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AIM AND SCOPE

Journal of Education and Research in Nursing (J Educ Res Nurs) is an international, scientific, open access, online-only periodical published in accordance 
with independent, unbiased, and double-blinded peer-review principles. The journal is the official publication of Koç University Semahat Arsel Nursing Edu-
cation, Practice and Research Center (SANERC), published quarterly in March, June, September, and December. The publication language of the journal is 
English and the journal accepts English manuscripts only.

All expenses of the journal are covered by SANERC. Processing and publication are free of charge with the journal. No fees are requested from the authors 
at any point throughout the evaluation and publication process. All manuscripts must be submitted via the online submission system, which is available at 
http://jer-nursing.org/. The journal guidelines, technical information, and the required forms are available on the journal’s web page.

Journal of Education and Research in Nursing aims to share the experience and the knowledge from Türkiye and different cultures through original studies 
in nursing and healthcare as well as protect and improve the public health and strengthen the nursing profession by providing the opportunity to transfer 
current knowledge into practice. The journal contributes to the literature by publishing manuscripts at the highest scientific and clinical value in nursing re-
search, practice, and education. The journal publishes original articles, reviews, case reports, and letters to the editors that are prepared in accordance with 
ethical guidelines. The journal also welcomes contributions from other healthcare professionals on issues that have a direct impact on nursing practice.

The target audience of the journal is primarily researchers, practitioners, educators and executive nurses as well as other healthcare professionals, policy 
makers and students of nursing and health.

Journal of Education and Research in Nursing currently indexed in GALE (2010), Tubitak Ulakbim Medicine (2012), EBSCO (2017), CINAHL (2017), DOAJ (2021), 
Research4Life (2021), Hinari (2021), SCILIT (2021), OUCI (2021), CNKI (2022), MIAR (2024), SUDOC (2024), Zeitschriften Datenbank (2024), Electronic Journal 
Library (2024), and EmCare (2025).

The editorial and publication processes of the journal are shaped in accordance with the guidelines of the International Committee of Medical Journal Edi-
tors (ICMJE), World Association of Medical Editors (WAME), Council of Science Editors (CSE), Committee on Publication Ethics (COPE), European Association 
of Science Editors (EASE), and National Information Standards Organization (NISO). The journal is in conformity with the Principles of Transparency and Best 
Practice in Scholarly Publishing (doaj.org/bestpractice).

Advertisement Policy 

Journal of Education and Research in Nursing can publish advertisement images in the journal’s website upon the approval of the Editor in Chief. Potential 
advertisers should contact the Editorial Office. Advertisers have no effect on the editorial decisions or advertising policies.

Disclaimer

Statements or opinions expressed in the manuscripts published in the journal reflect the views of the author(s) and not the opinions of the editors, editorial 
board, and/or publisher; the editors, editorial board, and publisher disclaim any responsibility or liability for such materials.

Open Access Statement

Journal of Education and Research in Nursing is an open access publication, and the journal’s publication model is based on Budapest Access Initiative 
(BOAI) declaration. All published content is available online, free of charge at http://jer-nursing.org/EN. The journal’s content is licensed under a Creative 
Commons Attribution-NonCommercial (CC BY-NC) 4.0 International License which permits third parties to share and adapt the content for non-commercial 
purposes by giving the appropriate credit to the original work.

Editor in Chief: Sevilay Şenol Çelik

Address: Koç University Faculty of Nursing, Sağlık Bilimleri Kampüsü, Davutpaşa Caddesi 34010 Topkapı, İstanbul, Türkiye

E-mail: sevilaycelik@ku.edu.tr

Publisher: Kare Media

Address: Göztepe Mah., Fahrettin Kerim Gökay Cad., No: 200 D: 2, Göztepe, Kadıköy, İstanbul, Türkiye

Phone: +90 216 550 61 11

E-mail: kare@karepb.com

Webpage: www.karepb.com
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INSTRUCTIONS TO AUTHORS

Journal of Education and Research in Nursing (J Educ Res Nurs) is an inter-
national, scientific, open access, online-only periodical published in accor-
dance with independent, unbiased, and double-blinded peer-review prin-
ciples. The journal is the official publication of Koç University Semahat Arsel 
Nursing Education, Practice and Research Center (SANERC), published 
quarterly in March, June, September, and December. The publication lan-
guage of the journal is English and the journal accepts English manuscripts 
only. The authors of the previously accepted Turkish articles are required to 
send English version of their articles when the publication process starts.

All expenses of the journal are covered by SANERC. Processing and publi-
cation are free of charge with the journal. No fees are requested from the 
authors at any point throughout the evaluation and publication process. All 
manuscripts must be submitted via the online submission system, which is 
available at http://jer-nursing.org. The journal guidelines, technical informa-
tion, and the required forms are available on the journal’s web page.

Journal of Education and Research in Nursing aims to share the experience 
and the knowledge from Türkiye and different cultures through original 
studies in nursing and health-care as well as protect and improve the pub-
lic health and strengthen the nursing profession by providing the opportu-
nity to transfer current knowledge into practice. The journal contributes to 
the literature by publishing manuscripts at the highest scientific and clinical 
value in nursing research, practice, and education. The journal publishes 
original articles, reviews, case reports, and letters to the editors that are 
prepared in accordance with ethical guidelines. The journal also welcomes 
contributions from other healthcare professionals on issues that have a 
direct impact on nursing practice.

The target audience of the journal is primarily researchers, practitioners, 
educators and executive nurses as well as other healthcare professionals, 
policy makers and students of nursing and health.

EDITORIAL AND PUBLICATION PROCESS
The editorial and publication processes of the journal are shaped in ac-
cordance with the guidelines of the International Council of Medical Jour-
nal Editors (ICMJE), the World Association of Medical Editors (WAME), the 
Council of Science Editors (CSE), the Committee on Publication Ethics 
(COPE), the European Association of Science Editors (EASE), and National 
Information Standards Organization (NISO). The journal conforms to the 
Principles of Transparency and Best Practice in Scholarly Publishing (doaj.
org/bestpractice).

Originality, high scientific quality, and citation potential are the most impor-
tant criteria for a manuscript to be accepted for publication. Manuscripts 
submitted for evaluation should not have been previously presented or al-
ready published in an electronic or printed medium. The journal should be 
informed of manuscripts that have been submitted to another journal for 
evaluation and rejected for publication. The submission of previous review-
er reports will expedite the evaluation process. Manuscripts that have been 
presented in a meeting should be submitted with detailed information on 
the organization, including the name, date, and location of the organization.

PEER REVIEW PROCESS
Manuscripts submitted to Journal of Education and Research in Nursing 
will go through a double-blind peer-review process. Each submission will 
be reviewed by at least two external, independent peer reviewers who are 
experts in their fields in order to ensure an unbiased evaluation process. 

The editorial board will invite an external and independent editor to manage 
the evaluation processes of manuscripts submitted by editors or by the 
editorial board members of the journal. The Editor in Chief is the final au-
thority in the decision-making process for all submissions. Reviewers who 
seek assistance from a trainee or colleague in the performance of a review 
should acknowledge these individuals’ contributions in the written com-
ments submitted to the editor. Reviewers must maintain the confidentiality 
of the manuscript, which may prohibit the uploading of the manuscript to 
software or other AI technologies where confidentiality cannot be assured. 
Reviewers must request permission from the journal prior to using AI tech-
nology to facilitate their review.

ARTIFICIAL INTELLIGENCE (AI)-ASSISTED TECHNOLOGY
At submission, the journal should require authors to disclose whether they 
used artificial intelligence (AI)– assisted technologies (such as Large Lan-
guage Models [LLMs], chatbots, or image creators) in the production of 
submitted work. Authors who use such technology should describe, in both 
the cover letter and the submitted work, how they used it. Use of AI for writ-
ing assistance should be reported in the acknowledgment section. Authors 
who used AI technology to conduct the study should describe its use in the 
methods section in sufficient detail to enable replication to the approach, 
including the tool used, version, and prompts where applicable. Chatbots 
(such as ChatGPT) should not be listed as authors because they cannot 
be responsible for the accuracy, integrity, and originality of the work, and 
these responsibilities are required for authorship. Therefore, humans are 
responsible for any submitted material that included the use of AI-assisted 
technologies. Authors should carefully review and edit the result because AI 
can generate authoritative-sounding output that can be incorrect, incom-
plete, or biased. Authors should not list AI and AIassisted technologies as 
an author or co-author, nor cite AI as an author. Authors should be able to 
assert that there is no plagiarism in their paper, including in text and images 
produced by the AI. Humans must ensure there is appropriate attribution of 
all quoted material, including full citations.

ETHICAL GUIDELINES
An approval of research protocols by the Ethics Committee in accordance 
with international agreements (World Medical Association Declaration of 
Helsinki “Ethical Principles for Medical Research Involving Human Subjects,” 
amended in October 2013, www.wma.net) is required for experimental, clini-
cal, and drug studies and for some case reports. If required, ethics commit-
tee reports, or an equivalent official document will be requested from the 
authors. Submissions which do not have ethical approval will be reviewed 
according to COPE’s Research, Audit and Service Evaluations guideline.

Such manuscripts can be rejected after editorial review due to the lack of 
ethics committee approval.

For manuscripts concerning experimental research on humans, a state-
ment should be included that written informed consent of patients and 
volunteers was obtained following a detailed explanation of the procedures 
that they may undergo.

It is the authors’ responsibility to protect the patients’ anonymity carefully. 
For photographs that may reveal the identity of the patients, signed re-
leases of the patient or their legal representative should be enclosed, and 
the publication approval must be provided in the Methods section.

For studies carried out on animals, an approval research protocols by the 
Ethics Committee in accordance with international agreements (Guide for 
the care and use of laboratory animals, 8th edition, 2011” and/or “Interna-
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tional Guiding Principles for Biomedical Research Involving Animals, 2012”) 
is required. Also, the measures taken to prevent pain and suffering of the 
animals should be stated clearly in such studies.

Information on patient consent, the name of the ethics committee, and the 
ethics committee approval number and date should also be stated in the 
Methods section of the manuscript.

PLAGIARISM AND ETHICAL MISCONDUCT
Journal of Education and Research in Nursing is extremely sensitive about 
plagiarism. All submissions are screened by a similarity detection software 
(iThenticate by Cross-Check) at any point during the peer-review and/or 
production process.

When you are discussing others’ (or your own) previous work, please make 
sure that you cite the material correctly in every instance.

Authors are strongly recommended to avoid any form plagiarism and ethi-
cal misconduct that are exemplified below.

Self-plagiarism (text-recycling): Overlapping sections or sentences with 
the author’s previous publications without citing them. Even if you are the 
author of the phrases or sentences, the text should not have unacceptable 
similarity with the previously published data.

Salami slicing: Using the same data of a research into several different ar-
ticles. Reporting the same hypotheses, population, and methods of a study 
is into different papers is not acceptable.

Data Fabrication: It is the addition of data that never occurred during the 
gathering of data or the experiments. Results and their interpretation must 
be based on the complete data sets and reported accordingly.

Data Manipulation/Falsification: It means manipulating research data 
with the intention of giving a false impression. This includes manipulating 
images (e.g. micrographs, gels, radiological images), removing outliers or 
‘inconvenient’ results, changing data points, etc.

In the event of alleged or suspected research misconduct, e.g., plagiarism, 
citation manipulation, and data falsification/fabrication, the Editorial Board 
will follow and act according to COPE flowcharts.

PREPRINT
Journal of Education and Research in Nursing does not consider preprint 
publications as prior publication. In other words, authors are allowed to 
present and discuss their findings on a non-commercial preprint server be-
fore submission to a journal.

Authors must provide the journal with the pre-print server deposition of 
their article accompanying its DOI during initial submission.

If the article is published in the Journal of Education and Research in Nurs-
ing, it is the responsibility of the authors to update the archived preprint and 
link it to the published version of the article.

AUTHORSHIP
Each person listed as an author should fulfill the authorship criteria recom-
mended by the International Committee of Medical Journal Editors (ICMJE 
- www.icmje.org). The ICMJE recommends that authorship is based on the 
following four criteria:

1.	 Substantial contributions to the conception or design of the work; or the 
acquisition, analysis, or interpretation of data for the work; AND

2.	Drafting the work or revising it critically for important intellectual content; 
AND

3.	Final approval of the version to be published; AND

4. 	Agreement to be accountable for all aspects of the work in ensuring that 
questions related to the accuracy or integrity of any part of the work are 
appropriately investigated and resolved.

In addition to being accountable for the parts of the work he/she has done, 
an author should be able to identify which co-authors are responsible for 
specific other parts of the work. Also, authors should have confidence in the 
integrity of the contributions of their co-authors.

All those designated as authors should meet all four criteria for authorship, 
and all who meet the four criteria should be identified as authors. Those 
who do not meet all four criteria should be acknowledged in the title page 
of the manuscript.

Journal of Education and Research in Nursing requires corresponding 
authors to submit a signed and scanned version of the Copyright Agree-
ment and Acknowledgement of Authorship form (available for download at 
http://jer-nursing.org) during the initial submission process to act appro-
priately on authorship rights and to prevent ghost or honorary authorship. 
If the editorial board suspects a case of “gift authorship,” the submission 
will be rejected without further review. As part of the submission of the 
manuscript, the corresponding author should also send a short statement 
declaring that he/she accepts to undertake all the responsibility for author-
ship during the submission and review stages of the manuscript.

CHANGE OF AUTHORSHIP
Journal of Education and Research in Nursing reviews the authorship ac-
cording to the author’s declaration in the Title Page, thus it is the authors re-
sponsibility to send the final order of the complete author names. Requests 
in the change of authorship (e.g. removal/addition of the authors, change 
in the order etc) after submission are subject to editorial approval. Editorial 
Board will investigate this kind of cases and act following COPE flowcharts. 

Change of authorship requests should be submitted to the Editorial Office 
with an official letter stating the reasons of the change. The letter must 
be signed by all authors and include their approval on the change in au-
thorship. If the request is approved by the Editorial Board, authors need to 
submit a new Copyright Agreement Form according to the final order list.

DECLARATION OF INTEREST
Journal of Education and Research in Nursing requires and encourages the 
authors and the individuals involved in the evaluation process of submit-
ted manuscripts to disclose any existing or potential conflicts of interests, 
including financial, consultant, and institutional, that might lead to potential 
bias or a conflict of interest. Any financial grants or other support received 
for a submitted study from individuals or institutions should be disclosed 
to the Editorial Board. To disclose a potential conflict of interest, the ICMJE 
Potential Conflict of Interest Disclosure Form should be filled in and submit-
ted by all contributing authors. The journal’s Editorial Board resolves cases 
of a potential conflict of interest of the editors, authors, or reviewers within 
the scope of COPE and ICMJE guidelines.

APPEALS AND COMPLAINT
The Editorial Board of the journal handles all appeal and complaint cases 
within the scope of COPE guidelines. In such cases, authors should get in 
direct contact with the editorial office regarding their appeals and com-
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plaints. When needed, an ombudsperson may be assigned to resolve claims 
that cannot be resolved internally. The Editor in Chief is the final authority in 
the decision-making process for all appeals and complaints.

COPYRIGHT AND LICENSE
Journal of Education and Research in Nursing requires each submission to 
be accompanied by a Copyright Agreement and Acknowledgement of Au-
thorship form (available for download at http://jer-nursing.org). By signing 
this form, authors retain the copyright of their work and agree that the ar-
ticle, if accepted for publication by the Journal of Education and Research 
in Nursing will be licensed under a Creative Commons Attribution-NonCom-
mercial (CC BY-NC) 4.0 International License which permits third parties to 
share and adapt the content for non-commercial purposes by giving the 
appropriate credit to the original work.

When using previously published content, including figures, tables, or any 
other material in both print and electronic formats, authors must obtain 
permission from the copyright holder. Legal, financial and criminal liabilities 
in this regard belong to the author(s).

DISCLAIMER
Statements or opinions expressed in the manuscripts published in Journal 
of Education and Research in Nursing reflect the views of the author(s) 
and not the opinions of the editors, the editorial board, or the publisher; the 
editors, the editorial board, and the publisher disclaim any responsibility or 
liability for such materials. The final responsibility regarding the published 
content rests with the authors.

Article Withdrawal Process

In accordance with the publication policies of the Journal of Education and 
Research in Nursing, the duties and responsibilities of the author(s) and the 
editorial board during the withdrawal of an article are given below.

Responsibilities of the Authors

The author(s) has an obligation to cooperate with the journal editor in the 
withdrawal process if he/she notices an error or mistake in the pre-check-
ing stage of the manuscript or in a published work. Withdrawal requests 
will not be considered for a manuscript in the review process or in the pub-
lication phase. Author(s) who wish to withdraw their study outside of the 
review process or the publication phase are obliged to fill out and send the 
Withdrawal Form via e-mail at kare@karepb.com. The Editorial Board will 
review the withdrawal notification and respond within 15 days at the latest. 
Authors cannot submit their manuscripts to another journal for evaluation 
unless the editorial board approves the withdrawal request for manuscripts 
whose copyrights have been transferred to the Journal of Education and 
Research in Nursing at the submission stage.

Responsibilities of the Editorial Board

The editorial board of the Journal of Education and Research in Nursing has 
the obligation to initiate an investigation into any suspected copyright in-
fringement, ethical statement violation, or plagiarism regarding studies that 
are published ahead of print, or under review. If the editorial board determines 
that there is a violation of copyright, ethical statement, or plagiarism in the 
work under evaluation, it withdraws the work from the evaluation and returns 
it to the authors by citing the detected situations in detail. In the event that 
copyright infringement or plagiarism is determined to have occurred in a pub-
lished work or a work in early view, the Editorial Board may recommend to 
the publishers or editorial boards, of which study was previously published, to 
ensure the validity and reliability of the published studies or to withdraw them.

MANUSCRIPT PREPARATION
The manuscripts should be prepared in accordance with ICM-JE-Recom-
mendations for the Conduct, Reporting, Editing, and Publication of Schol-
arly Work in Medical Journals (updated in December 2018 - http://www.
icmje.org/icmje-recommen-dations.pdf). Authors are required to prepare 
manuscripts in accordance with the CONSORT guidelines for randomized 
research studies, STROBE guidelines for observational original research 
studies, STARD guidelines for studies on diagnostic accuracy, PRISMA 
guidelines for systematic reviews and meta-analysis, ARRIVE guidelines 
for experimental animal studies, and TREND guidelines for non-randomized 
public behavior. To find the right guideline for your research, please com-
plete the questionnaire by Equator Network here. 

The style of the manuscripts should be prepared according to AMA Manual 
of Style 11th Edition.

Manuscripts can only be submitted through the journal’s online manuscript 
submission and evaluation system, available at jern.manuscriptmanager.
net. Manuscripts submitted via any other medium and submissions by any-
one other than one of the authors will not be evaluated.

Manuscripts submitted to the journal will first go through a technical 
evaluation process where the editorial office staff will ensure that the 
manuscript has been prepared and submitted in accordance with the 
journal’s guidelines. Submissions that do not conform to the journal’s 
guidelines will be returned to the submitting author with technical cor-
rection requests.

Authors are required to submit the following:

•	 Copyright Agreement and Acknowledgement of Authorship Form, and

•	 ICMJE Potential Conflict of Interest Disclosure Form (should be filled in 
by all contributing authors) during the initial submission. These forms are 
available for download at http://jer-nursing.org.

Preparation of the Manuscript

Title page: A separate title page should be submitted with all submissions 
and this page should include:

•	 The full title of the manuscript as well as a short title (running head) of 
no more than 50 characters,

•	 Name(s), affiliations, highest academic degree(s), and ORCID IDs of the 
author(s),

•	 Grant information and detailed information on the other sources of 
support,

•	 Name, address, telephone (including the mobile phone number), and 
email address of the corresponding author,

•	 Acknowledgment of the individuals who contributed to the preparation of 
the manuscript but who do not fulfill the authorship criteria.

Abstract: An abstract should be submitted with all submissions except for 
Letters to the Editor. The abstract of Research Articles should be structured 
with subheadings (Background, Methods, Results, and Conclusion). Please 
check Table 1 below for word count specifications.

Keywords: Each submission must be accompanied by a minimum of 
three to a maximum of five keywords for subject indexing at the end of 
the abstract. The keywords should be listed in full without abbreviations. 
The keywords should be selected from the National Library of Medicine, 
Medical Subject Headings database (https://www.nlm.nih.gov/mesh/
MBrowser.html).
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Manuscript Types

Research Articles: This is the most important type of article since it pro-
vides new information based on original research.

Acceptance of original papers will be based upon the originality and 
importance of the investigation. The main text of original articles should 
be structured with Introduction, Material and Methods, Results, and 
Discussion subheadings. Please check Table 1 for the limitations for 
Original Articles.

Clinical Trials 

Journal of Education and Research in Nursing adopts the ICMJE’s clinical 
trial registration policy, which requires that clinical trials must be registered 
in a publicly accessible registry that is a primary register of the WHO Inter-
national Trials Registry Platform (ICTRP) or in ClinicalTrials.gov. 

Instructions for the clinical trials are listed below.

•	 Clinical trial registry is only required for the prospective research projects 
that study the relationship between a health-related intervention and an 
outcome by assigning people.

•	 To have their manuscript evaluated in the journal, author should register 
their research to a public registry at or before the time of first patient 
enrollment.

•	 Based on most up to date ICMJE recommendations, Journal of Education 
and Research in Nursing accepts public registries that include minimum 
acceptable 24-item trial registration dataset.

•	 Authors are required to state a data sharing plan for the clinical trial reg-
istration. Please see details under “Data Sharing” section.

•	 For further details, please check ICMJE Clinical Trial Policy at http://www.
icmje.org/recommendations/browse/publishing-and-editorial-issues/
clinical-trial-registration.html 

Data Sharing

As of 1 January 2019, a data sharing statement is required for the registra-
tion of clinical trials. Authors are required to provide a data sharing state-
ment for the articles that reports the results of a clinical trial. The data 
sharing statement should indicate the items below according to the ICMJE 
data sharing policy:

•	 Whether individual deidentified participant data will be shared,

•	 What data in particular will be shared,

•	 Whether additional, related documents will be available,

•	 When the data will be available and for how long,

•	 By what access criteria will be shared.

Authors are recommended to check the ICMJE data sharing examples at

http://www.icmje.org/recommendations/browse/publishing-and-editori-
al-issues/clinical-trial-registration.html 

While submitting a clinical trial to Journal of Education and Research in 
Nursing,

•	 Authors are required to make registration to a publicly accessible registry 
according to ICMJE recommendations and the instructions above.

•	 The name of the registry and the registration number should be provided 
in the Title Page during the initial submission.

•	 Data sharing statement should also be stated in the Title Page even the 
authors do not plan to share it.

Clinical trial and data sharing policy of the journal will be valid for the 
articles submitted from 1 March 2021.

Reporting Statistical Analysis 

Statistical analysis to support conclusions is usually necessary. Sta-
tistical analyses must be conducted in accordance with international 
statistical reporting standards (Altman DG, Gore SM, Gardner MJ, Po-
cock SJ. Statistical guidelines for contributors to medical journals. Br 
Med J 1983: 7; 1489-93). Information on statistical analyses should be 
provided with a separate subheading under the Materials and Methods 
section and the statistical software that was used during the process 
must be specified.

Values for reporting statistical data, such as p values and CIs should 
be presented and rounded appropriately. P values should be expressed 
to 2 digits to the right of the decimal point unless the first 2 digits are 
zeros, in which case 3 digits to the right of the decimal place should 
be provided (eg, instead of p<0.01, report as p=0.002). However, values 
close to 0.05 may be reported to 3 decimal places because the 0.05 is an 
arbitrary cut point for statistical significance (eg, p=0.053). P values less 
than 0.001 should be designated as p<0.001 rather than exact values 
(eg, p=0.000006).

Units should be prepared in accordance with the International System of Units 
(SI).

Editorial Comments: Invited brief editorial comments on selected articles 
are published in the Journal of Education and Research in Nursing. Editori-
als should not be longer than 1000 words excluding references. Editorial 
comments aim to provide a brief critical commentary by reviewers with ex-
pertise or with high reputation in the topic of the research article published 
in the journal. Authors are selected and invited by the journal to provide 
such comments. Abstract, Keywords, and Tables, Figures, Images, and other 
media are not included.

Review Articles: Reviews prepared by authors who have extensive knowl-
edge on a particular field and whose scientific background has been trans-
lated into a high volume of publications with a high citation potential are 
welcomed. These authors may even be invited by the journal. Reviews 
should describe, discuss, and evaluate the current level of knowledge of a 
topic in clinical practice and should guide future studies. The subheadings 
of the review articles should be planned by the authors. However, each 
review article should include an “Introduction” and a “Conclusion” section. 
Please check Table 1 for the limitations for Review Articles.

Case Reports: There is limited space for case reports in the journal and 
reports on rare cases or conditions that constitute challenges in diagnosis 
and treatment, those offering new therapies or revealing knowledge not 
included in the literature, and interesting and educative case reports are 
accepted for publication. The text should include Introduction, Case Presen-
tation, and Discussion with an unstructured abstract. Please check Table 1 
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Dear Readers, 

We are pleased to share with you the 2025 Issue 4 (Volume 22, Issue 4, December 2025) of the Journal of Education and Research in Nursing.

The inclusion of two articles in the December issue that focus on the process of delivering bad news underscores the critical importance of effectively 
communicating such information to individuals receiving healthcare services. Delivering bad news requires not only selecting an approach that reduces the 
patient’s emotional burden but also using communication that is clear, sensitive, and ethically grounded. In this process, nurses play a pivotal role by ensur-
ing that information is conveyed at the appropriate time, in a suitable environment, and with an empathetic tone, while supporting patients and their families 
as they navigate shock, anxiety, and uncertainty. However, nurses often face significant challenges in fulfilling this responsibility, including emotional dis-
tress, professional pressure, difficulties in decision-making, and the risk of burnout. Consequently, research on the delivery of bad news is highly valuable, 
as it provides evidence-based guidance for clinical practice and increases awareness of the challenges experienced by nurses. Moreover, studies that aim 
to identify and address existing gaps in this field are essential for strengthening communication competencies, developing standardized approaches, and 
improving access to professional support mechanisms. Such efforts contribute not only to enhancing the proficiency of healthcare professionals but also 
to ensuring that patients receive more compassionate, comprehensible, and supportive care during critical moments of their healthcare journey.

I am pleased to announce that our journal is indexed in the databases of GALE (2010), Tubitak Ulakbim Medicine (2012), EBSCO (2017), CINAHL (2017), DOAJ 
(2021), Research4Life (2021), Hinari (2021), SCILIT (2021), OUCI (2021), CNKI (2022), MIAR (2024), SUDOC (2024), Zeitschriften Datenbank (2024), Electronic 
Journal Library (2024), EmCare (2025) and that we continue to work toward publishing our journal in line with international academic publishing standards. 
The high-quality, evidence-based studies you have contributed have been instrumental in reaching these goals, and we recognize the importance of the 
valuable contributions from all stakeholders of our journal—our readers, editors, managing director, and advisory board members.

In our December 2025 issue, a total of eight original studies, one systematic review, and one invited review are presented. The titles of the articles are as 
follows:

The original articles are titled “Difficulties Experienced by Peritoneal Dialysis Patients in the Home Environment: A Phenomenological Study,” “Impact of 
Preoperative Surgical Fear and Anxiety on Sleep Quality and Recovery Outcomes After Arthroplasty,” “The Relationship Between Nursing Students’ Attitudes 
Toward E-Learning and Phubbing Behavior: A Descriptive and Correlational Study,” “The Effect of Sociodemographic Characteristics on Disease Acceptance 
in Individuals With Type 2 Diabetes,” “Mental Recovery and Healthy Lifestyle Behaviors in Individuals With Kidney Disease: A Cross-Sectional Study,” “Thirst 
Distress and Associated Factors in Hospitalized Internal Medicine Patients: A Descriptive Study,” “Experiences of Nurse Managers in a Pandemic Disaster: A 
Qualitative Study on COVID-19,” and “Views of Nurses Working in Surgical Intensive Care Units on Pressure Injury Prevention and Care: A Phenomenological 
Study.” The systematic review is titled “Preparing Nurses to Deliver Bad News: A Scoping Review of Simulation-Based Methods.” The invited review is titled 
“A Phenomenon That Challenges Physicians and Nurses: Breaking Bad News in Oncology.”

I would like to express my sincere gratitude to our authors, who have contributed by presenting updated information from their studies to support the 
delivery of high-quality and safe nursing care to society; to the members of the editorial board, who have contributed to the publication of our journal; and 
to the members of the advisory board, who have carefully evaluated each article.

	 “All truths are easy to understand once they are discovered; the point is to discover them.”
	 Galileo Galilei

Kind regards,

Prof. Sevilay Şenol Çelik, PhD, RN

EDITORIAL
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Difficulties Experienced by Peritoneal Dialysis Patients in the Home 
Environment: A Phenomenological Study

Abstract

Background: Treatment process experiences of peritoneal dialysis patients in the home environment may affect their 
daily living activities, social lives, and quality of life.

Aim: This study aimed to reveal the difficulties experienced by peritoneal dialysis patients in their home environment 
based on their own experiences.

Methods: The universe of this qualitative study consisted of peritoneal dialysis patients receiving services from a 
research hospital in a province in the Marmara Region. The sample included all patients over the age of 18 who were 
receiving peritoneal dialysis services between August 27 and October 27, 2023, who agreed to participate in the study. 
The study was completed with 15 participants. Data were collected using a "Descriptive Characteristics Form" and an 
"Assessment Form for Difficult Experiences of Peritoneal Dialysis Patients in the Home Environment." Thematic analysis 
was used to analyze the data.

Results: The majority of participants were women, married, and housewives (66.7%). In the study, the following themes 
and sub-themes were identified: “daily living activities (freedom of movement, sleep patterns and nighttime routines, 
time management and daily planning)”; “exhaustion/dependency (physical fatigue, device and program dependency)”; 
“social life and social activities (vacation and travel barriers, feelings of social isolation, family relationships)”; “peri-
toneal dialysis complications (physical complications, adaptation issues and transition to the machine, hygiene con-
cerns and risk of infection)”; and “access to treatment and the treatment process (material procurement and economic 
difficulties, spatial inadequacies, expectations for institutional support and assistance).”

Conclusion: The study demonstrates that the experiences of peritoneal dialysis patients indicate that healthcare should 
not be limited to the clinical dimension alone; supportive practices targeting the family, social environment, and work life 
are an integral part of patient care. It may be advisable to reassess and improve existing practices developed to prevent 
difficulties experienced by peritoneal dialysis patients in their home environment and to enhance protective measures.

Keywords: Difficulties, peritoneal dialysis, qualitative research
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Introduction
Chronic kidney disease (CKD) is recognized as a significant and growing health problem worldwide,1 and peri-
toneal dialysis is one of the renal replacement therapies used to treat the disease. In Türkiye, peritoneal dial-
ysis accounts for 10% of the distribution of renal replacement therapy (RRT) types administered to patients 
(including pediatric patients) who started RRT in 2023.2 Peritoneal dialysis (PD) treatment is performed at the 
patient’s home by the patient and/or a caregiver who has received adequate training in the treatment protocol, 
through continuous manual or automated fluid exchange.3 

The advantages of peritoneal dialysis include its ability to be performed at home, thereby increasing individ-
uals’ comfort and well-being and improving their quality of life. It is also noted that fewer complications are 
seen compared to hemodialysis treatment.4,5 Despite these positive aspects, individuals undergoing peritoneal 
dialysis may also experience certain problems. Physiological problems include peritonitis, sleep problems, fa-
tigue, constipation, pain, and cardiovascular and lipid disorders,6—10 while psychological issues include anxiety 
and depression.11 However, the literature indicates that all these problems, along with the environmental re-
quirements of peritoneal dialysis, can also cause social and economic difficulties for individuals.12,13 A review 
of the literature reveals that studies conducted in Türkiye mostly focus on the medical aspects of PD and the 
problems experienced by dialysis patients, while qualitative studies that examine patients’ experiences and 
difficulties in depth are limited.14 However, understanding individuals’ subjective experiences of the treatment 
process is important for developing patient-centered care. In particular, the difficulties encountered by pa-
tients undergoing treatment at home, their expectations from the healthcare system, and their coping strate-
gies may be decisive in restructuring nursing care. In this context, it is important to reveal the experiences 
and difficulties of individuals undergoing peritoneal dialysis. This study is expected to contribute to individual-
centered care processes and the planning of home health services by examining the difficulties experienced 
by patients undergoing peritoneal dialysis in their home environment using a phenomenological approach. Fur-
thermore, by identifying the difficulties experienced by peritoneal dialysis patients in their home environment 
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from their own perspectives, the study is expected to contribute to the re-evaluation 
and improvement of existing practices developed to prevent these difficulties, as 
well as to the enhancement of protective measures. It is also assumed that the 
applications developed based on the results obtained will contribute to improving 
the quality of life of both peritoneal dialysis patients and their relatives. The study 
aimed to explore the difficulties experienced by peritoneal dialysis patients in their 
home environment through their own experiences. 

Study Questionnaire
In this regard, the study sought answers to the following research questions:

1.	 What difficulties do peritoneal dialysis patients encounter in their home envi-
ronment during the treatment process?

2.	 How do the difficulties experienced by patients affect their daily life activities 
and routines?

3.	 How does performing peritoneal dialysis at home affect patients’ social lives 
and relationships?

4.	 How do patients perceive and manage their experiences during the peritoneal 
dialysis process at home?

Materials and Methods

Type of Research
This research was conducted using a qualitative design. The study was written in 
accordance with the Standards for Reporting Qualitative Research (SRQR) checklist 
for qualitative research reporting.

Research Population and Sample
The study population consists of patients receiving peritoneal dialysis services 
in a research hospital located in a province in the Marmara Region. Using the 
purposive sampling method, the study participants consisted of individuals aged 
18 and over who were receiving peritoneal dialysis services in a research hospital 
located in a province in the Marmara Region, were able to communicate, agreed 
to participate in the study, and gave informed consent. In qualitative research, the 
sample size is not numerically determined in advance; participant recruitment is 
terminated when data saturation is reached. Therefore, interviews in this study 
were continued until data recurrence was observed, and the study was completed 
with a total of 15 participants. The study was conducted between August 27 and 
October 27, 2023.

Research Team and Reflexivity
The research team consists of three health professionals. The first researcher (F.K.) 
holds a doctorate in public health nursing and is experienced and trained in quali-
tative research methods. The other researchers are a nurse (S.A.) and a professor 
(S.K.) working in the dialysis unit. Interviews with participants were conducted by 
the researcher with extensive qualitative research experience. There was no direct 
clinical care relationship between the researcher conducting the interviews and 
the participants, which allowed participants to share their experiences more openly 
and in greater detail. The principle of reflexivity was taken into account during the 
research process; in particular, the possible effects of the clinical experience of 
researchers working in the dialysis unit on data collection and analysis were consid-
ered. Regular discussions were held among the research team during the creation of 
themes. This process contributed to reducing possible subjectivity and approaching 
the data from a multifaceted perspective.

Trustworthiness
To ensure the reliability of the study, the criteria of credibility, dependability, con-
firmability, and transferability were taken into account. Individual interviews were 
conducted with each participant, data were documented via audio recording, and 
critical statements were read back to participants for verification (member check-
ing). During the coding and theme development stages, the research team worked 
collaboratively, taking care to reduce subjectivity through regular discussions. 
Participants’ sociodemographic information was clearly presented, and findings 
were supported by direct quotations; this approach strengthened the reliability 
and transferability of the data.15—17

Data Collection Tools
The data collection tools used in the study were the Demographic Characteristics 
Form and the Peritoneal Dialysis Patients’ Home Environment Difficulties Assessment 
Form, which consisted of open-ended questions to assess the difficulties experi-
enced by peritoneal dialysis patients in their home environment. 

Descriptive Characteristics Form
This form, created by the researchers based on relevant literature, contained eight 
questions. It included questions about the patients’ age, gender, marital status, ed-
ucation, occupation, and identification. The questions took approximately five min-
utes to answer.

