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Abstract

Introduction. It is the right of the patient to be in-
formed by the medical staff about the treatment pro-
cedures so that the patient can be aware and respon-
sible of the subject of treatment.

Aim. The aim of this study was to gain insight into
the information provided to the patient by medical
staff, understanding of the information obtained and
the use of written educational materials and the In-
ternet to gain information about diseases among pa-
tients of primary and secondary health care. The aim
was to determine whether there are differences in
the level of knowledge among patients with regard
to the source of information.

Methods. A cross-sectional study with three groups
of patients was conducted using a questionnaire cre-
ated for this study.

Results. Out of a total of 300 patients, 49% (147)
claim that the most common source of information
is a specialist doctor, while 29% (87) claim that their
sources of information are nurses. A total of 48%
(144) of patients claim that the information is incom-
prehensible and 83% (249) have not received educa-
tional materials. 79% (237) want to receive educa-
tional materials.

Conclusion. According to the results of the study,
it can be concluded that patients, regardless of the
group they belonged to, are equally uninformed. In-
forming the patient is an integral part of the treat-
ment and must be tailored to each patient individually.
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Introduction

Nowadays, health care and treatment of the patient
is becoming more complex and therefore requires
the patient to actively participate in their care. The
newer approach to the doctor-patient relationship is
based on patient-centered health care, in which deci-
sions related to the patient’s health are made by the
doctor and the patient (1). This process emphasizes
collaboration between the physician and patient and
enables the patient to co-decide by being given all
the information related to their illness, specific diag-
nostic and therapeutic procedures, as well as alterna-
tive treatment procedures (2,3).

Health literacy is the newest prevention strategy to
live longer, healthier lives. Health literacy represents
the degree to which individuals have the capacity to
obtain, process and understand basic health informa-
tion and services needed to make appropriate health
decision. Nurses are among the most essential play-
ers in making health literacy an effective and last-
ing reality. Nurses need to start asking some crucial
questions in order to take some proactive steps in
the right direction, both for patients and themselves
(4). A lack of health literacy may have effects at many
levels, from the individual to the societal. Examples
include incorrect use of medications/assistive aids,
lack of knowledge about health decisions, misinter-
pretation of instructions or symptoms, absence from
booked health care visits, unnecessary examinations
or surgery, increased need for hospital treatment and
security risks at home, at work or in society (5,6). A
health professional’s role is to translate complex sci-
entific and medical information into words and con-
cepts that patients and families can understand. This
is a challenge especially when time is limited and
information is complex, ambiguous, or conflicting.
Health professionals must learn and perform health
literacy techniques. Reports cannot simply be given
to the patients with the belief that they will under-
stand them. Patients are reluctant to ask questions
because they do not want to show that they may
not know the answers. Recent studies have shown
that 85% of patients received complete, understand-
able information, presented in a considerate manner.
Patients in surgical departments received a higher
level of information than those in internal medicine
departments. Patients were informed about health

risks of the proposed treatments (in 74% of cases)
and procedures (76%), health consequences of refus-
ing a medical intervention (69%), and other methods
of treatment (46%). However, patients pointed out
several problems in the physician-patient communi-
cation (7). Market research shows that today in Croa-
tia the Internet is used by about two-thirds of the
population over the age of 15, of which 22% use the
Internet to seek information on health and nutrition

(1).

Methods

Design

A cross-sectional study with three groups of patients
was carried out at the Institution for Home Health
Care "Domnius” in Zagreb, Croatia. The data were col-
lected over a period of approximately 3 months (10
February 2021-15 May 2021).

Participants

The study involved 300 participants (100 partici-
pants were patients discharged from inpatient sur-
gical treatment newly admitted to home care, 100
participants were patients discharged from inpatient
internal medicine newly admitted to home care, and
100 participants were Domnius Home Health Care
patients in long-term care). All 300 respondents were
users of the Domnius Home Health Care Institution.

