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Person-centered care (PCC) has been recognized by the Institute of Medicine as a 

critical element in the redesign of our nations healthcare system. Evidence suggests that 

the physical environment contributes to a more person-centered inpatient healthcare 

experience. This study explored the relationships among demographic characteristics of 

individuals receiving care in skilled nursing facilities, satisfaction with nursing care, 

perceived ambiance of the healthcare environment, and the perception of PCC. 

Descriptive statistics, Pearson’s correlation, Spearman’s rho, and hierarchical linear 

regression were used to analyze the data and answer the research questions. In addition, 

content analysis was used identify possible themes from the comments by the participants 

regarding the overall care experience.  

The sample consisted of 71 individuals (48 women) between the ages of 38 and 

97 (M = 71.34, SD = 11.51) having received rehabilitation and/or nursing care in fourteen 
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short-stay SNFs in Texas. A small positive significant relationship was found between 

the perception of personalized care and years of education (r = .27, p = .012). Moreover, 

a strong positive significant relationship was found between satisfaction with nursing 

care and PCC (r = .76, p <. 001), perceived ambiance and PCC (r = .57, p < .001), and 

satisfaction with nursing care and ambiance (r = .52, p < .001).  

Hierarchical linear regression only included years of education, satisfaction with 

nursing care, and ambiance since they were the only variables that had a significant 

relationship with the outcome variable. The analysis showed that satisfaction with 

nursing care was the strongest predictor of PCC accounting for 53% of the variance. In 

addition, ambiance was identified as a significant predictor of the perception of PCC after 

controlling for education and satisfaction with nursing care. Overall, the three variables 

accounted for 64% of the variance in the perception of PCC.  

  This was the first study to explore the relationship between perceived ambiance 

of an inpatient healthcare setting and the perception of person centered care. These 

findings indicate that the physical environment is an important element that can influence 

the perception of personalized care in a short-stay SNF setting. 
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CHAPTER 1: INTRODUCTION 

Health care in America is criticized for being impersonal, disease-focused, and 

ridden with quality care delivery problems (Institute of Medicine [IOM], 2001). The 

fragmented system and its quality concerns have been reported in several well-known 

publications (IOM, 2001, 2007). Patient-centered care, referred to hereafter as person-

centered care (PCC), has been recognized by the IOM as one of the critical elements 

needed in the redesign of our nation’s health care system (IOM, 2001). The IOM has 

suggested several initiatives be incorporated into practice that promote PCC, including 

the improvement of relationships between individuals and healthcare providers and 

improved responsiveness of health systems in meeting the individual client’s needs and 

preferences. This is a challenge for healthcare systems where practice and building 

design were created for efficiency and workflow of the healthcare practitioner rather than 

persons seeking care (Morgan & Yoder, 2011).   

The IOM (2001) defined PCC broadly as “care that is respectful and responsive to 

individual patient preferences, needs, and values, and ensuring that patient values guide 

all clinical decisions” (p. 49). PCC has been identified as an approach to improve care 

outcomes (IOM, 2001) and is increasingly advocated and incorporated into the training of 

staff working in a healthcare setting (Boettcher, Kemeny, DeShon, & Stevens, 2004; 

Crandall, White, Schuldheis, & Talerico, 2007; Lauver et al., 2002; Price, 2006). 

Evidence exists to support that a PCC model improves satisfaction, client well-being, and 

health outcomes (IOM, 2001, 2007) in settings such as dementia units, home health, 
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inpatient rehabilitation facilities, clinics, hospitals, and nursing homes/skilled-nursing 

centers. Kitwood (1997) was the first to use the words “person-centered care” instead of 

“patient-centered care” in his work with dementia and Alzheimer’s clients, implying the 

simple use of the word patient expresses the notion of power from healthcare 

practitioners on the individual receiving care and services. Moreover, Kitwood argues the 

use of person instead of patient allows the practitioner to think of the individual as more 

than just an illness (Kitwood, 1997). 

Many healthcare organizations are using healthcare design as a way to create a 

person friendly environment (Bitner, 1990, 1992; Grossbart, Hampton, Rammohan, & 

Lapidus, 1990). From new construction to remodeling, the physical structure becomes the 

impetus to change the way care is delivered from the traditional provider-centric model to 

one focused on the client. New building design and architecture can set the stage of 

influence so a PCC model can be created and sustained (IOM, 2001). Empirical evidence 

does exist to support the influence of the health care environment on health outcomes 

(Ulrich, 1984; Wilson, 1972). The ambiance of a health care environment goes beyond 

the architectural design, and is described as the combined effect of the physical design 

and the décor, a synergistic effect that can influence individual feelings and behavior 

(Brawley, 1992). However, little is known about the relationship between the ambiance 

of an inpatient care setting and the patient’s perception of personalized care. Because the 

average length of stay for a client recovering in a skilled nursing facility (SNF) is 44 days 

(MedPAC, 2011), understanding the potential influence that the ambiance might have on 

perception of care seems critical. Moreover, health care organizations spend billions of 
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dollars each year on facility design projects as a way to provide a more person-centered 

experience (Fitzgerald, 1994) and evidence to support the influence of such expensive 

improvements is needed.  

PURPOSE 

This study explored the relationships among demographic characteristics of 

individuals receiving care in skilled nursing facilities, satisfaction with nursing care, 

perceived ambiance of the healthcare environment, and the perception of person-centered 

care.    

BACKGROUND AND SIGNIFICANCE 

By 2020 over 53 million individuals in the United States will be over the age of 

65 (U.S. Bureau of the Census). This disproportionate number of older adults will place 

additional pressure on the health care system and the ability to deliver safe quality health 

care across all healthcare settings (CDC, 2007). PCC is a primary characteristic of quality 

health care delivery in the twenty-first century and has been linked to improved 

satisfaction, safety, quality, personal well-being, and health outcomes of the client 

(Epstein, Fiscella, Lesser, & Stange, 2010; IOM, 2001, 2007). 

In a PCC model, the person’s preferences, values, and educational needs are the 

key elements that guide care and the healthcare practitioner is an active partner in the 

decision-making process (IOM, 2001). The degree of involvement of the healthcare 

practitioner is dependent upon the individual patient’s abilities, knowledge, and desire to 

be involved in shared decision-making (Chewning & Sleath, 1996). A PCC approach 
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represents a paradigm shift from the model of care designed around the institution and the 

healthcare providers to a climate that facilitates freedom of choice and maximizes control 

from the person’s perspective (Crandall et al., 2007). The physical structure, processes, 

and workflow in a healthcare environment can create a culture that directly influences the 

healthcare practitioner’s ability to provide care that is person-centered (IOM, 2001).  

 The concept of PCC has evolved over the last several decades. However, despite 

universal endorsement of personalized care at both the relationship level and the 

institutional level, there is considerable ambiguity in the application of PCC practices and 

the measurement across settings. Moreover, the possibility that a healthcare 

environment’s ambiance might influence the delivery of person-centered care should be 

explored.  

STATEMENT OF PROBLEM 

Skilled nursing facilities (SNF’s) provide post-acute care to clients needing 

rehabilitation and/or nursing care. Medicare defines the SNF as an inpatient setting that 

provides 24-hour skilled care for both acute and chronic conditions (U.S. Department of 

Health and Human Services, Centers for Medicare and Medicaid Services, 2007). Short-

stay clients are those who receive nursing and/or rehabilitation care in a SNF for < 100 

days. Currently, there are 17,000 SNF’s in the United States providing care to 

approximately 1.6 million people. The vast majority (91%) of those receiving care in a 

SNF are over the age of 65 (Gabrel, 2000). As the demand for care rises with our aging 

population, many new SNFs are being built and/or remodeled. Unfortunately, no 
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empirical evidence exists regarding the relationship between the ambiance in the SNF 

environment and satisfaction with nursing care or the perception of person-centered care.  

CONCEPTUAL FRAMEWORK 

An institution’s health care environment can influence the clinician’s approach to 

healthcare practice (IOM, 2001). The environment that supports and incorporates PCC 

practices must be capable of balancing safety, quality, and choice (IOM, 2007). Nurses 

play a primary role in creating environments where people are active members in making 

decisions about their individual care. However, the setting and healthcare environment in 

which a nurse provides care will influence the ability to incorporate person-centeredness 

into daily routines (Morgan & Yoder, 2011).  

The Social Ecological Model (SEM) (Stokols, 1992) provides a useful perspective 

to understand the elements that may influence the perception of how care is provided 

from the perspective of the person receiving care in an inpatient setting. The SEM was 

derived from Bronfenbrenner’s original theory (1979) of human development that 

focused on the developing person and the environment, with particular attention on the 

reciprocal interaction between the two. Bronfenbrenner (1979) asserted the real influence 

on behavior and development is the environment, as it is “perceived” rather than the 

nature of its true existence in “objective” reality. This theory focused on environmental 

connectedness and its affect on psychological growth.  

Bronfenbrenner described three levels of environmental influence called the 

microsystem, mesosystem, and exosystem. He defined the microsystem as “a pattern of 
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activities, roles and interpersonal relations experienced by the developing person in a 

given setting with particular physical and material characteristics” (Bronfenbrenner, 

1979, p. 22). The mesosystem is defined as the “interrelations among two or more 

settings in which the developing person actively participates” (Bronfenbrenner, 1979, p. 

25). The exosystem is defined as “one or more settings that do not involve the developing 

person as an active participant, but in which events occur that affect, or are affected by, 

what happens in the setting containing the developing person” (Bronfenbrenner, 1979, p. 

25).   

Assumptions of Stokols’ Framework 

Stokols (1992) used Bronfenbrenner’s theory of human development to create the 

Social Ecological Model (SEM) as a framework for health promotion. The SEM includes 

the following four core assumptions: “(1) health behavior is influenced by physical 

environments, social environments, and person attributes; (2) environments are 

multidimensional; (3) human-environmental interactions occur at varying levels of 

aggregation; and (4) people influence their settings and the changed settings then 

influence health behaviors” (Glanz, Rimer, & Viswanath, 2008, p. 469). Similar to 

Bronfenbrenner’s theory, the SEM focused on multiple levels of influence in the 

promotion of health behavior. This model assumes that health promotion programs are 

more effective through a coordination of efforts at the individual, group, corporate, and 

public policy level (Glanz et al., 2008). Moreover, when health promotion is reinforced at 

each level of influence, there is a synergistic effect contributing to a greater success for 
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improving an individual’s health. A short-stay SNF environment focuses on recovery, 

rehabilitation, and health promotion. The goal is not only to heal the mind and body but 

also provide the knowledge and skills to incorporate behavior changes for a healthier 

lifestyle post discharge.  

As with Bronfenbrenner’s original theory, Stokols (1992) acknowledged that the 

multidimensional and complex nature of a person’s environment should be analyzed 

when studying health and health promotion. Stokols (1996) described environments not 

only in terms of their physical and social components, but also their objective (actual) 

and subjective (perceived) qualities.  

 Environments can be described as an array of independent attributes  

(lighting, temperature, noise, space arrangement, and group size) or in terms of 

the composite relationships among several features, as exemplified by such 

constructs as behavior settings, person-environment fit, and social climate 

(Stokols, 1996, p. 285). 

 Stokols elaborated on the value that an environment can have on an individual’s 

health through enhancements that influence behavior (e.g. smoke free setting), person-

environment fit (defined as the correspondence between environmental attributes and a 

person’s values, goals, and motives), and social climate (a climate that influences a 

person’s ideas, feelings, and actions in response to the behaviors of others) (Stokols, 

1996).  
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CONCEPTUAL FRAMEWORK FOR PCC 

The SEM, which highlights the multiple levels of influence on perception and 

behavior of PCC from the client’s perspective, informs the conceptual framework used in 

this study. This model is considered to be at the microsystem level of environmental 

influence as defined by Bronfenbrenner. The model proposes five levels of influence on 

PCC in the inpatient setting. The innermost circle of the model is identified as perception 

of care. This is defined as the perception of individualized care from the person receiving 

care in the inpatient healthcare environment. The second layer is identified as 

demographic characteristic of person. This is defined as the characteristics of the person 

receiving care. The third layer is identified as perception of nursing care. This layer is 

defined as the perception of nursing care that is experienced by the person receiving care 

in the inpatient setting. The fourth layer, social climate, is not being measured in this 

study but is defined as the policies, training, and processes within the healthcare setting 

that allow the nurse to encourage and foster client participation and decision-making. The 

fifth layer, perception of ambiance, is the result of tangible (architectural) and intangible 

(smell and sounds) elements that create a synergistic influence on the client. This is the 

perception of the ambiance in an environment from the perspective of the person 

receiving care. The last layer, physical healthcare structure, is not being measured in this 

study but is defined as the architectural design and includes the physical layout, lighting, 

and décor. Each of these layers influence the perception of the delivery of PCC and may 

constrain or promote the success of an organization’s goal to improve person-centered 

healthcare delivery. 
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This model is intuitive and parsimonious, and therefore may be more successful 

in creating or guiding change in current practice. The “bulls-eye” or “target” appearance 

provides a familiar figure that will improve the understanding of how PCC is fostered or 

hindered from the multiple levels of influence in an inpatient setting (see Figure 1). The 

specific variables in the model measured in this study are the perception of ambiance, the 

perception of nursing care (e.g. satisfaction with nursing care), demographic 

characteristics of person (e.g. personal characteristics), and perception of PCC. 



  

 

 10 

Figure 1: Conceptual Framework of PCC 
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The SEM of PCC provides the conceptual structure for the missing elements in 

previous studies measuring PCC. Previously conducted studies identified the importance 

of understanding the unique individual characteristics, culture, and beliefs of each person 

as the first step to providing PCC (Radwin, 2003; Redman & Lynn, 2005). In the SEM of 

PCC, this is described as the demographic characteristics of the person and the specific 

characteristics include gender, age, annual income, and education level. The same studies 

identified the perception of nursing care as another key element to successfully providing 

PCC. In the SEM of PCC, this is described as the perception of nursing care and as the 

perception of person-centered care. The SEM of PCC identifies three additional 

constructs, social climate, perception of ambiance, and physical structure, which have all 

been identified in previous studies as elements of influence on the delivery of PCC 

(Edvardsson, 2008; Edvardsson, Koch, & Nay, 2009; Edvardsson, Sardman & 

Rasmussen, 2005; Edvardsson, Sardman, & Rasmussen, 2006). However, no studies have 

examined these constructs in a short-stay SNF or the relationships among these constructs 

on the perception of PCC from the client’s perspective. Additionally, none of the studies 

provided a conceptual or theoretical framework to clarify these three levels of influence. 

This study will include the construct of perception of ambiance leaving physical structure 

and social climate to be considered in future research.  Figure 2 provides a theoretical 

framework of the variables specifically measured in this study along with the empirical 

referents.  
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Figure 2: Theoretical Framework of PCC 
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RESEARCH QUESTIONS 

Among patients who have received care in short-stay SNF’s:  

 

1. What are the relationships among the perception of PCC, personal characteristics 

(age, gender, annual income, and education), satisfaction with nursing care, and 

ambiance? 

2. Does ambiance add significantly to the variance of PCC after controlling for 

effects of personal characteristics (age, gender, annual income, and education) 

and satisfaction with nursing care?  

DEFINITIONS 

The following definitions clarify the major concepts of this study: 

Perception of Ambiance is defined as the perception of the mood or atmosphere 

created by the combination of the physical design, décor, lighting, smells, and sounds: a 

synergistic effect that can influence individual feelings and behavior (Brawley, 1992). 

Ambiance was measured by scores on the Ambiance Measurement Scale-HC, an adapted 

version of the Ambiance Measurement Scale (Sim et al., 2006). 

Perception of Nursing Care is defined as the clients’ satisfaction with nursing 

care during the short inpatient stay. Satisfaction with nursing care was measured by 

scores on the Patient Satisfaction with Nursing Care Quality Questionnaire (Laschinger et 

al., 2005).  
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Demographic Characteristics of Person is defined as the demographic 

characteristics of the short-stay SNF patient. A short-stay SNF patient is defined as 

persons who receive skilled nursing and/or rehabilitation in a SNF for < 100 days and are 

then discharged to home. Demographic characteristics (gender, age, marital status, 

race/ethnicity, education, annual income, employment status, primary reason for SNF 

inpatient say, and length of stay) were obtained on the Demographic and Health Items 

Questionnaire (DHI).  

Perception of Person-Centered Care is defined as the perception of the clients’ 

personalized care experience with nursing care during the inpatient stay. Two dimensions 

influence this perception: (1) how specific nursing interventions support the individuality 

of the patient and (2) how the patient perceives individuality in their own care. Person-

centered care was measured by scores on the Individualized Care Scale (ICS). This 

questionnaire will measure the two dimensions that contribute to the perception that care 

received was individualized (Suhonen et al., 2005).  

ASSUMPTIONS 

This proposed study was based on the following assumptions.  

