapping (N =
indicated that the indirect effect coefficient was
significant, p = .08, 95% CI [0.10, 5.31]. This mediation
analysisis significant because the confidence interval does

5,000 samples). These resulfs

not include 0.0. Therefore, people can say that they are
95% confident that the true indirect effect is positive.

DISCUSSION

I
The results show that aging expectations significantly
predicted health promoting lifestyle and health-related
quality of life. This means that the older adults who have
more positive expectations are more likely to engage in
health promoting activities and are more likely to report
better health. Moreover, the relationship between aging

expectations and health-related quality of life was
significantly mediated by health promoting lifestyle.
Expectations regarding aging can directly affect health-
related quality of life but it can also have an indirect effect
through health promoting lifestyle. This suggests that older
adults who have positive expectations about their aging
are more likely to report of having better health when itis
complemented with engagement in health promoting

activities.

The results are supported by existing literature that shows
that an aging individual's beliefs about the aging process
predict health, illness, and health behavior outcomes [4].
Studies have found that aging expectations can become
essential determinants of the well-being of an older adult
[5]. Numerous studies have shown that having more
positive images of one’s own aging process and feeling
younger are related with better subjective well-being and
physical health [7-9].

Expectations of aging can also affect a person's
engagement in other health-promoting behaviors such as
participating in exercise, eating a healthy balanced dief,
use of health care resources, having regular physical
examinations, and limiting the use of alcohol and/or
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tobacco [12,18]. Empirical evidence further supports the
findings which indicates that participation in healthy aging
behaviors (i.e., physical activity and a proper diet) offers
older adults the greatfest opportunity for avoiding or
postponing the onset of chronic diseases, and increasing
the likelihood of living an active, long life [19]. Warburton
and colleagues [20] mentioned the immense literature
indicating the health benefits of consistent physical
activities including the prevention of several chronic
diseases such as osteoporosis,

depression, obesity,

hypertension, cancer, diabetes, and cardiovascular
disease. They also conveyed a dose dependent
association with the variables. This means that increcse
amounts of physical activities leadto betterimprovements
in health. Wen and colleagues [21] showed areduction in
mortality in older persons with and without disabilities who
engaged in minimal physical activities only. Positive aging
expectations were also linked to an improvedself-reported
physical and mental health and this association between

aging expectations and health were partially mediated by
engagement

intferpersonal relations, stress management, and physical

in health-promoting behaviors such as

activities [13].

LIMITATIONS

I
The current study was limited in using a descriptive
correlational design. These potential limitations should be
considered in the generalizability of the findings to other
settings and populations. Specifically, due to the sampling
design, the results may not be applicable to other
populations or setfings outside the study and may not
represent the older adult population. Furthermore, since
the design is cross-sectional and non-experimentd,
causality cannot be inferred betweenthe variables. These
limitations can guide the future directionof research in this
area of interest.

CONCLUSION

I
The findings suggest that older adultsin the study who have
in health
promotion activities are more likely to report better health.

positive aging expectations and engage

Based on the findings, it is recommended fo promote
activities that develop or enhance positive and realistic
expectations fowards aging. There should also be activities
that would promote engagement in health-promoting
activities that will positively affect the health status of older
adults. Moreover, interventions should be designed in a

way that will promote synergy of the of having positive
aging expectations and doing health-promoting activifies
that can favorably impact the older adults’ health and
well-being. Further, studying the effects of older adults’
expectations and engagement in healthy behaviors
tfowards health and well-being can provide crucid
information on how to design appropriate health and
wellness programs. These programs could be organized by
non-government organizations, local government units,
health
gerontologists.

and care practitioners especially nurse

Furthermore, future researchers may explore the possible
factors that may influence aging expectations and
engagement in health promoting behaviors. Researchers
could conduct a longitudinal study to establish the clear
temporal and causal link between aging expectations,
engagement in health-promoting behaviors, and health
and well-being. Researchers may investigate other
objective measures that would assess health and well-
being such as physical examinations or diagnostic tests.
Lastly, look into effective

future researchers could

interventions fo enhance aging expectations and

engagement in health promoting behaviors.
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ABSTRACT
I
Health workforce shortages worldwide are approaching crisis point, further burdening systems already struggling to meet
demand. Doctor attrition has been identified as a major contributor to this problem and therefore, the current study
examined links between workload demands and stressors, and doctors’ commitment. Based on prior research and key
psychological theories, pathways were hypothesised that were initiated by workload demands and stressors, proceeding
through work-life conflict and psychological distress, intrinsic motivation factors, through to commitment. A sample of 208
medical doctors completed self-report measures of these constructs. Among workload hassles and demands, quantitative
demands, representing the extent that workload exceeds available resources (e.g.. time) emerged as the strongest
predictor. Meaningfulness of work was the strongest direct predictor of commitment, followed by work-life conflict, job
satisfaction and burnout. This study highlights the importance of workplaces providing an environment that nurtures
doctors' infrinsic motivation and manages doctor workloads to ensure work-life balance is maintained.

KEYWORDS

turnover; attrition; job satisfaction; doctor burnout; doctor stress

INTRODUCTION

|
Health workforce shortages currently present a critical

already struggling to cope with demand. (3)
Overburdened healthcare systems drive increased strain
on individual practitioners, poorer quality of work and

problem in Australiac  and infernatfionally, placing

fremendous pressure on already overburdened healthcare health outcomes, and can lead to workforce attrition, thus

systems. (1, 2) These shortages are escalating, with a global further compounding the problem. (4, 5)
shortfall of 12.9 milion workers predicted in coming

decades. (2) This places additional burden on a system Concerns regarding health workforce, work performance,

and attrition have long been recognised. For example,
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almost a quarter of a century ago, Williams, Michie, and
Patftani (6) highlight an array of issues relating to doctor
workloads, job pressures, work-life balance, and the
enormous economic burden of understaffing and staff
absence; themes that have been repeatedly echoed up
to the current day. However, these challenges remain
poorly understood, in part due to our limited understanding
of the factors that contribute to the attrition of medical
practitioners. The current study is both novel and ambitious
in its scope and draws on several lines of evidence and
theoretical propositions to articulate a model that explains
workplace attrition among doctors. The model stipulates
pathways initiated by workload demands and stressors,
proceeding through work-life conflict and psychological
infrinsic mofivation factors, and ferminates at
The
complexity of this model requires infroducing multiple

distress,
workplace commitment (hereon, commitment).
bodies of evidence and theoretical positions. Figure 1 is a
useful reference point to navigate the following material.

the outcome variable

proxy
operationalisation of workplace attrition as it is expected to

For the current investigation,

‘commitment’ is adopted as an inverse
be easier for doctors to contemplate and report on their
level of commitment rather than intentions to quit.
Therefore, variation in workplace commitment is a useful
means of measuring attrition, as these two constructs are
The

workplace

conceptually strongly, though inversely correlated.

definition and  operationalisation  of
commitment used in the current study is derived from its
conceptualisation within the Copenhagen Psychosocial
Questionnaire subscale ‘Commitment to the workplace'.
This is defined as “...the degree to which one experiences
(p. 497). (7)

Unfortunately, the scale developers do not elaborate on

being committed to ones' workplace.”

the conceptual bases of this construct though, of the three

generally  acknowledged types of  organisafion

commitment (8), it appears closest to affective
commitment or wanting tfo remain due to an emotional
aftachment rather than a perceived need to stay (i.e.,
continuance commitment) or a sense of obligation (i.e.,

normative commitment).

Despite the broader context of the study being health
workforce shortages, this study focuses on the more
immediate confext of a doctors’ current workplace
commitment. Aftrition to the current workplace is
considered a useful reference frame within which to fest
important hypotheses that have implications for broader

contfexts.

ATTRITION AS A FUNCTION OF DOCTOR MOTIVATION

Motivation has an important role to play in driving doctor
attrition and workplace commitment. Self-determination
theory (SDT) is an influenfial framework that has been
successfully applied to understanding mofivation across a
range of contfexts including work motivation. (?) Medical
work can be rich in both extrinsic and intrinsic motivators,
however exirinsic motivators appear less important for
doctors. Medical students rate intrinsic factors (internal
rewards and fulfiment) as more influential in their career
choice with person-oriented factors, such as the
opportunity to work and care for people, considered more
important than extrinsic factors such as money and
prestige. (10, 11) This emphasis on infrinsic motivation
appears fo remain an important driving force throughout a
doctor’s career. Forexample, the majority of senior doctors
(i.e., those successfully retained in the workforce) report
being intrinsically motivated, identifying with medicine as a
caling, which is associated with the sense of
meaningfulness of their work, workplace commitment, and
job satisfaction. (12, 13) This emphasis on the importance of
infrinsic motivation is consistent with evidence that extrinsic
motivators, such as financial incentives are insufficient for
producing job satisfaction and enhancing workplace
commitment. (13, 14) The importance of infrinsic motivation
is further underscored by evidence that doctors who fail to
derive a sense of satisfaction from their job are two to three
times more likely to leave. (15) A more recent study
involving nurses showed that intrinsic motivation also

significantly predicted their work engagement. (16)

High workplace demands and stressors can interfere with
the ability of doctors’ work to support their intrinsic
motivation. This is most readily observed in a reduction of
doctors’ sense of meaningfulness in their work and the
degree of satisfaction with their work. Therefore, lower job
satfisfaction (H1a) and meaningfulness of work (H1b) are
expected to predict decreased commitment. Recognising
the importance of a sense of meaningfulness of work for
sustaining job satisfaction, it is also hypothesised that lower
meaningfulness of work will predict lower job satisfaction
(H2).

BURNOUT AMONG DOCTORS

Burnout is defined as a specific form of stress associated
with prolonged exposure to occupational stressors, which
results in a condition characterised by emotional
exhaustion, depersonalisation, and reduced feelings of
accomplishment. (17) Key indicators and outcomes of

burnout involve exhaustion accompanied by personal
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distress, decreased motivation, feelings of reduced

effectiveness, dysfunctional behaviours and atfitudes
toward work, and job withdrawal. (18, 19) Burnout is
prevalent among doctors at an alarming rate, which is
almost twice that of the general working population. (20) In
more than half of Australian and US doctors
(20, 21) with the

prevalence among junior doctors as high as 75%. (22)

fact,
experience symptoms of burnout

Concerningly, many doctors do not access support to deal
with stress and burnout citing time constraints, availability of
services, and stigma among the greatest barriers. (23, 24)
This is especially unfortunate given psychosocial support
has been found to be helpful in many circumstances. (25,
26)

The results of burnout can be both wide-ranging and
damaging. The personal consequences of burnout among
doctors include psychological disorder, ill-health, disrupted
(27-29) The
consequences of doctor burnout for patients include

relationships, and suicidal ideation.
increased medical errors and suboptimal patient care. (30,
31) At the organisational level, burnout diminishes infrinsic
motivation and appears to be the single greatest predictor
of job dissatisfaction. (32, 33) Burnout can also lead to a
decrease in the meaningfulness of work and reduced
personal and professional satisfaction. (20, 28) Burnout has
also been associated with low physician productivity
(resulting in reduced working hours), absenteeism, low
organisational commitment, greater intention o leave the
practice or profession, early retrement, and turnover. (34-

37)

This evidence supports the notion that burnout decreases

intrinsic  motivational factors necessary to sustain

commitment. Therefore, higher reported burnout is
hypothesised to predict decreased job satisfaction (H3a)
and meaningfulness of work (H3b). It is also hypothesised
that higher burnout will directly predict lower commitment

(H4).

CAUSES OF BURNOUT

A number of factors have been associated with burnout.
Occupational stress has been strongly associated with
burnout among medical professionals. (38, 39) Work-life
conflict combined with ongoing work stress represents a
chronic strain that often results in burnout. (40, 41) Studies
of wvarying professional populations show individuals
experiencing work-life conflict are more likely to suffer stress
and burnout. (42, 43) This is also the case with doctors, for

whom work-life conflict is a strong predictor of burnout and

stress. (21, 44) Doctors also face unique factors contributing

fo burnout such as moral distress arising from their

inability to act in accord with their individual and
professional ethical values” (p. 409). (45) Finally,
maladaptive coping strategies such as behavioural

disengagement has also been linked to increased burnout
among doctors. (46) For the current study, an increase in
stress (H5a) and work-life conflict (H5b) is predicted to
predict increased burnout.

STRESS AND WORK-LIFE CONFLICT

The fransactional theory of stress and coping (47) stipulates
that stress results from interactions between an individual
and their environment. These interactions trigger a two-
stage appraisal process that determines whether, and to
what degree, stress is experienced. Primary appraisals
involve assessing the stressor (stimuli or situation) to
determine its ‘threat’ level, whereas secondary appraisals
involve evaluating available resources to cope with the
threat. (48) Accordingly, work-related stressors represent
demands placed on the individual that are appraised as
potentially threatening and straining available resources.
The often-excessive work demands faced by doctors, such
as high-pressure environments, high-stakes decision-
making, heavy workloads, and long hours, place them at
elevatedrisk of experiencing high levels of stress. (20, 28, 49)
Consequently, work demands have been shown to be an
important contributor to the alarmingly high rates of stress
observed among Australian doctors. (21, 23, 50) Doctors in
both Australia and the UK have indicated that work

demands were their greatest source of stress. (49, 51)

One means by which work-related demands contributes to
stress is by generating work-life conflict, which is particularly
likely in cases of work overload. (52) Work-life conflict
occurs when work demands interfere with private life and
has been a noteworthy problem for doctors with almost
two thirds of doctors reporting dissatisfaction with their
work-life balance, which is almost twice that of the general
population. (20, 28) In fact, work-life conflict is the second
most frequently reported cause of stress for doctors. (49, 51)
A nationwide study found that 44.3% of doctors had
experienced a work-life conflict associated with work
demands within the past three weeks. (44)

A fulfilling private life can be an important protective factor
against stress and burnout for professionals. (53) That is, it
can support a positive secondary appraisal of sufficient
resources leading fo lower total stress. However, when work
demands begin fo interfere with doctors’ private life, it
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represents a loss of this resource and may produce a
compound effect on stress. An increase in job demands
combined with the resultant work-life conflict is associated
with an increase in both stress and burnout. (43)

Therefore, increased work-life conflict is expected to
predict greater reported stress (Hé). Further, greater
workload demands (e.g., increased work hours, shift-work,
additional shifts, on-call work, working late, as well as
perceived quantitative, cognitive, and emotional
demands) is expected to predict greater stress (H7a), and

work-life conflict (H7b).

WORK-RELATED DEMANDS AMONG DOCTORS

Medical work involves many stressors including excessive
workloads, workplace inefficiencies, unhealthy
occupational cultures, a lack of work-life balance, abuse
from patients, fear of making errors, and a lack of control
and autonomy. (21, 30, 50, 54, 55) The determination of
factors to incorporate in the current study was made
considering evidence showing stressors relating to
excessive workload demands are the most commonly
reported cause of strain for doctors, with the volume of
work, shift work, and on-call work being particularly

problematic. (21, 23, 49, 51)

Previous research has established links between heavy
workloads with burnout, work-life conflict, and stress. (21, 23,
28, 39, 56, 57) These issues also have influences on reduced
job safisfaction and furnover infention. (53, 58) Excessive
work hours have been associated with increased stress,
burnout, and work-life conflicts, and decreased job
satisfaction and quality of life. (59, 60) On-call work, shift
work, and night work when combined with high job
demands has also been associated with stress, burnout,
turnover intention, and early retirement. (58, 61, 62)

Consistent with the fransactional model of stress, a
combination of both objective and subjective (perceived)
demands are liable to be appraised as stressful and
straining available resources. Specifically, the perception
of excessive demands is likely to contribute to stress even

for doctors not working long hours, overtime, or extra shifts.

Therefore, the current study incorporated self-perceived

quantitative, cognitive, and emotional demands.
Quantitative demands represent the perception of the
amount of work to be done relative to the resources (e.g.,
time) available to do it. Doctors commonly report a belief
that their workload exceeds the available time and
resources resulting in elevated stress. (49, 51, 63) Cognitive
demands represent the cognitive effort required to carry
out tasks. This is high among doctors whose work is often
intellectually demanding, highly technical, and requires
high-stakes decision-making. (5. 20) Emotional demands
represent the amount of emotional effort required to
complete the work. Emotional demands of medical work
can be challenging due fo the nature of their ‘helpingrole’.
(63) Doctors are also required to regulafe their own
emotional state in a context that is often highly emotionally
charged. (64) Emotional and quantitative demands have
previously been found to strongly predict burnout in

doctors indirectly via increased work-life conflict. (65)

The current study assesses five objective demands (hours
worked, shift work, working additional shifts, on-call work,
and working late) and three subjective demands
(cognitive, emotional, and quantitative). It is hypothesised
that increased objective and subjective demands will
predict an increase in stress (H7a) and work-life conflict
(H7b).

influence of these eight demands. Rather the current

No hypotheses are specified about the relatfive

analysis examines the role of each as an independent
predictor of stress and work-life conflict.

THE CURRENT STUDY

The aim of the current study was to examine pathways that
link workload demands and stressors to doctors’ work
commitment. The hypotheses stated above represent
pathways (shown by arrows in Figure 1) initiated by
workload demands and stressors, proceeding through
work-life conflict, emotional difficulties (stress and burnout),
and reduction in infrinsic motivators (meaningfulness and
satisfaction of work) through to commitment to the
workplace (as a proxy operationalisation for attrition). This
current study aims to test the plausibility of this causal chain

and the parameters within if.

Doctor Workplace Atirition: An examination of pathways from work demands to organisational commitment 4
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FIGURE 1. HYPOTHESISED MODEL PREDICTING WORKPLACE COMMITMENT WITH DIRECT EFFECTS REPRESENTED BY ARROWS
AND INDIRECT EFFECTS IMPLIED BY VARIABLES LINKED BY MORE THAN ONE ARROW.
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METHOD
|

PARTICIPANTS

Participants were 208 Australian registered medical
doctors, 80.9% women and 19.1% men, aged between 24
and 82 years (M = 37.96, SD = 9.61). Most were married or
in de facto relationships (77%) and had children (60.8%).
The average number of years worked as a doctorwas 12.56
(SD =9.70). Most participants were in full-time employment

working 30 hours or more per week (72.7%).

MEASURES
COPSOQ-II.
subscales of the Copenhagen Psychosocial Questionnaire,

Seven variables were measured using

second version (COPSOQ-l). (66) The subscales used were
Quantitative Demands, Cognitive Demands, Emotional
the
Workplace, Job Safisfaction, and Work-family Conflict

Demands, Meaning of Work, Commitment to
(items on this scale reference conflict between work and
private life rather than family, so we refer to as Work-life
conflict for clarity). Each scale contains three to four
questions such as ‘Do your friends or family tell you that you
work too much?’ (work-life conflict subscale), and ‘Do you
feel that the work you do is importante’ (meaning of work
subscale). Participants rate each item on a 5-point Likert-
type scale from 1 to 5 with value labels varying by question
(e.g., from “Always” to “Never/hardly ever” or from “To a
very large extent” to “To a very small extent”). Subscales

utilised in  the current study have demonstrated

acceptable reliability (a =.74to .87, and .71 to .85 in the

Job
Satisfaction
Hia.f-J 1
Hy . o
‘Work Burnout o WCI.II\
H Commitment
2(+)
H; -
6 Meaningfulness Hip 1+
of Work
current  sample) and supporting convergent and

discriminant validity.
Burnout. Work-related burnout (hereon, burnout) was
measured using the 7-tem Burnout subscale from the
Copenhagen Burnout Inventory (CBI). (67) Participants
respond to items (e.g., ‘Do you feel worn out at the end of
the working day?’') on a 5-point Likert-type scale (1 =
“"always or to a very high degree” to 5 = "never/almost
never or to a very low degree”). The CBl has demonstrated
excellent reliability (a = .85 to .87, and .85 in the current
corroborating convergent and

sample) as well as

discriminant validity. (67)

Stress. Stress was measured using the stress sub-scale of
the Depression and Anxiety Stress Scales, 21-item version
(DASS-21).  (68) This
describing negative emotional states such as “l found it

subscale contains seven items

hard to wind down". Participants rate how much each
applied to them over the past week on a 4-point Likert-type
(0 = *not at all” to 3 = "very much, or most of the time”).
The stress sub-scale has demonstrated excellent reliability
(a =.90 to .91, and .85 in the current sample) and good
convergent and discriminant validity. (68-70)

PROCEDURE

Convenience sampling was used to recruit participants
through advertisements on social media (i.e., Facebook
forums and groups); advertisements placed in medical
journals and newsletters; and snowball sampling (i.e., at the

Doctor Workplace Atirition: An examination of pathways from work demands to organisational commitment 5
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completion of the survey, participants were asked to share
a study invitation with relevant friends and colleagues).
Participation was anonymous, and responses were
confidential. No incentives were offered for participating
in the study. The study was approved by the host
institution’s ethics review committee and the study was
carried out in compliance with APA ethical standards for

the treatment of human sampiles.

DATA SCREENING AND ANALYSIS

Analyses were conducted using Mplus (Version 8) (71) and
SPSS Statistics (Version 25).
normality among several variables, the robust maximum

To accommodate non-

likelihood estimation approach will be used since it can
accommodate non-normality. (71) This estimation method
is also able to accommodate the count and ordinal
indicators used in the model. For bivariate correlation

analyses, bias-corrected booftstrapped confidence

intervals (BCa Cls) will be calculated.

Regarding sample size requirements, the model contained
14 variables, 208 observations, and 37 free parameters to
be estimated. Therefore, N:g = 5.62 exceeding the
recommended observation (N) to parameter (q) ratfio of
five. (72) Furthermore, the 14.86 cases per variable also
exceeds the recommendation of 10 cases per variable.
(73) Eight percent of total values were missing completely
at random, Little's x2(df = 32) = 37.28, p = .239. Therefore,
the full information maximum likelihood (FIML) estimation
method will be used to estimate model parameters in order

to retain the full sample. (74)

Model fit will be assessed using chi-square tests along with
indices of incremental fit (CFl), and ‘badness-of-fit' (RMSEA
and SRMR). RMSEA and SRMR values <.08 (<.05 for excellent
fit), and CFl and TLI values >.90 (2.95 for excellent

fit) will be interpreted as confirming the fit of the model. (75,
76)

RESULTS

|
Preliminary correlation analyses were first conducted to
determine the relationships among variables and the
plausibility of the modelled pathways (see Table 1, square
bracketed values below represent the BCa Cls). Strong
positive relationships were found between the dependent
variable commitment and both meaningfulness of work
[.57, .75] and job satisfaction [.52, .69] with a strong
negative relationship found between commitment and
burnout [-.64, -.42]. A moderate positive relationship was
found between meaningfulness of work and job
satisfaction [.32, .58] with moderate negative relationships
found between burnout and job satisfaction [-.59, -.34] and
burnout and meaningfulness of work [-.52, -.24]. Strong
positive relationships were also found between stress and
burnout [.50, .67]; work-life conflict and burnout [.57, .73];

and work-life conflict and stress [.47, .66].

All work-related demands, both objective and subjective,
were found to have a positive relationship with work-life
conflict. Quantitative demands [.33, .58] and working late
[.17, .44] exhibited a moderate relationship, while hours
worked [.09, .37], shift work [.07, .32], being on-call [.01, .27],
working extra shifts [.01, .29], cognitive demands [.13, .39]
[.06, .34] exhibited
In contrast, only three of the work-related

and emotional demands small
associations.
demands were related to stress such that quantitative
demands [.25, .49] exhibited a moderate relationship,
whereas working late [.09, .36] and emotional demands
[.10, .39] exhibited a small relationship. Interestingly, a
moderate inverse relationship emerged between number

of hours worked and emotional demands [-.31, -.03].

TABLE 1: CORRELATIONS AMONG ALL STUDY VARIABLES (N=208)

. Hours -
. Shift work 15 -
. On-call work 22 197 -
. Extra shift 31 30 35 -
. Work late 28" .09 .05 30" -
. Q Demands A1 -.03 15 277 51
. C Demands .06 16 25" 26™ 217 217 -
Doctor Workplace Attition: An examination of pathways from work demands to organisational commitment 3
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8. E Demands -18"  -02 -.10 .08 .18™
9. Conflict 24 .20™ 4 67 31
10. Burnout .03 4 .05 a1 29
11. Stress -.08 12 .09 .08 23™
12. Meaning .00 -.05 .05 .06 .01

13. Satisfaction  -.06 -.13 - 19" -8 -.18"
1 -07  -06  -01 -01 -.03

Commitment

170 38 -

46 26™ 20" -

A1 31T 39 66 -

38" 13 25T 57 59 -

07 . 0 -19% -39 -22 -

327 16 03 -357 477 28 45T -
S24 03 -02  -287 o537 34T 677 41

Note: Hours = number of hours worked in an average week; Burnout = work-related burnout; Q Demands = quantitative demands; C Demands = cognitive
demands; E Demands = emotional demands; Meaning = work meaningfulness; Commitment = work commitment

*p <.05, **p < .01, ***p < .001.

OVERALL MODEL FIT

Overall, the model fit to the data was marginal tfo
acceptable, x2(38) = 94.70, p < .001, RMSEA = .085, CFl =
.90, SRMR .050. Adequate model fit was achieved
according to CFl and SRMR but not x2 or RMSEA.

The proportion of variance in the endogenous variables
explained by the model is summarised in Table 2. The
model accounted for between 15% (meaningfulness of
work) and 60% (commitment) of variance in the outcomes
modelled. These represent large effect sizes for all
outcomes except meaningfulness of work, for which the

effect size was medium.

Model modification indices suggest improvements in fit

would be achieved by freeing pathways regressing
(B 0.23),
meaningfulness of work onto cognitive demands (B = 0.24),

burnout onto emotional demands =
and meaningfulness of work ontfo emotional demands (B =
0.26). These modifications yielded a good fitting model
according to all indicators, x2(35) = 52.21, p = .020, RMSEA

=.051, CFl = .97, SRMR = .038.

HYPOTHESIS TESTING

The specific hypotheses were modelled and tested by
estimating standardised and unstandardized regression
coefficients (see Table 3 and 4). Parameter estimates for
the significant pathways are included in Figure 2, with non-
significant pathways represented in grey.

TABLE 2: MULTIPLE COEFFICIENT OF DETERMINATION FOR MODELLED ENDOGENOUS VARIABLES

Variable

Stress

Work-family conflict
Work-related burnout
Job satisfaction
Meaningfulness of work
Work commitment

R2

A2
32
.50
31
15
.60

TABLE 3: UNSTANDARDISED ESTIMATES OF THE MODELLED DIRECT AND INDIRECT EFFECTS

Direct Effects

Indirect Effects

Predictor Conflict Stress Burnout  Meaning Satisfact Commit  Siress Burnout  Meaning Satisfact Commit
IVs
Hours worked 0.0 -0.13™ - - - - 0.06" 0.09 <-0.01 <-0.01 <-0.01
1
Shift work 0.1 0.30 - - - - 0.55" 2.03" -0.03" -0.02" -0.05™
o
Doctor Workplace Atirition: An examination of pathways from work demands to organisational commitment 7
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On-call work 0.0 0.58 - - - - 0.13 0.92  -0.01 -0.01 -0.02

3
Additional shifts - -0.07 - - - - -0.71 -2.38  0.03 0.03 0.06
0.1
3
Work late 0.0 0.36 - - - - 0.03 0.39  -0.01 -0.01 -0.01
1
Quant demands 0.3 1.18 - - - - 1.99™  7.48" -0.09™ -0.09™ -0.18™
o
Cognitive 0.1 -1.29 - - - - 0.57 0.77  -0.01 -0.01 -0.02
demands 1
Emotionall 0.1 1.36 - - - - 0.77% 3.66™ -0.05 -0.04" -0.09*
demands 4
Mediators
Hours worked - 5.37™ 12,99 - - - - 4.51™  -0.22™ -0.20™ -0.42™
Stress - - 0.84™ - - - - - -0.01™ <-0.01" -0.02™
Burnout - - - -0.01™ -0.01™ -0.01™ - - - -0.01™ -0.01™
Meaning - - - - 0.25™ 0.63™ - - - - 0.14"
Satisfaction - - - - - 0.56™ - - - - -

Note: IVs = Independent variables; Quant demands = Quantitative demands; Burnout = Work-related burnout; Meaning = Work meaningfulness; Satisfact =
Satisfaction; Commit = Work commitment

*p < .05, *p < .01, **p < .001.

TABLE 4: STANDARDISED ESTIMATES OF THE MODELLED DIRECT AND INDIRECT EFFECTS

Direct Effects Indirect Effects
Predictor Conflict Stress  Burnout Meaning Satisfact Commit  Stress Burnout Meaning Satisfact Commit
Vs
Hours worked 217 =23 - - - - A1 .06 -.02 -.03 -.03
Shift work 20" .06 - - - - 10" 147 -.06™ -.07" -.08"
On-call work 13 .08 - - - - .02 .05 -.02 -.02 -.03
Additional shifts -.13 -.01 - - - - -.07 -.08 .03 .04 .05
Work late .01 .06 - - - - .01 .02 -.01 -.01 -.01
Quant demands 427 13 - - - - 227 327 -2 =15 =17
Cognitive demands .10 =11 - - - - .05 .03 -.01 -.01 -.01
Emotional demands 14 13 - - - - .07 13" -.05 -.06 -.07"
Mediators
Hours worked - .52 A8 - - - - A7 -25™ -.30™ -.35™
Stress - - 327 - - - - - =127 -.15™ =177
Burnout - - - -39 -.35™ =227 - - - =127 -.32™
Meaning - - - - .07 A4 - - - - 10"
Satisfaction - - - - - 31 - - - - -

Note: IVs = Independent variables; Quant demands = Quantitative demands; Burnout = Work-related burnout; Meaning = Work meaningfulness; Satisfact =
Satisfaction; Commit = Work commitment

*p < .05, **p < .01, **p < .001.
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FIGURE 2. HYPOTHESISED MODEL CONTAINING SIGNIFICANT PARTIAL STANDARDISED REGRESSION COEFFICIENTS AND
MULTIPLE COEFFICIENTS OF DETERMINATION. SIGNIFICANT PATHWAYS ARE REPRESENTED BY BLACK LINES, NON-SIGNIFICANT

PATHWAYS ARE GREYED OUT.
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Meaningfulness of work was a direct, moderate positive
predictor of commitment, as well as an indirect, weak
positive predictor via job satisfaction. It was also a direct,
weak positive predictor of job satisfaction, while job
satfisfaction was a direct, moderate positive predictor of
commitment. Burnout was a direct, moderate negative
predictor of meaningfulness of work, job satisfaction, and
commitment. In addition to being a direct predictor of
commitment, burnout was an indirect, moderate negative
predictor of commitment via meaningfulness of work and
job satisfaction. Likewise, in addition to being a direct
predictor of job satisfaction, burnout was also an indirect,
weak negative predictor of job satisfaction via
meaningfulness of work. Work-life conflict was a direct,
strong positive predictor of stress and moderate positive
predictor of burnout. It was also an indirect, moderate
negative predictor of commitment, job satisfaction and
meaningfulness of work via burnout; and an indirect, weak
positive predictor of burnout via stress. Stress was a direct,
moderate positive predictor of burnout and an indirect,
weak negative predictor of commitment, job satisfaction

and meaningfulness of work via burnout.

Not all work-related demands were unique predictors of
stress and work-life conflict. Quantitative demands was a
direct, moderate positive predictor of work-life conflict
while also being an indirect, moderate positive predictor of
stress and burnout and an indirect, weak negative
predictor of meaningfulness of work, satisfaction, and
commitment. Hours worked was a direct, moderate

positive predictor of work-life conflict and a direct,

RY=31
Job
Satisfaction
32

) =-.35 =31

R=s0 /7 f=-07 R
Work Burnout Wo_l‘k

Commitme:

=-39 R=15 B=4

Meaningfulness
of Work

moderate negative predictor of stress while being an
indirect, weak positive predictor of stress. Shift work was a
direct, moderate positive predictor of work-life conflict,
while emotional demands was a direct, weak positive
predictor of work-life conflict with both shift work and
emotional demands indirect,

being weak positive

predictors of stress and burnout and indirect, weak
negative predictors of meaningfulness of work, job
satisfaction, and commitment. The indirect predictive
effects observed for all work-related demands result from

small to moderate relationships with work-life conflict.

DISCUSSION
|
The aim of the current study was to examine links between
work-related demands and stressors and docftors’
workplace commitment (serving as a proxy for attrition).
An examination of doctor aftrition is urgently needed given
that health workforce shortages are rapidly approaching
crisis point and are further burdening a system already
struggling fo meet demand. The current study tested a set
of theoretfical and empirically derived hypotheses
regarding the causes and processes involved in workplace
The results of the hypotheses testing are

in Table 5. A

representing these hypotheses (Figure 2) showed marginal

attrition.

summarised structural path  model
fit fo the data. Overall, the modelled relationships were
successful in explaining large proportions of variance in all
outcome variables except meaningfulness of work (for

which a moderate amount of variance was explained).