The study was conducted in the city of Zagreb. The
inclusion criterium was that patients be aged > 18.
The patients gave informed consent for participation
in the study. The questionnaire was anonymous, and
participants were informed that they were free to
stop participating in the study at any time. After a
thorough written and oral explanation of the ethical
principles, purpose, and course of the study, patients
were asked to provide their informed consent. The
nurses handed out a questionnaire in a sealed enve-
lope to the patients and explained how to complete
it, as well as the purpose of the study.
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Ethics

The study was approved by the Ethics Committee of
the Domnius Home Health Care Institution in Zagreb,
Croatia at its regular session held on February 8,
2021. The ethical Committee of the Domnius Home
Health Care Institution operates in line with the In-
ternational Conference on Harmonization (ICH GCP)
principles and the Helsinki Declaration (8).

Instrument

The research instrument was a questionnaire cre-
ated for this study. The patients answered 13 closed
questions. The first two questions were about the
source of information about the disease (nurse, fam-
ily doctor, specialist, or patient), then about the pro-
cedure, tests and therapy. The next three questions
were about understanding the information obtained,
two about using the Internet for information, two
about the duration of the interview with the doctor,
two on written educational materials and two on in-
formation about the medications they are taking.

Statistics

According to the results, appropriate non-parametric
statistical tests were used in the following analyses.
Non-parametric methods are used primarily for data

expressed on nominal and ordinal scales. Differences
in the categorical variables were analysed with the
chi-square test. P values below 0.05 were considered
significant. Statistical software IBM SPSS Statistics,
version 25.0 was used in all statistical procedures.
Descriptive statistics which deal with the organiza-
tion of collected data and their summary description
with the help of numerical and graphical representa-
tions were also used.

Results

In the questionnaire created for this study, 13 ques-
tions were asked, and seven questions are singled
out. These are core questions of the study, and the
results (answers) of the participants are listed below.

Based on the obtained results, it can be concluded
that the proportions of surgery, internal and home
health care patients differ significantly with regard
to the source of information about the disease. Spe-
cialist doctors are the most common source of infor-
mation (around 67%).

Table 1. Differences in data between the three groups of participants

Who gave you the information about the disease?
Observed frequencies

Family doctor Specialist
Surgery 20 70
Internal medicine 12 80
Home health care 37 53
Total 69 203
x°=25.5
df=8

p<0.001

Nurse Self—‘ Specialist and Total
education nurse

4 3 3 100

4 3 1 100

1 3 6 100

9 9 10 300
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Table 2. Source of information about surgical
procedures, tests and therapy
Observed frequencies

Family Specia- Self-

doctor list S education Ul
s 85 6 2 100
medicine
Surgery 4 82 13 1 100
Home
health 34 54 11 1 100
care
Total 45 221 30 4 300
x2=47.4
df=6
p<0.000

Based on the obtained results of the chi-square test,
it can be concluded that the proportions of surgery,
internal and home health care patients differ signifi-
cantly with regard to the source of information about
surgery, tests or therapy. It can also be concluded
that specialist doctors are the main source of infor-
mation based on the frequency of answers/respons-
es (74%).

Table 3. Understanding information in primary

and secondary health care patients

Observed frequencies

Yes No Partially ~ Total
Secondary 104 12 84 200
Primary 52 8 40 100
Total 156 20 124 300
x?=0.465
df=2
p=0.793

Based on the obtained results, it can be concluded
that the shares of primary and secondary health care
patients do not differ significantly in terms of under-
standing information.

Table 4. Understanding information in patients

in surgery, internal and home health care
Observed frequencies

Yes No Partially  Total
MUY 52 8 40 100
medicine
Surgery 52 4 44 100
Home health 52 8 40 100
care
Total 156 20 124 300
x>=1.86
df=4
p=0.762

On the basis of the obtained results, it can be con-
cluded that the shares of surgery, internal care and
home health care patients do not differ significantly
with regard to the understanding of information.