1. Participation in healthcare decisions is dependent on a person’s desire, acuity, and    

cognitive ability. 

2. PCC is holistic. Holistic care considers the physical, emotional, social, and 

spiritual needs of the person. 
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3. People are aware of their healthcare environment and are able to report their 

perceptions of the environment. 

4. The healthcare environment (physical structure and social climate) influences the 

     perception of PCC.  

LIMITATIONS  

The limitations of this study are: 

1. The study used a non-random convenience sample of clients who recovered in 

several SNF’s in the southwestern United States. The potential selection bias 

could limit generalization of the findings from this study. 

2. The variables were measured with self-report instruments. Therefore, the data 

obtained were limited to what the clients are comfortable with and willing to 

report.  

3. The study was not designed to measure nursing care directly or the relationship 

that nurses have with their clients. 

4. The study used a cross-sectional design and therefore cannot measure changes 

over time or causal effects.  

5. Data were collected after the individual had been discharged from the SNF and 

retrospective reports may not accurately reflect the actual experience.  

SUMMARY 

In the SNF setting, providing PCC at the bedside and facilitating PCC at the 

organizational level are both important to creating and sustaining individualized care 
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practices. Nurses play a primary role in delivering PCC. Evidence exists to indicate that 

PCC influences the perception of quality care, quality of nursing care influences 

satisfaction with overall care, and PCC is strongly correlated to the perception of nursing 

care (Boumans, Berkhout, & Landeweerd, 2005; Suhonen et al., 2005).  

 The findings from this study may improve our understanding of how the SNF 

healthcare environment influences the perception of PCC and other related care outcomes 

from the perspective of the person receiving care in this setting. The knowledge gained 

from this study may help guide organizations in the redesign of healthcare settings, the 

reengineering of workflow practices, and policy development.  
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CHAPTER 2: LITERATURE REVIEW 

Most of the early literature on PCC focuses on communication between the client 

and physician (Mead & Bower, 2000). Studies that focus on nurses and nursing care in 

the inpatient setting have taken a much broader approach and include the influence of the 

healthcare setting (Edvardsson, 2008), the organization’s philosophy (Suhonen, 

Valimaki, Katajisto, & Leino-Kilpi, 2007), and the communication and relationship 

between the client and the nurse (Suhonen et al., 2005). This literature review is divided 

into two sections. The first section will review the empirical evidence about how the 

dimensions of the healthcare environment impact patient outcomes. The next section will 

emphasize empirical studies concerning PCC and patient outcomes. Tables summarizing 

the studies are included at the end of this chapter.  

THE HEALTHCARE ENVIRONMENT 

Florence Nightingale recognized the influence of the physical environment on the 

sick. In her writings, Notes on Nursing, Nightingale dedicated six chapters to describe 

environmental elements important to healing including ventilation and warmth, health of 

the house, noise, bed and bedding, lighting, and the cleanliness of rooms and walls 

(Nightingale - reprinted, 2003). Nurse theorists Rogers (1970) and Watson (1985) 

described the interrelationship that exists between persons and their environment. 

Moreover, they described a constant interchange that persons have with their 

environment explaining that a therapeutic environment can enhance health and well-

being. The influence of the healthcare environment on patients has been studied by 
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various disciplines and began to appear in the literature in the 1970’s (Devlin & Arneill, 

2003).  

A review of the literature concerning the relationship between the physical 

environment and patient outcomes identified 21 studies (see Table 1). No time period was 

delimited to capture the historical evolution of research in this area. A search of the 

several databases (CINAHL, MEDLINE, and PubMed) along with an ancestry search of 

published articles identified the relevant studies. The key words used were “hospital 

environment”, “physical environment”, and “healthcare environment”.  

The physical environment has been described as the built environment and 

includes elements of architecture design, lighting, color, and flooring (Harris, McBride, 

Ross, & Curtis, 2002). The ambiance of a facility is described as the atmosphere or mood 

created by the combination of variables in a particular setting and includes architectural 

design, furniture layout, décor, noise, and smells (Sim et al., 2006). The studies identified 

in the literature were conducted in various settings including nursing homes (n = 2), 

hospitals (n = 13), patient waiting rooms (n = 2), rehabilitation facilities (n =1), and 

psychiatric units (n = 3). Specific ambient variables studied include sound (n = 6), 

lighting (n = 2), furniture layout (n = 2), window views (n = 3), color (n = 1), and facility 

environment (n = 7). 

Early hospitals focused on the functional environment with the purpose of 

diagnosing, treating, and curing patients, resulting in hospitals being noisy and sterile. 

These architectural designs were created to protect patients from the risk of infection and 
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accidents (Biley, 1993). Some of the literature describes these settings as psychologically 

‘hard,’ institutional, and uninviting, making them stressful (Ulrich, 1991).  

The first published research studies regarding the relationship between the 

healthcare environment and patient outcomes focused on the presence of window views 

from patients’ hospital rooms. Wilson (1972) found that patients in ICU’s without 

windows had significantly higher incidences of delirium (p < 0.05) than patients with 

windows. In a similar study looking at postoperative delirium and depression, Ulrich 

(1984) identified the importance of the environment on healing by studying patients’ 

recovery after gallbladder surgery in a room with a window that overlooked either a 

natural scene or a brick wall. The results of the study found that patients with the natural 

scene had a shorter hospital stay (p = 0.025), fewer negative comments (p < 0.01), and 

took fewer pain medications (F = 4.30, p < 0.01). A more recent study by Raanaas, Patil, 

and Hartig (2011) examined the benefit of specific window views on health and 

wellbeing for patients in a rehabilitation center. Patients with a view of nature chose to 

stay in their rooms longer than patients with a blocked view (OR = 2.32, 95% CI 1.08-

5.01). Moreover, rooms with a blocked view had a negative effect on the mental health (F 

= 2.76, p = 0.03) of the patients in those rooms. Improved physical health was found for 

patients with views of nature (F = 2.51, p = 0.04). 

The effect of sound (noise and music) on patient outcomes is the most frequently 

studied variable of the healthcare environment. Hilton (1985) conducted a qualitative 

study about patients’ perceptions of sound levels in various acute care areas in three 

hospitals. Findings revealed that both continuous and intermittent sounds are distracting 
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and stressful. Larger units had louder and more frequent negative perceptions of sounds 

than smaller units. Topf, Bookman, and Arand, (1996) conducted a study where 

participants were subjected to audiotapes of an actual critical care unit’s noise or quiet. 

Participants in the “noise” experimental group took longer to fall asleep (t = -3.15, p < 

0.001), spent less time sleeping (p < 0.01), and awakened more often (p <0.01). In 

addition, the experimental group exposed to noise had poorer REM sleep and shorter 

REM durations (p < 0.05).  

Some studies found that music administered after surgery had an anxiolytic effect 

resulting in increased patient comfort and reduced need for pain medication (Bartter, 

Dubois, & Pratter, 1995; Menegazzi, Paris, Kersteem, Flynn, & Trautman, 1991; Moss, 

1988). Although the specific test statistic was not identified, Menagazzi and colleagues 

(1991) conducted a study on emergency room patients requiring laceration repairs and 

found that music decreased the amount of pain medication needed after the procedure (p 

< .05). The same study hypothesized that anxiety scores would be lower in the group that 

received music. However, the difference was not significant. In a similar study about the 

effect of music on patients undergoing bronchoscopy, Bartter and colleagues (1995) 

found the music group reported improved patient comfort level (p = 0.02) and decreased 

coughing episodes (p = 0.03) over the control group. Yilmaz and colleagues (2003) also 

explored the effect of music on pain and comfort levels for patients receiving 

extracorporeal shock wave lithotripsy for kidney stones. The music group required less 

pain medication (p = 0.008) and reported greater comfort (p = 0.000) over the non-music 

group.  
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Color has been used to enhance mood, reduce patient disorientation, and influence 

the subjective and physiological indexes of patient well-being (Cooper, Mohide, & 

Gilbert, 1989). In a study with Alzheimer’s patients, the researchers used color to 

discourage certain types of behavior (standing at exit doors) as well as encourage certain 

behaviors (visiting the day room). The study identified low-key, pale colors (e.g. cream 

colors) did deter the undesired behavior. In addition, areas of the unit painted with the 

brighter colors (red, green, etc.) attracted patients to those locations (Cooper et al., 1989). 

Some studies found color codes and cues in Alzheimer units can enhance the quality of 

life and decrease stress for people living in these units by promoting function in daily 

activities (Wijk, Berg, Sivik, & Steen, 1999; Wijk & Sivik, 1995). In a study by Wijk and 

colleagues (1999) on Alzheimer’s patients (n = 50) participants preferred bright colors 

(red and blue) to dark colors (brown). Moreover, the lighter shade of all colors was easier 

to detect than identification of any specific color.  

The arrangement of the furniture, amount of seating, and décor of an area can 

depict an inviting atmosphere and encourage socialization (Ingham & Spencer, 1997; 

Leather, Beale, Santos, Watts, & Lee, 2003; Melin & Gotestam, 1981). Patient rooms 

designed large enough for a lounge or fold out sleeping chair can promote the feeling that 

family support is encouraged. Research regarding waiting areas, day rooms, and lounges 

in the healthcare setting (Melin & Gotestam, 1981; Peterson, Knapp, & Rosen, 1977; 

Ingham & Spencer, 1997) found that areas for patients, families, and visitors with 

particular furniture arrangements had a positive effect on social interactions. A study 

conducted by Ingham and Spencer (1997) about a dental office waiting area found patient 
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impressions and mood were positively correlated to waiting room appearance (Wilks 

Lambda = 0.736, p < 0.0001). Mood scores (feeling of security, relaxation, and comfort) 

also were positively correlated to waiting room conditions (p < 0.001). Patients in a 

waiting room with landscape pictures, plants, and comfortable lounge chairs rated the 

quality of the practice higher than did visitors in the same waiting room without such 

decorations. In another study by Leather and colleagues (2003) concerning hospital 

waiting areas, participants rated the nouveau environment as more relaxed (F = 24.67, p 

< 0.001) and comfortable (F = 21.25, p < 0.001) than the traditional waiting area. 

The role health care environment plays in the healing process is a growing area of 

interest (Devlin & Arneill, 2003; Edvardsson, 2008; Martin, Hunt, & Conrad, 1990; 

Ruga, 1989; Ulrich, 1992). Researchers are finding changes to a healthcare setting’s 

physical environment can positively influence patient outcomes (Ulrich, 1984; Verderber 

& Reuman, 1987) and shorten hospital stays (Lemprecht, 1996; Ulrich, 1984). Although 

patients mention the importance of the healthcare environment in their health care 

satisfaction, most surveys do not measure the influence of the physical environment on 

their personalized experience.  

In summary, selected studies have explored the effect of the physical 

characteristics in the health care environment on patient outcomes. Studies regarding 

light, sound, windows, music, and nature views were conducted with evidence supporting 

the physical environment of a healthcare facility as important for successful recovery. 

However, the majority of these studies were conducted in the hospital setting (n = 12; 

60%) and only three of the studies measured the relationship between the healthcare 
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environment and satisfaction (Harris et al., 2002; Leather et al., 2003; Swan, Richardson, 

& Hutton, 2003). Moreover, no studies were found concerning the relationship between 

the ambiance of a healthcare setting and patient perceptions of personalized care.  

PERSON-CENTERED CARE (PCC) 

PCC is a concept espoused frequently and used loosely in the literature. The 

concept is confusing because multiple definitions exist. The IOM (2001) defined PCC as 

care that respects and responds to the individual’s needs, values, and preferences ensuring 

the person who receives the care guides the clinical decisions. McCormack (2003) 

defined PCC as a therapeutic narrative between the professional and patient built on 

mutual trust, understanding, and a sharing of information and knowledge. Suhonen, 

Valimaki, and Leino-Kilpi (2002) defined PCC as comprehensive care that meets each 

patient’s physical, psychological, and social needs. Morgan and Yoder (2011) defined 

PCC as a holistic (bio-psychosocial-spiritual) approach to delivering care that is 

respectful, individual, allows for negotiation, and offers choice: a therapeutic relationship 

where persons are empowered with involvement in health decisions at whatever level is 

desired by the individual receiving the care.  

To add to the confusion, PCC is used interchangeably with similar terms such as 

individualized care, personalized care, patient-centered care, and client-centered care. 

These terms all describe care tailored to the individual who receives it. The word person 

in PCC is synonymous with patient, client, and resident. This difference depends on the 

setting in which the care is provided. Hospitals use the term “patient-centered care”, 
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while skilled nursing homes use “resident-centered care.” Slater (2006) and Kitwood 

(1997) argued the use of the word “patient” or “resident” devalues the individual 

receiving care because it disempowers them and interferes with the perception that care is 

based on one’s personhood. Regardless of the approach to care practice, the philosophy 

behind all the terms is similar because they share the fundamental focus on the person 

rather than the disease.  

Review of the literature concerning PCC identified 14 studies focused on two 

clear areas of research. The first and oldest group of empirical evidence surrounds 

person-centered communication from the physician to the patient (Table 2). The second 

area of research focused on the delivery of PCC in the inpatient healthcare setting, with 

nurse researchers making strong contributions to the empirical evidence (Table 3).  

Person-Centered Communication 

Most of the research about person-centered communication focused on the 

relationship between a physician and the patient. Person-centered communication is 

defined as a two-way sharing of information that explores the person’s values and 

preferences of care (Balint, 1969; Epstein et al., 2010). This type of communication 

facilitates access to appropriate care settings and enables patients to negotiate the best 

plan to meet their health care needs (Rogers, Kennedy, Nelson, & Robinson, 2005). 

Successful person-centered communication creates a relationship of mutual responsibility 

for both the clinician and the individual that fosters continued trust (Reynolds, 2009). The 

literature review identified six studies regarding person-centered communication between 
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the physician and the patient (Beckman & Frankel, 1984; Bertakis, Franks, & Epstein, 

2009; Cooper et al., 2003; Mallinger, Griggs, & Sheilds, 2005; Stewart et al., 2000). All 

the studies were conducted in the clinic or office setting and measured the relationship 

between person-centered communication and gender (n = 1), race (n = 1), satisfaction (n 

= 2), and health outcomes (n = 2).  

Many patients have expressed frustration because they are not included in the 

decision-making about their own healthcare (IOM, 2001). In an analysis of audiotaped 

visits between physicians and their patients, only 9% completely informed their clients 

and included them in decision-making (Braddock, Edwards, Hasenberg, Laidley, & 

Levinson, 1999). In another study concerning physician-patient interaction during office 

visits, patients were able to express their concerns for only 18 seconds, on average, 

before the physician interrupted (Beckman & Frankel, 1984).  

Studies about physician-patient communication also were conducted to explore 

the influence of gender and race/ethnicity differences between physicians and patients on 

the perception of person-centered communication. In a study examining race-concordant 

visits, Cooper and colleagues (2003) found physicians who shared the same race as their 

patients spent more time with the patient and the patients were more satisfied. Although 

the satisfaction was higher in the race-concordant visits, the audiotaped sessions did not 

necessarily reflect differences in person-centered communication indicating that 

association between race concordance and high satisfaction rating is independent of 

patient-centered communication.  
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In a similar study examining gender concordance, no difference was found in the 

delivery of patient-centered communication to patients of the same or different genders 

(Bertakis et al., 2009). However, the researchers found that female patients had higher 

scores of person-centered communication than their male counterparts.  

 Both technical care and interpersonal interactions should be individualized to each 

client (IOM, 2001). Patients are highly variable in their preferences and health 

circumstances, and healthcare providers cannot assume they alone can make the best 

decisions for their clients without their input. Patients also differ in their views about how 

involved they want to be with the decision-making. In many cases, patients want a large 

role and in other situations they may delegate most decision making to the clinician. The 

underlying premise of providing person-centered care is to communicate with the client, 

listen to verbal and observe non-verbal cues, ask for client input, and verify that the 

treatment plan is acceptable (IOM, 2001). Although the evidence regarding person-

centered communication has contributed to understanding PCC, these studies are limited 

because they do not include the influence of nurses or the healthcare environment.  

Delivery of PCC 

The review of the literature on the delivery of PCC identified eight studies. The 

time period used in the search was the year 2000 to present date. The reason for 

beginning the search in 2000 was due to public endorsement of incorporating the concept 

of PCC into healthcare delivery spurred by the IOM’s report Crossing the Quality 

Chasm. Additionally, an ancestry search was used to identify other relevant studies 
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published before the delimited time period in the original search. Key words used 

included “person-centered care,” “patient-centered care,” “individualized care,” “client-

centered care,” and “resident-centered care.” All identified studies were conducted in the 

hospital setting and one study focused on a specific model of PCC called The Planetree 

model. The Planetree model emphasized changing an institutional environment to a 

home-like environment for patients in the hospital setting (Frampton, Gilpin, & Charmel, 

2003). Additionally, the model focuses on training patients to be partners in their care. A 

study about the Planetree model in a medical-surgical unit of a hospital found that clients 

(n = 760) who were being cared for on the Planetree unit were significantly more 

satisfied with their stay and the overall physical environment than those clients 

recovering on the traditional unit (Martin et al., 1998). Regarding specific aspects of care, 

participants in the Planetree setting were more satisfied with the nurses’ technical skills 

(p < 0.0001) and nurses’ involvement with individualizing care (p < 0.0001) and 

education (p < 0.0001). The test statistics for these significant results was not provided.  

