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(Evans, Wood, & Lambert, 2003). Patients in PRs have reported becoming physically 

uncomfortable with feelings of demoralization, isolation and loss of freedom (Martin 

& Mathisen, 2005). Yet, despite these known potential complications, physical 

restraint use in critical care environments continues both internationally and in the 

United States. 

Minnick, Mion, Johnson, Catrambone, & Leipzig (2007) conducted a study 

with the purpose of describing physical restraint rates and contexts (census, age, 

gender, ventilation status, type and rationale for use) in U.S. hospitals. This descriptive 

study was conducted in 40 randomly selected hospitals across the United States over a 

three year period. All units except psychiatric, emergency, operative, obstetric and 

long-term care were included. Observation and nurse report were used for data 

collection. Physical restraint prevalence was found to be 50 per 1000 patient days 

,based on 155,412 patient days. Ventilator use was strongly related with physical 

restraint use (F=261.31, df= 1,293, p < .001). Preventing disruption of therapy or 

healthcare treatments was the main reason cited for physical restraint use (74.9%). 

Benbenbishty, Adam, and Endacott (2010) conducted a prospective study 

designed to examine physical restraint use practices across European ICUs. The 

researchers looked at the use of physical restraints and chemical restraints during the 

weekend and weekdays, reasons for PR use, type of restraint used, and availability of 

restraint policies. Patients in thirty-four adult ICUs from nine countries participated in 

the study (N = 669 in physical restraints; 566 patients with chemical restraints). 

Overall, there were 33% of patients in the ICUs were physically restrained; those who 
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Attitudes Toward Physical Restraints 

Research about physical restraint use in critical care is extremely limited and 

has been conducted mainly outside of the United States. In their small quantitative 

descriptive study (N =23 physically restrained patients), Choi and Song (2003) 

investigated the pattern of physical restraint use in a Korean ICU with the purpose of 

identifying the factors that would best discriminate the times of application and 

removal of restraints in the same patients. They found no relationship between 

staffing, RN attitude, experience level, and education level with physical restraint use. 

No significant relationship was found between nurses' attitude and length of ICU 

experience (F =0.502, P =.607) or education level (F =0.115, p= .891). The 

researchers did note that in the vast majority of cases, it was the nurses who decided 

whether or not to restrain a patient, with a physician' s verbal instruction for restraint 

documented in only 5.3% of the total incidents. 

The role of in-service education specific to physical restraint use was explored 

in a quantitative study conducted by Huang, Chuang, and Chiang (2009). They 

exan1ined the effectiveness of an in-service education program in improving nurses' 

knowledge. attitudes. and self-reported practices related to physical restraint use in 

two inpatient units in a Taiwanese hospital. A quasi-experimental pretest-posttest 

design was used and a survey instrument with three scales was administered to 

participants (N = 59 in intervention group, those who received an in-service program 

on physical restraint use; N =70 in control group, no in-service program). The three 

scales were the Knowledge of Physical Restraint Use (KPRU) scale {Kuder I 
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Richardson = .61), the Attitudes of Physical Restraint Use (a = .66), and the Practice 

of Physical Restraint Use (a = .77), all created by Dr. Linda Janelli (1991). The low 

reliability ratings for these instruments are one noted limitation with this study. The 

scales were administered to the participants prior to and two weeks after the 

intervention. Mann-Whitney U tests demonstrated that there was a significant 

improvement in the intervention group in terms of knowledge (z = -3.24; p = .001), 

attitudes (z =-2.71, p =.007), and self-reported practices (z =-1.98; P =.048) related 

to physical restraint use after the in-service 'program intervention. However, there were 

no significant differences in participant attitudes toward the use of physical restraints 

between intervention and control groups after program completion. In this study, in

service education about physical restraints was not found to make a significant 

difference in use. These results may be a reflection of the country and culture where 

the study was conducted. 

In a similar study, Yeh et al (2004) studied the role of in-service education in 

their quasi-experimental study examining novice nurses' knowledge, perception, 

attitudes, and clinical practice of restraint use in Taiwanese ICUs (N = 37). Novice 

ICU nurses were defined as nurses who had worked in their current ICUs for less than 

one year, regardless of previous experience in other units or hospitals. Participants 

were given a survey instrument to complete pre- and post-intervention three days later. 