Table 5. Comparison of the level of information

between hospital patients and home health
care patients

Observed frequencies

Yes No Total
Patients in hospital care
(newly admitted to home
care) 35 165 200
Patients in home health
care 16 84 100
Total 51 249 300

x°=Yates chi-square 0.03
df=1
p=0.8625



Kovacevic I. et al. Health Literacy of Patients with Regard to The Source of Information... Croat Nurs J. 2022; 6(2): 103-110 107

There is no statistically significant difference, and
patients are equally uninformed regardless of the
group to which they belong.

Table 6. Distribution of written/educational

materials among patients in surgery, internal
and home care

Observed frequencies

Yes No Total
Internal medicine 25 75 100
Surgery 10 90 100
Home health care 16 84 100
Total 51 249 300
x°=8.08
df=2
p<0.018

Based on the obtained results of the chi square test,
it can be concluded that the shares of patients in sur-
gery, internal and home health care differ significant-
ly in terms of receiving educational materials. 83%
(249) have not received educational materials.

Also, based on the obtained results (x*=9.10; df=2;
p<0.011), it can be concluded that the shares of pa-
tients differ significantly in terms of patients’ inter-
est in receiving educational materials, and that the
vast majority of them want to receive educational
materials. 79% (237) want to receive them.

When asked about their understanding of the infor-
mation obtained, a total of 48% (144) participants
answered that they did not fully understand the in-
formation obtained.

Regarding the use of the Internet for the purpose of
finding information about the disease among the pri-
mary and se-condary groups of patients, the results
(x°=Yates chi-square 0.48, df=1, p<0.488) show that
there is no statistically significant difference in the
use of the Internet for the purpose of finding infor-
mation.

Discussion

The study was conducted on a sample of 300 pa-
tients. Our study has shown that patients are poorly
informed, but the most common source of informa-
tion is a specialist doctor (Table 2). Braddock et al.
(9) indicate that surgeons dedicated more time to
informing their patients than general practitioners,
and that general practitioners ought to be more in-
volved in decision-making. The level of patient infor-
mation in hospital care does not differ significantly
in relation to nursing care patients, and patients are
equally uninformed regardless of the group to which
they belonged. Most patients who did not receive ed-
ucational materials would like to receive them. There
is no statistically significant difference in the use of
the Internet for the purpose of finding information
about the disease among the primary and secondary
groups of patients. Slightly more than 50% of the
participants understand the information received.

On the other hand, a survey conducted in Vermont
in the United States obtained different results. The
population examined in this study differs from many
other studies on health literacy as it is more educat-
ed and less racially and ethnically diverse (10). But
there is still a high prevalence of limited health lit-
eracy in hospitalized patients, where more patients
with a low health literacy rate will be admitted to
hospitals than those with adequate knowledge (11).
In this group of hospitalized patients, the high prev-
alence of limited health literacy may be associated
with reduced cognitive abilities, impaired vision and
fatigue, and health literacy may improve after remis-
sion (12). Some authors suggest avoiding medical
jargon, breaking down information or instructions
into small concrete steps, limiting the focus of a visit
to three key points or tasks, and assessing for com-
prehension by using the teach back cycle. Printed in-
formation should be written at or below sixth grade
reading level. Visual aids can enhance patient under-
standing (13).

Research carried out in two Lithuanian counties by
random sampling of eight hospitals showed that
almost 68% of patients reported that nurses in the
ward gave sufficient information about their disease.
The survey highlights the positive example of the
British National Health Service, with a strong focus
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on disease prevention and patient information, in-
volving nurses in the health care process (14). The
most demanding patients with higher literacy rate
reported that nurses did not provide them with
enough information about their disease, procedures,
or preparation for surgery. Many patients have low
health literacy skills, and have difficulty with reading,
writing, numeracy, communication, and, increasingly,
the use of electronic technology, which impedes ac-
cess to and understanding of health care information
(13).