Culture change is another approach to individualizing care and is advocated in the SNF 

and long-term care setting. Culture change is a movement that encourages post-acute care 

settings to focus on creating homelike environments that offer choices regarding meals, bathing, 

and activities (Pioneer Network, 2011). From a management perspective the movement has 

encouraged facilities to decentralize nursing stations, create neighborhoods, and consistently 

maintain the same staff on each unit so residents have continuity in care from those who know 

their values and preferences. One specific model that represents the movement of culture change 

is a model called the Eden Alternative (Koren, 2010). This model was founded in 1991 and can 
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be used as an outline for training healthcare organizations on how to deinstitutionalize their 

physical environment and deliver care that is more personalized and less task-focused 

(http://www.edenalt.org). In a study evaluating culture change in a long-term care facility, 

Robinson and Rosher (2006) found family and resident satisfaction increased from 77.08 to 

83.78 (p < .001) and that depression scores (geriatric depression scale) for cognitively intact 

residents decreased from 4.89 to 2.61 (p < .01) after implementation of the Eden Alternative 

model. 

Client demographics including age, gender, education, race, and income were 

examined to explore relationships between individual characteristics and PCC delivery. 

With regard to age, there are conflicting results. In a study using hematology-oncology 

patients (n = 43), Radwin, Alster, and Rubin (2003) found the age of the client was not a 

significant factor in the perception of PCC. However, in a different study with individuals 

in medical-surgical wards (n = 861) in six Finland hospitals, the findings were opposite 

with older age of the client being significantly associated (p = 0.001) with the perception 

of PCC (Suhonen, Valimaki, Katajisto, & Leino-Kilpi, 2006). Moreover, the researchers 

identified the age of the client as the most significant predictor of the perception of 

personalized care with older clients having a higher perception than younger clients. 

Education and income independently are both characteristics that influence the 

perception of PCC (Suhonen et al., 2006; Radwin et al., 2003). In the same study of 

hematology-oncology clients (n = 43), the researchers found that as a client’s income or 

education increased, the expectations of PCC increased (Radwin et al., 2003). This 

supports findings from a study by Suhonen and colleagues (2006) indicating that patients 
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who completed only primary or lower secondary education were more positive in their 

perception of personalized care as compared to those with higher education levels 

(Suhonen et al., 2006). Although gender and race did not have a significant relationship 

with the perception of PCC, men are more likely to perceive care as personalized over 

women (Suhonen et al., 2006). 

Several studies found that perception of individualized care from the client’s 

perspective is significantly related with satisfaction of nursing care and quality of life 

(Poochikian-Sarkissian, Wenneberg, & Sidani, 2008; Suhonen et al., 2005; Suhonen et 

al., 2007). Suhonen and colleagues (2005) conducted a study with adult surgical patients  

(n = 279) in an acute hospital and found a significant relationship between perceived 

individuality in care and patient satisfaction with nursing care (r = 0.45, p < .0001). In the 

same study, a significant relationship was found between the perception of individuality 

of care and perceived quality of life (r = 0.22, p < .001) (Suhonen et al., 2005). A pilot 

study (n = 14) examining neurological patients in a hospital in Canada found a significant 

relationship between individualizing preferences in care and coordination with 

satisfaction of nursing care (r = -0.70, p = 0.005) (Poochikian-Sarkissian et al., 2008). A 

more recent study by Wolf, Lehman, Quinlin, Zuilo, and Hoffman (2008) with 

hospitalized gastric bypass surgery patients (n = 36) found that personalized care 

improved satisfaction (p = .04) and quality of services (p = .03) over the control group. 

Specific test statistics were not provided for the significance levels in the study.  

The environmental influence on the delivery of PCC is an emerging concept in 

PCC research. Physical environment and social climate of a healthcare setting has been 



 

 

 

 30 

recognized as directly and indirectly influencing the people providing the care 

(Edvardsson, 2008). The social climate is particularly influenced by the organization’s 

overall philosophy and management style (Suhonen et al., 2007). Although the person 

receiving care in an inpatient healthcare setting is not exposed to the management culture 

and training directly, the exposure is indirectly experienced through the staff caring for 

them (Morgan & Yoder, 2011). In this way, the organization’s philosophy of PCC 

influences the client’s perception of care. In a qualitative study about the personalized 

therapeutic environment, participants described three common themes “the physical 

environment, people doing and being in the environment, and the organizational 

philosophy of care” (Edvardsson, 2008, p. 35). The study identified the organizational 

philosophy of a healthcare setting can either foster or hinder the delivery of PCC because 

of its influence on both the physical environment and the behaviors inside (Edvardsson, 

2008). These findings are similar to a study by Robinson and Rosher (2006) regarding the 

barriers to the implementation of PCC. These researchers found that a change in 

leadership at the top of the organization influenced the movement and philosophy of the 

person-centered care model.  

Edvardsson and colleagues (2009) continued to build on their previous work that 

identified the healthcare environment as one aspect of a healthcare setting that influenced 

the client’s perceptions of PCC delivery. These researchers created an instrument that 

measures the degree that a healthcare setting is perceived as person-centered. However, 

other than the psychometric analysis of the instrument, no publication was found 
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reporting the use of the tool to measure the perception of a person-centered healthcare 

climate.  

SUMMARY 

Providing PCC can lead to improved quality of care, satisfaction, and health 

outcomes in the inpatient setting. Each of these outcome variables is relative to the 

client’s healthcare experience and measurement of these outcomes varies. Several studies 

suggest that the individual’s perception impacts the level of quality and satisfaction 

experienced (Suhonen et al., 2005; Suhonen et al., 2007; Wolfe et al., 2008). Moreover, 

studies provided evidence that nurses directly influence the person’s healthcare outcome 

(Poochikian-Sarkissian et al., 2008; Suhonen et al., 2005).  

 Studies concerning the relationship between the healthcare environment and the 

perception of PCC are beginning to emerge (Edvardsson, 2008; Edvardsson et al., 2006). 

As new inpatient healthcare facilities are being constructed and older buildings are being 

remodeled, a clearer understanding of what and how the dimensions of the environment 

influence the perception of PCC is needed. Conducting a study that explores possible 

correlations between the healthcare environment and PCC is the next step for building on 

the previous work regarding the delivery and perception of PCC from the client.
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Table 1: Studies on the Healthcare Environment and Patient Outcomes 

Author Design Sample 

Size 

Sample Age 

 

Setting Major Findings 

Bartter et al., 

1995 

Experimental 52 Bronchoscopy 

procedure patients 

54-56 Hospital In the music cohort, overall comfort was better 

(p=0.02) and cough was less (p=0.03). No 

significant difference for dyspnea (p=0.21).   

Beauchemin 

& Hays, 1996 

Descriptive 

Comparative 

174 Psychiatric patients Not 

available 

Psych. 

Hospital 

Significant difference in length of stay with 

patients exposed to sunny rooms (Z=1.4, P<0.05). 

Cooper et al., 

1989 

Descriptive 

Quasi-

experimental 

24 Dementia patients Mean=75.6 Nursing 

Home 

Undesired behavior of standing at exit doors and 

straying into restricted areas decreased; desired 

behavior of longer stays in activity area increased.  

Edvardsson, 

2008 

Descriptive 46 Not Available Not 

available 

Hospital Therapeutic environment described as the physical 

environment, people doing and being in the 

environment, organizational philosophy of care. 

Edvardsson et 

al., 2006 

Descriptive 29 Oncology patients 52-80 Hospital Themes identified: Not caring for the environment 

symbolizes not caring for people, the environment 

influences interaction with others, using the 

environment as a distraction 

Harris et al., 

2002 

Descriptive 

Correlational 

380 Medical/Surgical 

patients 

Mean=47.14 Hospital Nursing is the strongest predictor of overall 

satisfaction (r=0.64, p<0.01), perceived quality of 

clinical care (r=0.50, p<0.01), environmental 

satisfaction (r=.40, p<0.01), satisfaction with 

admitting procedures (r=0.36, p<0.05) compared to 

overall satisfaction. 

 

Hilton, 1985 Descriptive 25 ICU patients Not 

available 

Hospital 

 

Strong negative comments about sound levels 

such as “can’t sleep” and “makes me jittery”. 

Patients’ solutions to decrease noise included 

closing room doors. Researchers observed 

hospital size, number of beds, and amount of 

equipment influenced noise levels (smaller 

hospital units with less beds were less noisy)  
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Table 1 (continued). 

Author Design Sample 

Size 

Sample Age 

 

Setting Major Findings 

Ingham & 

Spencer, 1997 

Descriptive 

Comparative  

148 Dental patients Not 

available 

Waiting 

Room 

Mood scores were more positive in the enhanced 

environment (p < 0.001); improved feelings of 

relaxation and comfort (p < 0.01), and feelings of 

comfort (p < 0.001).  

Leather et al., 

2003 

Descriptive 

Comparative  

145 Neurology patients Mean=48 Waiting 

Room 

Nouveau environment was rated as being 

significantly more stimulating (F = 27.68, p < 

0.001), attractive (F = 100.14, p < 0.001), relaxed 

(F = 24.67, p < 0.001) and comfortable (F = 21.25, 

p < 0.001) than the traditional environment. 

Melin & 

Gotestam, 

1981 

Quasi-

Experimental 

21 Senile Dementia 

patients 

80.5-82.1 Psych. 

Hospital 

Significant increase in communication (t = 2.84, p 

< .01) and eating behavior (t = 12.42, p < .01) in 

the experimental group. 

Menegazzi et 

al., 1991 

Experimental 38 Laceration repair 

patients 

24.4-25.9 Hospital Pain was significantly lower in the music group (p 

< 0.05). No significant difference in anxiety levels 

was found. 

Moss, 1988 Quasi-

Experimental 

17 Arthroscopic surgery 

patients 

20-40 Hospital Author reports that a significant decrease from 

preoperative to postoperative anxiety was present 

for the patients who listened to the music. No 

specific results were available in the article.  

Peterson et 

al., 1977 

Quasi-

Experimental  

34 Geriatric patients Not 

available 

Psych. 

Hospital 

Talking increased in experimental arrangement 

settings. 

Raanaas et 

al., 2011 

Quasi - 

Experimental 

278 Rehabilitation patients 62-64 Rehab 

facility 

A blocked view had a negative effect on mental 

health for men (F = -4.504 = 2.76, p = 0.03). 

Patients with a view of nature chose to stay in their 

room longer (OR = 2.32, 95% CI 1.08-5.01). 

Change in emotional state and well-being was not 

significant with window view. Self-reported 

physical health was significant in nature view 

rooms for women (F-4.504 = 2.51, p = 0.04).  

Shochat et al., 

2000 

Descriptive 

Correlational 

77 Dementia patients Mean=85.76 Nursing 

Home 

Patients exposed to higher light levels had fewer 

awakenings at night (r = -0.35, p = 0.004) 
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Table 1 (continued). 

Author Design Sample 

Size 

Sample Age 

 

Setting Major Findings 

Swan et al., 

2003 

Quasi - 

Experimental 

177 Medical/surgical and 

orthopedic patients 

Mean=52.4-

54.44 

Hospital Patients in appealing rooms rated their attending 

physician more favorably than patients in typical 

rooms (t = 2.49, p = 0.007), rated their 

housekeeping staff (t = 2.59, p = 0.006) and food 

service satisfaction more favorably (t = 2.56, p = 

0.006), and rated the overall hospital more 

favorably (t = 3.52, p = 0.005).  

Topf et al., 

1996 

Experimental 60 Non-CCU patient 

volunteers 

Mean=35.82 Hospital Patients exposed to CCU noise had significantly 

poorer sleep for time to fall asleep (t = -3.15, p < 

0.001), time spent sleeping in minutes (t = 2.48, p 

< 0.01), number of times awakened (t= -2.80, p < 

0.01), and quality of sleep (t = 2.10, p < 0.05), then 

quieter sounds. 

Trochelman 

et al., 2012 

Descriptive 103 Cardiac patients Not 

Available 

Hospital Satisfaction with environment: “Privacy is big; the 

private room is a blessing;”  “feel less confined; 

easier to maneuver; nothing to bump my feet on;” 

“overall environment less like a hospital and more 

like a hotel.” Nursing care changes “nurses were 

more attentive, more responsive and in better 

spirits.” 

Ulrich, 1984 Descriptive 

comparative 

46 Medical-Surgical 

patients 

20-69 Hospital LOS was significantly shorter in rooms with views 

of trees (Wilcox matched-pairs signed-rank 

analysis, T(17) = 35, z = 1.965, p = 0.025). 

Significantly more negative comments with 

patients having brick wall view (Wilcox matched-

pairs signed-rank analysis, T(21) = 15, z = 3.49, p 

< 0.001). Number of analgesic doses was 

significantly less in the tree view group (F = 4.30, 

p < 0.01).  

Wilson, 1972 Descriptive 

Comparative  

100 ICU patients Mean=60.4 Hospital Patients without windows experienced higher 

levels of delirium (p < 0.05).  
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Table 1 (continued). 

Author Design Sample 

Size 

Sample Age 

 

Setting Major Findings 

Yilmaz et al., 

2003 

Experimental 98 Outpatient lithotripsy 

procedure patients 

39.3-40.89 Hospital Procedure duration and fentanyl requirement was 

significantly lower (p = 0.004, p = 0.008 

respectively) in the music group. Patients in the 

music group reported greater comfort and less 

distress than the control group (p = 0.000).  
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Table 2: Studies on Person-Centered Communication. 

Author Design Sample 

Size 

Sample Age Setting Major Findings 

Beckman et al., 

1984 

Descriptive 74 Adults Not 

available 

Clinic Most interruptions (54%) occurred after the patient first 

expressed concern. Interruption occurred on average 18 

seconds after the patient began to speak.  

Bertakis et al., 

2009 

Descriptive 

Comparative 

100 Family and 

internal medicine 

Physician 

Mean=45.2 Clinic Gender-concordant visits were significantly higher for 

understanding the whole person 95%CI (PE-0.79, 0.24 to 

1.33, p = 0.004). 

Cooper et al., 

2003 

Descriptive 

Comparative 

252 Family and 

internal medicine 

patients  

Mean=47.5 Clinic Communication measures: Race-concordant visits (RCV) 

were longer by approximately 2.2 minutes (95%, 0.60 to 

3.71 minutes). Race concordant visits had higher mean 

ratings of positive patient affect (0.55 point [95% CI, 0.04 

to 1.05 points]).  

Ratings of care: Patients in RCV’s rated their physicians 

as more participatory (8.42 points [95% CI, 3.23 to 13.60 

points]).  

Mallinger et 

al., 2005 

Descriptive 

Correlational 

182 Oncology 

Patients 

Mean=58 Clinic Greater perception of physician PCC is significantly 

correlated with satisfaction (Beta = 0.264, 95% CI 0.184 to 

0.344, p < 0.0001) 

Stewart et al., 

2000 

Descriptive 

Correlational 

315 

patients; 

39 family 

physicians 

Family practice 

adult patients 

and family 

practice 

physicians 

Not 

available 

Clinic Significant relationship between PCC-communication and 

patient perception that the doctor and patient found 

common ground (r = 0.16, p = 0.01). Significant 

relationship between perception that patient and doctor 

found common ground and improved health outcomes 

(level of concern p = 0.02, mental health p = 0.05, and 

level of concern p = 0.04) and medical efficiency (p = 

0.05). 

 

Teh et al., 2009 Descriptive 15 Chronic pain 

management 

patients 

63-86 Clinic Two themes emerged: Participation in pain treatment and 

importance of strong relationships with health care 

providers. 
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Table 3: Studies on PCC Delivery. 

Author Design Sample 

Size 

Sample Age Setting Major Findings 

Martin et al., 

1998 

Quasi - 

Experimental 

760 Medical/Surgical 

patients 

Mean=48.6 Hospital Overall Planetree patients were significantly more satisfied 

with aspects of their hospital stay such as the architectural 

environment (p < 0.0001), technical aspects of care (p < 

0.0001), social needs (p < 0.0001), nurse involvement (p < 

0.0001), patient education and involvement (p < 0.001), 

and satisfaction with education (p < 0.0001).  