The instrument had four parts: Knowledge of Restraint Scale (piloted by researchers), 

Perception of Restraint Use Questionnaire (Strumpf & Evans, 1988) which had a 

Cronbach's alpha rating of .83, Attitude toward Restraint Use Questionnaire (Janelli et 
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al, 1991) which had a Cronbach's alpha rating of .70 and Clinical Practice of Restraint 

Use Questionnaire (Janelli et al. 1991) which had a Cronbach's alpha rating of .73. 

The intervention consisted of a four-hour restraint reduction lecture. Data were then 

analyzed by paired t-test. The results showed that after completing a PR education 

program. knowledge (t = -6.04. p < .01). perception (t = 4.76. P < .01) and attitude (1. 

=3.93. p < .01) toward restraint use had significantly improved. These results did not 

concur with those of the study by Huang. Chuang. and Chiang (2009). This study was 

conducted with a small sample (N =37) in Taiwan and without the use of a control 

group so this may limit the applicability. These results may be a reflection of the 

country and culture where the study was conducted. 

Despite the known complications and potential risks with use. this review 

found no research related to nurses' attitudes about physical restraint use in the critical 

care environment. One unpublished Master's thesis studied the relationship between 

nurses' age, critical care experience, education degree, and the use of physical 

restraints in the intensive care unit (Racey, 2006) but this did not examine nurses' 

attitudes. The only studies conducted in critical care environments have been done 

internationally where culture may be a factor related to the results found. Thus, there 

is a need to conduct research in the United States looking at nurses' attitudes with 

physical restraint use in the critical care environment. 

Conclusion 

The existing literature and research on nurses' clinical experience and clinical 

I 

I 


decision making processes show that there are a variety of factors involved in the 
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CDM process. According to Benner (200 1), and others (Andersson, Omberg & 

Svedlund, 2006; Bakalis and Watson, 2005; Bond & Cooper, 2006; Bucknall, 2000; 

Bucknall, 2003; Dowding et al., 2009; Ebright et al., 2003: Ferrario, 2003; Hoffman, 

Aitken. and Duffield, 2009; Lauri et al., 2001; Offredy, 1998; Ramezani-Badr et al., 

2009; Ritter, 2003; Traynor, Boland, & Buus, 201Oa), clinical experience may be the 

greatest influence on nurses' clinical decision making; however, there is no clear 

consensus. The impact and effect of additional factors on the CDM in the critical care 

environment needs to be determined. 

Although often associated with negative health outcomes (Evans, Wood & 

Lambert, 2003; Hine, 2007; Minnick et al., 2(07), physical restraints are used 

extensively in clinical settings such as intensive care units (ICUs), coronary care units 

(CCUs), and post anesthesia units (PACUs). There are minimal data available to 

guide decisions about the need for and directions of future physical restraint quality 

initiatives in critical care environments. The literature found showed limitations 

including geographic diversity, studies done mainly outside of the United States and 

with small samples. 
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Chapter III 

Methods and Procedures 

Introduction 

The purpose of this research study was to explore the relationships between 

and among registered nurses' clinical experience, clinical decision making processes, 

and nursing practice issues related to physical restraint use with attitudes toward 

physical restraint us~ in the critical care environment. This chapter will give an 

overview of the research design, population and sample, sample size and statistical 

power followed by a review of the recruitment of research participants and the 

protection of said participants. All study variables, including demographic information 

and research instruments. will be presented. Finally. the data collection and analysis 

procedures will be described. 

Research Question 

What are the relationships between and among registered nurses' clinical 

experience. clinical decision making processes, and nursing practice issues related to 

physical restraint use with attitudes toward the use of physical restraints in the critical 

care environment? 

Research Design 

A descriptive correlational research design was used to look at the 

relationships between the study variables. A descriptive correlational study design 

does not determine causality between variables but instead describes the strength and 
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extent of a relationship between those variables (Polit & Beck, 2008). Since no 

quantitative studies were found in the literature related to clinical experience, clinical 

decision making, nursing practice issues and attitudes toward PR use in critical care, 

this design was selected to investigate the potential relationships between these 

variables. 

Population and Sample 

The population for this study was registered nurses who were practicing in a 

critical care setting in the United States during the study period. A convenience 

sample was solicited through the American Association of Critical Care Nurses or 

AACN (N =94,000). 

There were 539 people who started the survey and 413 people who completed 

the survey in its entirety (76.6% completion rate). 