Research carried out in hospitals in Ontario was in-
tended to measure the health literacy in hospitals
by using a new questionnaire for organizational re-
search and conducting psychometric testing of the
survey. This measurement has achieved its goal of
making hospital managers understand their impact
and help focus their efforts in order to improve the
quality of patient care and thus reduce readmission
to the hospital. This leads to the possibility of im-
proving patient care, reducing hospital costs and re-
ducing the readmission rate (15).

Nowadays, great importance is given to health lit-
eracy in the medical and public health perspectives.
However, a recent study showed that health literacy
was not a priority in home health care. Instead, home
care workers wanted training in many aspects of pro-
viding home-based care. Furthermore, a core health
literacy curriculum checklist for homecare workers
does not exist. In that study, the authors draft a
training checklist for improving health literacy sup-
port which consists of eight key areas. The eight key
areas on the checklist are consultation with home
care workers, consultation with patients, outlining
boundaries and scope of practice, listing key organi-
zational contacts, listing relevant services and net-
works, including patient case studies and scenarios
to illustrate various points, building in strategies to
check understanding of the topic, and evaluating the
effectiveness of the training. Incorporating these ar-
eas into any existing in-house home care workers'
training is aimed directly at improving health literacy
and subsequent health outcomes for a patient (16).
The patient’s right to be informed is an integral part
of the treatment and strengthens the patient’s role
in the treatment process, which ceases to be an
object of treatment and becomes conscious and ac-
countable to the subject. According to the Institute
of Medicine, half of the population of adult people
are not able to comprehend basic health informa-

tion and services needed for making proper health
decisions (17). Proper communication between pro-
fessionals in health care and patients guarantees
good patient-physician understanding, which affects
patient satisfaction, agreement, medical outcomes,
cost-containment and in general, health care quality
(18,19). Health literacy involves personal, cognitive
and social skills that determine the individual's abil-
ity to gain access, understand and use (medical) in-
formation to promote and maintain good health.

Conclusion

The results of the study show that the health system
has to be more engaged in promoting prevention and
treatment options. Patients are equally uninformed
regardless of the group which they belonged to. The
health system is not adequately prepared for provid-
ing information. For better health literacy, a family
doctor and nurse should be more involved. Informing
the patient is an integral part of the treatment and
must be adapted to each patient individually. One of
the features of the duty to provide information to pa-
tients is that it is both moral and legal at the same
time. Also, patients are not familiar which websites
provide more detailed and correct information. The
degree of health literacy is directly linked to commu-
nication, which greatly affects patient mobility, out-
come of treatment, frequency of use of health care,
costs and the overall quality of health care.
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ZDRAVSTVENA PISMENOST BOLESNIKA S OBZIROM NA IZVOR INFORMIRANJA:

PRESJECNA STUDIJA

Sazetak

Uvod. Pravo je bolesnika primiti informacije od medi-
cinskog osoblja o postupcima lijecenja kako bi bolesn-
ik mogao biti svjestan i odgovoran subjekt lijecenja.

Cilj ovog istraZivanja bio je ste¢i uvid u informiranost
bolesnika na temelju podataka koje primi od medicin-
skog osoblja, razumijevanje dobivenih informacija te
primjenu edukativnih pisanih materijala i interneta u
svrhu informiranja o bolesti. Cilj je bio utvrditi postoje
li razlike u razini informiranosti bolesnika s obzirom
na izvor informiranja.

Metode. Ispitivanje poprecnog presjeka s tri skupine
bolesnika provedeno je s pomocu upitnika kreiranog
za ovu studiju.

Rezultati. Od ukupno 300 bolesnika, 49 % (147)
tvrdi da je najces¢i izvor informacija lije¢nik specijal-
ist, dok je za 29 % (87) izvor informacija medicinska
sestra. Sveukupno 48 % (144) bolesnika smatra da
su informacije nerazumljive te 83 % (249) nije dobilo
edukativne materijale, a Zeli ih primiti 79 % (237).