Doctor Workplace Atirition: An examination of pathways from work demands to organisational commitment 9
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TABLE 5: SUMMARY OF THE RESULTS OF HYPOTHESES TESTING

Hypothesis Supported
Hi Lower rafings of job satisfaction (Hia) and meaningfulness of work (Hib) will
predict decreased ratings of work commitment Yes
H2 Lower ratings of meaningfulness of work will predict lower ratings of job
safisfaction (Hz) Yes
Hs Higher work-related burnout scores will predict decreased job satisfaction
(Hza) and meaningfulness of work ratings (Hab) Yes
Ha Higher work-related burnout scores will directly predict lower ratings on work
commitment (Ha) Yes
Hs Increase in ratings of stress (Hsa) and work-family conflict (Hsb) will predict
increased work-related burnout Yes
Hs Higher ratings of work-family conflict will predict greater reported stress (Hs) Yes
Hz7 Higher scores on work-related demands will predict greater reported stress
(H7a); and increased ratings of work-family conflict (H7b) Partially

It was hypothesised that lower job safisfaction (H1a) and
meaningfulness of work (H1b), and higher burnout (H4),
The
corroborated these hypotheses, with job satisfaction and

would predict decreased commitment. results
meaningfulness of work positively predicting, and burnout
negatively predicting commitment, all with moderate
effect sizes. Meaningfulness of work was the strongest
independent predictor of commitment, being almost twice
as strong as burnout (and 41.9% greater than job
satisfaction). These results suggest that doctors who are
infrinsically motivated by deriving meaningfulness and
satfisfaction from their work are much more likely to be
committed to their workplace, and that doctors suffering
from burnout are likely to have lower commitment. Stress
and work-life conflict were indirectly associated with
commitment, which suggest that mitigating burnout, by
targeting stress and work-life conflict may be an effective
approach to increasing commitment, likely resulting from
an increase in the meaningfulness of work. These findings
are consistent with several premises of SDT, according to
which, doctors engaging in their work by choice due fo it
being meaningful to them, will derive a greater degree of
satisfaction from it and be more committed. (77, 78) These
findings are also consistent with those of Tak, Curlin, and
Yoon (13) who found that intrinsically motivated doctors
were more likely to be safisfied with their job, derive
meaning from their work and have a higher level of
commitment; while burnout served to erode these positive
outcomes.

hypothesis with meaningfulness of work being a positive,
albeit weak predictor of job satisfaction (though this is a
the
independent of variance shared with work burnout).

partial  coefficient  representing associatfion
Therefore, independently of work burnout, doctors who do
not find their work to be meaningful are also less likely to be
satisfied with their job. This finding is also consistent with SDT,
as well as with previous findings by Berdud et al. (12) who
demonstrated that a lack of intrinsic motivation is
associated with reduced meaningfulness of work and job

satisfaction.

Increase stress (H5a) and work-life conflict (H5b) were
hypothesised to predict increased burnout, which in turn,
(H3q)
results

would predict decreased job satfisfaction and
(H3b). The

corroborated these hypotheses, with stress and work-life

meaningfulness of work also
conflict emerging as moderate positive predictors of
burnout, while burnout was a moderate negative predictor
of both job satisfaction and meaningfulness of work. Work-
life conflict was the greatest independent predictor of
burnout, being 50% stronger than stress. Work-life conflict
(medium effect) and stress (weak effect) also emerged as
indirect negative predictors of meaningfulness of work and
job safisfaction. Therefore, predictably, doctors reporting
greater stress and work-life conflict are more likely to report
burnout and doctors reporting greater burnout are likely to
be less satisfied and find less meaning in their work. This is

consistent with prevailing conceptualisations of burnout,
which indicate that ongoing occupational stress results in

Lower meaningfulness of work was hypothesised to predict  burnout, which constitutes a lack of personal
lower job satisfaction (H2). The results corroborated this  accomplishment, depersonalisation and  emotional
Doctor Workplace Atirition: An examination of pathways from work demands to organisational commitment 10
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exhaustion. (17) This finding is consistent with those of
Dyrbye et al. (79) who reported that work-life conflict was
strongly associated with burnout and stress. These findings
are also consistent with those of Shanafelt et al. (20) who
also found that burnout was linked to a decrease in
satisfaction and meaningfulness of work.

It was hypothesised that greater work-life conflict would
predict greater stress (H6). The results corroborated this
hypothesis and showed that work-life conflict was a strong
unique positive predictor of stress. The current results also
show that work-life conflict is potentially a greater source of
stress for doctors (i.e., a stronger correlate) than work
demands and stfressors. This finding is consistent with the
premises of the fransactional theory of stress, according to
which, work-life conflict may represent the elimination of
one important coping resource; namely, time outside of
work in which they can recharge with family and
recreational activities. A greater level of perceived stress is
expected when work-demands interfere with access to this

coping resource.

It was hypothesised that greater work-related demands
would predict higher stress (H7a) and increased work-life
conflict (H7b).
hypotheses since not all work-related demands predicted

The results partially corroborated these
higher stress and work-life conflict. Only hours worked
uniquely predicted stress after confroling for all other
predictors and also controlling for the influence of work-life
conflict. Hours worked emerged as a moderate negative
predictor of stress, which is in the direction contrary to what
was expected. However, this relationship makes some
sense when interpreted in conjunction with the indirect
positive relationship between hours worked and stress.
Consequently, working hours appears to play a dualrole as
The

positive relationship is transmitted through work-life conflict

both stress-reliever and stress-producer. indirect
and therefore, while working more hours may be an active
and productive way to reduce work stress, to the extent
that it creates work-life conflict, increased work hours is
associated with higher stress.

Hours worked, shift work, quantitative demands, and
emotional demands (all moderate except for the weak
association of emotional demands) were all positive
predictors of work-life conflict as well as being indirect
positive predictors of stress through work-life conflict (weak
effects except for the moderate indirect association of
quantitative demands). Quantitative demands was the

stfrongest direct predictor, being twice as strong as hours

worked or shift work.  Shift work, quantitative, and
emotional demands were indirect negative predictors
(small effects) of meaningfulness of work, satisfaction, and
commitment, with shift work (small effect) and quantitative
demands (moderate effect) also being indirect positive
predictors of burnout. All work-related demands, both
objective and subjective, were bivariately associated with
conflict moderate

increased  work-life (small  to

correlations).

In addition to quantitative demands being the strongest
direct predictor of work-life conflict, it was the strongest
bivariate correlate of both work-life conflict and stress.
Quantitative demands (the perception that the quantity of
work exceeds the resources available to do it) has the
greatest ability fo predict work-life conflict and stress (more
than twice as strong at predicting stress as indicators of
objective demands such as hours worked and shift work].
This finding is consistent with the tfransactional theory of
stress, according to which stress is a product of doctors’
appraising work-related demands as exceeding available
resources (such as time and energy). For several demands,
the relationship with stress was mediated through work-life
conflict, rather than direct, suggesting that work-related
demands may create stress primarily as a function of
degrading work-life balance. This finding is consistent with
previous results from Dyrbye et al. (79) who found high work
demands increased the risk of work-life conflict.

IMPLICATIONS
This study’s
commitment in order to identify potential drivers and

primary aim was to explain workplace
mechanisms of attfrition among doctors. The strongest
unique predictor of commitment was meaningfulness of
work, followed by the indirect effect of work-life conflict.
Therefore, doctors’ work-life balaonce and sense of
meaningfulness from their work should be prioritised and
The

results suggest that meaningfulness of work has less fo do

maximised in order fo minimise workplace attrition.

with the stressors measured and more to do with burnout
and work-life conflict. Therefore, focusing on burnout and
factors known to increase a sense of meaningfulness in
work should be the primary targets of attrition-reducing
inifiatives. For example, according to the SDT, strategies
that enhance doctors' sense of autonomy, competence,
and social connectedness are likely to increase their sense

of meaningfulness and satisfaction with work.

Indirectly, work-life conflict was the second strongest
predictor of attrition. Work-life conflict also predicted both

Doctor Workplace Attrition: An examination of pathways from work demands to organisational commitment n
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stress and burnout, which are highly prevalent and
concerning among doctors since they adversely affect
both mental health and work performance. (20, 21)
Therefore, enhancing work-life balance should also be a
primary target to improve doctor wellbeing, performance,
and commitment. While the workplace of a doctor can be
inflexibly stressful and demanding, endeavouring to
contain the stressors and burden inside the workplace and
prevent these from spilling over into home-life is an essential

challenge.

Health workforce planners and government decision-
makers should be aware that doctor work commitment is a
problem that is largely explained (60% of variance) by work
and the
Therefore,

demands, work-life  conflict,  burnout,
meaningfulness and satisfaction of work.
adequate funding and resources should be allocated to
minimise heavy workloads, which in furn, may go some way
toward improving work-life balance, minimising burnout,

and supporting doctors’ intrinsic motivation.

STRENGTHS, LIMITATIONS, AND FUTURE DIRECTIONS
The current study is strengthened by the fact that it
proposes theoretically-deductive pathways constituting a
broad framework that links work-demands and stressors to
doctor work commitment. While there is a growing body of
research focusing on doctor attrition, studies tend to focus
on isolated sections of the proposed framework, which is
here tested in full.

The most notable limitation is the inability of the cross-
sectional data fto support inferences about the causal
direction of the effects. It remains plausible that the
direction of influence runs counter to that depicted in the
model, or in some cases, causal influences may be

bidirectional or reciprocal.

A further limitation is the fact that all the measures utilised
in this study rely on self-report. This may limit the results due
to response biases. Another limitation is the use of self-
reported commitment as the outcome variable rather than
actual attrition behaviour. The current study is concerned
primarily with atfrition and commitment can serve only as
an imperfect proxy of attrition; therefore, it is unclear if the

effects found apply equally to afttrition behaviour.

Finally, as with any convenience sample, no guarantee
can be given regarding the degree of generalisability of
the current results and therefore, they require independent
corroboration before they can be taken as conclusive.

These limitations suggest several avenues for future
research. Longitudinal experimental studies would provide
confidence conclusions

greater in drawing causal

regarding the pathway proposed. However, ethical
concerns likely preclude the manipulation of many of the
predictors under study. Quasi-experimental  studies
recruiting samples of doctors experiencing varying levels of
demands may be worthwhile since it is the strongest
predictor among the work demands. Further studies
looking at objective work outcomes, such as actual

aftrition from the workplace, would also be useful.

In summary, the current study supports the plausibility of the
proposed pathways fto doctor attrition with a large
proportion of variance in work commitment and other
important outcomes explained. Meaningfulness of work
was the greatest independent predictor of work
commitment followed by work-life conflict, job satisfaction,
and burnout, while quantitative demands, the perception
of too much work and not enough fime, emerged as the
most important work-related demand to predict stress and

work-life conflict, and ultimately work commitment.

ETHICAL APPROVAL:

All procedures performed in studies involving human
participants were in accordance with the ethical standards
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ABSTRACT
.
OBJECTIVE:

Human resource productivity is one of the priorities for progress and developmentin any organization. Organizational
commitment amongst staff membersimproves their positive atftitude towards the organizationand organizational justice
is one of the requirements for any type of social participation.The present study was conducted with the aim of evaluating
the relationship between organizational justice and organizational commitment and human resource productivity from
the viewpoint of intensive care (ICU) nurses.

METHODS:

This cross-sectional study was conducted with 200 nurses working in the teaching hospitals of Mazandaran University of
Medical Sciences, (five hospitals) Iran in 2018. The data were collected using the Demographic Characteristics
Questionnaire, Moorman and Niehoffs Organizational Justice Questionnaire, Allen and Meyer Organizational
Commitment Questionnaire and Human Resource Productivity Questionnaire. Data were analyzed using SPSS 20 software
and descriptive and inferential statistical methods (Pearson correlation coefficient and linearregression analysis).

RESULTS:

The results of the study revealed that the mean of organizational justice, organizational commitment and human resource
productivity was 52.26 + 34.16,96.75 £ 14.62 and 65.39 + 18.05, respectively.The results of Pearson correlation coefficient
showed a positive and significant correlation between organizational justice and human resource productivity (r =0.615;
P =0.001) and between organizational commitment and human resource productivity (r = 0.140; P =0.048). Accordingly,
with increasing organizational justice and organizational commitment, human resource productivity also increases, and

vice versa.
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CONCLUSION:

The results of this study showed that organizational justice and organizational commitment have a significant effect on

human resources productivity. Hospital managers can consider the role of psychological interventions and strengthening

justice and organizational commitmentinimproving humanresource productivity of nurses.

KEYWORDS

Organizational Justice, Organizational Commitment, Human Resource Productivity, Intensive Care Unit

INTRODUCTION

I
Human resource productivity and ifs examination are one
of the priorities of the progress and development of any
organization. Productivity means feelings of effectiveness
and efficiency and the ability of an individual in the
organization. In other words, it involves the optimal use of
workforce, power, talent and manpower skills [1]. In
organizations such as hospitals, in which nursesinclude the
largest part of the workforce [2], the importance of
attracting and maintaining nursing staffis essential and the
status of nurses has been recently considered by managers
to increase the productivity of hospitals [1]. Nursing staff
productivity is very important since the hospital is a place
to care for patients who have complex and multiple needs
[3]. Based on a comprehensive study by the World Bank,
50% 1o 80% of the health sector'sresources are allocated fo
hospitals in developing countries. Therefore, the optimd
and proper use of resources isimportant [4]. Report suggest
that the human resource productivity indicator in Iran is
very low compared to the countries of the region and East
Asia [5].
Productivity Organization, the mean growth rate of human

Compared to member countries of Asian

resource productivity indicator in Iran was 2.03% during
2000-2006. Iranranked 9 among 14 countries of the Asian
Productivity Organization [4]. In order to achieve the goals
of full progress and development, effective and efficient
staffs are needed. Hence, the move towards increased
equity, commitment and satisfaction among the human
resourcesis one of the main tasks of organizations [7]. One
of the important organizational issues is the commitment
amongst staff. Organizational commitment amongst staff
can bring beneficial results for the organization, since this
variable strengthens the positive atfitude of staff towards
the organization [8]. Organizations with members at high
levels of organizational commitment usually have a higher
performance and less absenteeism for their staff. In many
cases, organizations need individuals who work beyond
their tasks and duties for the benefit of organization [2].

Organizational commitmentis defined and measuredin

three dimensions. They include emotfional commitment,
normative commitment, and continuous commitment [10].
Another organizational component is organizational
justice. Justice is one of the requirements for any type of
social participation. Continuous presence of people in
groups depends on their perception of observing fairness
and justice. Observing justice is one of the political
requirements of organizational behavior, since observing
justice increases the sense of belonging, loyalty and frust of
individuals fo the organization and increases human and
social capital of the organization [11]. The outcome of the
first studies on justice is the recognition of three types of
justice, including distributive justice, procedural justice, and
interactive justice in organizations. Distributive justice refers
tfo the fairness of the outcomes that staff receive [12].
Procedural justice means justice perceived of the process
used to determine the distribution of rewards. In the
interactive justice, organizational justice is passed on by
supervisors to subordinates [7]. Various studies have been
carried out on the factors affecting productivity, but there
is little information available on the productivity in the ICU
setting.

Based on the studies conducted and the results obtained,
the importance of productivity in hospital environments
becomesclearer.

The results of this research have clarified the need to pay
attention to organizational commitment, organizational
their
productivity in nurses and provide a suitable intervention

justice  and relationship  with  organizational
plan to respond to the ways of improving work productivity

in hospital environments

METHODS

I
The present study is a cross-sectional study with an
analytical approach. The research population included
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the nurses working in ICUs of Mazandaran University of
Medical Sciences in Mazandaran, Sari, and Ghaemshakhr,
Iran in 2018. The inclusion criteria of this study included 1)
having at least 6 months of employment history in the
intensive care unit, 2) having bachelor level of education
and higher. The research exclusion criterion also included:
1) incomplete filling up of the questionnaire. A list of
qualified individuals, against these criteria, was prepared.
Then, proportional random sampling was performed. The
sample size was calculated at 180 nurses using the sample
size determination formulain the correlational studies and
using a confidence level of 95% and consideringr=0.35.The
sample size increased to 200 by considering a potential 10%
drop out of the subjects invited to participate [13].

[z .+ 2, 4T

n= 2 ~+3
llnl_'-ipl_llnm
2 1-p, 2 1-p,

Data were collected by demographic characteristics

questionnaire  (age, gender, level of education,
employmenthistory in ICU, work shift, number of unit beds,
the unit score according to the rating the crifically il
patients, type of employment, work hours per month,
average overtime work hours per month), and Moorman
and Niehoffs organizationaljustice questionnaire, Allen and
Meyer organizational commitment questionnaire and

human resource productivity questionnaire.

Moorman and Niehoffs organizationaljustice questionnaire
include three subscales: distributive justice (5 questions),
procedural justice (6 questions), and interactive Justice (9
questions). The score of general organizational justice is
derived by summingup of scores of these three areas. The
whole questionnaire includes 20 items. The questions are
answered on a 5-point Likert 5 scale, ranging from 1 |l
strongly disagree) to 5 (I strongly agree). The minimum
score is 20 and the maximum score is 100. Scores 20-46
indicate this as lower organizational justice, scores 47 -74
indicate moderate organizational justice, and scores 75-
100 indicate high organizational justice [14]. The reliability
coefficient of organizational justice in previous studies has
been reported as 0.74, 0.75, and 0.87 for distributive
subscale, procedural subscale, and interactive,
respectively, using Cronbach's alpha method [15]. The
reliability of this questionnaire in this study was estimatedto

be 0.963 using Cronbach's alpha coefficient.

The Organizational Commitment Questionnaire was
developed by Allen and Meyer in 1991 [10]. It includes 24
items used in three dimensions of emotional commitment,
continuous commitment, and normative commitment.
These items were designed and scored based on the five-
point Likertscale, ranging from 1(is strongly disagree) to 5 (I
strongly agree). The scores are expressed as percent.
Organizational commitment scores were classified info
three levels of low (score 0 to 33 percent), moderate (score
34 to 66 percent) and high (67 to 100 percent).
scores represent higher organizational commitment. The

Higher

contfent validity index of this tool was reported more than
89%. In the study conducted by Nabizadeh et al to
examine the reliability of the questionnaire, the internal
consistency method with Cronbach's alpha coefficient
was used. It was found as 0.87 for the whole questionnaire
commitment dimension=0.82, continuous
0.89,

commitment=0.75 [14]. The validity of this questionnaire

(emotional

commitment  dimension= and normative
was estimated as 0.753 in the present study by using
alpha Staff

questionnaire includes 26 questions based on the seven

Cronbach’s coefficient. productivity
dimensions of Goldsmith (ability, clarity orrecognition, help,
motivation, evaluation, credibility, and environment). This
model is the most widely used model for assessing the
productivity from the viewpoint of staff. Its questions are
scored on a 5-point Likert scale ranging from 1 (I strongly
disagree) to 5 (I strongly agree). The maximum score of 20
questions is 20 and the maximum is 100 [17]. The reliability
of this questionnaire was assessed by Hedayati et al using
Test-Retestmethod. The developed and final questionnaire
was distributedto a group of 10 people in Hazrat-e Rasool
Hospital inTehran with time interval of 10 daysintwo stages,
and the correlation coefficient was reported as 0.86. To
examine its reliability, the researcher distributed 15
questionnairesin a population out of the study population
and the Cronbach's alpha was reported 0.75 [17]. The

reliability of this questionnaire was estimated o be 0.934 in
the present study with Cronbach's alpha coefficient. The
questionnaires were provided by the researcher to nurses
of the considered units in each hospital. After taking their
consent, required explanations were provided for them.
After filling up of the questionnaires, each person placed
the sheetsin folder.

DATA ANALYSIS
After
classified information for analysis. For analysis of the

collecting the questionnaires, the researcher

collected data, the SPSS20 software was used. Descriptive
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statistics including mean and standard deviation to
describe the research samples and inferential statistical
tests including Pearson correlation coefficient and linear
regressionwere used in this regard.

ETHICAL CONSIDERATIONS

It should be noted that the present study was conducted
after obtaining the necessary permissions andreceiving the
ethics code (IRmazums.Rec.1396.10257) from the
Research and Technology Deputy of Mazandaran
University of Medical Sciences research and obtaining
informed consent from the nurses, which included
describing the research objectives and procedure for
them. The researchers also ensured the nurses that their
answers would be used in line with the objectives of the

research and all their information would remain

confidential by observing the principle of anonymity.

RESULTS
I
The mean age of the respondents was 33.89 + 6.27 years.
83% of the subjects were female, 92% had bachelor level
education, 37.5% had an official employment status.

The work shift of nursesin most cases (88.5%) was rotational.
In terms of severity level of patients hospitalized in the
special ward, most of the patients (40.5%) were at level 3 of
disease severity.36.5% of the subjects were working in the
CCU unit (Table 1).

TABLE 1- JOB-DEMOGRAPHIC CHARACTERISTICS OF NURSES WORKING IN THE INTENSIVE CARE UNITS OF TEACHING
HOSPITALS IN MAZANDARAN UNIVERSITY OF MEDICAL SCIENCES IN 2018

gender male 34 17%
female 186 83%
Education level associate 2 1%
bachelor 184 92%
master 14 7%
Employment history Official 75 5.37%
freaty 56 28%
Contractual 31 5.15%
project 38 19%
Job status in unit Head nurses 9 5.4%
Sub head nurse 10 5%
In charge of shift 84 42%
Normal nurse 97 5.48%
Work shift rotational 177 5.88%
fixed 23 5.01%
Unit score (according to rating the 2 21 5.10%
criticallyill patients) 3 81 5.40%
4 52 26%
5 44 22%
Over 5 2 5.0%
Work unit CardiacICU 17 5.8%
Surgery ICU 1 5.0%
General ICU 39 5.19%
Internal ICU 8 4%
Burn ICU 15 7%/5
Neonates ICU 20 10%
PediatricICU 13 5.6%
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Cccu 73 5.36%
Dialysis 14 7%
age mean 27.6+89.33

The results of the study showed that the mean of
organizational justice, organizational commitment, and
human resource productivity were 5226 £+ 34.16, 96.75 +
14.62and 65.39 + 18.05, respectively.The results of Pearson
correlation coefficient showed a significant and positive
correlation between organizational justice and human
resource productivity (r = 0.615; P = 0.001) and between
commitment and human
0.140; P = 0.048),
organizational justice and organizational commitment (r =
0.217; P = 0.001). With
commitment, human resource productivity increases and
with

commitmentincreases, andvice versa.

organizational resource

productivity (r = and between
increasing organizational

increasing organizational justice, organizational

The Pearson correlation test showed a significant
relationship between organizational commitment and age
(P = 0.007), but no significant relationship was found
between organizational justice and human resource
productivity and age. There was a significant correlation
between organizational commitment and employment
history (P = 0.011), but there was not a significant
relationship between organizational justice and human
resource productivity and employment history. There was a
significant relationship between organizational
commitment and employment historyin the intensive care
unit (P =

between organizational justice (P = 0.018) and human

0.029). There was a significant relationship

resource productivity (P =0.008) and the number of beds in
the unit, but there was no significant relationship between

organizational commitment and the number of beds in the

unit. There was a significant relationship between
organizational justice (P = 0.005) and human resource
productivity (P = 0.012) and the number of personnel, but
there was not a significant relationship between
organizational commitment and the number of beds in the
unit. There was no significant relationship between
organizational justice, organizational commitment, and
human resource productivity and the work per month.
There was a significantrelatfionship between organizational
justice (P = 0.033) and overtime work hours per month, but
there was not a

significant relationship between

organizational commitment and human resource
productivity and overtime work hours per month (Table 2).
No significant difference was found between the mean of
organizational justice, organizational commitment, and
human resource productivity at the level of variables of
gender, level of education, positionin the unit, work shift,

and work unit.

In addition, the results of the study showed that the
regressionmodel is statistically significant for nurses' human
resources productivityin terms of organizational justice (P

2
<0.001). R® value is equal to 0.378,s0 the modelis able to
explain approximately 38% of the variations in the human
resource productivity (Table 3).

TABLE 2- CORRELATION BETWEEN ORGANIZATIONAL JUSTICE, ORGANIZATIONAL COMMITMENT AND PRODUCTIVITY AND
SOME MEDICAL-DEMOGRAPHIC VARIABLES OF NURSES WORKING IN THE INTENSIVE CARE UNIT OF MAZANDARAN UNIVERSITY
OF MEDICAL SCIENCES IN SARI AND GHAEMSHAHR IN 2018 BASED ON THE JOB-DEMOGRAPHIC

Variable Human resource Organizational Organizational justice
productivity commitment

age 052.0 192.-0 011.-0
465.=0P 007 =0P 875=0P

Employment history 020.0 179.-0 004.0
777 =0P 011.=0P 951.=0P

Employment history in ICU 112.0 155.-0 024.0
113.=0P =029P 736 =0P

Number of beds in unit 186.0 010.0 167.0
008.=0P 894 =0P 018.=0P
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Number of personnel 176.0 061.0 197.0
012=0P 391.=0P 005.=0P
Work hours per month 023.0 068.-0 008.-0
750=0P 337.=0P 906 .=0P
Overtime work hours per 069.-0 026.-0 151.0
month 331.=0P 710=0P 033.=0P

TABLE 3- PREDICTIVE POWER OF VARIANCE OF HUMAN RESOURCE PRODUCTIVITY SCORES BY ORGANIZATIONAL JUSTICE
SCORES AND HUMAN RESOURCE PRODUCTIVITY AMONG NURSES WORKING IN THE INTENSIVE CARE UNITS OF MAZANDARAN
UNIVERSITY OF MEDICAL SCIENCES IN SARI AND GHAEMSHAHR IN 2018

Independent Constant B Beta

variable (regression  (regression

constant non-

standardized

value)

coefficient)

(regression
standardized
coefficient)

Organizational 185.29 678.0 613.0
justice

Organizational 008.0 007.0
commitment

P-Value R2 R
(regression (Pearson
model (coefficient of coefficient of
statistical determination) correlation_)
test)

658.10 [ 001.0 378.0 615.0

116.0 908.0

DISCUSSION
I
This study was conducted to evaluate the relationship
between organizational justice and organizational
commitment and human resource productivity among
nurses in infensive care units. The results showed that both
organizational justice and organizational commitment had
a positive and significantrelationship with human resource
productivity. In the present study, the variables of the
number of beds in the unit and the number of personnel
showed relationship with human resource productivity and
the variables of age, employment history, and employment
history in infensive care unit showed significantrelationship
with organizational commitment. The variable of number of
beds in the unit, the number of personnel and the overfime
work hours per month were associated with organizational
justice. Although some previous studies have been
conducted on organizational justice, organizational
commitment and human resource productivity variables
separately in nurses, no domestic and foreign study has
the

organizational justice and organizational commitment and

been conducted on relationship  between
human resource productivity in nurses working in feaching
hospitals. We referto a number of studies that are relatively
close to the objectives of the present study below. In a
study entitled organizational justice relationship with job
satfisfaction and organizational commitment among staff

of selected hospitals of Isfahan University of Medical

Sciencesw, Yaghoubi et al showed a positive and

significant relationship between organizational
commitment and organizational justice [18]. In a study
conducted by Olivanio to evaluate the impact of
organizational justice on the health of staffin Finland, it was
that the

organization affects the health of staff and reduces

concluded implementation of justice in

absenteeism due toillness [19].

Determining the relationship between organizational
justice and management commitment, Kelendaver
concluded that although all dimensions of organizational
justice were associated withcommitment of managers, the
effect of interactive justice was higher than others [20].Ina
study on the relationship between organizational justice
and organizational commitment among staff of Shariati
and Valiasr hospitals in 2011, Ghasemiani et al concluded
that significant relatfionship between

organizational commitment and organizational justice, this

there was a

relationship was direct according to the correlation
coefficient obtained [21]. Amirkhani et al investigated the
relationship  between  organizational justice and
organizational commitmentin the staff of Isfahan University
of Medical Sciences. They concluded that staff who feel
injustice, show lower levels of organizational commitment
and cause problems for organization archiving its goals,

while high commitment of staff direct the organization
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towards its pre-specified goals [22]. In a study entitled "“the

impact of organizational  justice,  organizational
commitment, andjob satisfaction onthe quality of working
life: a case study of staff at the Public Hospital of Poursina
in Rasht, Syahkal Mahalah et al found a positive and
significant correlation between organizational
commitment and organizational justice [11]. Safavi et al
investigated the variables predicting organizational
commitmentinnurses and found a positive and significant
correlationbetweenjob satisfaction and procedural justice
and organizational commitment (P = 0.001) [23]. In a study
entitted "The effect of ownership, level of staff and
organizational justice on nurses'commitment, participation
and satisfaction: a survey study in Finland", Heponomi et all
concluded that reducing organizational justice reduces
the organizational commitment [24]. In a study entitled
"The relationship between emotional intelligence, job
satisfaction, organizational justice and commitment with
mentoring function from the viewpoint of staff of Poursina
Hospital in Rasht, Syahkal Mahalah et al found a positive
and

commitment and organizational justice [25].

significant correlation between organizational

The results of these studies are inline with those of our study.
Studies have shown that justice processes play a maijor role
in the organization and the way of dealing with individudls
in organizations may affect staff’s beliefs, feelings, atfitudes
and behavior [7]. The fair behavior of the organization with
staff generally leads to their higher commitment to the
organization. In addifion, people who feel injustice wil
more likelyleave the organization or show the low levels of
organizational commitment and they may even show
abnormal behaviors. Hence, understanding how people
judge their justice in their organization and how they
respond to perceived justice or injustice is one of the key
issues, especially for understanding organizational behavior
[7]. Organizational justice is important since if staff feel
inequality, they will be the source of potential
dissatisfaction in the organization, followed by irreparable

consequences|[26].

In a study conducted with the aim of investigating and
determining the role of procedural justice in promoting
decision making as a predictive variable, Mary Lemons
concluded that procedural justice in decision making
affects the organizational commitment of staff [27]. In a
stfudy conducted to enhance the organizational
commitment of sports media staff through the mediating
role of organizational justice and job satisfaction, Nazari et

al found that organizational justice had an effectiverolein

job satisfaction and organizational commitment. In
general, organizational justice had a significantimpact on
job satisfaction and organizational commitment of sports
media staff. Thus, it can be stated that the lack of
organizational justice in any organization leads to the lack
of commitmentin organization and lack of job satisfaction
in people. Managers must be ensured of organizational
justice before making any decision to avoid the problems
within the organization [28]. In a study on organizational
commitment and its dimensions in nurses working in
Medical

concluded that the organizational

hospitals of Sciences,
Seyedghibi

commitment of nursing staff was at the moderate level [29].

Shiraz University of
et al

In a descriptive study entitled "evaluation of organizational
commitment in clinical nurses", Nabizadeh Garguzar et al
found that the level of organizational commitment was at
the moderate level of 53.5% [14]. In a study entitled “ the
correlation between organizational commitment of nurses
and the quality of hospital services at the Tehran Women
Comprehensive Teaching and Health Center, Omarani et
al found that organizational commitment in nurses was at
a lowlevel [30].

The results of the study conducted by Khan about
organizational commitment and job satisfactionin nurses,
were in line with the results of our study, so that nurses'
commitment was also estimated at the moderate level in
the mentioned study [31]. However, the results of a study
conducted by Lee et al showed a high level of
organizational commitment among nursesin Malaysia [32].
The results of a study conducted by Nyaz Azariet al on the
relationship between professional ethics and
organizational commitmentrevealed ahigh organizational
commitment among administrative and care staffs of Amal
city [33]. In a study entitled “perceiving organizational
commitment among nurses, Alasri showed that emotional
commitmentinnursesis more perceivable than continuous
commitment and normative commitment and this type of
commitment (emoftional) has more positive effects in an
organization [34].

Rahmanzadeh et al investigated the organizational
commitment of nurses in hospitals affiliated o Tehran
University of Medical Sciences and showed that nurses'
commitment was moderate and normative commitment
had the lowestscore and continuous commitmenthad the
highest score [35]. The results of these studies were in line
with those of our study. Human resources are the most
important capital of organizations, and the better quality

of capital will increase the probability of success, survival
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and promotion of the organization. Thus, much effort
should be made to improve the quality of human
resources, because itis for the benefit of both organization
and individuals. A loyal and satisfied workforce working
with organizational goals and values, works beyond his or
her duties and can play a major role in the organization
effectiveness. The presence of such a force in the
organization is associated with increased level of
performance andreduced absenteeism and delay of staff.
Such forces provide the conditions for growth and
development of an organization. In contrast, a force with
low level of sense of satisfaction, organizational justice and
organizational commitment and with a higher willingness o
leave the organization will not move in line with the
organizational goals and will play major role in creating
indifference to issues and problems of the organization

among other coworkers [34].

In a study entitled "The relationship between perceived
organizational justice and productivity in hospitals of Iran
University of Medical Sciences” Sidin et al concluded that
perceived organizational justice isless than moderate, and
productivity is higher than the moderate among the staff.
In a study entitled"The relationship between organizational
justice and staff productivity in hospitals," Hedayati et al
concluded that staff's understanding of the types of justice
in the hospitals was moderate [17]. In the area of
productivity of hospital staff, the results suggested that all
of the productivity indicators were at a moderate level
staff. The
organizational justice has a significant positive correlafion

among the results suggest that general

with human resource productivity [20]. In a study entitled
"The
productivity among the staff in the selected feaching

relationship between organizational justice and

hospitals of Tehran University of Medical Sciences”, Ahadi
Nejad et al showed a significant positive correlation
between perceived organizational justice and its

dimensions and productivity [13].

