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Introduction

Several studies(e.g., 1-4) have been conducted to
discover predictors of patient satisfaction with hos-
pital care which has been defined as the degree of
alignment between the expected and the actual care
as perceived by patients(5). At the hospital level,
nurses have been recognised among the key factors
influencing patient satisfaction, because they are
involved in almost every aspect of healthcare
process(6).

Although nursing care processes are integrated
with other healthcare processes, when nursing care
quality is poor, patients’ satisfaction has been docu-
mented to be low(7). Nursing care relies upon caring
and individualised interventions(8), such as nurses’
kindness and competence in delivering technical pro-
cedures, which all have been recognised as influenc-
ing patient satisfaction(9, 10) along with other factors
identified at the patients’ individual level(6, 11, 12). 

At the hospital level, according to the
Donabedian model(13), some nursing care structural
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ABSTRACT

Introduction: There is limited evidence on the relationship between patients’ satisfaction with nursing care and some vari-
ables in medical units in post-transitional countries. 

Materials and methods: This correlational study design was aimed at discovering correlations, if any, between the patient
satisfaction with nursing care and nursing care activities. The study was performed in a Slovenian medical hospital, and variables
were collected at (1) the ward level (patients cared for on a daily basis; number of hours/patients a day), (2) nursing care level,
by observing nursing activities at 10-minute intervals; and (3) at the patient level, by administering the Patient Perception of
Hospital Experience with Nursing tool. 

Results: A total of 218 patients were involved, and their satisfaction with nursing care was high (average=4.42, Sd=0.53).
On average, 80 patients were cared for per day at the unit level by ensuring around 3.6 hours of nursing care; 7,732 activities
were performed by 43 nursing personnel, and only a third (n=2,842, 36.8%) of all nursing activities were performed in contact
with the patient. Patient satisfaction was significantly negatively correlated with the number of patients cared for at the unit level
on a daily basis (p <0.000). On the contrary, it was positively correlated (p <0.000) with the amount of care hours/patient/day,
and with some direct care activities (p<0.000). 

Conclusions: To ensure patient satisfaction, more nurses should deal with the increased number of patients admitted in the
medical units. It is recommended to increase the amount of nursing care offered by registered nurses, given that the competences
acquired at the academic level can affect the environment and the caring processes and, thereby, the patients’ satisfaction.  
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and process features have been associated with the
quality of care capable of increasing patient satis-
faction. Regarding the structure, the number of
patients per nurse in hospital(1, 3, 4), the nursing care
hours per patient day(14), the proportion of registered
nurses (RNs)(1, 15), and the presence of RNs or spe-
cialist nurses(16-18) have all been suggested to influ-
ence the quality of care as perceived by patients.
Regarding the processes, the total amount of direct
patient care(19, 20), the frequency of communication(21,

22), and the organisational priorities perceived with
regard to the quality of care(1), have also been docu-
mented as affecting patients’ satisfaction with nurs-
ing care. However, the amount of nursing care and
its skill mix is only a proxy measure regarding what
the nursing staff performs daily at the bedside;
nursing activities can include contact and no-con-
tact time, as well as unproductive time(23).
According to available studies, hospital nurses
spend from 7.3%(24) to 54.2%(25) of their time in
direct patient care, from 0%(26) to 59%(27) in indirect
care, and from 14% to 17% in personal time(28). 

Despite its relevance as also in the field of
patient’s reported outcomes, to the best of our
knowledge, studies exploring the relationship
between patients’ satisfaction with nursing care and
the (a) number of patients cared for at the unit level,
(b) the amount of nursing care offered, and (c) what
the nursing staff performs on a daily basis, have
never been published to date. Moreover, most of the
available studies on patient satisfaction with nurs-
ing care have been performed in high-income coun-
tries were patients admitted in medical units are
cared for with more resources as compared to low-
income countries(1, 2, 15).

Furthermore, in the context of the country’s
transition, no studies have been published regarding
hospital patients’ satisfaction(29). 