Zakljucak. Prema dobivenim rezultatima istraZivanja
moZe se zakljuciti da su bolesnici bez obzira na sku-
pinu u kojoj se nalaze podjednako neinformirani. In-
formiranje bolesnika sastavni je dio lijecenja i mora
se prilagoditi svakom bolesniku individualno.

Kljucne rijeci: bolesnik, zdravstvena informiranost, zdrav-
stvena pismenost, izvor informiranja
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Abstract

Introduction. The aim of our study was to examine
the complications and differentiating factors (meth-
od of conception, nutritional status, rate of weight
gain) of twin pregnancies.

Methods. In our quantitative, cross-sectional, retro-
spective study we examined medical data sheets of
women pregnant with twins (N=89) in the western
regions of Transdanubia, Hungary.

Results. Conditions occurring during pregnancy af-
fected almost half of the mothers. Hypertension and
preeclampsia are increased risk factors among the
complications of twin pregnancies, independently of
the method of conception (p>0.05). Abnormal weight
gain during pregnancy was observed in half of the
mothers. Weight before pregnancy is a strong predic-
tor of weight gain during pregnancy (p<0.05).

Conclusion. Our research showed that abnormal
weight gain and obesity during twin pregnancy has
a negative effect on maternal health, and correlates
with maternal complications (hypertension/preec-
lampsia, gestational diabetes). Effective and preven-
tative strategies are necessary, already during preg-
nancy planning, to prevent obesity before pregnancy.
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Introduction

Nowadays, scientific advances have led to an in-
crease in the use of ovulation inducement treat-
ments to help infertile couples, as well as artificial
reproductions like insemination and in vitro fertil-
ization, which have led to a large increase in twin
pregnancies, particularly dizygotic and polygynous
pregnancies. The frequency of twin pregnancies
worldwide is 1/85, while triplets and quadruplets
are much rarer. Several studies show that the fre-
quency of twin pregnancies changes yearly, changes
according to geographical locations, and sometimes
unknown or hidden factors influence the statistics
(1). Considering the development and possible com-
plications of twin pregnancies, it can be regarded as
a special pregnancy-pathologic condition.

Obesity is becoming a worldwide issue with data
from WHO 2013 showing that the rate of obesity
doubled since 1980. Obesity is a global issue, and
Hungary is affected, too; based on data from 2017,
obesity in adults is among the highest in the EU. In
2017, one out of five adults were obese, and the rate
has increased during the last decade (2). In addition,
the number of overweight and obese women of re-
productive age has increased in the last decade. In
the US, approximately 60% of women of reproduc-
tive age are affected (3). This number corresponds to
18.5-38.3% of pregnant women in the US and is the
most frequent cause of high-risk maternal complica-
tions (4). Prevalence of maternal obesity has risen
from 11% to 21% in Canada, and is one of the most
crucial challenges for the healthcare system, consid-
ering the cost implications of maternal and child mor-
bidity (5). In a study by Lahti-Pulkkinen et al, the ra-
tio of maternal obesity (n=118 021) increased from
3.1%(1950-1959)t015.7% (2000-2011), and obese
women were older, had higher parity, and higher so-
cioeconomic status (6). In another study by Vernini et
al, 22.7% of pregnant women were overweight and
27.6% were obese, which increased the risk of hy-
pertension and gestational diabetes (7). Hyperten-
sion is a frequently occurring issue during pregnancy
and may cause complications in 5-10% of pregnan-
cies. In the study by Fitirani et al, 33% of obese, 50%
of overweight, and 16.7% of pregnant women with
normal BMI had hypertension (8). Both systolic and
diastolic blood pressure values are elevated in over-