Sample Size and Statistical Power 

In order to maximize the potential for significant research results by having a 

large enough sample (Polit & Beck, 2008), power analysis was used to determine the 

needed sample size. For this study, there were five main variables: clinical experience 

in nursing in general, clinical experience in critical care, clinical decision making, 

nursing practice issues with PR use and attitudes toward physical restraint use in 

critical care. An a priori sample size calculator was used to determine how many 

subjects would be necessary to have adequate power to test the research question 

(Bums & Grove, 2009). With five study variables, 91 participants would be needed to 
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have a .SO power level with an alpha level of 0.05. Therefore, a sample of 91 was 

determined to be adequate for correlational analyses. 

Recruitment of Research Participants 

Study participants were recruited through the American Association of Critical 

Care Nurses (AACN). A link to the research survey 

(http://www.surveymonkey.comIMySurvey EditorFull.aspx?sm=yxmGvSiywSn9%2f 

9YStA5EhzDEOzpoCZFv65Nb4nx4h YU%3d) was sent in an "enewsletter" to all 

AACN members (N =94,000). There is no exact number of members who are on the 

enewsletter mailing list or who actually receive the enewsletter. Written permission 

was acquired from the AACN for this researcher's survey to be sent out for four 

consecutive weeks within the context of the e-newsletter (Appendix A). 

Protection of Research Participants 

Permission to conduct this research was obtained from the Institutional Review 

Board (IRB) at Seton Hall University prior to any data collection. Through a letter of 

solicitation (Appendix B), participants were informed about the nature of the study, 

their right to refuse participation or to withdraw at any time, the researcher's 

responsibilities, and any potential risks or benefits. Confidentiality was maintained at 

all times. All responses were kept anonymous to the researcher through a set function 

of Survey MonkeyTM. 

Participation was completely voluntary. Participants could elect to not 

participate by logging off any time prior to starting the surveyor at any time prior to 

completing the survey. 

http://www.surveymonkey.comIMySurvey
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Setting 

The study setting is the physical location and conditions in which data 

collection takes place (Polit & Beck, 2008). For this current study, all data collection 

was conducted online utilizing the Survey MonkeyTM format. This allowed all 

participants to answer the questionnaire electronically at their convenience and in the 

location of their choosing. 

Definition of Variables 

There were five main study variables for this research: registered nurses' 

clinical experience in nursing in general, registered nurses' clinical experience in 

critical care, registered nurses' clinical decision making processes, registered nurses' 

nursing practice issues with physical restraint use in critical care, and registered 

nurses' attitudes toward physical restraint use in critical care. Clinical experience was 

operationally defined as the number of years the registered nurse had worked in 

nursing in general and the number of years the registered nurse had worked in critical 

care. Clinical decision making was operationalized as the score obtained in the 

Clinical Decision Making in Nursing Scale or the CDMNS (Appendix C). Attitudes 

, toward the use of physical restraints were operationalized as the score obtained on the 

Attitudes Regarding Physical Restraint Use subsection of the Physical Restraint 

Questionnaire (Appendix D). Nursing practice issues with physical restraint use was 

operationalized as the score obtained on the Nursing Practice Issues subsection of the 

Physical Restraint Questionnaire (Appendix D). 



51 CLINICAL EXPERIENCE, CDM AND PRs 

Additional supplementary variables were elicited through the participants' 

demographic data (Appendix E). These included participants' age, gender, race, 

ethnicity, geographic area of nursing practice, type of program from which initial 

basic RN education was received, year completed initial RN education, highest 

educational credential held, total time working in nursing, total working in critical 

care, critical care unit where participants work, present employment status (full time, 

part time, per diem), shift predominantly worked, average nurse-to-patient ratio of 

employing facility, ranking of employment facility as categorized by the ACS ranking 

(Level One, Level Two, Level Three or Level Four) which determined acuity of 

participant's employment site, and experience and education related to the use of 

physical restraints. 

Research Instruments 

Study instruments were selected for this study based on several considerations: 

the overall appropriateness of the instrument for measuring the intended study 

variables, the instrument's psychometric and measurement properties including 

rei ability coefficient, length of time to complete, and availability. Clinical decision 

making (CDM) was measured using one instrument: the Clinical Decision Making in 

Nursing Scale (CDMNS). Nursing practice issues with PR use in critical care was 

measured using the Nursing Practice Issues with Physical Restraint Questionnaire. 