In a study entitled “The relationship between organizational
commitment and the productivity of the rehabilitation
department members: a case study of Razi Psychiatric
Center, Sharifi Asl et al found a positive and significont
relationship between organizational commitment and
productivity [37]. Hatami et al investigated the relationship
between the quality of work life and organizational
commitment and productivity in the staff of Jahrom

Jahrom University of Medical Sciences. Pearson correlation
coefficient showed a positive and significant correlation
between organizational commitment and productivity
[38]. In a study entitled “investigating the relationship
between quality of work life and human resource
productivity in health care centers (case study: Nurses of
Shahid Sadoughi Hospital, Yazd), Salam Zadeh et al found
that the quality of work life and the level of nurses'
productivity were less than moderate level. Additionally,
the

significantrelationship between the quality of work life and

results of this research revealed a positive and

the productivity of nurses [32]. The performance of staff
plays a crucial role for the organization, so finding the
factors that affect the performance of staff and their

productivity has a high importance.

Despite the fact that the hospital system is one of the most
important actors in the service sector and productivity of a
nursing system is considered as the largest part of the health
system, less attention is paid to their views. Using their views
allows management to understand the factors affecting
their productivity well and consider them in the hospital
planning [40]. Nurses are the largest group of healthcare
workers and they affect the productivity and progress of
the organization more than any other group of hospital
staff. Nurses’ productivity leads to better decision-making
in planning for providing the services and care [41].
Organizational commitment causes a group of skilled and
qualified and high experience staffs to be gathered in their
work and it is considered as the biggest tfreasure for the
organization. In contrast, when there is no organizational
commitment or loyalty, after gaining experience in the
organization, staff will leave the organization as soon as
they find another job. Nowadays, organizations need
effective and efficient staffs to achieve their goals. In
general, the effectiveness and efficiency of organizations
depend on the effectiveness and efficiency of the human
resources in that organization. Thus, moving towards
increasing the justice, commitment and productivity of
human resources are one of the core tasks of organizations.

CONCLUSION

I
This study is a correlational study with an analytical
approach. The results of this study revealed a positive and
significant relationship between organizational justice and

) ) ) ) o o organizational commitment and human resource
University of Medical Sciences. Results indicated a positive .
o ) ) . productivity.
and significant correlation between quality of worklife and
organizational commitment and productivity of staffs in
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Nursing managers should evaluate the organizational 8. Heimann B, Pittenger KK. The impact of formal

justice, organizational commitment and human resource mentorship on socialization and commitment of

productivityin nurses by periodicallyreviewing andidentify newcomers. Journal of Managerial Issues. 1996:108-17.

the individual, organizational and organizational factors 9. Bozorgzade M, Sadat-Tosi A. Review job satisfaction

affecting organizational justice, organizational and organizational commitment managers and Sepah
commitment, and human resource productivity and fake fraining centers. Tehran: Setad Moshtarak Sepah

steps to improve each of these factors. Hence, the relevant Publication. 1998.

authorities and managers are recommended to support  10. Allen NJ, Meyer JP. The measurement and

the nursing managers with adequate allocation of antecedents of affective, continuance and normative

resources and planning and adopting rational decisionsin commitment to the organization. Journal of
this regard. Organizational justice and organizational Occupational Psychology. 1990;63(1):1-18.
commitment are associated with human resource 11. Hatam AR, Kouchakinejad L, Yousefzadeh S. Role of
productivity, so paying more attenfion to organizational organizationaljustice, organizational commitment and
justice leads to the higher commitment of nurses and job satisfaction on quality of work life: case study of
increased productivity of human resources. It will help Pour-Sina state hospital personnel in Rasht. Journal of
nurses play their role effectively in providing care for Hospital. 2014;13(4):133-44 [Persian].

patients, which is one of the main goals of the healthcare  12. Hossienzadeh A, Naseri M. Organizational justice.

system. Given the positive relationship between Monthly Magazin Tadbir 2007;19:19-21 [Persian].

organizational justice and organizational commitmentand  13. Ahadinejad B MR AA, Mohtashamzadeh
human resource productivity, it is recommended to use B,Mohagheghpour A. Relationship between
spiritual and financial support to enhance organizational organizational justice and productivity of staff in
justice and the commitment of nurses. hospitals Treatment of Tehran University of Medical

Sciences.Health Magazine. 2015;6(2):202-10 [Persian].
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ABSTRACT

OBJECTIVE

The prevalence of coronavirus disease 2019 (COVID-19) can cause inconvenience and affect lifestyle because human
movements can spread virus fransmission. This study aims to investigate the impact of the government’s public health
intervention policies and reported COVID-19 cases on locals’ mobility patterns.

DESIGN
Secondary data on various mobility patterns of Hong Kong people against public health intervention policies and
reported COVID-19 cases were collected and analyzed from publicly available sources, including government,
commercial, and news sites. Data were collected from January to July 2020. Multiple regression was applied for hypothesis
testing.

RESULTS

Results showed positive and negative impacts of public health intervention policies and reported COVID-19 cases on
locals’” mobility patterns. The policy of wearing facial masks negatively influenced locals’ mobility patterns. Then, the policy
of closure of leisure and cultural service venues increases locals’ mobility for retail, groceries, and transit. Moreover, the
policy limiting social gatherings to 50 people enhanced locals’ mobilities for retail and transit. From another aspect, the
reported COVID-19 cases had a negative impact on locals’ mobility for retail, parks, and fransit.

CONCLUSION

This study presents considerable effects of public health intervention policies. With the restrictions on certain activities or
behaviors, locals will fransfer to another behavior, which consequently enhances travel mobilities. The reported COVID-
19 cases significantly reduced local mobility patterns.
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INTRODUCTION

|
A novel coronavirus disease, now known as COVID-19,
emerged at the end of 2019 has spread globally at the
beginning of 2020. Millions of people have fallen ill, and
businesses have struggled to survive with strict measures,
such as city lockdowns. The global fourism industry remains
one of the most impacted sectors, which has suffered
significantly because of fravel restrictions and control. [1, 2]
influence locals’

Restrictions on travel and mobility

behaviors and international tourist arrivals, thereby
affecting the survival of businesses in the retail, tourism, and

hospitality sectors.

Owing to the increase of reported COVID-19 cases
globally, the governments of countries affected by the
COVID-19 pandemic enact public health intervention
initiatives fo minimize COVID-19 transmission and people’s
mobility behaviors. Some rules include conftroling
international tourist arrivals, limiting the number of people
for social gatherings, setfting fime for city lockdown, and
seeking approval before making a business trip. These rules
can prevent the disease from spreading to a certain
extent. The prevention mechanism is doubted, and people
are reluctant to follow the social distancing norms.
Consequently, more rigid rules may be introduced, which
can cause inconvenience to people psychologically and
physically. Local businesses and enterprises will be affected

by the constraints and limited mobility of locals.

Many researchers have used mobility data fo investigate
the effectiveness of government policies. [3, 4, 5, 6, 7, 8]
However, a research gap still exists. Limited literature
regarded the relationship between government policies
and mobility data in the context of locals’ behaviors and
fravel patfterns. A case study on a densely populated city,
such as Hong Kong, can provide new insight into
understanding future enterprises’ business recovery and
new government policy initiatives. Moreover, Hong Kong's
experience with the SARS outbreak in 2002-2004 implies the
influence of locals’ public health awareness and risk
perception on mobility behaviors. Considering the different
external environments, such as lack of trust in crisis response
to COVID-19 in Hong Kong [?]. this study explores how locals
execute public health intervention initiatives with the new
social distancing norms and practices initiated by the
government.

This
government’s public health intervention policies and

study aims fo investigate the impact of the
reported COVID-19 cases on locals’ mobility patterns. The
study contributes to the effectiveness of government
policies and public gathering initiatives in implementing

social distancing and prevention of disease fransmission.

LITERATURE REVIEW
|

PUBLIC HEALTH INTERVENTION POLICIES

Public health intervention policies explain the mitigation
stfrategies to suppress public fransmission within  a
community. [10] During the development of a potential
vaccine, non-pharmaceutical interventions (NPI) have
been af the forefront to curb the spread of COVID-19. NPIs
are described as “actions apart from getting vaccinated
and taking medicine that people and communities can
take to help slow the spread of ilinesses.” [11] Government
policies implemented NPIs as a part of community
mitigation strategies. Some examples of NPIs are fravel
bans, cancellations of social events, restrictions on
gathering size, closure of public transport, school closures,
work from home recommendations, and restriction on
(12]

Restrictions on travel proved to be an effective early

internal  movement and international travel.
measure to limit the spread of the virus but were insufficient

for its long-term containment. [13]

Social distancing, the act of keeping physical distance
from others and limiting frequency and contact with others,
has rapidly become a household term. Social distancing
norms have changed locals’ behaviors. Research has
proven the effectiveness of social distancing as a crucial
measure for controling the spread of COVID-19. [4, 14]
However, Zhang et al. argued that the effectiveness of
social distancing strategies depends on other inferventions
to reduce transmission. [14] In Hong Kong, early quarantine
that was enforced less than one day after the onset of
symptoms has been identified as a crucial measure to
inhibit the spread of the virus. [15] Limitations on the number
of individuals gathering publicly due to public gathering
policies) have been enforced to encourage social
distancing. [?] Moreover, large gatherings and major
public events were suspended or postponed. Dinner
gathering after 6:00 pm was prohibited for a specified
period.
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RELATIONSHIP BETWEEN PUBLIC HEALTH INTERVENTION
POLICIES, REPORTED CASES, AND MOBILITY PATTERNS

Mobility measures the percentage change of a
population’s movement between spatial categories. The
degree of self-restriction was consistently associated with
the declines in all activities such as eat-out and leisure. [16]
As the transmission of the virus occurs with close contact,
reduced mobility in outdoor spaces is one way to reduce
fransmission and, ultimately, the reported COVID-19 cases.
[8] Targeted lockdowns and closures of educational
institutions have reduced mobility and virus transmission,
with early closures of schools and universities resulting in a
larger reduction in mobility and the reproductive number
of the virus. [10]
In the literature, raw location data from commercial
providers have been used to discover large reductions in
mobility in the US, specifically in relation to certain
government policies targeting the COVID-19 spread. [17]
For instance, lockdowns were found to reduce outdoor
mobility of citizens and thus virus transmission. [7, 17]
Additionally, the policy of social distancing proved to be
effective in restricting virus transmission owing to the
reduced population mobility. [4, 6] This study aims fo
investigate the effectiveness of the government policies
and local citizens' behaviors of mobility patterns. The
following hypothesis is proposed:

H1: Government public health intervention policies
would reduce locals’ mobility patterns.

Mortality and death anxiety have been found to be
positively related to outdoor mobility and negatively
associated with more time spent at home. [18] With the
updated number of people affected by COVID-19, people
would avoid traveling in public areas, given the existing risk
concerns. Thus, Hypothesis 2 is proposed as follows:

H2: The increased number of reported COVID-19
cases would reduce locals’ mobility patterns.

METHODOLOGY
]

DATA COLLECTION AND PROCEDURE

This study focuses on Hong Kong owing to its position in the
COVID-19 pandemic. The population density in Hong Kong
is 6,940 persons per square kilometer of the land area. [19]
Hong Kong, a densely populated city bordering Mainland
China, reacted swiftly to the increasing spread of COVID-
19.

Secondary data were collected and analyzed from

publicly available sources, including government,

commercial, and news sites. The composition of
independent and dependent variables is explained below.
The major independent variables are as follows: public
health

constructed

intervention policies—the policy timeline was

through individual news articles and
categorized into seven main groups: (1) restaurant, (2)
border, (3) quarantine, (4) face masks, (5) Leisure and
Cultural Services Department (or LCSD; i.e., museums,
sports, and public spaces), (6) entertainment (i.e., bars,
cinemas, and karaoke venues), and (7) public gathering
restrictions (e.g., 2-4, 8, and 50 people) and report COVID-
19 cases. In the meantime, the dependent variable is local

mobility pattern of various activities.

Policies involving restaurants included limitations on the
maximum occupancy in the restaurant, hours for dining in,
and restrictions on the number of people allowed per
table.
individuals from entering Hong Kong on the basis of

Border restrictions included the banning of
departure destination and residency. Quarantine policies
involved the imposition of mandatory quarantine on
individuals arriving from listed areas. Face mask policies
required people to use face masks in stated areas. The
LCSD is a governmental department, and policies under
this category involve its managed facilities, including public
libraries, museums, sports centers, and swimming pools. The
entertainment group policies were related to the closure or
restrictions of enfterfainment venues, such as bars, cinemas,
and karaoke venues. Public gathering restrictions were
coded and categorized into three groups that the
government had issued in the time frame of the study. The
caps of two and four people were combined into one
category, with caps on 8 people and 50 people being the
other two categories. The public gathering policy timeline
was noted as a dummy coding (dummy code = 1, others =

0) when a certain cap on public gathering was in place.

The reported cases of COVID-19 were updated daily as
public sector information by the Hong Kong government.
The reported cases were logged from January 23 to July 31,
2020.

Locals’ mobility patterns were sourced from the Google
(2020). [21] The dataset
measured the daily percentage change of movement to

Community Mobility Reports

various spatial categories compared with the baseline of
the five weeks from January 3 to February 6, 2020. Spatial
and

categories were grouped as follows: (1) retail
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recreation, (2) groceries and pharmacies, (3) parks, and (4)  RESULTS
fransit and stations. In particular, mobility data provided by R
Google were used in fthis study fo evaluate the Table 1 presents the linear regression results on the

effectiveness of policies and locals’ mobility [3, 5].

The news articles referenced were primarily from Hong
Kong's public broadcasting service, Radio Television Hong
Kong (RTHK) English News. [20] RTHK broadcasts with English
articles were used in the creation of the policy timelines.
Supplemental articles were sourced from the South China
Morning Post, including international sources, such as
Reuters and Al Jazeera. [22, 23, 24, 25] Policies regarding
the
continuously updating COVID-19 government resource

border control were also referenced through
website. The timeline begins on January 25, 2020 and runs
unfil July 31, 2020. The fimeline noted policy changes,
including relaxation or restriction in policies, from their
enforcement date. Data were coded according fo the
policy enforcement date rather than the announcement

date.

DATA ANALYSIS

For H1 and H2, multiple regression was employed to fest the
impact of various independent variables (e.g., six public
health intervention policies and reported COVID-19 cases)
on the dependent variable (mobility patterns to retail,
The
multicollinearity testing of variance inflation factor (VIF) was

groceries and pharmacies, parks, and transit).
performed. Most mulliple regression equations met the
accepted level of the multicollinearity test with the ranges
between 1.02 and 1.88. [26] When running the multiple
that the

quarantine, and

regression testing, the warnings showed

independent variables (i.e., border,

schools) were constants or had missing correlations.

influence of public health intervention policies and
reported cases on locals’ mobility patterns per spatial
category. For retail mobility pattern, the variables of LCSD
(B = 1.84, t-value = 2.34, p < 0.05), public gathering
restrictions of 50 people (B = 10.75, t-value = 3.32, p < 0.01)
as well as daily reported cases (f =-0.13, t-value =-9.78, p
< 0.01) were statistically significant (adjusted R2 = 0.86, F-
value = 144.62, p < 0.01, and Durbin-Watson test = 1.15).
Furthermore, the public health intervention policies in terms
of facial masks (p = -7.23, t-value = -2.31, p <0.05), LCSD (p
=5.27,t-value = 3.62, p < 0.01), and daily reported cases (P
=0.09, t-value = 3.53, p < 0.01) had a significant effect on
mobility patterns in groceries and pharmacies (adjusted R2
= 0.44, F-value = 19.84, p < 0.01, and Durbin-Watson test =
1.15).

Moreover, for mobility pattern to the parks, only daily
reported cases (B =-0.20, f-value =-4.51, p <0.01) affected
mobility patterns in parks and outdoor spaces (adjusted R2
=0.30, F-value = 11.30, p < 0.01, and Durbin-Watson test =
1.12). For transit areas and stations, the variables of LCSD (B
=4.41, t-value = 4.09, p < 0.01), public gathering restrictions
of 50 people (B = 10.27, t-value = 2.31, p < 0.05) as well as
the daily reported cases (p =-0.08, t-value =-4.45, p < 0.01)
were statistically significant (adjusted R2 = 0.72, F-value =
62.62, p < 0.01, and Durbin-Watson test = 1.47). As a result,
H1 and H2 were partially supported.

TABLE 1: IMPACT OF PUBLIC HEALTH INTERVENTION POLICIES AND REPORTED CASES

RETAIL (e]{o]ed {3 & PARKS TRANSIT
PHARMACIES
Independen Unstandardize Unstandardi Unstandardize Unstandardiz
t variables d coefficient t-valve zed t-value d coefficient t-value ed coefficient t-value
coefficient
B SE B SE SE
(Constant) -21.64 0.48 -45.06** -6.59 0.89 -7.40** -10.32  1.54 -6.69*  -27.69  0.66 -
42.02**
Facemasks -1.09 1.69 -0.64 -7.23  3.14 -231* 4.00 5.43 0.74 1.06 2.32 0.46
LCSD 1.84 0.79 2.34* 5.27 1.46  3.62** -0.46 2.52 -0.18 4.41 1.08  4.09**
Entertainme  -0.91 3.08 -0.30 -3.07 571 -0.54 -15.17  9.89 -1.53 -4.04 422 -0.96
nt
PG (2-4 pp) -1.81 3.06 -0.59 6.65 568 1.17 12.15 9.82 1.24 -1.42 419 -0.34
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PG (8 pp) 5.42 3.16 1.72 6.71 587 1.14 5.39 10.16 0.53 8.23 434 1.90
PG (50 pp) 10.75 3.24 3.32** 9.69 6.02 1.61 15.52 10.41 1.49 10.27 4,45 2.31*
Reported -0.13 0.01 -9.78** 0.09 0.03 3.53* -0.20 0.04 -4.51*  -0.08 0.02 -4.45**
cases

Adjusted R? 0.86 0.44 0.30 0.72

F-value 144.62** 19.84** 11.30** 62.62**

Durbin- 1.15 1.15 1.12 1.47

Watson

*p <0.05 *p<0.01

LCSD = Leisure and Cultural Services Department, PG = Public gathering, pp = people

DISCUSSION AND CONCLUSION
|
This study attempts to investigate the impact of public
health intervention policies and reported COVID-19 cases
on locals’ mobility patterns. The results indicate evident
evidence of the relationship between public health
infervention policies and mobility patterns. Hong Kong
residents have become increasingly alert to the social
distancing norm. [4, 14] Their daily activities and behaviors
have been changed accordingly. For instance, wearing
masks and having hand sanitizer have become a normal
practice. Furthermore, the facial mask policy reduces
significantly the mobility of locals to groceries and
pharmacies. This event might reflect the situation by which
additional drugs and dispensaries are not highly needed
because locals control their safety by wearing marks in
indoor and outdoor areas.

Furthermore, closures of LCSD venues, such as public
libraries and museums, enhance greatly the mobility
toward retails, groceries and pharmacies, and fransit. As a
leisure choice of Hong Kong locals, shopping activities are
common for all age groups. Residents may possibly be
inclined to head toward retail outlets more than before,
given the sudden closure of LCSD venues as a normal
leisure destination choice. Many people may not have
great risk concern because wearing marks and other
health (e.q.
checking) is applied in retail stores. [16] In addition, the

protection mechanism temperature
increase of fransit mobility is explained as locals need to
take the means of transportation for shopping and
fransporting the necessary goods and supplies. Last, limiting
social gatherings in a stringent manner involving 2-4 people
and 8 people maximum. seemed to have no significant
impacts on the mobility patterns across various areas.
However,

relaxation to 50 people in the gathering

restriction actually positively sfimulates the retail and
fransport mobilities. The prolonged nature of the stringent
restrictions during the second wave in Hong Kong may
have resulted in collective fatigue, thereby influencing
increased retail and transport mobility during the easing of
restrictions. [27] Many residents may thus like to hang out
with a fravel unit of much less than 50.

The reported cases of COVID-19 also significantly affect
mobility patterns. Higher incidences of reported cases
reduce mobility patterns in retail, parks, and transit but
increase mobility in groceries and pharmacies and
residential areas. These patterns largely reflect the reduced
fime spent in outdoor spaces and increased fime spent at
home, including stockpiling goods in response fo crisis. The
reported cases show the local citizens’ risk perception and
self-discipline, which can be an effective self-regulating
factor. [28] Locals aftempt to the behavior of stockpiling
groceries and pharmaceutical items. [29, 30] Through these
mobility and related purchase behaviors, they tend to
perceive a mastery of control over their health and
consumption activities to prepare for the future. In addition
to individual risk perception, awareness of groups and
social interaction somewhat limits outdoor mobility. [16]
Individual-level behavior can outpace policy directives in
increased media

some cases possibly because of

consumption and information networks. [4]

The battle with COVID-19 will remain until the vaccine is
discovered, despite the upcoming new virus transmission.
The evaluation and new initiatives of NPI strategies can be
further investigated to ensure their effectiveness. The
managerial implications are infroduced as follows. The
public health intervention policies have various effects on
locals’ mobility behaviors one way or another (positive and
should be
developed and executed to gain opfimal benefits with the

negative consequences). These policies
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least negative impacts because they will have a direct and
indirect effect on locals’ daily work and lifestyle. For
instance, the social distancing measures should encourage
the locals’ working and studying from home during the high
COVID-19 infections and death rates. The duration of policy
implementation can be regularly exercised to make
adjustments where appropriate such as controling the
opening hours and number of visitor capacities of
restaurants and public leisure and recreation facilities.
lockdowns and COVID-19 are
controllable, the large-scale lockdowns can be further
[10]
concerned should provide sufficient information to raise
the locals’ awareness and perception of COVID-19.
Promoting the first, second, and third dose of COVID-19
vaccine is essential, especially for the locals who have not

Once the city small

executed. The government and organizations

yet received any dose. Safeguard discipline of each
individual should be reminded, and the compliance of
everyone must be ensured.

LIMITATIONS AND FUTURE RESEARCH

|
This study has limitations regarding the collection of
secondary data. Analysis of percentage change in mobility
compared with a baseline assumes the baseline as a norm
and may overlook nuances in changes in seasons, public
holidays, and other factors that influence human mobility.
The period of data collection was until the end of July 2020.
Limitations exist in the construction of the policy timeline as
concurrent  policies may have overlapping effects.
Moreover, the nuances of mobility among extending,
restricting, and relaxing a policy may have been
diminished. [3] This study disregarded the interactions on
the policy
announcement and implementation, which can show

human  behavior in gap between
another insight. [7] Furthermore, the inherently complex
nature of human behavior in response to the pandemic
involved sociodemographic factors, cultural and political
contfexts, and other factors that may influence the new
insight. Future studies can explore a community survey to
understand how mobility pattern of the population could
be affected by public health policies during the pandemic.
A comparison of the survey results conducted in different
fime points can also have important practical implications.
Timely update with individuals’' perceptions and attitudes
as well as the effects of government policies as
representing environmental factors is an important element

in a longitudinal study.
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ABSTRACT
_____________________________________________________________________________________________________________________________|
Social atrocities and discrimination make sanitary workers vulnerable to aggression which in turn disrupts their well-being.
The issues concerning the psychological health of sanitary workers have been addressedless by researchers. The present
study aimedto assess the level of aggression and general well-being among sanitary workers.

An aggression questionnaire, consisting of four dimensions, namely physical aggression, verbal aggression, anger and
hostility was used. The PGl general well-being measure and personal profile sheet consisting of socio-demographic details
was given to 150 sanitary workers who were selected through purposive sampling method.

The dimensions of aggression- anger and hostility were negatively correlated with the general well-being of the
participants. Amongst the four dimensions of aggression, anger is found to be the predictor of general well-being.

KEYWORDS

aggression, general well-being, sanitary workers

INTRODUCTION
I
InIndia, according to a report by Dalberg 2019, there were

also facing problems of little or inconsistent pay, no fruitful
policies and laws to aid them, no facilities for their children
like insurance policies, support for school education and

approximately 5 million sanitary workers, out of which nearly

2.5 million were exposed to a high level of occupational ofher basic rights which were given fo ofher employees.

risks and dangers [1]. The World Bank, on its website, defines Many of the challenges that sanitation workers face stem

Sanitary Workers as "men and womenwho emply pits and from their lack of visibility in society. They are stigmatised,

septic tanks, clean toilets, sewers and manholes and marginalised and their voices ignored by the people in

operate pumping stations and tfreatment plants” [2]. In any power [4].The sanitafion workers face many socid

civic cleaning system, sanitary workers were considered as atrocities [5]. These atrocities include their poor working

the backbone of society. In many developing countries conditions and the non availability of the basic gear that

where the resources were limited, most of the waste ' meant to protect them against poisonous gas and

handling works were done manudlly by them [3]. They are germsinthe sewage. The sanitation workers do not get the

basicrespectthat one can expectforahuman being. They
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are stigmatized as untouchables and were never part of
the main stream society. The job undertaken by sanitary
workersis often found to be a target of stigmatization. This
lack of acknowledgment, adds to their health and family
levels of frustration and

issues, leading to inflated

aggression.

Aggressionis a harmful social interaction often expressed
to inflict unpleasantness among others. There can be
various triggers of aggressionwith the more important one
is feeling disrespected in society [6]. Other factors such as
alcohol [7], pain and discomfort [8] and frustration [?] can
also trigger aggression. One of the key aspects of mental
health, well-being, is affected drastically, as these sectors
of people are not recognised for the kind of work they do.
The WHO defines [10] well-beingin terms of mental health
in which how an individual perceives his or her potential,
the ways of coping with the normal life stressors, the ability
to work effectively and fruitfully and how can contribute to
the family, society and community. Such psychological
issues of sanitary workers remain unexplored and, the
research studies in the above-mentioned psychological
constructs were inadequate and restricted.

METHOD
|

PARTICIPANTS

From Coimbatore district, Tamilnadu, India,162 sanitary
workersinthe age range of 20-60 years were selected using
purposive sampling technique from various working sectors
viz., public, private and agency.

MATERIALS

A personal profile sheet was designed by the researchers
to collect the demographic details of the parficipants such
as their name, gender, age, marital status, number of
children, family type, presence of health issues and details
about their health risk habits like smoking, use of alcohol,
pan, betel leaves or no habits.

The aggression questionnaire developed by Buss and
Perry(1992) [11].

The PGI General well-being measure developedby Verma
and Verma (1989) [12].

Adult the
participants were given an explanation about the research

consent form -Before data collection,

Aggression As a Predictor of General Well-Being Amo ng Public Health Workers

purpose, and they were giventhe consent form to express
their voluntary consent for participation.

PROCEDURE

Public sanitary workers work for the government. In the
present study, the data is collected from the sanitary
workers working in Coimbatore Municipal Corporation.
Private sanitary workers work in private institutions such as
and other commercia

schools, colleges,

operations. Agency sanitary workers also work in private

hospitals

institutions but are employed by a partficular organisation
which provides the employment service to those private
institutions.

As the study followed non-experimental research design,
not sought. The respecfive
questionnaires were identified as they were found to be

ethical clearance was
relevant for this study. The aggression questionnaire by Buss
and Perry (1992) has all the four types of aggression
elements: physical and verbal aggression, anger and
hostility. The scale identified to study the general well-being
was widely used in many studies, across disciplines. Hence,
the
questionnaires to collect the data from sanitation workers.

researchers found reasons to choose these two

After an expression of their consent to take part in the
research study, the participants were interviewed and the
Although 162
participants extended their consent initially, only 150 data

data were filled by an enumerator.

were found to be complete and incorporated for further
statistical analysis. As the primary language of the
participants was Tamil, the researcher conductedinterview
sessions with the participants and all the statements in the
questionnaires were verbally explained to the sanitary
workers in Tamil by the researcher. The research was
completedunder the supervision of a university professor.

DATA ANALYSIS

The study involves analysis of the relationship between the
dependent and independent variables. Inthe firststep, the
studied by
subjecting the data for correlationanalysis. In second step,

relationship between the variables was

in order to find the presence of any predictor role,

regression analysis was carried out. The elaborate
discussions on the outcome of these analyses are given

under discussionsection.
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RESULTS
|

DEMOGRAPHIC DETAILS OF THE SAMPLE

The socio-demographic distribution of the 150 participants
in this study were as follows: Gender - male 50%, femdle
50%; Marital Status - married 85%, unmarried 5%, single- 10%,
Education - literates 17%, illiterates-83%; Number of

Children - No child 10%, 1 child 16%, 2 children 55%, 3
children 17% and 4 children 2%; Family Type - joint 25%,
nuclear 75%; Presence of Health Issues - yes 16%, no- 84% ;
Presence of Health Risk Habits - alcohol 17%, smoking 18%,
pan 5%, tobacco 12%, no habits- 48%; Type of Working
Sector- public 36%, private 39%, agency 25%.

TABLE 1 MEAN AND SD OF AGGRESSION AND GENERAL WELL-BEING (N= 150)

| Variable Mean (SD) \
Aggression Physical 26.01 (6.54)
Verbal 12.22 (4.52)
Anger 15.52(5.18)
Hostility 18.96(6.75)
General well-being 16.84 (4.32)

Table 1 displays the mean and SD of aggression and
general well-being. The mean physical aggression of the
sample was 26.01, verbal aggressionwas 12.22, anger was
15.52 and hostility was 18.96 which were interpreted as

moderate. The mean general well-being was 16.84 which
were interpreted as high well-being.

TABLE- 2 SOCIO-DEMOGRAPHIC DIFFERENCES FOR AGGRESSION AND GENERAL WELL-BEING (N=150)

| Variables Group \| Mean (SD) | T Sig
Male 54 13.22(4.68) -2.06 0.05
Female 96 11.66(4.35)
Public male 45 13.09(4.82) 7.24 <0.00
Verbal
. Public female 9 11.67(2.18)
Aggression _
Private female 59 10.17(3.79)
Agency female 15 13.7(3.75)
Agency male 22 15.1 (4.59)
Male 54 14.3 (4.54) 2.20 0.03
Female 96 16.21(5.41)
Presence of iliness 24 17.38(4.18) -2.27 0.03
No illness 126 15.17(5.29)
Anger Public male 45 13.8 (4.25) 2.47 0.05
Public female 9 14.11(3.82)
Private female 59 16.12(5.2)
Agency female 15 17.2 (4.91)
Agency male 22 16.82(6.65)
. Presence of iliness 24 22.25(5.46) -2.67 0.01
Hostility _
No illness 126 18.33(6.77)
Health compromising | 26 17 (4.62) 2.66 0.04
Generalwell- behaviours-Alcohol
being Smoking 27 18.4 (2.41)
Pan 8 19.5(1.07)

Aggression As a Predictor of General Well-Being Amo ng Public Health Workers
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Betel 18 16.89(4.86)

Nil 71 15.87(4.63)

Public male 45 18.64(2.39) 3.87 0.01
Public female 9 13.67(7.14)

Private female 59 16.17(4.51)

Agency female 15 16.53 (4.9)

Agency male 22 16.46(4.01)

Male 54 18.69(2.22) 413 <0.00
Female 96 15.8 (4.85)

TABLE 3 RELATIONSHIP BETWEEN AGE, AGGRESSION AND GENERAL WELL-BEING (N=150)

Variables Age Physical General Well-being
Aggression

Age 1 -0.163" -0.089

Physical Aggression 1 -0.134

Verbal Aggression -0.034

Anger -0.407*

Hostility -0.234™

TABLE 4 INFLUENCE OF ANGER ON WELL-BEING (N=150)

Dependent Independe  R2 Unstandardised Standardise t
Variable nt Variable coefficients d
coefficients
Std error
General well- Anger 020 |-3.97 |-031 |0.08 0.08 -3.67 | <0.00
being
DISCUSSION fundamentally anger is considered as an emotion that is

I
This study aimed at finding out the influence of aggression
on the general well-being among sanitary workers. For this
Pearson’s correlation analysis and linear regression analysis
were carried out and the results are displayed in Tables 3
and 4. InStep 1 fo find the relationship between aggression,
age and general well-being, Pearson’s correlation analysis
was carried out and it was found that out of four dimensions
of aggression namely physical, verbal, anger and hostility,
only anger and hostility were found to be negatively
related fo general well-being. This result is perfectlyin line
with the findings of Siewertet al., (2011) [13] who reported
that hostile goal pursuit as such did not affect perceived
social well-being. However, the reduction of social well-
being subsequent to hostile thoughts was moderated by
trait anger. In Step 2, fo probe the accuracy of the above
interpretation, regression analysis was carried out and it
was found that among the dimensions of aggression, the
influence of anger on general well-being was found to be
significant. Work by Gilaom and Hendler [14] suggests that

Aggression As a Predictor of General Well-Being Amo ng Public Health Workers
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helpful for our survival and it is common to all species.
However, human beings possess the ability fo control anger
through mental flexibility by means of regulatingitina more
socially acceptable form. If we fail to do so, it will be
reflected in many things such as impaired well-being.In a
similar vein, according fo a report by the Health and Safety
Authority of Dublin in 2014 [15], work-related aggression
and violence is the third chief factor for injuries in health
care service industries. It threatens the safety and well-
being of the public and the employees should be well
frained to deal with their work-related stresses. Thus, it
should be noted that aggression, evenin a moderate form,
potentially disturbs the well-being of sanitary workers.