Peritoneal Dialysis Patients’ Home Environment Difficulties Assessment 
Form
Developed by the researchers based on relevant literature, this form contained four 
semi-structured open-ended questions aimed at determining the experiences of 
peritoneal dialysis patients regarding difficulties in the home environment. 

The open-ended questions were as follows: 

•	 Do you experience any difficulties while performing peritoneal dialysis treat-
ment at home? If so, what are they? Please explain. 

•	 What do you think are the reasons for these difficulties? 

•	 What do you do to prevent these difficulties? 

•	 What do you think can be done to prevent these difficulties? 

Follow-up questions included: 

•	 At which stage of treatment do you experience these difficulties the most? 

•	 Are the difficulties you experience primarily physical, emotional, or social? 

•	 Who do you turn to for support when dealing with these difficulties? (e.g., fam-
ily, healthcare team, friends)?

•	 How do these difficulties affect your daily life? 

•	 Which of these challenges do you find most difficult? 

•	 Have you experienced any problems with the treatment process or the materi-
als used? 

•	 How do you implement the precautions you need to take in your daily life? 

•	 Do you encounter situations that make it difficult to implement these precautions? 

•	 Do you have any expectations of healthcare professionals or institutions? If so, 
what are they? 

•	 What changes could be made to facilitate the treatment process? 

It took an average of 40 minutes to answer the open-ended questions. 

Implementation of the Study
During the data collection process, individual interviews were conducted with each 
participant. The interviews took place in a suitable room (in terms of sound, tem-
perature, lighting, and privacy) selected either at the participant’s home (n=6) or 
in the dialysis unit (n=9). As part of the research, participants were first informed 
about the study, and informed consent was obtained. Participants were told that 
their participation in the research was entirely voluntary, that their names would not 
appear on the questionnaire form, and that the data would be used only for research 
purposes. Quantitative data were collected using the Descriptive Characteristics 
Form, while qualitative data were collected through face-to-face interviews using 
the semi-structured Assessment Form for Difficulties Experienced by Peritoneal Dial-
ysis Patients in the Home Environment. All interviews were conducted by the same 
researcher, who holds a doctoral degree in public health nursing and is experienced 
in qualitative research methods.

Ethical Considerations
Prior to the commencement of the research, permission was obtained from the 
Clinical Research Ethics Committee of the hospital where the study was con-
ducted (Date: 23/08/2023, Decision No: 2011-KAEK-25 2023/08-18). At the end 
of the interviews, participants were asked if they wished to add anything after lis-
tening to the audio recordings, and then the interviews were concluded. The study 
was conducted in accordance with the principles of the Declaration of Helsinki.
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Data Evaluation
The quantitative data obtained from the research were evaluated using IBM SPSS 
Statistics 26.0 (IBM Corp., Armonk, NY, USA). Arithmetic mean, standard deviation, 
frequency, and percentage distribution were used in the evaluation of the quantita-

tive data. The transcription of the qualitative data obtained from the research was 
performed by two researchers by listening to the audio recordings. Subsequently, 
the six-stage thematic analysis defined by Braun and Clarke18 in 2006 was used 
for data analysis. The first five stages of thematic analysis consist of data analysis, 
while the sixth stage involves report writing. The analysis stages are as follows:

Stage 1. The transcribed interviews were read repeatedly by the researchers to be-
come familiar with their content. 

Stage 2. Interesting features in the data were systematically coded. These codes 
were then organized by relating them to the original data and the purpose of the 
study. 

Stage 3. The created codes were grouped into potential themes, and subthemes 
related to each potential theme were identified.

Step 4. A thematic map was created using the themes and subthemes of the codes. 
The data were reread, and additions or deletions were made to the themes and 
subthemes as necessary. 

Step 5. The thematic map was analyzed, and clear definitions and names were de-
termined for each theme.

Step 6. The article was written based on the created themes and subthemes.

Results
The average age of participants was 42.60±12.64 years; 66.7% (n=10) were female, 
66.7% (n=10) were married, 40% (n=6) were elementary school graduates, and 66.7% 
(n=10) were housewives. Regarding the duration of peritoneal dialysis among par-
ticipants, 60% (n=9) had ≤3 years of treatment, 60% (n=9) had a comorbid condition, 
and 40% (n=6) stated that their main source of information about the disease was a 
“physician or nurse” (Table 1).

The difficulties experienced by peritoneal dialysis patients in their home environ-
ment were identified under the themes “daily life activities,” “burnout/dependence,” 
“social life and social activities,” “peritoneal dialysis complications,” and “access to 
treatment and the treatment process.” A total of five themes and 14 subthemes 
were identified in the study (Table 2).

Theme 1. Daily Life Activities
Participants stated that peritoneal dialysis had various effects on their daily life 
activities. According to the data obtained from participants in the study, three sub-
themes were identified: freedom of movement, sleep patterns and nighttime rou-
tines, time management, and daily planning.

Subtheme 1.1. Freedom of Movement
Participants (n=15) indicated that individuals who switched to machine-assisted 
peritoneal dialysis felt freer to go out and live their daily lives more independently 
compared to the previous period.

Table 2. Themes and subthemes related to the difficulties experienced by peritoneal dialysis patients in the home environment

Theme	 Subtheme

Daily life activities(15)	 Freedom of movement
		  Sleep patterns and nighttime routines
		  Time management and daily planning
Exhaustion/dependency(15)	 Physical fatigue
		  Device and program dependency
Social life and social activities(15)	 Vacation and travel barriers 
		  Feeling of social isolation
		  Family relationships
Peritoneal dialysis complications(15)	 Physical complications
		  Adaptation problems and transition to the machine
		  Hygiene concerns and risk of infection
Access to treatment and the treatment process(15)	 Material procurement and economic difficulties
		  Spatial inadequacies
		  Expectations for institutional support and assistance

Table 1. Descriptive characteristics (n=15)

		  n

Age (year)
Average age: 42.60±12.64 (Minimum: 21, Maximum: 70)
Gender
	 Female	 10
	 Male	 5
Marital status
	 Single 	 5
	 Married	 10
Educational status
	 Not literate	 2
	 Elementary school	 6
	 Middle school	 2
	 High school	 2
	 University	 3
Profession
	 Housewife	 10
	 Public sector	 1
	 Private sector	 4
Duration of peritoneal dialysis treatment
	 ≤3 years	 9
	 4—6 years	 4
	 >6 years	 2
Accompanying medical condition*	
	 Yes 	 9
	 No 	 6
Information sources consulted regarding the disease
	 Nurse 	 5
	 Doctor 	 3
	 Doctor, nurse	 6
	 Doctor, nurse, social media	 1

*: Diseases reported by participants marked as “present” include Familial Mediterranean Fever 
(FMF), amyloidosis, asthma, bronchitis, gastritis, hypertension, hyperthyroidism, hydrocephalus, and 
neurogenic bladder.
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P7. “I can move around more comfortably during the day because my 
stomach is empty... Since switching to the machine, I can now go out.” 

P9. “It was very difficult to leave the house during manual ex-
changes... I now have the freedom to go wherever I want during 
the day.”

Subtheme 1.2. Sleep Patterns and Nighttime Routines
Participants (n=15) stated that being connected to dialysis at night negatively af-
fected their sleep continuity, leading to fatigue in the morning and lethargy during 
the day. Some participants emphasized that they felt the need to wake up during the 
night for treatment and that this had a negative effect on them.

P2. “Connecting at night disrupts my sleep, so I wake up tired in 
the morning... I set the machine up for nighttime, but sometimes I 
wake up and check it.”

P11. “Having to wake up at night is difficult for me... My sleep is 
disrupted, and I feel tired during the day.”

Subtheme 1.3. Time Management and Daily Planning

Participants (n=15) stated that they had to organize their daily routines according 
to their dialysis times.

P4. “I plan my day around my machine connection time... I do all 
my work before connecting to the machine.”

P9. “I schedule everything around my dialysis time... I’m free dur-
ing the day, but I have to be home by nine in the evening.”

Theme 2. Exhaustion/Dependency
Participants (n=15) stated that the long-term physical burden of the peritoneal dialysis 
process and its structure, which limits their rhythm of life, creates feelings of exhaus-
tion and dependency over time. According to the data obtained in this theme, two sub-
themes were identified: physical fatigue and dependence on the device and program.

Subtheme 2.1. Physical Fatigue
Participants (n=15) stated that symptoms such as shortness of breath, abdominal 
pain, and fatigue were experienced intensely, especially during the manual exchange 
period and the early stages of dialysis. This situation limited participants’ involve-
ment in daily life activities and negatively affected their motivation to continue treat-
ment. Some participants emphasized that they struggled to adapt physically to the 
treatment and sometimes found themselves lacking the energy to continue dialysis.

P1. “At first, I struggled a lot with shortness of breath and abdom-
inal pain... I feel weak, especially on dialysis days.”

P3. “...I was very tired when changing the machine four times 
manually.”

P7. “Sometimes I find it difficult to connect to the machine due to 
fatigue. There are days when I don’t have the strength to do it.”

Subtheme 2.2. Device and Program Dependency
Participants (n=15) stated that their lives were largely shaped around the hours they 
spent using the machine and that this situation undermined their sense of individual 
autonomy. It was understood that while a lifestyle based on long-term machine use 
was difficult to accept at first, over time it led to emotional fatigue, reluctance, and 
psychological strain. Such persistent limitations in treatment can negatively affect 
individuals’ quality of life, not only physically but also psychosocially.

P4. “When you’re hooked up to a machine for nine hours, you don’t 
feel free... My life is completely tied to the machine’s schedule.”

P10. “After a year and a half to two years of going through the 
process of hooking up to the machine every day, I’m getting tired 
of it... It took time to accept living hooked up to a machine.”

Theme 3. Social Life and Social Activities
The participants’ (n=15) statements show that peritoneal dialysis treatment significantly 
limits not only individuals’ physiological functioning but also their interaction with social 

life. According to the data obtained in this theme, three subthemes were identified: va-
cation and travel barriers, feelings of social isolation, and family relationships.

Subtheme 3.1. Vacation and Travel Barriers
Participants (n=15) indicated that individuals had to abandon their travel plans due 
to reasons such as inadequate hygienic conditions, the need to transport medical 
supplies, and stress experienced during transportation. This situation also narrowed 
opportunities for social participation. The continuous nature of dialysis created sig-
nificant pressure on mobility by restricting individuals’ freedom to move when and 
where they wanted.

P5. “It’s hard to maintain hygiene in a hotel, so I don’t go on vaca-
tion... I had to book two rooms for vacation.”

P8. “Traveling is difficult when I have to carry supplies with me... 
Even if I go on vacation, I can’t relax; if I don’t have a place to stay, 
I have to come back for dialysis.”

Subtheme 3.2. Feeling of Social Isolation
Participants (n=15) noted that the treatment regimen limits individuals’ participation 
in social activities. In particular, treatment-specific requirements such as physical 
activity restrictions and diet create feelings of exclusion or alienation from society 
among participants. 

P1. “I can’t go in the sea, and that alienates me socially.”

P9. “I feel distant from society. Dialysis is exhausting, so it’s hard 
to focus on anything else. What you eat affects your UF levels.”

Subtheme 3.3. Family Relationships
Participants (n=15) reported that peritoneal dialysis creates both physical and emo-
tional burdens on household dynamics. They stated that the noise generated by the 
devices used during treatment causes sleep disruption and discomfort, negatively 
affecting the daily rhythm of family members. Furthermore, it was stated that par-
enting roles and family interactions were affected by the care process. All these 
findings reveal that peritoneal dialysis creates multilayered effects not only at the 
individual level but also at the relational level.

P4. “When I get up at night, I disturb my wife... I arranged the chil-
dren’s room for this procedure so as not to disturb my wife.”

P6. “When I was using the machine, I couldn’t spend time with my 
children. I switched to hand dialysis; I think hand dialysis is good...”

P8. “The alarm goes off, you can’t sleep, your sleep is disrupted, 
you can’t sleep again, you’re irritable all day...”

Theme 4. Peritoneal Dialysis Complications
Participants (n=15) stated that the various complications they encountered during 
the peritoneal dialysis process significantly affected both their physical health and 
their level of compliance with treatment. According to the data obtained in this 
theme, three subthemes were identified: physical complications, adaptation prob-
lems and transition to the machine, hygiene concerns, and risk of infection.

Subtheme 4.1. Physical Complications
Participants (n=15) commonly experienced symptoms such as abdominal pain, bloat-
ing, shortness of breath, fatigue, and limited mobility. Some participants reported that 
these symptoms severely limited their daily activities and reduced their physical en-
durance during treatment. In addition, some individuals reported experiencing techni-
cal problems with the catheter (e.g., punctures or the need for frequent replacement).

P1. “I had pain in my stomach and couldn’t move. I had trouble 
breathing, so I switched to the machine.”

P8. “At first, I felt weak... My stomach was bloated... After the 
change, I felt nauseous.”

P15. “I was experiencing abdominal pain, shortness of breath, 
weakness in my movements... There was a high possibility of 
catheter perforation; the catheter was changed five times be-
cause it perforated...”
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Subtheme 4.2. Adaptation Issues and Transition to the Machine
Participants (n=15) stated that the difficulties experienced with manual dialysis led 
some individuals to switch to automated peritoneal dialysis. Transitioning to the 
machine required an adaptation period at first, but over time, this method was found 
to be more comfortable and sustainable. 

P3. “I struggled with manual changes, but felt relieved after 
switching to the machine.”

P7. “Adapting to the machine was difficult at first, but I got used to it.”

Subtheme 4.3. Hygiene Concerns and Infection Risk
Participants (n=15) noted that the feasibility of peritoneal dialysis is significantly 
dependent on environmental hygiene conditions. They emphasized that the risk of 
infection increases if the area where dialysis procedures are performed is not suf-
ficiently sterile; therefore, they stated that they had to make extra efforts to ensure 
hygiene in the home environment. It was also noted that this situation requires more 
attention and isolation, especially in homes with children, and that individuals limit 
their social and physical spaces due to fear of infection. 

P3. “You need to have a clean, suitable room to do dialysis. You 
need to have a suitable place to put the dialysis solutions.”

P7. “I clean everything out of fear of infection. No matter how 
meticulous you are, washing your hands one by one before dial-
ysis is exhausting.”

P8. “I do it alone to ensure hygiene... I can’t use the room the children 
enter... Everything must be very hygienic; otherwise, the risk is high.”

Theme 5. Access to Treatment and the Treatment Process
Participants’ (n=15) statements indicate that the peritoneal dialysis process in-
volves various difficulties not only in its medical aspects but also in logistical, eco-
nomic, and structural contexts. According to the data obtained in this theme, three 
subthemes were identified: material procurement and economic difficulties, spatial 
inadequacies, and expectations of institutional support and assistance.

Subtheme 5.1. Material Procurement and Economic Difficulties
Participants’ (n=15) statements highlighted the high cost of dressing materials, dis-
infectants, and consumables required for treatment. They stated that most of these 
materials create a regular economic burden because they require daily or frequent 
use. In addition, some individuals expressed that they struggled to ensure continuity 
of treatment and to bear the additional financial burden caused by machine mal-
functions and portability issues. 

P8. “Gauze, disinfectant, everything is very expensive... Water-
proof tape costs 500 lira, and it’s needed for every shower... Dress-
ing materials are very costly, and dressings are needed almost 
every day, or at worst every other day.”

P7. “It’s a hassle to bring the machine back and forth. Three of 
my machines broke down when I was going somewhere... It’s a 
serious expense every month.”

Subtheme 5.2. Spatial Inadequacies
Among the participants (n=15), it was observed that creating a suitable space for 
dialysis in the home environment posed a serious problem for many individuals. 
The solution and equipment required for treatment take up a lot of space, causing 
accommodation problems, especially in small or crowded households. Some partic-
ipants stated that they had to reorganize their living spaces or allocate their chil-
dren’s rooms for dialysis procedures. Insufficient physical space stands out as one 
of the main environmental factors limiting the feasibility of home treatment.

P1. “I can’t find a place to put the materials... The solutions take up 
two square meters in the house. We have space issues because 
the house is small.”

P2. “If I didn’t have a 3+1 house, I couldn’t have made a separate 
room. I cleared out the children’s room and made it suitable for 
the procedure.”

Subtheme 5.3. Expectations for Institutional Support and Assistance
Participants (n=15) stated that supply chain problems and quota restrictions, es-
pecially in obtaining solutions, sometimes caused individuals to go back and forth 
between health institutions, creating both a physical and psychological burden. 
They emphasized that covering medication costs alone is insufficient and that other 
treatment-related expenses should also be covered by social security. In addition, 
the need for public support mechanisms such as regular financial assistance or care 
coordination was frequently mentioned.

P4. “We spend two days going from pharmacy to pharmacy trying 
to access and obtain peritoneal dialysis solutions, but we are told 
that there is no quota available.”

P8. “We would be much better off if we received monthly support... 
Social security only covers medication, which is not enough.”

Recommendations
Participants (n=15) stated various suggestions for solutions to the difficulties 
they experienced during the peritoneal dialysis process. In particular, participants 
stated that the procurement of medication and medical supplies should be facil-
itated, access to hospital services should be made easier, and supportive regu-
lations should be implemented for the storage of supplies at home. It was noted 
that the dialysis process is more difficult for individuals in hot weather; therefore, 
it would be beneficial to make adjustments in terms of duration and frequency. It 
was also emphasized that following nurses’ guidance facilitates the process and 
that patient compliance is important.

P4. “Materials can be affected by heat and cold; homes may not 
be suitable for material storage, and they could be obtained more 
frequently in smaller quantities.”

P7. “...If we could find the medications where we go, we could get 
them from there.”

P10. “It’s a bit of a hassle because it prevents me from going out; 
I can’t go far. If it were easier to get it done at the hospital there...”

P8. “Patients should listen to their nurses, they are working hard 
for us. If they listen, the process will be easier.”

P15. “...It would be good if the time were shortened a little (nine 
hours). It’s hard in the heat, or if it were every other day.”

Discussion
This study examined the difficulties experienced by peritoneal dialysis patients in 
their home environment based on their own experiences, and these experiences 
were discussed in light of the themes and subthemes mentioned above. The 
qualitative data focusing on the experiences of individuals undergoing peritoneal 
dialysis revealed that the treatment process is not limited to its biomedical as-
pects; rather, it creates multilayered effects on individuals’ physical, psychoso-
cial, economic, and spatial areas of life. Planning daily life activities around dial-
ysis, the impact on sleep patterns, and the restriction of freedom of movement 
show that factors affecting physical adaptation to treatment also influence all 
other aspects of daily living. In fact, one study found that difficulties identified as 
important by patients included drainage pain, difficulty eating and sleeping, and 
fear of peritonitis.19

A study examining the perspectives of adults living with peritoneal dialysis 
through a thematic synthesis of qualitative studies found that peritoneal dial-
ysis can provide patients with a sense of control, independence, self-efficacy, 
and freedom; however, it also emphasized that holistic and multidisciplinary care 
is needed to reduce the risks of low self-confidence, physical impairment, de-
creased social functioning, and low self-esteem.20 Another study showed that, 
despite the difficulties posed by the treatment, participants expressed gratitude 
for being able to care for themselves at home.21 In this context, it can be argued 
that in chronic disease management, not only medical parameters but also social 
determinants that shape an individual’s life should be taken into account. Indeed, 
all themes reveal that this treatment modality requires a dynamic adaptation 
process at the individual level. 
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The study demonstrates that the economic burden, spatial limitations, and ex-
pectations of institutional support experienced during the treatment access 
process mean that individuals are largely forced to bear the responsibility for 
treatment with their own resources. Patient, caregiver, and clinician perceptions, 
as well as priorities identified in the remote management study for peritoneal 
dialysis, include the impact of peritoneal dialysis on daily life and support for 
treatment management,22 which is similar to the findings of this study. Time and 
space limitations are among the subthemes identified in a qualitative study on 
patient realities and expectations.23 In this study, under the theme of exhaus-
tion/dependence, it was observed that both the physical fatigue associated 
with the treatment burden and the dependence on the machine create emo-
tional weariness in individuals. At the same time, the impact on social life and 
family relationships affects the individual’s adaptation process to treatment. In 
a qualitative study examining social support in the peritoneal dialysis experi-
ence, the identified themes included meeting emotional needs and managing 
emotions (emotional support), as well as peritoneal dialysis tasks and life tasks 
(instrumental support).24 Another study also showed that the themes identified 
as difficulties in home dialysis included the burden of home dialysis tasks, the 
lack of a suitable home environment, and loss of freedom. The same study also 
indicated that the themes identified as facilitating home dialysis included conve-
nience and freedom.25 In a qualitative study conducted on the choice of dialysis, 
the peritoneal dialysis treatment method was stated to have two main reasons 
that encourage patients to choose it: it can be carried out at home, and there is 
no need to be in the hospital three times a week.26 In this regard, it can be said 
that the thematic findings indicate that peritoneal dialysis is a multidimensional 
intervention in an individual’s life. Therefore, it can be suggested that healthcare 
services should be developed to be holistic, patient-centered, and supported by 
structural mechanisms. In this context, it is thought that considering the findings 
obtained together with similar or different results in the literature will contribute 
to a more holistic perspective in evaluating the treatment process.

Limitations
This study was conducted only with peritoneal dialysis patients receiving ser-
vices from a research hospital in a province in the Marmara Region. Therefore, 
the findings may not be generalized to patients living in different regions or with 
different socioeconomic conditions. Additionally, the data are based solely on 
patient opinions; the perspectives of family members or caregivers were not in-
cluded in the study.

Conclusion 
The study found that peritoneal dialysis patients experience various difficulties 
in their daily lives, social lives, and psychosocial situations during the treatment 
process in the home environment. The findings show that patients’ needs for not 
only medical but also psychosocial and social support are important. Therefore, it 
is recommended that healthcare professionals develop individualized care plans 
and place importance on practices that strengthen psychosocial support and family 
involvement. Future research is recommended to be conducted in different regions 
and supported by quantitative methods.
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Impact of Preoperative Surgical Fear and Anxiety on Sleep Quality and 
Recovery Outcomes After Arthroplasty

Abstract

Background: Surgical interventions affect patients not only physiologically but also psychologically. Perioperative anxi-
ety and surgical fear are common and may impact postoperative recovery and sleep quality.

Aim: This study aimed to examine the relationship between preoperative surgical fear and anxiety levels and postoper-
ative sleep quality and recovery one month after hip and knee arthroplasty.

Methods: This cross-sectional study was conducted between 2022 and 2023 with 83 patients who underwent hip or 
knee arthroplasty at a training and research hospital in Türkiye. Data were collected using the Surgical Fear Question-
naire, State-Trait Anxiety Inventory – State subscale, Postoperative Recovery Index, and Pittsburgh Sleep Quality Index. 
The Pearson correlation test, chi-squared test, Student's t-test, Mann-Whitney U test, and Kolmogorov-Smirnov test 
were used for data analysis.

Results: The mean age and Body Mass Index (BMI) of the patients were 65.66±7.74 and 31.42±4.99, respectively. Of the 
patients, 75.9% were female and 85.5% were married. The mean Surgical Fear Questionnaire score was 27.80±20.82, 
and the mean State Anxiety Inventory score was 40.78±10.00. The mean Postoperative Recovery Index score was 
1.76±0.73. According to the Pittsburgh Sleep Quality Index, 66.1% of patients had poor sleep quality. A moderate positive 
correlation was found between surgical fear and anxiety levels, while a low positive correlation was observed between 
surgical fear and postoperative recovery (p<0.05).

Conclusion: Preoperative surgical fear and anxiety are associated with poorer postoperative recovery and sleep quality 
among hip and knee arthroplasty patients. These findings emphasize the importance of evaluating and addressing 
psychological factors before surgery to improve postoperative outcomes.

Keywords: Anxiety, arthroplasty, nursing, sleep, surgical fear
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Introduction
Surgical interventions aim to enhance physical health, but they can also have significant psychological effects. 
Perioperative anxiety and surgical fear are common and multifaceted issues that are an inherent part of the 
surgical process.1 A recent systematic review and meta-analysis reported that anxiety symptoms affect more 
than a quarter of hospitalized individuals.2 This rate rises to 51.2% prior to scheduled surgeries.3 Additionally, 
studies conducted in low- and middle-income countries reveal that almost half of surgical patients experience 
preoperative anxiety, highlighting its status as a global issue.4

Preoperative anxiety and surgical fear, often driven by concerns such as the risk of complications, expected 
postoperative pain, and fear of death, are considered important psychosocial and spiritual factors that can affect 
patient comfort and recovery quality in multiple ways during the perioperative period.5 These concerns not only 
impact patients’ psychological well-being but may also adversely influence postoperative recovery processes. 

High levels of preoperative anxiety have been reported to cause more severe postoperative pain, disrupt sleep 
quality, and slow the recovery process in various studies.6,7 Surgical fears and anxiety are particularly frequent 
among orthopedic and traumatology patients, leading to greater emotional stress that may increase anes-
thetic and postoperative analgesic requirements, elevate the risk of complications, and delay recovery with 
issues such as sleep disturbances.8

Maintaining sleep quality during the perioperative period is crucial for accelerating physical recovery and im-
proving postoperative prognosis. It has been shown that sleep disturbances experienced by patients following 
total hip and knee arthroplasty surgeries significantly impact pain management, physical functionality, and 
psychological well-being.9 Furthermore, a meta-analysis has shown that sleep disturbances increase the need 
for analgesics and delay recovery.10 Additionally, factors such as the use of painkillers, smoking, and pre-exist-
ing sleep problems can contribute to sleep difficulties before and after surgery, and these issues may persist 
for an extended period following total knee replacement.11 

While recent studies have separately examined the relationships between preoperative fear and anxiety and 
postoperative outcomes such as sleep quality and recovery, most of these studies have focused on specific 
surgical areas and primarily identified influencing factors rather than exploring comprehensive associations.5,7,8,10 
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In this context, effectively managing patients’ preoperative surgical fear and anxiety 
is essential for improving the quality of surgical care and supporting postoperative 
recovery. Therefore, assessing preoperative levels of surgical fear and anxiety and 
evaluating their impact on postoperative sleep quality and recovery is a critical need 
for healthcare professionals. Accordingly, this study aims to investigate the relation-
ship between preoperative surgical fear and anxiety and postoperative sleep quality 
and recovery during the first month following total hip and knee arthroplasty surgeries.

Study Question
1.	 Is there a relationship between preoperative surgical fear and anxiety levels 

and postoperative sleep quality and recovery outcomes among patients under-
going hip and knee arthroplasty?

Materials and Methods

Study Design and Participants
This cross-sectional study was conducted with 83 patients who were hospitalized 
for hip and knee surgeries at a training and research hospital. This manuscript was 
prepared in accordance with the STROBE (Strengthening the Reporting of Observa-
tional Studies in Epidemiology) guidelines for observational studies.

The study included patients admitted between 2022 and 2023. A post hoc power 
analysis was conducted using G*Power 3.1 to assess the adequacy of the sample 
size for the correlational analysis. Given a medium effect size (r=0.30), an alpha 
level of 0.05, and a total sample size of 83, the achieved power was calculated to be 
approximately 0.80. This indicates that the study had sufficient power to detect sta-
tistically significant correlations of medium magnitude. The inclusion criteria were 
as follows: (1) scheduled for hip or knee arthroplasty, (2) 18 years of age or older, (3) 
cognitively intact, and (4) willing to participate in the study.

Data Collection Tools
Data collection tools included a sociodemographic information form, the Surgical Fear 
Questionnaire (SFQ), the State-Trait Anxiety Inventory – State subscale (STAI-S), the 
Postoperative Recovery Index (PoRI), and the Pittsburgh Sleep Quality Index (PSQI).

Sociodemographic Information Form
This form was developed by the researchers based on a comprehensive literature 
review. It consists of nine items addressing variables such as age, Body Mass Index 
(BMI), gender, marital status, presence of chronic diseases, use of assistive walking 
devices, history of previous hospitalization and surgery, and type of planned surgery.

Surgical Fear Questionnaire
The SFQ is a tool developed to measure the level of fear in patients undergoing elec-
tive surgery and has been validated for use in Türkiye.12,13 The questionnaire is an 
11-point Likert-type scale consisting of eight items, where scores range from 0 (not 
afraid at all) to 10 (very afraid), yielding a total possible score between 0 and 80. It 
includes two subscales assessing short-term and long-term surgical fear outcomes. 
Higher scores indicate greater levels of fear. In the Turkish version of the SFQ, Cron-
bach’s α coefficient was 0.93 for the total questionnaire. In this study, Cronbach’s 
alpha coefficient for the SFQ was 0.90.

State-Trait Anxiety Inventory – State subscale
The STAI-S, developed by Spielberger et al. in 1970 and adapted into Turkish by Öner 
and Le Compte,14 consists of 20 items. Each item is scored on a scale from 1 to 4, 
with higher scores indicating higher levels of anxiety and lower scores reflecting 
lower levels of anxiety. The Cronbach’s alpha coefficient of the Turkish version of 
the STAI-S was 0.94 in the original adaptation study. In this study, Cronbach’s alpha 
coefficient for the STAI-S was 0.91. 

Postoperative Recovery Index
The PoRI is a scale developed to assess the quality of postoperative recovery and 
has been adapted and validated for use in Turkish patients.15,16 The scale comprises 
25 items distributed across five subdimensions: psychological symptoms, physical 
activities, general symptoms, bowel symptoms, and appetite symptoms. Subdimen-
sion scores are calculated as the arithmetic mean of the total scores of the items 
within each subdimension, while the total score is derived from the arithmetic mean 

of all items. Higher scores on the PoRI indicate greater difficulty in the postopera-
tive recovery process, whereas lower scores suggest easier recovery. In this study, 
Cronbach’s alpha coefficient for the PoRI was 0.943.

Pittsburgh Sleep Quality Index
The PSQI is a scale developed to evaluate sleep quality and has been adapted into 
Turkish with established validity and reliability.17,18 The scale consists of 24 items, of 
which only 18 are included in the scoring. The PSQI assesses sleep duration, sleep 
latency, and the frequency and severity of sleep-related issues across seven com-
ponent scores. The total score of the scale is calculated by summing the scores of 
these seven components. The total score ranges from 0 to 21, with a cutoff point of 
five used to evaluate sleep quality. Scores of five or higher indicate poor sleep quality, 
while scores below five reflect good sleep quality. Lower total scores signify better 
sleep quality. The Cronbach’s alpha coefficient of the PSQI was 0.80 in the original 
validation study. In this study, Cronbach’s alpha coefficient for the PSQI was 0.81.

Data Collection 
Data collection for the study involved face-to-face interviews conducted preoper-
atively, during which patients completed a sociodemographic information form, the 
SFQ, and the STAI-S. Preoperative data were obtained approximately one day before 
surgery. Each interview lasted approximately 15–20 minutes and was conducted 
in a quiet and private room to ensure comfort and confidentiality. One month after 
surgery, postoperative data were collected via telephone interviews, during which 
the PoRI and PSQI forms were administered. The follow-up interviews lasted about 
10–15 minutes. All data were collected directly from patients by the same researcher 
to ensure standardization and data quality. 

Data Analysis
All statistical analyses were performed using the Statistical Package for the So-
cial Sciences (SPSS) software, version 21 (IBM Corp., Armonk, NY, USA). Descriptive 
statistics for numerical data were presented as numbers and percentages, while 
continuous variables were expressed as means and standard deviations. The Pear-
son correlation test was employed to examine relationships between continuous 
variables. Categorical variables were compared using the chi-squared test. Group 
differences were analyzed using the Student’s t-test for normally distributed values 
and the Mann-Whitney U test for non-normally distributed values. The Kolmogorov-
Smirnov test was applied to assess the normality of data distribution. A p-value of 
less than 0.05 was considered statistically significant for all analyses.

Ethical Approval
Ethical approval for the study was obtained from Bilecik Seyh Edebali University 
Non-interventional Clinical Research Ethics Committee (Approval Number: 6/2, 
Date: 26/10/2021) and from the hospital where the research was conducted. Writ-
ten informed consent was secured from all patients, who were also informed of their 
right to withdraw from the study at any time. The study adhered to the principles 
outlined in the Declaration of Helsinki. 

Results
The findings derived from preoperative and first-month postoperative data of pa-
tients who underwent hip and knee arthroplasty are summarized below. The so-
ciodemographic characteristics of the patients are shown in Table 1. The mean age 
and BMI of the patients were 65.66±7.74 and 31.42±4.99, respectively. Of the pa-
tients, 75.9% were female and 85.5% were married. Additionally, 51.8% had at least 
one chronic disease, and 34.9% used assistive devices such as canes, walkers, or 
crutches. A total of 78.3% had been hospitalized at least once previously, and 72.3% 
reported undergoing at least one prior surgery. Among the 83 participants, 83.1% 
(n=69) underwent knee arthroplasty, and 16.9% (n=14) underwent hip arthroplasty.

The preoperative SFQ scores and subdimensions, STAI-S scores, and postoperative 
first-month PoRI and PSQI results are presented in Table 2. The short-term, long-
term, and total scores for the SFQ were 14.51±10.92, 13.28±11.81, and 27.80±20.82, 
respectively. The preoperative STAI-S mean score was 40.78±10.00. In the postop-
erative period, the patients’ mean PoRI total score was 1.76±0.73. Among the PoRI 
subdimensions, the lowest mean score was 1.48±0.97 for bowel symptoms, while 
the highest was 2.04±1.10 for physical symptoms. According to the PSQI results, 
66.1% of the patients had poor sleep quality.
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The comparison results of SFQ, STAI-S, PoRI, and PSQI scores with independent 
variables are presented in Table 3. No statistically significant differences were 
found between SFQ, STAI-S, PoRI, and PSQI scores and variables such as age, 
BMI, marital status, use of assistive devices, prior hospitalization, prior surgery, 
or type of surgery (p>0.05). However, women had significantly higher STAI-S and 
PoRI scores compared to men (p<0.05). Additionally, patients without chronic ill-
nesses had significantly higher STAI-S mean scores than those with at least one 
chronic illness (p<0.05).

Correlation data regarding patients’ mean scores for SFQ, STAI-S, and PoRI are pre-
sented in Table 4. A moderate, positive, and statistically significant correlation was 
identified between preoperative SFQ-total and STAI-S scores (p<0.05). This finding 
indicates that as surgical fear increases preoperatively, anxiety levels also rise. Fur-
thermore, a low-level, positive, and statistically significant correlation was observed 
between preoperative SFQ-total scores and the postoperative first-month PoRI-to-
tal mean score (p<0.05). This finding indicates that elevated levels of preoperative 
surgical anxiety are associated with more prolonged and challenging recovery pro-
cesses following surgery. The comparison of postoperative first-month PSQI results 
with SFQ, STAI-S, and PoRI mean scores is shown in Table 5. It was found that 
patients with poor sleep quality had higher mean SFQ and PoRI scores.

Discussion
Experiencing fear and anxiety before surgery can trigger an early and heightened 
stress response by increasing the release of stress-related hormones, ultimately 
impairing postoperative recovery and sleep quality.19 In the present study, pa-
tients scheduled for hip or knee arthroplasty reported mild levels of short-term, 
long-term, and overall surgical fear. These findings generally align with previous 
research, although some studies have noted higher average fear scores depend-
ing on the surgical population and context. For instance, Bez and Erturhan Türk20 
in 2024 found higher short-term (21.97±6.9), long-term (25.51±7.6), and total fear 

scores (47.48±13.3) in patients who underwent orthopedic surgery. The findings of 
this study are consistent with those reported by Çelik et al.21 in 2024 and Dinç and 
Yılmaz Güven22 in 2023, who observed similar short-term (11.69±7.55; 12.0±11.9), 
long-term (10.70±9.53; 9.2±12.8), and total fear scores (22.40±14.69; 21.2±23.3) in 
patients scheduled for total knee arthroplasty. Similarly, Teixeira et al.23 in 2024 
also found comparable scores for short-term (9.52±8.67), long-term (15.69±13.73), 
and total fear (25.22±19.85) in their study on patients undergoing planned surg-
eries. In the study by Kılınç and Karaman Özlü19 in 2023, short-term, long-term, 
and total fear scores in patients scheduled for elective surgery were reported as 
15.58±11.35, 15.20±11.71, and 30.78±21.82, respectively. In this study, short-term 
surgical fear scores were found to be higher than long-term scores, indicating 
that patients’ concerns were more focused on the immediate perioperative period 
rather than on the long-term consequences of surgery. This may reflect specific 
anxieties such as unfamiliarity with the operating room environment, insufficient 
knowledge about surgical and anesthesia processes, or fears of waking up dur-
ing recovery. These findings underscore the importance of both the content and 
delivery of preoperative patient education, as well as the need for structured ori-
entation practices to help reduce short-term surgical fear. 