Therefore, the general intent of this study was
to advance knowledge on factors influencing
patients’ satisfaction with hospital care, specifically
by discovering the contribution of the (a) nursing
care amount, and (b) the processes of nursing care,
on patient satisfaction.

The study was aimed at examining the correla-
tion between hospital nurse structure and process
characteristics and the patient satisfaction with
nursing care in medical units. Specifically, it was
aimed at discovering any potential correlations
between the patient satisfaction with nursing care
and (a) the number of patients cared for on a daily
basis by the nursing staff, (b) the amount of nursing

care delivered on a daily basis to these patients, and
(c) the nursing care activities performed by distin-
guishing those direct activities from others. 

We hypothesised that the low number of
patients cared for on a daily basis in the medical
units, the high amount of nursing care delivered,
and the high proportion of direct nursing activities
would reflect in high patient satisfaction with nurs-
ing care.

Methods

Correlational study design was designed and
performed in a Slovenian secondary care regional
hospital in 2014. 

Setting
The Slovenian care system has been docu-

mented as in transition due to the several changes
faced in the last years. Until 1992, the country’s
system was based upon communist principles,
where paternalistic attitudes were interwoven into
all relationships, including at the hospital level(30, 31).
Furthermore, in Slovenia, the number of nursing
professionals (including RNs and healthcare assis-
tants [NAs]) has been reported as 8.38 per 1,000
citizens, similar to the European (EU) average of
8.49 per 1,000(29). However, in acute wards of rural
hospitals, the workforce is composed by nearly six
NAs and 2.33 RNs per 1,000 citizens(32). Thus, the
current nursing team at the hospital level is com-
posed mostly by NAs; the team leader is the RN(33).
While RNs are educated at the university level with
a three-year nursing programmes, NAs are educated
at the secondary school level with a course lasting
four years(34).

For the intent of study, there approached a
hospital composed by 24 specialty departments
with approximately 400 beds and an annual bed
occupancy rate of around 80%. The hospital was
equipped with 300 units of nursing staff: 103 RNs
(30.6%), 224 NAs (66.5%), and 10 auxiliary work-
ers (AWs; 2.9%). Specifically, for the purposes of
the study, the medical unit was selected on the basis
of the feasibility of the research process and the
availability of participants. 

Forty-three nurses staffed the observed med-
ical ward: (a) seven RNs were working at the time
of the study, at least two per shift; (b) 36 NAs, from
six to 15 per shift; and (c) one AW was working on
morning shifts.
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Participants
As the study target, two populations were

identified: (a) nursing staff, and (b) patients. 
• Nursing staff: All RNs and NAs (hereafter

called ‘nursing staff’) were eligible. Specifically,
those working at the time of the study in the med-
ical ward and willing to participate were included.
Therefore, the head nurse and the AW were exclud-
ed from the study according to their specific tasks. 

• Patients: On a preliminarily basis, a sample
size of 217 subjects was calculated (confidence
level (95%), confidence interval (5%) and expected
population of 500 individuals in one-month obser-
vation period). Therefore, all patients who were (i)
admitted to the ward for at least 24 hours, (ii) stay-
ing in the medical ward during the study period,
(iii) capable of communicating, and (iv) willing to
participate were invited to participate in the study.
Patients were included consecutively according to
their inclusion criteria and the expected sample
size. Out of the total 484 patients admitted to the
ward during the study period, 218 were eligible. 

Variables, data collection instruments, and
procedures

Variables were collected at the ward, nursing
staff, and patient levels. At the ward level, daily
data from nursing shift schedules and hospitalised
patients were collected to calculate the ratio of
patients per nursing staff and the staff hours per
patient day (including RNs and NAs). The principal
investigator (MP) of the study collected data on a
daily basis after the study approval and by contact-
ing the chief nurse. 