Concerning demographic variables, age was found fo be
negativelyrelatedto physical aggression. As age increases
the
decreasing. Thisresult can be comparable with the findings
of [16]
emotions with age is an important factor in maintaining

level of physical aggression was found to be
who stated that improved management of

well-beingin old age.



A parficularly serious issue was found amongst sanitary
workers concerning their health risk habits. Out of 150
participants, 26 were addicted to alcohol, 27 reportedly
smoking, 5 used pan and gutka (a form of tobacco
consumptionwithout smoking, especiallyinindia), 18 were
to tobacco and 71 participants were not addicted to any
substances. In other words, almost 49% of participants were
involved in one or more health risk habits and 51% of the
participants did not report having any type of health risk
habits.
publication evidence relating to this and a particulary

Current literature shows a large number of
relevant example for this notion was the recent study by
Phillips et al. [16] which exhibited that prolonged use of
substances will result in poor mental health and thus their
overall life expectancy is significantly reduced with an
average expectancy of lesser than 50 years. Similarly, a
report by Water Aid [3] stated that many sanitary workers
choose to work under the influence of certain harmful
substances like alcohol or drugs in an aftempt fo escape
from the cruel work conditions of their job which advance
the possibilities of mishaps. Also, a study by Bhatnagar [17]
reported that sanitary workers abuse substances like
tobacco 3 (15%), gutka 18 (90%) and consumption of
alcohol 2 (10%). Furthermore, the findings of Patil and
Kamble [18] stated that almost 50% of the sanitary workers
were addicted to tobacco and due fo this they suffer from
serious oral problems. Surprisingly, the sanitary workers who
were using the substances were found to score higher in
the level of general well-being and the sanitary workers
who were not using the substances were found to score low
in general well-being. This finding offers anumber of unique
insights regarding individual well-being. In spite of the
robust findings relating to the level of well-being and
positive behaviours, there was still a collection of
contradictory evidenceregarding this idea that was found
in the literafure. For example, during past decades
voluminous evidence documented that positive feelings
and expectancies for desirable outcome were positively
related with individual well-being [19-21]. However, the
feeling of well-being is a highly individual construct and
many fimes it depends on the perception of the individual.
This argument derives support from the studies done by [22—
24] which reported that opfimism and expectancies for
desirable outcomes canhave harmful consequences also.
A prominent, study done by Taylor et al. (1984) [22], for
example, reported that positive people are less probably
disengage themselves from gambling—even after suffering
severe gambling losses. Rather how these fraits are
implicated  concerning

well-being depends on

environmental circumstances where people function [18].

Aggression As a Predictor of General Well-Being Amo ng Public Health Workers

It can be concluded that although it was a proven fact
that any dependence on substances will certainly impair
the level of well-being among individuals in many cases,
the present paper derived confradictory results. Even
though the reasons behind these results were briefly
discussed, further exploratoryresearch focusing only on the
above mentioned theoretical construct will be highly
useful.

The socio-demographic differences for aggression and
general well-beingwere presented in Table 2. Concerning
gender, males had scored higher mean value than
females in verbal aggression and general well-being
whereas females scored higher in anger. The gender
difference in the level of aggression and anger had been
studied on a variety of domains and importantly qualitative
[25]
advocated that there was a significant difference in the

research done by Isaacowifz and Seligman
ways anger and aggression were expressed by men and
women. Women, often express their anger in more
expressive ways such as speaking openly about their
feelings with overwhelminglevels of anger and arousal and
losing their self- control followed by feeling guilty of their
own objectionable behaviour. But unlike women, men
[26] extended this
argument by stating hyper-masculinityinmenmay be a risk

behave in a contrasting way. Norem

factor for perpetrating violence and these men have a
lower aggression threshold. Hence the current study is in
line with the above findings regarding gender differences
in the level of aggression and anger.

In relation to the working sector, difference exists for the
variables verbal aggression, anger and general well-being.
The efficiency of workers determined by various factors and
type of working sectoris one amongthem. Considering the
presence of illness participants reported as affected with
illness scored higherin hostility and anger than participants
with no iliness. The sanitary workers who were suffering from
health issues like diabetes, somatic pains, Coronary Heart
Disease (CHD) and other ailments, found to score higher
than the sanitary workers who did not have any health-
related problems. This finding was agreed by many
researchbodies which stated the list of illnesses and health
hazards the sanitary workers face were almost endless [3].
The majority of the sanitary workers are exposed to dirt,
pathological germs, harsh substances and human and
animal wastes. Because of theirlow economic status, they
afford poor nutrients and thus are prone to many diseases
and infections [27]. A work by Rachiofis [28] suggests that
the sanitary workers are exposed with a high risk of Hepatitis
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B virus (HBV) infections and it is thus the potential path of
fransmission due to occupational injuries such as sharp
objects or needles. They are also exposed to vigorous
occupdational situations such as extreme levels of
temperatures, poor lighting and high work measures [29].
Because of these challenging and exireme working
conditions, the sanitary workers who were the victims of
health issues get frustrated very easily and this leads to an

increasedlevel of hostility.

STUDY LIMITATIONS

The study has some limitations. The first was the description
natfure of the study design. The participants’ psychologicadl
issues were only addressed but not modified through any
interventions. Similarly, the assessments were based on self-
reporfing and hence some information bias might have
occurred. The data was collected from a region of
Coimbatore, India and the generalizability of the resulis
globally is subject to further study in some other region of
the globe.

STRENGTHS OF THE STUDY

Regardless of the robust findings linking the occupational
and health hazards of sanitary workers, it could be
perceived that the issues concerning psychologicd
aspects had been overlooked by many researchers. The
present study has the advantage that the psychological
issues were discussed in a more elaborative and
multidimensional view and this will be highly helpful in
designing strategic focus on the full range of possible

psychologicalissues that arise among sanitary workers.

CONCLUSIONS
I
Based on the socio-demographic variables collected from
the sanitary workers, it was found that almost 83% of the
sanitary workers were illiterate, 16% of them reported that
they were suffering from health issues and 49% of them
were found to be depended on substances. The mean
well-being of sanitary workers was interpreted as high and
mean scores of all other variables were found to be
moderate.

Concerning the dimensions of aggression, anger and
hostility are negatively correlated with the general well-
being of the participants. Among the four dimensions of
aggression, anger was found to be the predictor of general
well-being. While considering the general well-being of
sanitary workers, the value was found to be 16.84 and was
interpreted as high well-being. Although the present study

Aggression As a Predictor of General Well-Being Amo ng Public Health Workers

found that the level of well-being was high among sanitary
workers, the reviews showed contradictory evidence.
However, conceptualizing is a complex phenomenon. A
particularlyrelevant example of this opinionis a study done
by [18] who claimed that well-being is not determined
solelybypeople’s psychological characteristics butinstead
is determined jointly by the interplay between those
characteristics and  qualities of peoples’ socid
environments.The independent sample t-test and ANOVA
were carried out to find out the socio-demographic
differences for aggression and general well-being. It was
found that in verbal aggression there was a difference in
gender and work sector. The mean value of male and
female verbal aggression denotes that male sanitary

worker scored higher than female sanitary workers.

In contrast to previous findings concerning working sectors,
male sanitary workers working in agencies scored high
mean value and the female sanitary workers working in
private sectors scoredleastinverbal aggression. Similarlyin
anger, there exists gender difference, where femdle
sanitary workers scored higher than male sanitary workers
[30] discount the fact that private sector is usually more
efficient and accountable than the public sector. The
efficiency of workers determined by various factors and
cannot be generalised. Also, the presence of health issues
was found to be significantly different for anger. The
sanitary workers who were suffering from health issues like
diabetes, pains, CHD and so on, were found to score higher
than the sanitary workers who did not have any health-
related problems. This finding is agreed by many research
bodies stated the list of illnesses and health hazards they
face is almost endless [3]. The majority of sanitary workers
are exposed to dirt, pathological germs, harsh substances
and human and animal waste. Because of their low
economic status, they can only afford poor nutrients and
thus prone to many diseases and infections [29].The female
sanitary workers working in the agency had scored high
and the male sanitary workers working in public i.e., the
government had scored least and this found to be
significant. Hence there exist differences between the
employees working in public institutions and other sectors.
When compared with private institutions, agency workers
cannot exhibit theiremotions freely as they are answerable
to both (agency and workplace) the management and
hence agency sanitary workers have high verbal
aggression when compared with others. Also, the agency
workers cannot vent their anger as freely as public secfor
workers do.

Asia Pacific Journal of Health Management 2022; 17(2):i643. doi: 10.24083/apjhm.v17i2.643



Concerning the hostility dimension, the presence of health
issues was found to be significantly different. The sanitary
workers who were suffering from health issues found to
score higher in hostility than the sanitary workers who did
not have any health related problems. Considering the
general well-being there exists a significant difference
related to health-compromising behaviours. Pearson’s
correlation was carried out fo find out the relationship
between age, aggression and general well-being. Among
the dimensions of aggression, physical aggression is
negatively related to age. In the similar way general well-
beingis negativelyrelated with anger and hostility. It should
be noted that this finding can be comparable with the
findings of [12] who reported that hostile goal pursuit as
such did not affect perceived social well-being. However,
reduction of social well-being subsequent fo hostile
thoughts was moderated by trait anger. Among the
dimensions of aggression, the influence of anger on
general well-being is found to be significant. In a study
amongst young and middle aged participants, [24] it was
found that optimism was found fo be associated with high
level of depression particularly among older population
over fime. This is finding is contradictory to the positive
implications of optimism. The tendency to interpret events
in an optimistic way concerning undesirable experiences is
found to be associated with individual characteristics
[31,32]. It should be noted that many studies reported that
the psychological fraits and characteristics that people
possess are not characteristically positive or negative.
Rather how these ftraits are implicated concerning well-
being depends on environmental circumstances where
people function [18].
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ABSTRACT
.
The current study investigates the effect of Emotional Intelligence (El) on the performance of nurses with the mediating
effect of job satisfaction. This study measures the concept of E, Job Performance, and Job Satisfaction across 385
respondents from various private and government hospitals and the locale of the study was the Delhi NCR region.

PLS-SEM was used for analyzing the data. The result indicates that a relationship exists between these three variables and
job satisfactionmediates the relationship between Emotional Intelligence & Job performance. The findings of the current
study showed that awareness of emotions, regulation of emotions, and managing of emotions are the significant
components of El which enhances leadership, critical care, professional development, interpersonal relationships,
planning and collaboration aspects of Job Performance. Further, the mediating effects support that the positive working
conditions and organizatfions’ compensation policy fetches higher level of Job Satisfaction among the professional and
nursing employeeswho are satisfied as well as having a higher level of Emofional Quotient would be a better performer
than the employeeswho are having a low level of emotionalintelligence.

It can be recommended that while recruiting nursing employees along with their technical competence El competence
needs fo be equally emphasized. Similarly, El needs to be integrated info healthcare practice guidelines and performance
evaluations as it is one of the important assets of individual persona.

KEYWORDS

emotionalintelligence, job satisfaction, job performance, nurses

INTRODUCTION

I
Our evolution as a mammalian species is remarkable for

From the most primal reflexes governed by the fight or flight
syndrome, the human race now witnessed a full spectrum

the remarkable physical transformation from the four- of emo’rlc'meI .respc'mses. Em.o’rlons are ’rh.e gateway to
legged ape to two-legged Home Sapiens perched on the human individuality. - Emofions, put simply, are a

top of the food chain, as it has been for the emotiond combination of noteworthy physiological and behavioral

reflexes that humans have displayed over the centuries. expressionto personal events. Our experiences are the sum

total of our emotional reflexes [1]. Every experience has a
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residual emotional aspect and managingitcanimpact our
general and emotional health in partficular. Focussing on
emotional balance, itsimpact on human relationships, and
understanding your reactions vis-a-vis others is an
established academic pursuitin Emotional Intelligence. The
field of
instantaneous desires, sympathy for others, and the role of
emotions in thinking and interpretfing everyday situations

study dwells on self-restraint, confrolling

[2]. The term and concept of emotional intelligence (El)
was coined by Peter Saloveyand John Mayer and in 1990's
was infroducedinto mainstream of psychology; before that
focus of researchstudiesinto the field of social intelligence
vestige the significance of emotions as intellectual function
[3].

Salovey and Mayer developed a model, which considers
four different factors for determining El: recognizing and
perceivingemotion, emotions based on analyses, and the
capacity to manage them [4]. The theory of El received
extensive acknowledgment since a book on El was
published by Golemanin 1995. Golemanelucidates Elas a
capacity of managing oneself and one's relations vis-a-via
others, making team to work effectively, leading and
imparting supervision to others. His observations brought to
the fore the positive effects these factors had on job
performance.The U.S. Bureau of Labor Statisticssets out that
the nursing segment of the healthcare sector has been
identified as the top occupation in the year 2020. It has
been observed that the segment of employable nurses
grew from 2.74 millionin 2010 to 3.45 millionin 2020 and
involved the entrance of 712,000 new nurses in the health
care field [5]. One of the widelyrecognized elementsin the
area of nursing is Emotional Labor, and inrecent times it is
accepted that nurses should be allowed to show their
emotions which was previously restricted. Evidently, it is
required that nurses should be able to manage their
emotions properly to cut down their occupational stress, as
they also have to manage the complex emotions of their
patfients  [6]. Assessment of nursing performance
incorporates the following factors namely, attention to the
capability of nurses to accomplish their respective work
goals, meeting the job expectations, the achievement of
benchmarks [7]. The productivity of nursing staff' influences
organizational productivity as well. In the absence of
qualified, frained, and experienced nurses, the healthcare
sector will be impacted adversely [8]. To enhance
employee  productivity  environmental conditions,
motivational factors, the culture of the organization,
employee empowerment, styles of leadership, etc are

required [?]. At the same time job satfisfaction is also

among the most crucial workplace-related factors

correlating with the achievement of individuals' basic

needs such as physiological needs, physical and

psychological love and

Herzberg propounded

safety, self-confidence [10].
Job

and 'motivators

Job Satisfaction and

Dissafisfaction as ‘'hygiene factors'
respectively. Where Hygiene factorsincorporate salary, job
security, working conditfions, status, organizational policies,
quality supervision, leadership styles and relationships
among peers and supervisors, motivators talk about
employee achievement, recognition, responsibility,
advancement, self-control at work, and the possibility of
his/her growth [11]. El not only provides cover to nurses
against stress, arising due to the nature of occupation and
but also a significant factor in promoting teamwork. Jones
and Argentino, put forward that increasing the level of
Emotional Intelligence can ameliorate the interpersond
relationships of nurses’, alleviate their level of anxiety, and
avert aggressive behaviors among them because of the
stress which commonly arise due to the behavior of

patients [12].

LITERATURE REVIEW

I
A study was conducted by Beauvais and his colleagues to
appraise the association of El with the performance of
nursing sfudents [13]. Some academics put forward that
the academic skills of nurses can be ameliorated by
infegrating Emotional Intelligence lectures into the nursing
curriculum. The largest human resource segment of
booming healthcare industry comprises of registered
nurses, and yet the retention of fresh nursing graduates has
always been a challenge for the healthcare sector. The
exponential growth of employment opportunities in the
nursing sector made it compulsory fo recognize factors that
correlate with high levels of performance and job retention
among nurses [3]. It is quite evident via many explorations
outside the nursing sector, that Emotional Intelligence
correlates with the desirable performance of anemployee,
satfisfactionwiththe job, and motivation for the same. Inifial
research pursuits in the nursing sector also manifested the
correlation between the performance of nurses in clinics
and hospital and their Emotional Intelligence [14]. In socidl
and professional psychology, El is viewed as an essential
prognosticating factor for organizational outcomes and
job performance in particular. For example, El plays a
significantrole in the nursing profession, as it demands both
technical and psychological expertise while taking care of
their patfients. Moreover, for any individual who thrives fo
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make his/her career in the nursing area, must have fom
have sufficient Emotional Intelligence as they coordinate
closely with doctors, other healthcare providers and
patients [15]. Job satisfactionis another key elementin the
development of organizational functioning to come up
with such managerial strategies, which could successfully
enhance the number of satisfied workers, exploit creativity
of workers for their development and the development of
the organization as well, and in turn increase their
commitment and productiveness [16]. A higher degree of
job satisfaction of nursing employees has been described
as one of the key determinants of job performance [17].
Veryfewstudies have beenfound specificallyinthe nursing
literature, investigating the impact of Nursing employee’s
emotionalintelligencelevel onjob performance aswell as

on job satisfactionlevel. For filing this gap, the present study
aimed to explore the impact of Emotional Intelligence on
the Job Performance of Nurses with the mediating effect of
Job Satisfaction.

OBJECTIVES

I

The onjectives of thisresearch project are:

1. To examine the association among Emotional
Intelligence (El) and Job Performance.

2. To investigate the mediation effect of Job satisfaction

among El and Job Performance.

Theoretical Construction

FIGURE 1: RELATIONSHIPS AMONG El, JOB SATISFACTION & JOB PERFORMANCE

Job Satisfaction

Emotional

Job Performance

Intelligence

The model exhibits a number of associations which were
described in the reviewed literature but specifically with
respect to Job Performance, the role of El and Job
satfisfaction in nursing is not tested. Consequently, two
hypotheses were framedwhich are as follows:

H1: El and Job Performance are positively correlated.
H2: Job Satisfaction mediates the relationship between El &
Job Performance.

METHODOLOGY
I
This study was conducted to cover background

information and define terms of the research problem;
hence it employed exploratory research design. The
sample included private and government hospitals and
the locale of the study was Delhi NCR region.The sampling

techniques used to target the sample involved snowball,
judgmental and convenience sampling technique. On the
basis of Cochran’s sample size formula, the sample
computed was approximately 385 respondents. Data was
collectedthrough sStandardized instruments and analysed
through PLS SEM. For measuring El a questionnaire was
taken from Naseer et al. [18]. The questionnaire judged the
important dimensions of emotional intelligence: self-
emotion appraisal, use of emotions, emotion appraisal of
Job
self-structured

others and regulation of emotions. Nurses’

performance was measure  using
questionnaire based on the SchwirianSix Dimensions scale
of nursing performance. Job satisfaction was evaluated

through Minnesota Satisfaction Questionnaire.

DATA ANALYSIS:
Path coefficient explains the hypnotize relationship among
and the

consfructs. There values between +1 and -1
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Estimatedlevels of path coefficients are mostly close to plus
one it indicates the constructive, positive associations
between constructs. The significance of a coefficient is
ultimately determined via the calculation of the empirical
t-values obtained using bootstrapping. The objective of
PLS-SEM is to classify and determine the significant path
coefficientsin the structural model and also to understand
the essential and relevant effects. To check the level of
Structural Path Significance in Booftstrapping T statistics
values are generated to check the significance level of
both the inner and outer model of the structural path, using
a statistical procedure called bootstrapping [19].

TABLE 1 MEASUREMENT MODEL TESTING RESULTS

MEASUREMENT MODEL:

Discriminate validity, average variance extracted (AVE),
composite reliability Cronbach alpha were identified and
significance of factor loadings recorded to determine the
reliability and validity of the model.ltems that load high on
their respective variables ensure convergent validity. Items
loading above the cut-off value of 0.5 are acceptable [20].
Hence, items with a cut-off value of 0.5 were eliminated
from the instrument after pilot study. The Cronbach alpha
coefficient values (a) and composite reliability of all the
variables were exceeded the acceptable cut-off limit of
0.70. The average variance extracted (AVE) also exceed
the acceptable cut-off of 0.5 (referTable 1).

‘ ‘ Cronbach alpha ‘ Composite reliability AVE
El 0.805 0.885 0.720
Job Satisfaction | 0.881 0.908 0.592
Performance 0.828 0.887 0.663

TABLE 2 FORNELL-LARCKER CRITERIUM

‘ El ‘ Job Satisfaction Performance
El 0.848

Job Satisfaction 0.743 0.769

Performance 0.719 0.771 0.815

Discriminant validity confirms when the item loads the
highest on its own variable. The Fornell-Larcker criterium
satisfied the criteriafor discriminant validity where the item
loads highest on its own item. Hence, discriminant validity
was confirmedfor all the factors (refer to Table 2).

The purpose of the selection of both lies in the research
objective. The primary purpose of the maximum likelihood
approach was to examine the construction of the
observables.The objective of the PLS-SEM was to envisage
the indicators through components extension [19,20]. In
view of the statement proposed that if the study is

exploratory or an expansion of some existing structural
theory then applies PLS-SEM. As the study applied
exploratory research design PLS-SEM was applied for the
data analysis. In a structural equation model PLS-SEM
evaluates the parameters of a set of equations by
combining principal components analysis with regression-
based path analysis’ [21]. In management research, PLS is
becoming popular as it is based on an iterative blend of
principal components analysis and regression, and it
explains the variance of the construct in the model [22].
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FIGURE 2: MEASUREMENT AND STRUCTURAL MODEL
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TABLE 3 EVALUATION OF STRUCTURAL MODEL
‘ B ‘ F2 ‘ T Values ‘ P Values ‘ Result
El. —» Jobsatisfaction | 0.743 1.235 28.848 0.000 Hypothesis
Supported
Bl —» Performance 0.324 0.132 5.882 0.000 Hypothesis
Supported
Job satisfaction 0.530 0.352 10.711 0.000 Hypothesis
—>
Performance Supported

TABLE 4: EFFECT OF NURSES El ON JOB PERFORMANCE THROUGH WITH MEDIATING EFFECT OF JOB SATISFACTION

‘ Path ‘ B P value
Directeffectbetween Bl —»  Performance (P1) 0.324 0.000
Indirect effect betweenEl —p Performanceis (P2 * P3) 0.394 0.000

In the structural model El (B=0.743, p=0.000) has significont
positive relationship with Job satisfaction and Job
satisfaction (=0.530, p=0.000)
relationship with the nurses

has significant positive
Job Performance. The

outcomes of all the hypotheses are consistent; therefore,

the researchers reject the null hypothesis. Emotional
intelligence itemsEl, EI? and El16 have high loadings on Job

satisfaction. These items are related with awareness of
emotions, regulation of emotions and managing of
emotions. Individual those are emotionally balance are
score high on Job satisfaction and El act as a key
antecedent for Job Satisfaction [23]. Job Satisfactionitems
JS5, JS8,JS11,JS12, JS14, JS15 and JS19 have high loading
on Job performance. Job Performance items are related
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with leadership, critical care, professional development,
interpersonal relationship, planning and collaboration.
Whereas Job Safisfaction items include social status,
compensation, creativity, responsibility, company policies,
working conditions and ability utilization. There is a
significant coherent association among Job Satisfaction
and Job performance [24, 25, and 26]. In the structural
model, the El (B = 0.743, p = 0.00) has a significant positive
relationship with Job Satisfactionand also having (B = 0.324,
p = 0.00) positive relationship with Performance. Also, Job
Satisfaction (B = 0.530, p = 0.00) has a positive relationship
with the Performance. The results of all the hypotheses are
consistent therefore researcher rejects the null hypothesis.
The F2 value between 0.02-0.15 reflects a small effectsize,
between 0.15-0.35 reflects medium effect size and
between 0.35 and above it reflects a large effect size. H
has a large effect size (F2=1.235) on Job Satisfaction and
(F2= 0.13)
Performance. But Job satisfaction has a large effect size

very small effect or no effect size on

(F2= 0.352) on Performance (refer to Table 3).

MEDIATION ANALYSIS:

In Figure2 the structural and measurement model shows the
resultant relationships metrics among the constructs as
hypothesized. The bootstrapping was performed on the
sample at the significance level of 0.05 one-tailed
distribution, to identify the significance of relationship
among different variables. The mediation table shows that
Performance (P1)is0.324
(P Value- 0.047) and the Indirect effect between El
Performance is (P2 * P3) 0.394 (P Value- 0.000). As both
indirect effect of P2 * P3 and direct effect of P1 are

the Directeffectbetween El

significant, we calculated the product of P2 * P3 * P1 and
which is 0.128 and positive that means complementary
mediation exists. Further, complementary mediation
means El does lead to Performance, but impact is not
higher directly. Higher El leads to higher Job Satisfaction
which in turn enhances the chances for better Job

Performance.

El plays a role in enhancing Job performance but if
employee satisfied with theiremployer thanthe chances of
efficiency and effectiveness will be greater.

DISCUSSION

|
Present research contributes to the literature regarding El
and nursing Employees, and simultaneously presents the
positive impact of El on their job performance, together
with job safisfaction. This study reveals that emotiond

intelligence enhances the job performance of nurses
through enriching the level of their job satisfaction. Nursing
job requires a psychological and technical expertise to
ensure proper care of patient. At this juncture, the
their
empathetical attitude while dealing with the patients. The

emotional intelligence of nurses supports
El-triggered thoughtfulness and enhances the interpersonal
skills of nurses which is required by them the most while

handling patient [27].

CONCLUSION

I
Bl facilitates nurses to manage their emotions properly,
especifically when they come across stressful and critical
sifuations which are quite common in-patient care. E
supports them to respond swiftly, appropriately and with
balanced approach in stressful situations which in turn
enhance the job performance of nursing employees. From
insights, the recommendations are

these following

proposed.

e Assupported by the literature, El contributes to the job
performance of nurses. This finding is useful for nursing
fraining institutes which are continuously trying to
identify ways to enhance the capabilities of nursing
professional.

e Understanding and usage of El would support the
nursing professionals to increase their perceptual and
emotional responding capabilities which would
enhance their job performance even while facing the
critical situationin theirjob assignments.

e The findings of this study shows that the awareness,
regulation, and management of emotions are the
significant components of El which enhances features
such as leadership, critical care, professional
development, interpersonal relationships, planning &
collaborationaspects of Job Performance.

¢ The mediating effects support that the positive working
conditions and organizations' compensation policy
fetches higher level of job safisfaction among the
professional and nursing employees who are satisfied
as well as having a higher level of Emotional Quotient
would be a better performer than the employeeswho

are having a lowlevel of H [28].

IMPLICATION OF THE STUDY:

This study recommends that by merely enriching the
working conditions won't result in higher job performance,
rather emotionallyintelligent f employees are a prerequisite
for handling job challenges. El strengthens individuad
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employees Job performance by boosting their decision

making capabilifies,

self-esteem, and psychologicd

health. Therefore, it can be recommended that while

recruiting nursing employees, along with their technical

competence, emotional intelligence competence needs

to be equally emphasized. Similarly, El needs fto be

integrated

into healthcare practice guidelines and

performance evaluations asitis one of the important assets

of individual persona.
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ABSTRACT
I
BACKGROUND AND PURPOSE: Patient satisfaction is an essential quality-result indicator of health services in hospital
and ambulatory care settings. There has been limited use of questionnaires to measure patient satisfaction with nursing
care quality in Turkey. This study aimed to assess the psychometric properties of the Turkish version of the Patient
Satisfaction with Nursing Care Quality Questionnaire (PSNCQ).

METHODS:

This study was carried out in a bronchology unit of a state hospital in Istanbul between January and May 2021. The sample
consisted of 149 participants and was recruited using convenience sampling. Data were collected using an online
questionnaire.

RESULTS:

The Content Validity Index of the questionnaire was calculated at .95. ltem-total correlations ranged from .76 to .91 for 19
items. The minimum factor load was .781, and the questionnaire items explained 79% of the total variance. Alpha
coefficiency was calculated as .98 for the whole questionnaire. To test reliability analysis, the Spearman-Brown correlation
value was 0.881, and the Guttman Split-Half value was 0.933. Test re-test correlation was .88. Confirmatory factor analysis
confirmed the one-factor model.

CONCLUSIONS/IMPLICATIONS FOR PRACTICE:

The Turkish version of the PSNCQ questionnaire is a valid and reliable tool for evaluating patient satisfaction with nursing
care. Valid and reliable instruments are crucial to effectively assess patient satisfaction with nursing care to improve health
quality.
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INTRODUCTION
|
In the last twenty years, fast developments worldwide have
impacted both healthcare and healthcare providers. Due
to the increase in health literacy and the gradual spread of
news about health on the internet, the passive role of the
receivers of healthcare services has started to become an
active role in the health system. This change has led to an
important nofion called patient satisfaction, and it is seen
currently as a healthcare system formed and based on
patient satisfaction. [1-3]

Patient satisfaction is defined generally based on the
difference between the patients' expectations and the
actual care they receive. [2-4] Satisfaction from health
care is the right of all patients. [5] There is a higher possibility
in the patients' suggestion of the hospital, of the care they
are satisfied with, to their family members and friends. [4,6]
Patient safisfaction is determined by their expectations of
the nursing care they should receive and the perception of
the nursing service provided. [7,8] Therefore, a patient who
had experienced the quality of nursing and the care given
in a befter manner than expected
his/her
dissatisfaction emerged when his/her expectations were

reported more

safisfaction in hospitalization period, and
not met. [7-9] The American Nursing Association defined
patient satisfaction with nursing care as a patients' values
and attitudes toward the care they received from the
[8] Socio-

demograph characteristics determine patients' satisfaction

nursing staff during their hospitalization.
level in nursing, past experiences, motivations, health
conditions, and expectations. [1,3,8] Patfients who are
satisfied with the nursing care conform to the instructions
and recommendations of healthcare professionals more,
and the probability of their recommending the hospital to
thus, the
hospital.[7,8,10] Patient satisfaction in nursing is the most

others is higher; nursing is essential for
significant determinant of the patients' general satisfaction
with [1.4,7]

multidimensional, of satisfaction

care services.
and the
individual notion. Therefore it is not easy to measure various

hospital Nursing care is

level is an
aspects of care. [7] Measuring patients' satisfaction, in
terms of nursing, makes forming the standards for care and
may be effective in improving the service quality of nursing.
[6] Measuring the expectation and satisfaction of patients
through nursing care quality provides critical information for
healthcare managers by providing important sources for
processes such as improving the service quality of nursing

planning and implementing the necessary training by
determining the areas of failure.

Patient satisfaction is an essential quality-result indicator of
healthcare services in a hospital environment and nursing,
in relation to the satisfaction of the patient in terms of
nursing is particularly significant in terms of its being the
primary determinant of the general satisfaction of patients
in their hospitalization. [11-13] This is measured more based
on the quality of the care provided by the nurse, who is at
the core of the care, and concordantly it can be said that
there is a significant correlation between nursing and
patient satisfaction. [1,12,14] The patients' opinions about
the quality of the care are the best sources to indicate the
service's critical aspect; therefore, that information can be
used in health care planning and evaluation.[6.8] Patient
satfisfaction is a concrete and challenging measure
[1,3.15]
Measuring patients' satisfaction in terms of nursing makes

criterion for evaluating healthcare quality.
forming the standards for care and may be effective in
improving the service quality of nursing. [6,13] Measuring
the expectation and satisfaction of patients through
nursing care quality provides critical information for
healthcare managers by providing important sources for
processes such as improving the service quality of nursing,
planning and implementing the necessary training by
determining the areas of failure. [16]

Healthcare providers can enable increasing patient
satisfaction and the quality of care by improving the quality
of the headlthcare system if they measure patient
satisfaction in ferms of nursing care by factual data. Within
this context, preventing malpractice is essential in
increasing the reliability of healthcare professionals and
developing healthcare services. The measurement of
patient satisfaction with nursing care quality is essential in
assessing whether the needs of patients have been met,
the

development of quality nursing interventions has been

healthcare plans have been organized, and

successful for patients. [9] Therefore, it is essential to
measure patient satisfaction with nursing care with a valid
and reliable tool.

This study provides the evaluation of a valid and reliable
tool for assessing patients' satisfaction with nursing care
quality. Patients' safisfaction with nursing has been
examined using several assessment instruments in previous
research.[9,13,17]

Care Scale' [18] and 'Patient Perception of Hospital

‘Newcastle Satisfaction with  Nursing
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Experience with Nursing Scale' [19] are widely used tools in
Turkey to measure patient safisfaction with nursing care.
Although satisfaction scales have been franslated into
Turkish, the "Patient Satisfaction with Nursing Care Quality
Questionnaire (PSNCQQ)" developed by Laschinger et al.
[4] differs in terms of evaluating the quality of care
holistically during a hospital stay, such as ensuring the
coordination of nursing care for patients in the hospital and
after discharge, communication of nurses with doctors as
well as patients, patient's satisfaction with  nurses'
teamwork, tests, and a variety of other factors. [4] The
questionnaire can be used for both outpatient and
and it

satisfaction. It gives a general satisfaction rating of the

inpatient  patients, covers post-discharge
service offered by the health instfitution from which the
patients are discharged, based on the nursing care
received by the patients. This measuring instrument will
serve as a guide for the development of nursing care when
the level of patient satisfaction is measured. The evolution
of hospital services is also dependent on patient
satisfaction.[8] PSNCQQ has been translated into other
languages and is often referenced in the international
literature. [1,7] Karaca and Durna [6] translated it info
Turkish, although exploratory and confirmatory factor
analyses were not carried out.[6] PSNCQQ is expected to
the

understandable and adaptable scale that reveals the

confribute  to literature by being an easily
location of satisfaction with nursing services offered in the
satisfaction of the entire service supplied by the health

facility.