Surgical procedures are commonly perceived as threatening experiences, often 
evoking psychological distress that extends into both the preoperative and postop-
erative periods.22 Anxiety is considered both a general disposition and a temporary 
reaction to specific situations.14 In the current study, patients’ state anxiety levels 
were found to be moderate and somewhat lower than those reported in similar 
studies in the literature. In the study by Çalışkan and Aksoy6 in 2025 on patients 
undergoing total hip and knee arthroplasty, the mean STAI-S score was reported 
as 53.95±10.51; in the study by Topal Hançer24 in 2023 on patients undergoing sur-
gical procedures, it was 48.16±16.31; and in the study by Oh et al.25 in 2024, it was 
43.3±10.8. This variation could be associated with demographic factors such as 
age or prior exposure to similar procedures. For example, older patients who view 
surgery as a solution to chronic mobility issues may perceive it with less anxiety.

The findings of this study point to the possibility that prior surgical or hospitaliza-
tion experiences may have limited influence on preoperative anxiety. This contrasts 
with literature suggesting that anxiety often begins during hospitalization and is 

Table 1. Sociodemographic characteristics of patients (n=83)

		  Mean±SD	 Min-max

Age 	 65.66±7.74	 34—83
BMI	 31.42±4.99	 19.84—46.88

		  n	 %

Gender		
	 Female	 63	 75.9
	 Male	 20	 24.1
Marital status		
	 Married	 71	 85.5
	 Single	 12	 14.5
Presence of chronic disease		
	 Yes	 43	 51.8
	 No	 40	 48.2
Assistive device use status*		
	 Yes	 29	 34.9
	 No	 54	 65.1
Previous hospitalization		
	 Yes	 65	 78.3
	 No	 18	 21.7
Previous surgery 		
	 Yes	 60	 72.3
	 No	 23	 27.7
Type of Surgery		
Knee arthroplasty	 69	 16.9
Hip arthroplasty 	 14	 83.1

*: Cane, walker, or crutch. SD: Standard deviation; BMI: Body mass index; Min: Minimum, Max: 

Maximum.

Table 2. Results of the surgical fear questionnaire (SFQ), state-trait anxiety 
inventory – state subscale (STAI-S), postoperative recovery index (PoRI), and 
pittsburgh sleep quality index (PSQI)

			   Preoperative measures (n=83)

		  Cronbach’s	 Mean±SD	 Min-max 
		  alpha	

SFQ-total	 0.904	 27.80±20.82	 0—80
SFQ-short term	 0.826	 14.51±10.92	 0—40
SFQ-long term	 0.901	 13.28±11.81	 0—40
STAI-S	 0.911	 40.78±10.00	 20—60

			   Postoperative measures (n=62)

		  Cronbach’s	 Mean±SD	 Min-max 
		  alpha	

PoRI-total	 0.943	 1.76±0.73	 1—3.84
Psychological symptoms	 0.765	 1.68±0.77	 1—3.50
Physical activities	 0.968	 2.04±1.10	 1—5
General symptoms	 0.943	 1.83±1.13	 1—5
Bowel symptoms	 0.952	 1.48±0.97	 1—4.60
Appetite symptoms	 0.982	 1.59±0.94	 1—5

			   n	 %

PSQI
	 Good sleep	 0.817	 21	 33.9
	 Poor sleep		  41	 66.1
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influenced by prior surgical experiences.4,7,24 A possible explanation is that many par-
ticipants had uneventful past surgeries, which may have reduced anxiety in subse-
quent hospitalizations. Additionally, the high proportion of elderly patients, who may 
view surgery as a necessary step to improve mobility, could have mitigated anxiety.

In the postoperative period, the mean total PoRI score was 1.76±0.73, with the 
lowest mean score observed in bowel symptoms and the highest in physical 
symptoms. When compared to other studies in the literature, these results re-
veal certain differences. In the study by Kulakaç and Aydın Sayılan26 in 2024, 

Table 3. Comparison of sociodemographic characteristics with the surgical fear questionnaire (SFQ), state-trait anxiety inventory – state subscale (STAI-S), postopera-
tive recovery index (PoRI), and pittsburgh sleep quality index (PSQI) scores 

		  SFQ-total	 STAI-S	 PoRI				    PSQI 
		  Mean±SD	 Mean±SD	 Mean±SD

						      Good sleep				    Poor sleep

					     n		  %*		  n		  %*

Gender					   
	 Female	 30.50±21.79	 40.79±9.66	 1.88±0.76	 13		  27.1		  35		  72.9
	 Male	 19.30±14.86	 40.75±11.26	 1.36±0.40	 8		  57.1		  6		  42.9
	 p	 0.012	 0.902	 0.016				    0.054
	 Test value 	 t=2.599	 Z=-0.124	 Z=-2.406				    X2=0.037
Marital status					   
	 Married	 26.84±20.73	 40.77±9.89	 1.79±0.72	 19		  35.8		  34		  47.9
	 Single	 33.50±21.31	 40.83±11.33	 1.63±0.79	 2		  22.2		  7		  77.8
	 p	 0.331	 0.953	 0.383				    0.705
	 Test value 	 t=-1.004	 Z=-0.059	 Z=-0.872				    X2=0.425
Presence of chronic disease					   
	 Yes	 27.34±20.48	 38.23±9.53	 1.74±0.73	 14		  45.2		  17		  54.8
	 No	 28.30±21.43	 43.52±9.87	 1.79±0.74	 7		  22.6		  24		  77.4
	 p	 0.837	 0.008	 0.838				    0.106
	 Test value 	 t=-0.206	 Z=-2.652	 Z=-0.205				    X2=0.060
Assistive device use status					   
	 Yes	 30.41±21.68	 40.65±9.87	 1.67±0.63	 10		  45.5		  12		  54.5
	 No	 26.40±20.41	 40.85±10.15	 1.82±0.78	 11		  27.5		  29		  72.5
	 p	 0.416	 0.912	 0.590				    0.172
	 Test value 	 t=-0.819	 Z=-0.111	 Z=-0.539				    X2=0.153
Previous hospitalization					   
	 Yes	 28.50±20.56	 40.93±10.24	 1.71±0.67	 18		  36		  32		  64
	 No	 25.27±22.14	 40.22±9.30	 1.98±0.95	 3		  25		  9		  75
	 p	 0.583	 0.522	 0.592				    0.735
	 Test value 	 t=-0.556	 Z=-0.641	 Z=-0.536				    X2=0.470
Previous surgery					   
	 Yes	 29.20±20.49	 41.46±9.51	 1.77±0.68	 16		  35.6		  29		  64.4
	 No	 24.17±21.70	 39.00±11.19	 1.76±0.87	 5		  29.4		  12		  70.6
	 p	 0.344	 0.286	 0.532				    0.768
	 Test value 	 t=-0.959	 Z=-1.067	 Z=-0.625				    X2=0.648
Type of surgery				  
	 Knee arthroplasty	 28.55±20.73	 40.88±9.62	 1.77±0.71	 15		  28.8		  37		  71.2
	 Hip arthroplasty 	 24.14±21.64	 40.28±12.09	 1.76±0.85	 6		  60		  4		  40
	 p	 0.474	 0.830	 0.946				    0.075
	 Test value 	 t=-0.720	 Z=-0.215	 Z=-0.067				    X2=0.057

								        Mean±SD

Age					     64.95±8.71				    65.29±6.53
	 p	 0.785	 0.058	 0.689				    0.412
	 Test value	 r=-0.030	 r=0.209	 r=0.052				    Z=-0.820
BMI					     31.54±4.69				    31.92±5.29
	 p	 0.699	 0.316	 0.242				    0.783
	 Test value	 r=0.043	 r=0.111	 r=-0.151				    t=-0.277

*: Row percentage. SD: Standard deviation, t: Student’s t-test, Z: Mann-Whitney U test, X2: Chi-square test, r: Pearson correlation, BMI: Body mass index
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which included all types of surgical procedures, the mean total PoRI score was 
reported as 3.19±1.07. Similarly, in the study conducted by Dığın and Kızılcık 
Özkan27 in 2021 on postoperative day 3 in general surgery and orthopedic-trau-
matology clinics, the mean total PoRI score was 2.7±0.9.27 Among the subdi-
mensions, the lowest mean score was 2.1±0.9 for bowel symptoms, while the 
highest was 3.5±1.3 for physical symptoms. In the study by Çakır et al.28 in 2024, 
conducted on the discharge day following coronary artery bypass graft surgery, 
the mean total PoRI score was 2.72±0.42, with the lowest subdimension score 
reported for bowel symptoms (1.78±0.79) and the highest for physical symp-
toms (4.33±0.42). The findings of this study indicate that the recovery levels of 
patients were more encouraging compared to those reported in certain other 
studies. When the results from this and other studies are examined, it becomes 
evident that physical symptoms constitute the biggest problem in the postop-
erative recovery process. It has been demonstrated that physical recovery is a 
critical factor in determining postoperative comfort and quality of life for pa-
tients, regardless of the surgical procedure performed.

The present study established that more than half of the patients exhibited poor 
sleep quality at the first-month postoperative assessment. This finding is consistent 
with the extant literature, which demonstrates significant variability in the reported 
rates of poor sleep quality among similar patient groups. Fatah and Abdulrahman29 
in 2020 reported that 63% of patients had poor sleep quality at the first month fol-
lowing knee arthroplasty. Similarly, Pitaro et al.30 in 2023 found this rate to be 62.5% 
at six weeks postoperatively in patients undergoing total hip and knee arthroplasty. 
Hamai et al.31 in 2023 reported a lower rate of 54% at 18 months postoperatively 
following knee arthroplasty. Conversely, Wang et al.32 in 2024 found a significantly 
lower rate of 34.2% in their study on patients at the first month after total hip arthro-
plasty. Although the findings of this study are largely consistent with previous re-
search, they also demonstrate that a considerable number of patients continue to 
experience poor sleep quality in the postoperative period. This finding aligns with 
current research showing that postoperative recovery challenges extend beyond 
physical healing to include psychological stressors—such as anxiety or depression—
and environmental factors like sleep disturbances and hospital noise levels.33—35 
Therefore, incorporating targeted strategies to improve sleep quality should be con-
sidered an essential component of postoperative care. 

This study revealed that female patients scored higher than male patients on both 
the SFQ-total and PoRI-total scales. This finding aligns with the existing literature 
on the subject. In the study by Kaya and Karaman Özlü36 in 2019, preoperative sur-
gical fear levels were reported to be higher in women. Similarly, the study by Bez 
and Erturhan Türk20 in 2024 found that short-term surgical fear scores were higher 
in female patients compared to male patients. The study by Akutay and Ceyhan37 
in 2023 also revealed that female patients had significantly higher short-term, 
long-term, and total surgical fear scores than their male counterparts. Additionally, 
the study by Çakır et al.28 in 2024 reported that women had higher mean PoRI-total 
scores compared to men. The higher prevalence of negative experiences related 
to anxiety, fear, and recovery processes in women may be attributed to biopsy-
chosocial factors, hormonal differences, coping mechanisms, and the way health-

related experiences are perceived.4,33 Gender-sensitive approaches to periopera-
tive care may therefore enhance the effectiveness of individualized interventions. 

In the present study, previous surgical or hospitalization experiences appeared to 
have a limited influence on patients’ preoperative anxiety levels. This finding indi-
cates that as patients’ levels of fear related to surgery increase, their anxiety levels 
also rise. Surgical procedures are known to cause significant physiological and psy-
chological trauma, which often manifests as fear and anxiety during the preopera-
tive period.19 Preoperative fear and anxiety have been shown to increase the risk of 
various postoperative complications—such as higher morbidity and mortality rates, 
delayed wound healing, sleep disturbances, increased pain and medication use, and 
prolonged hospital stays—which can collectively have a negative impact on both the 
surgical process and recovery.12,38 Despite the preparation process for elective surg-
eries, high levels of preoperative surgical fear can disrupt the sleep-wake cycle and 
negatively affect sleep quality.19 The present study also identified a low-level, posi-
tive, and statistically significant correlation between patients’ preoperative surgical 
fear levels and their recovery levels as assessed at the first postoperative month. 
This finding suggests that increased preoperative fear may negatively impact the 
postoperative recovery process. Furthermore, the poor sleep quality observed in 
these patients aligns with findings in the literature regarding the relationship be-
tween surgical fear and sleep disturbances. 

Strengths and Limitations of the Study
This study employed a prospective design, enabling the evaluation of postoperative 
outcomes at a defined follow-up point (one month after surgery), which enhanced 
the temporal validity of the findings. The specific focus on patients undergoing 
hip and knee arthroplasty allowed for a detailed examination of psychological and 
recovery-related outcomes in this population. Despite these strengths, several 
limitations should be noted. Firstly, the research was conducted in a single center 
with the same surgical team and a limited number of patients, which restricts the 
generalizability of the findings to other centers or larger populations. Additionally, 
the data were collected based on patients’ self-reports; consequently, the accu-
racy of the data may have been influenced by patients’ perceptions and response 
tendencies. Future studies are recommended to adopt multicenter designs, in-
crease sample sizes, and incorporate objective assessment methods supported 
by biophysiological measurements.

Conclusion
This study revealed that preoperative surgical fear and anxiety are common 
among patients undergoing hip or knee arthroplasty, and these emotional factors 
are negatively associated with postoperative sleep quality and recovery. As the 
intensity of preoperative fear and anxiety increases, patients experience greater 
sleep disturbances and more difficult recovery processes. These findings high-
light the importance of evaluating and addressing psychological factors as part 
of pre-surgical preparation. Interventions such as structured patient education, 
psychological support, and relaxation strategies may help reduce emotional dis-
tress before surgery and improve postoperative outcomes, particularly sleep qual-
ity and recovery. Additionally, incorporating gender-sensitive strategies, such as 
tailoring education and support to address the specific needs of male and female 
patients, may further enhance outcomes.

Table 4. Correlation analysis of the mean scores of the surgical fear question-
naire (SFQ), the state-trait anxiety inventory (STAI-S), and the postoperative 
recovery index (PoRI) 

		  SFQ-total	 STAI-S	 PoRI

SFQ-total
	 r	 1
	 p			 
STAI-S
	 r	 0.416	 1
	 p	 <0.001		
PoRI
	 r	 0.295	 0.202	 1
	 p	 0.020	 0.116	

r: Pearson correlation.

Table 5. Comparison of the pittsburgh sleep quality index (PSQI) with the surgi-
cal fear questionnaire (SFQ), the state-trait anxiety inventory – state subscale 
(STAI-S), and the postoperative recovery index (PoRI) scores 

		  SFQ	 STAI-S	 PoRI 
		  Mean±SD	 Mean±SD	 Mean±SD

PSQI			 
     Good sleep 	 19.90±25.27	 36.80±12.13	 1.32±0.31
     Poor sleep	 31.53±18.78	 41.87±9.08	 1.99±0.78
p		  0.007	 0.108	 <0.001
Test value 	 Z=-2.688	 Z=-1.609	 t=-4.809

SD: Standard deviation, Z: Mann-Whitney U test, t: Student’s t-test.
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The Relationship Between Nursing Students’ Attitudes Toward E-Learning 
and Phubbing Behavior: A Descriptive and Correlational Study

Abstract

Background: E-learning plays a critical role in modern nursing education by offering flexibility and access to diverse 
learning resources. However, excessive smartphone use and behaviors like phubbing—ignoring others to focus on one's 
phone—may negatively impact learning engagement and communication. 

Aim: This study aimed to examine the relationship between nursing students’ attitudes toward e-learning and their 
phubbing behavior, as well as the influence of demographic and behavioral factors. 

Methods: A cross-sectional, descriptive, and correlational design was adopted. The sample consisted of 283 undergrad-
uate nursing students from a public university in Türkiye. Data were collected using the Attitudes Toward E-Learning 
Scale (ATELS) and the Generic Scale of Phubbing (GSP). Descriptive statistics, independent t-tests, one-way Analysis of 
Variance (ANOVA) with post hoc tests, and Pearson correlation analyses were conducted to evaluate the data.

Results: Results showed that students held moderately positive attitudes toward e-learning (mean ATELS: 28.18±7.78) 
and moderate levels of phubbing (mean GSP: 48.71±15.69). No significant correlation was found between ATELS and 
GSP scores. Gender and school grade were significantly associated with ATELS scores, with male and second-year 
students reporting more positive attitudes. Stronger communication skills were also linked to higher ATELS scores 
(p<0.05). In contrast, higher daily smartphone use, lower communication skills, and low participation in social activities 
were significantly associated with increased phubbing. 

Conclusion: These results suggest that although both behaviors are shaped by digital habits, they are not directly re-
lated. Improving students' communication skills and encouraging digital self-regulation may enhance the effectiveness 
of e-learning. Further research should explore these dynamics across different educational settings.

Keywords: Communication skills, e-learning, nursing students, phubbing, smartphone use
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Introduction
Technological advancements have significantly transformed nursing education, particularly with the wide-
spread adoption of e-learning, defined as the delivery of instruction through digital platforms.1 It provides 
flexibility, accessibility, and learner autonomy.1,2 The increased use of mobile technologies has also expanded 
opportunities for mobile learning, which allows students to personalize and extend their educational experi-
ences beyond the classroom.3 

However, the ubiquity of smartphones has introduced challenges to academic and social settings. One such 
challenge is phubbing, a behavioral pattern in which individuals ignore those physically present in order to en-
gage with their smartphones.4,5 Research indicates that phubbing may impair face-to-face communication, in-
crease social anxiety, and contribute to problematic smartphone use, particularly among university students.6—8

E-learning and phubbing represent two keys, yet contrasting, dimensions of students’ digital engagement. 
While e-learning emphasizes structured, purposeful, and academically oriented use of technology,1,2 phubbing 
reflects a disruptive and socially detrimental pattern of smartphone use.4,5 Previous studies on phubbing have 
primarily focused on its associations with technological addictions, fear of missing out, personality traits, lone-
liness, and relationship satisfaction among university students.9—13 Similarly, research on e-learning has high-
lighted its flexibility and accessibility, while also noting challenges such as digital fatigue and unequal digital 
literacy among nursing students.14—17 Yet, no empirical study has directly examined how these two digital-age 
phenomena interact. This constitutes a critical gap in the literature, given the increasing centrality of digital 
learning in nursing education.

From a theoretical perspective, sustained attention and cognitive engagement are essential for effective par-
ticipation in e-learning environments. According to Attentional Control Theory, distractions compete for limited 
attentional resources, impairing task performance and cognitive engagement.18 In this context, phubbing can 
be conceptualized as a modern digital distraction that reduces learners' attentional control. Empirical evidence 
supports this linkage; for instance, phubbing contributes to attentional conflict, wherein the smartphone com-
petes with interpersonal interaction for cognitive resources.19 Similarly, Cognitive Load Theory suggests that 
off-task smartphone use increases extraneous cognitive load, which may hinder students’ ability to process 
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educational content.20,21 Moreover, Self-Regulated Learning Theory emphasizes that 
learners must control attention, motivation, and behavior to achieve effective learn-
ing outcomes.22 Thus, it is plausible to assume that frequent phubbing behaviors, by 
reducing attentional control and increasing cognitive load, may limit students’ ability 
to benefit fully from e-learning environments.

Building on these theoretical frameworks and addressing the identified gap, to 
our knowledge, this is the first study to specifically examine the relationship be-
tween nursing students’ attitudes toward e-learning and their phubbing behavior. 
Therefore, this study aims to examine the relationship between nursing students’ 
attitudes toward e-learning and their phubbing behavior, and to explore how demo-
graphic and behavioral factors influence these variables.

Study Questions
1.	 Is there a significant relationship between nursing students’ attitudes toward 

e-learning and their phubbing behavior?
2.	 Do demographic characteristics lead to significant differences in e-learning 

attitudes and phubbing levels?
3.	 Do behavioral factors lead to significant differences in e-learning attitudes and 

phubbing levels?

Materials and Methods

Study Design
This cross-sectional, descriptive, and correlational study was conducted to examine 
the relationship between nursing students’ attitudes toward e-learning and their 
phubbing behavior.

Sample and Setting
The population consisted of 518 undergraduate nursing students enrolled in a health 
sciences faculty in Türkiye. Using the known population formula with a 95% confi-
dence level and a 5% margin of error, the minimum required sample size was calcu-
lated as 221. A convenience sampling method was employed to recruit participants. 
Ultimately, data were collected from 283 students who met the inclusion criteria and 
voluntarily agreed to participate. This larger sample size was intended to enhance the 
statistical power and reliability of the findings. Participants were included if they were 
18 years or older, enrolled in the nursing program during the data collection period, 
voluntarily agreed to participate, and completed all study instruments in full. Students 
who did not meet these criteria—such as those under 18 years of age, not actively 
enrolled, lacking informed consent, or submitting incomplete data—were excluded.

Data Collection Instruments
Three instruments were used to collect data: a Sociodemographic Information Form, 
the Attitude Toward E-Learning Scale (ATELS), and the Generic Scale of Phubbing (GSP).

Sociodemographic Information Form 
This 9-item form, developed by the researchers based on the literature,23,24 included 
questions related to age, gender, academic status, phone use duration, and com-
munication skills.

Attitude Toward E-Learning Scale (ATELS)
The ATELS was developed by Zabadi and Al-Alawi25 in 2016 to assess university 
students’ attitudes toward e-learning. It consists of 11 items on a one-dimensional, 
5-point Likert scale ranging from 1 (strongly disagree) to 5 (strongly agree). Guil-
lasper et al.16 in 2020 validated a 9-item version for nursing students, reporting it 
as valid and reliable. Item 9 is reverse scored, and the total score ranges from 9 to 
45, with higher scores indicating more positive attitudes. In this study, the Turkish 
9-item version validated by Aydın et al.17 in 2022 was used. The Cronbach’s alpha 
was 0.913 in their study and 0.884 in the present sample. 

Generic Scale of Phubbing (GSP)
The GSP was developed by Chotpitayasunondh and Douglas26 in 2018 to assess 
individuals' phubbing behaviors. The scale includes 15 items rated on a 7-point 
Likert scale (1=Never, 7=Always). Higher scores indicate a greater tendency 
toward problematic phubbing behaviors. The scale comprises four subscales: 
nomophobia, interpersonal conflict, self-isolation, and problem awareness. The 

Turkish version was validated by Orhan Göksün27 in 2019, with a reported Cron-
bach’s alpha of 0.86. In the present study, Cronbach’s alpha was 0.89. 

Data Collection 
Data were collected face-to-face between March and May 2024 using printed, self-
administered questionnaires. The questionnaires were distributed during scheduled 
class hours in a quiet undergraduate classroom at the Faculty of Health Sciences, 
at times approved by the instructors, typically at the start or end of the lesson, be-
fore students dispersed. Informed consent was obtained from all participants prior 
to data collection. On average, each participant completed the questionnaires in 
approximately 5–6 minutes.

Ethical Considerations
Ethical approval was obtained from the Van Yüzüncü Yıl University Non-interven-
tional Clinical Research Ethics Committee (Approval Number: 2024/03-10, Date: 
08.03.2024). Approval for data collection was obtained from the institution, and 
permission to use the relevant measurement scales was secured from the origi-
nal authors via email communication. Written informed consent was obtained from 
all student participants after they were provided with detailed information about 
the purpose and voluntary nature of the study. The principles of the Declaration of 
Helsinki were taken into account in the conduct of the study. 

Data Analysis
Quantitative data were analyzed using the Statistical Package for the Social 
Sciences version 25.0 (SPSS 25.0; IBM, New York, USA). Descriptive statistics, in-
cluding arithmetic mean, standard deviation, percentages, and minimum–maximum 
values, were calculated. The normality of the data distribution was assessed by 
examining skewness and kurtosis values. For normally distributed data, independent 
samples t-tests and one-way Analysis of Variance (ANOVA) were used. In cases 
where ANOVA results were significant across three or more groups, post hoc tests 
such as Tukey, Tamhane, and Least Significant Difference (LSD) were applied to 
determine the source of differences. Pearson correlation analysis was conducted to 
examine the relationships between scale scores. All analyses were performed with 
a 95% confidence interval and a significance level of 0.05.

Results

Descriptive Statistics of ATELS, GSP, and GSP Subscales
An analysis of the scores obtained by the students from the ATELS, the GSP, and the 
GSP subscales revealed that the mean total score for the ATELS was 28.18±7.78, 
while the mean total score for the GSP was 48.71±15.69. Among the GSP subscales, 
the mean score for Nomophobia was 17.07±5.46, for Interpersonal Conflict 9.91±5.17, 
for Self-Isolation 11.37±5.60, and for Problem Awareness 10.38±4.07. The Cron-
bach’s alpha coefficients for all scales ranged between 0.740 and 0.898, indicating 
a good level of internal consistency (Table 1).

Comparison of ATELS, GSP, and GSP Subscale Scores by 
Sociodemographic Characteristics
Table 2 summarizes the participants’ sociodemographic characteristics (gender, 
academic year, communication skills, and participation in social activities) and 

Table 1. Distribution of mean scores and score ranges for the attitudes toward e-
learning scale (ATELS), the generic scale of phubbing (GSP), and GSP subscales 
(n=283)

Scales	 Min-max	 Mean±SD	 Cronbach’s α

ATELS total score	 9—45	 28.18±7.78	 0.896
GSP total score	 21—97	 48.71±15.69	 0.898
Nomophobia	 5—28	 17.07±5.46	 0.819
Interpersonal conflict	 4—28	 9.91±5.17	 0.868
Self-isolation	 4—28	 11.37±5.60	 0.887
Problem awareness	 3—21	 10.38±4.07	 0.740

SD: Standard deviation, Min: Minimum, Max: Maximum.
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presents group comparisons, including the analysis of ATELS, GSP, and GSP sub-
scale score averages according to their demographic and interpersonal charac-
teristics. Male students reported significantly higher ATELS scores than females 

(p<0.005), while no significant gender differences were found in GSP or its sub-
scales. According to the academic year, second-year students scored higher on 
ATELS compared to first- and fourth-year students (p<0.05).

Table 2. Comparison of total mean scores of the attitudes toward e-learning scale (ATELS), the generic scale of phubbing (GSP), and GSP subscales by sociodemo-
graphic characteristics (n=283)

 		  n	 %	 ATELS	 GSP (total)	 Nomophobia	 Interpersonal	 Self-	 Problem 
							       conflict	 isolation	 awareness

Gender							     
	 Female	 196	 69.3	 27.10±7.38	 48.55±16.35	 17.21±5.51	 9.69±5.18	 11.26±5.86	 10.38±4.26
	 Male	 87	 30.7	 30.61±8.17	 49.10±14.11	 16.76±5.36	 10.42±5.17	 11.60±4.98	 10.37±3.63
				    t=-3.567	 t=-0.265	 t=0.647	 t= 1.082	 t=-0.475	 t=0.021
				    p=0.000	 p=0.791	 p=0.518	 p=0.280	 p=0.635	 p=0.983
School grade							     
	 1st yeara	 100	 35.3	 27.15±7.26	 48.05±16.19	 16.95±5.61	 9.80±5.36	 11.05±6.00	 10.32±3.83
	 2nd yearb	 79	 27.9	 30.20±7.25	 48.84±16.02	 16.82±5.04	 10.38±5.30	 11.67±5.31	 9.96±4.07
	 3rd yearc	 36	 12.8	 29.00±8.18	 47.69±12.93	 17.67±5.16	 9.11±4.22	 10.50±5.16	 10.42±3.94
	 4th yeard	 68	 24.0	 26.91±8.52	 50.06±16.13	 17.24±5.94	 9.97±5.27	 11.93±5.57	 10.93±4.49
				    F=3.164	 F=0.274	 F=0.232	 F=0.518	 F=0.694	 F=0.691
				    p=0.025	 p=0.844	 p=0.874	 p=0.670	 p=0.556	 p=0.558
				    b>a
				    b>d	
Self-assessed communication skills							     
	 Poora	 12	 4.2	 25.25±7.60	 63.25±19.74	 17.75±5.80	 15.50±7.24	 15.92±6.68	 14.08±3.77
	 Moderateb	 135	 47.7	 27.14±7.20	 48.61±14.28	 16.96±5.28	 9.87±4.72	 11.27±4.99	 10.51±3.95
	 Goodc	 136	 48.1	 29.47±8.18	 47.51±16.13	 17.13±5.64	 9.47±5.16	 11.05±5.94	 9.92±4.06
				    F=4.001	 F=5.729	 F=0.130	 F=7.854	 F=4.286	 F=6.113
				    p=0.019	 p=0.004	 p=0.878	 p=0.000	 p=0.015	 p=0.003
				    c>b	 a>b		  a>c	 a>b	 a>b
					     a>c			   a>c	 a>c
Difficulty communicating with friends							     
	 Yesa	 15	 5.3	 30.47±7.42	 56.73±20.81	 16.47±5.29	 14.20±7.30	 13.87±6.65	 12.20±4.49
	 Sometimesb	 147	 51.9	 27.45±7.41	 49.78±14.48	 17.03±5.26	 10.18±4.79	 11.78±5.10	 10.71±3.84
	 Noc	 121	 42.8	 28.79±8.22	 46.43±16.05	 17.20±5.75	 9.07±5.07	 10.55±5.94	 9.75±4.20
				    F=1.667	 F=3.636	 F=0.127	 F=7.256	 F=3.209	 F=3.483
				    p=0.191	 p=0.028	 p=0.881	 p=0.001	 p=0.042	 p=0.032
					     a>c	 a>b		  a>c	 a>c
						      a>c	
Difficulty communicating with patients during nursing care							     
	 Yesa	 15	 5.3	 27.73±7.32	 64.53±17.27	 18.73±5.04	 15.53±6.78	 15.27±5.68	 15.00±4.10
	 Sometimesb	 145	 51.2	 28.79±7.19	 49.63±13.48	 16.82±5.01	 10.53±4.61	 11.74±4.84	 10.56±3.64
	 Noc	 123	 43.5	 27.51±8.45	 45.72±16.67	 17.17±5.99	 8.50±5.01	 10.45±6.18	 9.60±4.17
				    F=0.925	 F=10.808	 F=0.866	 F=15.955	 F=5.807	 F=13.079
				    p=0.398	 p=0.000	 p=0.422	 p=0.000	 p=0.003	 p=0.000
					     a>b		  a>b	 a>b	 a>b
					     a>c		  a>c	 a>c	 a>c
							       b>c	
Frequency of participation in social activities							     
	 Nevera	 30	 10.6	 28.10±8.33	 55.31±20.31	 18.23±6.27	 12.27±7.08	 13.83±6.92	 10.69±4.92
	 Once a monthb	 67	 23.7	 27.48±8.29	 47.12±15.30	 17.18±5.70	 9.09±4.69	 10.99±5.92	 9.87±4.08
	 Once a weekc	 102	 36.0	 28.04±7.41	 47.96±14.61	 17.22±5.36	 9.44±4.83	 10.65±4.94	 10.59±4.17
	 Several times a weekd	 84	 29.7	 28.94±7.69	 48.61±15.16	 16.40±5.08	 10.31±4.95	 11.66±5.39	 10.43±3.63
				    F=0.458	 F=2.040	 F=0.900	 F=3.150	 F=2.729	 F=0.502
				    p=0.712	 p=0.109	 p=0.442	 p=0.025	 p=0.044	 p=0.681
							       a>b	 a>b
							       a>c	 a>c

p<0.05 indicates statistical significance. F: One-way Analysis of Variance (ANOVA), t: Independent samples t-test, n (%) are presented for descriptive purposes. Different superscript letters (a, b, c, d) indicate 

statistically significant differences between groups based on post-hoc test results (p < 0.05). 
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Communication skills were also associated with outcomes. Students who rated 
their skills as good scored higher on ATELS than those with moderate skills, 
while those with poor skills had significantly higher GSP, Self-Isolation, Prob-
lem Awareness, and Interpersonal Conflict scores (p<0.05). Similarly, students 
reporting difficulty communicating with friends or with patients during nursing 
care had significantly higher GSP total and subscale scores, except for the No-
mophobia subscale (p<0.05).

Participation in social activities was linked to lower interpersonal conflict and self-
isolation. Students who never engaged in social activities scored significantly higher 
on these subscales compared with those participating monthly or weekly (p<0.05).

Correlation Between ATELS, GSP, and GSP Subscale Scores
The descriptive characteristics of continuous variables (age, daily smartphone 
use, and time spent without smartphone use) are presented together with the 
correlation analysis in Table 3. A statistically significant but weak positive corre-
lation was found between age and ATELS scores (r=0.130, p=0.029). Daily smart-
phone use showed a moderate positive correlation with GSP total scores (r=0.267, 
p<0.01) and with all GSP subscales. Time spent without smartphone use had 
significant negative correlations with the GSP total and its subscales, except for 
the Problem Awareness subscale. No significant correlation was found between 
ATELS and GSP scores.

Discussion
This study investigated the relationship between nursing students’ attitudes toward 
e-learning and their phubbing behavior, as well as the influence of demographic and 
behavioral factors. Students reported moderately positive attitudes toward e-learn-
ing and moderate levels of phubbing, consistent with previous studies indicating that 
digital tools represent both opportunities and challenges in higher education.4,14,17,23,28,29

Importantly, no significant correlation was found between attitudes toward e-learn-
ing and phubbing. This indicates that, although both variables may be influenced 
by similar behavioral dynamics, they may be governed by distinct psychosocial, in-
dividual, and environmental processes. While e-learning environments are largely 
shaped by factors such as pedagogical design, student motivation, and technolog-
ical infrastructure,20,22 phubbing behavior is more closely related to digital addiction 
tendencies and social interaction patterns.23,30 This discrepancy is consistent with 
research showing that smartphone overuse is associated with distraction, social 
withdrawal, and reduced attention control.18,31—33 

According to the correlation findings, a statistically significant but weak positive 
relationship was found between age and attitudes toward e-learning (r=0.130). 
However, the strength of this association is limited, and its practical significance 
should be interpreted with caution.34 While statistical significance indicates the 
existence of a relationship, the weak effect size suggests that age alone does 
not meaningfully influence students’ attitudes toward e-learning. This finding sup-
ports the view that weak correlations have minimal practical utility in educational 
research and should not be overemphasized. A significant positive correlation was 
observed between time spent on mobile phones and phubbing levels, indicating 

that greater daily smartphone use is associated with higher phubbing scores. This 
finding aligns with previous studies linking phubbing behavior to social isolation 
and problematic digital engagement.23,30 Conversely, time spent away from phones 
showed negative correlations with phubbing scores, suggesting that longer peri-
ods without phone use are related to reduced phubbing tendencies. Additionally, 
a weak positive correlation between e-learning attitudes and time spent without 
phone use was identified; however, given the small effect size, this result should 
be interpreted cautiously and may only reflect a limited influence of screen time 
on students’ focus and adaptability in digital learning.