weight and obese women (9). Preeclampsia occurs in
every second woman with maternal obesity (55.9%),
while the number for women with normal nutritional
status is 20.1%. Parantika and colleagues identified
twin pregnancy and obesity as risk factors for pre-
eclampsia. Certain maternal factors independently
influence the outcome of twin pregnancies. Extra at-
tention is necessary for women with twin pregnancy
because the weight gain during pregnancy is more
profound than in a singleton pregnancy. Obesity
due to excessive weight gain is more likely in twin
pregnancies and it may incur risk factors for both the
mother and the fetus. These complications include
gestational diabetes, hypertension, anemia, and pre-
eclampsia (1,10,11). The incidence of preeclampsia
is higher in twin pregnancies and the pathophysio-
logical process differs from singleton pregnancies in
atypical occurrence, faster progression, faster onset
of symptoms, and exacerbations (12-14). The fre-
quency of preeclampsia is 3.5 times higher in twin
pregnancies than in singleton pregnancies. In addi-
tion, the chance to develop extreme hypertension is
3-4 times higher in twin pregnancies (15). The occur-
rence of gestational hypertension is proportional to
the number of fetuses; 6.5% for singletons, 12.7%
for twins, and 20% for triplets (14). Studies show
that preeclampsia is more frequently occurring in
twin pregnancies with assisted reproduction than in
pregnancies with natural conception. Preeclampsia in
twins conceived by assisted reproductive technology
increases the risk of preterm birth, small for gesta-
tional age babies, and cesarean section (15). These
findings might be explained by the higher rate and
co-occurrence of risk factors (for example advanced
maternal age) in women in need of in vitro fertiliza-
tion (16). In twin pregnancies, the occurrence of pre-
term birth (31-36%), small for gestational age baby
(mean=2300 g), and complications (6.8%) is higher
than in singletons (17). Maternal complications of
twin pregnancy include prolonged delivery due to
weakness of childbirth pain, placental insufficiency,
premature placental separation, and impaired con-
traction of the uterus after delivery. Fetal compli-
cations include polyhydramnios, and postural, lying,
and implantation abnormalities.

Aim
The aim of our study was to examine the complica-

tions and differentiating factors (method of concep-
tion, nutritional status, rate of weight gain) of twin
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pregnancies. We wanted to see the types of diseases
occurring before and during twin pregnancy, and we
wanted to assess the body weight before and during
pregnancy, weight change, and the possible compli-
cations of abnormal weight gain.

Methods

Our cross-sectional, retrospective study was carried
out in the western regions of Transdanubia, Hungary.
Permission for the study was provided by the direc-
tors of the healthcare institutes. Data acquisition and
processing as conducted according to the Declaration
of Helsinki (18). Between 1995 and 2018, medical
data sheets of women pregnant with twins (N=89)
and of their twin babies (N=183) were analyzed.
Parameters collected from the data sheet included
the mother’s biographical data (age, marital status,
highest education, location), previous pregnancies,
diseases before and during pregnancy, weight gain
during pregnancy, nutritional status, diseases in the
family, possible medical treatments, drug sensitivity,
method of conception and course of pregnancy, way
of giving birth. Parameters collected from the data
sheets of the infants included biographical data of
the twins (gender, year and place of birth), somato-
metric information at birth (weight, length, head and
chest circumference), possible abnormalities, Apgar
1-min and 5-min values, gestational age at birth. For
sampling, a single expert sampling method was used
within the target population. The study group con-
sisted of women who gave birth to twins in hospitals
and also received prenatal care.

Statistics

For the statistical analysis, we used SPSS 22.0 soft-
ware package. Besides descriptive statistics, we used
the Chi-square test, Student's t-test, and correlation
analysis to analyze our data (p<0.05). Presentation
of frequency values included confidence intervals
(19,20).