Poochikian-

Sarkissian et 

al., 2008 

Descriptive 

Correlational 

14 Neurology patients Mean=42 Hospital Attendance to patient needs was correlated to a sense of 

personal control (r = 0.65, p = 0.01) and perception of 

nurses as respectful and caring (r = 0.74, p = 0.002). Care 

according to patient’s preferences correlated with 

perceptions that nurses were respectful and caring (r = .70, 

p = .005). Coordination of care was related to perception of 

nurses as respectful and caring (r = 0.73, p = 0.003) and 

satisfaction with care (r = -0.70, p = 0.005).  

Radwin, 2003 Descriptive 

Correlational  

423 Oncology patients Mean=54.8 Hospital Education level and income level was significantly related 

to responsiveness PCC (beta = -0.269, p < 0.03); education 

was significantly related to coordination of care (beta = -

0.197, p < 0.03), income was significantly related to 

proficiency of care (beta = -0.198, p < 0.04); education 

level and gender was significantly related to individualized 

care (beta = 0.163, p < 0.05).  

Suhonen et 

al., 2006 

Exploratory 861 Medical/Surgical, 

oncology patients 

Mean=53.3 Hospital  Age (older patients) was significantly associated with PCC 

(r = .23, p < 0.001), males perceived their life situation had 

been understood greater than females (M = 3.54 vs. 3.35, 

t(774) = 2.40, p = 0.017); lower education level was 

associated with perceptions of PCC (M = 3.80 vs. 3.46, 

t(4.78), p < 0.001). 
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Table 3 (continued). 
Author Design Sample 

Size 

Sample Age Setting Major Findings 

Suhonen et 

al., 2007 

Descriptive 

Correlational 

& 

Comparative 

861 Medical/Surgical, 

oncology patients 

Mean=53.3 Hospital  No statistically significant association between type of 

hospital and overall patient perceptions of PCC was 

identified. However, difference in type of hospital was 

found with regards to patient perceptions of decisional 

control by nursing interventions (F[d.f. 3] = 3.16, p = 

0.043) and the realization of decision control (F[d.f. 3] = 

3.93, p = 0.02). Smaller hospitals were more positive about 

the facilitation of decisional control over their care (p = 

0.05), perceived individuality in their own general care 

(F[d.f. 3] = 3.02, p = 0.048). Units that used primary care 

nursing as a staffing model were more positive about the 

promotion of individuality in general (p = 0.025), their 

individual characteristics in clinical situations (p = 0.038) 

and enabling decisional control over their care (p = 0.015).  

Suhonen et 

al., 2005 

Descriptive 

Correlational 

279 Medical/Surgical 

patients 

Mean=51.9 Hospital  Strong positive association between patient’s views on 

individuality through nursing interventions and 

individuality of care (r = 0.8, p < 0.001). A positive 

association between perceived individuality in care and 

patient satisfaction with nursing care (r = 0.45, p < 0.0001). 

A positive correlation was found between patient 

perceptions of individuality in care received and health-

related QOL (r = 0.19, p = 0.003). 

Suhonen et 

al., 2007 

Descriptive 

Correlational 

(Model 

Testing) 

687 Medical/Surgical 

patients 

Mean=51 Hospital  Individualized nursing care had a positive impact on patient 

satisfaction, patient autonomy, & health related quality of 

life (x
2 
 = 8.81, d.f. = 4, p = 0.75).  

Wolf et al., 

2008 

Quasi - 

Experimental 

36 Adult gastric 

bypass surgery 

patients 

Mean=45.9 Hospital No statistical difference was found between groups for 

“overall satisfaction” (p = 0.14). Significant difference with 

PCC group having higher scores on “satisfaction of 

service” (M = 11.44, SD = 3.07, p = 0.04) and “quality of 

services” (M = 17.11, SD = 4.56, p = 0.03). No statistical 

differences observed between groups when measuring 

“overall level of satisfaction with nursing care.” 
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CHAPTER 3: METHODOLOGY 

This chapter describes the methods that were used to conduct this study. Included 

in this section is a description of the research design, population, setting and sample, 

protection of human subjects, recruitment process, data collection procedures, 

instruments and their related psychometric properties, and data analysis procedures. 

RESEARCH DESIGN 

A descriptive, cross-sectional, correlational design using a self-report survey was 

used for this study. Descriptive research designs are used to observe and describe the 

situation as it naturally occurs (Polit & Beck, 2008). Using a cross-sectional design 

involves collecting data at one point in time and is most appropriate for describing 

relationships among the phenomena at a fixed point (Polit & Beck, 2008). Moreover, a 

correlational design examines the existence and strength of a relationship between two or 

more variables. This type of design does not demonstrate causation, only if the 

relationship exists, the direction (positive or negative), and the strength of the relationship 

(Polit & Beck, 2008). In addition to the quantitative data collected to address the 

correlational research questions, qualitative responses to an open-ended question were 

analyzed to better describe the patients’ experience.  
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POPULATION, SETTING, AND SAMPLE 

The population in this study is adults that require short-stay skilled nursing care in 

the United States. Patients who need this type of transitional care have recently received 

acute care services and need continued nursing and/or rehabilitation care prior to going 

home. Empirical evidence on the delivery of PCC in post-acute SNF settings is minimal. 

All 14 facilities were owned or managed by for profit corporations. The facilities had 

physical designs that segregated short-stay persons from the long-term care population (n 

= 12) and/or they did not have licensed long-term care beds (n = 2). All of the SNF’s 

accepted private pay, insurance, Medicare, and Medicaid as the primary reimbursement 

for services with the exception of two SNF’s that accepted Medicaid only as a secondary 

payer. All the facilities were Texas-based SNFs geographically located in the suburbs of 

Austin, Dallas, Houston, and San Antonio and close to large medical centers.   

The sample for this study included adults > 21 years of age who could read and 

speak English, were responsible for their own healthcare decisions, and spent a minimum 

of one night in a short-stay SNF.  Moreover, the participant was discharged from the SNF 

to home and the research questionnaire was completed within a month of discharge. The 

reason adults > 21 years of age were chosen for this study is because this age group is 

consistent with the age groups in previous studies about PCC in hospitals.  

EXCLUSION 

 Participants were excluded from the study if they were < 21 years of age, 

cognitively impaired, had a diagnosis of dementia, were unable to communicate or 

comprehend written and/or verbal English, or did not have at least one night stay in a 
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short-stay SNF. Cognitive status was assessed upon admission with the admission 

nursing assessment and verified by the social work professional prior to meeting with the 

patient. Persons that met any of the exclusion criteria were not approached. 

SAMPLE SIZE 

A power analysis was calculated to determine the sample size using StatTools 

online software (http://www.stattools.net/SSizcorr_Pgm.php). Power is described as the 

probability that a statistical test will detect significance if it exists in a relationship among 

variables (Polit & Beck, 2008). A power analysis is a method used to reduce the risk of 

committing a Type II error, the error that occurs when the researcher accepts a null 

hypothesis when it is actually false (Polit & Beck, 2008). The power for this study was 

set at .80, meaning there is an 80% chance of rejecting the null hypothesis when it is 

false; this is an acceptable level in behavioral science research (Cohen, 1987).  

The significance level for this study was p < .05. The level of significance identifies the 

risk the researcher is willing to take on making a Type I error; the error that occurs when 

the investigator rejects the null hypothesis when in fact it is true (Polit & Beck, 2008).  

The effect size is an estimate of the magnitude of the relationship between the 

research variables (Munro, 2005). Cohen recommends an effect size be chosen based on 

previous work (Cohen, 1987). An effect size was estimated by reviewing the one study 

that measured similar variables. In a study by Suhonen et al. (2005) the authors identified 

a moderate positive correlation between “perceived individuality” and “patient 

satisfaction with nursing care (r = 0.45, p < 0.001). The same study also identified a 
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positive correlation between “personalized nursing interventions” and “patient 

satisfaction with nursing care” (r = 0.36, p < 0.001). Based on the range of the correlation 

coefficients 0.36 – 0.45, the range of the R-square values would be 0.13 – 0.21. 

Therefore, a sample size of 50 participants would provide 80% power and alpha at .05 

when the R-squared value was .13 with six predictor variables. However, because there 

are so few studies in the literature and the effect size may be smaller, the investigator 

recruited a sample of 71.   

PROTECTION OF HUMAN SUBJECTS 

 The Institutional Review Board at the University of Texas at Austin approved all 

aspects of this study prior to initiation (Appendix A). Participants were informed that all 

information they provided on the survey would be kept confidential and that individual 

answers would not be shared with the skilled nursing facility. They were also informed 

that their participation was voluntary and that they could terminate participation at any 

time.  

RECRUITMENT PROCESS 

 Recruitment was conducted while the client was in the SNF. Recruitment 

brochures (Appendix B) were provided to clients prior to discharge from the facility by 

the facility social worker. The recruitment brochures included a brief description of the 

study and a place for the client to indicate their participation choice in the study. An 

envelope accompanied each flier so the client’s choice remained confidential from the 

staff. Clients, who agreed to participate, provided their name, contact number, and their 
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planned date of discharge. After clients made their selection, they placed the flier in the 

sealed envelope and returned it to the social worker. Sealed envelopes were kept in a 

secure location and given to the investigator weekly. Only the investigator knew which 

clients agreed to be contacted regarding participation in the study at the time the envelope 

was opened.  

CONSENT 

All clients interested in the study and willing to disclose their contact information 

were contacted after discharge via phone by the investigator. During the phone contact, 

the investigator confirmed eligibility, described all aspects of the study, answered 

questions, and obtained verbal consent (Appendix C). A letter of information about the 

study providing all information relevant to the informed consent accompanied the mailed 

survey (Appendix D). 

DATA COLLECTION PROCEDURES 

 After the client was discharged from the facility, agreed to participate in the 

study, and provided a verbal consent over the phone, the survey packet was mailed to the 

participant along with a stamped addressed envelope to return the survey. Once the 

investigator received the completed survey, a twenty-dollar ($20.00) gift card was mailed 

to the participant. In order to determine the participant’s understanding of the questions 

regarding the ambiance scale, a procedural pilot was conducted by asking the first five 

participants for verbal feedback about the questions over the phone. Each participant was 

asked the following: 
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 Is the definition of ambiance clearly provided in the survey? 

 Do you understand the meaning of the word ambiance as it is described in the 

survey? 

 Do you understand the eight questions asking about the ambiance of the 

healthcare setting you were in? 

 Do you have any suggestions that could improve how the ambiance questions are 

asked in this survey? 

 Do you have any other comments about the Ambiance Measurement Scale – HC? 

 Were the instructions clear? If not, are there any areas you would suggest 

changing?  

All five participants acknowledged understanding of the ambiance questions in the 

survey and one participant suggested asking more questions about the environment. 

Based on the five participants validating the understanding of the ambiance questions the 

investigator continued with the data collection. To encourage participation with timely 

survey completion, the investigator contacted participants by phone if 7-10 days had 

passed from the original mailing and the survey had not been returned. During that time, 

the participant was also reminded that they could decline completion of the survey if they 

had changed their mind.  

Participants from 14 for profit SNF short-stay units in the Dallas (3), San Antonio 

(1), Houston (1), and Austin (9) area participated in the research study. Social work 

professionals distributed a total of 560 fliers to SNF patients and 184 fliers were returned 
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to the investigator. The returned fliers included both the “yes” and “no” responses 

regarding participation leaving 142 individuals (77%) who agreed to be contacted after 

discharge regarding participation in the research study. Fifty participants did not receive 

survey packets because they had changed their mind when contacted (n=28) or could not 

be reached in a timely manner (n=22). In total, 92 surveys packets were mailed to 

participants who gave verbal consent by phones. Seventy-one completed questionnaires 

were returned resulting in a 77% response rate.   

PRIVACY AND CONFIDENTIALITY OF PARTICIPANTS 

 The investigator compiled one list of participant names and corresponding survey 

numbers. Each survey was numbered prior to being mailed to the participant, and from 

that point forward that number identified the participants. The participant list of names 

(with corresponding identification numbers) and the verbal consents were stored in a 

locked drawer separate from the completed surveys. However, the completed surveys 

were also stored in a locked drawer. Only the investigator and her dissertation supervisor 

had access to the two secured locations.  

INSTRUMENTS 

 This study survey included four instruments with a total of 71 questions. The 

paper-based survey questionnaire was formatted using recommendations tailored toward 

the older adult participant. Specifically, the font was 14-size Serif style, dark blue color. 

The paper was slightly heavier than the traditional printing paper and a light yellow in 
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color (Fanning, 2005). The questions were double-spaced on one-sided 8 1/2 x 11-inch 

pages and stapled in the upper left corner.  

Demographic and Health Items  

The Demographic and Health Items (DHI) is a 10-item demographic, social, and 

health instrument developed by the investigator for use in this study. The purpose was to 

obtain information regarding the participant’s gender, age, marital status, race/ethnicity, 

education, annual income, employment status, primary reason for the SNF inpatient stay, 

and length of stay.  

Ambiance Measurement Scale-HC 

The Ambiance Measurement Scale-HC (AMS-HC) captures the atmosphere or 

mood created by a healthcare environment. The items are measured on a 6-point Likert 

scale ranging from 1 (strongly disagree) to 6 (strongly agree) and the instrument is scored 

by summing all responses to the questions (Sim et al., 2006). The 8-item instrument used 

in this study was an adaptation of a larger instrument originally developed to measure the 

relationship between ambiance and customer satisfaction in hotels (Sim et al., 2006). The 

survey was initially developed through an extensive literature review and by consultation 

with experts in the hotel industry.  

Reliability for the original instrument was assessed with Cronbach’s alpha and the 

correlation among items in the total construct. The alpha for the ambiance subscale was 

0.96 and the item-total correlations ranged from 0.76 to 0.89 in a sample of 139 

participants. Construct validity was established through factor analysis. All items in the 
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ambiance subscale represented one factor accounting for at least 77% of the variance. 

The scale was slightly modified for this study to reflect the healthcare setting with the 

word “hotel” replaced by the words “healthcare center” and items were changed to past 

tense because participants had been discharged when completing the survey.  

Patient Satisfaction with Nursing Care Quality Questionnaire 

The Patient Satisfaction with Nursing Care Quality Questionnaire (PSNCQQ) is a 

19-item instrument that measures satisfaction of nursing care in an inpatient setting 

(Laschinger et al., 2005). Items are measured on a 5-point Likert scale ranging from 1 

(poor) to 5 (excellent). The scores are summed and averaged to obtain a single value for 

each patient (Laschinger et al., 2005). This instrument was created after modifications 

were made to a previous questionnaire called the Patient Judgment of Hospital Quality 

Questionnaire (PJHQ) in order to capture a broader scope of nursing care activities across 

the entire care process during an inpatient stay.  

Reliability was assessed with Cronbach’s alpha for the PSNCQQ instrument. The 

reported alpha was 0.97 and the item-total correlation ranged from 0.61 to 0.89 in a 

sample of 1,041 participants. Construct validity was evaluated through exploratory factor 

analysis (EFA) and confirmatory factor analysis (CFA). EFA revealed factor loadings 

ranging from 0.753 to 0.890 and CFA confirmed the 1-factor model (Laschinger et al., 

2005). 
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Individualized Care Scale 

The Individualized Care Scale (ICS) is a 34-item two-part instrument that 

explores patient’s views on individualized care (Suhonen et al., 2005). This tool 

examines individualized care from the patient’s perspective in two different ways: (A) the 

patient’s views concerning how they feel specific nursing interventions support their 

individuality (ICS-A) and (B) how they perceive individuality in their own care (ICS-B). 

Participants respond to a series of statements about their care on a 5-point scale ranging 

from 1 (fully disagree) to 5 (fully agree) and the scores are summed for a total score and 

then averaged to arrive at an overall score for each client. The higher the overall score, 

the higher the perception of personalized care from the person receiving the care 

(Suhonen et al., 2005).  

Reliability was assessed with Cronbach’s alpha for each section (ICS-A and ICS-

B) of the instrument. The reported alpha for the 17-item ICS-A was 0.94 and for the 17-

item ICS-B was 0.93. The average inter-item correlations on the ICS-A ranged from 0.49 

to 0.62, and in the ICS-B they ranged from 0.42 to 0.59.  

Content validity was established by a systematic review of the literature and 

expert opinion. Face-validity was supported by the responses of patients who completed 

the survey. Construct validity was assessed by a series of factor analyses, structural 

equation modeling, and correlations of predicted relationships between the dimensions 

(Suhonen et al., 2005).  
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INSTRUMENT PSYCHOMETRICS 

The internal consistency for the three instruments (AMS-HC, PSNQQ, and ICS) 

used in this study was evaluated using Cronbach’s alpha. All three instruments had high 

internal consistency with item total correlations ranging from .80 – .93 for the AMS-HC, 

.64 – .84 for the PSNQQ, and .33 – .80 for the ICS. Total items correlations for the two 

subscales of the ICS ranged from .66 – .82 on the ICS-A and .39 – .80 on the ICS-B. The 

reliability coefficients for the instruments used in this study are consistent with the 

coefficients reported in the literature for the Ambiance Scale (Sim et al., 2006); the 

Patient Satisfaction with Nursing Care Quality Questionnaire (Laschinger et al., 2005); 

and the Individualized Care Scale (Suhonen et al., 2005). Table 4 outlines the measures 

used in the study, the instruments, the subscales that make up the corresponding 

instrument, the number of items, and Cronbach’s alpha in this sample. The instruments 

are in Appendix E. 