At the nursing staff level, we used the Maribor
Primary Health Care Patient Classification System
instrument to measure the nursing care activities
performed(31). This instrument measures the nursing
care activities performed divided into four main
categories:

• Care contact time (direct patient care)
includes all hands-on care, one-to-one observation
or support to patients, and direct communication
with patients; 

• Indirect contact time (indirect patient care)
includes patient documentation, professional dis-
cussion to plan patients’ care, discharge planning,
communication with patients’ relatives and friends,
ordering investigations, and shift handovers; 

• Other nursing activities: other patient-
focused activity (completing nursing audits, check-
ing clinical equipment), staff-focused activity (stu-

dent support, giving and receiving training sessions,
personal development reviews, rounds), and ward-
focused activity (ensuring environmental safety and
cleanliness, ordering or unpacking stock); 

• Unproductive time: personal staff time (staff
meals, breaks) and wasted time (waiting for equip-
ment, waiting for colleagues, etc.). 

According to the instrument nature, capable of
allowing multi-moment direct observations(29), with
the tool there were collected data also with regard
to the place where the staff was at the moment of
the observation (e.g., in the patients’ room, in the
nursing duty room, in the patients’ bathroom, in the
re-animation area, in the office, in the recreation
area, or out of the ward). The instrument was
selected for the following reasons: (a) it was found
to be valid and reliable in previous studies conduct-
ed in Slovenia(29); (b) it detects the quantity of direct
patient care; and (c) it is well known to Slovenian
head nurses. Moreover, given that the instrument
was used in primary healthcare, it was adapted for
the hospital environment(23). 

For the aims of the study, we programmed 16
hours of observations in the index research days,
including morning and afternoon shifts (from 6 AM
to 10 PM). Observations were performed in a way
that all working days of the week were included in
a range of one month, randomly selected by the
principal investigator of the study (MP).

Throughout observations, activities were
recorded at intervals of 10 minutes, allowing six
observations/hour. Data collection was performed
by 18 third-year trained nursing students; they were
familiar with the structure and processes of nursing
care in a medical ward, given that they previously
had at least eight weeks of clinical practice in the
unit. At the time of the observation, the nursing stu-
dents were dressed in personal clothes, and they
were not involved in nursing care. A pilot phase
was performed to increase reliability in the data
collection process.

At the patient level, the 15-Item Single-Factor
Patient Perception of Hospital Experience with
Nursing (PPHEN) tool(7) was used. The tool was
developed by Dozier et al.(7) in the English language
and, for the study purposes, was translated into
Slovenian according to standard procedures for for-
ward and backward translation(35). The PPHEN was
selected because (a) it was found to be valid and
reliable; (b) it addresses nursing care rather than
other dimensions of the hospital experience(7) (c) it
can be used in hospitalised patients during their in-
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hospital stay(5); (d) it is short, and therefore not tir-
ing for patients; and (e) it allows relatives to partici-
pate when the patient cannot answer(7). Cronbach’s
alpha for the PPHEN questionnaire in the Slovenian
language was 0.905 (n=15); moreover, the tool was
piloted in a preliminarily fashion in a group of 15
patients (not involved in this study) to test its com-
prehensibility and feasibility. No changes were
required in the formulation of the items, and the
patient feedback was positive. 

Patients’ satisfaction was reported using a
five-point Likert scale (1=strongly disagree/not at
all satisfied, 5=strongly agree/completely satisfied).
The score also results in a patient satisfaction index
including all variables and ranging from 1 to 5;
higher scores indicate a higher degree of satisfac-
tion with nursing care. Patients also filled in some
questions exploring demographic variables (e.g.,
age and gender) as well as data regarding whether
the respondent was the patient or a relative (in case
of need). 

Specifically, around 15 (6.9%) questionnaires
were filled in by relatives, 95 (43.6%) patients were
helped by researchers to fill in the form, and the
remaining 110 (50.5%) questionnaires were filled in
by the patients. The questionnaires were distributed
by nine third-year trained nursing students, who
were not included in direct observations or in nurs-
ing care. 

On the research index days, nursing activities
were observed and the patients included were invit-
ed to fill in the questionnaire. 

Data analysis
On a preliminarily basis, given that one inde-

pendent variable (=nursing care activities) was
based upon direct observation of behaviour, the
research team considered the possible influences of
the so-called Hawthorne effects(36). According to the
literature, awareness of being observed or having
behaviour assessed engenders beliefs about
researcher expectations; moreover, conformity and
social desirability considerations can lead to behav-
iour changes in line with these expectations(36).