STUDY AIMS

The primary aim of this study was to describe the translation
process and assess the validity and reliability of the Turkish
version of the PSNCQQ. The secondary aim was to
evaluate the sociodemographic properties and patient
satisfaction in a hospital in Istanbul.

METHODS
|

DESIGN

A cross-sectional and methodological study design
adapted the PSNCQQ into Turkish and evaluated its
psychometric properties.

SAMPLE

A convenience sampling fechnigue was employed to
recruit 149 patients who received care in a bronchology
unit of a state hospital in Istanbul, Turkey. Although there

are different views in the literature about the ideal number
of samplings for scale development and validity studies,
the number of samplings, which is 5-10 times per item, is
[20-22] The
participants in this study is 149, and 7.8 samples are

accepted as satisfactory. number of
available peritem. The criteria of inclusion in the study were
18-65 years old, ({ii)

bronchoscopy treatment in the Bronchology Unit, (iii) being

determined as (i) being having
in the second week following the treatment, (iv) having no
cognitive disability, (v) being a volunteer to participate in

the study. [23]

DATA COLLECTION

This methodological study data was collected from the
Bronchology Unit of a state hospital in Istanbul between
January-June 2021. The potential participants having the
bronchoscopy treatment were informed before the
freatment about the study, and the patients who
accepted to participate in the study weretelephoned in
the second week of their discharge from the hospital. The
online-prepared data collection form link was sent to the
patients who accepted to attend the study via e-mail or
Short Message Service (SMS). A personal information form
and the PSNCQQ were used for collecting data.

Personal information form: This form included age, gender,
education, marital status and monthly income status.

Patient  Safisfaction  with  Nursing Care  Quality
Questionnaire (PSNCQQ): Was developed in 2005 by
Laschinger et al. 4] The PSNCQQ), which comprises 19 items
in total, includes 4 items that evaluate the perception of
the
calculation. A 5-Point Likert type scale is scored between
"(5) excellent" and “(1) poor". The PSNCQQ), where two
different methods can score, was scored by adding the

general safisfaction and are not included in

scores for all items and averaging each patient. The
Cronbach a reliability factor in the original study of the
scale was perfect (.97). Total correlations of the item were
between values ranging from .61 to .89. The original scale
was in the single factor structure, and the factor loads were
between .753 - .89.

PROCEDURES

Upon receiving the permission of the scale owner, the
original form of the scale was franslated into Turkish by a
language expert who knows English and Turkish and three
academics who know English well. The research team
examined the translations, and a consensus was reached
on a text form for the Turkish versions representing each
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item best. Finally, the Turkish form was back-translated by a
language expert who had not partficipated in the
franslation in the first phase, and the franslation was
compared to the original form by the research team.[20]

This study adopted the World Health Organization's steps for

FIGURE 1. STUDY PROCESS

Literature review

Original
instrument
translation and
back translation

[ Bilingual interpreter and 3 academics

]__

[ 13 experts, Davis technique CVI=.97 ]_’_ Expert panel
Pilot study
10 patients —)
DATA ANALYSIS

The number, percentage, average and standard deviation
were calculated for descriptive statistics. Cronbach alpha-
factor and Spearman-Brown and Guttman split-half factors
were calculated for the reliability of the questionnaire.
the
participation of 50 patients, and the Pearson correlation

Furthermore, a re-test was conducted with
test was used to present the consistency between the two

measurements.

The content analysis content validity ratio (CVR) was
calculated, and the content validity index (CVI) was
determined by calculating the average of CVRs. Davis
technique was used for this purpose. According to this
technique, it is suggested to take 3-20 expert views, and a
CVI over .80 is deemed acceptable in terms of content
validity.[26] Within this scope, four stages are "The item does
not represent the feature (1)", "The item needs considerable
correction (2)", "The item needs a little correction (3)" and
"The item represents the feature (4)" were evaluated. The
draft questionnaire, which was finalized based on the
expert views, had been applied to 10 patients before it was

franslation and adapting instruments.[24] It followed the
Strengthening the Reporting of Observational Studies in
Epidemiology statement in reporting this study.[25] All of the
study processes are shown in Figure 1.

Validation
Process

.

- Main study

{

- Realibility =

149 patients ]

| —

L
Item-total score correlation, internal

consistency, the split-half reliability of
the test and the test-retest method (50
patients at an interval 4 weeks)

~———

Content validity-Construct validity
(Confirmatory factor analysis- Explatory
factor analysis)

_— Validity ==

applied to the study sampling group, and it was finalized
based on the suggestions received.

The construct validity of the PSNCQQ was evaluated using
exploratory factor analysis (EFA) and confirmatory factor
analysis (CFA). Kaiser-Meyer-Olkin (KMO) test and Bartlett
test. Kaiser- Meyer-Olkin test (ranges from O to 1) greater
than .50, and the result of the Bartlett test of sphericity was
considered eligible to perform EFA. Bartletft's sphericity test
and Kaiser-Meyer-Olkin tests were used to evaluate the
sampling sufficiency.[27]

A confirmatory factor analysis (CFA) was performed using
AMOS to assess how well the model gleaned from the EFA
matches the observed data and whether a one-factor
model fits the data better. Patient satisfaction levels were
compared across different demographics using a f-fest
and one-way analysis of variance (ANOVA). Analyzes were
conducted in SPSS version 25.0 (IBM, Inc., Armonk, NY, USA)
with a significance level of 0.05.

ETHICAL CONSIDERATIONS
The researchers' permission who developed the original
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questionnaire was received via e-mail before starting the
study. The procedures were reviewed and approved by
the University of Health Sciences ethics committee with a
decision no: 2021/74. The participants who agreed to
participate in the study were informed before bronchology
tfreatment, and their verbal confirmations were taken. They
were asked to read the information document in the first
part of the form sent to them and to mark the option "l
accept to participate in the study,” showing their
confirmation to participate in the study byall eligible

patient volunteers (N=149).

RESULTS
|
Participants and their satisfaction regarding nursing care
quality was identified.

Socio-demographical characteristics of the participants
(N=149) are presented in Table 1. The mean age of the

participants was 55.73 years old (Standart Deviation (SD)
(70.5%),
graduated from primary school (52.3%), were married

=14.6). The participants were primarily male

(78.5%) and had an income less than their expenses (47%).
There is no statistically significant difference between the

participants  based on comparing their socio-
demographical  characteristics and  nursing care
satisfaction score averages (Table 1). The patients'

satisfaction in terms of the quality of the care provided by
the nurses is over the average score (4.11+851).

RELIABILITY

ltem-total score correlation, internal consistency, the split-
half reliability of the test and the test-retest method were
used to evaluate the PSNCQQ. It was determined that the
item-total score correlations of the questionnaire formed of
19 items were between .762 and .913 (Table 2).

TABLE 1. COMPARISON OF THE SOCIODEMOGRAPHIC CHARACTERISTICS OF THE PARTICIPANTS AND THE MEAN TOTAL SCORE

ON THE SATISFACTION LEVEL OF NURSING CARE

Variables Number (%) Mean (SD) Statistics
Age group
< 30 years old 12 (8.1) 4.39 (.666)
31-59 years old 64 (43) 4.09 (.815) p=.489
2 60 years old 73 (49) 4.08 (.908) F=.718
Age. Mean tStandard Deviation (Min.-Max.) 55.73%14.6 (20-84)
Gender
Female 44 (29.5) 4.24 (.737)
Male 105 (70.5) 4.05 (.891) p=.217
t=1.239
Educational Status
lliterate 11 (7.4) 3.81 (1.3)
Literate 11 (7.4) 4.3 (.74)
Primary school 78 (52.3) 4.09 (.831) P=.675
High school 28 (18.8) 4.12 (.824) F=583
University and above 21 (14.1) 4.23 (.756)
Marital status
Single 32(21.5) 4.05(.903) p=.153
Married 117(78.5) 4.3(.596) t=-1.435
Income status
Income less than expenses 70 (47) 4.01 (.887)
Income equals expense 66 (44.3) 4.18 (.76) p=.433
Income more than expenses 13 (8.7) 4.23 (.1.08) F=.841
Validity And Reliability of A Questionnaire to Measure The Patient Satisfaction With Nursing Care Quality-Turkish Version 5
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TABLE 2. ITEM TOTAL SCORE CORRELATIONS AND PRINCIPAL COMPONENT ANALYSIS AND EXPLORATORY FACTOR ANALYSIS
RESULTS OF THE PATIENT SATISFACTION QUESTIONNAIRE ON NURSING CARE QUALITY

Original Scale ltems Item Mean Iltem total correlation  Factor Loads
Iltem 1. Information you were given 4.05 .856 .872
Iltem 2. Instruction 4.05 .852 866
Iltem 3. Ease of getting information 4.11 .836 .853
Item 4. Information given by nurses 4.07 .839 .854
Iltem 5. Informing family or friends 3.9 .815 .830
Item 6. Involving family or friends in 3.93 762 781
your care

Iltem 7. Concern and caring by nurses  4.28 773 793
Item 8. The attention of nurses to your 4.17 .859 .877
condition

Item 9. Recognition of your opinions  4.08 .847 .865
Item 10. Consideration of your needs 4.11 .883 .898
Iltem 11. The daily routine of the nurses  4.06 913 926
ltem 12. Helpfulness 4.23 .896 913
Item 13. Nursing staff response to your 4.16 .902 917
calls

Item 14. Skill and competence of 4.28 .821 .843
nurses

Iltem 15. Coordination of care 4.18 797 819
Item 16. The restful atmosphere 4.21 .854 .873
provided by nurses

Item 17. Privacy 4.24 .855 .875
Iltem 18. Discharge instructions 4.07 .789 .809
ltem 19. Coordination of care after 3.97 .823 .842
discharge

TABLE 3. DATA ON THE SPEARMAN-BROWN AND GUTTMAN SPLIT-HALF VALUES AND GOODNESS OF FIT INDICES OF THE
PATIENT SATISFACTION QUESTIONNAIRE ON NURSING CARE QUALITY

Cronbach's Alpha 1st Half Value .965
ltem total 10a
2nd Half Value 969
ltem total 9b
Total Number of ltems 19
Inter-half Correlation .881
Spearman-Brown Coefficient Equal distance .937
Unequal distance .937
Guitman Split Half Coefficient .933
Guttman Split-Half Coefficient 779
The goodness of Fit Indices/One factor Factor loadings >.78
X2 717.44
Validity And Reliability of A Questionnaire fo Measure The Patient Satisfaction With Nursing Care Quality-Turkish Version [
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GFl
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152

097
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.784

.783

It was detected that the Cronbach's alpha of the whole
questionnaire was .98. According to the analysis of the split-
half reliability of the test, the Spearman-Brown correlation
value was calculated as .93, and the Gutman Split-Half
value was calculated as .933 (Table 3). The test-retest
method was used to assess the time durability of the
questionnaire. The PSNCQQ was administered twice to 50
patients at 4 weeks. According fto the findings, the
correlation coefficients for the total questionnaire were
.882, and all items were between .735 and .936.

VALIDITY VERIFICATION

Content Validity

The Turkish form (see Appendix) and the original English
form were submitted for the opinion of 13 experts studying
in the fields of nursing in various institutions (with five from
public health nursing, two from psychiatric nursing, three
from the management of nursing, three from pediatric
nursing) regarding language and content validity. The
experts' selection criteria were determined to have at least
ten years of nursing experience, work as an academician
for at least five years, and work as a manager in the working
lifefime. The content validity rafio and content validity
index were calculated for the whole questionnaire due to
the evaluation of the expert opinions. Based on the

examination of the experts, the content validity rafio
(CVR=the number
number of experts/2-1) was calculated for each item

of experts replying properly/total
based on the Davis fechnique. Then the content validity
index (CVI) was calculated as .97, averaging these values.

Construct validity

a. Exploratory factor analysis: Kaiser-Meyer-Olkin  (KMO)
value was calculated as .935 for detecting the sufficiency
of the sampling, and the Bartlett test was found significant
(p<0.001) which is calculated as the KMO value in the
research, shows that the sampling is sufficient. According
to the result of the essential components analysis and the
analysis conducted using the varimax rotation, the items
form 79% of the total variants, and it was seen that the
whole items were gathered under a single factor. The
factor loads of the questionnaire items ranged between
.781 and .926 (Table 2).
b. Confirmatory factor analysis: Confirmatory factor
analysis confirmed the one-factor model, with Chi-squared
(X?2)/ degrees of freedom (df)=717.44/152, Root mean
square error of approximation (RMSEA)=.097, Goodness-of-
fit (GFl)= .760, Incremental Fit Index (IFl)=.784 and
Comparative fit index (CFl)=.783 (Table 3).
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FIGURE 2. CONFIRMATORY FACTOR ANALYSIS FOR THE TURKISH VERSION OF THE PATIENT SATISFACTION WITH NURSING CARE
QUALITY QUESTIONNAIRE (PSNCQ
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DISCUSSION
|
The psychometric evaluation and adaptation of the
PSNCQQ to the Turkish language were evaluated based on
the sampling of bronchoscopy patients in this study. It was
decided that the questionnaire was understandable and
helpful in evaluating the patients' satfisfaction in terms of
nursing based on the study resulfs.

When sociodemographic characteristics and patient
satisfaction with nursing care quality were compared, no
statistically significant difference was found. Similarly, in the
study by Al-Awamreh & Suliman [12], it was found that there
was no significant difference between gender and age
satisfaction with nursing care quality.[12] Palese et al. [28]
found that there was no difference between age and a
level of satisfaction, similar to our study, but unlike our study
finding, women were less satisfied with nursing than men.
[28] These findings indicate that more studies are needed.

The adaptation of scale tools developed in one language
fo another is a complicated process requiring careful
the content,
validity.[29-30]
adaptation in the scale adaptation covers both language

planning  concerning psychometric

characteristics, and Cross-cultural
franslation and cultural adaptation for creating a form to
be used in another country. [22] In this study, the "scale
franslation and adaptation process" suggested by WHO
was followed to provide the scale's language validity.[24]
The adequacy of the Turkish-language scale, which is the
first of the adaptation level of the scale, was evaluated
with the CVI and the franslation and back-franslation
process. The number is sufficient for expert opinion. [31,32]
The scales are expected to give similar results in scale
development studies or scale adaptation studies in
different languages when implemented under the same
conditions. Many analysis methods can be used to
evaluate the stability of the scales named reliability. [33] In
this study, the scale's reliability was evaluated through item-
total score correlation, test-retest, internal consistency, and
split-half reliability of the test. Cronbach's alpha internal
consistency, test-retest, and results of the split-half reliability
analysis of the test reveal that the scale is a reliable
measurement tool. Cronbach's alpha factor for the whole
scale was calculated as .98, and item-total correlations
were found between .762 and .913. It was seen that
Cronbach's alpha factor was found to be .97, and total
item correlations were found between .61 and .89 in the
original scale, similar to our study. [4] In the study of

Milutinovic et al. (2012), Cronbach's alpha factor of the
scale adapted to Serbian was found to be .94, and item-
total correlations were found between .56 and .76.[7] In
another study carried out in Turkey, the Cronbach's alpha
factor was found to be .98, and item-total correlations were
found between .80 and .89.[6] In the Albasharey et al.
(2019) version, adapted to the Arabic language, the
Cronbach's alpha factor was found as .96. [1] It was
presented that the scale was a reliable measurement tool
having internal consistency according to the Spearmen-
Brown correlation factor (.937) and Guttman split-half
factor (.993) results. In the study of Albasharey et al. (2019),
Guttman split-half coefficients were found to be .94, similar
to our study. [1] Split-half coefficients were found as .965
and .969 (1st and 2nd Part). In the study of Albasharey et
al. (2019), it was seen that it was found as .21 and .95 (1st
and 2nd part). [1] According to tfest re-test results, the
correlation factor of the scale to the whole of the scale was
found to be .882.

In the studies of adapting the scales to another language
in the literature, it isrecommended to test the current factor
analysis).[34,35]
However, in many studies, exploratory and confirmatory

structure through confirmatory factor

factor analyses were used together [34]. The CVI of the
scale, which was presented to the opinion of experts for
content validity, was found to be .97. It was found that CVI
was between the said values.[33] Similar to our study, it was
found that .94 in Albashrey et al. [1] According to the result
of the exploratory factor analysis conducted upon meeting
the conditions in which the KMO value is over .60 and the
Barlett test was significant to conduct the exploratory
factor analysis, it was seen that the items in the original
scale gathered under a single factor and the factor loads
ranged between .781 and .926. It was seen that the factor
loads were between the required values. [33] It is seen that
the factor loads ranged between .753 and .890 in the
original study of the scale, similar to the results of our study.
[4] It was seen that factor loads ranged between .60 and
.95 in the study of Milutinovic et al. (2012). [7] While the total
variant resulting after varimax rotation was found at 79% in
our study, it was found at 59.9% in Milutinovic et al. (2012).
[7] The explained variances of the scale gathered under
two factors in Albashrey et al. [1] study was 46.4% and
22.9%. Unlike the result of Albashrey et al. [1]'s study, the
findings of our study are congruent with the findings of the
original study with the one-factor model. [4] RMSEA cut-off
points are recommended in the range of .05 to .10 fo
indicate proper fit. [36] RMSEA value was calculated at .097
in this study, providing a mediocre fit. The GFl, IFl and CFI
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stafistics range from 0 to 1, and recommended value is

above .90. However, the closeness of these values to 1 is

approach to measuring patient satisfaction. J Nurs
Care Qual 2005; 20(3): 220-230.

considered an indication of proper fit. [36,37] 5. Loftfi M, Zamanzadeh V, Valizadeh L, Khajehgoodari M.
Assessment of nurse-patient communication and
CONCLUSIONS AND SUGGESTIONS patient satisfaction from nursing care. Nurs Open 2019;
| 6(3): 1189-1196.
Over the last decades, patient satisfaction with nursing 6. Karaca A, Durna Z. Patient satisfaction with the quality
care has been considered a crucial indicator of the quality of nursing care. Nurs Open 2019; 6(2): 535-545.
of care. Measuring nursing care quality has become a 7. Milutinovié D, Simin D, Brki¢ N, Brki¢ S. The patient
priority for healthcare providers and policymakers. It is satisfaction with nursing care quality: The psychometric
known that there is a high correlation between nursing care study of the Serbian version of PSNCQ questionnaire.
quality and patients' overall satisfaction with health Scand J Caring Sci 2012 26(3): 598-606.
services. Although there are questionnaires assessing 8. Mulugefa H, Wagnew F, Dessie G, Biresaw H.
nursing care quality, PSNCQQ is a practical tool to apply Habtewold TD. Patient satisfaction with nursing care in
and assess nursing care quality in clinical and ambulatory Ethiopia: A systematic review and meta-analysis. BMC
care settings. This questionnaire may help increase the Nurs 2019: 18: 1-12.
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APPENDIX

HEMSIRELIK BAKIM KALITESINE iLiSKIN HASTA MEMNUNIYETI ANKETI

£
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SIZE VERILEN BILGI: Hemsirelerin testler, tedaviler ve beklentileriniz ile ilgili size yapmis

olduklar1 agiklamalar ne kadar agik ve tamdi/eksiksizdi.

YONERGE: Test ve islem/ameliyat hazirlig ile ilgili hemsirelerin agiklamalari ne kadar

iyiydi.

BILGI ALMA KOLAYLIGI: Hemsirelerin sorularmizi cevaplama istekliligi.

HEMSIRELER TARAFINDAN VERILEN BILGILER: Hemsireler hastalar, aileler ve

doktorlar ile ne kadar iyi iletisim kuruyordu.

AILE VEYA ARKADASLARI BILGILENDIRME: Hemsireler durumunuz ve

ihtiyaglariniz/gereksinimleriniz ile ilgili ailenizi veya arkadaslarinizi ne kadar iyi bilgilendirdi.

AILE VEYA ARKADASLARINIZIN BAKIMINIZA KATILIMI: Aile ve arkadaslarmizin

katilimina ne kadar izin verildi?

HEMSIRELER TARAFINDAN VERILEN ILGI VE BAKIM: Size gosterilen nezaket ve

saygi ne kadar samimi ve kibardi.

HEMSIRELERIN DURUMUNUZLA ILGILENMESI veya HEMSIRELERIN

DURUMUNUZLA ILGILI DIKKATI: Hemsireler sizin ve durumunuzun nasil oldugunu ne

siklikla kontrol etti.

GORUSLERINIZIN FARKINDA OLMASI: Hemsireler sizin gériislerinizi ne kadar dikkate

ald1 ve size secenek sundu?

IHTIYACLARINIZI GOZ ONUNDE BULUNDURMA: Hemsireler ihtiyaglarinizi karsilama

konusunda ne kadar ilgiliydi.

HEMSIRELERIN GUNLUK RUTINI: Hemsireler programlarm sizin ihtiyaclariniza gére ne

kadar iyi duzenlediler.

YARDIMSEVERLIK: Hemsirelerin sizi rahat ve giivende hissettirme becerisi nasildi.

HEMSIRELERIN CAGRILARINIZA KARSILIK VERMESI: Hemsireler size yardim etmede

ne kadar hizliydilar.

HEMSIRELERIN BECERI VE YETKINLIGI: Hemsireler ilag uygulama, damar yolu

tedavisini yapma gibi islemlerde ne kadar iyiydiler.

BAKIM KOORDINASYONU: Hemsireler ile size bakim veren diger hastane personeli

arasindaki ekip ¢aligmasi.

HEMSIRELER TARAFINDAN SAGLANAN HUZUR ORTAMI: Huzur ve sessizligin

miktari/siiresi.

MAHREMIYET: Hemsireler tarafindan mahremiyetiniz igin saglanan kosullar.

TABURCULUK TALIMATLARI: Hastaneden taburcu olduktan sonra ne yapmaniz gerektigi

ve nelerin bekledigine iliskin anlattiklar1 ne kadar acik ve tamdi.

TABURCULUK SONRASI BAKIM KOORDINASYONU: Hemsirelerin siz hastaneden

taburcu olduktan sonraki ihtiyaclarinizi karsilama konusundaki ¢abalari.
£
£ = = f 2

GENEL ALGI % - x = 5 e
'E o

Genel olarak hastanede kaldiginiz siire boyunca aldiginiz bakim ve hizmetlerin kalitesi.

Genel olarak hastanede kaldiginiz siire boyunca aldigimz hemsirelik bakim kalitesi.

Genel olarak sagliginiz ile ilgili ne sdylersiniz?

Aldigim hemgirelik bakimina dayanarak bu hastaneyi aileme ve arkadaslarima tavsiye ederim.
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ABSTRACT
-

BACKGROUND:

High pharmaceutical price is a dilemma. Value-based pricing (VBP) is suggested to be the potential solution to this
problem. However, in Malaysia, VBP does not receive favorable response from the industry players. Therefore, in this study
we would like to examine the position of various stakeholders on this issue.

METHODS:
The PolicyMaker tool is used to evaluate the position and interest of the various stakeholders. Next, we assess the factors
that might conftribute to the policy success or failure using Kingdon's multiple stream approach.

RESULTS:

We found that VBP received positive response from the stakeholders with some request for amendments. There was
unanimity among the stakeholdersabout infroducing medications that do not improve patient outcomes is
counterproductive, therefore the problem has been articulated adequately. The policy was sufficiently explained with
the publication of the guidelines. Continuous engagement between the government and the private sector plays a major
role. Strong political will also confributed to the success.

CONCLUSION:
Our findings showed that VBP implementation is successful due to strategic engagement and strong support from the
government and the private sectors.

KEYWORDS

value based pricing, pharmaceutical policy, price regulation, stakeholder analysis

INTRODUCTION

. ©'OUCH pricing while also protfecting  consumers and

taxpayers from the financial burden of paying for such high
costs. In recent vyears, this fopic has become more

Globally, high pharmaceutical prices has become a

dilemma. This conundrum arises from the tension between

the need fo encourage novel freatiments through high widespread among the public and the medical fraternifies.
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One of the potential solutions for this is value-based pricing
(VBP). VBP utilized the cost-effectiveness analysis in order to
decide which drug and treatment to incorporate into daily
practice. VBP ensures that the price of the drug is aligned
with the benefits received [1]. Several countries had
adopted this strategy namely, Italy, Spain and France. In
United States, The Centers for Medicare and Medicaid
Services had proposed incorporation of value-based
purchasing strategy in 2016, but the plan was cancelled
late [2]. However, VBP remains a topic for debate between

the stakeholders.

There are two important entities in the Malaysian Ministry of
Health (MOH) which are involved in the implementation of
VBP in Malaysia, namely the Malaysia Health Technology
Assessment Section (MaHTAS) and Formulary Management
Branch of the Pharmacy Practice & Development Division
(PPDD).

MaHTAS is a vital structure in the MOH. Founded in August
1995 and funded by the federal government, MaHTAS is
established under the Medical Development Division,
MOH, which also makes it as the first formal health
technology assessment (HTA) program in Asia. The primary
role of MaHTAS

procedures, drugs, medical devices and freatments, on

is fo assess programs, technologies,
issues of safety, cost and effectiveness. It incorporates
with

international stakeholders as well as producing fransparent

research  evidences, collaborates local and

and relevant reports [3].

The second organization is the Formulary Management
Branch of Pharmacy Practice & Development Division
(PPDD). PPDD is
incorporation into the Ministry of Health Medicine Formulary

vital as they oversee new drug
(MOHMF), modify existing drug specifications or remove
existing drugs from the list. Thus, the PPDD role is crucial as
they deftermine what treatments Malaysians will geft.
Through an extensive literature research and appraisal,
PPDD assess about 60 drugs annually with half of them as
as full assessments (mini-HTA), evaluating their safety, cost
and cost-effectiveness [4].

These ftwo organizations reflect the rising disposition
towards the incorporation of economic consideration
when devising a new health policy. MOH has also
published two 2012 and 2019 on

pharmacoeconomic analysis studies.

guidelines in

Value-Based Pricing in Malaysia’s Healthcare: A stakeholder analysis

However, VBP does not receive favourable response from
the The
Associafion of Malaysia (PhAMA) has argued that cost-

pharmaceutical  industry. Pharmaceutical
effectiveness analysis (CEA) should not be the sole meftric
to decide which drug to incorporate intfo the Malaysia Drug
formulary. Instead, they suggested that Multi Criteria
Decision analysis should be used in order fo give a better

picture on the overall effectiveness of a drug [5].

In this study, we conducted a stakeholder analysis to assess
the position and inferests of various stakeholders on the
issue. We also used Kingdon's multiple stream approach
[6][cite] to contextualize the factors that might affect the

success or failure of VBP.

METHODOLOGY

DATA

Data were collected from peer-reviewed documents and
grey literature from 2000 to 2020 spanning two decades
through general web-based searches. Grey literatures
consist of reports, working papers, white papers and
research outside conventional academic publishing and

distribution channels.

DOCUMENTS

Most of the data was gathered through extensive desk
review. Keywords used include, "value-based pricing”,
“pharmaceutical pricing”, "cost-effectiveness analysis’,
the name of specific stakeholders and related queries.
Online search also includes newspaper articles, speeches,
conference presentation and so forth. We also included
social media sites such as Facebook and YouTube in our

study.

ANALYSIS

Our analysis was conducted in three steps. First, was to
identify stakeholders affected by VBP. Second, was to
the
relationships. Third, was to assess the stance and roles taken

evaluate stakeholders' resources, interests and

by the stakeholders.

The data collected was then entered info Reich's
PolicyMaker software and the software guided the user
through each  steps [7]1. PolicyMaker includes
questionnaires to assess stakeholder position (support,
oppose, non-mobilized), power (resource available) and
the infensity of position (disposition to use available
resource). The stakeholders (players) were displayed based

on the spectrum from high support, non-mobilized, and

2
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high opposition. A feasibility graph was produced based
on three criteria: power, intensity of position and number of
mobilized groups. Kingdon's multiple stream analysis [6][
[cite] was used to analyse the data and identify the barriers
formed by the stakeholders that might influence the policy
implementation.

RESULT
]
In general, the key stakeholders are supportive of the
implementation of VBP in Malaysia’s healthcare system. We
created the Position Map based on the result (Figure 1).

FIGURE 1: BLACK BOXES INDICATE HIGH POWER OF THE STAKEHOLDERS TO INTERVENE, GREY BOXES FOR MEDIUM POWER

AND WHITE BOXES FOR LOW POWER

High Medium Low

Support Support Support

Nen- Low
Mabilized

Medium High
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Opposition Opposition

Ministry of Health FPMPAM

MOPI

Galen
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In the PolicyMaker tool, inferest is divided into several
categories such as financial, ideological, religious and
included some of the most

humanitarion. Here we

prevalent interests.

FINANCIAL INTEREST

Public sector
Stakeholders with financial interest in the public sector aim
to optimize their budget utilization by applying VBP in the
healthcare system. For example, the MOH have specific
divisions fo conduct various studies fo determine the cosfs
of aninfervention or program. Public sector receives limited
budget annually and they need to allocate this resource
wisely. They also collaborate with local partners such as
universities and think tanks, as well as international partners,
in order to evaluate the best program for money. Several
such as Universifi

universities Kebangsaan Malaysia,

Universiti Sains Malaysia and Universiti Malaya have
infegrated casemix system based on Diagnosis Related
Group into the hospital setting. Universiti Kebangsaan
Malaysia Medical Centre is the first hospital fo have fully

integrate casemix analysis since July 2002 [8].

Private sectors

This is in contrast with the private sector. Stakeholders with
financial interest in the private sector seek to maintain or
increase their profits in the market. Generally, the private

Value-Based Pricing in Malaysia’s Healthcare: A stakeholder analysis

sectors always stated their support for the application of

VBP saying that patient inferest is of their utmost
importance however, whenever the interest coincide with
their profits, they backpedaled. For example, PhAMA
initially voiced their full support for VBP and then asked for
a few amendments afterward on the methodology of

determining cost-effectiveness threshold.

The Association of Private Hospitals Malaysia (APHM)
support the application of VBP, and later on added that,
the expectatfion of the public to receive cheap quality
healthcare within their vicinity is impossible with the small
profits accrued by private hospitals [?]. Some parties do not
agree with this claiming that the CEO of a private hospital
received RM34 million inremuneration for a particular year
[10]. They also reprove this statement arguing that the
continuous expansion of the private hospitals both locally
and internationally is a proof that the profit is ‘exorbitant’.

PhAMA which initially supported the application of VBP
withdrew as they were concerned that the sole practice of
CEA will restrict the entrance of new innovative drugs into
the formulary and therefore, reduced their profits. For
example, in the United Kingdom (UK), the willingness-to-pay
was set between £GBP 20,000 and 30,000 per Quality
Adjusted Life Years (QALYS) [11]. However, many cancer

freatments have higher QALYS and therefore were not
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reimbursed. PhAMA asserts that using incremental cost-
effectiveness ratio (ICER) threshold as the sole criteria for
selecting drugs is parochial as it does not account for other
factors such as disease severity, unmet needs, target
population size and societal cost for CEA. PhAMA instead,
suggested that a Multi Decision Criteria Analysis model
should be used as it sets weightage to different factors and
therefore will be more comprehensive in the decision
making [5].

The private insurance industry is generally supportive of any
[12]. In 2019, the private
insurance sector and Bank Negara Malaysia (BNM)
established Medical Cost Containment Task Force (MCCTF)
to study the reasons for rising medical insurance premiums.

cost containment measure

High medical cost will lead to high premiums, which wil
deter the public from taking private insurance. More co-
insurance plans were also suggested to make medical
insurance more affordable [13].

IDEOLOGICAL INTEREST

Ideological interest relates to government's role in
providing quality healthcare and the population access fo

better healthcare.

The MOH aims fo “assist an individual in achieving and
sustaining as well as maintaining a certain level of health
status to further facilitate them in leading a productive
MOH strong

advocavy for VBP is ingrained in its vision to provide the

lifestyle, economically and socially” [14P%].

people a quality healthcare that is affordable, efficient
and innovative. However, due to budget constraint, this
encourages the MOH to explore other avenues which lead
to the establishment of Nafional Health Financing Unit in
2009. However, since then, the MOH sfill has not made a
significant move from the general taxation funding system.
It has always been to reduce the cost, instead of increasing
the income. Besides, the emerging importance of the HTA
divisionin the MOH has shown MOH commitment fowards
VBP although this effort has been mainly restricted by the
lack of data and electronic medical records.