In this study, associations were observed between students’ communication skills 
and both ATELS and GSP scores. Students with stronger communication skills 
demonstrated more positive attitudes toward e-learning and lower phubbing levels. 
These results align with previous research showing that excessive use of digital plat-
forms may reduce face-to-face interaction and contribute to social withdrawal.31,35 
Specifically, Ayar and Gürkan35 in 2022 found a weak negative correlation between 
phubbing and communication skills among nursing students, while Han et al.31 in 
2022 reported a similar association with interpersonal relationships. Phubbing, 
characterized by prioritizing digital engagement over in-person interaction, may in-
terfere with communication competencies. This is reflected in students reporting 
communication difficulties or lower social participation, who exhibited higher phub-
bing scores. Overall, these findings highlight a relationship between communication 
skills and phubbing, suggesting that enhancing communication competencies may 
support social and professional development in nursing education.

Regarding gender, male students demonstrated more positive attitudes toward e-
learning than females, which is consistent with some studies in the literature.14,36 
For instance, Diab and Elgahsh14 in 2020 found that male nursing students had 
more favorable attitudes toward e-learning than their female counterparts. How-
ever, contrary to these findings, Köse et al.15 in 2022 reported that female nursing 
students had higher e-learning attitude scores during the Coronavirus Disease 2019 
(COVID-19) pandemic. These conflicting findings may reflect deep-rooted societal 
gender norms and a persistent digital gender divide in Türkiye. Research has shown 
that women’s access to and use of the internet remains significantly lower com-
pared to men, suggesting continued disparities in digital access and confidence.37 

Furthermore, a study on digital literacy in Türkiye revealed that males scored higher 
in technical and functional skills, whereas females outperformed in daily-use and 
ethical responsibility dimensions—highlighting gendered differences in how tech-
nology is navigated and valued.38 

Similarly, variations in academic year may influence attitudes toward e-learning. 
While some studies suggest that students adapt better to e-learning as their ed-
ucation level increases,39 others report a decline in digital interest over time and 
a shift toward different learning modes in clinically focused academic years.40,41 
This study found significant differences in e-learning attitudes by year of study, 
with second-year students scoring higher than first- and fourth-year students. 
In Türkiye, nursing education typically allocates at least one-third of the total 
educational period to theoretical instruction, with the remainder devoted to clin-
ical practice.42 This structure may help explain the results of this study: second-

Table 3. Correlations between the attitudes toward e-learning scale (ATELS), the generic scale of phubbing (GSP), and GSP subscale scores (n=283)

		  Min–max	 Mean±SD		  ATELS	 GSP	 Nomophobia	 Interpersonal	 Self-	 Problem 
						      (total)		  conflict	 isolation	 awareness

Age	 18—35	 21.39±1.88	 r 	 0.130*	 -0.053	 -0.058	 -0.026	 -0.036	 -0.039
				    p	  0.029	 0.378	 0.329	 0.668	 0.552	 0.511
Daily smartphone use (hours)	 1—24	 4.89±3.23	 r 	 0.030	 0.267**	 0.129*	 0.260**	 0.219**	 0.168**
				    p	  0.613	 0.000	 0.030	 0.000	 0.000	 0.005
Time spent without smartphone use (hours)	 0—24	 7.66±6.58	 r 	 0.149*	 -0.180**	 -0.133*	 -0.161**	 -0.131*	 -0.099
				    p 	 0.012	 0.003	 0.026	 0.007	 0.028	 0.097
ATELS			   r 	 1	 -0.012	 -0.096	 0.030	 0.023	 0.008
				    p 	 —	 0.840	 0.108	 0.613	 0.702	 0.888

*: Correlation is significant at the 0.05 level (two-tailed), **: Correlation is significant at the 0.01 level (two-tailed). Min-Max and Mean±standard deviation (SD) are provided for descriptive purposes. Min: 

Minimum, Max: Maximum, SD: Standard deviation, r: Pearson correlation coefficient. 
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year students—immersed in heavy theoretical coursework with emerging clinical 
exposure—may find e-learning particularly beneficial for assimilating theoretical 
knowledge. In contrast, fourth-year students, deeply immersed in clinical prac-
tice, may prioritize hands-on experiences over digital learning and experience 
digital fatigue, with cultural expectations around clinical competency further 
pushing them toward in-person training.

Taken together, these findings indicate that e-learning attitudes and phubbing 
behaviors, although both shaped by digital habits, require distinct but comple-
mentary strategies in nursing education. Rather than assuming that reducing 
phubbing will directly enhance e-learning engagement, programs could benefit 
from integrated approaches that strengthen communication skills, promote digi-
tal self-regulation, and foster social participation. Embedding structured commu-
nication training within the nursing curriculum, organizing workshops on healthy 
smartphone use, and creating opportunities for students to engage in collabora-
tive activities may indirectly mitigate phubbing behaviors while simultaneously 
improving the quality of e-learning experiences.32,43,44 Such initiatives not only 
support academic success but also contribute to the development of profes-
sional competencies essential for effective nursing practice.

Limitations
This study has certain limitations that should be considered when interpreting the 
findings. First, the data were collected through self-reported measures, which may 
be subject to response bias and social desirability effects. In particular, communi-
cation skills were assessed using self-report items, which may lead to subjective 
evaluation errors and inconsistencies between perceived and actual performance. 
Second, the study was conducted in a single health science faculty in Türkiye, which 
may limit the generalizability of the results to all nursing students. Moreover, the 
sample was selected through convenience sampling, further restricting the general-
izability of the findings. Future studies involving more diverse samples from different 
institutions and using mixed or objective methods are recommended to enhance the 
robustness and transferability of the findings.

Conclusion
Although e-learning attitudes and phubbing behavior are both influenced by digital 
habits, this study found no direct association between them among nursing stu-
dents. Positive attitudes toward e-learning were significantly associated with being 
male, being in the second year of study, and having stronger communication skills. 
In contrast, higher levels of phubbing were associated with poorer communication 
skills, greater daily smartphone use, and lower social participation.

Findings from this study highlight the importance of addressing phubbing as a sep-
arate behavioral concern that may indirectly affect the quality of digital learning and 
professional communication. Interventions aimed at enhancing students’ interper-
sonal skills and digital self-regulation may contribute to more effective and mindful 
use of technology in academic and clinical contexts.

As e-learning continues to expand in nursing education, future research should continue 
to explore longitudinal trends and examine the effectiveness of targeted behavioral in-
terventions designed to reduce phubbing and promote healthy digital engagement.
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The Effect of Sociodemographic Characteristics on Disease Acceptance 
in Individuals with Type 2 Diabetes

Abstract

Background: Type 2 diabetes is a chronic metabolic disorder that requires long-term lifestyle changes and continuous 
self-management. The degree to which individuals accept their illness plays a pivotal role in psychological adaptation, 
treatment compliance, and disease outcomes. 

Aim: This study aimed to investigate the effect of sociodemographic characteristics on the level of disease acceptance 
in individuals diagnosed with type 2 diabetes.

Methods: This descriptive study was conducted with 282 patients with type 2 diabetes receiving treatment in the inter-
nal medicine department of a district state hospital between January 5, 2024 and February 15, 2024. Personal information 
forms and the Illness Acceptance Scale were used by the researchers for data collection. Data were analyzed using the 
independent samples t-test, one-way analysis of variance (ANOVA), and the Mann-Whitney U and Kruskal-Wallis tests.

Results: The distribution of personal characteristics among type 2 diabetes patients who participated in the study 
showed a mean age of 58.93±12.40; 62.4% were female, 87.9% were married, 52.4% were primary school graduates, 
68.7% were not working, 46% were housewives, and 36.1% had a diagnosis duration ranging from 5 to 10 years. The re-
lationship between the level of disease acceptance and age (p=0.000), gender (p=0.036), educational status (p=0.032), 
marital status (p=0.003), employment status (p=0.000), occupation (p=0.000), duration of diagnosis (p=0.000), and 
having another disease (p=0.000) was found to be statistically significant.

Conclusion: It was found that the perceived level of disease acceptance among individuals is influenced by variables 
such as age, gender, marital status, educational status, employment status, occupation, and duration of diagnosis. 
These factors should be considered when designing individualized care plans and psychosocial support interventions.

Keywords: Disease acceptance, nursing, type 2 diabetes 
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Introduction
Diabetes is a lifelong, progressive, and chronic metabolic disease that can lead to the development of many 
complications in later stages.1 According to data from the International Diabetes Federation (IDF), in 2019 the 
global prevalence of diabetes in the adult population reached 9.3%, with approximately 463 million individuals 
living with diabetes and about 4.2 million deaths attributed to diabetes and its complications.2 According to 
recent IDF data on the prevalence of diabetes, there are approximately 7 million people aged 20—79 years with 
diabetes in Türkiye, corresponding to about 15% of the total adult population.3 According to the Turkish Dia-
betes Epidemiology Study (TURDEP-II), the prevalence of diabetes is 13.7%, while this rate is approximately 27% 
among individuals with impaired glucose tolerance (IGT) or prediabetes.4 The rapid increase in type 2 diabetes 
in Türkiye and worldwide clearly demonstrates the necessity of effective diabetes management.5 Therefore, 
diabetes should be brought under control in the early years. When individuals with diabetes can manage their 
condition at an early stage, they can live for many years without developing complications. However, in individ-
uals with uncontrolled diabetes, the treatment plan becomes difficult once complications develop, creating a 
significant burden on both the individual and the national economy.6,7 

It is necessary to organize training programs on diabetes self-management, particularly to identify individuals 
in the risk group and provide them with the necessary information. It is important to include these individuals in 
communication groups with health professionals on certain social media platforms, to plan supportive training 
sessions, to carry out social activities, and thus to increase awareness among individuals. However, it has 
been reported that no matter how well the training is provided, it cannot be effective unless patients have a 
good level of disease acceptance.8—10 

Disease acceptance reflects how well individuals integrate a chronic condition into their self-concept and daily 
routines, reducing psychological conflict and enabling adaptive self-management. Lower acceptance is typically 
linked to avoidance, diabetes distress, and weaker engagement with care plans, whereas higher acceptance 
is associated with better self-care, medication adherence, and quality of life. In type 2 diabetes, acceptance 
can shape how individuals appraise the day-to-day demands of diet, physical activity, and glucose monitor-
ing, thereby influencing long-term outcomes. Although illness perceptions, coping resources, social support, and 
health literacy are important, sociodemographic factors—such as age, sex, marital status, education, employ-
ment, occupation, and duration of diagnosis—also matter through their effects on access to resources, caregiving 
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roles, and competing demands. Profiling acceptance across these attributes within 
the same population can help identify subgroups who would benefit from targeted, 
nurse-led education and counseling, thereby strengthening the practical impact of 
diabetes self-management efforts.2,8—10 This study aimed to investigate the effect of 
sociodemographic characteristics on the level of disease acceptance in individuals 
diagnosed with type 2 diabetes.

Research Question
How does disease acceptance differ across key sociodemographic characteristics 
(age, sex, marital status, education, employment, occupation, and duration of diag-
nosis) among adults with type 2 diabetes?

Materials and Methods

Participants and Study Design
This study was conducted as a descriptive, cross-sectional research in the inter-
nal medicine clinic of a district state hospital between January 5 and February 15, 
2024. The minimum sample size was calculated using G*Power 3.1 software with 
an effect size of f=0.25 (medium), α=0.05, and power=0.90, indicating a required 
minimum of 242 participants for between-group comparisons. Ultimately, 282 indi-
viduals meeting the inclusion criteria were enrolled, which enhanced the statistical 
power of the study. Participants aged 18 years and older, with a confirmed diagnosis 
of type 2 diabetes for at least six months, who had no communication barriers or 
psychiatric disorders, and who voluntarily provided consent were included in the 
sample. This study adhered to the STROBE (Strengthening the Reporting of Obser-
vational Studies in Epidemiology) guidelines for observational research reporting.

Data Collection Tools
Two instruments were used for data collection: a Personal Information Form and the 
Disease Acceptance Scale (DAS), both prepared by the researchers after a thorough 
literature review.11,12

Personal Information Form
The form included one open-ended and eight closed-ended questions designed to 
gather descriptive data such as age, gender, marital status, educational background, 
employment status, occupation, and duration of diabetes diagnosis.

Disease Acceptance Scale
The DAS, originally developed by Felton et al.11 in 1984 and adapted into Turkish 
by Büyükkaya Besen and Esen12 in 2011, is a five-point Likert-type instrument with 
eight items. Responses are rated from 1 (“strongly agree”) to 5 (“strongly disagree”), 
with the sixth item reverse-coded. Total scores range from 8 to 40, with higher 
scores indicating greater disease acceptance. The Cronbach’s alpha of the Turkish 
version was reported as 0.79 in prior validation studies, while in the current study, 
internal consistency was found to be excellent (Cronbach’s α=0.92).

Data Collection
Data collection was carried out in both the outpatient and inpatient units of the 
hospital. All questionnaires were administered by the principal investigator through 
face-to-face interviews. Participants were approached during their routine follow-up 
appointments or hospital stays and were informed about the purpose and voluntary 
nature of the study. After obtaining informed consent, data were collected in a quiet 
setting without external interruptions. Each session lasted approximately 10–15 min-
utes, during which the researcher ensured that participants completed all items. 
The responses were reviewed on-site for completeness before the participants 
departed. No participant withdrew or refused participation during data collection.

Data Analysis
The data obtained from the study were transferred to a computer and analyzed 
using the SPSS 22.0 statistical package program. Data distribution was assessed 
using the Shapiro-Wilk test, and variance homogeneity was tested using the Levene 
test. When the appropriate assumptions were met, the independent samples t-test 
and one-way analysis of variance (ANOVA) (post-hoc Tukey/Games-Howell) were 
applied; when assumptions were not met, the Mann-Whitney U and Kruskal-Wallis 
tests (post-hoc Dunn-Bonferroni) were used. A two-tailed p<0.05 significance level 
was applied for all comparisons.

Ethical Responsibilities
Ethics committee approval was obtained from the Non-interventional Clinical Re-
search Ethics Committee of Burdur Mehmet Akif Ersoy University (Approval Number: 
GO/2024/45, Date: 03.01.2024) prior to the study to ensure its ethical appropriate-
ness. Both written and verbal consent were obtained from type 2 diabetes patients 
who agreed to participate in the study. Research and publication ethics were fol-
lowed in accordance with the Declaration of Helsinki.

Results
When the demographic and socioeconomic characteristics of the individuals with type 
2 diabetes who participated in the study were analyzed, the mean age of the partici-
pants was 58.93±12.40 years. Of the participants, 62.4% were female, 87.9% were mar-
ried, 52.4% were primary school graduates, and 68.7% were unemployed. Regarding oc-
cupational distribution, 46% of the participants were housewives. All participants used 
oral antidiabetic agents, and 36.1% had a diagnosis duration of 5 to 10 years (Table 1).

The mean scores, standard deviation, and Cronbach's alpha values of the Disease 
Acceptance Scale used in the study are presented in Table 2. The mean total scale 
score was calculated as 25.36±6.72, and Cronbach's alpha value of the scale was 
found to be 0.99, indicating that the scale has high internal consistency.

In the analyses performed to evaluate the relationship between the demograph-
ic characteristics of the participants and their scores on the Disease Acceptance 
Scale, statistically significant relationships were found between age, gender, marital 
status, educational status, employment status, occupation, and duration of diagno-
sis and the level of disease acceptance (p<0.005) (Table 3).

Table 1. Distribution of individuals with type 2 diabetes according to descriptive 
characteristics (N=282)

Descriptive characteristics	 N	 %

Gender		
	 Female	 176	 62.4
	 Male	 106	 37.6
Marital status		
	 Married	 248	 87.9
	 Single	 34	 12.1
Education		
	 Primary school	 148	 52.4
	 Middle school	 58	 20.5
	 High school	 46	 16.3
	 University and above	 30	 10.8
Employment status		
	 Working	 88	 31.3
	 Not working	 194	 68.7
Profession		
	 Housewife	 130	 46.0
	 Servant 	 72	 26.1
	 Worker	 62	 21.9
	 Retired	 18	 6.0
Type of diabetes treatment		
	 Oral antidiabetic agents	 282	 100
Duration of diagnosis (years)		
	 1—5	 88	 31.2
	 6-10	 102	 36.1
	 >10	 92	 32.7

Variable	 Mean±SD	 Min‐max

Age	 58.93±12.40	 32—76

SD: Standard deviation.
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Discussion
Diabetes is a chronic disease that continuously affects the lives of individuals; 
therefore, developing a positive attitude toward the disease plays a critical role in 
the success of disease management. It is frequently emphasized in the literature 
that individuals with low disease acceptance or negative attitudes should be identi-
fied, and nursing interventions should be planned to help modify their perceptions.13 
In this context, this study aimed to determine the level of disease acceptance 
among individuals with type 2 diabetes and the sociodemographic factors affecting 
this level. The findings obtained from this study reveal that these factors signifi-
cantly influence the level of disease acceptance.

A high level of disease acceptance in chronic diseases such as diabetes is an impor-
tant factor in disease management, treatment success, prevention of complications, 
and improvement of quality of life.14,15 In this study, the participants demonstrated a 
good level of disease acceptance. In a study conducted to determine the relationship 
between disease acceptance and glycemic control in individuals with type 2 diabetes, 
the mean Disease Acceptance Scale score was 25.01±6.20.16 In another study, the 
mean score was 27.82±5.70.17 In other studies in the literature, the mean scores ob-
tained from this scale ranged between 22.79±6.72 and 30.39±8.13.13,18—20 These re-
sults indicate that individuals with type 2 diabetes generally have a moderate to good 
level of disease acceptance. Furthermore, due to the item coverage of the scale used 
and the characteristics of the sample, high internal consistency was observed; how-
ever, this may also indicate the possibility of item similarity. Future research should 
expand validity evidence using item response theory.

In this study, a significant difference was found between the age variable and the 
level of disease acceptance. It was observed that individuals in the 40—65 age group 
had higher levels of disease acceptance compared to other age groups. This finding 
is in line with the study by Yılmaz et al.,16 which also found that individuals aged 
36—64 years had higher levels of disease acceptance than other age groups. Simi-
larly, Aktürk and Aydınalp18 reported that individuals with diabetes aged 36—50 years 
had higher levels of disease acceptance than those in other age groups.18 In addition, 
Bąk and Kunc-Małyjurek19 found that disease acceptance and life satisfaction were 
higher in patients aged 45—55 years than in those aged 55—60 years. This suggests 
that individuals in middle age may have a greater ability to accept the disease.

In this study, it was determined that men had higher levels of disease acceptance 
compared to women. The study by Yılmaz et al.16 also showed that men had higher 
levels of disease acceptance than women. Similarly, in the study by Can Çiçek and 
Gökdoğan,14 the disease acceptance level of men was found to be statistically sig-
nificantly higher than that of women. However, Rogon et al.20 found no significant 
difference between gender and the level of disease acceptance. This discrepancy 
may have resulted from differences in the sample characteristics of the studies.

A significant relationship was found between the educational level of the partic-
ipants and their level of disease acceptance, with higher mean scores observed 
among individuals with university-level or higher education. In the literature, Yılmaz 
et al.16 reported that the level of disease acceptance was higher among individuals 
with primary and secondary education. However, in the study by Aktürk and Aydı-
nalp,18 it was shown that individuals with university education had higher disease 
acceptance levels than those in other educational groups.18 The study by Döner et 
al.13 also supports the findings of this study, showing that individuals with type 2 
diabetes and higher educational levels had higher disease acceptance scores. It 
can be said that as the level of education increases, individuals’ ability to cope with 
and accept the disease increases, allowing them to accept the disease more easily. 
Conversely, individuals who lack sufficient information about the disease may have 
difficulty accepting it, which may negatively affect their acceptance scores.

In the present study, it was found that the mean disease acceptance scores of 
individuals who were employed were higher than those who were not employed. 

This finding is consistent with the study by İlaslan et al.,21 in which the disease 
acceptance levels of actively working individuals with type 2 diabetes were found 
to be higher than those of individuals who were not working. Similar results were 
obtained in the study by Şireci and Yılmaz Karabulutlu,17 where it was determined 
that the disease acceptance levels of working individuals were higher than those of 
non-working individuals. This finding indicates that the level of disease acceptance 
is also influenced by social and economic factors such as employment status.

When the relationship between the duration of diagnosis and the level of disease 
acceptance was examined, it was found that individuals diagnosed within the past 
1—5 years had higher disease acceptance scores. Similarly, in the study by Aktürk 
and Aydınalp,18 individuals with a diagnosis duration of 0—4 years were found to 
have higher levels of disease acceptance. In the study conducted by İlaslan et al.,21 
disease acceptance levels were found to decrease as the duration of diagnosis 
increased among individuals with type 2 diabetes. This suggests that individuals 
may experience greater difficulty accepting the disease as the duration of diagnosis 
increases, which may negatively affect their acceptance levels.

Finally, it was found that the mean disease acceptance scores of individuals with 
another chronic disease were statistically significant. This finding is consistent with 
the study by Yılmaz et al.,16 which showed that individuals with type 2 diabetes 
and no other chronic disease had higher levels of disease acceptance. However, 
in the study by Aktürk and Aydınalp,18 it was found that individuals with diabetes 
and another chronic disease had higher levels of disease acceptance than those 
with diabetes alone. This difference indicates that individuals' coping capacity with 
chronic diseases and their disease acceptance processes are influenced by both 
individual and disease-specific factors.

Given these sociodemographic patterns in disease acceptance, we delineate prag-
matic implications for individualized care in routine nursing practice. Our findings 

Table 2. Mean scores, standard deviation, and Cronbach's alpha value of the 
disease acceptance scale

Scale	 Score range	 Mean	   SD	 Cronbach’s alpha 

Total	 8—40	 25.36	 6.72	 0.92

SD: Standard deviation.

Table 3. Mean scores of participants according to their descriptive characteris-
tics (n=282)

Descriptive characteristics	 Disease acceptance scale

Age (years)		
	 <40	 25.37±5.77	 KW: 27.005
	 40—65	 26.89±5.24	 p=0.000
	 >65	 23.12±5.64
Gender		
	 Female	 24.90±6.04	 Z: -2.100
	 Male	 26.54±4.85	 p=0.036
Marital status		
	 Married	 25.89±5.53	 Z: -2.971
	 Single	 22.82±6.04	 p=0.003
Education			 
	 Primary school	 25.36±5.80	 KW: 10.582
	 Middle school	 26.00±4.03	 p=0.032
	 High school	 26.56±5.45
	 University and above	 27.00±5.48	
Employment status		
	 Working	 27.88±4.57	 Z: -4.508
	 Not working	 24.45±5.81	 p=0.000
Profession		
	 Housewife	 24.46±5.95	 KW: 23.052
	 Retired	 26.88±5.25	 p=0.000
	 Worker	 28.52±3.82
	 Servant	 24.69±5.79
Duration of diagnosis (years)		
	 1—5	 26.77±5.26	 KW: 16.448
	 6-10	 26.15±5.76	 p=0.000
	 >10	 23.63±5.53
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suggest that disease acceptance varies across sociodemographic strata (e.g., 
longer diagnosis duration, employment status), indicating that individualized care 
plans can be operationalized through brief, routine screening and risk-stratified 
support. In practical terms, nurses can integrate a brief 1—2-minute Acceptance of 
Illness Scale (AIS) check during visits to identify patients with lower acceptance 
who are more likely to disengage from self-management. For these patients, care 
plans should emphasize motivational interviewing, teach-back for key skills (e.g., 
medication adherence, self-monitoring of blood glucose [SMBG]), and problem-solv-
ing training focused on day-to-day barriers to diet and physical activity—delivered 
through short, structured touchpoints that fit within the clinic workflow.

Limitations
This study has several limitations. First, it was conducted in a single public hospital, 
which limits external validity; findings may not generalize to other regions, care set-
tings, or patients managed with insulin. Second, the cross-sectional design precludes 
causal inference. Third, outcomes and predictors were obtained via self-report instru-
ments (including the Acceptance of Illness Scale), which are vulnerable to recall and 
social desirability biases as well as common-method variance; objective clinical or 
behavioral corroboration was not available. Fourth, diet adherence and physical activ-
ity were not assessed. Finally, treatment modality was uniform in our sample (all par-
ticipants used oral antidiabetic agents), potentially restricting variability and limiting 
generalizability to insulin-treated populations. Future studies should use multi-center, 
multi-region samples with larger size, incorporate objective behavioral and clinical 
measures (e.g., activity tracking, dietary records), and employ prospective or longi-
tudinal designs to better address these sources of bias and strengthen inference.

Conclusion 
This study explored that the level of disease acceptance among individuals with 
diabetes was generally high, and various sociodemographic factors such as age, 
gender, marital status, educational status, employment status, occupation, and du-
ration of diagnosis significantly affected the level of disease acceptance. In line 
with the findings obtained, it is strongly recommended that the disease acceptance 
levels of individuals with diabetes be evaluated periodically and that appropriate in-
terventions be planned to increase disease acceptance based on these evaluations. 

Health professionals should adopt an individualized care approach in diabetes man-
agement and provide the necessary support by considering the sociodemographic 
characteristics of individuals. In particular, identifying individuals with low levels of 
disease acceptance and developing strategies to increase their acceptance levels 
can enhance success in disease management. In this context, interventions such 
as educational programs, psychosocial support services, and regular follow-up sys-
tems may facilitate acceptance of the disease among individuals with diabetes.

In addition, further research involving larger and more diverse sample groups is 
needed to better understand the effects of sociodemographic factors on diabetes 
management. Such studies will contribute to the development of more effective 
strategies for diabetes management.
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Mental Recovery and Healthy Lifestyle Behaviors in Individuals with
Kidney Disease: A Cross-sectional Study

Abstract

Background: Nurses provide psychosocial care through individualized and recovery-oriented approaches and play a 
critical role in supporting patients’ mental recovery and promoting adherence to healthy lifestyle behaviors among 
individuals with kidney disease. Kidney disease affects psychological well-being, yet the concept of mental recovery and 
its relationship with healthy lifestyle behaviors remains understudied.

Aim: This study aimed to investigate mental recovery and healthy lifestyle behaviors in patients with kidney disease.

Methods: This descriptive and correlational study was conducted between January and September 2023. A total of 
138 patients completed a demographic information form, the Mental Recovery Scale (MRS), and the Health Promoting 
Lifestyle Profile II (HPLP II). Data were collected through face-to-face surveys. Descriptive statistics, Pearson correla-
tion, and simple and multivariate regression analyses were used to analyze the data.

Results: The mean age of participants was 49.59±12.54 years, 52.9% were male, and the mean duration of diagnosis 
was 42.74±52.23 months. The mean scores were 85.04±8.14 for the MRS and 135.70±18.43 for the HPLP II. The results 
indicated a positive and significant relationship between the total MRS score and the HPLP II subscales—Health Re-
sponsibility, Nutrition, Spiritual Growth, Interpersonal Relationships, and Stress Management. Mental recovery was sig-
nificantly predicted by health responsibility, nutrition, spiritual growth, interpersonal relationships, stress management, 
and overall health-promoting lifestyle behaviors.

Conclusion: Mental recovery was found to be moderately high and closely linked to health-promoting lifestyle behaviors. 
These findings suggest that promoting healthy lifestyle behaviors may enhance mental recovery in individuals with 
kidney disease and support more holistic psychosocial care.

Keywords: Healthy lifestyle, kidney, mental recovery, nurse
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Introduction
Globally, chronic kidney disease (CKD) affects over 800 million people—more than 10% of the world’s popula-
tion.1 Despite clinical guidelines recommending that patients adhere to a healthy diet, engage in at least 150 
minutes of physical activity per week, maintain a healthy body weight, avoid tobacco use, and limit alcohol 
consumption, international studies report that most individuals with CKD do not meet these lifestyle tar-
gets.2,3 Importantly, this suboptimal adoption of health‑promoting behaviors has been shown to hinder the 
recovery process and may exacerbate both clinical and psychological outcomes in this population.4 While 
clinical recovery in chronic kidney disease has been extensively examined using physiological indicators 
such as laboratory findings and dialysis outcomes, the mental dimension of recovery remains underex-
plored.2,3 Previous studies have primarily focused on mental disorders such as depression and anxiety in 
patients with kidney disease.5,6 Erbay et al.7 reported that individuals on the kidney transplant waiting list 
exhibited high levels of depression, which were significantly associated with maladaptive coping strategies. 
However, the holistic concept of mental recovery has often been overlooked.8,9 

Mental recovery refers to a subjective and dynamic process that encompasses essential components for adapt-
ing to chronic illness, such as personal empowerment, hope, finding meaning, and social support.10 Patients 
actively participate in the mental recovery process by recognizing and mobilizing their strengths.8 This process 
involves making autonomous decisions about how to live with and adapt to the illness.7 Finding meaning plays a 
central role in the process of mental recovery, as individuals reinterpret their experiences by re-evaluating their 
lives, setting goals, adopting coping strategies, and developing a spiritual perspective.9,10 Hope also represents 
another important component of this process, characterized by belief in the possibility of recovery and an opti-
mistic outlook toward future outcomes.7,11 Developing emotionally supportive relationships with family members, 
peers, and healthcare providers further promotes mental recovery.1,7 The mental recovery process of individuals 
with kidney disease aligns with health promotion and recovery-oriented models.12—15 In this context, one of the 
important factors that may support mental recovery is the adoption of health-promoting lifestyle behaviors.16

This finding indicates that health can be enhanced by integrating mental recovery with lifestyle behaviors. Within 
this context, theoretical frameworks such as Pender’s Health Promotion Model provide a robust foundation for 
interpretation and application.14,15 The Health Promotion Model aims to support individuals in achieving optimal 
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levels of health. According to this model, health-promoting lifestyle behaviors can lead 
to significant improvements in both physical and mental health.17 Health responsibility, 
nutrition, and interpersonal relationships are particularly important for individuals with 
chronic diseases.16 While some studies suggest that health-promoting lifestyle behav-
iors improve both physical and mental outcomes in kidney patients,3,14 Choi et al.2 pro-
vided supporting evidence for this association. They demonstrated that higher levels of 
health-promoting behaviors were significantly associated with improved physical func-
tioning and reduced psychological distress among hemodialysis patients. However, the 
specific relationship between these behaviors and mental recovery remains unclear.2,3

Nurses must possess adequate knowledge to provide professional and effective 
biopsychosocial care. To achieve this, nursing practices should be restructured and 
sustained through individualized and recovery-oriented approaches.18 Given the em-
phasis on holistic, biopsychosocial care in nursing, understanding how mental recovery 
is shaped and how it relates to lifestyle factors in individuals with chronic kidney dis-
ease is essential.19 Therefore, further research on this relationship is anticipated to pro-
vide valuable guidance for psychosocial care within nursing practice. This study aimed 
to determine the levels of mental recovery and health-promoting lifestyle behaviors 
among individuals with kidney disease and to examine the relationship between them.

Research Questions 
1.	 Is there a relationship between healthy lifestyle behaviors and mental recovery 

among individuals with kidney disease?
2.	 Do healthy lifestyle behaviors significantly predict mental recovery in individu-

als with kidney disease?

Materials and Methods

Study Design and Sample
This study employed a descriptive and correlational design. It was conducted in 
the nephrology clinic and hemodialysis unit of a training and research hospital in 
the capital of Türkiye between January and September 2023. The study population 
consisted of patients receiving treatment in the clinic and the unit. Based on a 95% 
confidence level and an estimated population of 200 patients treated in the previous 
year, the required sample size was calculated as 132 using Raosoft’s online calcu-
lator.20 To account for potential non-responses and incomplete data, 138 patients 
were recruited. Inclusion criteria were: being between 18—65 years of age, having a 
diagnosis of kidney disease, being able to communicate in Turkish, and agreeing to 
participate in the study. Exclusion criteria included the presence of physical condi-
tions that could interfere with data collection, such as severe fatigue or intense pain. 
In addition, individuals with psychiatric disorders not in remission were excluded, as 
active psychiatric symptoms could impair the reliability of self-reported responses. 

Data Collection Tools
Three data collection tools were used in the study: the Introductory Information 
Form, the Mental Recovery Scale (MRS), and the Health Promoting Lifestyle Profile 
II (HPLP II).

Introductory Information Form
This form was prepared by the researchers based on a review of the literature.4,21 It 
consisted of eight items, including questions on age, gender, and similar character-
istics, as well as the duration of illness and the presence of comorbid physical and 
mental disorders.

Mental Recovery Scale (MRS)
The scale, developed by Doğan10 in 2021, is used to assess mental recovery in in-
dividuals who experience physical illness. It is a single-factor, 24-item, five-point 
Likert type scale developed in the Turkish language. Items 4, 8, and 9 of the scale 
are reverse-scored. A high total score on the scale indicates a high level of mental 
recovery. The Cronbach's alpha coefficient of the scale is 0.95. In this study, the 
Cronbach's alpha value of the scale was 0.70.

Health Promoting Lifestyle Profile II (HPLP II)
This scale was developed by Walker et al.22 in 1996 to assess individuals’ health-
promoting behaviors. It is a 52-item, four-point Likert-type scale with a six-factor 
structure. An increase in the total score of the scale indicates a higher level of en-
gagement in healthy lifestyle behaviors adopted by the individual. The Turkish va-

lidity and reliability study was conducted by Bahar et al.,17 who reported Cronbach's 
alpha values ranging from 0.64 to 0.80 for the six factors and 0.92 for the overall 
scale. In this study, the Cronbach's alpha value of the scale was found to be 0.92.

Data Collection
Data collection was carried out between January and September 2023. All patients 
who were hospitalized in the clinic where the study was conducted or who received 
outpatient treatment in the hemodialysis unit of the same clinic were approached for 
participation. Patients who met the predefined inclusion criteria were referred to the 
researcher by nurses not involved in the research process in order to reduce selec-
tion bias. After informing the patients about the purpose and procedures of the study, 
data were collected through face-to-face interviews conducted by the researcher. A 
total of 142 patients were approached, and 138 agreed to participate, resulting in a 
response rate of 97.2%. Each interview lasted approximately 20–25 minutes and was 
conducted in a private setting within the clinic or dialysis unit. 

Data Analysis
All statistical analyses were performed using the Statistical Package for the Social 
Sciences version 26.0 (IBM, New York, USA). The dataset was checked for missing data, 
and none were found. Numbers, percentages, means, standard deviations, and mini-
mum-maximum values were used for descriptive variables. The Kolmogorov-Smirnov 
test and skewness-kurtosis coefficients were analyzed to assess the normal distribu-
tion of the patients’ scale scores. Skewness and kurtosis coefficients were within the 
range of ±1.5.23 The correlations between the scale scores were analyzed using the 
Pearson test, a parametric test. The effects of predictor variables on the predicted vari-
able were examined through simple and multivariate regression analyses. Data were 
analyzed at a 95% confidence interval, with statistical significance set at p<0.05.

Ethical Considerations
The compliance of the study with ethical principles was evaluated by the Univer-
sity of Health Sciences Gülhane Training and Research Hospital Clinical Research 
Ethics Committee (Approval Number: 2022/3, Date: 09.02.2022). Informed consent 
was read to the patients, and their verbal and written consent was obtained. The 
study was conducted in accordance with the principles outlined in the Declaration 

Table 1. Sociodemographic and disease characteristics of the participants (n=138) 

Sociodemographic and disease	 n		  % 
characteristics of the participants	

Age (mean±SD)		  49.59±12.54
Gender		
	 Female	 65		  47.1
	 Male	 73		  52.9
Marital status		
	 Married	 101		  73.2
	 Single	 37		  26.8
Employment status		
	 Working          	 41		  29.7
	 Not working        	 97		  70.3
Education status		
	 Primary school graduate                  	 60		  43.5
	 High school graduate   	 45		  32.6
	 Bachelor's/Master's/PhD graduate	 33		  23.9
Duration of diagnosis (months)		  42.74±52.23 
Comorbid physical illness	
	 Yes 	 92		  66.7
	 No	 46		  33.3
Comorbid mental illness	
	 Yes	 16		  11.6
	 No	 122		  88.4

SD: Standard deviation
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of Helsinki. Permission to use the HPLP II was obtained from the original authors 
via e-mail correspondence prior to data collection. The MRS was developed by the 
first author in a previous doctoral dissertation study. Therefore, since the scale was 
created by the researcher, no additional permission was required for its use.