DATA ANALYSIS 

 Data collected in this study were analyzed using SPSS for Windows, version 17.0. 

After the data entry process was completed, 50% of the dataset was re-checked by a 

second independent reviewer to verify the data entry was error free. There was no 

missing data.  

Descriptive statistics were used to describe the following characteristics of the 

sample: age, gender, education, race/ethnicity, and marital status as well as the scores of 

the study instruments. Pearson’s correlation was used to examine bivariate correlations 
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between the interval level measures including the perceptions of person-centered care and 

ambiance, perceptions of person-centered care and satisfaction with nursing care, and 

perception of person-centered care and the personal characteristics of age and education.
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Table 4: Study Measures, Instruments, & Cronbach's alpha. 

Variables Instruments     Subscales            Items 
Cronbach’s 

alpha 

 

Perception of Ambiance 

 

Ambiance Measurement Scale-HC 

  

8 

 

.97 

Perception of Nursing Care Patient Satisfaction with Nursing Care 

Quality Questionnaire 

(Laschinger, Hall, Pedersen, & 

Almost, 2005)   

 19 .97 

 

Demographic Characteristics 

of the Person 

 

Demographic Health Items 

  

10 

 

N/A 

 

Perception of PCC 

 

Individualized Care Scale 

(Suhonen, Valimaki, & Leino-Kilpi, 

2005) 

 0  

.97 

   

Nursing Interventions 

 

17 

 

.96 

  Perceived Individuality 17 .93 

Total items for this study   71  
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Spearman Rho was used to examine the bivariate correlations between the ordinal 

level measure of annual income and the same variables. Hierarchical multiple regression 

(HMR) was used to examine the relationship between education, satisfaction with nursing 

care, and ambiance on the perception of person-centered care. HMR is used when several 

independent variables are used to predict a dependent variable (Polit & Beck, 2008). The 

independent variables are entered in different steps and reveal how well each independent 

variable predicts the dependent variable, after controlling for all the other independent 

variables in the equation (Polit & Beck, 2008). For this analysis, the selected variables 

(education years, satisfaction with nursing, and ambiance) were used to predict the 

perception of person-centered care. The order of entry occurred in the following steps. 

Step 1, the education in years was entered into the equation. In step 2, the perceived 

satisfaction with nursing care was entered into the equation. In step 3, the perceived 

ambiance of the setting was entered into the equation. Entering the variables into the 

equation in this order allowed an assessment of whether ambiance added significantly to 

the prediction of person-centered care after controlling for the effect of the variables in 

step 1 and step 2. The assumptions of normal distribution, linearity, and multicollinearity 

were assessed prior to performing the analyses. The assumption of normal distribution 

was violated for the variables perception of ambiance, satisfaction of nursing care, and 

perception of PCC. Therefore, logarithmic transformations were completed. The 

assumptions of both linearity and multicollinearity were met.  
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At the end of the survey, participants were asked to provide additional comments 

about their care experience. Qualitative content analysis techniques were used to provide 

a summary of 39 comments provided by the participants. The focus of the final question 

was to provide the participant an opportunity to share other care experiences that were 

not captured through the questions in the instruments. Qualitative content analysis is a 

method of analyzing written, verbal, or visual communication (Cole, 1998) to capture a 

condensed version of a phenomenon (Sandelowski, 1995). The process includes open 

coding and creating categories that are eventually condensed in order to identify general 

themes (Cole, 1998).  

The comments from all participants were transcribed verbatim from the surveys 

and reviewed using the process of open coding. Open coding is accomplished by writing 

notes or headings in the text while reading the transcribed data (Elo & Kyngas, 2008). 

The written material was read through several times with headings being added as 

necessary to ensure the coding included all aspects of the content. The notes and headings 

collected in the margins were then put onto a coding sheet and collapsed into higher order 

headings. The final step in the analysis included identifying general themes from the 

collapsed headings. An independent researcher reviewed the transcripts and validated the 

coding and general themes.  
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CHAPTER SUMMARY 

This chapter provided a description of the research methodology used in this 

study. A descriptive, cross-sectional, correlational design using a self-report survey 

methodology was used to explore the relationships among person-centered care, 

satisfaction with nursing care, and ambiance. In addition, content analysis was used to 

analyze comments from the participants regarding additional experiences in the short-stay 

SNF.
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CHAPTER 4: FINDINGS 

This chapter presents the results of the data collection process and the quantitative 

and qualitative results of the data analysis. The findings and their interpretation are 

presented according the research questions. 

DESCRIPTION OF THE SAMPLE  

Demographic Characteristics of Participants (n=71) 

 The demographic data for the final sample of 71 participants are summarized in 

Table 5. The largest group represented was white (n = 62, 87.3%), married (n = 33, 

46.5%) and female (n = 48, 67.6%). The mean age for the sample was 73.74 years (SD = 

11.51) and the median was 75 years with a range of 38 to 97 years. The mean years of 

education were 14.45 (SD = 2.7) with a range of 11 to 20 years. The greatest number of 

the participants had an annual income between 40,000 and 59,000 (29.6%). Knee 

replacement / fracture (n = 25, 35.2%) was the primary identifiable medical reason for 

participants receiving skilled care in the short-stay facility (Table 6). The number of days 

for recovery ranged from 6 – 82 with an average length of stay for all participants at 

20.47 days (SD = 13.2) and a median of 17 days. The majority (n = 58, 82%) of 

respondents were discharged from facilities that were constructed or renovated in the last 

six years. 

The mean, standard deviation, median, range, skewness, and kurtosis for the 

independent and dependent study variables are presented in Table 7. The skewness value 

is reported prior to data transformation. In general, participants reported being highly 
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satisfied with the ambiance of their healthcare setting, their nursing care, and that care 

was individualized to their needs.  

Table 5: Demographic Characteristics of Participants (n =71). 

Variable Categories N % 

Age 

M = 73.74 SD = 11.51 

38 - 65 

66 – 85 

86+ 

17 

44 

10 

23.9% 

62.0% 

14.1% 

Gender Women 

Men 

48 

23 

67.6% 

32.4% 

Education  

M = 14.45 SD = 2.71 

Grades 9-11 

HS Graduate 

Some College 

Associates 

Undergraduate 

Graduate 

1 

15 

17 

9 

14 

15 

1.4% 

21.1% 

23.9% 

12.7% 

19.7% 

21.1% 

Race/ 

Ethnicity 

White/Caucasian 

African American/Black 

Spanish/Hispanic/Latino 

62 

6 

3 

87.3% 

8.5% 

4.2% 

Marital Status Married 

Widowed 

Divorced 

Never Married 

33 

27 

8 

3 

46.5% 

38.0% 

11.3% 

4.2% 
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Table 5 (Continued). 

Variable Categories N % 

Annual Income $0 - $19,999 

$20,000 – 39,000 

40,000 – 59,000 

60,000 – 79,000 

80,000 – 99,000 

$100,000+ 

9 

20 

21 

8 

4 

9 

12.6% 

28.2% 

29.6% 

11.2% 

5.6% 

12.7% 

 

Table 6: Medical Diagnosis (n =71) 

Variable Categories N % 

Medical Reason Hip Replacement / Fracture 

Knee Replacement / Fracture 

Pneumonia / Resp. Infection 

Heart Attack / Stroke 

Fall Related 

Other Fractures 

Other Infections 

Other 

12 

25 

7 

4 

4 

6 

5 

8 

16.9% 

35.2% 

9.9% 

5.6% 

5.6% 

8.5% 

7.0% 

11.3% 
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Table 7: Descriptive Statistics for Major Study Variables (n =71) 

Variables Mean SD Median Range Skewness Kurtosis 

Ambiance (AMS-HC) 39.70 8.14 41.0 9-48 -1.49 2.75 

Satisfaction with Nursing 

(PSNCQQ) 

81.56 13.8 85.00 30-95 -1.43 2.23 

Perception of PCC (ICS) 143.42 23.9 148.00 61-170 -1.08 1.16 

 

AMS-HC Instrument  

 To provide additional understanding about participants’ perceptions of ambiance, 

the mean and standard deviation for each of the eight questions is provided in Table 8. 

The scores from the instrument items ranged from 1 (strongly disagree) to 6 (strongly 

agree) with the higher number indicating a more positive ambient perception. Overall, 

the responses to all items were positive. The highest mean (5.39) was assigned to the 

statement, “there was an ambiance of genuine friendliness and warmth at the healthcare 

center” and the lowest mean (4.65) was assigned to the statement, “the healthcare center 

had fantastic and unique ambiance.” The two items with the highest mean scores (item 5 

and 6) also had the smallest standard deviations.  
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Table 8: Mean and Standard Deviation for items in AMH-HC Instrument (n =71) 

Patient Experience about the Ambiance: 

 
Mean Std. Deviation 

1. Feeling of Luxury Hotel 4.73 1.276 

 

 2. Impressed with Architectural Design, Color &   

     Decor 

 

4.99 

 

1.115 

 

3. Center had Beautiful Accommodations 

 

4.87 

 

1.218 

 

4. Center had Fantastic & Unique Ambiance 

 

4.65 

 

1.255 

 

5. Center had Ambiance of Genuine Friendliness &   

    Warmth 

 

5.39 

 

.870 

 

6. Atmosphere Made Me Feel Welcome &   

    Comfortable 

 

7. Ambiance Offered Me a Setting of Elegance 

 

8. Employee Dress code, Color Harmony, & Audio 

    Effects Created an Excellent Atmosphere 

 

 

5.34 

 

 

4.68 

 

5.06 

 

.909 

 

 

1.307 

 

1.027 
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ICS Instrument 

 The ICS Instrument included two 17 question subscales that measured 

individualized care from the perspective of the patient in two ways: (A) how specific 

nursing interventions supported their individuality (ICS-A) and (B) how the patient 

perceive individuality in their own care.  The score ranged from 1 (fully disagree) to 5 

(fully agree) with the higher score indicating the perception of more personalized care. 

The mean and standard deviation of each question is provided in Tables 9 and 10.  

On the ICS-A subscale, the highest mean (4.56) was for item number three, 

“nurses have given me the chance to assume responsibility for my care according to my 

abilities.” The lowest mean (3.37) was for item number nine, “nurses have asked me 

about my previous experiences of inpatient healthcare.” 

Table 9: Mean and Standard Deviations for items in ICS-A Subscale (n = 71) 

The Nurses Have:  Mean SD 

1. Talked with me about the feelings I had about my illness 4.20 .995 

2. Talked with me about my needs 4.52 .843 
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Table 9 (Continued). 

The Nurses Have: Mean SD 

3. Given me the chance to assume responsibility for my care 4.56 .732 

4. Identified changes in how I felt 4.10 1.071 

5. Talked with me about fears and anxieties 3.79 1.182 

6. Made an effort to find out how the illness affected me 3.89 1.063 

7. Talked with me about what the illness means to me 3.77 1.149 

8. Asked about things I do in everyday life 3.87 1.146 

9. Asked about my previous experiences with healthcare 3.37 1.376 

10. Asked about my everyday habits 3.80 1.294 

11. Asked if I wanted family to be part of my care 3.72 1.406 

12. Made sure I correctly understood instructions 4.37 1.018 

13. Asked what I wanted to know about my illness 3.72 1.244 

 14. Listened to my wishes regarding care 4.31 1.008 

15. Helped me take part in decisions regarding care 4.23 1.017 

16. Helped me express my views on my care 4.04 1.139 

17. Asked me what time I preferred a bath 3.99 1.189 
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On the ICS-B subscale (Table 10), the highest mean (4.76) was for item number 

twelve, “I have followed the instructions I received in the facility.” The lowest mean 

(3.70) was for item number nine, “my previous experiences of inpatient healthcare have 

been taken into account in my care.” 

Table 10: Mean and Standard Deviations for items in ICS-B Subscale (n = 71) 

Patient Experience About Care:  Mean SD 

1. Feelings about my illness have been taken into account 4.32 .891 

2. My needs have been taken into account 4.51 .924 

3. I have assumed responsibility for my care 4.61 .801 

4. Changes in how I have felt have been taken into account 4.39 .819 

5. Fears and anxieties have been taken into account 4.15 1.023 

6. The affect my illness has had on me has been taken into account 4.39 .870 

7. The meaning of my illness to me has been taken into account 4.35 .896 

8. My everyday activities have been taken into account 4.32 .922 

9. My previous healthcare experiences have been taken into account 3.70 1.126 

10. My everyday habits have been taken into account 4.46 .859 

11. My family has taken part if I wanted them to 4.54 .923 

12. I have followed the instructions I received  4.76 .597 

13. I have received sufficient information about my illness 4.54 .892 

14. The hopes I have expressed have been taken into account 4.52 .808 
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Table 10 (Continued).   

Patient Experience About Care: Mean SD 

15. I have taken part in decision making concerning my care 4.42 .951 

16. The opinions I have expressed have been taken into account 4.56 .770 

17. I have made my own decisions when to wash 4.62 .763 

 

RESEARCH QUESTION ONE:  

What are the relationships among perception of PCC, personal characteristics 

(age, gender, education, income), satisfaction with nursing care, and ambiance? 

Prior to performing the correlations, the following variables were subjected to 

logarithmic transformations for violating the assumption of normality: ambiance, 

satisfaction with nursing, and perception of PCC. Acceptable normality was set at an 

upper threshold of 1 for a skewness value.  

 Correlational analysis explored the direction and magnitude of the relationship 

between the variables. Table 11 provides a correlation matrix of the independent 

variables and dependent variable for the participants in this sample using the transformed 

scores. Perception of person-centered care was assessed using the Individualized Care 

Scale (ICS). The scores of the instrument ranged from 61 – 170 (M = 148, SD = 23.9) 

with a higher score indicating a perception of more personalized care. Bivariate analysis 

revealed no significant relationship between PCC and gender (r = -.16, p = .096), age (r = 

.11, p = .171), and annual income (r = .10, p = .116). However, there was a small positive 



 

 

 

 

 

 

 64 

significant relationship between the perception of personalized care and years of 

education (r = .27, p < .05).  

In addition to analyzing the overall score of the ICS, the sub-scales of the 

instrument (ICS-A and ICS-B) and their relationships to the same variables were also 

explored. The scores on the ICS-A sub-scales ranged from 28 – 85 (M = 68.2, SD = 14.6) 

with a higher score indicating that nursing interventions provided more support for the 

patient’s individuality. Bivariate analysis revealed no significant relationship between 

ICS-A and gender (r  = -.11, p = .37), age (r = .12, p = .34), and annual income (r = .13, p 

= .28). However, there was a small positive significant relationship between the 

perception of nurse’s interventions to support individuality and years of education (r = 

.27, p < .05). The scores on the ICS-B sub-scale ranged from 27 –85 (M = 75.2, SD = 

10.4) with a higher score indicating the patient perceived a greater sense of individuality 

in their own care. Bivariate analysis revealed no significant relationship between ICS-B 

and gender (r  = -.21, p = .08), age (r = .13, p = .29), annual income (r = .07, p = .56), and 

years of education (r = .22, p = .06).  

Satisfaction with nursing care was assessed using the Patient Satisfaction with 

Nursing Care Quality Questionnaire (PSNCQQ). The scores ranged from 30 - 95 (M = 

85, SD = 13.8) with a higher score representing greater satisfaction with nursing care. A 

strong positive correlation was found between the perception of personalized care and 

satisfaction with nursing care (r = .76, p < .01). Therefore, participants who reported they 

were satisfied with their nursing care reported that their care in general was more 

individualized.  
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The ambiance of the healthcare environment was assessed using the Ambiance 

Scale-HC. The scores ranged from 9 - 48 (M = 39.70, SD = 8.14) with higher scores 

suggesting that the ambiance of the healthcare environment was pleasing to the 

participant. A moderate positive correlation was found between the perception of PCC 

and the ambiance of the healthcare environment (r = .57, p < .01). Moreover, a moderate 

positive correlation was also identified between ambiance and satisfaction with nursing 

care (r = 0.52, p < .01). Therefore, participants who found the ambiance of the healthcare 

environment to be pleasing also reported more satisfaction with nursing care and that the 

care in general was more personalized. 

RESEARCH QUESTION 2: 

Does ambiance add significantly to the variance of PCC after controlling for 

effects of personal characteristics (age, gender, education, and income) and satisfaction 

with nursing care?  