Results

We collected and analyzed medical data sheets of
women pregnant with twins and health data of their
twins in nursing districts. We included medical data
sheets of women pregnant with twins (n=89) and
of their twin babies (n=183). Mothers to twins were
most commonly married (76.4%), but some of them
were single (5.62%), divorced (1.12%), or in a civil
partnership (16.85%). Most mothers had university
(41.57%), few had elementary school (4.49%), some
had GCSE (31.46%), and vocational school (16.85%),
while a few of them had more than secondary educa-
tion but no degree (5.62%) as the highest level of
education. Altogether, 83.15% of respondents were
living in a city and 16.85% were living in a village.
The mean age of pregnant mothers at childbirth was
30.8 years (SD=5.50). The youngest was 18 and the
oldest was 42 years old. According to the literature,
advanced maternal age starts at age 35 (21). One-
fourth of our sample (26.97%) belonged to advanced
maternal age. A total of 85.39% of pregnancies were
planned and 14.61% were unplanned. In terms of con-
ception, 56.18% were spontaneous and 43.82% were
assisted reproduction (6.74% insemination, 37.08%
in vitro fertilization). The use of assisted reproduction
techniques was statistically more common in moth-
ers over the age of 35 (62.5%) than in those under
35 (36.9%) (Chi-square=4.658; p=0.031). All preg-
nancies (N=89) lead to childbirth. A total of 56.18%
of childbirth was preterm. Twin pregnancies ended
in spontaneous delivery (13.48%), cesarean section
(85.39%), and vacuum extraction (1.12%). The time
of birth did not correlate with the method of concep-
tion (Chi-square=1.77; p=0.183), but the method of
childbirth did (Chi-square=4.305; p=0.038). A total
of 94.87% of pregnancies by assisted reproduction
ended with cesarean section, most of which (62.5%)
were in women over 35 years. Twins were born on
average at 35.45th gestational week. Most of the
twin pairs were born between gestational weeks 31
and 36 (49.44%) or 37 and 40 (43.82%). The fewest
births happened between weeks 26 and 30 (6.74%).
The earliest childbirth happened on the 26th week,
the latest happened on the 40th week of gesta-
tion. Triplets occurred in 6 cases (7.86%). Most of
the twins were dichorionic (69.66%), which occurred
in 75.38% in the age group 20-35, and 68.42% in
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the age group 36-45; no statistically significant dif-
ference was present (Chi-square=0.36; p=0.54). Al-
most all (90.91%) of the monochorionic twins were
naturally conceived (Chi-square=15.665; p<0.001).
In terms of gender, 51.37% were boys and 48.63%
were girls. Based on birth weight (mean=2314 g),
the twins had small (<2500 g; 59.56%) and average
(2500-4000 g; 40.44%) weight.

A key pillar of our research was to map out mater-
nal risk factors. We were able to identify 17 famil-
ially occurring diseases in the medical data, and we
categorized them into 8 groups. The medical history
contained no familially occurring disease in 32 cases
(36.36%). The most commonly occurring diseases in
the families of pregnant women were hypertension
(14.77%) and cancer (18.18%). Besides those, oth-
er diseases occurring in the families were diabetes
(4.55%), obesity (6.82%), allergy/asthma (5.68%),
thrombosis (3.41%), cardiovascular diseases, in-
farction, and stroke (10.23%). Other categories had
single occurrences of Gl disorder, renal and urinary
disease, behavioral disorder, hearing disorder, schizo-
phrenia, dislocated hip, hematologic disorder, autism,
mental retardation, and developmental abnormality.