Results
The mean age of the patients was 49.59±12.54 years; 52.9% were male, and 73.2% 
were married. A total of 70.3% of the patients were not employed, and 43.5% were 
primary school graduates. The mean duration of diagnosis was 42.74±52.23 months. 
In addition, 66.7% of the patients had a physical illness accompanying kidney dis-
ease, and 11.6% had a mental illness (Table 1).

The mean total score of the MRS was 85.04 (min=65, max=104, standard deviation 
[SD]=8.14), and the mean total score of the HPLP II was 135.70 (min=85, max=175, 
SD=18.43). The total MRS score showed a significant positive correlation with all 
subdimension scores of the HPLP II, excluding physical activity. A significant positive 
correlation was also found between the total MRS score and the total HPLP II score 
(r=0.51; p<0.05) (Table 2).

In this study, the regression model examined the predictors of mental recovery 
among patients with kidney disease. Each subdimension of health-promoting be-
haviors that demonstrated significant correlations, as well as the total score, was 
analyzed separately by constructing individual models with mental recovery as the 
dependent variable. Subsequently, all significant subdimensions were entered into 
a multiple regression model. This approach aimed to evaluate changes in their indi-
vidual effects when considered together with other subdimensions and to identify 
variables with truly independent and unique contributions. In addition, the overall 

explanatory power of these variables was determined when examined collectively. 
Table 3 shows that when the five healthy lifestyle behaviors (health responsibility, 
nutrition, spiritual growth, interpersonal relationships, and stress management) were 
simultaneously included in the regression model, they explained 35% of the variance 
in mental recovery. In addition to the subdimensions of health responsibility (β=0.39, 
R2=0.14), nutrition (β=0.44, R2=0.19), spiritual growth (β=0.43, R2=0.18), interpersonal 
relations (β=0.57, R2=0.32), and stress management (β=0.40, R2=0.15), the total 
score of the Healthy Lifestyle Behaviors Scale (β=0.51, R2=0.25) was also found to 
be a significant predictor of the total score of the Mental Recovery Scale (Table 3).

Discussion
Addressing mental recovery in individuals with kidney disease is critically important 
for improving psychosocial care. In this study, mental recovery was found to be at a 
moderate level among patients with kidney disease. This finding is consistent with 
existing literature, which highlights the presence of various psychological problems 
such as depression, anxiety, and psychological distress in this population.2,24 How-
ever, this study conceptualizes mental recovery as a subjective and multidimen-
sional process that differs from clinical recovery (e.g., reduction of symptoms or 
return to pre-illness functioning) or the mere absence of psychological problems.10 
The finding of moderate mental recovery suggests that patients may find some 
meaning in their illness, maintain hope, and receive support from their environment, 
yet the recovery process may not be fully internalized or experienced. The lack of 
holistic and recovery-oriented care approaches in both clinical settings and the 
broader community where the study was conducted may also contribute to this 
outcome. Therefore, nurses should focus on psychosocial care that includes the 
assessment and enhancement of mental recovery in patients with kidney disease.

Table 2. Descriptive findings and correlation matrix

Scales and subscales	 1	 2	 3	 4	 5	 6	 7	 8	 Mean±SD	 Min-max

1.	 Health responsibility
	 r	 —	 0.37	 0.57	 0.55	 0.74	 0.52	 0.84	 0.39	 24.50±4.27	 11—33
	 p			   <0.001	 <0.001	 <0.001	 <0.001	 <0.001	 <0.001	 <0.001	
	
2.	 Physical activity
	 r		  1	 -0.02	 0.6	 0.46	 0.34	 0.61	 0.07	 12.52±4.03	 8—25
	 p				    0.76	 <0.001	 <0.001	 <0.001	 <0.001	 0.37	
	
3.	 Nutrition
	 r			   1	 0.19	 0.52	 0.41	 0.60	 0.44	 26.03±4.35	 15—32
	 p					     0.02	 <0.001	 <0.001	 <0.001	 <0.001	
	
4.	 Spiritual growth
	 r				    1	 0.77	 0.54	 0.81	 0.43	 26.13±4.13	 18—35
	 p						      <0.001	 <0.001	 <0.001	 <0.001	
	
5.	 Interpersonal relationships
	 r					     1	 0.65	 0.92	 0.57	 26.19±4.51	 13—34
	 p							       <0.001	 <0.001	 <0.001	
	
6.	 Stress management
	 r						      1	 0.73	 0.40	 20.33±2.94	 10—28
	 p							       <0.001	 <0.001		
7.	 HPLP II total
	 r							       1	 0.51	 135.70±18.43	 85—175
	 p								        <0.001
8.	 MRS total
	 r								        1	 85.04±8.14	 65—104
	 p										        

SD: Standard deviation; HPLP II: Health promoting lifestyle profile II; MRS: Mental recovery scale. 
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In this study, Model 1 indicated that health responsibility accounted for 14% of 
the variance in mental recovery. A higher sense of health responsibility among 
these patients may enhance their perceived control over their health status and 
enable them to participate more consciously and effectively in the recovery 
process.3 Nielsen et al.25 found that kidney patients in the transplant process 
began to accept their illness as they took responsibility for their treatment and 
care. In the study by Jenkins et al.,26 one of the modules in a psychosocial pro-
gram designed for individuals with chronic kidney disease was titled “I Can.” 
This module aimed to help patients recognize their strengths, thereby facilitating 
their ability to cope with the disease. Acceptance of the illness and approaches 
that direct individuals toward their internal resources are considered fundamen-
tal elements of mental recovery.

In this study, Model 2 showed that nutrition explained 19% of the variance in mental 
recovery. Healthy lifestyle behaviors such as healthy nutrition contribute to positive 
health outcomes in patients with kidney disease.2 Healthy nutrition enhances physi-
cal well-being, which may strengthen patients’ positive expectations for the future.27 
Patients who adhere to disease-appropriate dietary plans are more likely to engage 
actively in the treatment process. These effects may facilitate patients’ mental re-
covery and help explain the relationship observed in this study. 

Although previous studies have demonstrated the positive effects of physical activ-
ity on both physical and mental health, its role in mental recovery was not found to 
be statistically significant in this study’s analyses, which is a noteworthy finding.2,28 
It is recommended that the relationship between physical activity and mental recov-
ery be examined using different scales and in different populations.

According to the results, spiritual growth contributed to 18% of the variance in 
mental recovery in Model 3. Studies conducted with hemodialysis patients have 
shown that spirituality is associated with lower levels of depression and higher 
quality of life,29 as well as reduced suicide risk and better mental health out-
comes.30 During the recovery process, patients may feel the need to surrender 
control to a higher power. In this context, finding meaning in the illness experience 
supports mental recovery.10 

The analysis showed that in Model 4, interpersonal relations accounted for 32% of 
the variance in mental recovery. In fact, interpersonal relations were found to be 
the strongest lifestyle predictor of mental recovery in this study, highlighting the 
importance of building and maintaining supportive social connections for mental 
recovery. Patients are not alone in the recovery process; relationships and support 
systems play a critical role.24 Kapadi et al.11 demonstrated the positive impact of 
practical and emotional support received from loved ones, healthcare professionals, 
and peers on the psychosocial adjustment of individuals undergoing hemodialysis. 

This study also demonstrated that in Model 5, stress management explained 15% of 
the variance in mental recovery. Considering the relationship between stress man-
agement and mental recovery in this study, it can be suggested that effective stress 
management may contribute positively to the mental recovery process. Kidney-re-
lated diseases are significant stressors and require effective management. Wen et 
al.4 reported that a healthy coping style was associated with better mental health 
among hemodialysis patients. Optimism, as a coping strategy, may reduce stress 
levels and facilitate mental recovery.4,14

In the present study, it was observed that in Model 7, healthy lifestyle behaviors—
excluding physical activity—collectively explained 35% of the variance in mental re-
covery. This finding suggests that adopting healthy lifestyle behaviors is essential 
for promoting mental recovery among patients with kidney disease. Therefore, it is 
recommended that healthcare professionals consider these results when planning 
interventions aimed at improving patients’ psychological well-being. While the im-
portance of healthy lifestyle behaviors in the recovery process has been acknowl-
edged in the literature, their specific effects on mental recovery have not been 
sufficiently clarified.3 As a novel contribution, this study highlights the significant 
impact of healthy lifestyle behaviors on mental recovery. These results underscore 
the critical importance of incorporating healthy lifestyle behaviors into care prac-
tices, particularly when focusing on the mental dimension of recovery.

Limitations and Strengths
This study has both strengths and limitations. One strength is that, to our knowl-
edge, this was the first study to examine the concept of mental recovery rather 

Table 3. The effect of healthy lifestyle behaviors on mental recovery: Regression analysis

Model	 Predictors		 Unstandardized		 Standardized	 t	 F	 Adjusted R2

			   B		  SE	 β	 p

Model 1	 Health responsibility	 0.74		  0.15	 0.39	 4.937	 24.37	 0.14
							       <0.001
Model 2	 Nutrition	 0.83		  0.14	 0.44	 5.789	 33.51	 0.19
							       <0.001
Model 3	 Spiritual growth	 0.84		  0.15	 0.43	 5.574	 31.07	 0.18
							       <0.001
Model 4	 Interpersonal relationships	 1.03		  0.12	 0.57	 8.174	 66.82	 0.32
							       <0.001
Model 5	 Stress management	 1.11		  0.21	 0.40	 5.161	 26.63	 0.15
							       <0.001
Model 6	 HPLP II total	 0.22		  0.03	 0.51	 6.988	 48.82	 0.25
							       <0.001
Model 7	 Health responsibility	 -0.36		  0.20	 -0.18	 -1.733	 15.81	 0.351
							       0.08
		  Nutrition	 0.50		  0.17	 0.27	 2.896
							       0.004
		  Spiritual growth	 0.19		  0.23	 0.09	 0.818
							       0.41
		  Interpersonal relationships	 0.86		  0.27	 0.48	 3.165
							       0.002
		  Stress management	 0.06		  0.25	 0.02	 0.251
							       0.80

All regression models were statistically significant (F-test, p<0.001). B: Unstandardized regression coefficient; β: Standardized regression coefficient; SE: Standard error; F: F-statistic (ANOVA F-test value)
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than mental ill health in kidney patients. One limitation of this study is its single-
center design, which may constrain the generalizability of the findings. Secondly, 
the limited number of similar studies on this topic posed a challenge in evaluating 
and interpreting the findings in relation to the existing literature. Future research 
is recommended to investigate mental recovery and its influencing factors in this 
or similar populations.

Conclusion
This study highlights the importance of addressing mental recovery as an integral 
component of holistic psychosocial care in individuals with kidney disease. The find-
ings revealed that patients exhibited a moderate level of mental recovery, which 
was significantly associated with health-promoting lifestyle behaviors. In particular, 
interpersonal relationships emerged as the strongest predictor of mental recov-
ery, emphasizing the critical role of social connection and support in the recovery 
process. Health-promoting lifestyle behaviors may serve as supportive pathways 
for strengthening mental recovery. These findings demonstrate that mental recov-
ery is a multidimensional construct influenced not only by clinical outcomes but 
also by lifestyle-related factors. The findings of this study highlight the potential to 
integrate a mental recovery perspective into nursing care plans, thereby enhancing 
the overall well-being of this population. Subdimensions of a healthy lifestyle should 
be incorporated into all interventions targeting mental recovery. Mental recovery 
can be facilitated by promoting health responsibility through providing education 
about the illness and treatment process, as well as by providing tailored nutritional 
counseling. Furthermore, nurses, as leaders in psychosocial care, should design 
key interventions for mental recovery by teaching stress management strategies 
and emphasizing spirituality as a source of empowerment. Finally, the results un-
derscore the critical role of interpersonal relationships. Nurses can support mental 
recovery by implementing interventions that reduce feelings of isolation, such as 
support groups, communication skills training, and family involvement. Future re-
search should employ longitudinal and interventional designs in diverse populations 
to better understand the underlying mechanisms of these relationships. Additional 
factors that may influence the variables affecting mental recovery identified in this 
study should be examined, and new models should be developed in future research. 
Finally, studies with larger samples and the use of advanced modeling techniques, 
such as structural equation modeling (SEM), are also recommended.
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Thirst Distress and Associated Factors in Hospitalized Internal Medicine 
Patients: A Descriptive Study

Abstract

Background: Thirst is a distressing yet often overlooked symptom in hospitalized patients, particularly those under fluid 
or oral intake restrictions. Despite its relevance to patient comfort, its clinical determinants remain insufficiently studied 
in internal medicine settings. Nurses, as primary providers of symptom management, play a critical role in recognizing 
and addressing thirst.

Aim: This study aimed to evaluate the level of thirst distress among patients hospitalized in internal medicine units and 
to identify demographic and clinical factors associated with thirst.

Methods: A descriptive cross-sectional design was employed in the internal medicine units of a tertiary hospital be-
tween July and December 2024. Using the known population formula at a 95% confidence level, 271 patients meeting 
inclusion criteria were recruited. Data were collected through a Demographic Characteristics Questionnaire and the 
Thirst Discomfort Scale (TDS). Data were analyzed using independent t-tests, one-way analysis of variance (ANOVA), 
and multiple linear regression.

Results: According to the results of the study, among the patients, 52.4% were male, and the participants had a mean 
age of 65.92±14.63 years and a mean Body Mass Index (BMI) of 25.47±4.78 kg/m2. Most patients had no dietary re-
strictions, with 91.5% reporting no oral restriction, 93.4% no fluid restriction, and 50.6% no salt restriction. The mean 
total TDS score was 26.36±11.04, reflecting a low-to-moderate level of thirst distress. Higher levels of thirst distress 
were observed among patients who were female, consumed alcohol, had oral or fluid restrictions, were diagnosed with 
hypertension, or used opioids (p<0.05). Multiple linear regression analysis identified female gender (B=4.75, p=0.004) 
and oral restriction (B=8.04, p=0.02) as independent predictors of thirst distress. 

Conclusion: Although thirst distress was generally low to moderate, certain groups—specifically those with oral or fluid 
restrictions, alcohol use, hypertension, or opioid therapy—reported significantly higher discomfort. Integrating routine 
thirst assessment, oral care, and individualized fluid management into nursing protocols may improve patient outcomes 
and enhance comfort.
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Introduction
Thirst is a fundamental physiological sensation that plays a vital role in maintaining fluid balance and homeosta-
sis. It is often described not only as a biological need but also as a subjective experience influenced by various 
factors, such as dry mouth, taste perception, psychological stress, and social habits.1,2 In hospitalized patients, 
particularly those undergoing treatment regimens that restrict oral or fluid intake, thirst may become a source 
of significant distress, negatively impacting comfort, recovery, and emotional well-being.3,4 Despite its frequent 
occurrence, thirst is commonly overlooked in clinical practice and underprioritized in nursing care plans.5

Thirst distress can be categorized into osmotic and hypovolemic types, each regulated by complex physio-
logical mechanisms involving antidiuretic hormone release and the restoration of fluid volume.6 Studies have 
shown that thirst intensity may increase in the presence of comorbidities such as heart failure, diabetes, or 
hypertension, and may be further exacerbated by the use of diuretics or opioids.6—8 Moreover, psychological 
outcomes such as anxiety, helplessness, and fatigue have been associated with unrelieved thirst in hospital-
ized patients, especially those in critical or palliative care units.9,10

Although thirst has been widely investigated in intensive care, surgical, and palliative care settings.11,12 there 
remains a notable gap in research focusing on general internal medicine units. A previous study indicated 
that thirst prevalence may reach 70% in intensive care patients,13 while in surgical populations the prevalence 
of moderate to severe thirst has been reported between 53.2% and 69.8%, and among patients with heart 
failure, approximately 66.7% have reported experiencing moderate to severe thirst distress.14,15 However, the 
literature lacks studies assessing thirst distress using validated measurement tools in patients hospitalized 
in standard internal medicine wards, particularly those with chronic diseases and complex medication regi-
mens. In Türkiye, there are no comprehensive studies evaluating thirst distress among hospitalized patients 
in internal medicine units using structured assessment tools. Given the potential for thirst to disrupt patients’ 
comfort and physiological stability, it is essential for nursing professionals to systematically evaluate and 
manage this symptom. Nurses play a central role in recognizing and alleviating thirst through routine symp-
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tom assessments, oral care practices, fluid management, and individualized com-
fort interventions. By integrating thirst assessment into nursing protocols, they can 
help reduce symptom burden, improve patient satisfaction, and support recovery. 
This study aims to address this gap by assessing thirst distress and identifying 
its associated factors among patients hospitalized in internal medicine units. The 
results are expected to inform clinical practice and provide evidence for future 
intervention strategies to enhance patient comfort and care outcomes.

Research Question
1.	 What is the level of thirst distress among patients hospitalized in internal 

medicine units?
2.	 Which sociodemographic and clinical factors are associated with the thirst ex-

perience of patients hospitalized in internal medicine units?

Materials and Methods

Study Design
The study was designed and conducted as a descriptive study.

Population and Sample
The study population consisted of patients hospitalized in the internal medicine sub-
units, including neurology, cardiology, chest diseases, infectious diseases, nephrol-
ogy, endocrinology, oncology, and gastroenterology, of the hospital. These internal 
medicine units operate within the hospital’s total bed capacity of 550. Data collec-
tion was conducted between July and December 2024. The required sample size 
was calculated using the known population formula (n = N·t2·p·q / [d2 (N–1) + t2·p·q]) 
at a 95% confidence level with a 0.05 margin of error, yielding a required sample of 
235 patients. To account for potential dropouts, the sample size was increased by 
15%, resulting in a final study group of 271 patients who met the inclusion criteria.

Inclusion Criteria
Patients who met the following criteria were included in the study:

•	 Aged 18 years or older,
•	 Hospitalized in internal medicine units,
•	 Conscious and able to communicate,
•	 Provided informed consent to participate.

Exclusion Criteria
Patients were excluded if they:

•	 Had altered consciousness (unable to cooperate),
•	 Had a psychiatric diagnosis.

Data Collection Instruments
Data were collected using the Demographic Characteristics Questionnaire and the 
Thirst Discomfort Scale (TDS).

Demographic Characteristics Questionnaire
This questionnaire, developed based on a review of the literature, includes items 
assessing participants' demographic characteristics such as age, gender, marital 
status, educational level, employment status, and daily fluid intake habits.5,9,11,16—18

Thirst Discomfort Scale (TDS)
The TDS was developed by Çiftçi et al.19 in 2023. The scale consists of 12 items 
grouped into three subdimensions: intraoral movements (items 1—5), psychological 
movements (items 6—8), and extraoral movements (items 9—12). The scale is struc-
tured as a five-point Likert-type scale (1=Not at all disturbing, 2=Slightly disturbing, 
3=Moderately disturbing, 4=Very disturbing, 5=Extremely disturbing). Higher scores 
indicate higher levels of thirst discomfort. The overall Cronbach’s alpha reliability 
coefficient of the scale was reported as 0.88, while in this study, the reliability coef-
ficient was calculated as 0.91.

Implementation of Data Collection Instruments
Data were collected through face-to-face interviews conducted by the researchers, 
following confirmation that each participant met the inclusion criteria. The data col-

lection process took place on weekdays between 09:00 and 16:00 and lasted ap-
proximately 15–20 minutes per participant. Patients were approached in their rooms 
after obtaining verbal consent. To ensure consistency and reliability, data collectors re-
ceived standardized training on how to conduct interviews in a neutral and non-lead-
ing manner. A pilot study was conducted with 10 patients to evaluate the clarity and 
feasibility of the data collection tools. Feedback from the pilot was used to make minor 
adjustments, and data from these participants were excluded from the final analysis.

Data Analysis
The collected data were analyzed using SPSS Statistics for Windows, Version 
27.0 (IBM Corp., Armonk, NY, USA). Normality tests were performed using the Kol-
mogorov–Smirnov and Shapiro–Wilk tests. Descriptive statistics were presented 
as mean±standard deviation (SD) and minimum–maximum values for continuous 
variables, while categorical variables were presented as frequency and percentage. 
Independent t-tests were used to compare normally distributed continuous vari-
ables between two independent groups. One-way analysis of variance (ANOVA) was 
applied to compare normally distributed continuous variables across three or more 
independent groups. Multiple linear regression analysis was conducted to deter-
mine the independent effects of sociodemographic and clinical factors on patients’ 
thirst distress levels. Variables found to be significant in the bivariate analyses were 
included in the regression model. A p-value of <0.05 was considered statistically 
significant.

Ethical Considerations
Prior to the study, ethical approval was obtained from Çanakkale Onsekiz Mart 
University Graduate Education Institute Scientific Research and Publication Ethics 
Committee (Approval Number: E-84026528-050.99-2400174506, Decision Number: 
10/04, Date: 04.07.2024). Permission to use the Thirst Discomfort Scale was granted 
via email correspondence with the scale’s developer. All participants were informed 
about the study’s aim and methods, and written informed consent was obtained. 
The study adhered to the ethical principles outlined in the Declaration of Helsinki.

Results
Among the patients, 52.4% were male, and 52% had completed primary or secondary 
education. The participants had a mean age of 65.92±14.63 years and a mean Body 
Mass Index (BMI) of 25.47±4.78 kg/m2. Nearly half (47.2%) had never smoked, and 
62.7% reported no alcohol consumption. Most patients had no dietary restrictions, 
with 91.5% reporting no oral restriction, 93.4% no fluid restriction, and 50.6% no 
salt restriction. Regarding comorbidities, 36.9% were diagnosed with hypertension, 
and 26.8% were receiving diuretic therapy. The average length of hospital stay was 
5.38±4.76 days (Table 1).

The mean total score on the TDS was 26.36±11.04. Subscale analyses revealed the 
following mean scores: Intraoral Movements – 11.05±5.20, Psychological Movements 
– 8.80±4.01, Extraoral Movements – 6.50±3.52 (Table 2).

A statistically significant difference was found in total TDS scores based on alco-
hol consumption, fluid restriction, presence of comorbidities, and medication use 
(p<0.05). In contrast, age, gender, educational level, BMI, smoking status, salt re-
striction, and length of hospital stay were not significantly associated with TDS 
scores (p>0.05). Patients who actively consumed alcohol had significantly higher 
TDS scores (28.17±11.27) compared to those who had never consumed alcohol 
(22.40±9.47) or had ceased consumption (23.58±10.14) (p<0.05). Patients with 
oral and fluid restrictions exhibited significantly higher TDS scores compared to 
those without such restrictions (p<0.05), whereas no significant difference was 
observed in relation to salt restriction (p>0.05). Among comorbid conditions, only 
patients with hypertension had significantly higher TDS scores (p<0.05); patients 
with diabetes mellitus or other diseases did not differ significantly in terms of thirst 
discomfort (p>0.05). Regarding medication use, opioid users reported significantly 
higher TDS scores compared to non-users (p<0.05). No significant differences were 
observed among patients using diuretics, antidepressants, inhalers, or antihyper-
tensive medications (p>0.05) (Table 3). 

Multiple linear regression analysis revealed that female gender and oral restric-
tion were significant independent predictors of thirst distress among hospitalized 
patients. Female patients and those with oral intake restrictions had higher TDS 
scores, while other variables were not significant predictors (Table 4).
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Discussion
Thirst is a common yet often underrecognized symptom in hospitalized patients, 
and understanding its associated factors is essential for improving patient comfort 
and guiding nursing interventions. This study revealed that patients hospitalized 
in internal medicine units generally experienced low-to-moderate levels of thirst 
distress, and that this condition was particularly associated with alcohol use, oral 
or fluid restriction, hypertension, and opioid use. As a result of the study, the mean 
TDS score indicated that patients experienced a low-to-moderate level of thirst dis-
tress. Considering that the minimum score obtainable from the scale is 12 and the 
maximum is 60, it can be stated that the overall level of thirst experienced by the 
patients was low. Although this result may be perceived as positive, once symptoms 
of thirst emerge, a challenging condition arises for each patient. Regardless of its 
degree, thirst should be considered an important symptom that causes both physio-
logical and psychological distress and is often associated with other symptoms.7 In 
a study conducted by Waldréus et al.10 with patients diagnosed with heart failure, it 
was reported that one in five patients experienced low-to-moderate levels of thirst. 
Nevertheless, other studies in the literature conducted with patients with heart fail-
ure and intensive care patients have reported considerably higher levels of thirst.8,20 
The relatively low mean TDS score in this study compared to previous research may 
be attributed to the inclusion of clinically stable patients in general internal medicine 
units, most of whom did not undergo invasive procedures or strict fluid restrictions, 
which likely reduced overall thirst distress.

It was found that the mean score of the intraoral movements subdimension of the 
TDS was higher than that of the other subdimensions. This finding is associated 
with a reduction in saliva and changes caused by friction in the oral mucosa, which 
are detected by specific receptors and subsequently activate the thirst center.16 
Although dry mouth resulting from reduced saliva may seem insignificant, it can 
progress to more serious conditions accompanied by oral irritation in later stages.21 

Another subdimension of the TDS is the psychological subdimension. According to 
the study results, this subdimension received the second highest score after the 
intraoral movements subdimension. In the literature, it has been suggested that 
thirst affects neurophysiological systems and leads to psychological fatigue in pa-
tients.22,23 These findings suggest that the primary discomfort caused by thirst in 
hospitalized patients is driven by oral dryness and its psychological impact, high-
lighting the need for targeted oral care interventions to reduce thirst distress. 

In the present study, women experienced higher levels of thirst distress than men. 
This finding is consistent with previous studies by Eng et al.8 and Younes et al.,24 
which also reported higher thirst distress levels among female patients. These 
results suggest that gender-related physiological or hormonal factors, as well as 
differences in symptom perception and expression, may influence the thirst experi-
ence. In contrast, patients’ age and BMI did not appear to influence thirst distress. 
Similarly, Sato et al.3 and Zhao et al.25 reported no association between age, BMI, 
and thirst among hospitalized patients, whereas Adams et al.26 found that thirst 
distress increased with higher BMI values.3,26,27 Such discrepancies in the literature 
may stem from differences in sample characteristics, patient populations, and the 
measurement tools used to assess thirst.

In this study, alcohol consumption appeared to be associated with higher levels of 
thirst distress, whereas smoking did not seem to influence it. Similarly, in the study 
conducted by Güngör et al.11 with patients hospitalized in a surgical intensive care unit, 
a significant association was found between alcohol use and thirst, consistent with 
the findings of the present study. However, in the study by Zhao et al.,25 no association 
was found between thirst and either smoking or alcohol consumption.25 Alcohol con-
sumption reduces the release of vasopressin from the nerve terminals of the posterior 
pituitary, leading to increased urine production.28 Through diuresis, alcohol reduces 
the body’s fluid volume, which in turn causes dry mouth and thirst.29

In this study, oral-fluid restrictions appeared to increase thirst distress, whereas 
salt restriction did not seem to have a noticeable effect. Similarly, in the study con-
ducted by Lin et al.4 across four different intensive care units, a significant differ-

Table 2. Mean scores of the thirst distress scale total and subdimensions

Scale total and subdimensions 	 Mean±SD	 Min	 Max

Intraoral movements	 11.05±5.20	 5.00	 25.00
Psychological movements	 8.80±4.01	 4.00	 20.00
Extraoral movements	 6.50±3.52	 3.00	 15.00
TDS total score	 26.36±11.04	 12.00	 60.00

SD: Standard deviation, TDS: Thirst Discomfort Scale.

Descriptive characteristics	 Mean±SD	 Min	 Max

Age	 65.92±14.63	 24.00	 91.00

Body mass index (BMI)	 25.47±4.78	 15.92	 46.88

Length of hospital stay	 5.38±4.76	 1.00	 24.00

		  n	 %

Gender

	 Female	 129	 47.6

	 Male	 142	 52.4

Educational level

	 Illiterate	 24	 8.9

	 Literate 	 38	 14

	 Primary/Secondary School	 141	 52

	 High School	 38	 14.0

	 University	 30	 11.1

Smoking/alcohol consumption

	 Never used	 128—170	 47.2—62.7

	 Quit	 106—79	 39.1—29.2

	 Active user	 37—22	 13.7—8.1

*: Participants selected more than one option, **: Other: chronic obstructive pulmonary disease, coronary artery disease, chronic kidney disease, cancer, liver disease, cerebrovascular disease, rheumatologic 

conditions, dementia. SD: Standard deviation, Min: Minumum, Max: Maximum.

Table 1. Distribution of patients’ descriptive characteristics (n=271)

		  n	 %

Oral restriction
	 Yes	 23	 8.5
	 No	 248	 91.5
Fluid restriction
	 Yes	 18	 6.6
	 No	 253	 93.4
Salt Restriction
	 Yes	 134	 49.4
	 No	 137	 50.6
Comorbid conditions*
	 Hypertension	 100	 36.9
	 Diabetes mellitus	 75	 27.7
	 Other**	 96	 35.4
Medications used*
	 Diuretic	 38	 26.8
	 Antidepressant	 32	 22.5
	 Inhaler	 28	 19.7
	 Opioid	 23	 16.2
	 Antihypertensive	 21	 14.8
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ence was found between patients subjected to oral-fluid restriction and their levels 
of thirst. In addition, Armstrong et al.30 also concluded that oral-fluid restrictions 
were associated with increased thirst distress. The sensation of thirst resulting 

from oral-fluid restriction occurs via osmotic and hypovolemic mechanisms. The 
finding in this study that patients subjected to oral-fluid restriction had higher thirst 
scores is consistent with these physiological mechanisms described in the litera-

		  Descriptive	 Thirst	 F/t	 p 
		  characteristics1	 Distress Scale 
			   (mean±SD)

Age
	 ≥60	 206	 27.02±11.09	 t=-1.746	 0.082
	 <60	 65	 24.29±10.68
Gender
	 Male	 142	 23.52±9.68	 t=4.606	 0.001
	 Female	 129	 29.49±11.62	
Educational level
	 Primary/Secondary	 141	 26.67±10.97	 F=0.348	 0.846 
	 School	
	 Literate	 38	 26.10±10.78
	 High School	 38	 25.63±12.14
	 University	 30	 24.86±10.53
	 Illiterate	 24	 28.04±11.27
BMI
	 18.5—24.9	 131	 26.60±10.61	 F=0.925	 0.450
	 25—29.9	 87	 26.34±11.08
	 30—34.9	 27	 24.00±12.31
	 ≥35	 14	 30.57±12.40
	 0—18.4	 12	 24.41±10.86
Smoking
	 Never used	 128	 28.38±11.61	 F=5.069	 0.007
	 Quit	 106	 23.83±9.93		  ph=1>2*
	 Active user	 37	 26.64±10.84
Alcohol consumption
	 Never used1	 170	 22.40±9.47	 F=6.458	 0.002*
	 Quit2	 79	 23.58±10.14		  ph=1>2*

		  Descriptive	 Thirst	 F/t	 p 
		  characteristics1	 Distress Scale 
			   (mean±SD)

Alcohol consumption
	 Active user3	 22	 28.17±11.27	
Oral restriction
	 No	 248	 25.50±10.45	 t=4.35	 <0.001*
	 Yes	 23	 35.65±13.06	    
Fluid restriction
	 No	 253	 25.71±10.67	 t=3.716	 <0.001*
	 Yes	 18	 35.50±12.36	    
Salt restriction
	 No	 137	 25.88±10.69	 t=0.732
	 Yes	 134	 36.86±12.40	    
	  0.465
Length of hospital stay	
	 0—9 days	 229	 26.06±10.90	 F=0.569	  0.567
	 10—19 days	 33	 27.78±10.99
	 ≥20 days	 9	 28.77±15.08
Comorbid conditions*
	 Hypertension	 100	 28.10±11.65	 t=1.984	 0.048*
	 Other**	 96	 26.29±10.81	 t=-0.085	 0.932
	 Diabetes mellitus	 75	 25.36±11.29	 t=-0.930	 0.353
Medications used*
	 Diuretic	 38	 26.36±10.18	 t=0.000	 1.000
	 Antidepressant	 32	 21.39±8.25	 t=0.651	 0.515
	 Inhaler	 28	 25.67±10.38	 t=-0.349	 0.728
	 Opioid	 23	 27.46±12.04	 t=-2.923	 0.024*
	 Antihypertensive	 21	 24.47±8.32	 t=0.668	  0.414

Table 3. Comparison of Thirst Distress Scale scores according to descriptive characteristics

*: p<0.05, **. Other comorbidities include chronic obstructive pulmonary disease, coronary artery disease, chronic kidney disease, cancer, liver disease, cerebrovascular disease, rheumatologic conditions, and 
dementia. 1: Never used, 2: Quit, 3: Active user. Chronic obstructive pulmonary disease, coronary artery disease, chronic kidney disease, cancer, liver disease, cerebrovascular disease, rheumatologic conditions, 
dementia. ph: Post-hoc test (Tukey). SD: Standard deviation, F: ANOVA value, t: Independent t-test value, BMI: Body mass index

Table 4. Multiple linear regression analysis of predictors of thirst distress 

Predictor variables	 Estimate (B)	 SE	 95% CI 	 t	 p 
				    (lower—upper)	

Intercept (constant)	 23.29	 6.56	 10.37—36.21	 3.55	 <0.001
Age (>60 vs. <60 years)	 1.97	 1.67	 -1.31—5.25	 1.18	 0.240
Gender (female vs. male)	 4.75	 1.61	 1.58—7.93	 2.95	 0.004*
Educational level	 —	 —	 —	 —	 >0.050
BMI	 —	 —	 —	 —	 >0.050
Smoking (quit/active vs. never)	 —	 —	 —	 —	 >0.050
Alcohol (quit/active vs. never)	 —	 —	 —	 —	 >0.050
Oral restriction (yes vs. no)	 8.04	 3.35	 1.44—14.64	 2.40	 0.020*
Fluid restriction (yes vs. no)	 1.84	 3.79	 -5.62—9.30	 0.49	 0.630
Salt restriction (yes vs. no)	 0.95	 1.35	 -1.70—3.61	 0.71	 0.480
Hypertension (yes vs. no)	 –2.21	 1.40	 -4.97—0.56	 -1.57	 0.120
Diabetes mellitus (yes vs. no)	 1.58	 1.51	 -1.39—4.56	 1.05	 0.300
Opioid use (yes vs. no)	 2.37	 2.52	 -2.60—7.34	 0.94	 0.350

Model Summary: F=14.594, p<0.001; Durbin-Watson=2.11 (no autocorrelation detected). B: Unstandardized regression coefficient, SE: Standard error, CI: Confidence interval, t: t-statistic for regression analysis, 
BMI: Body mass index.
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ture. Contrary to expectations, the absence of a relationship between salt restriction 
and thirst in this study may be attributed to individual differences in patients’ salt 
consumption habits and a lack of strict adherence to salt restriction. In contrast to 
the present findings, Younes et al.24 reported a significant relationship between salt 
restriction and thirst. Similarly, the study by van der van der Wal et al.31 found that 
the consumption of salty foods increased thirst. 

In this study, patients with hypertension tended to experience higher levels of 
thirst distress compared with those without this condition. Similarly, the study 
conducted by Flim et al.20 also reported a relationship between thirst and hyper-
tension. In contrast, the study by Gong et al.32 found no association between thirst 
and hypertension. Hypertension may contribute to increased levels of thirst by 
causing hyposalivation,33 which leads to dry mouth. For this reason, patients with 
hypertension should be supported in terms of fluid intake.