Other stakeholders such as academics have also fully
supported the implementation of VBP shown by the
growing numbers of CEA studies over the years, increasing
from only 2 studies in 2004 to 15 studies in 2017 [15].
Academics have always conducted various seminars and
conferences fo discuss the importance and application of
VBP. One of the foremost universities in this area is Monash
University, Australia. Headed by Professor Kenneth Lee, who

Value-Based Pricing in Malaysia’s Healthcare: A stakeholder analysis

is widely recognized as one of the pioneers in
pharmacoeconomic research in Asia, and also a founding
member of the Hong Kong Chapter of the International
Society for Pharmacoeconomics and Outcomes Research.
Monash University has invited various well-known experts in
the pharmacoeconomic area fo present as well as
organizing health economics workshops and collaborating

with the MOH and international universities [16].

The Malaysia Pharmaceutical Society (MPS) has organized
several forums on VBP. For example, MPS worked with the
MOH to organize the 10th National Pharmacy Conference
in 2018 to discuss VBP related issues and recent advances
in pharmacoeconomic research [17]. MPS encourage
patients to obtain prescriptions from their doctors using
chemical names instead of brand names as this would
allow the patient to choose the medication based on
affordability. In 2015, MPS support a petition tfo classify
GST  [18].

Organisation of

controlled  medication as  zero-rated

Fundamentally, the Malaysian
Pharmaceutical Industries (MOPI) iscommitted to VBP.One
of the MOPI's objective is to "ensure that all patients have
access to affordable quality medicines” [19][cite p2]. MOPI
is committed to promote cost-effective and high-quality
pharmaceutical products. The first general principles of
MOPI, out of six principles mentioned, was to do all it can

to benefit the patients [19]

HUMANITARIAN INTEREST

Stakeholders with humanitarian inferest such as the
Federation of Malaysian Consumers Associations (FOMCA)
seeks to study consumer issues, educate on consumer's
rights and advocate for better protection.
Established in 1973 in Alor Setar, Kedah, FOMCA has been
in the forefront when it comes to consumerism issues.
FOMCA worksin three phases. In the first phase, FOMCA will

organize forums and meetings with the government

consumer

agencies. In the second phase, FOMCA will write to the
press and politicians to assert pressure. The third phase is by
collecting petitions from the public [20]. FOMCA seeks to
ensure that Malaysian will have the access to affordable
FOMCA suggested that
healthcare expenditure should be increased to 7% of GDP,

and high-quality healthcare.

in line with WHO recommendations [21]. Known as the
FOMCA

regulation and lower insurance

stfaunch critic for private healthcare sector,
advocate for better
premium to cater for low and middle income consumers
[22].
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STAKEHOLDER MAPPING: POWER AND POSITION

PolicyMaker tool categorize power into: low, medium and
high. Power is characterized by the resource that the
stakeholder has, both tangible and intangible. Power is
measured by the possession of fiscal, organizational and

TABLE 1 1: STAKEHOLDERS’ POSITION, INTEREST AND POWER

symbolic resource in order fo guide the policy, along with
their relationship to the policymaker and media. We
showed the power and position of the stakeholders in Table
1.

Stakeholder Interest Position Power

Academics Professional High Support Low

Association of Private Hospitals Financial Low Support High

Malaysia (APHM)

Citizen Financial High Support High
Ideological

Consumer Association of Penang Humanitarian High Support High

(CAP) Ideological

Federation of Private Medical Financial Low Support High

Practitioners' Associations,

Malaysia(FPMPAM)

Federation of Malaysian Consumers Humanitarian High Support High

Associations (FOMCA) Ideological

The Galen Cenfre for Health and Professional Low Support Low

Social Policy

Malaysia Medical Association (MMA)  Financial Medium Support High

Malaysian Organisation of Financial Low Support High

Pharmaceutical Industry (MOPI)

Malaysian Pharmaceutical Society Financial High Support High

(MPS)

Ministry of Health (MOH) Financial High Support High
Ideological

Pharmaceutical Association of Financial Low Support High

Malaysia (PhAMA)

Private Insurance Financial High Support Medium

The MOH is considered to have high power as they have
considerable resources and access to the ‘high table’.
Their support for VBP enabled them to initiate various VBP
programmes and cooperate with numerous institutions.
They also provide research grants and funding for health
economics studies through National Institute of Health (NIH)
and Medical Review and Ethics Committee (MREC). All
studies involving MOH facilities must be registered under
(NMRR).
MOH is responsible for administering several important Acts
such as theMedical Act 1971, Poisons Act 1952 and Mental
Health Act 2001. Conforming to the current technology

the National Committee for Clinical Research

trend, the MOH is actfive through social media such as
Facebook, Twitter and Telegram, devoted fo provide
timely, truthful and fransparent sources of information.

Value-Based Pricing in Malaysia’s Healthcare: A stakeholder analysis

Other stakeholders such as PhRAMA and APHM use media
and forums to state their position. Social media such as
Facebook and Youtube are also used.

KINGDON'S MULTIPLE STREAM APPROACH

It is necessary to understand what factors lead to the
virtually successful implementation of VBP in Malaysia's
healthcare system. One ofthe ways to do this is by applying
Kingdon's mulfiple stream framework. This framework
analyses the component or the stream of policy setting
process which are the problem, policy and the political
stfream. This analysis attempt to discover the window of
that,
strengthened as the national agenda.

opportunity  so VBP can be maintained and
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THE PROBLEM STREAM

To ensure that the problem is solved, the problem needs to
first.  The that
incorporating drugs that do not improve a patient’s

be addressed stakeholders agreed
outcomes is detrimental and a waste of money. There is a
consensus amongst stakeholders that integrating VBP into
the pharmaceutical pricing is essential. This can be seen
through numerous seminars and conferences organized on
the issue. Therefore, a proper problem framing has been
established on the importance of implementing VBP in the

drugs listing and pricing.

Stakeholders with financial interest such as MOH plays vital
role in pushing forward the VBP agenda through its divisions
and programmes. Academics had been increasing their
studies and discussion on this topic, making it a primary
issue in the health economics area [15].

Private sectors with financial interest, such as PhnAMA and
APHM, also generally agreed with the notion although they
called for several modifications. The public sector viewed
VBP as their
healthcare at affordable price to the public, whereas the

responsibility to provide a high-quality

private sector viewed VBP as their way of conveying their

commitment toward patient’'s care and ultimately,

customer’s interest.

As a result of the unanimity among public sector, private
and the NGOs, the
implementation of VBP received a favourable response.

stakeholders, academics

THE POLICY STREAM

Policymakingis a complex process, intertwined with various
concepts, players and solutions, presented at different
stage of the policy cycle [23]. However, the problem must
first be identified and then, the solution (policy) can come
into play.

The implementation of VBP in the counfry is sfill not
widespread, yet itis movingin the right direction. The strong
agreement among the stakeholders helps this policy to
come info light.

The HTA division under the MOH, widely regarded as one of
the most important divisions, continuously engaged with
stakeholders through seminars, forums and workshops. This
confinuous engagement is crucial to sirengthen the
understanding between the stakeholders and improve
fransparency. The MOH conduct various VBP studies and

published several guidelines to help improve the state of

Value-Based Pricing in Malaysia’s Healthcare: A stakeholder analysis

VBP inthe country. These guidelines help the private sectors
and the academics to comprehend the approach that
MONH is taking.

Although the MOH does not publish official CEA threshold,
the MOH generally agreed to  follow WHO
recommendations. A study in 2017 found that the CEA
threshold estimated for Malaysia is lower than the WHO
recommendation [24]. The simple and straightforward
nature of the guideline supports unambiguity and helps fo
frame the solution as acceptable to many [25].
The continuous interests from the academics involving
several local universities helps to provide factual evidence
on VBP, shown by the increasing number of studies on VBP

over the years.

like FOMCA,
welcome the solution as they had been asking for years

Stakeholders with humanitarian interests
that the problem of expensive healthcare, be addressed
and thus, VBP implementation is seen as a way to help
reduce the cost of healthcare for low-and middle-income
groups, especially in the private sector.

The private sector generally agreed with the solution
although they asked for a few modifications. PhAMA s
concerned that VBP might hinder the enfrance of new
innovative drugs whereas the private hospital group is
concerned that VBP might compromise patients’ welfare.
Although they have financial interest at stake, the private
sector managed to frame the modifications as a way to
protect the public’s interest.

Coming together, the stakeholders managed to push
forward the VBP agenda. The strong policy stfream coupled
with well-framed problems, helps the implementation of
VBP to be successful.

THE POLITICAL STREAM

The establishment of MaHTAS in the 1990s signified the
importance of HTA in the couniry. Progressing towards
evidence-based medicine and later on, VBP, the changes
of administration continuously uphold the concept of VBP
and put it in the centfre. Perhaps helped by the previous
Prime Minister, Tun Dr. Mahathir bin Mohamad, who was a
medical doctor by fraining, also spearheaded the reform
of HTA in the MOH. Political groups, whether they are in the
government orin opposition, both support VBP. This can be

seen after the fall of Barisan Nasional in 2018 and
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subsequently the takeover from the Pakatan Harapan, that
the VBP agenda has become more important. This is also
encouraged by the commitment from the government to
establish Malaysia as an educational hub and therefore
invited several reputable universities to get a foothold in
Malaysia. Among them is Monash University which is seen
at the forefront of VBP implementation.

DISCUSSION

|
The implementation of VBP is considered as successful. Our
analysis used a double pronged approach to study VBP,
first the
stakeholders position and then merged that with the

with  Reich’'s methodology to understand
Kingdon's multiple stream framework fo evaluate the

factors involvedin VBP success.

We found that both approaches point to the significantrole
of the MOH in ensuring that VBP remains a priority. The
that the MOH have

significant power and resources, are highly supportive and

stakeholder analysis revealed
continuously engaged with stakeholders to implement VBP.
The Kingdon's multiple stream approach demonstrates
how cost becomes a major problem resulting in the strong

endorsement by the MOH in the policy stream.

WINDOW OF OPPORTUNITY

VBP implementation is still progressing. There are several
things that can be improved. First, the inclusion of CEA
studies should be made mandatory when submitting
dossier for new drug listing. All the drugs in the formulary
should continuously be evaluated. Government should
invest in digitalising the healthcare system. Electronic
medical records need to be used in hospitals and clinics,
both in public and private sectors. Hospitals should move
from paper-based systems to fully computerized systems.
This data then needs to be integrated. Malaysia should
emulate the Taiwan Health Care Smart Card system which
uses a microconfroller-based card that has various

information such as the number of admissions,
accumulated medical expenditure, drug allergy history
and immunization information [26]. A cenfralised patfient
registry should also be set up. The availability of the data
willhelp catapult the integration of VBP into the healthcare
system. The presence of real-time data, coupled with
longitudinal pharmaco-surveillance, will help to reduce the
uncertainties regarding the frue safety and effectiveness of
the drugwhile at the same time providing leverage in the

pricing negotiation process.

Value-Based Pricing in Malaysia’s Healthcare: A stakeholder analysis

FUNDAMENTAL CAUSE OF VBP SUCCESS

This research seeks to understand the interplay between
the stakeholders in VBP implementation. We believe that
the MOH plays a big role in ensuring VBP success. The MOH
utilised its resource efficiently in applying and presenting
VBP as the fop priority. Conversely, if the MOH is not
adamant in putting VBP forward, VBP might succumb to
the pressure from the private sectors.

VBP
and clear

Private sectors also play a major role in

implementation. Confinuous engagements
commitment on the VBP implementation from private
sectors contributed to the wide acceptance of the policy

by the stakeholders.

VBP was perceived as the way to ensure sustainable
healthcare costin light of increasing spending and budget
constraint. VBP is vifal in ensuring the benefits received is
align with the cost and therefore, opfimize the budget
provided to the fullest while protecting patients' welfare.

In regard fo about budget constraint however, there is still
a need for more fiscal allocation for health. The total
healthcare expenditure in 2019 is af 4.26% of GDP [27]. This
needs fo be increased to 7% of GDP as recommended by
the WHO. Healthcare in Malaysia is virtually seen as a
burden to the government rather than a booster to the
economy. This perceptfion needs to be changed as a good
healthcare system will provide a healthy generation and a
high quality workforce.

Economic concerns, corruption, unemployment, political
instability and kleptocracy have always become the
priorities, something that are always seen in the news, social
media and in daily conversation. Healthcare cost should
also have topped this list. More discussion and awareness
on the importance of affordable excellent healthcare is
needed.

LIMITATIONS

This study has several limitations. We attempt to analyse the
problem using Reich’s stakeholder analysis and Kingdon'’s
multiple sfream approach, which are both recognized
scientific methods. However, it is difficult to externalize this
study to policyin other countries as this study isa single case

stfudy with various unique stakeholders.

There are alot of stakeholders that might be involvedinthe
current study. However, we only focused on the big and
powerful organizations which in itself might be a bias.
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This study also only involved publicly available data. This

study does not take into account what might happen

during private negotiations.

As for public documents,

these documents might be

availablein English, Malay, Mandarin or Tamil. However, our

sources of information were only from English and Malay.
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ABSTRACT

Attachments are an integral element of the human experience from birthto death. Early experiences with caregiver and
adult attachments are crucial for human emotional and cognitive development and it is a strong basis for mental health
and psychological adjustment. Despite this, little research onthe relationship of these attachments has been undertaken
on subjective well-being.

This study intended fo investigate the relation of secure aftachment style with subjective well-being through serial
mediation effect of self-esteem and emotional intelligence. Process macro version 3.4 in SPSS 23 and AMOS 21.0 were
used to evaluate survey data of 266 respondents.

The findings of the study revealed that secure attachment style play a significant role in enhancing the subjective well-
being of people and a positive significant relationwas found between them. Also, this relationship was mediated by both
self-esteem and emotionalintelligence which supports the serial mediationmodel. Hence, the results exhibit that secure
atfachment style predicts self-esteem and emoftional intelligence, which in turn influences the subjective well-being of
persons. Furthermore, both directand indirect effects were statistically significant.

Theoretical and practicalimplications are discussed based on the findings of the study.
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atfachment styles, emotionalintelligence, self-esteem, subjective well-being

INTRODUCTION
I
Subjective well-being (SWB) is a relatively emerging

emotions, and unpleasant emotions [1]. They defined
subjective well-being as an individual's cognitive and

psychological construct in the field of positive psychology affective self-evaluation [2]. The cognitive component is

which was firstly explored by Edward Diener in 1984. Ed defined as the way people might think about their life

Diener and his colleagues defined subjective well-being as satisfaction as a whole, while the affective elementwill be

composed of three components - life satisfaction, pleasant defined as people’s emotions, feelings. or moods, such as
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when a person feels happiness [3,4]. Therefore, SWB can be
defined as a cognitive evaluation of life that is filled with
pleasant emotions without unpleasant emotions. Similarly,
other previousresearchonthe correlates of subjective well-
being also supported affective components of subjective
well-being and life satisfaction as extremely important [2].
Further, determining that demographic
characteristics such as income only explaina small portion

after

of happiness variation, then research focused on

psychological determinants of subjective well-being [1,2].
Among the  psychological determinants, socidl
relationships were found to be significantly more strongly
linked to satisfaction than objective measurements like
income [5], and relatedness was one of the key
influence happiness [6,7].

relationship-enhancing attributes and personality traits

determinants to Similarly,
were also found to be highly associated variables with
subjective well-being among other traits [8]. Given the
complexity of the topic of relationships, studies have
focused on various components of relationships that
contribute to subjective well-being. Attachment, as a
feature of close relationships, has been identified as one of
the important relationship characteristics that may be
highly relatedto subjective well-being [6] or satisfaction of
life [?9]. However, the relationship between attachment in
close relationships and subjective well-being is less well
understood.

On the otherhand, attachment refers to a feeling of trust in
others to respond and assist peoplein times of need, and it
is a strong basis for mental health and psychological
adjustment [10]. Aftachment is an emotional bond formed
with another person who is regarded as a security source
and provides a safe foundation for exploration of the
surroundings  [?]. Internal cognitive-affective  working
models, which are mental representations of self and
others, and connections derived through child-parent
intferactions, are thought to impact a child's attachment
behaviour and have long-term effects on subsequent
relationships [11]. Thus, adult emotional relationships are
seen as extensions of child-parent attachments. Different
attachment such as dismissive,

categories, secure,

preoccupied, and fearful are described based on
perceived trustworthiness and availability of others and

perceived worth of self [12].

The term secure attachment style (SAS) refers to a person's
ability to openly express their feelings with their family,
friends and partners and adults who have a secure
attachment style may rely on their partners and, in turn, let

their partners rely on them. In the dismissive style, people
believe that being in a relationshipis not necessary to feel
complete.They don't want to rely on others to seek support
and approval and don't let others rely on them. People
with a preoccupied attachment style place a high value
on their relationships, but they are often concerned that
their partners are not as investedin the relationship as they
are and fearful people seek infimacy and closeness, yet
they have problems frusting and relying on others. They
have trouble regulating their emotions and avoid
significant emotional attachments because they are afraid
of being hurt. Later, two dimensions were discovered
beneath these categories or styles: Anxiety and avoidance
[13]. So, the avoidance dimension refers to how much
people want restrictedintimacy and prefer to be mentally
and emotionally independent, whereas the anxiety
dimension refers to how much people worry that their
relationship partners would not be around or abandon

them.

Although there are few studies, research focusing on the
relationship between attachment styles and subjective
well-being found that securely attached people had a less
negative affect and more positive affect [14], and that
attachment dimensions were linked to everyday subjective
emotional experiences [15]. In another study [16], found a
link between attachment and subjective well-being,
demonstrating a link between people's general
attachment security and their well-being. Overall, these
research findings seem to point to a link between
attachment and subjective well-being. Furthermore, self-
esteem (SE) described as a person's positive or negative
attitude toward oneself, and emotionalintelligence (El)is a
cognitive phenomenon about reasoning or solving
problemsin the emotiondomain and understanding one's
emotional tendencies and disposifions, has

emerged as a significant construct with strong linkages to

recently

psychological flourishing and mental health as well as the
stable aftachment. So, the goal of this study was to look
into the role of attachment in subjective well-being, as well
self-esteem and emotiond

as the significance of

intelligence as a mediating factor.

This present study explores the mediatingrole of self-esteem
and emotional infelligence between the associatfion of
secure attachment style and subjective well-being among
the people of Punjab and Chandigarh Tricity. Thisresearchs
use of self-esteem and emotional intelligence as a
mediator is consistent with previous studies [17-20]. Aside
from individual mediation, the study will focus on seridl

Association Betwee n Secure Attachment Style and Subjective well-being: Examining the seque ntial mediation effects 2
Asia Pacific Journal of Health Management 2022; 17(2):i1549. doi: 10.24083/apjhm.v17i2.1549



mediation of self-esteem and emotional intelligence,

which will be a significant contfribution. These two
mediating variables are important in improving subjective
well-being [21-24].Now the question arises"How do secure
attachment style enhances subjective well-being through
self-esteem and emotional intelligence?” To answer this
question, a serial mediation conceptual framework was

developedand studied.

The current study is worthwhile for several reasons. The
study's originality is that it has used objectives and models
that had not previously been studied. Furthermore, existing
research has not looked into the relationship between the
variables indicated above, particularly on the adults of
Punjab and Chandigarh Tricity, where respondents may
have different characteristics and work settings than in
previous studies. As a result, the current study will fillin gaps
in the existing literature.

THEORETICAL FRAMEWORK AND
HYPOTHESES FORMULATION

I
ATTACHMENT THEORY
Early experiences with caregivers, are crucial for human

Although
attachment behaviours are especially obvious in early

emotional and cognitive development [9].

childhood, attachment is an integral element of the human
experience from birth to death [25]. Hazan and Shaver
extended this attachment theory to adult relationships,
defining friendships, romantic love, or pair bonding, as an
[11]. the
considered a suitable theoretical base for studying the

attachment process Therefore, theory s
relationship between attachment style and subjective well-
being. Supporting this, a research study [26] stated that
people would have high subjective well-beingif they have
good relationships. Similarly, this theory is applied fo
comprehend the relationship between the other constructs

of the study.

SECURE ATTACHMENT STYLE AND SUBJECTIVE WELL-
BEING

Attachment theory is a valid framework for understanding
individual variations in happiness and many studies have
provided empirical evidence to support the idea that good
familyrelationships can confribute to a sense of well-being
[27]. So, the social environmentinwhichindividuals live has
an important role in individual behaviour. Moreover,
according to [28], secure attachments are favourably
connected with happiness, but attachment anxiety and
attachment avoidance have both been shown fo be

adversely correlated with life satfisfaction and wellbeing
[29]. Secure attachment is linked to positive emotions
through social interactions [30], as well as happiness,
reduced negative affect, and fewer psychiatric symptoms
[31]. But attachment anxiety and avoidance have been
linked to more pain and lower well-being [32], as well as
negatively associated with global happiness [33] as an
anxious aftachment can result in the development of
maladaptive affect regulation strategies, which can lead
fo negative mood and interpersonal issues [34], low
romantic relationship satisfaction [35], and less positive
emotions [36]. Also, the outcomes are more complicated
for avoidance deactivation approaches. Thus, it can be
implied that secure attachments with friends and family
enhance the subjective well-being of people. So, this study
proposed the following hypothesis:

H1: Secure attachment style positively affects subjective
well-being.

MEDIATION OF SELF-ESTEEM

Self-esteem is a person's positive or negative attitude
toward oneself as well as a person's favourable or
unfavourable view of himself or herself. Self-esteem is a
feeling of a person that he considers himself worthy or
unworthy [37].

It has been claimed that attachment experiences are
significantin shaping people's self-images and, as a result,
their ability to control emotions [17]. Also, there are many
existing links between insecure attachment and poor self-
esteem [38].Furthermore, inthe opinion of [39], self-esteem
and spiritual belief affect dependent and anxious
attachment in females only and not in males which
contradicts the findings of [40], who claimed that both
genders have reduced self-esteem as a result of
attachment experiences. In addition, past research has
linked secure attachment to self-worth in the context of
family support. Similarly, researchers have emphasized the
role of self-esteem in determining happiness in recent
decades and consider self-esteem to be one of the
greatest predictors of wellbeing [41]. According to social
identity theory, the relafional self is an important part of
one's selfhood, and one's assessment of the relational selfis
linked to subjective well-being [42]. Further, relational self-
esteem was found to be connected with many indices of
well-being (positive affect, purpose in life, depression) in
one of the few studies that explicitly assessed self-esteem.
It means individuals who feltmore connected and related

to significant persons such as family and friends were more
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likelyto demonstrate optimal functioning [43,44]. Numerous
studies have also found that those who have a strong bond
with their parents have greaterlevels of psychological well-
being [21,22]. So, after finding the relationship of self-
esteem with attachments and subjective well-being,
existing literature recommends self-esteem may mediate
the relationship between secure attachment style and
subjective well-being. Hence, this study is using self-esteem
as a mediator between secure attachment style and
subjective well-being.

H2: Self-esteem positively mediates the relationship
between secure atfachment style and subjective well-
being.

MEDIATION OF EMOTIONAL INTELLIGENCE

Emotionalintelligence (El) has progressedintwo directions,
each based on a differentf conceptualization [45,46]. As a
result of this evolution, two types of El have emerged: ability
El and trait El [46,47]. Ability El is defined by [48] as a set of
three adaptive abilities: emotion perception and
expression, emotion management, and emotion used in
problem-solving. Trait El is conceptualized as a set of
emotion-relatedself-perceptions and dispositions,i.e., self-
efficacyin the emotion domain [24,49]. This view assumes
that emotions are subjective, and thus anything emotion-
related (including emotional intelligence) is equally
subjective, and hence cannot be objectively quantified.
As a result, self-report questionnaires are used in this study.
It appears that the two conceptualizations differ not on
whether El is a cognitive phenomenon, but on what the
cognitive phenomenon is about-if it is about reasoning or
solving problemsinthe emotiondomain, it is an ability [45],
ifitis about understanding one's emotional tendencies and

dispositions, itis a trait [24,45].

Attachment theory is also a paradigm of emotiond
regulation [18,50]. According to [50], Internal working
models of aftachment could be seen as the complete
process that orients an individual's emotional reactions to
stressful situations. Internal working models are full
character methods for controlling emotions and directing
behaviours. When it comes to attachment styles, research
shows that secure people can cope better with negative
emotions in social interactions than insecure people [50]
and have more positive feelings within interactions [14],
skills  [51].

atfachment style has a significantimpact on El [19], and H,

and pleasant emotional Hence, secure

as a set of abilities to process and comprehend emotiors,
has a significantimpact on an individual's wellbeing [20].

As subjective well-being, anxiety and stfress are linked to
both ability El and trait El. In the opinion of [23,46,52], ability
El has been linked to increased life satisfaction, improved
offective well-being (increased positive affect and
decreased negative affect and reducedstress. Above and
beyond, trait El also indicated enhanced life satisfaction
[24]. Kong and Zhao discovered that this association was
mediated by affect, with higher trait El relafed with
enhanced positive affectand decreased negative affect,
both of which contributed to increasedlife satisfaction [53].
Hence, the literature shows that secure attachment style
has a positive significant relation with emotiona
intelligence and further, emotional intelligence has a
significant effect on subjective well-being. So, based on
these priorstudies, this study is using emotional intelligence
as a mediator between secure attachment style and
subjective well-being.

H3: Emotional intelligence positively mediates the

relationship between secure attachment style and

subjective well-being.

SERIAL MEDIATION

The current study examines the serial mediation effect.
Taking all hypotheses proposed above, the present study
foresees that the relationship between secure attachment
style and subjective well-being canbe mediated by SE and
El (a serial mediation). Former studies provide empiricd
evidence to confirm the positive association between
[43,44].
Individuals who felt more connected and related to

attachment  orientations and  self-esteem
important people in their lives, such as family and friends,
were more likely to perform at their best. People with high
self-esteem have a high level of emotional processing and
control power, which leads to high emotional intelligence
[17]. Furthermore, Higher El can enhance life satisfaction,
improve affective wellbeing [23,46,52,53].Hence, it can be
seen that self-esteem developed by secured attachments
will positively influence emotional intelligence and it will
ultimately lead to influencing SWB. As a result, it is feasible
that SE and El not only play an individual mediatingrole in
the link between secure atfachment style and subjective
well-being but also relate witheach other and play a seridl
mediationrole in the relationship at the same time. Thus,
the following hypothesis has been proposed when taken
together.

H4: Self-esteem and emotional intelligence serially
mediates the relationship between secure attachment

style and subjective well-being.
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CONCEPTUAL FRAMEWORK:
Based on the above literafure and hypotheses, the

following conceptual framework has been framed:

FIGURE 1: CONCEPTUAL FRAMEWORK

Self-esteem

Secure attachment

» Emotional Intelligence

Subjective well-

style

beina

METHODOLOGY
|

SAMPLING AND DATA COLLECTION

The study investigates the association between secure
atfachment style and subjective well-being of adults of
North India by using a quantitative cross-sectionresearch
design. Convenience sampling was used to collect the
data from the adults of Punjab and Chandigarh Tricity in
north India and data was collected from different age
groups. To make the sample more representative, it
included respondents from urban, rural, and semi-urban
areas, as well as married/unmarried men and women from
nuclear and joint families. A structured questionnaire was
distributed tfo collect the
December 2021

responses in  November-

A closed-ended questionnaire was distributed to 300
people, and 282 responses were received, yielding a
response rate of 94 per cent. Due to incomplete andinvalid
responses, 16 of the submitted questionnaires were
discarded. Data for the study were collected at two points
in time, separated by three weeks, to eliminate common
method biases. Closed-ended questions were chosen
because respondents would find it easierto complete the
questionnaire, and the study would ftake less time and
expense to complete. Before proceeding on fo analysis,
the primary conditions of sample size and data accuracy
were metf. A minimum sample size of 100-150 is deemed

appropriate for analyzing a model [54]. As a result, the

current study's effective sample size of 266 is adequate for
analyzing the proposed model.

MEASUREMENT DEVELOPMENT

The variables in the present study were measured using
existing scales extracted from previous literature. The
secure aftachment style was measured by nine items
adapted from the revised adult attachmentscale of Collins
and Read [55]. These nine itemswere developedbasedon
the 'depend’ and ‘close’ dimensions of scale. The sample
item is "I find it relatively easy to get close to people.'’ For
subjective well-being, a five-item life satisfaction scale
developed by Diener, Emmons, Larsen & Griffen was used
[3]. The sample item is “I| am safisfied with my life” and for
self-esteem, afive-item scale has been constructed based
on a scale developed by Rosenberg with modifications as
per the requirement of the study [37]. The sampleitemis “I
feel that | have a number of good qualities." A five-item
scale was constructed to measure emotional intelligence
from the self-reported emotional intelligence test (SSEIT)
[20]. The sample item is "Il am aware of my emotions as |
experience them." All the scales except adult attachment
scale items used five-point Likert scales ranging from 1
(strongly disagree) to 5 (strongly agree) and for adult
attachment scale items used five-point Likert scales
ranging from 1 (not at all characteristics) to 5 (very
characteristic).
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SAMPLING ADEQUACY AND FACTOR ANALYSIS

Table 1 shows Kaiser-Meyer-Olkin and Bartlett's Test of
Sphericity is used to determine sampling adequacy. KMO
value of more than .8 indicates that the sample is
adequate for the analysis. According to Barlett's test, p-
value<.001 maoke up the constructs are significantly

satisfying.

TABLE 1: KMO AND BARTLETT'S TEST

All the scales were validated and standardized. However,
factor analysis with varimax rotafion was used to re-
evaluate the scales' applicability for the current study.
Cronbach's alpha, with a minimum threshold of 0.6, was
used to assess the constructs' internal reliability [56].Table 2
shows the factor loadings and Cronbach's alpha results.

Kaiser-Meyer-Olkin Measure of Sampling Adequacy
.889
Bartlett's Test of Sphericity Approx. Chi-Square 5747014
Df 176
Sig. .000

Source: Primary Data

TABLE 2: ROTATED COMPONENT MATRIX

FactorLoading

Variables
SASI 787
SAS2 828
SAS3 724
SAS4 681
Secure Attachment Style SASS 703
(Cronbach’s alpha = .912)
SAS6 757
SAS7 767
SAS8 723
SAS9 656
SEl 771
SE2
Self-Esteem 774
(Cronbach’s alpha = .845)
SE3 607
SE4 687
Association Betwee n Secure Attachment Style and Subjective well-being: Examining the seque ntial mediation effects [
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SES 782
Bl 684
B2 772
Emotional Intelligence EI3 787
(Cronbach’s alpha = .878)
El4 775
El5 663
SWBI 767
SWB2 678
Subjective well-being SWB3 833
(Cronbach’s alpha = .897)
SWB4 784
SWB5 832

Source: Primary Data

Note: 1) SAS=Secure Attachment Style, SE=Self-Esteem, EI=Emotional Intelligence, SWB=Subjective well-being

TESTING COMMON METHOD BIAS

Although the current study controls for common method
bias by using self-reported data acquired through a survey
questionnaire at two points in time. However, each
partficipant responds to a survey, there is arisk of common
method bias. The study used Harman's Single Factor Tool,
which is the most extensively used fest for assessing
commonmethodbias, fo determine biasness. The variation
explainedin the study was determined at 35.07% which is
less than Harman's stated criteria of 50% [57]. As a result,
statistical data suggest that commontechnique bias does
not pose a threat to the interpretation of the current study's
findings.

TABLE 3: DEMOGRAPHIC CHARACTERISTICS OF RESPONDENTS

Demographic Variables

DATA ANALYSIS

The data was analyzed using SPSS 23 with Process macro
version 3.4 and AMOS version 21.0 [58]. The constructs'
reliability, correlation, and factor analysis were examined
using SPSS 23. The validity of the scale was investigated
through CFA in AMOS 21.0 and validity master [59]. Serial
mediation was also examined using SPSS with PROCESS
Macro (Model 6) and 5000 bootstrapping with a 95%
confidence level [60].

DEMOGRAPHIC PROFILE
Table 3 shows the demographic profile of respondents
following gender, age, marital status, family structure, and

region.

Categories

Percentage

Male
Gender

Female

54.7
453
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18-24 29
25-35 47
Age
36-45 17
Above 45 7
. Unmarried 36.7
Marital Status .
Married 63.3
. Nuclear Family 528
Family Structure . .
Joint Family 47 .2
Rural 42 .4
Region Semi-urban 28.4
Urban 29.2

Source: Primary Data

RESULTS:
I —
The findings of descriptive statistics analysis and the
correlation amongst variables are reported in Table 4 and
all of the variables were found to be statistically significant
and correlated.

MODEL FIT AND VALIDITY

The research model was examined using confirmatory
factor analysis (CFA) with AMOS 21 to examine the overall
model fit [61]. The goodness of fit measurement indices
PGFI, CFI, TLI, and RMSEA were
investigated [59]. All of these values were found to be within

model value, GFl,

acceptable ranges. Table 5 summarises the findings.