Of the six independent (predictor) variables originally measured and considered 

for inclusion in the hierarchical linear regression analysis, years of education, satisfaction 

with nursing care, and ambiance were the only variables with significant correlations to 

the outcome variable PCC. Table 12 provides the summary of the hierarchical linear 

regression analysis for predicting PCC with persons recovering in short-stay SNF’s. 

Years of education was entered as the first step and accounted for 7.1% of the variance in 

the perception of PCC (R
2
 = .071, p = .024). Satisfaction with nursing care was entered as 

the second step and accounted for an additional 53% of the variance (R
2
 = .602, p < .001) 

in the perception of PCC. 
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Table 11: Bivariate Correlation (n = 71) 

 ICS ICS-A ICS-B Gender Age Income Ed_Yrs PSNCQQ AMB 

ICS 1         

ICS-A     0.98** 1        

ICS-B     0.92**    0.86** 1       

Gender -0.16 -0.11 -0.21 1      

Age 0.11 0.12 0.13 0.01 1     

Income 0.10 0.13 0.07 -0.28* -0.11 1    

Ed_Yrs   0.27*     0.27** 0.22 -0.15 0.07 0.56** 1   

PSNCQQ     0.76**     0.77**     0.69** -0.06 0.08 -0.07 0.13 1  

AMB     0.57**     0.55**     0.56** 0.23 -0.01 -0.11 0.12 0.52** 1 

* Correlation is significant at the 0.05 level (two-tailed). **Correlation is significant at the 0.01 level (two-tailed); ICS = Total 

Score for Perception of Individualized Care; ICS-A = Perception of Nurse’s Support of Individuality; ICS-B = Perception of 

Individuality in Own Care; Gender = Male – 0, Female - 1; Income = Annual Income; Ed_Yrs = Education in Years; PSNCQQ 

= Satisfaction with Nursing Care; AMB = Perception of Ambiance 
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Ambiance was entered as the third step and accounted for 3.9% of additional 

change in the variance. Overall, the variables entered into the three steps accounted for 

64.1% of the total variance in the perception of PCC (p = .009) (Table 13). Ambiance of 

the SNF inpatient environment was a predictor of the perception of personalized care for 

persons receiving care after controlling for education and satisfaction with nursing care. 

 

Table 12: Hierarchical Regression analysis for PCC 

Model R 
R 

Square 

Adjusted 

R Square 

Std. Error 

of the 

Estimate 

Change Statistics 

R Square 

Change 

F 

Change 
df1 df2 

Sig. F 

Change 

1 .267
a
 .071 .058 .58485 .071 5.289 1 69 .024 

2 .776
b
 .602 .590 .38570 .531 90.654 1 68 .000 

3 .800
c
 .641 .624 .36920 .039 7.211 1 67 .009 

a. Predictors: (Constant), Ed_Yrs 

b. Predictors: (Constant), Ed_Yrs, PSNCQQ 

c. Predictors: (Constant), Ed_Yrs, PSNCQQ, AMBIANCE 

 

Table 13: Model Summary 

Model R
2 

R
2 
Change 

1 .071 .071 

2 .602    .531** 

3 .641 .039* 

Note: *p < .01 level.  **p <.001 level.   

QUALITATIVE ANALYSIS 

The analysis of 39 participants’ written comments resulted in the identification of 

three themes that described the experience of care received while in the short-stay SNF. 
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The primary themes were: 1) respect, care, and treatment by staff influences perception 

of care, 2) appropriate and timely administration of pain medication is important to the 

recovery process, and 3) the environment is important.  

Respect, care, and treatment by staff influences the perception of care 

Almost every participant comment had something written about the facility staff. 

Most of the comments were very positive and focused on nursing. However, therapist, 

kitchen staff, and overall management were also mentioned. One participant wrote, “The 

facility nursing team were very nice and helpful with anything you need help with… they 

were very respectful persons.” Another participant wrote, “Many nurses went out of their 

way to help me during my stay.” Statements such as, “staff was outstanding” was written 

on several surveys followed by “I would recommend this facility to others” and “I will be 

back for recovery with my next surgery.”  

Appropriate and timely administration of pain medication is important to the 

recovery process 

A few participants had a poor experience with proper and timely pain 

management. In a rehabilitation setting, pain management is a critical component of the 

recovery process. The balance between pushing oneself to a state of greater independence 

and healing while managing the pain associated with movement, particularly after 

surgery, is a goal within almost every person’s plan of care. One participant stated, “The 

nurse had a difficult time understanding that I needed my pain medicine at least 45 

minutes before therapy. After confronting her twice, she finally understood my situation 

and complied with my request.” Another participant explained a situation with pain 
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medication not working and the difficulty in getting a different order from the physician.  

One participant’s written statement reinforces the core of this theme stating, “The pain 

associated with this surgery is over the top and I can see why someone would not be able 

to recover without proper pain medication and care.”  

The environment is important 

Several participants wrote about positive and negative environmental elements 

that influenced their care experience. Positive environmental comments included, “The 

atmosphere of the facility helped me feel better” and “The hotel layout was 

comforting…the experience of having room service made me forget that I was in a 

healthcare facility.”  

The environment can also influence a negative caring experience as described by 

one participant, “The hallway outside my room was noisy at times…with my door closed 

it sounded like visitors with other patients were just outside my door often for lengthy 

times.” This same participant also described the enjoyment of having sunlight in the 

room, “At this time of the year, I got sunshine [in my room] from sunrise to about noon. 

That was a big deal for me…I was also able to go outside on the balcony and enjoy the 

afternoon sun.”  

ADDITIONAL ANALYSIS 

Participants’ recovery time in the short-stay SNF ranged from 6 – 82 days with an 

ALOS of 20.47 days (SD = 13.20). The most frequent length of stay was 13 days (n = 10, 
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14.1%). There was no significant relationship between number of days in the SNF and 

scores on the measures of ambiance, satisfaction with nursing, or person centered care.  

SUMMARY 

This study explored the relationship between the perception of person-centered 

care and demographic characteristics (gender, age, years of education, and annual 

income), satisfaction with nursing care, and ambiance in persons recovering in short-stay 

skilled nursing facilities in Texas.  

 Descriptive statistics were computed for the entire sample. Pearson correlation 

explained the nature of the relationships between PCC and gender, age, years of 

education, satisfaction with nursing care, and ambiance of the environment. Spearman’s 

rho examined the nature of the relationship between annual income and the same 

variables. The analysis indicated no significant relationship between the demographic 

characteristics and PCC with the exception of years of education that revealed a weak 

positive relationship with PCC. In contrast, a significant correlation (p < .01) was found 

between PCC and satisfaction with nursing care, PPC and ambiance, and ambiance and 

satisfaction with nursing care.  

Based on the findings from the correlational analyses, years of education, 

satisfaction with nursing care, and ambiance were the only predictors identified for use in 

the hierarchical regression analysis. All three variables were found to be significant to the 

model for predicting a person’s perception of personalized care, but satisfaction with 

nursing care accounted for the most variance in the regression model. Finally, qualitative 

content analysis was used to summarize participants’ written comments. 
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CHAPTER 5: DISCUSSION 

 This chapter provides a general summary of the study, the relevant findings, 

discussion, and interpretation of the findings. This chapter also includes implications for 

nursing education, practice, and future research.  

SUMMARY OF THE STUDY 

 There are 17,000 SNF’s in the United States providing care to approximately 1.6 

million people (Gabrel, 2000). The majority of this population is over the age of 65 

(Nursing Home Compendium, 2012). The rising number of older persons requiring short-

stay skilled rehabilitation and care is driving the demand for new SNF’s to be built and/or 

remodeled. Person-centered care has been linked to improved quality and health 

outcomes (IOM, 2001, 2007) in various health care settings. However, no empirical 

evidence exists about possible relationships between the ambiance of the SNF 

environment and satisfaction with nursing care or the perception of person-centered care. 

The purpose of this study was to explore the relationships among demographic 

characteristics of individuals receiving care in short-stay skilled nursing facilities, their 

perception of the ambiance of the healthcare environment, satisfaction with nursing care, 

and person-centered care. The conceptual framework that guided this study was Stokols 

Social Ecological Model (SEM) that emphasizes multiple levels of influence on a 

person’s health.  

 After obtaining IRB approval, a convenience sample of 71 individuals recently 

discharged from a short-stay SNF and (1) at least 21 years of age; (2) able to speak and 



 

 

 

 

 

 

 72 

read English; and (3) responsible for their own healthcare decisions was recruited for 

study participation. Recruitment of participants occurred from 14 short-stay SNF’s in 

Texas. Informed consent was obtained prior to administration of the survey 

questionnaire. Data were collected using four instruments: (1) the Ambiance 

Measurement Scale – HC, which was slightly modified from the Ambiance Measurement 

Scale developed by Sim and colleagues (2006); (2) a Demographic Health Information 

Survey; (3) the Patient Satisfaction with Nursing Care Quality Questionnaire (Laschinger 

et al., 2005); and (4) the Individualized Care Scale (Suhonen et al., 2005). One open-

ended question asking for additional comments was included at the end of instrument. 

The combined instruments totaled 71 questions and were completed by participants, in 

their home, within 30 days of discharge and returned to the researcher via mail. The 

overall response rate to the mailed request was 77%.  

 The final sample size for data analysis was 71 participants. Data were analyzed 

using SPSS version 17.0. Descriptive statistics and measures of central tendency were 

used to describe sample characteristics and the primary variables of the study. All of the 

instruments used in the study had acceptable reliability. Scores on the three key measures 

of ambiance, satisfaction with nursing, and PCC were significantly skewed and 

subsequently logarithmically transformed to meet the assumption of normality. Possible 

reasons for the skewed scores includes the fact that participants in the study were 

volunteers who may have been more positive about their experience and the majority of 

the participants (n = 59) recovered in facilities that were built within the last 6 years so 
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the environments could have been more appealing overall from the older traditional 

skilled facility environment.  

Pearson correlations were performed to explore the magnitude and direction of 

the relationships between gender, age, education, ambiance, satisfaction with nursing 

care, and PCC. Spearman Rho was used to explore the magnitude and direction of the 

relationship between income and the same variables. Variables with significant zero order 

correlations with PCC were subsequently entered in regression models using a stepwise 

approach to determine their contribution to predicting variance in perceptions of person-

centered care. Qualitative analysis was used to explore the 39 additional comments from 

the participants on overall care experience in the short-stay SNF setting. 

DISCUSSION 

Sample 

 In the U.S., 91% of persons receiving SNF services are over the age of 65 

(Gabrel, 2000). According to the Centers for Medicare and Medicaid Services (CMS), 

most of these receiving care in SNF’s are white (73%) and female (82%) (Nursing Home 

Compendium, 2012). In this study, white (n = 62, 87.3%) women (n = 48, 67.6%) were 

also the largest group of participants with 76 % of the sample over the age of 65 (n = 54) 

and a mean age of 73.74 years (SD = 11.51).  

Mean years of participants’ education in this study was 14.45 (SD = 2.7) with the 

largest number of participants having an annual income between 40,000 and 59,000 

(29.6%). Current demographic information for SNF patients is not available for 



 

 

 

 

 

 

 74 

comparison. The largest number of individuals received post-acute care and services for 

recovery from knee replacements / fractures (n = 25, 35.2%) with an average length of 

stay for participants (20.47 days) lower in this study sample than the national average 

(28.9 days). According to the 2012 MedPAC report, joint replacements are one of the top 

reasons for post-acute care services received in SNF settings. Overall the sample 

recruited for this study was similar to the national population of persons receiving care in 

SNF’s. However, study participants were less diverse ethnically, more likely to be 

female, younger, and had a shorter length of stay than the national average.  

 SNF’s chosen for participation in this study were selected because their business 

model focused on delivering post-acute nursing and rehabilitation care to a short-stay 

population. In addition, the facilities had a physical design that segregated short-stay 

persons from the long-term care population (n = 12) and/or they did not have licensed 

long-term care beds (n = 2). All of the SNF’s accepted private pay, insurance, Medicare, 

and Medicaid as the primary reimbursement for services with the exception of two SNF’s 

that accepted Medicaid only as a secondary payer. The 14 SNF’s that participated in the 

study were geographically located in the suburbs of Austin, Dallas, Houston, and San 

Antonio and close to large medical centers. Six of these facilities were also newly 

constructed, thus the perception of the ambiance of the environment may not reflect the 

environment of older or more rural SNF’s. 
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Ambiance Measurement Scale-HC 

 The ambiance measurement scale used for this study was slightly modified from 

its original version by Sim and colleagues (2006). Wording was changed to reflect the 

healthcare setting by replacing the word “hotel” with “healthcare center” and items were 

changed to past tense because the survey was completed after participants were 

discharged. The ambiance measurement scale used in this study consisted of 8 questions 

and had acceptable levels of reliability. 

The highest mean score (5.39) was assigned to the statement, “there was an 

ambiance of genuine friendliness and warmth at the healthcare center” while the lowest 

mean score (4.65) was assigned to the statement, “the healthcare center had fantastic and 

unique ambiance”. A score of 4 on the Likert scale for this instrument represents Slightly 

agree and a 5 represents Agree. A possible explanation for the difference in these results 

is that while the ambiance of a healthcare setting can feel friendly and warm, the fact 

remains that the setting is still a healthcare environment; a place for recovery at a time 

when a person is not feeling their best. The underlying feeling could be that there is 

nothing “fantastic” or “unique” about healthcare settings in general because of the need 

for certain safety and quality design features that must be in place from a regulatory 

perspective. Examples of this are observed items such as medical equipment including 

medication carts and call lights.  
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ICS-A and ICS-B 

The PCC instrument used in this study consisted of 34 items that examined 

individualized care from the person’s perspective in two different ways. ICS-A focused 

on how specific nursing interventions supported the recovering person’s individuality and 

ICA-B focused on how the recovering person perceived individuality in their own care.  

In the first set of statements (ICS-A) the highest mean score (4.56) was identified for 

“nurses have given me the chance to assume responsibility for my care according to my 

abilities.” The lowest mean score (3.37) was the result of the item that stated “nurses 

have asked me about my previous experiences of inpatient healthcare.” The Likert scale 

for this instrument assigned 3 as Neither disagree or agree and 4 as Agree to some extent.  

On the ICS-B subscale, the measure of how the recovering person perceived 

individuality in their own care, the highest mean (4.76) was in response to item number 

twelve, “I have followed the instructions I received in the facility” and the lowest mean 

(3.70) was in response to the item that stated “my previous experiences of inpatient 

healthcare have been taken into account in my care.” The Likert scale for these items is 

the same as for the first set of items.  

Interestingly, the highest and lowest items scored on each subscale address similar 

constructs of care in both the perception of how nurses supported individuality (ICS-A) 

and how the person themselves perceived that individuality in their own care (ICS-B). 

The highest mean scores were given to items in both subscales that related to a basic 

foundation of personalized healthcare recovery. Participants agreed that nurses did 

provide support to allow active participation in the recovery process as much as the 
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person was willing and able. Moreover, the recovering person agreed to follow the 

instructions given to them by the nurses during their stay. 

The topic for the lowest mean scores in both subscales was also similar. Both 

items referred to the previous healthcare experiences of the person. In both scales, 

participants provided a more neutral response about previous healthcare experiences 

contributing to the perception of the current episode of inpatient care. This could suggest 

that each care experience is a new experience and impressions of prior experiences are 

not really on their mind. It also suggests that nurses might not ask about prior healthcare 

experiences of the client or inquire in a way that was recognized by the participant as 

being personalized.  

 Although prior studies have been conducted about the relationship between the 

perception of personalized care and other variables in the hospital setting, this was the 

first study to (1) be conducted in a short-stay SNF environment and (2) examine the 

relationship of the environment’s ambiance with the perception of personalized care for 

an individual recovering in that setting. The following section reviews both research 

questions, the qualitative analysis, and compares these results to prior research studies.  

Research Question 1 

 What are the relationships among the perception of PCC, personal 

characteristics (age, gender, annual income, and education), satisfaction with nursing 

care, and ambiance?  
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Bivariate analysis revealed no significant relationship between PCC and age (r = 

.11, p = .171), gender (r = -.16, p = .096), and annual income (r = .10, p = .116). 

However, there was a weak positive significant relationship between the perception of 

personalized care and years of education (r = .27, p = .012). This suggests that the more 

years of education the participant reported the more personalized they perceived their 

care. These findings are consistent with previous results in the hospital setting that 

examined the relationship between age (Radwin et al., 2003), gender, and education 

(Radwin et al., 2003 & Suhonen et al., 2006). However, in contrast to the results in this 

study, these same studies identified annual income as being significant with the 

perception of PCC. An explanation for this difference could be that most participants in 

this study were older than the samples in previous studies and therefore, retired, reporting 

their annual income as lower at this time in their life.   