Therefore, out of the nine research days, only
six were included in the final analysis with the
intent to increase study reliability. These days were
selected casually in advance before the data collec-
tion phase and reported in a closed envelope that
was opened only at the end of the study process.

Only the principal investigator (MP) was
aware of it; the excluded days were the first, third,

and sixth of observation. 
Therefore, a total of 7,732 (78.4%) out of

9,866 observed nursing activities were used in the
final analysis. As a consequence, 149 (68.4%) out
of the total 218 gathered questionnaires were used.
The data were statistically processed using SPSS
21.0 statistical software (IBM Corp., Group NY,
USA). 

The levels of analysis were the hospital ward,
the individual nurse, and the patient. Quantitative
data analysis was performed using descriptive
methods: mean (M), standard deviation (Sd), fre-
quency (n), percentage (%), Pearson’s correlation
(r), Spearman’s correlation (R), and partial correla-
tion (ParCorr) when controlling one of the vari-
ables. Spearman’s correlation coefficient, unlike
Pearson’s correlation coefficient, does not require
the assumption that the relationship between the
variables is linear, nor does it require that the vari-
ables be measured on interval scales(37). Correlation
strengths were valued as follows: 0-0.09 not corre-
lated, 0.1-0.3 weak, 0.31-0.6 medium, and 0.61-1
strong correlation(38). We also used the Chi Square
Test to assess differences, if any, between frequen-
cies. The significance was set at p <0.05.

Ethical considerations 
Institutional review board approval was

obtained prior to the start of the study from the
Faculty of Health Sciences, University of
Primorska (Slovenia), and from the hospital admin-
istration. The study was conducted in accordance
with the Code of Ethics for Nurses and Nurse
Assistants as well as the Declaration of Helsinki:
Ethical Principles for Medical Research Involving
Human Subjects(39). Specifically, patient and nurse
consent were obtained on site. The patients were
informed that a ‘research on nursing care’ was
being conducted, offered the name of the responsi-
ble contact details when necessary, and provided
with information regarding what would happen to
the data collected.

Student nurses were trained not interfere with
nursing care; moreover, they were instructed to
interrupt the observation in the case of critical
events (e.g., cardiopulmonary resuscitation) so as
not to interfere with or interrupt the care required.
No events occurred during the observation. 

Results
Forty-three nurses participated in this study (7

RNs and 36 NAs), representing the 95.6% of the
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medical ward’s nursing population. A total of 336
hours of observations were performed, and 7,732
nursing activities were recorded (n=5,128, 66.3%
on morning shifts; 2,604, 33.7% on evening shifts). 

Patients and amount of nursing care on a
daily basis

In the 94 available beds, there were, on aver-
age, 80 patients/day. There were at least two RNs
staffed per every day shift, from 7 AM to 3 PM and
from 3 PM to 11 PM. NAs worked seven-hour
shifts (from 6 AM to 1 PM and from 1 PM to 10
PM). Therefore, the nursing teams consisted mostly
of NAs (64%), and they delivered 61.3% of the
care. Each nursing staff cared for an average of
three patients/day; every RN was responsible for an
average of 8.5 patients/day, as reported in Table 1. 

Nursing care process
About 36.8% (n=2,842) of all nursing staff

activities involved direct contact with patients.
Hands-on care was recorded 2,124 times and repre-
sented 27.5% of all recorded nursing activities.
One-to-one observation was identified 336 times
(4.2%), direct communication with patients 294
times (3.8%), and support to patients 98 times
(1.3%). 

About 18.5% of all nursing activities were indi-
rect patient care. A large amount was represented by
patient documentation, professional discussion to plan
patients’ care, discharge planning, and communication
with patients’ relatives and friends (n=538, 6.9%).
Shift handovers were identified 469 times (6.1%) and
ordering investigations and preparing for
medical/technical procedures performed independent-
ly by nursing staff were recorded 425 times (5.5%). 