TABLE 4: DESCRIPTIVE STATISTICS AND INTER-CORRELATIONS AMONG VARIABLES

Variables

Secure
1. 3.55 57 1
Attachment Style
2. Self-Esteem 3.58 56 A420**
Emotional
3. . 3.84 A48 365** .525**
Intelligence
Subjective well-
4. . 3.77 57 363** 451 563** 1
being
Source: Primary Data
Note: 1) SAS=Secure attachment Style, SE=Self-Esteem, EI=Emotional Intelligence, SWB=Subjective well-being
2) N=266, **p<01
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TABLE 5: FIT STATISTICS OF THE MODEL

Model Fit | Model Statistics Cut-off Criteria

CMIN 673.11

DF 243

CMIN/Df 277 <3 (Hair et al., 2010),

GFI 815 2.8 (Homburg & Baumgartner, 1995)
PGFI 72 >.5 (Wu, 2009)

CFHI 97 2.9 (Hair et al., 2010)

TLI 96 >0.90 (Byrne, 2013

RMSEA 077 <.08 (Steiger, 1990)

Source: Primary Data

The convergent and discriminant validity of the scale
constructs were investigated. The validity master was used
to examine the validity that had already been established.

All of the data were found to be within permissible ranges,
such as CR>0.6 and AVE>0.5 [62] which confirms the internal

consistency and convergent validity. Furthermore, the
resultsinTable 6 show that discriminant validityis satisfactory
as the square root of AVEs for each construct exceeded ifs
correlation coefficients with other constructs [62].

TABLE 6: CONVERGENT AND DISCRIMINANT VALIDITY STATISTIC OF VARIABLES

MaxR(H) SE
SE 0.890 0.619 0.360 0.899 0.787
SAS 0917 0.552 0.214 0.920 0.463 0.743
SWB 0.899 0.642 0.401 0.910 0.502 0.395 0.801
El 0.879 0.593 0.401 0.882 0.600 0.418 0.633 0.770

Note: 1) SAS=Secure attachment Style, SWB=Subjective well-being, SE=Self-Esteem, El= Emotional Intelligence

2) CR= Composite reliability, AVE= Average variance exiracted MSV=maximum shared variance

RESULTS OF DIRECT EFFECTS :
The direct effect of all four constructs is shown in Table 7.

Attachment style has a positive direct effect on subjective
well-being (p=.1359, p<0.004), self-esteem (p=.410, p<0.000),

TABLE 7: RESULTS OF DIRECT EFFECT

and emotional intelligence (B=.1475, p<0.000). Similarly, a
positive significant impact of self-esteem on SWB (p=.1751,
p<0.001), and El (=.3867, p<0.000) is observed. Further, El
was also found to be positively impacting SWB (3=.5016,
p<0.000).

Relationships | boot LLCI boot ULCI
SAS -> SWB 1359 047 2.88 .004 0433 2284
SAS->SE 4105 046 8.77 .000 3186 5025
Association Between Secure Attachment Style and Subjective well-being: Examining the seque ntial mediation effects 9
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SAS->El 1475 040 3.61 .000 0673 2277
SE->SWB 1751 052 3.32 001 0716 2786
SE>H 3867 041 9.27 .000 3047 4687
El->SWB 5016 059 8.38 .000 3840 6193

Source: Primary Data

Notes: 1. *** p-value <0.01; **p-value < 0.05

2.SAS=Secure aftachment Style, SWB= Subjective well-being, SE= Self-Esteem, El= Emotional Intelligence

RESULTS OF INDIRECT EFFECTS

The direct and indirect effects of self-esteem and emotional
intelligence were examined. It was observed that after
mediation analysis, the direct effect of SAS on SWB is
positivelysignificant (B=.1359, 95% CL: .4333, .2284), leading
to acceptance of hypothesisH1. The total size of the indirect
effectis (=.2255, 95% CL: .1508, .3056), and was found to
be statistically significant as there are no zeroes between
LLCland ULClin the confidence interval. Mediation effect

TABLE 8: SPECIFIC INDIRECT EFFECTS

of SE, H2 (B=.0719, 95% CL:.0244, .1286) and EI H3 (p=.0740,
95% CL: .0285, .1239) were found to be stafistically
significant. Simple mediation analyses predicted in
hypotheses 2 and 3 are supported by the results. Further,
examining the serial mediating effect H4 (3=.0796, 5% CL:
.0480, .1178), is also found to be statistically significant.
Through this, the serial mediation effect of SE and H is
confirmed in the relationship between SAS and SWB. As
proposed, all the results were found to be stafistically

significant, supporting all hypotheses.

| Relationships | H | Effect | boot SE bootLLCI boot ULCI Decision

Direct effect after mediation

H1 1359 .0470 0433 2284 Accepted
(SAS->SWB)
Total Indirect effect 2255 .0394 .1508 3056
SAS -> SE-> SWB H2 0719 0266 0244 1286 Accepted
SAS -> El -> SWB H3 0740 0245 0285 1239 Accepted
SAS->SE -> El -> SWB H4 0796 0178 .0480 1178 Accepted

Source: Primary Data

Notes: 1. SAS=Secure atfachment Style, SWB= Subjective well-being, SE= Self-Esteem, El= Emotional Infelligence

2. Number of bootstrap samples for bias-corrected bootstrap confidence intervals: 5000.

Level of confidence for all confidence intervals: 95%

DISCUSSION
|
The purpose of this article was to better understand how
secure aftachments are related to the subjective well-

The
mediation model of

being of respondents. study presented and

investigated a serial secure
attachment style impacting subjective well-being through
self-esteem and emotional

intelligence. The study's

empirical findings indicate some significant conclusions.

Firstly, the study examined the directand indirect effects of
secure aftachment style on subjective well-being (SWB).
The study found that attachments are an essential element

influencing SWB. From hypothesis one, results exhibit a
posifive significant association between SAS and SWB,
which explains that a person who has good family/friends’
relationships can contribute to a healthy sense of well-
being. These findings are consistent with previous studies
[27,28,30]
relationship between SAS and SWB. Both direct and indirect

which also found a positive significont
effects were found to be statistically significant. It explains
that attachment received from the family and friends helps
in enhancing the subjective well-being of respondents.
From the perspective of attachment theory, when person

experiences love and bonding from the parents, partner,
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or friends, it will help in their emotional and cognitive
development.

Further, the study examined the mediating role of self-
esteem (SI) and emotional intelligence (El). As forecasted,
the results were found to be positively significant. The study
adds pieces of evidence to the existing literatue
[17,19,28,43,44] that examinedthe associationof SE and El
with SAS and SWB. Firstly, the study forecasted the
mediation effect of SE and found significant empirical
results. The result exhibits similar findings with previous
research [17] that examined the mediating role of SE
between SAS and SWB. It explains that atftachments are an
important element to enhance self-esteem for increasing
subjective well-being. Thus, persons should have better
relationships with their family and friends to keep their self-
esteem and subjective well-being high. Further, this study
examined El as a mediator between SAS and SWB. The
results revealed the positive mediating role of El between
the relationship of SAS and SWB, similar to existing studies
[19.20]. Its is that persons with
attachments are more likely to be able to process and

emphasis secured

comprehend emotions and have high well-being.
Therefore, attachments with family and friends help in
enhancing emotional strength in persons, and then these
positive emotions are responsible for high subjective well-
being among them. Finally, this study analyzed the
proposedserial mediation of SE and El. The resultsrevealed
that
influencing SAS on SWB. Thisis a key finding as this is the first

both variables were stafistically significant in
study to analyze serial mediation in this relationship. The
serial mediation effect describes that the higher the
attachments among persons, the higher will be the level of
self-esteem which will strengthen emotions and will
ultimately lead to high subjective well-being of people.
Hence, findings illuminate that self-esteem and emotional
intelligence are significant factors to strengthen the positive
association between aftachment styles and subjective
well-being.

IMPLICATIONS
|

THEORETICAL IMPLICATIONS:

The current study adds to the literafure by incorporating
numerous forms of evidence. To begin, the researchers
focused on an important part of the wellbeing of people,
namely secure attachment style to affect subjective well-
being in the northern cities of India. However, previous
studies majorly focus on anxious aftachment style and

avoidance attachment style [26,63] but this study focused
on the secure attachment style because according to the
attachment theory adult relationships, friendships, romantic
love, or pair bonding affects subjective well-being [9]. So,
based on this theory, the variables secure attachment style
and subjective well-being are employed in the study.
Moreover, this study was also lookinto relationship between
secure attachment style and subjective well-being through
self-esteem and emotional intelligence. Hence, this is the
firststudy fo look at the relationship betweenSAS, SE, El, and
SWB and it makes a significant contribution by validating
the serial mediation of SE aond El between secure
attfachment style and subjective well-being. Indeed, past
researchin India has looked at these variables separately,
but not together. Furthermore, no previous study, to our
knowledge, has looked at the underlying process
mechanisms of SAS's influence from the perspectives of SE
and El. Moreover, the research model used in this study
adds to the existing literature that SAS [27,28,30], SE
[17,43,44] and El [23,46,52,53] are the influencing variables
that affect subjective well-being of people. As aresult, this
study illuminated a new HR research field for researchers,
demonstrating that secure attachment style is critical fo

subjective well-being.

PRACTICAL IMPLICATIONS:

The current study has practical implications in addition to
its theoretical contribution. The previous study has not taken
intfo account the potential role of SE and El of people o
shed light on the influence of SAS on SWB. As a result, the
current study appears to be one of the first attempts to
capture a holistic view of the assertedrelationships among
the people of India. From a practical viewpoint, the study
findings can help in understanding the importance of
attachments among persons to enhance their subjective
well-being. Furthermore, this study appears to imply that, in
addition to the aftachments which define healthy
relationships with friends and family, self-esteem and
emotionalintelligence can also be significant predictorsfor
well-being. So, the findings of the study suggested that
psychological counseling and guidance programs should
be implemented focusing on secure attachments,

subjective  well-being, self-esteem and emotiond
intelligence so that people musthave positive relationships
with their family and friends to enhance their self-esteem
and balance their emotions which will lead to high
subjective well-being. Furthermore, it is crucial for the
psychologists fo encourage emoftional education
programmes that help adults to acquire emotionad

competences. The authors believe that these measures,
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would be effective inimproving attachments, self-esteem
and emotional intelligence and developing subjective

Well-being: The foundations of hedonic psychology
(Pp. 374-391).New York: Russel Sage Found.

well-being of adults. 7. Myers DG, Diener E. Who is happy? Psychological
Science.1995;6(1):10-9.

LIMITATIONS AND FUTURE RESEARCH SCOPE: 8. DeNeve KM. Happy as an extraverted clam? The role

While the findings of the study highlighted the relevance of of personality for subjective well-being. Current

secure atftachment style, self-esteem, and emotiond DirectionsinPsychological Science. 1999;8(5):141-4.

infelligence on subjective well-being, however, there are ¢ gowlby J. Attachment and loss: Attachment (Vol. 1) AZ.

significant limitations. Basic Books: 1982.

10. Mikulincer M, Shaver P. The Attachment Behavioral
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survey separated by a three-weekinterval data collection, Interpersonal Processes. 2003.
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ABSTRACT
_____________________________________________________________________________________________________________________________|
BACKGROUND:

The purpose of this study is to propose and test for the moderating role of insurance status on the relationship between
service quality (SQ) and service satisfaction (SS) in a hospital setting. The study focuses on the state-run health insurance
(SHI) providedto economically deprived familiesinIndia.

METHODOLOGY:

Using a reliable and validated structured questionnaire adapted from Dagger’s hierarchical model of health service
quality, exit interviews were conducted with 279 respondents. 310 study participants were randomly recruited (response
rate =90%) from the discharge list of general surgeryward of a private hospitalin the Thane district of Maharashtra, India.
Multi-group Structural Equation Modelling (SEM) in AMOS v.22 was used to test for the hypothesized model.

FINDINGS:

The study finds that patients’ perceptions of different service quality dimensions, including inter-personal, administrative
and technical are affected by the insurance status. The analysis identified technical quality as the key determinant of
overall perceived service quality for patfients insured under SHI. Results support our proposed moderating effect of
insurance status on the relationship between service quality and service satisfaction.

CONCLUSION:

The study findings indicate that patients receiving free freatment under SHIs may not have higher expectations of inter-
personal and/or administrative quality but are concerned about technical quality. For paid patients all the dimensions of
service quality determine overall perceivedservice quality and service satisfaction. The study findings have implications
for market segmentation strategies based on the insurance status. The study provides insights to SHI implementers for
improving the program in the long run and also help hospital administrators identify the quality dimensions to focus upon
and ensure patient satisfaction and loyalty.

KEYWORDS

service quality; patients’ satisfaction; state health insurance; moderation; multi-group SEM; technical quality
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INTRODUCTION

I
State healthinsurance schemes (SHIs) have been launched
across developing countries fo achieve Universal Health
Coverage (UHC). Under the UHC framework, just providing
services is not enough, as we need quality services for the
coverage to be effective in ferms of health gains for the
population [1]. Most of the low-middle income countries,
including India, rely on private providers to provide quality
care to their poor population through SHIs [2-4].

The Indian studies focusing on the service provisioning of
private providers in India raises concerns regarding the
quality of care due fo the profit motives of the private
sector [5-7]. The quality issues that have been highlighted
in the private sectorincludes; Length of Stay (LOS) being
affected by non-clinical factors [8]; insurance status
affecting the likelihood of undergoing procedures [?]; over-
prescription, over-diagnosis and use of branded drugs [6,
10, 11]. These quality issues affect the overall satisfaction of

the patient and thus tfreatment outcome.

The patients’ perception of service quality is a key
determinant of patient satisfaction which has implications
forthe success and profitability of health care organizations
[12, 13]. In the Indian context, the majority of the studies
exploring the quality aspects of health service delivery
have focused on assessing structural quality through facility
surveys [14]. Though the role of socio-economic factors
affecting the perceptions of service quality from the users'
perspective has been studied to some extent [15, 16],
the status,
government provided, remains understudied.

however, role of insurance specificdlly

The existing literature on the impact of health insurance
schemes [17, 18] raises concerns about the quality of care
received under health insurance schemes in low resource
settings. The studies specific to the Indian context also
highlights the issues of quality under State Health Insurance
schemes or community based health insurance schemes
[6, 19, 20]. The most commonly reported issue with the
quality of care under SHisis the denial of treatment or delay
in providing treatment by private providers empanelled
under these schemes. A recent study by Khetrapal et al.
(2019) reports that service satisfaction is higher among SHI
beneficiaries when compared with non-SHI beneficiariesin
private hospitals in two Northern states of India. The study
also highlights that though SHI beneficiaries had higher
levels of service safisfaction the service quality was

doubted. This indicates that there is no conclusive
evidence regarding differences in service quality or
satisfaction among insured and uninsured patients. With
this background, we propose and test for a moderating

role of insurance status.

This study contributes to the literature on health care
service quality in Indian context by focusing on multiple
dimensions of health care quality, including, inter-persond,
administrative, and technical quality. Further, the role of
insurance status in affecting the perceptions of service
quality and thereby service safisfaction is largely
understudied. Our study fills thisresearch gap by proposing
and testing for a differentfial effect of insurance status
(moderating effect) on the relationship between service

quality and service satisfactionina hospital setting.

STATE HEALTH INSURANCE SCHEME

Mahatama Jyotiba Phule Jan Aarogya Yojana (MJPJAY) is
a State run health insurance scheme (SHI) in the state of
Maharashtra, earlier known as “Rajiv Gandhi Jeevandaayi
Aarogya Yojana”. This scheme was launched in the year
2012 in a phased manner, covering eight districts inits first
phase. The eight districts included, Gadchiroli, Amravati,
Nanded, Sholapur, Dhule, Raigad, Mumbai city, and
Mumbai Suburban. Later in November 2013, the scheme
was extended to the whole state. Currently, it empanels
973 health facilitieswith 677 private and remaining in public
secftor. It covers below poverty line families and marginal
above poverty line (those with annual income less than
100000 rupees [about $USD1,360]). It provides a financial
coverage of $USD2,039 to all eligible households.

THEORETICAL BACKGROUND
|

SERVICE QUALITY

Service Quality is broadly defined as an assessment
their
expectations about a service with their perceptions of the

procedure, whereby customers compare
way that service was performed [21,22]. Some of the early

conceptualizations of service quality in the goods
marketing literature are based on the disconfirmation
paradigm [21, 22]; which suggests that the comparison of
perceived and expected performance of a product or

service defines quality perception.

The conceptualization of service quality percepfion follows
either the “Nordic” perspective [21] or the "American”’
perspective [22]. The Nordic perspective defines service
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quality interms of functional and technical quality while the
American perspective defines service quality in terms of
service encounter characteristics. In the service sector the
most widelyused measure of service qualityis “SERVQUAL"
proposed by Parasuraman, Zeithaml, and Berry in the year
1985 [22]. SERVQUAL is
perspective and records consumers’ expectations and
percepfions of a service along these five dimensiors,

based on an “American”

namely, “reliability”, “"empathy”, “tangibles”,
“responsiveness”, and “assurance”. The service quality is
then recorded by the difference between expectations
SERVQUAL is

applicable across service sectors

and perceptions. a generic quality
measurement tool
theoretical as well as

however, it is critfiqued for

psychometric concerns [23-26].

The reliability of the SERVQUAL
perceived service quality in the healthcare setting has

scale in measuring

mixed results. Some researchers regard SERVQUAL as a
validmeasure of perceivedservice qualityin a healthcare
sefting [27] others consider it inappropriate in the
healthcare context [25, 28]. As per Koerner (2000), the
SERVQUAL is ineffective in capfuring the service quality
dimensions of inpatient care.

Dagger et al. (2007) developed a hierarchical model of
“Nordic
perspective”. They identified four primary dimensions from
the marketing literature that

service quality measure based on the

reflect service quality
dimensions, including inter-personal quality, administrative
quality, environment, and technical quality. As the focus of
this research is on comparing the process dimension of
quality, we measure inter-personal (IPQ), administrative
(AQ), and technical (TQ) quality along with overall service
quality (SQ) and service satisfaction.

SERVICE SATISFACTION

Consumer satfisfaction is fundamental in the services
marketing research and is believedto be largely affected
by service quality perceptions [29-31]. The expectancy-
disconfirmationis the major theoretical framework used to
explain customer satisfaction in the services marketing
literature. The disconfirmations canbe positive, negative, or
nil. When a product or service performs below customer's
expectations then there exists negative disconfirmation
resultingin dissafisfaction [29,32, 33].

The recent fransformation of the patient as a consumer of
healthcare has given impetus to satisfaction evaluations
and market research in the health sector [34]. Presently,

managing patients’ satisfaction is the most crucial task for
hospital managers and thus, there is a growing body of
literature exploring patient’s satisfaction and factors
affecting it [35, 36]. However, there is no consensus on the
factors and there exists contradicting results across studies

[36].

Service quality is considered as an antecedent to service
satisfaction [25, 37, 38]. Researchers’ posit that higher level
of satisfactionis an indicator of higher perceived service
quality. Further, in a healthcare setting overall perception
of service quality (SQ) is affected by various dimensions of
(IPQ).
administrative quality (AQ), and technical quality (TQ) [25,
30]. Existing studies in healthcare setting have found that

healthcare quality, including, inter-personal

service quality is a determinant of service satisfaction [39—
41]. With this theoretical background, our first set of
hypotheses are:

H1a: Inter-personal quality (IPQ) will have a significant
positive associationwith Overall PerceivedService Quality
(5Q)

H1b: Administrative quality (AQ) will have a significant
positive associationwith Overall Perceived Service Quality
(5Q)

H1c: Technical quality (TQ) will have a significant positive
associationwith Overall PerceivedService Quality (SQ)

H2: The overall service quality (SQ) will have positive
associationwith service satisfaction (SS).

PERCEIVED SERVICE QUALITY AND SERVICE
SATISFACTION: EFFECT OF INSURANCE STATUS

With health
developing countries, the study of the effect of insurance

increasing coverage of insurance in
status on service delivery components including access
and quality is gaining attention among researchers. There
are limitedstudies, especiallyin the context of Low-Midde
Income Countries, that have looked at the effect of
insurance status on quality, its dimensions and on service
satisfaction. Further, the limited existing evidence remains
inconclusive as some studies report positive effect of
insurance status on service quality while others report
negative effect, A study conducted in the United States
among Latinos concludes that insured patients give higher
rafings on perceived service quality and service
satisfaction [42]. Few studies from Low-Middle Income
Countries (LMICs) report negative perceptions of quality
among insured wherein insured patients experienced
longer waiting fimes, verbal abuse, and discrimination from

health providers [43, 44] while otherresearchers from similar
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study setting report no significant differences in the
perceived quality and satisfaction between insured and
uninsured [45]. Similarly, the findings related to the

relationship between service quality and service
satisfaction are inconsistent. Few studies have found that
customers report higher levels of satfisfaction even with
lower perceived service quality [30, 46, 47]. We posit that
these inconsistencies in the relationship between service
quality and service satisfaction could be explained by

moderatingrole of insurance status.

We propose and test for the moderating role of the
the the
dimensions of service quality and perceivedservice quality
and on the relationship between service quality and

insurance status on relationship between

FIGURE 1: THEORETICAL MODEL FOR THE STUDY

service satisfaction. Based on this, our next set of

hypotheses are:

H3a: Insurance status will have differential effect
(moderating effect) on the relationship between IPQ and
SQ

H3b: Insurance status will have differential effect
(moderating effect) on the relationship between AQ and
SQ

H3c: Insurance status will have differential effect
(moderating effect) on the relationship between TQ and
SQ

H3d: Insurance status will have differential effect
(moderating effect) on the relationship between SQ and
SS.
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METHODOLOGY

STUDY DESIGN

The study used a cross-sectional designto collectdata on
patients’ perception of service quality and service
satfisfaction. Our interest variables included: Inter-personal
Quality (IPQ), Administrative quality (AQ), Technical Quality
(TQ), Overall service quality (SQ) and patients’ satisfaction
(SS). We have measured these variables using existing
validated scales adapted from Dagger et al. (2007). The
reliability of the scales was pre-tested through a pilot study
(N =40) in the same study setting. Based on the results of
pilot study few items were reworded and few items were
deleted. The item-wise details of the latent constructs are

providedin the measurement sectionunder methodology.

STUDY SETTING

The study was done in the general ward of a terfiary level
private teaching hospital in Thane district, Maharashtra.
The study site was purposely selected as our focus was
empanelled under run PFHI,
Mahatama Jyotiba Phule Jan Aarogya Yojana (MJPJAY).

private hospital state
The selected hospital is a 1400 bedded private hospital
empanelled with MJPJAY and is among the top private
hospitals in terms of the number of patients served under
MJPJAY. We selected general ward to get a matching
sample (comparison group) in terms of socio-economic
characteristics as MJPJAY beneficiaries receive treatment
in the general ward under this scheme. Within the general
ward top six departments, Cardiology, Cardio-Vascuar
and  Thoracic Gastro-intestinal

Surgery, surgery,
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Genitourinary, General Surgery, Onco-surgery, in terms of
the volume of patients served under MJPJAY were
selected.

SAMPLE SIZE
The required sample size for this study was calculated using
(33):

a =0.05 (the false positiverate)
power =0.80 or p = 0.20
and effectsize (the standardized difference) of 0.5

N=2(Zap2+Z1p)2/ (M1 - H2)

Based on this, the required sample size was 64 for each
group. We tried to accomplishas large sample as possible
and collected data from 119 respondents from the insured
group and 160 respondents in the uninsured group.

DATA COLLECTION

The data was collected from February — March 2020 using
a pre-designed survey instrument. Our sampling frame was
the discharge list of the six selected departments. The
random sampling approach was used fo recruit patients
from the discharge list of the general surgery ward under 6
departments: Gastrointesfinal; Oncology; Genito-urinary;
Cardiology and Cardiothoracic Surgery and Generd
Surgery.

On daily basis, from the discharge list of each of the
department 2-3 patients were randomly selected and
approached for being a part of the study. The selected
patients were explained the purpose and objective of the

TABLE 1: DETAILS OF LATENT CONSTRUCTS USED IN THE STUDY

study. If the patient gave his/her consent to take part inthe
study, the responses were recorded using a pre-defined
survey instrument.

MEASURES
Latent Variables:
The survey questionnaire included five validated

quality (IPQ), administrative
quality (AQ), technical quality (TQ), overall service quality

(SQ) and service satisfaction. All these constructs were

constructs; inter-personal

adapted from previous studies [30, 48] and tailoredto the
context of inpatient services. All the items of the construct
were measured on a five-point Likert Scale ranging from 1-
5 (5-strongly agree to 1: strongly disagree). The negative
worded items were reverse coded while entering the data.
All the measures exhibited high reliability in our study
sample, measured using Cronbach’s alpha.

Inter-personal Quality (IPQ): We measure IPQ along three
core themes as identified by Dagger et al. (2007), namely,
manner of interaction, nature of the communication
process (whetherinteractive), and mutuality of relationship.

Technical Quality (TQ): We measure TQ based on the
perception about providers’ skills and competence and
safisfactionwith the freatment outcome.

The details of the quality and satisfaction constructs are
givenintable 1. The construct validity and reliability testing
of the adapted latent variables in provided in resulls
secfionunder measurement model testing.

Construct: Inter-personal Quality (IPQ)

IPQ1: | feel the staff at the hospital are not open to queries

IPQ2: | always get personalized attention from the staff

IPQ3: | do not find it easy fo discuss things with the staff at the hospital

IPQ4: | feel the staff understand my needs

Construct: Administrative Quality (AQ)

AQI1: The admission process was not smooth and hassle-free

AQ2: There exists good coordination between various departments of the hospital

AQ3: The discharge procedures af the hospital are not efficient

AQ4: The administrationsystem at the hospitalis excellent

Construct: Technical Quality (TQ)

TQ1: I am impressed withthe care provided at the hospital

TQ2: The care provided by the hospitalis not of a high standard

TQ3: You can rely on the staff at the hospital to be well frained and qualified
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TQ4: | believe the staff at the hospital are not highly skilled and competent

Construct: Service Satisfaction (SS)

SS1: My feelings fowards the hospital are very positive.

S$S2:1do not feel good about coming to this hospital for my treatment.

SS3: Overall,| am satisfied with the hospital and the service it provides.

SS4: | feel satisfied that the results of my tfreatment are the best that can be achieved.

$S5: The extent to which my freatment has produced the best possible outcome is not satisfying

Construct: Overall Service Quality (SQ)

SQ1: The overall quality of the service provided by the hospital is excellent.

SQ2: The quality of the service provided at the hospitalis not impressive

SQ3: The services provided by the hospital are not of high standard.

SQ4: | believe the hospital offers service that is superiorin every way.

Control Variables:

Socio-demographic variables that have been found to
affect service satisfaction were included as covariates in
the overall model fit. These include:

Age: Respondents were asked about theircompleted age

in years and recorded as a continuous variable;

Gender was dichotomous variable with Males coded as 1

and Females coded as 2;

Residence was dichotomous with Urban coded as 1 and

Rural coded as 2;

Monthly Household Income: Respondents were asked
about their monthly family income from all sources
combined which was then recorded as continuous

variable.

Education level: Respondents were asked about their

completed years of schooling and recorded as a

continuous variable.

Admitting department: This information was recorded
from the discharge list provided by the hospital. The
admitting departments were coded as: 1- Cardiology; 2-
Gastroenterology surgery;  3-

Oncology surgery; 4-

Genitourinary  surgery;  5-  General  surgery;  6-

Cardiovascular Thoracic surgery.
Length of stay in the hospital (LOS): LOS was recorded
from the discharge list provided by the hospital.

Perceived health status at admission: Patients were
asked to rate their perceived health status at the time of
admissionona Likertscale of 1-5 (1:VeryPoor; 5: Excellent).

Perceived health status at discharge: Patients were
asked to rate their perceived health status at the time of
discharge on a Likertscale of 1-5 (1: VeryPoor; 5:
Excellent).

ANALYTIC STRATEGIES

As our variables of interest were latent constructs so we use
factor analysis in AMOS v.22 to estimate the dimensions of
service quality, overall perceived service quality and
patients’ satisfaction. The data was collectedin a cross-
sectional manner, thus, we use common latent factor
method fo address the risk of common method variance
bias (CMB) [49]. The values for the latent variables were
obtained through data imputation (by regression) on the
measurement model using AMOS [50].

In order to test our hypothesis 1a, 1b, 1¢c and hypothesis 2,
which relates to testing the base model, we did SEM path
analysis. For testing hypothesis 3, which involves testing for
the moderation effect, we use Multi-group SEM. Multi-
group SEM helps to answer the question, "does group
membership moderate the relations specified in the
model?2” [51]. Multi-group SEM uses covariance SEM
approach for between group analysis and first involves
establishing measurement modelinvariance [52,53].Once
the measurement model equivalence is established then
structural equation model is tested for between-group
differences.
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RESULTS
|

SAMPLE CHARACTERISTICS

Table 2 presents the sample characteristics. 42% of our
study sample were covered under PFHI. The average age
was 45 years and in the range of 18-70 years. 29% of our
respondents were female. The average years of
completed education was 8.2 years. 23% of our sample
belonged to minority religion (other than Hindus). There
were 9% migrants in our sample who reported not having
rafion card and thus not being entitled to receive health
scheme benefits. 26% of our study sample were from rurdl
areas. The average length of stay of our study sample was
11.4 days and ranged from 2 days to 20 days. Our study
sample reported spending 25545 rupees on an average in

the general ward of a private hospital.

EXAMINING THE OVERALL MEASUREMENT MODEL

The measurement model was tested using AMOS version
22. The hypothesized twenty-one factor model, where
each factor loads onto their corresponding latent factor,

TABLE 2: SAMPLE CHARACTERISTICS

provided a good fit to the data (x2= 302, df = 166;RMSEA =
054, CFl = 97, TLI = .97) [51]. The confirmatory factor
analysis showed that the latent constructs IPQ, AQ, TQ, SQ
and SS have adequate convergent validity, i.e., Average
Variance Explained (AVE) is greater than 0.5 (Malhotra &
Dash, 2011). The composite reliabilities for IPQ, AQ, TQ, SQ
and SS were 0.92,0.87,0.90,0.87 and 0.93respectively.

EXAMINING THE OVERALL STRUCTURAL MODEL

The overall structural model fit was good as evident with
mode fit indices x2= 450, df = 249; RMSEA = .0.05, CFI= .96,
TLI = .95). With a well-fitting overall structural model, we
tested our proposed hypothesis (H1a, H1b and Hlc). Our
results support our hypothesis 1c, significant positive
relationship betweenTQ and SQ (coefficient:.630; p-value:
<.00) but not hypothesis Ta and 1b as though the relations
are positive bit statistically insignificant.  Hypothesis 2 is
supported with significant positive association between
service quality and service satisfaction (coefficient: 0.515;

p-value:<.00).

Variables Mean/Proportion S.d. Min. Max.
Treatment coveredunder PFHI 0.42 0.49 0 1

Age (in years) 4526 13.46 18 70
Sex=Female 0.29 0.45 0 1
Education (in years) 8.27 437 0 15
Religion = Minority 0.23 0.42 0 1
Migrant without Ration Card 0.09 0.28 0 1
Annual Familylncome (in Rs.) 193060 102764 25000 600000
Rural residence 0.26 0.44 0 1
Perceived HS at admission 2.31 0.96 1 4
Perceived HS at discharge 4.2 0.81 1 5
Average level of SS 3.7 0.82 1 5

Avg. length of stay (los) in days 11.36 10.12 2 90
Avg. Medical Expend. (inrupees) 21244 37972 0 320000

FIGURE 2: RELATIONSHIP BETWEEN DIMENSIONS OF SERVICE QUALITY AND SERVICE SATISFACTION (BASE MODEL)

Inter-personal

Quality 025
Overall * ok Service
Administrative -094 515 Satisfaction
. . —_—
Quality —» Service Quality
Technical 630%**
Quality
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MULTI-GROUP SEM RESULTS

Our Hypothesis 3 suggests that the relationships posited in
our base model will be moderated by the insurance status.
We test for the moderating role of insurance status on the
relations posited in the base model using Multi-group SEM.
As suggested in the methodologysection, first we establish
measurement invariaonce before testing for structural
invariance [54].

TESTING FOR MEASUREMENT INVARIANCE:

Measurementinvariance tests whether the equations used
to create the latent factor scores are equal across the
groups which in turn ensures that the constructs are
operationalized similarly across the two groups (38). We test
for the invariance related to factor loadings. Goodness of
fit results from this test of invariant factor loadings provided
evidence of a well-fitting model with x2=840; df= 340; CFl =
.93, RMSEA: .07. We use the CFl difference test [52] for
testing measurement invariance across our two groups.
Based on our results of measurementinvariance test (delta
CFlI = 0.001), we contend that our measurement model is
completelyinvariant across insured and uninsured patients.

BETWEEN-GROUP DIFFERENCES IN PATH COEFFICIENTS
Table 3 presents the standardized estimates for the path
coefficients and for the control variables affecting service
satisfaction. The standardized estimates of TQ->SQ are
positive and significant across both the groups (Insured:
coeff.=.836 and p-value = .00; Uninsured: coeff.=.402 and
p-value = .00) while the path from IPQ to SQ and AQ fo SQ
is positive and significant only for the uninsured group (IPQ-
>SQ: 0.125, p-value: .087; AQ->SQ: 0.191, p-value:.067). The
path from SQ fo SS is insignificant for the insured group (-
.144,p-value = .419) while itis positive and significant for the
uninsured group (coeff.=.327, p-value =.00). The path from
TQ to SS is positive and significant for both insured
(coeff.=.550, p-value=.00) and uninsured (coeff. =391, p-
value=.00).