A strong positive correlation was found between the perception of personalized 

care and satisfaction with nursing care (r = .76, p < .01). Therefore, participants who 

reported they were satisfied with their nursing care reported that their care in general was 

more individualized. This study is similar to findings from other studies that 

demonstrated a higher satisfaction with nursing care overall was correlated to a higher 

perception of individualized care in other inpatient healthcare settings (Poochikian-

Sarkissian et al., 2008; Suhonen et al., 2005). This outcome seems logical since nursing 

care is provided in all inpatient settings with some degree of consistency regarding 

assessment, observation, and treatment.  
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A moderate positive correlation was also found between the perception of PCC 

and the ambiance of the healthcare environment (r = .57, p < .01). Therefore, participants 

who found the ambiance of the healthcare environment to be pleasing also reported that 

their care in general was more personalized. There were no other studies that examined 

the relationship between ambiance and the perception of PCC. However, this finding is 

not surprising considering previous research done on the physical environment by Harris 

and colleagues (2002) that found the interior design, architecture, and ambient 

environment were perceived sources of satisfaction in medical, obstetrical, orthopedic, 

and surgical units.  

Figure 3 provides the new theoretical framework based on the results of this 

study. There are two differences between the original theoretical framework proposed in 

chapter 2 (Figure 2) and the revised framework (Figure 3) incorporating new evidence 

from this study. First, there was a suggested relationship between demographic 

characteristics and the perception of ambiance that was not supported by the findings in 

this study. Second, a significant relationship, not originally proposed in Figure 2, was 

identified between the perception of ambiance and the satisfaction with nursing care (r = 

.52, p < 0.01). Therefore, the perception of a more positive ambient environment is 

significantly related not only to the perception of PCC but also satisfaction with nursing 

care.  
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Figure 3: Revised Theoretical Framework of PCC 

  DHI – Demographic and Health Items; PSNCQQ – Patient Satisfaction with Nursing Care Quality Questionnaire; 

AMS-HC – Ambiance Measurement Scale-HC; ICS – Individualized Care Scale 

 

Perception of 

Ambiance 

Perception of PCC 

Perception of 

Nursing Care 

Years of 

Education 

AMS-HC 

PSNCQQ 

ICS DHI 

Rehabilitation Culture 

r = .52 

r = .76 

r = .27  

r = .57 
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Research Question 2 

 Does ambiance add significantly to the variance of PCC after controlling for 

effects of personal characteristics (age, gender, annual income, and education) and 

satisfaction with nursing care?  

Because age, gender, and annual income were not significantly correlated with the 

dependent variable, they were not used in the regression analysis. Years of education was 

entered as the first step and accounted for 7.1% of the variance in the perception of PCC. 

Satisfaction with nursing care was entered as the second step and accounted for an 

additional 53% of the variance (R
2
 = .602, p < .001) in the perception of PCC. Ambiance 

was entered as the third and final step because it was the variable of interest for this 

question and accounted for 4% of additional change in the variance (R
2
 = .641, p = .009). 

Overall, the variables entered into the three steps accounted for 64% of the total variance 

in the perception of PCC. The ambiance of the SNF inpatient environment is a significant 

predictor in the perception of PCC for persons receiving short-term care after controlling 

for age, gender, education, and satisfaction with nursing care.  

 These findings are not comparable to other studies because to date there are no 

studies that have examined the association between ambiance in any inpatient healthcare 

setting with the perception of personalized care.  
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Qualitative Analysis 

An analysis of 39 participants’ written comments identified three themes that 

described the experience of care received while in the short-stay SNF including:  

1) respect, care, and treatment by staff influences perception of care; 2) appropriate and 

timely administration of pain medication is important to the recovery process; and 3) the 

environment is important.  

Respect, care, and treatment by staff influences perception of care 

This theme was similar to findings in a qualitative study by Schmidt (2003). 

Schmidt focused on patient’s perceptions of nursing care in the hospital setting and 

identified “seeing the individual patient” as one of the categories that emerged. Schmidt 

explains that this category represents the unique nature of the nursing care experience 

from the patient’s perspective and includes being respectful and tending to personal 

needs as subcategories.  

Appropriate and timely administration of pain medication is important to the recovery 

process 

In the study by Schmidt (2003) the perception of responding is similar to the 

theme in this study. Schmidt described responding as the actions of nursing that results 

from a patient request. Interestingly, Schmidt described the negative comments by two 

different patients about lack of timely pain medication and the perception of poor care 

related to that experience.  
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The environment is important 

In a study on the influence of the environment on the perception of care on 

oncology units Edvardsson and colleagues (2006) identified that patients could escape 

“the world of cancer” (p. 194) in an environment that attracted their attention and 

thinking to something more positive. Participants explained that having something 

exciting to engage in within the setting allowed escape from their terminal illness, even if 

briefly.  

Noise and sunlight have been identified as influences in healthcare recovery in 

both quantitative and qualitative research studies (Beauchemin & Hays, 1996; Hilton, 

1985; Topf et al., 1996). Noise has been associated with interfering in the quality of sleep 

with ICU patients (Topf et al., 1996) while sunlight has been associated with shorter 

lengths of stay for psychiatric patients (Beauchemin & Hayes, 1996).  

LIMITATIONS 

 This study has several limitations. A convenience sample of participants from 

short-stay SNF’s in Texas was used to represent the population. The sample was 

primarily older adult volunteers from one region in the United States. Therefore, selection 

bias is a limitation. In addition, six of the facilities in this study, where most of the 

participants recovered, had been recently constructed and may not reflect the ambiance or 

experiences of older SNF settings. Therefore, it is difficult to account for these regional 

differences and the results cannot be generalized to other samples, inpatient settings, or 

locations.  
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The cross-sectional design of this study measured outcomes at a single point in 

time and therefore cannot measure changes over time or causal effects. The self-report 

instruments only allow data to be gathered based on what participants are comfortable 

with and willing to report and have the potential for positive response bias from the 

participants. Moreover, because the data were collected for up to 30 days after the 

discharge from the SNF, the retrospective information may not accurately reflect the 

actual SNF experience.  

There were no existing reliable and valid measures of ambiance in the healthcare 

setting. The Ambiance Measurement Scale – HC was modified from the original version 

developed to assess hotel settings. Although the Cronbach’s alpha indicated the 

instrument was reliable, there is the possibility that it did not fully capture important 

dimensions of ambiance in a healthcare environment. 

Although this study had several limitations, it did provide the first examination of 

the relationship between the perception of person-centered care and ambiance and the 

perception of person-centered care and satisfaction with nursing care for individuals 

recovering in short-stay SNF settings. With the increase in the number of older adults 

needing short-stay rehabilitation and care and the number of newly designed/remodeled 

short-stay SNF’s required to support this population, the timing of this study is 

appropriate. Moreover, it adds to the current body of literature about the influence that 

the environment might have on the recovery process and the importance that the ambient 

environment has on the perception of personalized care delivery.  
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IMPLICATIONS & RECOMMENDATIONS 

 Findings from this study have implications for nursing education, practice, and 

research. These implications and recommendations are described in the following 

sections.  

Nursing Education 

 The physical environment and ambiance of a setting may convey a message of 

caring or uncaring in subtle ways by influencing the people working and recovering in it. 

Florence Nightingale identified the environment as an important element in the healing of 

patients as described in her Notes on Nursing (2003). Entering a healthcare institution for 

inpatient recovery can make a powerful first impression. The combined effect of the 

sounds, smells, colors, décor, and architectural design contributes to the initial impression 

of what might be experienced during the recovery process. Traditional healthcare settings 

have been described as institutional and ‘de-institutionalizing’ the environment can 

provide a more comfortable and welcome feel.  

Nurses have influence over many elements of the physical environment 

particularly when it comes to the patient room. Nurses are taught that basic 

environmental influences can help to improve some health conditions by encouraging 

patients to get out of their room to increase social interaction and by opening blinds to 

allow natural light, particularly with patients experiencing depressive symptoms. In 

addition, more nurses are now in executive roles in the healthcare arena and will 

influence the basic design and architecture of new and remodeled healthcare buildings. 
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Knowledge that the ambiance of an inpatient healthcare facility can influence the 

perception of personalized care is a foundational component that should be considered 

during the design phase of any healthcare project. The results of this study suggest that 

the ambiance of the SNF healthcare environment is a significant predictor in the 

perception of personalized care. Therefore, nurses at both the bedside and executive level 

should be educated on how to use the environment as appropriate to enhance care 

delivery.  

 This study reveals that the perception of satisfaction with nursing care in the SNF 

setting is strongly related to the perception of personalized care. The terminology 

“person-centered care” has been used for over a decade and yet many nursing programs 

do not provide training about this important concept. The ability to provide personalized 

care begins with the assessment process, the foundation from which all nursing care 

begins. The assessment process is the first step for the critical analysis of care pathways 

that need to be executed by the entire care team. In an inpatient setting, the nurse is the 

primary care provider at the bedside and the gatekeeper for consistent communication of 

patients’ individual needs, desires, and environmental preferences. Thus, the nurse is 

likely the best individual to assist the patient with their personalized recovery process. 

However, nurses are often not comfortable to implement personalized care practices or 

understand how to work within the constraints of the healthcare organization to offer 

suggestions to improve person-centered care delivery if it is not emphasized in their 

education, particularly during the clinical rotation phase. Results of this study provide 

empirical evidence about the influence that nursing care might have on the person’s 
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perception of the personalized care experience. Including a discussion after the clinical 

rotation about specific personalized care practices provided by the student or barriers 

encountered could enhance training.  

Nursing Practice 

 This study identified that the perception of personalized care is associated with 

the satisfaction of nursing care and the ambiance of the SNF healthcare setting. 

Implications and recommendations for nursing practice based on this study may support 

the importance of re-evaluation of care practices and design changes to help improve 

patient satisfaction scores. Although currently there is no universal patient satisfaction 

instrument for SNF’s, hospitals have just begun to incorporate standardized patient 

satisfaction surveys at the end of a persons stay in order to evaluate the care and services 

from the patient’s perspective. The Centers for Medicare and Medicaid use satisfaction 

scores to grade healthcare institutions, which in turn can impact the financial health of 

that institution. The Patient Protection and Accountable Care Act of 2010 allows 

hospitals to receive money back based on scores from a national satisfaction survey they 

endorsed called Hospital Consumer Assessment of Healthcare Providers and Systems 

(HCAHPS) (CMS, 2013).   

Nurses are in a key position to engage in the operationalization of workflow 

processes and policies to enhance physical design elements so that individualized care 

practices can be incorporated into daily care routines. The role that the environment plays 

in personalizing care choices is only captured if the healthcare protocols allow the nurse 
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to have some autonomy and creativity in modifying the environment to best meet the 

recovering persons’ needs. Furthermore, as nurses become more exposed to environments 

that are more de-institutionalized, administration must allow nurses to modify their 

traditional routines and tasks so that new environmental influences are incorporated into 

care delivery. The study suggests that enhancing the ambiance of a SNF environment 

could be used as a nursing intervention for personalizing care and the nurse should be 

encouraged to incorporate it as part of their assessment and care delivery.  

Traditional nursing management has been based on a hierarchical model and does 

not allow much creativity and innovation at the bedside. This study found that 

satisfaction with nursing care is related to the perception of individualized care for 

persons recovering in the inpatient SNF setting. Individuals receiving care want their 

nurses to treat them as unique individuals whose opinions, concerns, and requests are 

heard and acted upon. Nurses should inquire about the preferences for basic care and 

services including meal choices, meal times, bathing times, usual ADL habits, and other 

routines and provide accommodations as appropriate. The simple act of asking about 

these individual preferences (instead of telling them what is scheduled for them) is a 

basic step in acknowledging the person and emphasizes the importance of personalizing 

care and services. Therefore, a balance should be sought between safety, quality, and a 

person’s freedom of choice. Nurses are trained to listen to their patients, sympathize, and 

empathize when possible. Nurses are taught to be an advocate and the voice of reason 

when patients cannot voice concerns for themselves. Allowing the nurse to modify 

traditional protocols based on the holistic assessment of the person in which they are 
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providing care requires support of practice changes at the executive level of an 

organization.  

Nursing Research 

 This study was the first to examine the relationship between ambiance of a SNF 

environment and the perception of personalized care. Future studies should attempt to 

identify specific ambient features that might contribute to the perceptions of personalized 

care. This could be accomplished with a qualitative study to identify positive and 

negative attributes of the physical environment that influence the ambiance of a 

healthcare setting. In addition, the results could be used to develop an instrument to 

measure ambient features specifically tailored for the inpatient healthcare setting. 

Findings would allow architects and interior design professionals to capture the specific 

positive and influential attributes during the initial budget and planning phase of facility 

construction projects. 

This study did not examine the layers from the conceptual framework called 

physical healthcare structure or social climate. Physical healthcare structure was defined 

as the architectural design including the physical layout. Social climate was defined as 

the facility policies, training, and workflow processes in a healthcare setting that allow 

the nurse to foster client participation and decision-making. Both are key elements of 

influence on the perception of personalized care for the person recovering in an inpatient 

short-stay SNF. The physical layout of an inpatient SNF could foster or hinder 

efficiencies by requiring nurses to go further for needed care supplies and medications. 
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Moreover, social climate could encourage or discourage personalized care indirectly by 

an organizations philosophy and staffing patterns. Understanding relationships between 

the physical healthcare structure, social climate, and the other layers of the conceptual 

model might provide additional knowledge for person-centered care delivery. Moreover, 

the results could enhance training on PCC for healthcare overall. 

A convenience sampling technique was used to obtain the sample (n = 71) in the 

study. Future studies could consider using a random sampling method for generating a 

more representative sample. One example could include selecting every 3
rd

 discharged 

patient from the SNF that meets the inclusion criteria to participate in the study. In 

addition, the location of the facilities only covered four geographical areas in the state of 

Texas and the majority (82%) of participants were recruited from recently constructed or 

renovated facilities. Therefore, recruitment of a larger sample size across multiple 

facilities (old and new construction) in various states is suggested for future studies.  

Because this study did not capture the perception of PCC for persons who lived in 

the long-term care setting of the SNF, a study that focuses on PCC for this population 

might also contribute to the understanding of key elements regarding the delivery of 

personalized care. Future research to explore the influences of ambiance and nursing care 

on the perception of individualized care for the long-term care population should be 

considered.  
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SUMMARY 

This chapter summarized the purpose, sample, data collection, analyses, and 

findings from a descriptive correlational study that examined the influence of the ambient 

environment, demographic characteristics, and the perception of nursing care on the 

perception of personalized care in a sample of 71 participants discharged from short-stay 

SNF’s in Texas. The research questions were addressed and the study findings were 

compared to prior research. Limitations of the study were reviewed in addition to 

implications and recommendations for nursing education, nursing practice, and future 

research. The study supports the importance of the healthcare environment and nursing 

care on the perception of personalized care and contributes to the body of literature on 

improving the person-centered care experience in the short-stay skilled nursing facility.  
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Appendix A. Human Subjects Approval Document 
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Appendix A. Human Subjects Approval Document (continued) 
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Appendix A. Human Subjects Approval Document (continued) 
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Appendix B. Recruitment Flier 
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Appendix C. Consent Form 
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Appendix C. Consent Form (continued) 
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Appendix D. Cover letter to Participants 

Person-Centered Health Care Study 
 
Dear Participant, 

 

Thank you for agreeing to take part in the Person-Centered Health Care 

Survey. As we discussed over the phone, this research study is for a 

dissertation being conducted by Stephanie Morgan, a PhD candidate at The 

University of Texas at Austin School of Nursing. The research is focused on 

individualizing care in the skilled nursing facility. Your participation is 

voluntary and involves completing a survey questionnaire after discharge.  

 

Enclosed is a copy of your verbal consent to participate in the study, the 

survey questionnaire, and a stamp addressed envelope. You may keep the 

consent form. The survey questionnaire is to be mailed back to me when 

completed in the stamp addressed envelope. Once I receive the survey, I will 

be sending you a gift card as a thank you for your participation.  

 

As a reminder, your answers are kept confidential and you can decide not 

participate at any time. My contact number is 512-983-7521 if you should 

have questions about the questionnaire or the process.  

 

I truly appreciate your assistance with my research. 

 

Sincerely, 

 

 

 

Stephanie Morgan, RN, MSN 
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Appendix E. Questionnaire 

Date: _______________ 

Participant #_________ 

                            

 

This is a demographic questionnaire used to gather general information about you. 

Please answer the following questions.  