Other nursing activities were recorded 2,013
times (26%): patient-focused activities 1,470 times
(19%), ward-focused activity 446 times (5.8%), and
staff-focused activity 97 times (1.2%).
Unproductive time represented 9.5% (n=735) of all
observed activities, including personal staff time
(n=729, 9.4%) and wasted time (n=6, 0.1%).
Missing information about staff activities was 9.2%
(n=710) (Table 2).

Nursing staff performed 39.2% of all activities
(n=3,022) in the patients’ room. The activity fre-
quencies differed significantly between RNs and
NAs (p<0.000). Observed RN work activities con-
sisted of around a fifth (n=377, 17.2%) of direct
patient care, while other activities were performed
without contact with the patient; RN activities were
done mostly in the office or at the unit desktop
(n=759, 34.8%). More than a fifth (n=480, 22%) of
activities were performed in the patients’ room:
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Variablesa N (Sd) %

N patients, average/day 80.6 (8.11) -

N patients/nursing staff, average/day 3.0 (0.58) -

N patients/RN 8.5 (1.61) -

N patients/NA 4.7 (0.93) -

Nursing care hours per patient dayb 3.6 (0.88) 100

RN hours 1.4 (0.33) 38.7

NA hours 2.2 (0.55) 61.3

Table 1: Nursing resources in the medical ward.
aN number, NA nursing assistant, Sd standard deviation, % per-
cent; Nursing staff, includes both profiles RN and NA, RN regi-
stered nurse
bnursing care hours per patient day, calculated from (((total
nursing staff on duty, 6 research days, 2 shifts) x no. hours
worked per day)) x 1.5) / number of hospitalised patients

Table 2: Proportions of nursing care activities within
nursing profiles.
χ2 Chi Square, Df degrees of freedom; n number, NA nursing
assistants, RN registered nurses, %, percent, p statistical signi-
ficance p=0.05.
apatient documentation, professional discussion to plan
patients’ care, discharge planning, and communication with
patient’s relatives and friends
bindividual medical-technical procedures done independently
by nursing staff; cnursing activities that could not be observed,
as the RN or the NA was not in the medical ward



10.1% in the re-animation room or in the patient’s
bathroom (n=220), 9.0% in the recreation and nurs-
ing duty room (n=196), and 6.5% (n=141) outside
the medical ward. In 17.7% (n=386) of observation
intervals, the RNs were in other places (e.g., walk-
ing corridors).

The NAs’ work activities consisted of nearly a
half (n=2,465, 44.5%) in contact with the patient.
Their activities were generally (n=2,542, 46.0%)
performed in the patients’ room, 16.9% (n=937) in
the office or at the unit desktop, and 15.8% (n=873)
in the recreation and nursing duty room. The rest of
the activities were performed in the re-animation
room or in the patients’ bathroom (n=659, 11.9%)
and other places in the hospital out of the unit
(n=367, 6.6%). Also in this case, in 2.8% (n=154)
of observation intervals, the NAs were in other
places (e.g., walking corridors).

Patient satisfaction with nursing care
Respondents were mostly women (n=82,

56.9%), with an average age of 67.4 years
(Sd=14.7). The patient satisfaction index including
all variables from the PPHEN instrument reported
that patients perceived high satisfaction with nurs-
ing care, with an average score of 4.42 (above
good/high) (Sd= 0.53) and ranging from 3 (good) to
5 (high). The highest average score emerged in the
item ‘Nurses helped me to feel at ease in the hospi-
tal’; the lowest score emerged for the item ‘Nurses’

prediction about what the patient needs’ (Table 3).
Additionally, patient satisfaction with nursing care
was associated with the respondents’ status (patient
or relative) (r= 0.278, p<0.000). Satisfaction with
nursing care was not correlated to the respondents’
gender (r=0 .042, p=0.632) or age (r= 0.119, p=
0.173).