In this study, opioid use appeared to be associated with increased thirst distress, 
whereas diuretics, antidepressants, and antihypertensive medications did not seem 
to have a notable effect. Similarly, studies in the literature indicate that certain 
medications affect thirst.7,27 In the study conducted by Lin et al.,4 no association 
was found between diuretic use and thirst, while in the study by Negro et al.,5 a 
relationship was reported between high-dose diuretic use and thirst. 4,5 The effect 
of diuretics on thirst is explained by dehydration resulting from fluid loss through 
the kidneys. There is a correlation between the degree of thirst and the dosage of 
diuretics used—the higher the dose, the greater the thirst distress experienced.8 In 
this study, 28.8% of patients were using diuretics; however, since diuretic dosage 
was not assessed, this may have influenced the findings. Similar to the present 
study, Ho et al.34 also found no association between antidepressant use and thirst. 
Nevertheless, in the study by Eng et al.,16 a significant relationship between antide-
pressant use and thirst was reported. Although stress, anxiety, and depression are 
known to significantly reduce salivary flow and cause dry mouth,33 in this study, vari-
ations in the type and dosage of antidepressants used by patients, as well as their 
daily fluid intake, may have led to differing levels of thirst. The finding of a significant 
relationship between opioid use and thirst in this study is consistent with the re-
sults reported by Ho et al.34 There are two main mechanisms by which opioid use is 
thought to influence thirst: first, opioids act on the thirst center in the hypothalamus, 
activating inhibitory pathways that stimulate thirst; and second, they exert a diuretic 
effect, leading to dehydration, which in turn contributes to increased thirst.35 This 
study further revealed, through multiple linear regression analysis, that female gen-
der and oral-fluid restriction were independent predictors of thirst distress, whereas 
other factors such as age, BMI, alcohol consumption, hypertension, and medication 
use were not significant predictors when analyzed together.

Study Limitations
This study has several limitations. First, it was conducted in a single center, which 
may limit the generalizability of the results. Second, its descriptive nature does not 
allow for establishing causal relationships between variables. Lastly, the seasonal 
distribution of patient recruitment (July–December) was not analyzed, which may 
have influenced patients’ thirst perception.

Conclusion 
The results of this study revealed that patients hospitalized in internal medicine 
units experience low-to-moderate levels of thirst distress. However, it was de-
termined that patients who consume alcohol daily, have a diagnosis of hyperten-
sion, are subject to oral or fluid restriction, and use opioid medications experience 
higher levels of thirst. These findings emphasize the importance of incorporating 
thirst assessment as a routine part of nursing care in internal medicine settings. 
Targeted interventions such as frequent oral care, customized fluid allowances, 
and reviewing medication plans can improve patient comfort and reduce symp-
tom burden. This highlights the need for nurses to implement more systematic 
monitoring of fluid intake, oral care, and thirst assessment, especially for these 
patient groups. In line with the study’s findings, it is recommended that future re-
search evaluate the effectiveness of interventions aimed at improving fluid moni-
toring in patients with oral and fluid restrictions and examine the dose-dependent 
effects of opioids and other medications on thirst. Furthermore, it is important that 
these findings be supported by multicenter and longitudinal studies. Implemen-
tation of nursing protocols addressing thirst could ultimately lead to enhanced 
patient satisfaction and better health outcomes.
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Experiences of Nurse Managers in a Pandemic Disaster: A Qualitative 
Study on COVID-19

Abstract

Background: Workforce planning and the management of personal protective equipment are important issues in main-
taining the quality of care and protecting the healthcare workforce during Coronavirus Disease 2019 (COVID-19). 

Aim: This study aimed to explore the experiences of nurse managers regarding the management of nursing services 
during the COVID-19 pandemic, focusing on their roles in workforce planning, prevention of contamination, communica-
tion management, provision of psychosocial support, and leadership practices under crisis conditions.

Methods: A phenomenological research design with purposeful sampling was used among 14 chief nurse officers. Data 
were collected through in-depth semi-structured online interviews and analyzed using context analysis. 

Results: According to the results of this study, the mean age of participants was 33.76±5.26 years, the mean professional 
experience was 11.46±5.90 years, and the mean working experience as a nurse manager was 7.23±3.90 years. The anal-
ysis revealed four main themes: workforce planning and management, prevention of contamination, communication and 
coordination processes, and psychosocial and leadership challenges. Nurse managers described developing strategies 
to ensure staff safety, maintain service continuity, and support nurses’ well-being during the COVID-19 pandemic.

Conclusion: The study highlights that nurse managers played a crucial role in ensuring the continuity of nursing ser-
vices during the COVID-19 pandemic through effective workforce management, contamination prevention, and staff 
support strategies. However, the lack of institutional, psychosocial, and educational support mechanisms for nurse 
managers created significant challenges in fulfilling their managerial and leadership responsibilities. Strengthening 
organizational preparedness and targeted support programs for nurse leaders is essential for future health crises.

Keywords: COVID-19, chief nurse officers, nursing leadership, nursing workforce planning, personal protective 
equipment, qualitative, SARS-CoV-2 infection 
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Introduction
The Coronavirus Disease 2019 (COVID-19) pandemic clearly showed that many healthcare systems were not 
ready to solve the problems arising from rapidly emerging public health issues involving large numbers of pa-
tients,1 as they experienced difficulties in consistently applying effective management practices to handle the 
increased demand.2 This crisis also demonstrated how nursing workforce and material requirement planning 
and management practices are important for maintaining healthcare facilities’ readiness for new and rapidly 
emerging situations.3 Nursing is one of the professions that plays a key role in providing flexibility within the 
healthcare system in both anticipated or unanticipated situations.2,4—6 The COVID-19 pandemic has had many 
physical, social, and psychological impacts on nurses. Furthermore, this pandemic has been experienced as a 
challenging process for nurse managers, with many additional duties and responsibilities imposed on them.2,6,7 
Nurse managers must ensure comprehensive support for their staff by addressing their physical safety 
through adequate personal protective equipment (PPE) provision, along with attention to their psychological, 
social, and financial well-being.2,8 A study by Bani Issa et al.9 found that 36.2% of nurses had symptoms of 
post-traumatic stress disorder (PTSD). In addition, 90.8% of these nurses stated that manager awareness was 
a significant protective factor in preventing PTSD. This study provides important data in terms of revealing the 
dual role of nurse managers, since they were expected to serve as staff nurses fighting against the pandemic 
while also meeting the unique needs of their workforce in their managerial role during the COVID-19 crisis.10 

The COVID-19 pandemic has brought additional challenges to nurse managers, along with significant respon-
sibilities toward society, patients, nurses, and top management.11 During the pandemic, however, nursing 
workforce planning and the delivery of nursing services based on a predetermined model were tremendously 
effective in the success of combating the pandemic.2,4,6,12 Nurse managers had to coordinate healthcare ser-
vices in a context of uncertainty, nursing shortages, and frequently changing guidelines.7,13 Although several 
studies have examined the experiences of nurse managers during the COVID-19 pandemic, the number of 
studies focusing specifically on nurse managers’ decision-making processes, institutional leadership roles, 
and strategic responsibilities remains limited. Moreover, there is a lack of research addressing these issues 
within the Turkish healthcare context.2,6,7,12—14

The COVID-19 pandemic in Türkiye, as well as worldwide, led to a crisis manifested by a shortage of nurs-
ing staff and PPE at the beginning. Nurse managers sought different solutions, reorganization efforts, and 
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management practices appropriate to Turkish society and the healthcare system to 
address problems that were quite different, unfamiliar, and challenging compared 
to previous healthcare issues.3,15 Drawing lessons and developing sound strategies 
based on the views and experiences of chief nurse officers during the COVID-19 
pandemic would be useful for responding quickly to future health crises. This study 
aimed to explore the experiences and views of nurse managers regarding the man-
agement of nursing services during the COVID-19 pandemic in Türkiye. The study 
focused on their roles and practices in workforce planning, management of PPE, 
prevention of contamination, communication and coordination processes, provision 
of psychosocial support, and leadership under crisis conditions.

Research Questions
1.	 What are the views and experiences of nurse managers regarding the manage-

ment of PPE during the COVID-19 pandemic?
2.	 How did nurse managers carry out nursing workforce planning during the pan-

demic?
3.	 What challenges did nurse managers face during the pandemic, and what so-

lutions did they develop?

Materials and Methods

Design
A phenomenological qualitative research design was used, and the findings were re-
ported in accordance with the Consolidated Criteria for Reporting Qualitative Research 
(COREQ).16 Data were collected through in-depth, semi-structured online interviews. 

Participants
The study sample consisted of nurse managers working in hospitals that actively 
provided services during the COVID-19 pandemic in different regions of Türkiye 
(Central Anatolia, Marmara, Aegean, and Mediterranean). Participants were selected 
using purposive sampling to ensure representation from various healthcare set-
tings, including both public and private institutions, and from different geographical 
regions of the country. 

The inclusion criteria required participants to: 

(a) hold the position of chief nurse officer or an equivalent senior nursing manage-
ment role in a hospital, 

(b) have actively worked in this position during the COVID-19 pandemic, 

(c) be willing to participate and share their experiences, and 

(d) have access to an online communication platform (Zoom) for the interview 
process. 

In total, 14 nurse managers participated in the study. The sociodemographic charac-
teristics of the participants are presented in Table 1.

Data Tools
For data collection, the “Nurse Descriptive Information Form” and the “Semi-Struc-
tured Interview Form for Nurse Managers,” developed to conduct in-depth inter-
views with managerial nurses, were used. The Nurse Descriptive Information Form 
included questions regarding the nurses’ age, gender, educational level, total du-
ration of professional experience in nursing, the hospital where they worked, their 
clinical/unit/department affiliation, job position, duration of employment in the cur-
rent unit, work schedule, and other relevant characteristics. The Semi-Structured In-
Depth Interview Form for Nurse Managers consisted of open-ended questions de-
signed to elicit participants’ views and experiences regarding the nursing workforce 
and the availability of materials and equipment used in the provision of healthcare 
services within their institutions during the COVID-19 pandemic. The seven open-
ended questions aimed to encourage each participant to express their opinions, 
share their experiences, and provide illustrative examples.

Data Collection
The research team consisted of academics with practical experience and expertise 
in nursing and health management. Eligible participants were identified, and the re-
searcher (AAO) contacted them to schedule an interview. Interviews were conducted 

by researchers (SSC, AAO). Prior to the interviews, participants were informed about 
the study via telephone and then took part in individual in-depth interviews conducted 
through Zoom in a quiet, private environment to ensure confidentiality. The researchers 
provided detailed information about the study procedures and obtained informed 
consent from each participant prior to the interviews. All researchers had training in 
qualitative research methods and experience in conducting such studies. Data were 
collected through in-depth interviews between 01/05/2021 and 01/08/2021 using a 
semi-structured questionnaire. To capture different concepts and categories from the 
interview data, the interviews were conducted until the point of theoretical satura-
tion, where similar content appeared repeatedly and no new categories emerged.17—19 
It was determined that data saturation had been reached after interviewing 14 nurse 
managers, as no new relevant information could be identified, and the interviews were 
concluded. The interviews were audio-recorded and lasted an average of 45 minutes. 

Data Analysis 
The Zoom interviews were conducted by two researchers who were not involved 
in participants’ managerial relationships and were independent of the participants’ 
institutions. The recordings were transcribed verbatim by two members of the re-
search team. The transcribed data were analyzed using the constant comparative 
method proposed by Corbin and Strauss, which involves analyzing, organizing, 
and comparing data to identify similar characteristics.18 During open coding, main 
themes and subthemes were identified, and the relationships between them were 
determined through discussion and consensus-building among the researchers. 

Rigor 
The rigor of the study was ensured by applying the criteria of credibility, transfer-
ability, dependability, and confirmability suggested by Guba et al.17 Nurse managers 
from 14 different hospitals were included in the study; thus, comprehensive infor-
mation was gathered on experiences in nursing management during the COVID-19 
pandemic.20 Data were transcribed without commentary and used as direct quota-
tions from the semi-structured interviews. The researchers identified main themes 
and subthemes, clustering similar ideas to ensure credibility and reliability. The in-
clusion and exclusion criteria, participant characteristics, context, data collection, 
and analysis procedures were detailed.19 To minimize the risk of confirmation bias, 
the researchers shared transcripts among themselves and reached consensus on 
the final version of the themes. Guidelines by Brinkman and Kvale were followed to 
ensure reliability.21 To ensure member checking, the interviewer verified understand-
ing with participants during the interviews.21 Then, the findings were summarized 
and discussed based on the transcripts to ensure that the meanings were captured 
correctly as expressed and intended by the participants. Finally, the researchers 
shared comments with each other and reached consensus on the final version of 
the themes to minimize the risk of confirmation bias.

Table 1. Sociodemographic variables of the participants

Participant	 Age	 Professional	 Management	 Education 
			   experience	 experience as a 
			   (years)	 nurse manager 
				     (years)	

P1		  45	 26	 16	 MSc
P2		  43	 20	 10	 PhD
P3		  53	 35	 20	 MSc
P4		  51	 32	 13	 BSc
P5		  42	 20	 15	 BSc
P6		  48	 21	 6	 PhD
P7		  52	 34	 4	 MSc
P8		  44	 20	 5	 MSc
P9		  50	 31	 10	 MSc
P10		 48	 30	 7	 BSc
P11		 40	 21	 13	 MSc
P12		 59	 41	 11	 MSc
P13		 41	 17	 8	 MSc
P14		 49	 30	 4	 PhD
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Ethical Considerations
This study was conducted in accordance with the principles of the Declara-
tion of Helsinki. Ethical approval and written permission were obtained from the 
Ethics Committee of Koç University (Approval Number: 2020.307.IRB3.114, Date: 
02.07.2020) and from the Turkish Ministry of Health. All written materials and audio 
recordings are stored in encrypted form.

Results
Among the participants, the mean age was 33.76±5.26 years, the mean professional 
experience was 11.46±5.90 years, and the mean working experience as a nurse man-
ager was 7.23±3.90 years. Of the 14 participants, eight held undergraduate degrees 
and six held postgraduate degrees. The pandemic experiences and views of the nurse 
managers are presented under four main themes and 12 subthemes in Table 2. 

Table 2. Themes and subthemes based on participants’ experiences and views

Theme	 Subtheme	 Open code

Managing anxiety	 Managing their own anxiety	 Being infected with COVID-19 themselves
			   Loved ones being infected with COVID-19
			   Staff being infected with COVID-19
			   Possibility of PPE shortage
			   Managing uncertainty
		  Managing nurses' anxiety	 Being infected with COVID-19
			   Assignment to COVID-19 units
			   Child/family member care issues

Prevention of contamination	 Preventing the spread of infection among staff	 Environmental regulation

			   Working with the same team

			   Social restraint

		  Managing PPE 	 Procurement of PPE

			   Distribution of PPE

			   Increased need for PPE

Maintaining the quality of care	 Reorganization of managerial activities	 Frequent visits to units

			   Daily meetings with other hospital managers

			   Staying at the hospital outside working hours

			   Being available 24 hours a day

		  Managing the nursing shortage	 Short-term assignment within the same hospital

			   Short term assignment to different hospitals

			   Off-duty assignments of other healthcare workers

			   Recruiting nurses from low-activity clinics

			   Nurse employment

		  Opening and/or reorganization of units	 Opening COVID-19 intensive care units

			   Opening high-flow units

			   Opening COVID-19 units

			   Organizing resting areas

		  Development of new working models	 Accessing and providing scientific information

			   Shift work

			   Flexible working hours

			   Planning maintenance schedules 

			   Coordination among nurse managers 

			   Online communication network among staff

		  Pandemic-specific training of staff	 Senior nurses 

			   New graduates

			   Other healthcare workers

Lessons from the COVID-19 pandemic	 Being prepared 	 Stocking equipment

			   Acting promptly

			   Training nurses

			   Developing an emergency action plan

			   Preparing for medical device and PPE needs

		  Close and continuous communication	 With staff

			   With hospital managers

			   With government bodies

		  Regulation for basic nursing problems	 Collaboration with academic nurses

			   Assigning specialist nurses

			   Solving personnel service and benefits issues

			   Appointment of nurse managers based on merit
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Theme 1. Managing Anxiety
This theme included two subthemes: managing their own anxiety and managing 
nurses' anxiety. Most nurse managers reported that they were unable to manage 
their own anxiety during the pandemic. 

“…We were worried and anxious just like everyone else. I did not 
think of myself; I mean, I did not wonder if COVID would be trans-
mitted or if I would get the disease. I was scared like anyone else, 
but I focused on figuring out how to get through it…” (P10, 48A, F)

Nurse managers also reported difficulty managing the anxiety of the staff for whom 
they were responsible. Those who had to manage the anxiety of nurses about in-
fection and working in COVID-19 units, as well as the anxiety of nurses who had 
children or elderly loved ones in need of care, had to handle the process without 
showing their own anxiety while experiencing similar feelings themselves.

“…You stop thinking about yourself and focus on dealing with the 
issue. It was a tremendous responsibility on my shoulders that I 
will never forget... I acted like a detective to acquire information on 
the patient and protect the nurses, no matter what…” (P12, 59A, F)

Theme 2. Prevention of Contamination
This theme consisted of two subthemes: preventing the spread of infection among 
staff and managing PPE. One of the most challenging issues for nurse managers 
during the pandemic was the prevention of infection. They tried to prevent the 
spread of infection among staff through the arrangements they made for work shifts 
and the physical structure of the clinic. 

“....We created one clean and one dirty zone. The nurse puts on 
their clothes, gives care to patients, completes the necessary pa-
perwork, takes off their clothes, and moves to the clean zone. Thus, 
we attempted to avoid virus exposure and transmission to their 
colleagues.” (P1, 45A, F)

In addition, arrangements for the supply, distribution, and effective use of PPE were also 
measures taken to prevent the spread of infection. Problems were experienced in the 
supply of PPE, particularly during the initial period of the pandemic. Nurse managers 
addressed the need for PPE through activities such as sewing masks, stocking a limited 
number of PPE items, and assigning nurse managers to oversee their distribution.

“The use of all materials increased during this process. I'd say 
they've all gone up one hundred percent. In particular, the use of 
masks increased even more… We had the biggest material prob-
lem with N95 masks. Since no one had relevant knowledge at first, 
it was unclear which mask should be used where and how. There-
fore, not only clinics that saw patients with COVID, but also those 
that did not, sought N95 masks. We had a hard time supplying 
them.” (P5, 42A, F)

Theme 3. Maintaining the Quality of Care
This theme included five subthemes: reorganization of managerial activities, manag-
ing the nursing shortage, opening and/or reorganization of units, development of new 
working models, and pandemic-specific staff training. Nurse managers rearranged 
their managerial activities, which included actions such as frequent clinic visits that 
were not routinely scheduled, daily meetings with other hospital managers, being at 
the hospital outside working hours, and being available 24 hours a day. 

“We held meetings amongst ourselves as the managers of the 
hospital in the morning. Later, we made clinic visits with the chief 
physician or deputy chief physician... We had meetings with the 
heads of clinics every weekend. We listened to their complaints 
and tried to solve them.” (P8, 44A, F)

In addition to the existing nursing shortage, the number of nurses infected with 
COVID-19 and the fact that nurses with chronic diseases and who were pregnant 
could not work further worsened the nursing shortage, creating challenges for chief 
nurse officers. In addition to hiring new nurses, efforts were made to alleviate the 
nursing shortage through practices such as assigning nurses from other hospitals 
and clinics, recruiting nurses from clinics with low patient density and easier man-

agement to COVID-19 clinics, and assigning other healthcare professionals, such as 
anesthesia technicians, to technical tasks like monitoring fever in outpatient clinics. 

“We have hired new nurses. You cannot assign the newcomers to 
every clinic because they do not have any real experience. At first, 
we usually assigned them to the regular inpatient clinics to learn 
the organization, and then we had to assign them to the intensive 
care units.” (P6, 48A, F)

The theme of maintaining the quality of care also included the need for physical 
arrangements, such as closing and combining clinics, opening new clinics, creating 
clean and dirty zones, and establishing resting and dining areas for nurses within 
the limits of available resources.

“We frequently opened clinics and intensive care units, especially 
during the peak times of the pandemic. We converted some clin-
ics, such as surgery and physical therapy, into COVID clinics. We 
converted the rooms of the operating theaters into intensive care 
units... we had to convert some clinics into intensive care units, 
even though they were not properly ventilated...” (P13, 41A, F)

Developing nursing care standards for COVID-19 infection during a pandemic full of un-
certainties for both nurses and healthcare professionals was another subtheme. Dur-
ing this process, nurse managers conducted pandemic-specific training for nurses and 
other healthcare professionals, onboarded new nurses, and assumed responsibility 
for both accessing and providing scientific information to their staff. Nurse managers 
also worked to develop various effective working models specific to the pandemic by 
learning from experience. While a shift work model was implemented in some institu-
tions, others adopted models such as working with fixed teams whose members were 
changed as little as possible. Although there was a standard ratio of patients per nurse 
in COVID-19 intensive care units, no standard practice existed in pandemic clinics.

“We did not change the way we work; we used to work usually 
08—16 and 16—08 and kept doing so. However, we attempted to 
alter the content of the shift. We increased the number of nurses 
in intensive care units so that one nurse could stay inside for four 
hours and rest for four hours after leaving the clinic. In this way, 
we ensured that nurses were exposed to the virus for a shorter 
period.” (P7, 52A, F) 

Theme 4. Lessons from the COVID-19 Pandemic
Within this theme, three subthemes were identified: being prepared, maintaining 
close and continuous communication, and regulating basic nursing issues. The 
lessons learned by nurses who worked as managers during this exceptional pe-
riod from their unique experiences were included in the study as the fourth theme. 
Emergency preparedness was the first subtheme, encompassing the preparation of 
action plans, training, personnel, and equipment. 

“…Selecting managers based on merit is crucial in institutions 
such as university hospitals; only someone with a master’s or 
doctorate degree can represent them properly. When I requested 
something as a professor, it was not turned down…” (P4, 51A, F) 

The nurse managers recommended maintaining close and continuous communica-
tion among all levels, from staff nurses to government bodies, throughout the pan-
demic. They also emphasized the importance of communication and collaboration 
with nurse academics.

“Nurse managers must maintain their hands-on experience in the 
field, provide motivation, participate in training, be fair, be proac-
tive about equipment, and communicate well with team members 
at all levels of management.” (P9, 50A, F)

In addition, the nurse managers noted that problems specific to the nursing profes-
sion worsened during the pandemic. They highlighted the importance of qualified 
nurse managers, the shortage of specialist nurses in the field, and the need to ad-
dress issues related to nurses’ personnel rights.

“The only division that will protect nursing in the hospital is the 
nursing services. I believe that nurse managers should receive 
excellent training…” (P2, 43A, F) 
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Discussion
The literature on the COVID-19 pandemic includes a relatively limited number of 
studies addressing the experiences of chief nurse officers. This may be because 
most research has focused on frontline nurses rather than those in managerial posi-
tions, and because the nurse manager’s role differs across countries and healthcare 
systems, making comparative research more complex.2,7,12—14,22,23 To our knowledge, 
this study is the first to examine the experiences of nurse managers serving as 
nursing directors across multiple healthcare institutions within a national context. 

The first theme identified in this study was “Managing Anxiety.” There are numerous 
studies in the literature addressing the anxiety of nurses and the psychosocial and 
psychiatric issues related to anxiety during the COVID-19 pandemic.24 A systematic 
review by Aruna et al.24 in 2020 reported that 26.4% of nurses experienced depression, 
40.8% experienced anxiety, 42.7% had somatic symptoms, 50.5% experienced stress, 
and 91.2% reported fear. Nurses were at risk of both psychological and physical prob-
lems due to COVID-19. Previous studies have emphasized the crucial position of nurse 
managers and highlighted their key role in managing the anxiety of staff nurses.10,12,24 In 
particular, the systematic review by Aruna et al.24 found that nurse leaders play a sig-
nificant role in supporting nurses’ mental well-being during crises. In the present study, 
nurse managers also stated that they felt this responsibility and faced challenges in 
managing the anxiety of their staff. However, it was observed that they shared similar 
concerns with their subordinates regarding their own emotional distress. Rodney et al.12 
screened symptoms of PTSD in nurses, including nurse managers, and reported that 
both staff nurses and nurse leaders exhibited high levels of stress and PTSD severity.

The second theme identified in this study was the prevention of contamination dur-
ing the pandemic. Nurse managers were responsible for identifying the need for, 
supplying, and delivering PPE to staff. This process posed challenges, and they had to 
devise methods to prevent shortages and ensure the provision of PPE in the required 
quantity and quality when needed. According to participants in this study, PPE was 
supplied by the state to public hospitals based on institutional needs, whereas pri-
vate hospitals relied on a stocking method. Nurse managers reported that PPE was 
commonly distributed daily from a single center, and this responsibility was assigned 
to nurse managers within the clinics. A study by Yau et al.25 in 2021 also reported that 
the best practice was centralization. In addition to ensuring adequate PPE supply, 
nurse managers played a key role in organizing training sessions to enhance infec-
tion prevention and control practices among staff. However, it was observed that a 
practice such as Infection Prevention and Control (IPAC) teams, which was empha-
sized as best practice in the same study, was not implemented by participants in the 
present study, as institutions organized training within their own resources. 

Despite the rising number of patient admissions to healthcare institutions, another 
theme identified in this study was Ensuring Continuity and Quality of Care, which 
reflects participants’ views on maintaining access to healthcare for individuals in 
need and sustaining the quality of nursing services. During the pandemic, nurse 
managers had to reorganize the care they were accustomed to providing and adapt 
to a variety of situations, including the physical arrangement of clinics that were 
opened or closed almost every day, the reorganization of personnel, and urgent ar-
rangements to replace nurses who were unable to work for various reasons. During 
this process, nurse managers developed care models by learning from their expe-
riences and testing new approaches. Similarly, in the qualitative study conducted 
by Vázquez-Calatayud et al.26 in 2022 with nurses working in different units of a 
hospital in Spain, maintaining continuity and quality of care also emerged as a major 
theme, supporting the findings of the present study.

In the present study, it was noted that the nurse managers did not mention any 
institutional or professional support mechanisms to manage their anxiety, nor the 
presence of any specific programs designed for them. They also reported that they 
could not participate in any training or orientation programs for the pandemic, which 
was a new and uncertain situation for them. During this period, nurse managers 
were expected to implement stress-reduction strategies for nurses, organize rota-
tional allocations for patients with complex conditions, arrange support services, 
remain accessible to staff, and ensure both their own and their teams’ physical 
and psychological well-being amid pandemic conditions.26 In the study conducted 
by Jackson and Nowell13 in 2021, it was emphasized that nurse managers did not 
receive psychosocial or training support despite their increased responsibilities 
and new duties during the pandemic. Similarly, White23 in 2021 stated that nurse 
managers provided psychosocial support to frontline nurses while experiencing the 

same stress and exhaustion themselves, suggesting that greater attention to their 
psychosocial needs, interventions to reduce their exhaustion, and readily available 
support systems are warranted. Providing better training in areas such as disaster 
management, ethical decision-making, leadership during uncertainty, and maintain-
ing well-being could help nurse managers lead their teams more effectively.12

The nurse managers emphasized the importance of being prepared for the unusual 
conditions of the pandemic, acting appropriately from the moment the pandemic 
was declared, and maintaining continuous and close communication with staff 
nurses, other managers, and government bodies. Furthermore, they highlighted the 
personal rights of nurses and the significance of working conditions during such 
a critical process as a pandemic. The initiatives of the Turkish Nurses Association 
(TNA) during the pandemic were also in line with the demands of the nurse man-
agers. The TNA emphasized the importance of close and continuous communication 
between nurses and decision-makers, as well as issues concerning nurses’ par-
ticipation in decision-making mechanisms, improvement of working conditions for 
nurses, nurse employment, and the protection of nurses’ personal rights.3,15 

Limitations
This study follows a qualitative design, meaning that the findings are limited to the 
experiences and perceptions of the nurse managers who were interviewed. The 
data were collected through online interviews, and the heavy workload and psy-
chological pressure caused by the pandemic may have influenced how participants 
conveyed some of their experiences during the interview process. Additionally, since 
the study includes only managers from specific hospitals who were selected based 
on specific criteria, the generalizability of the results is limited.

Conclusion
The COVID-19 pandemic posed unprecedented challenges for nurse managers, who 
carried major responsibilities toward patients, staff, and institutional leadership. 
Unlike previous crises, it required continuous adaptation and rapid decision-mak-
ing. Nurse managers made significant efforts to reorganize services, develop con-
text-appropriate strategies, and implement solutions consistent with the Turkish 
healthcare system and cultural context. Their experiences offer important lessons 
for improving preparedness for future public health emergencies.

During the early phase of the pandemic, nurse managers faced considerable uncertainty 
due to rapidly changing institutional policies, unclear clinical guidelines, and the unpre-
dictable nature of the disease. They sought context-specific approaches to emerging 
problems yet initially expressed concern about the outcomes of their decisions. To pre-
vent similar challenges in future crises, pandemic-related issues should be integrated 
into disaster preparedness plans that emphasize flexibility and continuity of care. Cross-
disciplinary training programs that enhance professional adaptability are crucial.

The findings highlight the need for structured psychosocial and educational support 
to strengthen nurse managers’ leadership and emotional resilience. Continuous psy-
chological support mechanisms should also be embedded within institutions. More-
over, documenting the problems encountered, their effects on healthcare delivery, 
and the effectiveness of implemented solutions will guide evidence-based policy 
and preparedness planning. Recognizing and rewarding the contributions of nurse 
managers and other healthcare professionals may further enhance motivation and 
institutional resilience in future crises.
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Views of Nurses Working in Surgical Intensive Care Units on Pressure
Injury Prevention and Care: A Phenomenological Study

Abstract

Background: Intensive care units are settings where life-threatening illnesses are treated and cared for, and complex 
clinical processes are managed. In the surgical intensive care unit, immobility, hemodynamic changes, nutritional prob-
lems, and the use of invasive equipment during and after surgery increase the risk of pressure ulcers. Nurses’ knowl-
edge, clinical skills, and attitudes play a decisive role in preventing these injuries.

Aim: This study was conducted to determine the opinions of nurses working in a surgical intensive care unit regarding 
the prevention and care of pressure ulcers.

Methods: The research was conducted using the phenomenological approach, one of the qualitative research methods. 
The study included 30 nurses working in the surgical intensive care unit (ICU) of a training and research hospital. A focus 
group interview was conducted with the participants, who were divided into seven groups based on their interview 
dates. Data were collected using a “Personal Information Form” containing the sociodemographic characteristics of 
the nurses and a “Semi-Structured Focus Group Interview Form,” then analyzed and coded with the MAXQDA program.

Results: It was determined that 20 of the participants were female, 14 were between the ages of 23 and 29, 20 were 
married, and 23 had a bachelor’s degree. From the interviews with nurses working in the surgical intensive care unit, 
six code models were developed: “importance of pressure injury (PI),” “factors affecting care in PI,” “patients at risk 
of developing PI,” “suggestions to improve care in PI,” “methods to be followed in preventing PI,” and “feelings while 
providing care to patients with PI.”

Conclusion: In conclusion, increasing the number of nurses in surgical intensive care units, ensuring the availability 
of up-to-date wound care products, promoting the effective use of devices and materials designed to prevent PI, and 
strengthening in-service training programs on this issue emerge as fundamental requirements for the prevention of PI. It 
is recommended that future studies be conducted using a mixed-method design with larger groups.

Keywords: Nursing care, pressure injury, pressure ulcer, qualitative research, surgical intensive care
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Introduction
Intensive care units (ICU) are specialized units where patients who require advanced care and continuous 
observation due to critical health problems are treated.1 In these units, many factors such as prolonged im-
mobilization of patients, use of certain medications, connection to a respirator, vascular diseases, and surgical 
operations increase the risk of Pressure injury (PI).2—5 PI is a complication that usually develops as a result of 
prolonged exposure of the skin over bony prominences or underlying soft tissue to prolonged pressure or me-
chanical factors such as friction, and it seriously affects the patient’s quality of life.6 PIs are also considered an 
important indicator of the quality of nursing care.7,8 When the literature is examined, it is revealed that nurses 
have difficulty putting theoretical knowledge into practice in PI prevention, that they lack knowledge in this 
regard, and that information can be forgotten if training is not continuous.9—11 In a multicenter project conducted 
to determine the prevalence of PIs in our country, it was found that the structured training provided to nurses 
significantly increased their knowledge levels and improved the frequency of skin and PI assessments. However, 
when the prevalence was re-evaluated approximately three months later, the training was not found to have a 
significant effect on the prevalence rate.11 In the study examining PI knowledge among intensive care nurses, it 
was determined that there were knowledge gaps related to PI practices.12

Examining the attitudes and knowledge levels of nurses working in surgical ICUs toward PI is of great importance 
for developing effective strategies to prevent this health problem. Although there are many studies on PI in the 
literature, there are no qualitative studies examining the difficulties experienced by surgical intensive care nurses 
in the prevention and care of PI, or the emotions and experiences they have while providing care to these patients. 
In this context, the study was carried out using a phenomenological approach, one of the qualitative research 
methods, to determine the attitudes of nurses working in surgical ICUs regarding the prevention and care of PI. 
The phenomenological approach examines the perspectives, feelings, understandings, and shared experiences 
of selected groups on a given topic or concept and identifies emerging themes.13 Considering the limited number 
of qualitative studies on PI at the international level, the findings of this study will help elucidate the challenges 
experienced by nurses and contribute to the development of more effective educational and support programs.
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Research Questions
•	 What are the experiences of nurses working in surgical intensive care units 

regarding PI prevention?
•	 What are nurses’ recommendations for caring for patients with PI in surgical inten-

sive care units?
•	 What are the feelings of nurses working in surgical intensive care units when 

caring for patients with PI?

Materials and Methods
Study Design and Setting
In this research, the phenomenological approach, one of the qualitative research 
methods, was adopted. The hospital has a bed capacity of 528 and is registered for 
400 beds. The hospital where the study was conducted includes an intensive care 
unit with 54 beds and 91 nurses. The surgical intensive care unit has 27 beds and 
45 nurses. This study setting was chosen because it provides tertiary-level surgical 
intensive care and performs more than thirty surgical procedures daily. 

Study Participants
The criterion sampling method, a type of purposive sampling, was used to select 
the participants. In this qualitative study, the sample size was determined based 
on the principle of data saturation rather than a predetermined numerical target. 
Data collection continued until no new themes, codes, or insights emerged from the 
participants’ responses and the data began to repeat. At the point of redundancy—
when additional interviews no longer provided novel information—the recruitment 

process was concluded. This approach ensured that the data were sufficiently rich 
and comprehensive to address the research question while maintaining method-
ological rigor consistent with qualitative research standards. The study was con-
ducted with 30 nurses. Nurses who worked in the surgical ICU, were involved in the 
wound care process, had at least one year of experience in caring for patients with 
PI, and agreed to participate voluntarily were included in the study. The demographic 
characteristics of the participants are presented in Table 1.

Data Collection Tool
The data were collected by the researcher between January and February 2024 
in the Surgical Intensive Care Units of Karabük Training and Research Hospital. 
The research data were collected using the Personal Information Form and Semi-
Structured Focus Group Interview Form, which included the sociodemographic 
characteristics of the participants. The Semi-Structured Focus Group Interview Form 
was prepared by obtaining expert opinions. The interview form consisted of eight 
open-ended questions developed in accordance with the literature. For the content 
validity of the questions, expert opinions were obtained from faculty members (two 
academicians specialized in nursing and one academician specialized in qualitative 
research methods) and wound care nurses, after which the questions were revised. 