Attitudes toward PR use in critical care was measured using the Attitudes toward 

Physical Restraint Use Questionnaire. 

i 
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Clinical Decision Making in Nursing Scale (CDMNS). The Clinical 

Decision Making in Nursing Scale (Appendix C) is a 40-item Likert scale self report 

instrument that took approximately 10 minutes to complete. It was originally 

developed by Dr. Helen Jenkins (1985) as an assessment questionnaire for decision 

making in professional nursing and nursing education (Jenkins, 1985). The aim of the 

instrument development was to discover how undergraduate nursing students 

perceived their own clinical decision making. Normative decision making and self

perception theory provided the theoretical basis for this instrument and Janis and 

Mann's (1977) decision making theory was used as the conceptual framework for 

overall scale and subscale development. 

The scale contains 40 items on four subscales (ten items each): the search for 

alternatives and options, canvassing of objectives and values, evaluation and 

reevaluation of consequences, and search for information and unbiased assimilation of 

new information. Answers are provided using a five item Likert scale with both 

positive and negative items and answers ranging from always (A) to never (N). The 

potential score on the CDMNS can range from 40 to 200. Lower scores represent a 

negative perception of decision making and higher scores represent a positive 

perception of decision making. 

Janis and Mann (1977) conducted an extensive literature review examining the 

normative structures of effective decision making especially during conflict situations. 

From this review, seven criteria were identified as those that will lead to an ideal 

decision: thoroughly canvassing a wide range of alternate courses of action; surveying 
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the full range of objectives to be fulfilled and the values implicated by the choice; 

carefully weighing the costs and risks of positive and negative consequences; 

intensively searching for new information relevant to further evaluation of 

alternatives; correctly assimilating and accounting for exposure to any new 

information or expert judgment; reexamining the positive and negative consequences 

of all known alternatives; and making detailed provisions for implementing or 

executing the chosen course of action (Janis & Mann, 1977). Janis and Mann's 

decision making theory provided the conceptual framework for the development of 

Jenkins' CDMNS instrument (Janis & Mann, 1977; Jenkins, 1985). 

These seven criteria were examined critically by Jenkins and a panel of content 

experts and condensed to four subscales: search for alternatives and options, 

canvassing of objectives and values, evaluation and reevaluation of consequences, and 

search for information and unbiased assimilation of new information. Content validity 

was established in the early stages of instrument development and construction in 

several ways (Jenkins, 1985). First, test items were generated from a broad 

examination of the existing literature as noted above. Items were then pretested with 

several groups including nursing students. Following the pretest, content experts (N = 

8) and nurse experts in baccalaureate nursing education (N =5) provided a critique 

and rating of each item based on representativeness, sense of construction, 

appropriateness, and degree of independence from other items. Any item that had an 

evaluation score of less than 70% was excluded. Any item with a score between 70% 

and 75% was carefully evaluated for inclusion or exclusion from the instrument. Items 
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with score of 76% or greater were rated as good and retained (Jenkins, 1985). Formal 

testing of the questionnaire was conducted on a group of nursing students (N = 111). 

Overall test reliability was ultimately established using a Cronbach's alpha coefficient 

to measure internal consistency. The initial Cronbach's alpha coefficient was 0.79. 

After examination of items for intercorrelations using factor analysis, four items were 

dropped and the ultimate Cronbach's alpha for the entire 40-item questionnaire was 

established at 0.83. 

Additional studies that have utilized the CDMNS have consistently shown 

validity and reliability values similar to the original work. Girot (2000) used the 

CDMNS to examine clinical decision making in four different groups of nurses (N = 

82 total) with various levels of experience. Content validity was established by a 

group of experienced practitioners considered to be "expert decision makers" in 

practice. Additionally, reliability of the instrument was demonstrated with a 

Cronbach's alpha of 0.78. Bowles (2000) used the CDMNS for examining clinical 

decision making in her study of baccalaureate nursing st~dents (N =65). The 

reliability of the instrument was found to be similar (Cronbach's alpha =0.83). 

For this current study, the overall CDMNS was found to be highly reliable 

t
(Cronbach's alpha =0.85). The reliability for each of the CDMNS subscales in this 

study were as follows: Subscale One: Search for Alternatives and Other Options 

(Cronbach's alpha =0.56); Sub scale Two: Canvassing of Objectives and Values 

(Cronbach's alpha = 0.61), Subscale Three: Evaluation and Reevaluation of 

I 
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Consequences (Cronbach's alpha = 0.63); Subscale Four: Search for Infonnation and 

Unbiased Assimilation of New Infonnation (Cronbach's alpha =0.65). 