Correlations
The PPHEN index was correlated negatively

with the number of patients present daily at the unit
level (p<0.000). Differently, the PPHEN index was
correlated positively with the amount of nursing
care hours per patient day (p<.000), significantly
for both profiles (RNs, p<0.000; NAs, p<0.000).
Higher correlations emerged between the patient
satisfaction index with the RN hours/patients day (r
=0.143), as compared to that provided by NAs (r=
0.125). Moreover, patients’ satisfaction with nurs-
ing care was not significantly correlated with the
frequency of nursing staff activities in general (R=
0.00, p= 0.698), while significant correlations
emerged in some patients’ satisfaction variables and
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Table 3: Patient satisfaction with nursing care (n=149).
M mean, min minimum, max maximum, n number, NA nursing
assistant, RN graduated (registered) nurse, % percent, Sd stan-
dard deviation 
Patient satisfaction index, includes all 15 variables researching
patient satisfaction 

Table 4: Correlations between the patient satisfaction
index as measured with the PPHEN(7) and the number of
patients, the nursing staff hours, and the nursing care
activities. 
NA nursing assistant, RN graduated (registered) nurse, P par-
tial correlation coefficient, r Pearson correlation coefficient, R
Spearman’s rho correlation coefficient
Nursing staff, includes RN and NAs
Statistical significance ** < 0.00; * <0.050
Correlation strength: 0-0.09 not correlated, 0.1-0.3 weak, 0.31-
0.6 medium, 0.61-1 strong correlation [38] 
PPHEN index, includes all 15 variables measuring patient sat-
isfaction



the frequency of direct patient care activities, as
reported in Table 4.

Discussion

In the PPHEN index, patients reported high
satisfaction with nursing care. Previous studies per-
formed in the US using the PPHEN in settings
where the amount of resurces devoted to nursing
care with RNs was near double reported a compara-
ble average satisfaction index, from 4.0 to 4.5(7).
The high satisfaction perceived by our patients may
reflect the paternalistic approach often characteris-
ing those in-transition countries, where patients
believe that healthcare workers are doing their best
with the limited resources available(30). 

According to the aims of the study, we firstly
explored the correlations between the patient satis-
faction index and the number of patients cared for
at the unit level. A significantly weak negative cor-
relation emerged, suggesting that in overcrowded
situations, patients perceive the difference in the
nursing care received, thus suggesting that flexible
schedules are needed to ensure the freedom to
increase the number of nurses to deal with the
increased number of patients. 

Moreover, in line with the study aims, we
explored the correlations between the amount of
care delivered and the patient satisfaction.
Specifically, a high proportion of nursing care
(>61%) was offered by NAs, who are educated at
the secondary school level. The few RNs available
at the unit level were responsible for the entire
nursing care process by planning the care of
patients and supervising the NAs. In Slovenia, RNs
and NAs are considered together as nurses; consid-
ering them as a whole, the nursing care resources
seem not to deviate from those expected in EU hos-
pitals(e.g., 40), while in reality, if we consider only
RNs, they care for > 8 patients/shift. 

According to the findings, patient satisfaction
was positively correlated at weak levels to the
amount of nursing care, mainly to that offered by
RNs, thus suggesting that their increased presence
at the unit level can impact the perception of
patients. Weaker - but statistically significant - cor-
relations emerged also between the patient satisfac-
tion and the number of NAs, thus suggesting that
patients value the role of RNs more and that their
clinical competences acquired at the academic level
can increase patient satisfaction.

The correlation between the activities per-

formed by the nursing staff and the patient satisfac-
tion, was also researched according to the study
aims. Although Chang(41) documented that NAs
carry out 83.6% of the same activities as RNs, in
our study they performed significantly different
activities. Moreover, those activities in contact with
patients performed by RNs included <20% of all
activities. Previous studies conducted in different
countries and skill-mix contexts have reported that
around 30% of RN activities involve contact with
patients(1, 18). 

Differently, the proportion of direct patient
care activities performed by all nursing staff was
higher (36.8%) than that documented previously,
which was around 30%(28). However, the majority of
observed contacts included hands-on-care and were
thus focused on the patient’s physical needs (e.g.,
hygiene, food intake, mobility, medical/technical
procedures), while a limited proportion of activities
was devoted to regular patient observations, com-
munication, or support. Similarly, Jinks and Hope(42)

found that hospital nurses provide extremely small
amounts of patient education. 