TABLE 3: RESULTS OF MULTI-GROUP SEM

Among the control variables affecting our final outcome
variable (Service Satisfaction -SS), perceived health status
at discharge is positive and significant for both the groups
(Insured: coeff.=.187, p-value =.00; Uninsured: coeff. .174,
p-value = .00). Respondents from lower age category,
higher education status, females and with higher length of
stay are less satisfied in our study sample, however, these
estimates are statistically not significant (see table 3 for
details). In the next sectionwe test for structural invariance
between the two groups to conclude if the estimates
observed are significantly different between the two
groups.

TESTING FOR STRUCTURAL INVARIANCE:

The unconstrained model provided a x2 value of 886 with
592 degrees of freedom.The chi-square difference test for
the fully constrained model of structural weights indicated
a deterioration of the model (delta x2=111; delta degrees
of freedom=29; p=0.00) which is statistically significant. The
chi-square difference value is statistically significant at a
probability of less than .01 which suggests that one or more
of the paths are not invariant across the two groups.
Further, we identify the specific path coefficients thatwere
different for the two groups. For this, we constrain only the
specific path to be tested and using CFl difference test we
assess for the structural invariance. The CFl difference
between unconstrained model (CFl = .94) and structural
weights model (CFl = .92) is 0.02, which is greater than the
threshold for establishing structural invariance suggesting
that the structural coefficients are significantly different
across the two groups. On further testing for the specific
path coefficients the CFl difference test results show (table
4) that the path coefficients for S5<-SQ, SQ<-TQ, SQ<-AQ
and SQ<-IPQ are significantly different between the two
groups. This provides evidence in support of our hypothesis
3a, 3b.3c, and 3d.

Unstandardized Estimates

Paths Insured Uninsured
IPQ - 3SQ -0.081 0.125*
AQ - 3SQ -0.006 0.191**
TQ—-3Q 0.836*** 0.402***
SQ —SS -0.144 0.327***
IPQ — SS -0.172 167*
AQ —SS 0.228 0.183
Service Quality and Service Satisfaction in THE Inpatie nt Setting: Moderating role of insurance status 8
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TQ — SS 550%** 39 1Hxx
Control Variables: Effect on SS
Age (in years) 0.178** -0.029
Education (in completedyears) -0.081 -0.021
Gender (Male=1; Female=2) -0.022 -0.083
Residence (Urban=1; Rural=2) 0.062 -0.017
Perceived HSA [1: VeryPoor to 5: Excellent] L 187%** 747
Length of Stay (LOS) [in days] -0.04 -0.006
A:HS - Perceived Health Status at discharge
Notes: * p < 0.1, * p < 0.05, ***p < 001

TABLE 4: RESULTS OF MULTI-GROUP STRUCTURAL INVARIANCE TEST
Model Chi-square p-value CFI
Structural Weights 112.28 0.00 0.92
Structural Covariances 150.62 0.00 0.92
SQ->SS 144.40 0.00 0.92
IPQ->SQ 135.63 0.00 0.92
AQ->8Q 137.32 0.00 0.92
TQ->3Q 142.70 0.00 0.93
TQ->SS 135.42 0.00 0.93
AQ->SS 135.21 0.00 0.93
IPQ->SS 137.81 0.00 0.93

*Unconstrained Model: Chi-square = 885,D.f.=592;p-value=.00; CFI=0.94

DISCUSSION

I
We tested first the structural model for the overall fit with the
data and then to fest our proposed hypothesis of
moderation by insurance status we did multi-group
structural invariance test. The fit indices including Chi-
square, CFI, TLI exhibited good fit with our sample data
validating Dagger’s hierarchical model for service quality

in Indian healthcare (inpatient) setting.

Our tests of hypothesis 1a,1b and Tc suggest positive
relationship between different dimensions of quality (Inter-
personal, Technical, and Administrative) and overall
service quality (SQ). Further, technical quality (TQ) has the
largest effecton the overall perceivedservice quality (SQ).
This finding resonates well with the existing evidence of the
preference for technical quality overinter-personal quality
(39). The multi-group analysis suggests that for the uninsured

(self-paid) patients all the dimensions, including inter-

personal, administrative and technical are significont
predictors of overall perceived service quality while for
those insured (receiving free treatment under State health
insurance scheme) only technical quality significantly
determines overall service quality.

The results show that the base model (combinedsample)is
closer to uninsured model. The existing studies report infer-
personal, administrative and technical all having significont
effect on overall service quality [30, 32, 46, 55]. The resulfs
of regression analysis showed that age, gender and
education have no significant association with satisfaction.
Similar findings have been reported by other studies as well
[35, 56].

The multi-group analysis highlighted the moderatingrole of
insurance status on the relationship between dimensions of
service quality and overall service quality and service
quality and patient satisfaction. The insured patients are
mainly concerned about technical quality while for the
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uninsured all the dimensions, inter-personal, technical and

administrative, are significant predictor of overdl
perceivedservice quality. Further, the service quality is not
a significant predictor for satisfaction among insured
patients while it remains significant for uninsured patients.
The literature on consumer research [37, 57, 58] suggests
that consumers use price as a cue to quality and the
service quality expectations are formed accordingly.
Perhaps, the insured sample in this study expect lower
quality as they receive free services under SHI. The lower
service quality expectations result in higher satisfaction for

insured sample in our group.

CONCLUSION

I
This study highlighted the moderating role of insurance
status on the relationship between service quality and
patients’ satisfaction. The technical quality plays a major
role in setting up overall service quality expectations.
Accordingly, hospitals need to ensure technical quality for
ensuring higher satisfaction and customer loyalty in furn.
The study findings have significant managerial implicafions
for health care organizations deciding to serve beneficiary
of State-run health insurance programs in India. The
organizations may benefit from effective segmentation
strategies. Forinsured patients, organizations must focus on
technical quality while for uninsured patients inter-persondl,
technical and administrative dimensions are equally
important. The effective resource utilization can be
achieved by focusing on technical quality and thus
ensuring satisfied and loyal patient base for business
expansions. By ensuring satisfied and patients
organizations empaneled under SHIs have a chance fo

loyal

increase their customer base for services not covered
under these schemes.

LIMITATIONS

The study sample was small and represents only a section
of population. Future work may consider replicating study
with alarge sample at multiple sites and study the effect of
type
relationships.

hospital (public/private/trust) on the proposed
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ABSTRACT

INTRODUCTION:

The clinical pathway (CP) is one of the most recommended tools for ensuring the best quality of care and has been
proven fo reduce the cost and time spent in hospital. The development of a CP forinfluenza is crucial, especially for the
elderly, as they are vulnerable to influenza-related complications. The main aim of this study was to provide a
comprehensive protocol foreach component of influenza management among the elderly in Malaysia.

METHOD:

An expert group meeting was conducted involving family medicine specialists, public health specialists, geriatricians,
respirafory physicians and infectious disease physicians. The CP was designed following a é-step protocol: 1) Selection of
expert panel, 2) discussion and information gathering, 3) development of CP draft, 4) refinement of CP draft, 5)
implementation of CP, and 6) finalisation of CP. The CP for influenza was designed based on service type and disease
severity.

RESULTS:
The panel described both outpatient and inpatient CPs for managing elderly patients with influenza. The outpatient CP
covered mild and moderate influenza cases, while the inpatient CP addressed the management of moderate and severe
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influenza. The estimated length of hospital stay for moderate and severe influenza cases with pneumonia was é and 14

days, respectively.

CONCLUSION:

The CP for influenza supports existing freatment according to illness severity leveraged on current clinical practice

guidelines and the best-care practices in primary and terfiary care settings. Continuous use of the CP is required fo assess

its effectiveness, thereby enabling optimisation of the healthcare process ininfluenza freatment.

KEYWORDS

Clinical Pathway, Influenza, Elderly, Malaysia

INTRODUCTION

]
Influenza is a febrile illness mainly affecting the respiratory
fract; it is highly infectious and is associated with excess
Worldwide,
estimated 3-5 million severe cases and aboutf 290,000-

hospitalisation [1]. influenza results in an
650,000 respiratory deaths annually, with an estimated 90%
[1,2].

Influenza is characterised by symptoms that include the

of the deaths occurring among senior citizens

sudden onset of fever (38-40°C), cough (usually dry),
headaches, myalgia, sore throat and respiraftory fract
inflammation. Most patients recover from fever and other
symptoms within a week without requiring medical
aftention. However, people at high risk, particularly the
elderly, are suscepftible to more serious life-threatening
complications such as pneumonia, chronic heart and lung
diseases [3]. Furthermore, the cell-mediated immune
response needed to clear the influenza virus from the lungs
declines with age, causing influenza to last longer in elderly
patients [4]. In general, such patients are more likely fo
experience hospitalisation, intensive care admission or
death compared to other age groups [5]. As influenza-
related hospitalisations are more frequent and prolonged
among the elderly, influenza is likely to conftribute fo

significant costs to healthcare providers and patients.

Malaysia is expected to become an ageing nation by 2030,
with the elderly population estimated to comprise 15% of
the total population [6]. The majority of older people in this
counftry are retfired, have no established income and are
entfirely dependent on the public healthcare system.
Hence, this population group is vulnerable to the clinical
and economic burden of influenza due to the costly
treatment of influenza, especially those with comorbid
diseases. Apart from improving patient care efficiency to
an optimum and more comprehensive level, the

development of evidence-based treatment guidelines is
crucial for reducing treatment costs.

Clinical pathways (CPs) are one of the mostrecommended
tools for minimising the variations in each clinical process
for improving medical treatment. The main aim of a CP is
to enhance the quality of care across the continuum by
improving risk-adjusted patient outcomes,
safety,

opfimising the use of resources [7]. The European Pathway

promoting

patient increasing patient safisfaction and
Association defines a CP as a complex intervention that
involves a mutual decision-making process for a group of
patients based onthe principles of evidence, best practice
and patient expectations [8]. It also involves coordinating
the activities between physicians, case managers, nurses,
health

professionals [7,9]. Following that, CPs ensure that the best

pharmacists, physiotherapists and  other
quality of care is delivered and have reduced the cost and
[10-14].

designed mainly for inpatient care to assist health care

fime spent in hospital Historically, CPs were

providers in delivering more effective and efficient care,
which subsequently confributes to a shorter length of

hospital stay. In recent years, CPs have also been
developed for outpatients to support disease
management in the primary care setting, such as

periodontitis and primary care-based longer-term stroke
care [15,16]. CPs have been widely established and used
in hospitals mainly in the developed countries such as the
United Kingdom, Australia, New Zealand, the United States,
Canada, Japan, Germany and Belgium [7,17].In Southeast
Asia, the use of CPs in Indonesia and Singapore has been
rising rapidly in the last decade [12,18].

Health expenditure in Malaysia has shown an upward trend
throughout the years. Moreover, it is difficult to acquire
information on the estimated cost of freatment of
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particular diseases, as most of the existing studies were not
performed in detail. The procedures and activities used for
treatment CPs will help healthcare managers estimate the
cost of each illness, thereby aiding their prevention of
financial mismanagement. When minimising healthcare
finances, healthcare policymakers face considerable
challenges in controlling costs without compromising
quality. In addition, this concern has become the rationale
for the need for CP usage to provide cost-effective
healthcare. To dafe, there are limited evidence on
available guideline use in the clinical management of
influenza in Malaysia healthcare system. Furthermore, there
are considerable variations in the management of
influenza patients, especially patients with severe influenza
with pneumonia [19]. The main aim of the present study
was to identify a comprehensive CP for each component
of influenza management specifically among the elderly in
Malaysia. The development of a CP for influenza in
Malaysia will support existing treatments and be consistent
with the available influenza management guidelines for

both outpatient and inpatient care.

METHODS

|
We developed a CP for influenza with cooperation and
collaboration between various disciplines (interdisciplinary
and multidisciplinary) involved in treatfing the disease.
Active involvement is needed tfo construct a
comprehensive and reliable CP. Developing the CP for
influenza among the elderly involved six steps: 1) formation
of the team, 2) discussion and information gathering, 3)
development of the CP draft, 4) refinement of the CP draft,
5) implementation and evaluation of the CP, and §)

finalisation of the CP [7,20].

1. Formation ofthe Team

The team was selected based on their direct involvement
in influenza treatment and management. The research
team identified family medicine specialists, public health
specialists, geriatfricians, respiratory  physicians and
infectious disease physicians as the core discipline experts
actively involved in managing influenza patients at primary
care clinics and hospitals. The experts were selected based
on their clinical expertise, experience and knowledge on
the latest clinical practice guidelines and evidence-based
recommendations. These experts were also able to share
the best practice recommendations for conditions where

healthcare services were lacking orinadequate.

2. Information Gathering

The healthcare procedures required in influenza treatment
of elderly patients were discussed in several meetings.
During the brainstorming session, each expert had the
opportunity to describe the appropriate goals for meeting
the patients’ multidimensional needs, and all of the
information to be documented was agreed upon. The
activities were listed from the point of the patient attending
primary care for mild to moderate influenza fo their
admission for inpatient treatment for moderate to severe
influenza until discharge. The key objectives were to specify
the criteria and symptoms differentiating each severity
level and to outline all acfivifies involved in relation to

managing influenza patients at the hospital and clinic.

3. Development ofthe CP Draft

The assessment oufcomes were inferpreted info the basics
of care, which were detailed in local protocols, including
the sequence of procedures and expected patient
progress over the period, by implementing the general
format of the CP template [21]. Based on the discussion,
the CP for influenza was divided into outpatient and
inpatient care based on severity (mild, moderate or
severe). The main CP components were fime, activities or
intervention and final freatment outcome. The care
acftivities included the assessment by the consultant,
medical officer or other health personnel, and the type of
investigation or freatment arranged for the patient. The
medications, diet plans, education or medical advice,
referral and discharge plans provided fo the patfient each

day were also obtained.

4. Refinement of the CP Draft

The developed CP draft was disseminated to all team
members for review. Feedback from each discipline was
obfained to ensure that each activity in the pathway
depicted current and comprehensive practice and were
agreed upon by all disciplines. The experts’ response and
addifional information on the activities in the CP draft were
evaluated forimprovement of the final draft. The initial draft
was presented to the team to obtain consensus on the
completed draft before the CP forinfluenza among elderly
patients was implemented in clinical practice.

5. Implementation and Evaluation of the CP

The implementation of a CP is the most crucial and
challenging phase. Cooperation and teamwork from the
healthcare managers and supporting staff handling the CP
the case

are indispensable. During the pilot phase,

manager was required to document any variances that
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had occurred in the CP. The researchers and experts
involved in the CP reviewed the details and variance
gathered fo confinue evaluating and improving the
activities in the CP forinfluenza.

6. Finalisation ofthe CP
The final CP draft, outlined in Gantt chart format, was
accomplished by

franslating the detailed protocol

involved in managing influenza freatment from the

collected feedback and evaluation from the pilot
implementation. Finally, the complete CP could be ufilised
continuously and its effectiveness in controlling the medical

cost could be assessed and to improve the quality of care.

RESULTS
|
We established a CP for influenza via multidisciplinary
clinician specialists, including family medicine specialists,
public health specialists, geriatricians, respiratory physicians
and infectious disease physicians. The development of the
CP began with segregating the clinical characteristics and
criteria for each influenza severity (mild, moderate, severe)
and by the type of service care (inpatient and outpatient).
The outpatient care CP was separated intfo mild and
whilst  that for

info moderate and severe

moderate cases inpatient care was

separated influenza with

pneumonia cases.

For mild cases, one visit is necessary for outpatient care
services and the patient receives symptomatic freatment
(Table 1). However, the infection may progress if the
the
investigation

symptoms persist or worsen. In that circumstance,

patient requires further freatment and
following the CP for moderate cases (Table 2). Generally,
elderly patients with moderate influenza require two visits at
outpatient primary care services. They typically present
with complicated iliness and atypical signs, including
diarrhoea, myalgia and fatigue with respiratory symptoms.
Additional investigation and the use of anfibiotics or
antiviral agents, particularly Tamiflu®, or Oseltamivir, are
if the

Investigations and laboratory tests performed during the

recommended indications for use are fulfilled.
first visithave to be repeated in one week, especially if the
inifial results are abnormal. Also, as a safety net, the patient
or their caregiver should be educated on the warning signs
of deterioration or requiring admission. Home assessment
tools are advised, apart from advocating soft diet and
adequate fluid intake to prevent dehydration.

In this study, we developed a CP for hospitalised elderly
patients with moderate influenza, considering the high risk
of developing serious flu-related complications if they were
infected with the virus (Table 3). The inpatient care CP
begins with an assessment by the consultant or medical
officer, where the patient undergoes a Comprehensive
Geriatric  Assessment (CGA). Subsequently, a thorough
physical examination, including that for mental status, is
performed, and medical history is taken before the patient
is offered any freatment. Furthermore, monitoring
investigations during admission such as full blood count,
renal profile, liver function test, chest x-ray and C-Reactive
Protein (CRP) test are repeated on day 2 and 5. Diagnostic
tests, involving sputum culfure and sensitivity testing, and
blood cultures, are conducted twice during the enfire
hospitalisation duration. At the same time, anfiviral agents
and anfibiotics and

Azithromycin Augmentin®

(Amoxycillin-Clavulanic Acid) are to be administered
infravenously initially, then orally for total of six days. The
patient will also have to be referred to the clinical
pharmacist for medication reconciliation and review and

to the physiotherapist for chest and mobility physiotherapy.

The experts in the feam concurred that the average length
of hospital stay for severe influenza with pneumonia was 14
days (Table 4). Above all, the daily consultant and medical
officer assessments for examining the patient’s oxygen
saturation, blood pressure, pulse rate and mental status are
maintained. Following that, procedural investigations are
conducted based on the patient’s clinical progress and
requirements. Progress review and assessment carried out
by nurses to monitor the patient’s iliness during the entire
care episode. They also play animportant role in increasing
patient knowledge about preventing and managing
medical condifions. Further, health education and the role
of clinical pharmacists, physiotherapists, occupational
therapists, diefitians and speech therapists in managing
elderly patients with severe influenza are crucial for these
health care providers to understand the disease and
educate the patient on the various aspects of their
condifion to avoid other complications and reduce
mortality. In the course of discharge, the patient is assigned
a summary note to undergo rehabilitation to review their
health status. Moreover, a 1-month influenza vaccination
plan is recommended after discharge or as suggested by
the clinician to provide better protection against the

influenza virus.
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TABLE 1: CLINICAL PAT

Activities

Assessment

Investigations

HWAY OF INFLUENZA FOR OUTPATIENT (MILD)
Visit 1
Date:

Assess clinically

5to10 minutes by Medical Assistant/Medical Officer

Medications Symptomatic treatment:
anfihistamine
anfitussive
antipyretic
anfiemetic

Diet Lots of fluids/food
Soft diet

Teaching Warning sign
Patient education

Referral -

Ovutcome May progress or get well

Discharge Plan

No follow up unless symptoms persist or worsen

TABLE 2: CLINICAL PATHWAY OF INFLUENZA FOR OUTPATIENT (MODERATE)

Activities

Visit 1
Date:

Visit 2

Date: After 1 week from Visit 1

Assessment

Investigations

Medications

Diet

Teaching

Referral

Outcome

Discharge Plan

15-30 minutes (SOB & Respiratory distress)
(MA/MO/FMS)

FBC

Chest x ray

Urine Creatinine (BUSE)

Renal Profile (RP)

Urine Ketone/Blood Ketone if RP not available
Random blood sugar fest (Dexirostix)
TamiFlu® (high risk/comorbid)
Antibiotic

Lots of fluids/food

Soft diet

Warning sign

Patient education

EM Specialist:
30 minutes

Follow-up after 1 week

15 - 60 minutes
(MA/MO/EMS)

FBC
Chest x ray
Urine Creatinine (BUSE)
Renal Profile (RP)
Urine Ketone/Blood Ketone if RP not available
Random blood sugar fest (Dexirostix)
TamiFlu® (high risk/comorbid)
Antibiotic
Lots of fluids/food
Soft diet
Warning sign
Patient education
Home assessment tools
EM Specialist:
30 minutes

Admission to hospital

Discharge. Admission to hospital if conditions
become severe.

Abbreviations: SOB, shortness of breath; MA, Medical Assistant; MO, Medical Officer; FMS, Family Medicine Specialist; BUSE, blood urea and serum electrolyte;

EM, Emergency Medicine
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DISCUSSION

|
In the present study, we created a CP that could be used
for guiding the management of influenza in elderly
patients. CPs are a common component in the healthcare
sefting for sustaining and supporting quality improvement
aimed at organizing and standardising care processes [22].
The team members involved in developing the CP were
mainly responsible for supervising influenza patients. They
were expected to comprehend their responsibilities and
roles to successfully produce an effective CP. The lack of
involvement of physicians in patient management has
been identified as the main obstacle to the success of a CP
[23]. The expert panel agreed on separating the CP info
four pathways mainly for outpatient and inpatient influenza
The
sympfoms in each classification of the CP were discussed.

cases according to severity. influenza-related
This is a shift from the majority of available guidelines on the
management of influenza patients, which focus more on
severe or progressive clinical illness [24,25]. Our study
provides more information on freatment procedures
according to severity to aid decision-making by health
managers beginning at the early stage of the disease.
Additionally, early initiation of influenza freatment and
timely medical treatment reduce the length of hospital

stay, especially among those with severe influenza [26].

The design of the CP covers a full course of influenza

management from screening, disease investigation,
freatment and supportive care to discharge plans and
preventive measures. These procedures can be planned
and executed such that they are most advantageous for
the organisation and its patients. Furthermore, desirable
outcomes can be established and monitored, and
capacity and resources can be provided to help improve
both quality and efficiency. Elderly patients with influenza
require careful attention and immediate treatment, asthey
are vulnerable to  developing influenza-related
complicatfions. In the present study, we suggest that
antivirals or antibiotics be started for elderly patients with
moderate and severe influenza with pneumonia.
Moreover, it is also recommended that this high-risk group
be treated with Oseltamivir or Zanamivir as soon as possible
whenever they have uncomplicated iliness due fo
confirmed or strongly suspected with virus infection [27].
Furthermore, there is evidence that anfiviral therapy
successfully reduces the burden in an influenza pandemics
in high risk group aged 5 to 65 years and healthcare

workers [28].

In hospitals, patients with influenza-related pneumonia and
severe influenza-related complications are at high risk of
death and
pneumonia [24]. Needless to say, the elderly population

should be managed as having severe

are at increased risk for contracting pneumonia, especially
those with comorbid risk factors such as hypertension, heart
disease, other cardiovascular diseases and diabetes [29].
The other serious complications triggered by influenza
include myocarditis, encephalifis, multiorgan failure, severe
dehydration and exacerbation of underlying chronic
disease (such as asthma, chronic obstructive pulmonary
disease (COPD), renal insufficiency). It can also lead to the
development of the life-threatening iliness known as sepsis
[30]. For these reasons, elderly patients are likely to stay
longer in hospital due to complications and comorbid
condifions-related problems. Primarily in the geriatric ward,
most patients exhibit a slow recovery rate and also
experience mobility difficulty. Further investigation and
repeated testing are important and should be conducted
to obtain useful diagnostic and prognostic information on
other related complications. Therefore, investigations such
as chest radiography and laboratory tests, i.e. full blood
count, serum creatinine, blood urea nitrogen, glucose,
should be
thought to have

electrolytes and liver function festing,

determined for influenza patients

pneumonia.

Globally, many CP freatments have been implemented to
evaluate the impact of a CP on the average length of
hospital stay associated with the illness. The majority of the
outcomes has shown a positive impact, with decreases in
days with using CP treatment [10,12,14]. A comprehensive
action plan would allow betfter continuity of the
implementation process. Certainly, further studies should
be conducted to determine the impact of influenza CP
freatment on the length of hospital stay fo strengthen the
evidence on the effectiveness and sustainability of
healthcare quality. In addition, CP implementation would
facilitate healthcare processes across different clinical
departments by presenting best practice principles and a
[31].
standardisafion in
Health
standardisation is greatly beneficial because it not only
but

assessment ofthe disease course and treatment results [32].

safety culture in healthcare settings Besides, the

application of a CP would aid

healthcare  services management. care

promotes services implementation, also  aids

As the elderly are a vaccine priority group, first-line

prevention measures are strongly recommended. In

Malaysia, influenza vaccines are currently only subsidised
but vaccination s

for healthcare workers, strongly
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recommended for pilgrims and the elderly with 21 chronic
ilinesses who are travelling to Saudi Arabia [33]. Therefore,
economic evaluation of influenza vaccines is crucial for
providing evidence-based information fo policymakers
and stakeholders on the cost—benefits of implementing a
national influenza immunisation program for the elderly.
Using this CP would enable estimation of the cost of
influenza freatment, and further research can be
conducted to determine the economic impact of the
illness and strengthen the evidence on the economic

evaluation of influenza, especially among the elderly.

The CP management usage scope is not universal, and the
various patient and physician needs as well as resources
availabilityin healthcare facilities, be it the public or private
sector, will affect compliance. In addition, continuous use
of the CP in healthcare settings should be implemented fo
provide feedback based on the issues and challenges
encountered. Further, analysis of the variances in practice
will yield further recommendations and improvements to
the existing CPs in each healthcare sefting, allowing for
long-term sustainability of the CPs and simultaneously
enhancing the healthcare system.

CONCLUSION

|
The CP for influenza is a detailed protocol for managing
influenza in elderly patients in Malaysia, spanning primary
care to tertiary care and being based on iliness severity
and presentation at the healthcare facility. Early detection
of influenza may help lessen the symptoms of the flu by
initiate  necessary  freatment and avoid unhelpful
medications. Furthermore, influenza screening in elderly
may help inform decisions on infection prevention and
control practices such asvaccination program among the
elderly. The CP also provides a basis for further economic
evaluation of the effectiveness of influenza management
and prevention. Further study on the implementation of
influenza CP is recommended to evaluate the impact in

length of stays and resource use in healthcare setting.
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TABLE 3: CLINICAL PATHWAY OF INFLUENZA FOR INPATIENT (MODERATE)

Assessment

Investigations

Treatment &
Medications

Consultants: 5 -10 minutes.
MO/HO: 20-30 minutes
Comprehensive Geriatric
Assessment (CGA)in Geriatric
facility.

MO/HO: 60 minutes.

History taking and full physical
examinations.

Nurse: Oxygen saturations/
blood pressure/pulse rate
every 4 hourly.

Mental status: orientationto
fime/place/person

(if Glasgow Coma Scale <15,
to start GCS charting 4 hourly).

FBC

Renal Profile

Liver FunctionTest

Chest X-ray

CRP

Sputum culture & sensitivity
Blood culture

Arterial blood gas

TamiFlu®75 mg (bd)

Antibiotic

Azithromycin 500 mg (od) (oral)
Augmentin 1.2 gram (tds) (IV)
IV Drip

Daily ward rounds by HO
and MO: 5-10 minutes.
Nurse:Oxygen saturations/
blood pressure/pulse rate
every 4 hourly.

Mental status: orientationto
time/place/person

(if Glasgow ComaScale
<15, to start GCS charting 4
hourly).

FBC

Renal Profile
Liver FunctionTest
Chest X-ray

CRP

Arterial blood gas

TamiFlu®75mg (bd)
Antibiofic

Azithromycin 500 mg (od)
(oral)

Consultants:

3-5minutes.

Dailyward rounds by HO
and MO:

5-10 minutes.

Nurse : Oxygen
saturations/ blood
pressure/pulse rate every 4
hourly.

Mental status: orientation
to time/place/person

(if Glasgow ComaScale
<15, to start GCS charting
4 hourly).

TamiFlu®75mg (bd)
Antibiotic

Azithromycin 500 mg (od)
(oral)

Daily ward rounds by
HO and MO:

5-10 minutes.

Nurse: Oxygen
saturations/blood
pressure/pulse rate
every 4 hourly
Mental status:
orientationto
time/place/person
(if Glasgow Coma Scale
<15, to start GCS
charting 4 hourly).

TamiFlu®75mg (bd)
Anfibiofic
Augmentin 1.2 gram
(tds) (IV)

IV Drip

Consultants:
3-5minutes

Dailyward rounds by
HO and MO:

5-10 minutes

Nurse: Oxygen
saturations/blood
pressure/pulse rate
every 4 hourly
Mental status:
orientationto
fime/place/person

(if Glasgow Coma Scale

<15, to start GCS
charting 4 hourly).

FBC

Renal Profile
Liver FunctionTest
Chest X-ray

CRP

Sputum culture &
sensitivity

Blood culture
Arterial blood gas

TamiFlu®75mg (bd)
Antibiotic
Augmentin 1.2 gram
(tds) (IV)

Daily ward rounds by HO
and MO:

5-10 minutes

Nurse: Oxygen
saturations/blood
pressure/pulse rate every
4 hourly

Mental status: orientation
to time/place/person

(if Glasgow Coma Scale
<15, to start GCS charting
4 hourly).

Antibioftic (oral)
Augmentin 1.2 gram (tds)
(Oral)
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Diet

Teaching
Referral

Discharge
Plan

Paracetamol
Oxygen

Soft diet/parenteral feeding

Health Education

Clinical Pharmacist
Physiotherapist
Chestand mobility physio

Augmentin 1.2 gram (tds)
(Iv)

IV Drip

Paracetamol

Oxygen

Soft diet/parenteral feeding

Augmentin 1.2 gram (tds)
(V)

IV Drip

Paracetamol

Oxygen

Soft diet/parenteral
feeding

Oxygen

Soft diet/parenteral
feeding

Soft diet/parenteral
feeding

Soft diet/parenteral
feeding

Rehabilitation (Outpatient
visit)

Review at Health Clinic if
requirede.g.: forblood
pressure control and
medication continuation
or follow up for
comorbidities. (Discharge
summary notes will be
givento patientupon
discharge).Plan for
vaccination (after 1
month from discharged)

Abbreviations: MO, Medical Officer; HO, House Officer; 1V, intravenous; FBC, full blood count; CRP, C-Reactive Protein
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TABLE 4: CLINICAL PATHWAY OF INFLUENZA FOR INPATIENT (SEVERE WITH PNEUMONIA)

Activities

Assessment

Investigations

Consultants: 10-20
minutes.

MO/HO: 20-30 minutes.
Comprehensive Geriatric
Assessment (CGA)
(Geriatric facility).
MO/HO: 60 minutes.
History taking and full
physical examinations
(additionalinformation
may be added up during
the hospital stay).

Nurse: Oxygen
saturations/ blood
pressure/pulse rate every
4 hourly.

Mental status: orientation
to time/place/person

(if Glasgow ComaScale
<15, to start GCS charting
4 hourly).

FBC

Renal Profile

Liver FunctionTest (LFT)
Chest X-ray

CRP

Sputum culture &
sensifivity

Blood culture

Arterial blood gas (ABG)
Rapid antigen test
(Influenza A&B)

MO/HO: 20-30
minutes.
Nurse: Oxygen
saturations/blood
pressure/pulse rate
every 4 hourly.
Mental status:
orientationto
time/place/person
(if Glasgow Coma
Scale <15, to start
GCScharting 4
hourly).

FBC

Renal Profile
Liver FunctionTest
(LFT)

Chest X-ray

CRP

Arterial blood gas
(ABG)

Consultants: 3-5
minutes.
MO/HO: 20-30
minutes.

Nurse: Oxygen
saturations/ blood
pressure/pulse rate
every 4 hourly.
Mental status:
orientationto
fime/place/person
(if Glasgow Coma
Scale <15, to start
GCScharting 4
hourly).

FBC

Renal Profile
Sputum culture &
sensitivity

Chest X-ray

CRP

Artferial blood gas
(ABG)

MO/HO: 20-30
minutes.
Nurse: Oxygen
saturations/blood
pressure/pulserate
every 4 hourly.
Mental status:
orientationto
time/place/
person

(if Glasgow Coma
Scale<15, to start
GCScharting 4
hourly).

FBC

Renal Profile
Chest X-ray

CRP

Arterial blood gas
(ABG)

Consultants: 3-5
minutes.
MO/HO: 20-30
minutes.

Nurse: Oxygen
saturations/ blood
pressure/pulse rate
every 4 hourly.
Mental status:
orientationto
fime/place/
person

(if Glasgow Coma
Scale <15, to start
GCScharting 4
hourly).

FBC

Renal Profile
Chest X-ray

CRP

Arterial blood gas
(ABG)

MO/HO: 20-30
minutes
Nurse: Oxygen
saturations/blood
pressure/pulse rate
every 4 hourly
Mental status:
orientationto
fime/place/
person

(if Glasgow Coma
Scale <15, to start
GCS charting 4
hourly).

FBC

Renal Profile
Chest X-ray

CRP

Arterial blood gas
(ABG)

Liver FunctionTest
(LFT)

Blood culture

minutes.
MO/HO: 20-30
minutes.
Nurse:Oxygen
saturations/
blood
pressure/pulse
rat