Permission to use the CDMNS survey instrument was received from Springer 

Publishing (Appendix F). 

Physical Restraint Questionnaire - Nursing Practice Issues with Physical 

Restraint Use and Attitudes Toward Physical Restraint Use. Subscales three 

(nursing practice issues) and four (attitudes toward physical restraint use) of The 

Physical Restraint Questionnaire (Appendix D) were used to assess nursing practice 

issues and attitudes toward physical restraint use. The Nursing Practice Issues sub scale 

has seventeen items. Each item has three answer choices - always, sometimes and 

never. There are thirteen items that are rated as positive and have frequency anchors of 

always (3) to never (1). There are four items that are rated as negative and have 

frequency anchors of always (1) to never (3). The Attitudes Toward Use of Physical 

Restraints subscale has twelve items. Each item has three answer choices - agree, 

disagree, and undecided with a score of agree (2), disagree (0), and undecided (1). 

Both subscales could be completed in a total of ten minutes. 

This instrument was originally developed to examine physical restraint 

knowledge in nursing personnel in nursing homes in the United States (Janelli et al., 

1991). It has subsequently been administered to nurses working in other healthcare 

settings where physical restraints are used, including critical care (Suen et aI., 2006; 

Yeh et al., 2004). The entire instrument contains four sections. The first section elicits 

demographic infonnation about participants (23 items), section two assesses level of 
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knowledge about use of restraints (18 items), section three contains items regarding 

nursing practice issues (17 items) and section four assesses attitudes regarding 

physical restraint use (12 items). The content validity of the overall questionnaire was 

found to be 0.86 (Suen et al., 2006). For the current study, two subs cales of the 

Physical Restraint Questionnaire were used: Section Three: Nursing Practice Issues 

and Section Four: Attitudes Regarding Physical Restraint Use. Permission to use the 

Physical Restraint Questionnaire's two subscales was obtained from Dr. Janelli in 

2011 (Appendix G). 

Content validity was established for this instrument in several ways. Items for 

the questionnaire were generated from a careful review of the literature. It was then 

reviewed and examined by five nurse experts in the care and management of patients 

regarding the use of restraints. The questionnaire had an original content validity index 

score of 86% (Janelli, Stamps, & Delles, 2006). Although this instrument has not been 

widely used, it is the only available instrument written in English currently available 

to assess attitudes and nursing practice issues related to physical restraint use. Suen et 

al. (2006) utilized the Phy~ical Restraint Questionnaire in their study examining the 

knowledge, attitudes, and practices of staff in rehabilitation settings in Hong Kong. 

Test-retest reliability was established using the intraclass correlation coefficient (ICC): 

The ICC scores of three of the subsections were: Knowledge of Physical Restraint Use 

: 0.85; Attitudes Toward Physical Restraint Use: 0.84; and Nursing Practice Issues 

with Physical Restraint Use: 0.99 respectively. This was seen as reliable (Suen et al., 

2006). Yeh et al. (2004) used this instrument in their study examining nurses' PR 
f 
I 
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practices in Taiwanese ICUs. Two subsections were used in this study: Attitude 

Toward Restraint Use (Cronbach's alpha =.70) and Nursing Practice Issues with 

Restraint Use (Cronbach's alpha =.73). 

While its use in the literature has been limited, this instrument has been shown 

to be reliable (Janelli, Stamps, & Delles, 2006; Suen et al., 2006; Yeh et al., 2(04). In 

this study, the reliability for the Nursing Practice Issues with Physical Restraint Use 

sub scale was found to be modest (Cronbach's alpha = 0.563). The reliability for the 

Attitudes Toward Physical Restraint Use subscale was higher (Cronbach's alpha = 

0.784). 

Data Collection Procedures 

All data collection was conducted electronically using Survey MonkeyTM. An 

online solicitation form was sent to all AACN members who receive the weekly 

AACN enewsletter (Appendix H). A link to the research surveys was embedded 

within the enewsletter. Members opted to participate by clicking on the link. The 

survey link was sent out four consecutive weeks dating from July 19,2012 to August 

15,2012. 

Online data collection helps to minimize any potential risks and allows for 

greater maintenance of confidentiality (Bums & Grove, 2009). Only the researcher 

was able to obtain the completed questionnaire through a private pass code. 