Data Collection
Participants were divided into seven groups of four to five nurses each. Focus 
group interviews were conducted with these groups, and each interview was audio 
recorded. The recordings were stored and protected in accordance with confiden-
tiality principles. The interviews were conducted by the researcher working in the in-

Table 1. Demographic information of nurses working in surgical intensive care units

Code	 Gender	 Age	 Educational	 Marital	 Weekly	 Working time	 Working time 
				    status	 status	 working time	 in the profession	 in surgical ICU

K1		  Male	 33	 Postgraduate	 Married	 40 hours	 8 years	 5 years
K2		  Male	 31	 High school	 Married	 40—64 hours	 13 years	 8 years
K3		  Male	 31	 Bachelor	 Married	 40—64 hours	 4 years	 3 years
K4		  Male	 37	 Bachelor	 Married	 40—64 hours	 5 years	 2 years
K5		  Male	 41	 Bachelor	 Married	 40 hours	 15 years	 10 years
K6		  Female	 24	 Bachelor	 Single	 40—64 hours	 1 year	 1 year
K7		  Male	 30	 Bachelor	 Married	 40—64 hours	 5 years	 5 years
K8		  Male	 30	 Bachelor	 Single	 40—64 hours	 5 years	 5 years
K9		  Female	 35	 Postgraduate	 Married	 40 hours	 12 years	 8 years
K10	 Female	 40	 Bachelor	 Married	 40 hours	 18 years	 15 years
K11		 Female	 46	 Bachelor	 Married	 40 hours	 29 years	 15 years
K12		 Female	 27	 Bachelor	 Single	 40—64 hours	 4 years	 1 year
K13		 Female	 28	 Bachelor	 Married	 40—64 hours	 4 years	 2 years
K14		 Female	 30	 Bachelor	 Married	 40—64 hours	 5 years	 2 years
K15		 Female	 23	 Bachelor	 Single	 40—64 hours	 1 year	 1 year
K16		 Female	 28	 Bachelor	 Married	 40—64 hours	 4 years	 3 years
K17		 Female	 24	 Bachelor	 Single	 40—64 hours	 1 year	 1 year
K18	 Female	 25	 Bachelor	 Single	 40—64 hours	 1 year	 1 year
K19		 Female	 25	 Bachelor	 Single	 40—64 hours	 1 year	 1 year
K20	 Female	 30	 Bachelor	 Married	 40—64 hours	 4 years	 4 years
K21		 Male	 30	 Postgraduate	 Married	 40—64 hours	 5 years	 4 years
K22	 Female	 31	 Postgraduate	 Married	 40—64 hours	 8 years	 6 years
K23	 Female	 26	 Bachelor	 Married	 40—64 hours	 4 years	 2 years
K24	 Female	 28	 Bachelor	 Single	 40—64 hours	 4 years	 3 years
K25	 Female	 31	 Postgraduate	 Married	 40—64 hours	 8 years	 6 years
K26	 Male	 42	 High school	 Married	 40—64 hours	 24 years	 15 years
K27	 Female	 27	 Bachelor	 Married	 40—64 hours	 4 years	 2 years
K28	 Male	 28	 Bachelor	 Married	 40—64 hours	 5 years	 4 years
K29	 Female	 29	 Bachelor	 Single	 40—64 hours	 5 years	 4 years
K30	 Female	 25	 Bachelor	 Single	 40—64 hours	 2 years	 1 year

ICU: Intensive care unit
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tensive care unit. Data collection took place in a room within the hospital suitable for 
interviews and audio recording. Interviews with surgical intensive care nurses con-
tinued until data saturation was reached. Depending on the number of participants 
in each group, the shortest interview lasted 30 minutes and the longest 52 minutes.

Ensuring Trust
In qualitative research, the researcher’s design and paradigm are said to have a sig-
nificant impact on the selection of validity and reliability criteria. Several qualitative 
research methods were utilized to establish the validity and reliability of the study. 
To ensure internal validity and reliability, the “triangulation” technique was used. To 
ensure external validity, the “rich and dense description” technique was applied.14

Data Analysis
The interviews were transcribed by researchers (SY, DYG) in a computer environ-
ment using Microsoft Word. The data obtained (n=30) were recorded using a voice 
recorder and transcribed into Microsoft Word documents, resulting in a total of 136 
pages of data. The data were then coded using the MAXQDA program for qualitative 
data analysis. First, the audio files of the interviews were converted into Word text 
and transferred to the MAXQDA project file. The researcher then read the interview 
documents and coded the meanings obtained, with the support of a professional 
researcher. These codes were subsequently categorized through thematic analysis 
into coherent themes. The Code-Subcode model and Code Relationship Browser in-
terfaces were used in data analysis. In the study, the obtained data were presented 
in a descriptive and systematic research report. The perspective and critical inter-
pretation ability of the research were strengthened by obtaining expert opinions. 
The accuracy of the interviews was confirmed by both participants and experts, and 
the study was conducted in accordance with a defined conceptual framework using 
the Qualitative Method Writing Guide.

Ethical Considerations
Before starting the study, ethics committee permission was obtained from the 
Karabük University Non-interventional Clinical Research Ethics Committee (Ap-
proval Number: 2023/1556, Date: 06.12.2023), and institutional permission was 
obtained from the Scientific Research Ethics Committee of Kastamonu Training 
and Research Hospital (Approval Number: E-44008972-929, Date: 24.01.2024). 
The purpose and scope of the study were explained to the participants; it was 
stated that participation was voluntary, that they could withdraw from the study 
at any time, and that the information they provided would be kept confidential. 
The data obtained from the interviews were coded and analyzed anonymously, 

and processed without any connection to identity information. The study adhered 
to the ethical principles outlined in the Declaration of Helsinki.

Results
According to the results of the study, 66.6% of the participants were female. Four-
teen of the participants were between the ages of 23—29, and 23 nurses were un-
dergraduate graduates. Twenty-eight of the participants (93.33%) stated that they 
chose their profession willingly, and all of them (100%) stated that they preferred to 
work in surgical intensive care. 

In this study, six main themes emerged from qualitative data analysis. These themes 
were: (1) Importance of PI, (2) Factors Affecting the Care of PI, (3) Risk of Developing 
PI, (4) Suggestions to Improve Care for PI, (5) Emotions Felt by the Personnel Caring 
for Patients with PI, and (6) Methods to Be Followed to Prevent PI. Collectively, these 
themes provide a comprehensive understanding of the multifactorial aspects of PI 
management from the perspectives of healthcare personnel.

Theme 1: Code-subcode Model Indicating the Thoughts of 
Nurses Working in Surgical Intensive Care Units About the 
Importance of PI
The opinions of the nurses about the importance of these injuries were grouped 
under five sub-codes: “poses a life risk,” “can be prevented,” “may be more important 
than the main diagnosis,” “care should be prioritized,” and “cannot get ahead of the 
main theme.” Participants indicated that PI pose critical health risks and that care 
for these injuries often needs to be prioritized. There was also a widespread view 
that PI can be prevented if appropriate measures are taken. However, some nurses 
emphasized that, no matter what is done, PIs are sometimes inevitable (Fig. 1).

“Depending on the degree of PI, it may precede the main diagno-
sis. For example, in acute pancreatitis, you first treat and care for 
it. However, a decubitus that has reached stage 4, has descended 
to the bone, and is infected, in my opinion, overrides the main di-
agnosis.” (P5/Male/41 years old/Undergraduate)

“…Because infection in the patient due to PI can lead to sepsis and 
then death…” (P3/Male/31 years old/Undergraduate)

“PI is an easily preventable condition. It can be easily prevented 
with barrier cream, patient skin care, and position changes.” (P14/
Female/30 years old/Undergraduate)

Figure 1. Code-subcode model showing the views of nurses working in surgical intensive care units on the importance of PI.

PI pose a life-threatening risk

The care of PI must be prioritized

PI may be more important than the primary diagnosis
PI cannot take precedence over the primary diagnosis

Code-subcode direction

Code

Importance of PI

PIs are preventable
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Theme 2: Factors Affecting Care in PI in Surgical Intensive Care 
Units – Code-subcode Model
In this model, three main code-subcode categories were identified: “patient-related 
elements,” “elements related to hospital conditions,” and “elements related to care.” 
In the code-subcode model of “patient-related factors,” expressions such as “body 
mass index, additional diagnoses/chronic diseases, nutritional status, medication 
use, circulatory system status, constitution, duration of hospitalization, mobility, skin 
structure, and agitation status” were included. In the code-subcode model of “factors 
related to hospital conditions,” the expressions “number of personnel, equipment and 
materials,” and “personnel workload/work tempo” were specified. In the “elements 
related to care” code-subcode model, the expressions “positioning/non-positioning, 
staff knowledge and experience,” and “nursing care” were included (Fig. 2).

“I don’t think that pressure sores are always only related to nurs-
ing care. Pressure sores are also related to the weight of the 
patient, i.e., whether they are obese or cachectic.” (P2/Male/31 
years old/High school)

“...Our workload is too much. In other words, we do doctor’s work, 
personnel work, and secretary work. Apart from my patient-ori-
ented work, I also do extra work because I work in a paperwork-
oriented way; I even have to go to the pharmacy to buy medicine.” 
(P28/Male/28 years old/Undergraduate)

“I think it has a very, very important place for us because ‘nurse 
means care’ and ‘care means reduction of pressure sores.’” (P22/
Female/31 years old/Graduate) 

Theme 3: Identifying Patients at Risk of Pressure Wound Devel-
opment in Surgical Intensive Care Units – Code-subcode Model
In the code-subcode model for patients at risk of PI, the following categories 
were identified: “obese or cachectic patients,” “elderly patients,” “diabetic pa-
tients,” “patients with low level of consciousness,” “cerebrovascular occlusion 
(SVO) patients,” “cardiac patients,” “patients with chronic obstructive pulmonary 
disease (COPD),” “patients with low albumin levels,” “trauma patients,” and “pa-
tients who cannot be positioned.” These classifications emphasize the likelihood 
of developing PI based on patients’ health status. Nurses stated that the risk of 
PI is higher, especially in patients who are difficult to position or have fragile skin 
structure (Fig. 3).

“I don’t think that pressure sores are always only related to nurs-
ing care. Pressure sores are also related to the weight of the 
patient, i.e., whether they are obese or cachectic.” (P2/Male/31 
years old/High school)

“Apart from that, since there is delayed healing in diabetic pa-
tients, both PI occurs and progresses faster.” (P8/Male/30 years 
old/Undergraduate)

Physical build

Patient-related factors

Care-related factors

Staff knowledge and experience

Inability to position the patientNursing care

Medication use

Nutrional status

Body mass index

Condition of the 
circulatory system

Additional diagnoses/
chronic diseases

Mobility

Skin type 

Intensive care unit 
length of stay

State of agitation

Hospital-related factors

Number of staff

Equipment and materials

Staff workload/work pace

Bed quality

Factors affecting the care of PI

Code-subcode direction

Code

Figure 2. Code-subcode model of factors affecting the care of PI in surgical intensive care units.
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“...Also, the patient’s diseases and comorbidities are very impor-
tant... Even if we put the patients in the best bed and provide the 
best nursing care, unfortunately, wounds can still develop.” (P10/
Female/40 years old/Undergraduate)

Theme 4: Code-Subcode Model for the Methods to Be Followed 
to Prevent PI in Surgical Intensive Care Units
Methods of preventing PI were specified with seven sub-codes: “body cleans-
ing,” “massage,” “use of appropriate bedding,” “nutritional support,” “use of care 
creams,” “change of position,” and “support of pressure points.” These methods 
are important for ensuring comfort and maintaining skin integrity. Participants 

stated that especially changing position and regularly using skin-protective 
creams were effective in preventing injuries (Fig. 4).

“I think it is actually very easy to prevent pressure sores. If the 
patient does not have a circulatory disorder, if the patient is po-
sitioned every two hours at most, if the pressure points are sup-
ported and an air mattress is used, and if the necessary nutrition 
is provided, it is very difficult for a PI to develop.” (P3/Male/31 
years old/Undergraduate)

“If you do not intervene with wound care products, the possibil-
ity of progression is very high. Therefore, it is necessary to use 

Figure 3. Code-subcode model introducing patients at risk of developing PI in surgical intensive care units.
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Figure 4. Code-subcode model for the methods to be followed to prevent PI in surgical intensive care units.
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effective wound care products. Therefore, PI can be prevented 
with such products.” (P5/Male/41 years old/Undergraduate)

“Apart from that, we can make the patient’s diet protein-intensive. 
Apart from that, we can monitor albumin levels frequently.” (P7/
Male/30 years old/Undergraduate)

Theme 5: Code-subcode Model for Suggestions to Improve Care 
for PI in Surgical Intensive Care Units

In this model, nine suggestions for improving care were grouped under the fol-
lowing sub-codes: “training of relatives,” “establishment of a wound care clinic,” 
“procurement of equipment and supplies,” “reducing the workload of staff,” “in-
creasing the number of staff,” “training of staff,” “holistic care approach,” “su-
pervision of caregivers by the administration,” and “more dedication of young 
staff.” Participants stated that appropriate training, as well as adequate staff and 

equipment support, would improve PI care. It was also emphasized that more 
training and supervision are needed, especially for young nurses, to enhance 
their professional knowledge and skills (Fig. 5).

“I would definitely want to change the number of nurses working 
in our unit because we are currently in surgical intensive care and 
are working with an insufficient number of nurses.” (P3/Male/31 
years old/Undergraduate)

“I would like it to be easier to access more wound care products.” 
(P5/Male/41 years old/Undergraduate)

“It is very important to approach the patient holistically. This is 
teamwork, and we are one part of this team. We’re the prevention 
and treatment pillar. What we call a team is not only the nurse, 
doctor, and people working there, but also the dietician, physio-
therapist...” (P10/Female/40 years old/Undergraduate) 

Figure 5. Code-subcode model for suggestions to improve care for PI in surgical intensive care units.

Statements aimed at improving care in PI
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A wound care clinic should be established
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Figure 6. Code-subcode model for suggestions to improve care for PI in surgical intensive care units.
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Theme 6: Code-sub-code Model Regarding the Emotions Felt by 
Personnel Caring for Patients with PI in Surgical Intensive Care 
Units
Nurses indicated that they experienced various emotions while caring for patients 
with PI. These emotions were expressed as “sadness,” “happiness,” “disgust,” 
“pity,” “inadequacy,” “guilt,” “responsibility,” “empathy,” and “no emotion.” These 
statements reveal the emotional burden nurses experience in the management 
of PI. In particular, feelings of pity and empathy were reported as dominant, while 
in some cases, feelings of inadequacy and guilt were more prominent (Fig. 6).

“If the patient you are caring for develops a PI, then I feel sad 
because I feel guilty. I look for a fault in myself. I question myself. 
If, despite all this, I still don’t find anything wrong with myself, then 
my conscience is clear. However, if a PI develops, I feel guilty.” (P3/
Male/31 years old/Undergraduate)

“Due to the experience and habits we have gained over the 
years, this job is now becoming routine, it is your job, and it 
doesn’t matter whether you have it or not. It is more important 
for you to do the work you need to do.” (P5/Male/41 years old/
Undergraduate)

“I don’t want to provide care when I see an advanced PI because 
the view disgusts me and lowers my enthusiasm for working.” 
(P14/Female/30 years old/Undergraduate)

Discussion
In this study, nurses working in the surgical ICU stated that PIs are preventable 
and that when effective nursing care is provided, patients can be discharged to 
the ward without any wounds, even if they stay in the ICU for a long time. In the 
literature, it has been reported that surgery-related PI's often develop within the 
first 48—72 hours and that such injuries can be prevented through appropriate 
care addressing risk factors caused by medical equipment in surgical intensive 
care.15,16 In line with this result, it is evident that nurses working in the surgical 
ICU should be particularly aware of PI caused by medical equipment. The findings 
indicate that participants take necessary precautions to prevent PI in their nurs-
ing care and demonstrate a high level of awareness.

Surgical intensive care nurses in this study also stated that patients with multiple 
trauma, such as those resulting from traffic accidents, are more prone to PI's due 
to limited positioning and immobility caused by cervical fractures. In the study 
by Aydın Kahraman and İpek Çoban,17 it was reported that immobile patients in 
specialized units such as surgical intensive care may develop PI's due to medical 
devices. It is thought that while the participants’ awareness of the importance of 
mobility and position change in preventing PI is high, they may not be able to take 
sufficient precautions in practice. In this regard, nurses working in ICUs should 
receive updated training on the importance of using support surfaces that can 
redistribute pressure evenly to prevent PI in immobile patients.

During the intraoperative period, surgical patients are immobile, have no sensation 
of discomfort, and cannot change position during the surgical intervention because 
they are under anesthesia and sedation.18 Accordingly, PI's are more common in 
patient groups who must receive sedation in ICUs.19 Surgical intensive care nurses 
in the present study stated that they used sedation, with a doctor’s order, to ensure 
immobilization of some patients who were highly agitated due to pain related to 
surgery in surgical ICUs. In the study by Nedergaard et al.,20 which examined the 
effect of sedation on PI formation, it was reported that the number of PI was not 
significantly affected in patients who did not receive sedation. In this context, it is 
thought that surgical intensive care nurses should increase their awareness of PI 
prevention in sedated patients.

The nurses participating in the study emphasized that PI originating in the oper-
ating theater frequently occurred and that the severity of these wounds tended 
to increase in parallel with the duration of hospitalization and treatment in the 
surgical ICU. This finding is consistent with the literature; for example, Katran8 
in 2015 reported that the incidence of PI among patients hospitalized in surgical 
ICUs for more than 11 days reached 95.9%. Such data underline that prolonged ex-
posure to immobility and intensive care interventions significantly exacerbate the 

risk of PI development. In addition, participants highlighted that surgical factors 
(particularly patient positioning and cautery use) constitute critical determinants 
of PI occurrence. From this perspective, it may be argued that reliance on stan-
dard operating tables and the lack of intraoperative risk assessment contribute 
substantially to the problem. Therefore, a comprehensive risk assessment that 
considers the patient’s clinical status, body mass index, type and duration of 
surgery, and length of ICU stay is imperative for early prevention strategies. These 
findings point to the need for structured protocols and interprofessional collabo-
ration among surgical, anesthesiology, and nursing teams to ensure that high-risk 
patients are systematically identified and protected during surgery. Furthermore, 
increasing the awareness and knowledge of operating theater staff regarding 
perioperative risk factors is essential, as insufficient recognition of such risks 
may result in preventable complications. In this context, future research should 
focus on developing evidence-based intraoperative PI risk assessment tools and 
systematically evaluating the effectiveness of preventive technologies, such as 
pressure-redistributing surfaces and patient-specific positioning devices, in re-
ducing the incidence of operating theater–related PI.

All the surgical intensive care nurses in the study reported that a major factor con-
tributing to their increased workload is the lack of sufficient personnel. They em-
phasized that caring for obese patients is particularly challenging, as inadequate 
staffing negatively affects the quality and continuity of care. The participants also 
noted that increasing the number of nurses would allow more time to be dedicated 
to patient care. Supporting these findings, Ören and Dağcı21 in 2021 identified insuf-
ficient personnel (66.3%), heavy workload (65.9%), unclear job descriptions (56.1%), 
exposure to risky situations (54.7%), and stress related to high-risk patient care 
(53.9%) as the most common problems encountered by ICU nurses. These results 
indicate that increasing the number of nurses may reduce workload, improve the 
quality of care, and consequently lower the prevalence of PI. From this perspective, 
adequate nurse staffing is expected to alleviate workload, enhance individualized 
patient care, and ultimately strengthen both care quality and patient safety. There-
fore, staffing policies in surgical intensive care units should not only focus on nu-
merical sufficiency but also prioritize skill diversity, competency-based distribution, 
and flexible scheduling to meet patient-specific needs.

In this study, the nurses stated that overweight and cachectic patient groups had 
the highest risk of developing PI. The participants noted that cachectic patients 
have less adipose tissue, and consequently, bone protrusions make greater con-
tact with the skin, whereas obese patients have more adipose tissue, which in-
creases pressure within the tissue. In a study examining the relationship between 
risk factors and pressure ulcers in patients whose pressure ulcer risk was deter-
mined by the Braden Scale, it was found that the majority of patients were pre-
obese (49.2%) and that body mass index was statistically significant in the devel-
opment of pressure ulcers (p<0.01).22 In a study conducted by Akın and Karahan23 
in 2020, it was found that the development of facial PI was significantly higher 
in obese patients with chronic diseases and receiving steroid treatment. These 
findings are consistent with the literature. In this regard, it is evident that nurses 
should use advanced-technology beds to facilitate the positioning of obese pa-
tients, thereby reducing the risk of PI development. Additionally, pressure areas 
in cachectic patients should be supported, and up-to-date wound care products 
should be utilized to help reduce the prevalence of PI in ICUs.

Although the prevention of pressure sore development in the perioperative period 
requires multidisciplinary management,24 nurses play a crucial role in preventing 
PI in healthcare settings.25 Nurses’ knowledge and attitudes toward the preven-
tion of PI play a key role in reducing their incidence. In the present study, nurses 
stated that in-house training should be provided not only to nurses but also to 
other staff working in ICUs. In addition, they noted deficiencies in PI training within 
clinics and indicated that existing training programs were not very effective. In the 
study conducted by Çelik et al.,26 75% of nurses participated in in-service training 
for the prevention and treatment of PI, but more than 30% had not received train-
ing for over two years. In another study, it was reported that less than half of the 
nurses had received training in wound care and that they needed more education 
in this area.27 Similarly, a study conducted by Wu et al.28 found that nurses’ general 
knowledge of PI prevention was at a moderate level. These findings collectively 
suggest that current training programs are inadequate in terms of frequency, 
content, and sustainability, which may compromise both nurses’ competence and 
patient outcomes. Therefore, it is essential that wound care in surgical ICUs be 
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delivered through a multidisciplinary team that includes a specialized wound care 
nurse, while also ensuring that ICU nurses receive regular, comprehensive, and 
evidence-based training on PI prevention. Strengthening educational strategies in 
this way would not only enhance nurses’ skills but also contribute to reducing the 
incidence of PI in critical care environments.

Surgical intensive care nurses who participated in the study also stated that 
patients who had undergone surgical procedures and were hospitalized in in-
tensive care should receive care in collaboration with dietitians, both to promote 
surgical wound healing and to prevent the development of PI. Saghaleini et al.29 
reported that zinc, protein, vitamins A, C, and E, and amino acids play an impor-
tant role in the healing of PI. In a randomized controlled study by Cereda et al.,30 
it was found that wound healing accelerated in patients with PI who received 
nutritional support consisting of arginine, zinc, and antioxidants for eight weeks. 
In this regard, and in parallel with the literature, it is evident that the nutritional 
content determined by the nutrition nurse and dietitian, along with the patient’s 
diet, is an important intervention in the prevention of PI.

In this study, surgical intensive care nurses reported experiencing emotions such 
as sadness, guilt, disgust, and pity when PI developed in patients under their 
care. Some participants stated that their sense of responsibility increased as 
the severity of the PI worsened, whereas more experienced nurses noted that, 
over time, they had become emotionally desensitized due to professional habitu-
ation. Participants also emphasized that a nurse “without conscience” could not 
work in the intensive care environment, underscoring the importance of empathy 
in nursing practice. While some nurses expressed satisfaction and fulfillment 
when providing attentive care for patients with PI, others acknowledged that 
the unpleasant appearance and odor of infected wounds negatively affected 
their ability to deliver care. These findings reveal the complex interplay between 
professional responsibility and emotional burden in PI management. From this 
perspective, it can be argued that emotional responses are inevitable in intensive 
care settings; however, the findings of this study suggest that despite nurses’ 
high awareness of PI risks, preventive practices often remain insufficient. This 
gap indicates that emotional burden, manifesting as sadness, guilt, or disgust, 
may directly hinder the consistent delivery of high-quality care. Furthermore, the 
association repeatedly emphasized by participants between inadequate staffing 
and the occurrence of PI highlights that workforce shortages not only increase 
workload but also directly contribute to adverse patient outcomes. Therefore, 
interventions should not only aim to provide nurses with structured psycholog-
ical support programs, peer discussion groups, and resilience training, but also 
address systemic issues such as staffing adequacy and workload management. 
Ultimately, minimizing the impact of emotional fatigue, ensuring sufficient nurse-
to-patient ratios, and reinforcing evidence-based preventive measures are es-
sential for maintaining professional objectivity, safeguarding care quality, and 
reducing the incidence of PI.

Limitations of the Study
The study’s limitation to a single center, the relatively small number of participants, 
the focus solely on surgical intensive care nurses, and the reliance on self-reported 
data constitute important methodological limitations of the study.

Conclusion
The findings highlight three key areas for intervention in the prevention and care 
of PI in surgical ICUs: (1) strengthening workforce capacity by increasing the 
number of nurses and support staff, (2) enhancing the scope and continuity 
of in-service training programs, and (3) fostering multidisciplinary collaboration 
supported by adequate equipment, materials, and access to up-to-date wound 
care products. These results underscore the necessity for healthcare managers 
and policymakers to prioritize evidence-based workforce planning, allocate re-
sources efficiently, and develop institutional policies aimed at sustaining high-
quality care and preventing PI. The study highlights the pivotal role of structured 
educational strategies, adequate staffing, and interdisciplinary approaches, 
thereby establishing a conceptual link between the present findings and future 
directions for practice and policy. In this context, conducting mixed-method 
studies that include ICU nurses from both public and private healthcare institu-
tions is essential to ensure methodological rigor and to enhance the validity and 
generalizability of the findings.
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Preparing Nurses to Deliver Bad News: A Scoping Review of Simulation- 
based Methods

Abstract

Delivering bad news is a critical communication skill for nursing students. It requires sensitivity, empathy, and clarity, yet 
opportunities to develop this skill in clinical settings may be limited. This review aims to explore how nursing students 
are trained to deliver bad news through simulation-based education. A scoping review was conducted in December 
2024, searching PubMed, CINAHL, Embase, and Google Scholar. The review followed the Arksey and O'Malley framework 
in accordance with PRISMA-ScR (Preferred Reporting Items for Systematic reviews and Meta-Analyses extension for 
Scoping Reviews) guidelines. A thematic analysis was applied to identify key themes in the selected articles. Four 
major themes were identified across 10 studies: Benefits of Simulation-Based Learning, the Value of Interprofessional 
Learning, Innovative Technologies, and Emotional Challenges. Simulation methods were found to be effective in en-
hancing students' preparedness and communication skills, particularly when used in interprofessional settings. Simula-
tion-based education is a valuable tool for training nursing students to deliver bad news. Incorporating interprofessional 
and technology-enhanced approaches can further enrich learning outcomes and better prepare students for challeng-
ing clinical communication scenarios.

Keywords: Breaking bad news, health communication, nursing education, simulation

Systematic Review

Introduction
Delivering bad news, often referred to as “Breaking Bad News” (BBN), is a significant challenge for healthcare 
professionals. This process goes beyond a simple communicative task; it profoundly impacts patients and their 
families on physical, mental, social, and spiritual levels. Receiving bad news can be a life-altering and existential 
experience. It often provokes emotional reactions and influences how individuals cope with the situation.1 Giving 
bad news to patients is one of the most difficult tasks that members of the therapeutic team have to perform.2,3

The responsibility for delivering bad news typically falls to medical professionals, though this varies by country. 
For instance, in Germany, providing any kind of diagnosis is legally and traditionally the role of physicians.4 A 
recent study by Mansoursamaei et al.5 reported that 95.2% of junior doctors view physicians as the primary 
professionals responsible for this task. BBN is often a challenging and anxiety-inducing responsibility for med-
ical staff, many of whom feel uncertain about how to navigate the emotional reactions of patients or family 
members in such situations.6 However, Vandekift also notes that the act of delivering bad news can have a 
positive effect on healthcare providers, particularly when their efforts result in a constructive or compassion-
ate outcome for the patient and their family.6 Nursing staff also play a crucial role in the process, particularly 
after the initial delivery of the bad news. While physicians often communicate critical information, nurses are 
the primary caregivers families confide in. They frequently provide follow-up support, which includes offering 
additional details about the diagnosis, prognosis, and treatment, and helping patients and families process the 
news.2,7,8 This emphasizes the importance of equipping nursing students with the skills and confidence needed 
to navigate these interactions effectively.9 

Several communication strategies and models have been developed to guide healthcare professionals in 
breaking bad news. Among the most widely recognized is the SPIKES protocol (Setting, Perception, Invita-
tion, Knowledge, Emotions, and Strategy), originally developed for use in oncology by a research team led 
by Walter Baile and published in 2000. The SPIKES protocol provides a systematic approach for conducting 
these conversations. The acronym "SPIKES" stands for Setting, Perception, Invitation, Knowledge, Emotions, 
and Strategy. It guides healthcare professionals through key steps, from gathering information about patients’ 
understanding and preferences to engaging them in the treatment process to ensure effective care and col-
laboration.10 The SPIKES protocol is the most commonly used model in training students to deliver bad news.3 

Despite the recognized importance of communication skills in healthcare, studies suggest that many health-
care providers lack formal training in delivering bad news. For example, Alshami et al.11 found that only one-third 
of healthcare professionals had received any form of training in delivering bad news (33.4%; 95% confidence 
interval [CI]: 32.5–34.3%).11 Training rates were low across professions, including 37.4% of nurses and only 
26.6% of medical students, despite evidence that those with formal training were significantly more likely 
to deliver bad news themselves. These findings reflect a critical gap in medical education, particularly in the 
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context of patient-centered care, as poor delivery of bad news can have long-last-
ing consequences for patients and their families.11 Medical education programs are 
therefore strongly encouraged to address this gap through structured training, in-
cluding simulation-based approaches.11 For nursing students, learning how to nav-
igate these sensitive conversations is essential to their professional development. 
Effective communication not only supports the emotional well-being of patients and 
families but also helps build trust and reduce the risk of miscommunication during 
difficult times.9 Simulation-based training, in particular, has emerged as an effective 
method for preparing students to deliver bad news.3 By combining realistic scenar-
ios, standardized patients, and structured feedback, simulation provides a safe envi-
ronment for skill development and emotional preparation.3 Moreover, prior research 
emphasizes the need to explore how BBN skills are sustained over time, the optimal 
timing of such training in curricula, and the comparative effectiveness of different 
SP models.3 While previous studies have established the value of simulation in de-
veloping communication competencies, much of the literature remains fragmented 
in focus, methods, and evaluation strategies. Existing research often concentrates 
on specific scenarios or short-term outcomes, offering limited insight into broader 
patterns or educational best practices. This scoping review explores the use of 
simulation in preparing nursing students to deliver bad news, combining current 
evidence to understand training methods, student responses, and strategies for 
effective implementation. By mapping out the range of simulation approaches and 
evaluating their reported outcomes, this review seeks to clarify the current state of 
knowledge, identify best practices and gaps, and provide a foundation for enhancing 
communication education and ultimately improving patient care.

Study Questions
1.	 What simulation-based methods are used to train nursing students in breaking 

bad news?

2.	 How do students experience and respond to simulation-based training methods?

3.	 What role do technological innovations play in enhancing this training? 

Materials and Methods
This scoping review aimed to explore how nursing students are trained to deliver 
bad news through simulation, how they respond to such training, and what consti-
tutes effective implementation. Scoping reviews are designed to map the breadth 
of available evidence, clarify key concepts, and identify gaps in research without 
necessarily evaluating study quality in depth.12

The review followed the framework proposed by Arksey and O’Malley12 and the 
PRISMA-ScR checklist (Preferred Reporting Items for Systematic Reviews and Me-
ta-Analyses extension for Scoping Reviews).13

Search Strategy
A systematic literature search was conducted in December 2024 across three 
databases: PubMed, CINAHL, and Embase. An additional exploratory search was 
performed using Google Scholar to capture gray literature. The search strategy was 
structured around three main concepts:

•	 Breaking bad news (e.g., "delivering bad news," "BBN"),

•	 Nursing students (e.g., "nursing education," "student nurse"),

•	 Simulation-based learning (e.g., “simulation-based learning,” “SBL,” "standard-
ized patient").

Search filters included English and German language publications. No restriction 
was set on publication year to ensure broad coverage. Duplicates were removed 
using Citavi software.

Eligibility Criteria
Inclusion Criteria
•	 Studies involving undergraduate or graduate nursing students,

•	 Simulation-based interventions focused on communication of bad news (in-
cluding role play, standardized patients, virtual simulations),

•	 Empirical studies or project reports reporting on student outcomes or learning 
processes,

•	 Articles published in English or German.

Exclusion Criteria
•	 Studies not involving nursing students,

•	 Training formats that did not include experiential or simulation-based learning 
(e.g., lectures alone),

•	 Theoretical papers, editorials, or studies without discussion of educational out-
comes.

Study Selection and Data Extraction
All titles and abstracts were screened independently by two reviewers. Full texts of 
potentially relevant studies were then reviewed for inclusion. A PRISMA flowchart 
detailing this process is presented in Figure 1.

Data extraction was conducted using a structured table capturing key information: 
study aim, population, design, intervention type, data collection methods, and main 
findings. This charting process was carried out independently by two reviewers and 
then compared for consistency. Disagreements were resolved through discussion.14

Data Analysis
A thematic analysis, based on the approach by Braun and Clarke,15 was used to 
synthesize findings across studies. Both qualitative and quantitative data were con-
sidered. Data were coded inductively using MAXQDA software to identify patterns, 
recurring themes, and gaps in the literature.

While both qualitative and quantitative outcomes were extracted, the synthesis 
primarily focused on thematic interpretation due to heterogeneity in study designs 
and outcome measures. Studies were not formally appraised for quality, in line with 
standard scoping review methodology. Nonetheless, attention was paid to method-
ological clarity and relevance during the inclusion process.

Additional Considerations
Although the term “simulation” was central to the search strategy, some studies 
involving role play were included when they aligned with the experiential aims of 

Figure 1. Study selection.

BBN: Breaking Bad News.
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simulation-based education. These interventions provided practice opportunities 
for communication in emotionally charged scenarios and often mirrored simulation 
outcomes in terms of learning objectives.

Results

Selection of Studies 
A total of 10 studies were identified as relevant to this review (Supplementary 
1).4,16—24 The studies included two quantitative, one qualitative, three mixed-methods 
designs, and four project reports without formal scientific evaluation. For one of 
the mixed-methods studies, only the qualitative data was analyzed due to small 
sample size. Four studies included interprofessional learning, with three involving 
medical students and one involving social work students. Participant groups pri-
marily included undergraduate nursing students (n=8), with one study focusing on 
pediatric nurses and one on nurse practitioner students. Three studies integrated 
innovative technologies: telehealth (two studies) and 360-degree immersive video 
(one study). The studies were conducted in the USA (3), UK (2), Germany, Belgium, 
Pakistan, Ireland, and Portugal (one each). Nine studies used the SPIKES protocol as 
a framework for training or assessing the delivery of bad news. A short overview of 
the included studies is presented in Supplementary 1.

Themes
Through the process of thematic analysis, four main themes were identified: Bene-
fits of Simulation-Based Learning, the Value of Interprofessional Learning, Innova-
tive Technologies, Emotional Challenges. 

Benefits of Simulation-Based Learning 
All included studies reported that simulation-based learning and role play were ef-
fective methods for training nursing students in BBN.4,16—24 These approaches helped 
students feel more prepared to deliver difficult information and provide support to 
families.16 Several studies indicated that simulation and role play enabled students 
to develop practical strategies for delivering bad news and reinforced previously 
acquired communication skills.18,19

Pre-briefing and debriefing were frequently described as essential components of 
the simulation process. Pre-briefing served to clarify objectives and expectations, 
while debriefing provided space for reflection, feedback, and emotional process-
ing.20 In addition, studies noted improvements in students’ communication abilities 
following structured training, including simulation-based activities.20

Some studies also reported that simulations positively influenced students’ confi-
dence, critical thinking, and problem-solving abilities by offering realistic and sup-
portive learning environments.18,19 Identified limitations included insufficient simu-
lation hours in some curricula16 and a lack of emphasis on psychosocial aspects in 
certain training formats.19

The Value of Interprofessional Learning 
Nursing students perceived their role in BBN not as the primary deliverers but 
as an essential source of support for patients and their families.18,21 Interprofes-
sional learning was described as a core component in preparing students for 
these situations, with many studies involving joint simulations between nursing 
and medical students.4 These simulations emphasized the importance of com-
munication between different healthcare professionals when caring for patients 
with life-threatening conditions.4 In the reviewed studies, students from both 
professional groups reported that working together improved their ability to com-
municate effectively and enhanced their understanding of collaborative care.21 
Wakefield et al.21 found that shared training helped students recognize the dis-
tinctions and overlaps in their roles, which contributed to clearer expectations 
and improved cooperation. Other studies reported that observing how students 
from other disciplines approached communication challenges allowed partici-
pants to reflect on and adjust their own strategies.19,21 Across studies, interpro-
fessional simulation was associated with improvements in teamwork, role clarity, 
and preparedness for collaboration in clinical settings.19

Innovative Technologies 
Most studies reviewed used traditional role play or SPs for simulation training 
in BBN (n=7). However, three studies explored the use of newer technologies, 

including 360° immersive video (360IV) and telesimulation (TS).16,22,23 In one study, 
Goosse et al.22 compared 360IV to SP-based simulations. Students used immer-
sive headsets to view scenarios from the patient's perspective. Reported out-
comes included improvements in communication skills, with particular emphasis 
on shared decision-making.