According to the findings, patient satisfaction
was not correlated with the frequency of in-contact
care activities performed by the entire nursing staff,
with the exception of three items, namely ‘I was
sure that nurses would be there when I needed
them’, ‘Little things were done for me without ask-
ing’, and ‘The nurses thought ahead about what I
needed’, where weak positive correlations emerged.

Contrary to what is documented in studies in
high-income countries(16, 20), where the time that
nurses spend in direct care activities was discovered
as a determinant of patient satisfaction, our patients
seem to value the number of hours worked by nurs-
es. This seems to be in line with the concept of car-
ing that is based upon not only what nurses do at
the bedside but also their caring thoughts, clinical
judgment, and decisions-making processes, which
are invisible by simple observation(15) but can
impact the care offered to patients. 

Strengths and limitations of the study
To the best of our knowledge, this is the first

correlational study exploring the relationship
between structural and process variables in a post-
transition country where limited nursing care
resources have been documented. Although the
sample of nurses was appropriate because it was
equal to the nursing population working at the unit
level, a small number of patients were involved,
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and some of them preferred to be supported in fill-
ing in the questionnaire or asked their relatives to
fill it in. The PPHEN instrument used could be
completed by relatives, but the participation of rela-
tives may have introduced some information biases.
In addition, some data regarding the individual
characteristics of patients that could affect their per-
ceptions regarding satisfaction with nursing care(6, 11,

12) were collected. 
Different instruments have been reported in

the literature aimed at measuring the nursing care
processes; however, mostly of them have several
limitations(43). For this reason, we have used the
observation at the unit level by involving nursing
students, and information biases could have also
occurred in this case. However, specific training
was provided before data collection as well as a
pilot phase. Moreover, some reflective strategies
(e.g., debriefing sessions) aimed at accompanying
nursing students’ research participation to some
learning outcomes (e.g., by reflecting on the value
of direct nursing activities) were also offered. 

This study was performed in a single centre,
suggesting the need to develop multi-centre studies
in the future. Moreover, given the Hawthorne
effects(36), we selected only six days of observa-
tion out of the nine observed, which could have
increased the reliability of the data, on the one
hand, but could also represent wasted time, on the
other hand. Furthermore, according to the instru-
ment adopted, only data on the occurrence of each
activity included in the tool were recorded; there-
fore, the duration of each activity (e.g., the length
of communication with the patient) was not record-
ed. This should be addressed in the future, given
that the duration of each activity can affect the
amount of nursing activities performed. 

Conclusions and implications for practice
This study has explored the correlation

between the patient satisfaction with nursing care
and the number of patients cared for in a medical
unit, the amount of nursing care delivered, and the
activities performed by the staff. Patient satisfaction
with nursing care is high and negatively correlated
at weak levels with the number of patients cared for
at the unit’s level, thus suggesting the need to tailor
the nursing workforces in the case of patient over-
crowding. 

Patient satisfaction with nursing care is also
positively correlated at weak levels with the amount
of care delivered by RNs and, at the weakest levels,

to that delivered by NAs, suggesting that patients
valued the presence of nurses educated at the acad-
emic level and report increased satisfaction when a
high amount of care is delivered by RNs. Moreover,
positive correlations emerged between patient satis-
faction and some direct activities performed by all
staff (RNs and NAs), while non-significant correla-
tions emerged between patients’ satisfaction and
direct nursing care activities performed by RNs. 

These findings seem to suggest that patients
perceive the presence and the value of RNs not only
when they are at the bedside. Their competences
acquired at the academic level (e.g., clinical judg-
ment, decisions-making processes, and caring
thoughts) can affect the environment and the caring
processes, and thereby the perceptions of patients,
who in turn increase their degree of satisfaction.
Therefore, in designing nursing care structure and
processes, an appropriate number of nurses educat-
ed at the university levels is required in the teams;
there is also a need to introduced strategies at the
unit or department levels, aimed at dealing with the
increased amount of patients admitted in medical
units, aimed at preventing negative outcomes such
as dissatisfaction. 
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