Confidentiality and anonymity of participants were maintained throughout the 

entire data collection process. There is a function of the Survey Monkey online format 

that is designed to allow for data collection to be anonymous to the researcher. This 
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function was utilized. All collected data were recorded anonymously. The coding 

system used did not have any identifying information such as names, addresses or 

social security numbers. Informed consent was implied by the voluntary completion of 

the research instruments by all participants. To insure further confidentiality of all 

responses, submitted data were stored only on a memory key and kept in a locked, 

secure place accessed only by the researcher. 

Data Analysis Procedures 

Collected data were directly imported into ffiM (2011) SPSS for Windows 

(Version 20) through a set function of Survey MonkeyTM. Prior to conducting 

statistical analyses on the research question and participant information, the researcher 

screened all data for missing values, outliers and accuracy of data entry resulting in an 

analytical sample of 413. Any survey that was not completed in its entirety or had 

multiple outliers was omitted. Data recoding was used to recode items that required 

reverse scoring. 

Descriptive statistics were computed for all continuous variables. These 

included the participants' survey scores, age, and total time working in nursing. 

Descriptive statistics were also computed for all categorical variables including 

gender, race, ethnicity, geographic area of practice, basic registered nursing education 

program, highest credential held, critical care unit of work, employment status (full 

time employment or FrE, part time employment or PTE, per diem), shift worked, 

average nurse-to-patient ratio, ranking of facility for level of acuity, and experience 

and education with physical restraints. 
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A total score, mean score, median, mode, standard deviation and reliability 

coefficient were obtained for each of the survey instruments. A total score, mean 

score, median, mode and reliability coefficient were obtained for each of the four 

subscales of the CDMNS. 

Analyses of the data were conducted to see if the data met all of the 

assumptions of statistical testing for multiple regression. The testing for normality was 

conducted using the Shapiro-Wilk test, skewness and kurtosis. Clinical experience in 

nursing in general and clinical experience in critical care were not normally distributed 

as assessed by Shapiro-Wilk' s test (p < .05). Clinical experience in nursing in general 

and clinical experience in critical care were not normally distributed with a positive 

skewness of .120 and kurtosis of .240. Therefore, non-parametric analyses were 

conducted using the Spearman rho correlation coefficient (Green & Salkind, 2008). 

Data transformation was conducted using the square-root transformation in order to 

correct for the non-normal distribution. 

Clinical decision making, nursing practice issues with PR use, and attitudes 

toward PR use were normally distributed as assessed by Shapiro-Wilk's test (p > .05), 

and skewness and kurtosis; thus, the relationships between these variables were 

analyzed using Pearson correlations. The assumption of independence of residuals was 

met by all variables as assessed by a Durbin-Watson statistic of 2.128. The 

assumptions of linearity and homoscedasticity were met by all variables by examining 

scatterplot diagrams which showed that the residuals were equally spread over the 

predicted values of the dependent variable. 
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Bivariate correlation and stepwise multiple regression models were constructed 

and analyzed to compute the relationships' effects of several independent or predictor 

variables on a dependent or criterion variable. This allowed for the examination of the 

relationships of the variables alone as well as in combination with other variables 

(Green & Salkind. 2008). For this current study. multiple regressions were conducted 

to evaluate the strength of the relationships between and among clinical experience. 

clinical decision making, nursing practice issues with PR use and attitudes toward PR 

use in the critical care environment. 

The following regression models were used for analysis: 

1) Clinical experience in nursing in general (N) and clinical experience in critical 

care (N) + attitudes toward PR use (DV) 

2) Clinical experience in nursing in general (N) and CDM (N) + attitudes 

toward PR use (DV) 

3) Clinical experience in nursing in general (N) and nursing practice issues with 

PR use (N) + attitudes toward PR use (DV) 

4) Clinical experience in critical care (N) and CDM (N) + attitudes toward PR 

use (DV) 

5) Clinical experience in critical care (N) and nursing practice issues with PR use 

(N) + attitudes toward PR use (DV) 

6) CDM (N) and nursing practice issues with PR use (N) + attitudes toward PR 

use (DV) f 
i 

f 
I 
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Summary 

A descriptive correlational research design was used for this research study to 

examine the relationships between and among registered nurses' clinical experience, 

clinical decision making processes, nursing practice issues, and attitudes toward 

physical restraint use, in the critical care environment. The CDMNS, Physical 

Restraint Questionnaire-Nursing Practice Issues with Physical Restraint Use and 

Physical Restraint Questionnaire-Attitudes Toward Physical Restraint Use were 

administered to a convenience sample of critical care nurses. To further define the 

population sample, the researcher collected demographic data about the participants. 