 

General Information 

Gender:    male___       female___     

 

Age: _____________ 

 

Marital status:   Married___ Widowed___ Divorced___ Never Married___  

                

Partner/Significant Other______ 

 

Which of the following best describes your racial/ethnic group? (circle one) 

1. White/Caucasian  

2. African American/Black   

3. American Indian or Alaska Native 

4. Asian American  

5. Native Hawaiian and other Pacific Islander 

6.  Spanish/Hispanic/Latino         

7. Other (Please describe) ______________________ 

 

Education 

My highest year of school completed: ________ 

 

My highest level of education is: 

____  Less than high school 

____ Completed High School - GED 

____ Completed High School - Graduated from High School 

____ Attended Some College 

____ Associates Degree 

____  Undergraduate Degree 

____ Graduate Degree 
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Appendix E. Questionnaire (continued) 

 

Socioeconomic Status  

My gross annual household income is:    

____Less than $10,000    ____$90,000 to $99,000 

____$10,000 to $19,999    ____$100,000 to $149,00 

____$20,000 to $29,999    ____$150,000 or more 

____$30,000 to $39,999      

____$40,000 to $49,999      

____$50,000 to $59,999       

____$60,000 to $69,999 

____$70,000 to $79,999 

____$80,000 to $89,999 

 

Employment Status:  

____Employed full-time 

____Employed part-time 

____Retired 

____Unable to work due to health issues 

____ Other (please explain): ______________________________________ 

 

 

Medical Information 

Indicate the primary reason for recovery at this healthcare setting. 

Hip replacement or fracture ________ 

Knee replacement or fracture _______ 

Pneumonia or Respiratory Infection ________ 

Heart attack or Stroke Recovery ________ 

Other _____________________________________________________ 

Date admitted to the healthcare setting ____________ 

 

Date you were discharged from this healthcare setting __________ 
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Appendix E. Questionnaire (continued) 

 

Ambiance-HC Measurement Scale 

 

The statements listed below are designed to get your opinion of the atmosphere of the 

skilled nursing facility. For this purpose of answering this first eight questions, Ambiance 

is defined as the mood or atmosphere created by the combination of the physical design, 

décor, lighting, smells, and sounds: a combined effect that can influence individual 

feelings and behavior. Please provide your response to each item by circling the number 

that best describes your opinion or experience.  

              

1 = Strongly Disagree  

2 = Disagree 

3 = Slightly Disagree 

4 = Slightly Agree 

5 = Agree 

6 = Strongly Agree 

 

 

1. The healthcare center gave me the feeling that                       1     2     3     4     5     6      

     I was staying at a high-class luxury hotel. 

 

2. I was very impressed with the architectural design,  1     2     3     4     5     6 

    interior decorating, accessory selections, artwork,  

    and overall color and décor of the healthcare center. 

 

3. The healthcare center had beautiful accommodations.   1     2     3     4     5     6 

 

4. The healthcare center had fantastic and unique              1     2     3     4     5     6   

    ambiance.                
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Appendix E. Questionnaire (continued) 

 

Ambiance-HC Measurement Scale (Continued) 
 

Please provide your response to each item by circling the number that best describes your 

opinion or experience.  

 

1 = Strongly Disagree  

2 = Disagree 

3 = Slightly Disagree 

4 = Slightly Agree 

5 = Agree 

6 = Strongly Agree 

 

 

 

  5.  There was an ambiance of genuine friendliness and          1     2     3     4     5      6 

 warmth at the healthcare center.       

                                                                

6. The atmosphere made me feel welcome,                   1     2     3     4     5     6 

  comfortable and at ease. 

 

7. The ambiance of the facility offered me a setting of          1     2     3     4     5     6 

  elegance.                     

 

 

8. The employee dress code, color harmony, and                 1     2     3     4     5     6 

  audio effects of the facility all blended in very well   

  to create an excellent atmosphere. 
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Appendix E. Questionnaire (continued) 

 

Individualized Care Scale 

 

The statements listed below are about the actions of the nurses during your recent stay at 

the skilled care facility. Please provide your response to each item by circling the number 

that best describes your opinion or experience.  

                                                                                         

1 = Fully disagree 

2 = Disagree to some extent 

3 = Neither disagree or agree 

4 = Agree to some extent 

5 = Fully agree 
 

 

During my recent skilled facility stay, the nurses have: 

 

1. talked with me about the feelings I had about        1     2     3     4     5      

    my illness.                                          

 

2. talked with me about my needs that require care   1     2     3     4     5 

    and attention                             

  

3. given me the chance to assume responsibility for my   1     2     3     4     5 

    care according to my abilities               

 

4. identified changes in how I have felt.                               1     2     3     4     5                 

 

5. talked with me about fears and anxieties.                               1     2     3     4     5                  

 

6. made an effort to find out how the illness has          1     2     3     4     5 

    affected me.  

 

7. talked with me about what the illness means to me.           1     2     3     4     5                 

 

8. asked me what kind of things I do in my everyday life  1     2     3     4     5 

    outside the facility (work, leisure activities).                           

 

9. asked me about my previous experiences of            1     2     3     4     5                 

    inpatient healthcare.         

 

10. asked me about my everyday habits   1     2     3     4     5 

(e.g. personal hygiene) 
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Appendix E. Questionnaire (continued) 
 

Individualized Care Scale (continued) 

 

The statements listed below are about the actions of the nurses during your recent stay at 

the skilled care facility. Please provide your response to each item by circling the number 

that best describes your opinion or experience.  

                                                                                 

1 = Fully disagree 

2 = Disagree to some extent 

3 = Neither disagree or agree 

4 = Agree to some extent 

5 = Fully agree 
 

 

11. asked me whether I wanted my family to take               1     2     3     4     5 

      part in my care. 

 

12. made sure I have correctly understood the    1     2     3     4     5 

      instructions I received while in the skilled facility. 

 

13. asked me what I wanted to know about my illness.               1     2     3     4     5     

 

14. listened to my wishes with regard to my care.             1     2     3     4     5                 

 

15. helped me take part in decisions concerning care.      1     2     3     4     5  

 

16. helped me express my views on my care.                    1     2     3     4     5                 

 

17. asked me what time I would prefer to bathe.                       1     2     3     4     5                 
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Appendix E. Questionnaire (continued) 
 

Individualized Care Scale-Part B (continued)  

 

The statements listed below are YOUR EXPERIENCES during your recent skilled 

facility stay. Please provide your response to each item by circling the number that best 

describes your opinion or experience.  

 

1 = Fully disagree 

2 = Disagree to some extent 

3 = Neither disagree or agree 

4 = Agree to some extent 

5 = Fully agree 
 

YOUR EXPERIENCES: 

 

1. The feelings I have had about my illness have been                  1     2     3     4     5    

taken into account in my care. 

     

2. My needs that require care and attention have been        1     2     3     4      5       

taken into account in my care. 

 

3. I have assumed responsibility for my care according      1     2     3     4       5               

to my resources.             

 

4. The changes in how I have felt have been taken into       1     2     3     4      5    

account in my care. 

 

5. Any fears and anxieties of mine have been taken into      1     2     3     4     5    

account in my care.  

 

6. The way my illness has affected me has been taken into        1     2     3     4     5       

account in my care. 

 

7. The meaning of my illness to me personally has been             1     2     3     4     5              

taken into account in my care.  
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Appendix E. Questionnaire (continued) 
 

Individualized Care Scale-Part B (continued)  

 

 

8. My everyday activities (e.g. work, leisure activities)       1     2     3     4     5 

 have been taken into account in my care. 

 

9. My previous experiences of inpatient healthcare         1     2     3     4     5 

     have been taken into account in my care 

 

10.  My everyday habits (e.g. personal hygiene) have been        1     2     3     4     5 

    taken into account in my care. 

 

11.  My family has taken part in my care if I wanted them to.          1     2     3     4     5 

 

12.  I have followed the instructions I received in the facility       1     2     3     4     5 

 

13.  I have received sufficient information about my                1     2     3     4     5     

      illness from the nurses. 

 

14.  The hopes I have expressed have been taken into account       1     2     3     4     5 

      in my care.  

    15.   I have taken part in decision-making concerning my care.       1     2     3     4     5 

 

    16.   The opinions I have expressed have been taken        1     2     3     4     5 

     into account in my care. 

    17.    I have made my own decisions on when to wash.            1     2     3     4     5 

 

 

 

  



 

 107 

Appendix E. Questionnaire (continued) 

 

Patient Satisfaction with Nursing Care Quality Questionnaire 

 

Please rate some things about the nursing care during your stay in terms of whether they 

were Excellent, Very Good, Good, Fair or Poor. Please check only one rating for each 

statement.  

 

      1 = Poor 

      2 = Fair 

      3 = Good 

      4 = Very Good 

      5 = Excellent 

 

1. Information you were given: How clear and   1     2     3     4     5 

complete the nurses’ explanations were about tests, 

treatments, and what to expect.  

 

 

2. Instructions: How well nurses explained how to  1     2     3     4     5 

prepare for tests and operations.   

 

 

3. Ease of getting information: Willingness of nurses   1     2     3     4     5 

to answer your questions.   

 

 

4. Information given by nurses: How well the nurses          1     2     3     4     5 

communicated with patients, families, and doctors.  

 

 

5. Informing family or friends: How well the nurses   1     2     3     4     5 

kept them informed about your condition and needs.  

 

6. Involving family or friends in your care:  1     2     3     4     5 

How much they were allowed to help in your care.  

 

7. Concern and caring by nurses: Courtesy and respect  1     2     3     4     5 

you were given; friendliness and kindness.  
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Appendix E. Questionnaire (continued) 
 

Patient Satisfaction with Nursing Care Quality Questionnaire (continued) 

 

Please rate some things about the nursing care during your stay in terms of whether they 

were Excellent, Very Good, Good, Fair or Poor. Please check only one rating for each 

statement.  

 

      1 = Poor 

      2 = Fair 

      3 = Good 

      4 = Very Good 

      5 = Excellent 

 

 

8. Attention of nurses to your condition:   1     2     3     4     5 

How often nurses checked on you and how well  

they kept track of how you were doing.  

 

 

9. Recognition of your opinions:   1     2     3     4     5 

How much nurses ask you what you think is  

important and give you choices.  

 

 

10. Consideration of your needs:     1     2     3     4     5 

 Willingness of the nurses to be flexible in  

 meeting your needs.  

 

 

11. The daily routine of the nurses: How well     1     2     3     4     5 

 they adjusted their schedules to your needs.  

 

12.  Helpfulness: Ability of the nurses to make    1     2     3     4     5 

 you comfortable and reassure you.  

 

13. Nursing staff response to your calls:    1     2     3     4     5 

 How quickly they were able to help.  
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Appendix E. Questionnaire (continued) 
 

Patient Satisfaction with Nursing Care Quality Questionnaire (continued) 

 

Please rate some things about the nursing care during your stay in terms of whether they 

were Excellent, Very Good, Good, Fair or Poor. Please check only one rating for each 

statement.  

 

      1 = Poor 

      2 = Fair 

      3 = Good 

      4 = Very Good 

      5 = Excellent 

 

 

14.  Skill and competence of nurses: How well  1     2     3     4     5 

 things were done, like giving medicine and  

 handling IVs.  

 

15. Coordination of care: The teamwork between   1     2     3     4     5 

 nurses and other staff who took care of you.  

 

16. Restful atmosphere provided by nurses:   1     2     3     4     5 

 Amount of peace and quiet. 

 

17.  Privacy: Provisions for your privacy by nurses.        1     2     3     4     5 

 

18.  Discharge instructions: How clearly and    1     2     3     4     5 

 completely the nurses told you what to do and   

 what to expect when you left the facility.  

 

19.  Coordination of the care after discharge:      1     2     3     4     5 

 Nurses’ effort to coordinate and educate you in   

 preparation of discharge.                          
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Appendix E. Questionnaire (continued) 

 

If there is anything else you would like to share with me about the care you received 

at the skilled nursing facility, please add below. Thank you very much for taking 

part in my study.  

 

 

May I contact you if I have questions about missing information on this survey?    

 

____  Yes      ____  No 

 

May I contact you about participation in future research? 

 

____ Yes    ____ No 

 

 

Please mail this survey in the stamped addressed envelope and a $20.00 gift card will be 

mailed to you. 

 

 

 

Select the gift card you would prefer. 

 

_______  $20.00 gift card to Wal-Mart 

 

_______  $20.00 gift card to Target 
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Appendix F. Permission to use Instruments 

 
 

Patient Satisfaction With Nursing Care Quality Questionnaire (PSNCQQ)   

Request Form 
 

I request permission to copy the Patient Satisfaction With Nursing Care Quality 

Questionnaire as developed by Dr. Heather K. Spence Laschinger et al (2005). Upon 

completion of the research, I will provide Dr. Laschinger with a brief summary of the 

results, including information related to the use of the PSNCQQ used in my study. 

 

Date:   December 11, 2009 

Name: Stephanie Morgan 

Title:   MSN, RN 

Doctoral Student 

University/Organization: The University of Texas at Austin 

Address: 10001 Echo Hills Court 

Austin, TX 78717 

Phone:         512-382-0975 

E-mail:         ssm5817@yahoo.com 

 

Description of Study: To measure person-centeredness from the patient's perspective in a 

post acute short stay SNF setting. The population being studied is adults who are require 

recovery in a short stay SNF.  

 

Permission is hereby granted to copy and use the Patient Satisfaction With Nursing Care 

Quality Questionnaire (PSNCQQ). 

 

Date: December 15, 2009       Signature:  

 

Dr. Heather K. Spence Laschinger, Professor 

School of Nursing, University of Western Ontario 

London, Ontario, Canada N6A 5C1 

Tel: 519-661-4065     Fax: 519-661-3410 
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Appendix F. Permission to use Instruments (continued) 

Doctoral student (in Nursing) 

The University of Texas at Austin 

Email: ssm5817@yahoo.com or by phone at 512-382-0975  

10th December 2009 

To Stephanie Morgan, Texas USA - For your study 

Thank you for your interest in the Individualised Care Scale (ICS). Here, 
enclosed is the adult version of the instrument (UK English version, and USA 
version). It has been validated for use in surgical nursing and has now been used 
in different samples of typical hospital patients. However, effort is being done to 
validate it for different areas of health care. The current version includes 17 + 17 
items 34 altogether, and is validated for USA and UK English, Canadian version, 
Greek, Swedish, Turkish, and Finnish versions. 
 
You are granted permission to use the ICS (Patient version) for non-commercial 
purposes. You may edit the instructions for the instrument as appropriate for your 
sample(s). You may also use any demographic information you wish. However, 
the wording of the items and the scaling options may not be changed without 
express permission. Semantic and language validation is naturally forwarded. 
Any edited versions of the instrument will remain my property and I request you 
forward a copy of the edited version for my records. I plan to publish a manual in 
the future including the different language versions. 
 
The instrument itself may not be duplicated or reproduced in any publications 
because of owned right for publication of the journal and university series. I 
would request a copy of any published manuscripts or abstracts of presentations 
that reference the ICS. For the time being, all published work must contain the 
following credit: 
 
Suhonen, R. 2002. Individualised care from the surgical patient's point of view. 
Developing and testing a model. Annales Universitatis Turkuensis D 523. 
University of Turku, Painosalama Oy, Turku.  
 
OR 
 

 
  

mailto:ssm5817@yahoo.com
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Appendix F. Permission to use Instruments (continued) 
 
Suhonen R, Leino-Kilpi H & Välimäki M. 2005. Development and psychometric 
properties of the Individualised Care Scale. Journal of Evaluation in Clinical 
Practice 11(1), 7-20. 
 
Finally, I'd appreciate any published feedback relating to the psychometrics of the 
ICS and your experiences with the measure. Thank you again for your interest in 
the instrument and I wish the best in your research endeavours. 
 
Riitta Suhonen, PhD, RN, Professor (acting) 
Haagantie 184, 31410 Somero, FINLAND 
suhonen.riitta@kolumbus.fi, Tel. Int +358-2-7483286, +358-50-3042150 (mobile), 
Fax. Int + 358-2-3338400 
or University of Turku, Department of Nursing Science, Lemminkäisenkatu 1 2nd 
floor, 20014 Turku, Finland (riisuh@utu.fi) 
 
For more information, please visit: 
http://www.med.utu.fi/hoitotiede/tutkimus/tutkimusprojektit/ic_project/index.html 
 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:suhonen.riitta@kolumbus.fi
mailto:riisuh@utu.fi
http://www.med.utu.fi/hoitotiede/tutkimus/tutkimusprojektit/ic_project/index.html
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Appendix F. Permission to use Instruments (continued) 

Stephanie,  

 

I discussed this matter with my colleague, Dr. Brenda Mak.  We decided to 

allow you to use the ambiance subscale for your dissertation. We would only 

require that you quote the source.  Can you also share with us the results 

from that component of your study - a hard copy would even be better. 

 

Thank you for your courtesy to ask for our permission. 

 

Janet Sim 

Professor and Chair 

Hospitality and Tourism Management Department 

College of Business 

San Francisco State University 

1600 Holloway Avenue 

San Francisco, CA 94132 

Phone 338-2673; Fax 405-0492 

http://www.sfsu.edu/~hmp 

 

 

 

 

 

 

 

 

 

http://www.sfsu.edu/~hmp
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