Other studies introduced telesimulation, using remote telecommunication tools to 
facilitate training. Kurji et al.23 and Berta et al.16 implemented TS for BBN training 
and reported that it was feasible, though some technical issues such as internet 
connectivity posed challenges.

Emotional Challenges in Breaking Bad News
Several studies reported that delivering bad news evoked strong emotional respons-
es in nursing students. Students described feelings of nervousness, inadequacy, 
and emotional strain during simulation exercises.17,24 Common concerns included 
not knowing how to respond to patients' questions and lacking the confidence to 
manage emotionally charged conversations, particularly as new graduates.17,24

Reported emotional reactions included anxiety, sadness, feelings of failure, and 
compassion.16 Some students felt emotionally drained and inadequate after simula-
tions, with several describing residual emotional effects afterward.19

Students with personal experiences related to terminal illness also noted height-
ened emotional difficulty during these scenarios. In some cases, students stepped 
away from the simulation environment to manage their emotions.23

Discussion
This scoping review identified four main themes through the process of thematic 
analysis: benefits of simulation-based learning, the value of interprofessional learn-
ing, innovative technologies, and emotional challenges. By synthesizing evidence 
across these areas, the review highlights current practices, emerging trends, and 
gaps in nursing education. These findings emphasize the complex nature of com-
munication training and the importance of simulation in preparing nursing students 
both practically and emotionally.

The majority of studies suggest that simulation-based education using SPs or role 
play is an effective method for training nursing students in BBN. This aligns with 
existing literature indicating that simulation-enhanced education is a widely used 
strategy for developing collaborative communication skills.3,25,26 Structured commu-
nication training through simulation helps bridge theoretical knowledge with prac-
tical application.27 SPs, in particular, offer realistic, emotionally engaging learning 
experiences that improve student performance in delivering sensitive news.

However, the term “role play” was used inconsistently across studies. In some cas-
es, it was unclear whether these activities met formal definitions of SBL, which usu-
ally include structured scenarios, feedback, and standardized environments.28 Role 
play often lacks these components, particularly realism and formal assessment.13 
Yet, a key strength of role play is the opportunity it gives students to step into the 
role of the patient or family member. This perspective shift may foster empathy and 
a deeper understanding of the emotional impact of BBN.24

Interprofessional simulation also emerged as a key method. It helps students un-
derstand the complementary roles of nurses and physicians in delivering bad news. 
Nurses often act as emotional supporters, assisting patients and families after the 
physician delivers the diagnosis.9 Interprofessional training fosters mutual respect, 
clarifies role boundaries, and improves collaborative care.4,20,21 These approaches 
prepare nursing students to effectively participate in emotionally charged health-
care conversations as part of a team.

The emotional intensity of BBN was evident across multiple studies. Students 
reported feelings of nervousness, inadequacy, and emotional strain, both during 
training and clinical practice.17,23 These emotional reactions, including anxiety and 
sadness, were often long-lasting. Some students felt overwhelmed or emotion-
ally drained after simulations.19 Debriefing sessions were identified as essential 
in helping students process these experiences, build resilience, and reflect on 
their communication strategies.19 This highlights the need for structured emotion-
al support within BBN training programs, including pre-briefing and debriefing, to 
support student well-being and skill integration.
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Emerging innovations such as telesimulation and 360° immersive video offer logis-
tical advantages and novel learning experiences.16,22,23 For example, immersive video 
allows students to view scenarios from the patient’s perspective, enhancing empa-
thy and engagement.22 However, most studies suggest these technologies should 
supplement, not replace, traditional simulations. Both telesimulation and 360IV face 
technical limitations and may reduce emotional interaction.16,23 A rapid review of vir-
tual patients supports this. While digital tools are effective compared to no training, 
they may lack the affective richness and interactive feedback critical for developing 
empathy and communication skills.29 Therefore, digital innovations should be seen 
as valuable adjuncts rather than substitutes for SP-based training.

Future research should explore the sustainability of technological innovations be-
yond pandemic-driven use. Comparative studies between traditional and technolo-
gy-based simulations could clarify their unique benefits and limitations. Moreover, 
expanding research to include midwives and allied health professionals will support 
the development of interdisciplinary BBN curricula. Finally, deeper investigation into 
emotional resilience-building strategies, such as pre-briefing and debriefing, will en-
hance the long-term effectiveness of simulation-based training.

Limitations
This scoping review has several limitations that should be considered when inter-
preting the findings. First, scoping reviews involve a degree of subjectivity, as they 
rely on the interpretation and synthesis of the available literature. The thematic 
analysis, although useful for identifying overarching patterns and themes, may also 
reflect researcher bias despite efforts to enhance reliability through independent 
coding and discussion. The included studies showed considerable methodological 
diversity, including differences in study design, sample size, data collection meth-
ods, and outcome measures, which makes it difficult to compare findings directly or 
draw firm conclusions. In addition, the scientific quality of the included studies was 
not formally appraised, consistent with scoping review methodology. However, this 
means that the findings may include evidence of varying quality and validity, which 
could impact the strength and reliability of the conclusions. Language restrictions 
also limited inclusion to studies published in English and German. This exclusion 
may have omitted relevant research published in other languages, potentially bi-
asing the review’s scope and generalizability. Finally, the relatively small number 
of studies focusing specifically on nursing students and BBN simulation training 
reflects the traditional perception of nurses primarily as supporters rather than pri-
mary communicators in BBN. This limited research base constrains the depth of the 
evidence and its applicability to wider educational contexts.

Conclusion
This review highlights that simulation-based learning is an effective and widely used 
method for preparing nursing students for breaking bad news. Role play, although 
less structured, offers value by allowing students to experience different perspec-
tives, such as those of patients or family members. Interprofessional simulation, es-
pecially when conducted with medical students, enhances students’ understanding 
of team dynamics, role boundaries, and collaborative communication, all essential in 
real-world BBN scenarios. Educators should prioritize these integrated approaches 
in nursing curricula to mirror clinical realities and promote mutual respect across 
disciplines.

Emerging technologies like telesimulation and 360° immersive video show promise 
in expanding access to training and fostering empathy through novel formats. How-
ever, these tools are best used as adjuncts rather than replacements. Telesimulation, 
for example, can be effective in remote or resource-limited settings but requires a 
good technical infrastructure and clear protocols to manage technical issues. 360IV 
may enhance emotional engagement, particularly for perspective-taking, but lacks 
the hands-on interactivity needed for full skills development. Therefore, educators 
should select technologies based on the learning objectives and context, combining 
digital tools with traditional SP-based scenarios where possible.
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A Phenomenon That Challenges Physicians and Nurses: Breaking Bad 
News in Oncology 

Abstract

Breaking bad news is one of the most common and challenging communication processes healthcare professionals 
encounter in oncology practice. Conveying negative information to patients regarding diagnosis, prognosis, or treatment 
is not merely a medical briefing but a complex process involving ethical, legal, and psychosocial dimensions. This review 
discusses the meaning of breaking bad news, the factors affecting this process in oncology, the ethical and legal di-
mensions involved, and approaches to delivering such news. It concludes that the process of breaking bad news should 
be treated as a professional skill, that healthcare workers should be supported in this regard, and that they should be 
empowered through systematic training programs.
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Introduction
Cancer is recognized as one of the most serious health issues worldwide today, profoundly affecting individ-
uals' lives not only biologically but also psychologically, socially, and economically.1 A cancer diagnosis is a 
process that fundamentally changes not only the individual's life but also that of their family and close circle, 
carrying a heavy emotional burden. One of the most challenging tasks for physicians and healthcare teams 
during this process is breaking bad news to patients and their loved ones. Breaking bad news is not merely a 
matter of conveying medical information; it is a complex process involving communication, empathy, ethical 
responsibility, and legal obligations. In oncology practice especially, any negative news regarding diagnosis, 
treatment, or prognosis can have profound psychological effects on patients and their loved ones. For health-
care professionals, this situation creates significant emotional pressure and ethical dilemmas.

Breaking bad news to a patient is a critical stage that directly affects the individual's adaptation to the dis-
ease process, participation in treatment, and quality of life.2 The literature indicates that breaking bad news 
appropriately ensures patients’ right to access information, helps them assess the disease process more re-
alistically, and increases satisfaction with healthcare services.3 However, inappropriate delivery of bad news 
can lead to negative outcomes for patients, such as anxiety, depression, helplessness, and non-compliance 
with treatment.4 

From the perspective of healthcare professionals, the process of breaking bad news is not only a patient-
centered responsibility but also a professional and ethical obligation. However, many studies emphasize that 
healthcare workers often do not receive adequate training in this area, experience difficulties with communi-
cation skills, and struggle to manage the process effectively.5 Particularly in oncology practice, the frequent 
need to convey negative information regarding diagnosis, treatment, and prognosis is a significant factor in-
creasing burnout and emotional distress among healthcare professionals.2 

This review provides a comprehensive perspective on the subject by addressing the meaning of breaking bad 
news, the challenges encountered in oncology practice, the factors influencing the process, the ethical and 
legal implications, and the approaches recommended in the literature.

The Meaning of Bad News
Although breaking bad news is conceptually one of the fundamental problems of medical practice, attention 
was only drawn to the issue and defined in the 20th century. According to Buckman (1992), the first researcher 
to explain the concept, bad news is a phenomenon that significantly and negatively affects a person’s attitude 
toward the future.6 Bad news has also been defined as information that dramatically alters a person’s view of 
the future, causing cognitive, sensory, and behavioral disturbances after receiving it.7  

Many situations can be considered bad news, such as a cancer diagnosis, chronic disease diagnosis, failure of 
treatment to result in healing, treatment failure, amputation, conditions causing loss of function, side effects of 
chemotherapy, a pregnant woman losing her baby, and news of death.8,9 As can be understood from its defini-
tions, breaking bad news is a process that evokes negativity in the relationship between the physician, nurse, 
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patient, and the patient’s relatives, regardless of the circumstances or the disease. 
It is typically news that no one wants to receive or deliver.

The Factors Affecting the Process of Breaking Bad News 
in Oncology 
Cancer is a disease that often evokes death and is perceived as equivalent to death 
by many people.10 The diagnosis and treatment of cancer are emotionally, econom-
ically, and socially exhausting for patients and their relatives. Because the patient’s 
body is affected by a disease whose treatment will be long and uncertain,11 it is 
natural for physicians and nurses to accompany the patient at every stage of this 
lengthy treatment process. The most challenging issue for healthcare professionals 
in the diagnosis, treatment, and care of cancer patients is, of course, the process of 
breaking bad news.8 

In oncology, patients and their relatives are frequently confronted with bad news. 
Breaking bad news in medical practice presents various challenges for both the 
recipient and the person delivering it. The anxiety and fear of not being able to cope 
with the intense emotions and behaviors that patients and their relatives experi-
ence after receiving bad news are among the most fundamental difficulties.7 On the 
other hand, the person delivering bad news also confronts their own emotions and 
death anxiety in this process, which can be counted among the difficulties faced 
by professionals. In the process of accepting bad news, patients and their relatives 
interpret the situation according to their traditions, values, and sociocultural struc-
tures, and reflect their reactions accordingly.6 Undoubtedly, physicians and nurses 
encounter other difficulties in breaking bad news.

The decision to deliver bad news and the manner in which it is communicated are 
influenced by many factors in oncology. Sociocultural structure plays a significant 
role in shaping the communication preferences of patients and their relatives re-
garding cancer. People living in traditional, more protective family structures tend 
to have different attitudes toward receiving bad news compared to those living in 
more individualistic societies.7,8 While there are differences between countries in 
terms of telling patients the truth about their diagnosis, prognosis, treatment op-
tions, and side effects, there is no global consensus on this issue.12 In North America 
and Europe, most physicians clearly state the diagnosis to patients. However, in 
Southern and Eastern Europe, Middle Eastern countries, Japan, and China, patients 
are more reluctant to receive information about their illnesses than their relatives 
due to patriarchal views and cultural norms, or the diagnosis is not disclosed to 
patients because of family intervention.13 Although this situation has changed over 
the past 50 years, in our country relatives still have a say in matters concerning the 
patient. Unfortunately, the practice of telling patients the truth about their cancer 
diagnosis is not widespread, and this is largely attributed to the influence of cultural 
norms in Eastern societies.14 This concealment effort puts relatives, patients, and 
healthcare professionals in a difficult situation and creates an obstacle to commu-
nication with the patient.10 

There are factors other than culture that affect whether patients and their relatives 
want to receive bad news. These include past experiences, age, socioeconomic 
level, personality traits of the patient, the location, stage, and metastasis status of 
the cancer, the manner in which the bad news is delivered, the role of the physician, 
and the approach of healthcare professionals.11 Physicians’ insufficient training in 
breaking bad news, their tendency to overestimate patients’ life expectancy, and 
their personal attitudes towards death directly shape the way they communicate 
unfavorable information to patients.10 Sociocultural factors such as physicians’ sta-
tus in society, religious beliefs, philosophy of life, and attitudes toward death may 
also influence the way they deliver bad news.15 Healthcare professionals, especially 
those who work with terminally ill patients at risk of dying, are faced with the reality 
that they are also mortal. This realization can deeply shake their beliefs, ideologies, 
and assumptions about the world, and as a result, negatively affect their communi-
cation with patients.16 

In addition to the approaches of physicians and nurses in breaking bad news, the 
meaning that patients attribute to the disease is also essential. Some patient char-
acteristics may influence their response to bad news: being busy, not making the 
disease the focus of life, having self-love and a love of life, being tolerant, being 
able to direct their own life, knowing how to laugh, accepting the past, and being 
observant, all of which affect the patient’s reactions after receiving the diagnosis 
and their approach to the treatment process.11 

One reason is that biomedical training is often emphasized during physician and 
nurse education, whereas training in ethical knowledge and effective communica-
tion methods usually falls short of expectations. In addition, not knowing how to ad-
dress and manage the emotional reactions of patients and their relatives (depend-
ing on their cultural background) and believing that they cannot answer questions 
about the future can also be counted among the reasons. The fear of destroying the 
patient’s hope, the fear of being blamed, and even the concern that patients may 
commit suicide cause healthcare professionals to experience difficulties. These 
factors make physicians feel extremely tense, especially when breaking bad news, 
and lead them to avoid this challenging task.6 Table 1 illustrates the factors that 
influence the delivery of bad news in oncology.17—20

The Ethical and Legal Dimension of Breaking Bad News

Ethical Dimension

The fundamental philosophy of medicine is to prioritize the well-being of the patient. 
Nursing, as a care-oriented profession, likewise focuses on the well-being of the 
patient. Both professions strive to preserve life. Yet, while trying to save the patient 
from death, telling or making the patient feel that “you will die” through bad news 
contradicts the basic philosophy of medicine and nursing.

One of the most fundamental principles of medical ethics is autonomy, which en-
compasses a patient’s ability to make decisions about their own body and act in 
accordance with their own will. To respect patient autonomy, physicians are respon-
sible for clearly conveying all necessary information, including potential side effects, 
benefits, and risks, in a way patients can understand, thereby enabling informed de-
cision-making about their diseases, diagnoses, and treatment options. This practice 
is called “informed consent.” In addition, telling the truth to the patient and building 
trust afterward are critical ethical concepts.

Table 1. Factors affecting the delivery of bad news in oncology17—20 

Factors affecting the delivery of bad news in oncology
	 Patient-related factors
		  •	 Age
		  •	 Patient's health status (metastasis, terminal stage, prognosis, treatment)
		  •	 Cultural background 
		  •	 Socioeconomic status
		  •	 Level of knowledge
		  •	 Desire to know/not know the truth
		  •	 Process of accepting the illness
		  •	 Marital status
		  •	 Parental status
		  •	 Life values (expectations, attitude, perception of death, denial)
		  •	 Expected life span
	 Factors related to the patient's relatives	
		  •	 Sociocultural level
		  •	 Level of knowledge 
		  •	 Intervention by the patient's relatives
	 Factors related to healthcare professionals
		  •	 Cultural background
		  •	 Fear of harming the patient
		  •	 Training in delivering bad news
		  •	 Attitude toward cancer
		  •	 Professional experience
		  •	 Trust relationship
	 Organization-related factors
		  •	 Institutional resources (suitable environment, etc.)
		  •	 Time constraints (physician/patient ratio)
		  •	 Negative aspects of the healthcare system
		  •	 Barriers to interdisciplinary practice
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Respect for Patient Autonomy and Informed Consent 
Autonomy, in the ethical sense, means making decisions about oneself based on 
one’s values.21 One of the aims of healthcare is to protect the autonomy of individuals 
by eliminating disease or reducing its impact. For this reason, respecting autonomy 
has become a central ideal in today’s health services and is considered one of the 
key bioethical principles. Healthcare professionals regard respect for autonomy as a 
fundamental ethical responsibility and integrate it into their professional practice.22

Patients have a fundamental right to reliable and necessary information about their 
disease. However, this approach may differ across cultures. For example, while 
Western societies strongly advocate for patient autonomy and the right to be in-
formed about their medical condition, regardless of the disease’s severity or progno-
sis, Eastern societies emphasize the vital role of the family’s perspective in patient 
management and decision-making, which creates a cultural and ethical dilemma.23 

Another factor affecting patient autonomy is the physician’s approach to the patient. 
Paternalism is the belief that a physician has the right and duty to decide on a 
patient’s treatment. This approach has declined as human rights and patient rights 
have evolved, shifting the relationship toward mutual participation and two-way 
communication.24 Today, patients often view the physician as a counsellor or guide 
and adopt the perspective that they have the right to choose and determine their 
own destiny.25

There are debates about patient autonomy and its feasibility in oncology. One is-
sue is that patients lack the necessary level of medical knowledge and cannot be 
expected to fully comprehend the expertise required to make informed clinical de-
cisions. Another concern is that patients may struggle to receive and retain infor-
mation about their health status.26 Autonomy may also conflict with the principle 
of beneficence and at times overshadow patient benefit. Therefore, the principles 
of autonomy and beneficence should be considered within their specific context.

Respecting the patient’s autonomy in oncology is only possible by informing them 
about the relevant diagnosis, treatment, and care. In medical ethics, this process 
is referred to as informed consent. During informed consent, all information that a 
patient may want or need to know should be provided. The key aspect of informed 
consent is explaining the procedure in language the patient understands and ensur-
ing they comprehend it.27 It is only possible for the patient to make the most appro-
priate decision for their benefit if they know the nature of the cancer treatment, the 
causes of their disease, and the limits and scope of the treatment.28 Autonomy may 
be temporarily limited by the disease itself, as well as by non-transient factors such 
as the societal context in which the person lives or their cognitive capacity. Cancer 
being a fatal disease, limits patient autonomy particularly in the context of whether 
the diagnosis is disclosed. 

The patient’s right to information is one of the most frequently emphasized ethical 
issues within the scope of patient rights. This right underscore personal freedom 
and dignity. According to the Patient Rights Regulation (2019) on informing patients, 
they have the right to determine their destiny, to make decisions freely, to request 
the protection of medical confidentiality, and to prevent their information from being 
shared without their consent. When patient information is evaluated in the con-
text of breaking bad news, it may be considered permissible as “the patient may 
not be informed” if informing the patient would harm their health, according to the 
statement in the Patient Rights Regulation: “It is permissible to withhold the diag-
nosis in cases where there is a possibility that the disease may worsen by adversely 
affecting the patient’s moral state, and where the course and outcome of the dis-
ease are considered grave.”29 However, withholding information from the patient is 
acceptable only in exceptional cases. Whether or not the patient is informed about 
their health status depends on the physician’s discretion within the framework of 
the prevailing conditions. Otherwise, applying the same approach to every patient 
diagnosed with cancer is considered a violation of the patient’s human rights. In 
some cases, ethical principles and legal practices worldwide can create dilemmas 
for healthcare professionals regarding disclosure. The appropriate approach in on-
cology is to communicate bad news in the best interests of the patient.

Truth-telling and Trust
Telling the truth or “not lying” is one of the principles that healthcare profession-
als must follow to establish and maintain a healthy relationship with patients.30 In 
ethics, truth-telling refers to the process of providing accurate information to pa-

tients. Disclosing the truth about a patient’s diagnosis is not only an ethical issue 
but also a moral responsibility for healthcare professionals. 

Truth-telling in oncology can be evaluated from two perspectives. First, patients 
expect the physician to be truthful about their condition. Second, it is both the pa-
tient’s legal right and the physician’s duty. A better approach, however, is to inform 
the patient of the truth while managing the process by asking questions such as 
what, how much, how, and under what circumstances the patient wishes to know. 

Informing patients is often not difficult, but situations may arise that legally and 
ethically challenge healthcare professionals. In oncology, information may be with-
held if disclosure of the diagnosis is believed to cause harm or suffering. The Patient 
Rights Regulation (2019) states that information can be withheld in cases where 
healthcare professionals believe it will cause severe damage to the patient;29 how-
ever, the limits of this provision are not clearly defined. What constitutes likely harm 
is ambiguous and may vary from person to person. Some studies have examined 
why physicians do not always tell the truth to patients; researchers have attributed 
this to altruism,31 and it has also been noted that there is uncertainty about what 
exactly and how much should be disclosed,32 and that it may even be considered 
morally acceptable to withhold the truth in order to benefit patients.33 

The underlying rationale for not telling the truth to cancer patients is the belief that 
they may not be able to cope with the information, may develop psychological prob-
lems, and that the prognosis of the disease could worsen as a result. However, in-
forming the patient at every stage of the disease is crucial for maintaining harmony 
between the patient and the physician or nurse. Once a physician is found to be 
lying, their ability to treat the patient effectively may be significantly reduced.

Practices regarding the disclosure of a cancer diagnosis to patients have varied 
throughout history. Research studies conducted in the 1950s and 1960s revealed 
that physicians were reluctant to tell patients the truth about their diagnosis and 
prognosis, and often withheld cancer diagnoses from patients.34 At that time, one 
of the reasons for not disclosing a cancer diagnosis was the emotional reaction of 
patients and their relatives, as well as the widespread association of cancer with 
death.35 However, over the last 40—50 years, researchers have emphasized the 
importance of breaking bad news to patients, regardless of the reason.36 One sup-
porting view is that effectively communicating information to patients can reduce, 
rather than increase, their anxiety and distress.37 In other words, because lack of 
information and uncertainty are associated with higher levels of anxiety, it is em-
phasized that patients should be told the truth under all circumstances.38

Withholding the diagnosis from terminally ill patients has traditionally been consid-
ered a way to benefit the patient. In such cases, traditional medical practice and 
patients’ relatives often disagree on this issue. Physicians may prefer to share a 
poor diagnosis with the patient’s relatives rather than the patient. This practice, 
believed to protect the patient, stems from fears that the patient may deteriorate, 
become depressed, harm themself, or refuse treatment upon learning the diagnosis. 
However, these concerns belong to the physician and the patient’s relatives, not 
the patient. Withholding the truth not only negatively affects treatment but also 
undermines respect for the patient’s values. The medical information held by the 
physician is ultimately the patient’s information. In particular, cancer patients have 
both the right to know their diagnosis and the right to prevent disclosure of their 
diagnosis to relatives.9,10

Developments in diagnostic and therapeutic methods, changes in social and cul-
tural attitudes toward cancer, shifting perspectives on death, and, most importantly, 
the informed consent process within the framework of patient rights and respect 
for autonomy have all contributed to changes in how diagnoses are disclosed. 
Although informing the patient of a medical diagnosis may initially cause sadness 
and distress, the patient should be told and allowed to decide on their treatment. 
Undoubtedly, the patient’s acceptance of and participation in treatment, following 
their understanding of their medical condition, will have a positive impact on the 
process. When a patient is unaware of the truth or misled, they may evaluate the 
situation differently, which can negatively impact their recovery. By contrast, after 
some time patients tend to focus on their treatment once they learn their diagnosis. 
For example, it becomes more challenging to explain surgery, chemotherapy, or ra-
diotherapy to a patient whose cancer diagnosis has been concealed. Even when the 
diagnosis is initially withheld, patients may sometimes learn it from a clinic nurse or 
laboratory staff, in which case they may feel betrayed and develop mistrust.
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Providing accurate information to the patient helps prevent anxiety, hopelessness, 
fear, depression, and insomnia, while also establishing a relationship of trust with 
healthcare professionals.39 Telling the truth is also essential for patients to make 
informed plans.22 When healthcare providers do not provide accurate information, 
it can lead to reluctance to participate in medical treatment in oncology.40 A review 
of the legal situation shows that patients have the right to be informed about their 
medical diagnosis under various declarations.

In their ethical codes, the American Nurses Association41 and the American Med-
ical Association42 emphasize that healthcare providers must tell the truth and 
avoid deceiving or misleading patients. At this point, it should not be forgotten 
that even if the news is bad, it is the patient’s most fundamental right to receive 
information about their condition and future treatment options. The right to in-
formation is also defined in Article 7 of the World Medical Assembly Declaration 
of Patients’ Rights.43

When examining national regulations, the patient’s right to information is supported 
by law through biopolitical documents such as the Medical Deontology Regulation 
(1960)44 and the Code of Professional Ethics of the Turkish Medical Association.45 In 
addition, Article 15 of the Regulation on Patient Rights, which entered into force 
in 1998 and was amended in 2019, clearly defines the right to receive information 
about one’s health status.29 In this context, all the above-mentioned declarations 
and legal regulations emphasize the patient’s right to know; thus, it is concluded 
that physicians should share the diagnosis. Furthermore, it has been reported that 
patients who are informed correctly, whose treatment options are clearly explained, 
whose choices are respected, who can easily access their physician, and who are 
cared for after the diagnosis adapt better to the process.11

Legal Responsibility 
The legal aspect of breaking bad news is of particular concern to physicians and 
nurses in the context of professional responsibility. The most senior physician who 
knows the patient best, has a good working relationship with them, and has es-
tablished a trust-based rapport should be the one to deliver bad news. It is also 
essential that physicians are equipped with the knowledge to answer questions 
from patients and their relatives.2

In addition to the physician, other healthcare professionals involved in the patient’s 
care should also be informed about the patient’s process. In particular, nurses need 
to provide consistent responses to questions asked by patients and their relatives, 
thereby maintaining trust and supporting a positive progression of the process. 
However, since the importance of teamwork is not fully internalized, this principle is 
often not adequately reflected in practice.

Although there is no statement in the Nursing Law46 or Nursing Regulation47 regard-
ing nurses disclosing a diagnosis to patients, nurses, who are active members of 
the healthcare team, provide information to patients and their relatives about dis-
eases and must communicate with patients who want to learn the facts about their 
condition. In Türkiye, nurses do not have a formal duty or responsibility to disclose 
diagnoses within the framework of their job descriptions, yet they frequently receive 
requests from patients and their relatives in this regard.

Studies in the literature indicate that, among healthcare disciplines, nurses carry the 
highest workload in providing direct care to patients and their families.48 This means 
that regardless of the setting—whether in an inpatient unit, intensive care unit, out-
patient clinic, or primary care unit—nurses are present for patients and their relatives 
as part of an interdisciplinary team during and after the delivery of bad news. Espe-
cially in Europe and America, nurses working as specialized nurses can undertake 
the task of breaking bad news to patients and their families. However, although the 
concept of expert nurses exists in Türkiye under the Nursing Regulation,47 the type 
of information that they may provide to patients, particularly regarding authorization 
to disclose bad news, is not specified.

In Türkiye, the type of information provided to patients and their relatives about 
the patient’s condition is generally not shared with other team members, except 
physicians. As a result, nurses in particular, may find themselves in difficult situ-
ations when faced with questions from patients or relatives. Since they are often 
unsure what the patient or their relatives know about the diagnosis and disease 
process, they may worry that discrepancies in their responses could mislead the 
patient. For this reason, nurses responsible for patient care must be aware of the 

information communicated to patients to prevent distress. This is because they 
may not be able to answer patients’ questions or may risk inconsistencies with 
previously provided information.

Traditionally, breaking bad news has been the responsibility of physicians and is 
a stressful task. However, research has shown that it should be handled through 
interdisciplinary teamwork and that nurses are often involved in this process.49 
When they are not included and are unfamiliar with the patient’s process, they 
face many difficulties. Even though nurses have no legal responsibility to break 
bad news in our country, it is necessary for them—given that they ensure con-
tinuity of care, are familiar with all aspects of the patient’s condition, and are 
among the most trusted by patients and their families—to be present when bad 
news is delivered.

Approaches to Breaking Bad News
It is challenging to tell the truth without extinguishing the patient’s hope. Several 
factors contribute to maintaining a patient’s hope, including the stage and type 
of cancer, the patient’s age, their perspective on the disease, and the availabil-
ity of treatment options. Cultural factors are also decisive. In Africa, for example, 
cancer is associated with the black scourge, a hidden, damaging, and insidious 
disease. Italians perceive it as a condition that threatens both social and physical 
deterioration as well as death. In the United States, on the other hand, cancer 
is sometimes regarded as a personal failure or responsibility, rooted in deeply 
ingrained individuality and the value placed on self-determination.50 How such 
a heavily loaded diagnosis should be communicated is an important issue that 
requires emphasis in both theory and practice.

The difficulties faced by healthcare professionals, especially physicians, in commu-
nicating with cancer patients and their relatives stem from the severe losses asso-
ciated with cancer, the threat and fear of death, intense anxiety, and grief. Physi-
cians and nurses who are in constant interaction with patients and their families 
encounter difficulties and obstacles in communication. For example, identifying with 
terminally ill patients, becoming overly attached, and having to deliver bad news can 
be devastating for healthcare professionals. Overly optimistic or unrealistic expec-
tations of patients and their relatives also pose challenges.

Effective communication is essential in breaking bad news. Since healthcare pro-
fessionals often lack the necessary skills to deliver bad news to patients and their 
families, it is frequently not communicated effectively in clinical settings.51 Com-
munication in breaking bad news is not only the transfer of information but also an 
interaction with social and psychological dimensions. Information should therefore 
be provided consciously within the physician-patient-family triangle. 

Body language also plays a role in this process. The physician should provide 
a detailed description of the diagnosis, clearly explain the diagnostic process, 
and use realistic expressions about the future. It is also important not to speak 
negatively about the treatment and to provide accurate information. This helps 
prevent the patient from receiving misinformation from others and strengthens 
communication.11 

It is inevitable that communication-based problems will arise when breaking bad 
news. One such problem in approaching cancer patients is the physician’s anxi-
ety about death. To prevent avoidance behavior, physicians who break bad news 
should prepare themselves in advance. If the physician is unwell, unable to deliver 
the news due to their working environment, anticipates difficulty, or feels surprised 
and upset by the news, they should postpone the conversation until they are ready 
to communicate effectively. 

Physicians should not give bad news on the spot or in a rush. Healthcare providers 
should arrange a quiet, calm place and time where the conversation will not be 
interrupted. The environment should be silent, with minimal distractions such as 
ringing phones or people constantly coming and going.1,7 

Patients often remain silent when they receive the news. At such times, the physi-
cian should allow the patient to express themselves instead of consoling them. An 
empathic and sensitive approach, characterized by active listening, is the most ben-
eficial behavior for the patient. If the patient is crying and expressing their feelings, 
the physician should wait without interrupting. Physicians and nurses should reas-
sure the patient that their feelings and the difficulties of the process are understood. 
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The patient should be allowed to ask questions. After the diagnosis, they should also 
be informed that they have the right to terminate treatment at any time, along with 
the benefits and side effects of the available treatment options. Both the patient 
and their relatives should be encouraged to ask questions, and healthcare profes-
sionals should answer honestly.7 

Nurses play a crucial role in disclosing bad news and in the subsequent pro-
cess, as they are more frequently in contact with patients and their families.52 The 
physician must make the medical diagnosis, but nurses have great responsibility 
in maintaining a trusting relationship with the patient. They ensure continuity of 
care, follow all patient outcomes, remain in close contact after bad news is given, 
and communicate with the patient and their relatives about the realities of the 
disease. Therefore, most patients want their diagnosis to be confirmed by nurses 
and seek answers to many questions from them during the treatment process. 
The ethical responsibility of nurses in this regard is to act as patient advocates in 
the informed consent process.

Bad news must be delivered appropriately in oncology. Breaking bad news in on-
cology is a stressful task for physicians, but it is not a solitary responsibility; nurses 
are, and should be, frequently involved through interdisciplinary teamwork.53 Pa-
tients and their families often prefer to meet with nurses for clarification, additional 
information, or confirmation of bad news. It is also important to note that oncology 
nurses can provide support for any emotional trauma that may arise in patients after 
receiving bad news.54 Undoubtedly, effective communication is essential for main-
taining a trusting relationship between the nurse and the patient.55 The manner in 
which bad news is delivered can influence patient compliance with treatment, pro-
vide a clearer understanding of the recovery process and symptoms, reduce stress 
and anxiety, and ultimately increase overall patient satisfaction.56

Many factors related to physicians, nurses, patients, and their relatives can af-
fect the process of breaking bad news and its aftermath. However, there are 
protocols to guide physicians and nurses in this process by providing a basic 
framework. The main protocols for breaking bad news are listed in the table 

below.9 As shown in Table 2, all protocols follow a similar approach.57—60 The com-
mon features of these approaches can be summarized as preparing an appro-
priate environment, gathering information, establishing empathetic communi-
cation, sharing the bad news, allowing the patient to express their feelings, and 
discussing the treatment process.

Conclusion
Breaking bad news is an inevitable aspect of oncology. To empower physicians 
and nurses in this regard, it is essential to incorporate a dedicated course on 
breaking bad news into the undergraduate curriculum and to strengthen these 
skills through various educational methods. In light of Hippocrates’ princi-
ple, “there is no disease, there is a patient,” a culturally specific, realistic, and 
truth-telling approach should be integrated into medical and nursing education. 
Culturally appropriate guidelines should be developed to better understand on-
cologists’ perceptions of breaking bad news, reduce their stress and burnout, and 
enhance patient-physician and patient-nurse relationships during this process. 
Nurses, who often have to deliver bad news or respond to information requests 
from patients and their relatives, should be included in the process of reporting 
bad news, and their legal responsibilities should be reviewed, as they undertake 
invisible yet intense labor in this area. In addition, an interdisciplinary training 
model involving physicians, nurses, and psychologists/psychiatrists should be 
developed and adopted in practice.
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Table 2. Protocols for breaking bad news*

Protocol	 Process

Six-step protocol (Buckman, 1984)57	 1. Prepare for the news and initiate the conversation
	 2. Find out what the patient knows about their illness
	 3. Find out how much the patient wants to know
	 4. Share the bad news with the patient
	 5. Respond to the patient's emotions
	 6. Discuss treatment options/make a follow-up plan
SPIKES protocol (Baile et al., 2000)58	 Setting: Prepare the environment and listen
	 Perception: Assess the patient's perception of their condition
	 Invitation: Ask how much information the patient wishes to receive and begin providing it
	 Knowledge: Provide medical information clearly
	 Emotions and empathy: Recognize the patient's emotions and respond to their reactions with empathy
	 Strategy and summary: Develop a treatment plan and summary
ABCDE protocol (Vandekieft, 2001)59	 Advance preparation
	 Build a relationship
	 Communicate well
	 Deal with patient and family reactions
	 Encourage and validate emotions
BREAKS protocol (Narayanan et al., 2010)60	 Background: Gather detailed information about the patient and illness and prepare yourself
	 Rapport: Establish a relationship through effective communication
	 Explore: Identify what the patient knows, what they want to know about their illness, and who they want to have by their side
	 Announce: Start speaking with a short, clear, and understandable introductory statement
	 Kindling: Allow the patient to express their emotional reactions
	 Summarize: Summarize, provide treatment information, share contact details, and recommend accurate and scientific 
	 sources of information

*Used with permission from Yamaç.
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