The variables were entered into statistical analysis software for analysis. 
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Chapter IV 

FINDINGS 

Introduction 

The purpose of this study was to investigate the relationships between and 

among registered nurses' clinical experience, clinical decision making processes, and 

nursing practice issues related to the use of physical restraints with attitudes toward 

the use of physical restraints in the critical care environment. This chapter represents a 

comprehensive summary of that data collected by this researcher in narrative and 

tabular form using descriptive and numeric statistics. The demographic data related to 

the participants include (a) age; (b) gender; (c) race and ethnicity; (d) geographic area 

of nursing practice; (e) program from which basic registered nurse education was 

received; (D year completed basic RN education, (g) highest credential; (h) total time 

working in nursing; (i) total time working in critical care; G) critical care unit in which 

participant primarily worked; (k) present position held (full time, part time per diem); 

(1) shift predominantly worked; (m) average nurse-to-patient ratio at employment site; 

(n) ranking of facility in which participant worked; and (0) experience and education 

related to the use of physical restraints. The survey data were obtained as the scores 

from (a) the clinical decision making in Nursing Scale (CDMNS); (b) Nursing 

Practice Issues with Physical Restraint Use and (c) Attitudes Toward Physical 

Restraint Use. Following a presentation of data, an overview of the statistical 
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evall:lation that was performed is presented. The research question is then evaluated 

through statistical analysis. 

Description of the Sample 

The age of the registered nurses (RN) who participated in this study ranged 

from 19 to 68 years (M =45.56, SD = 11.63) with 365 female participants (88.4%). 

forty-four male (10.7%), and one identified as other (0.2%). The sample age and 

gender are similar to that provided in the findings from the 2008 National Sample 

Survey of Registered Nurses conducted by the U.S Department of Health and Human 

Services (HRSA). HRSA found the mean age of registered nurses to be 46; 90.4% of 

all employed nurses were female and 9.6% were male (HRSA, 2010). I 
There were fifty-two participants who received their basic RN education in a 

Diploma program (12.6%), 151 participants from an Associate's Degree program 

(36.6%), 196 participants from a Baccalaureate Degree program (47.5%), and 12 I 
t 

participants from a Master's Degree program (2.9%). These numbers are slightly I 
t

different than those from the 2008 National Sample Survey of Registered Nurses • 


conducted by the U.S Department of Health and Human Services. In 2008,20.4% of 


registered nurses received their initial nursing education in a diploma program, 45.4% 


in an associate degree program, and 34.2% in a Bachelor's program or higher (HRSA, 


2008). There were 21 participants who held a Diploma in Nursing as the highest 

I 
I 

earned degree (5.1 %),64 participants held an Associate Degree in Nursing (15.5%), 


175 held a Baccalaureate Degree in Nursing (42.4%),31 held a Baccalaureate Degree i 


I 
I 
t 

in other field (7.5%), 89 held a Master's Degree in Nursing (21.5%), 22 held a 



64CLINICAL EXPERIENCE, CDM AND PRs 

Master's Degree in another field (5.3%), 9 held a Doctoral Degree in Nursing (2.2%) 

and 2 held a Doctoral Degree in another field (0.5%). 

Table 1 

Study Sample Characteristics Compared to National Survey Sample Characteristics 
(HRSA,2008) 

Study Participants National Sample (HRSA, 
2008) 

Mean Age (in yrs)(SD) 45.56 (11.63) 46.00 

Female 365 (88.4%) 90.4% 

Male 44 (10.7%) 9.6% 

RN education - Diploma 52 (12.6%) 20.4% 

RN education - Associate's 151 (36.6%) 45.4% 

RN education  196 (47.5%) 34.2% 
Baccalaureate 

RN education - Master's 12 (2.9%) 0.4% 

The demographic characteristics of this sample were similar to those listed by 

the American Association of Critical Care Nurses (AACN). There are 51 % of AACN 

members between the ages of 40-59. 88% of AACN members are female and 12% are 

I 
t 

male. There are 57% of AACN members who hold a Bachelor's degree as the highest 

degree in nursing (AACN, 2012). 

f 

I 


There were 377 participants who identified as White (91.3%), 9 as Black or 

African American (2.2%), 2 as American Indian or Alaska Native (0.5%). 7 as 