We also examined whether the mothers had any
underlying diseases or surgical procedures before
pregnancy. Possibly occurring underlying diseases
included obesity, hypertension, diabetes mellitus,
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endometriosis, polycystic ovarian syndrome, hy-
pothyroidism, antiphospholipid syndrome, ectopic
pregnancy, previous miscarriage, chickenpox, scar-
let fever, asthma, allergy, depression, hernias (spi-
nal, inguinal), scoliosis, kidney stone. Sorting these
problems occurring before pregnancy, we can con-
clude that 21.35% of participants had gynaecologi-
cal, 19.1% had other, and 59.55% had no diseases
affecting their condition. Issues occurring before
pregnancy showed no correlation to the method of
conception (Chi-square=0.28; p=0.59). Assessing the
conditions that were also present during twin preg-
nancies was crucial for us. Our results showed no dis-
ease during pregnancy in 44 cases (49.44%). A total
of 15 twin pregnant mothers had diabetes (16.85%),
8 had hypertension (8.99%), 4 had preeclampsia
(4.49%), and 3 had hypertension, preeclampsia, and
diabetes co-occurring (3.37%). The remaining 15
mothers (16.85%) had other diseases, for example,
obesity, hyperemesis gravidarum, risk of miscarriage/
preterm birth, dyspnea, premature placental separa-
tion, and varicosity in veins. Figure 1 shows that the
method of conception for twin pregnancy wasn't
associated with the occurrence of diseases during
pregnancy (Chi-square=0.54; p=0.46); changes were
comparable, with almost similar frequency, in spon-
taneous conception and conception using assisted
reproduction techniques.
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Figure 1. Incidence of diseases occurring during pregnancy depending on the method of conception in
our sample (N=89)
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Among the participants, the body weight measured
at first admission was 68.84 kg (SD=17.17 kg;
min=46 kg, max=130 kg). Based on their nutritional
status (BMI), 8.99% of pregnant women belonged
to underweight (<16-18.49 kg/m?), 53.93% belong
to healthy (18.5-24.99 kg/m?), 21.35% belonged to
overweight (25-29.99 kg/m?), and 15.73% belonged
to obese (>30 kg/m?) category. We summarized the
weight gain during pregnancy - the smallest gain was
5 kg, and the biggest gain was 37 kg (mean=15.08
kg, SD=7.87 kg). The age of mothers showed no as-
sociation with either the baseline BMI at the begin-
ning of pregnancy (r=0.051; p=0.159), or the rate of
weight gain (r=0.102; p=0.342), but a higher base-
line BMI correlated with greater weight gain. We
further analyzed our data and grouped our subjects
into 2 groups based on their weight gain; altogether,
51.69% showed normal and 48.31% showed abnor-
mal weight gain. The rate of weight gain during preg-
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nancy was determined relative to baseline BMI. For
a baseline BMI of 19.8 or below, the recommended
weight gain is 12-18 kg throughout pregnancy, for
19.5-25.9 BMI the recommendation is about 11.5-
16 kg, for pre-pregnancy overweight women the
recommended weight gain is 7-11.5 kg throughout
pregnancy, and in case of obesity the maximum we-
ight gain is 6 kg (22). The biggest weight gain was
observed in those mothers who were overweight
or obese before their twin pregnancy and belonged
to the abnormal weight gain group (66.67%). In the
normal weight gain group, a greater change was ob-
served in pregnant women with normal BMI (66.67%).
Weight gain during pregnancy showed a significant
difference with baseline BMI at the beginning of
pregnancy (Chi-square=10.97; p=0.0041). More ex-
tensive, abnormal weight gain was more common in
women who had a BMI over normal at the beginning
of pregnancy (Figure 2).

H normal

M abnormal

overweight / obese

nutritional status

Figure 2. Weight gain during pregnancy depending on nutritional status in our sample (N=89)
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We created 2 groups, one experienced complications
during pregnancy, the other did not, and we analyzed
these 2 groups in terms of nutritional status. Using a
one-tail t-test we found a higher baseline BMI in the
group that had complications (t(87)1.693; p=0.05)
(BMI with complications: 25.75 kg/m? BMI without
complications: 22.51 kg/m?), but there was no signifi-
cant difference in the mean weight gain (t(87)0.659;
p=0.512) (mean BMI 16.36 kg/15.25 kg). Mean BMI
was comparable according to the method of concep-
tion (t(87)0.868; p=0.388) (natural: 25.1 kg/m?; as-
sisted reproduction: 24.05 kg/m?) but this difference
is not significant.

We found evidence that health issues are more com-
mon during pregnancy in overweight/obese moth-
ers. Figure 3 shows that the most common issues

in twin pregnancy were hypertension, preeclampsia,
and diabetes. Pregnant women in the underweight/
healthy BMI categories were more frequently dis-
ease-free (37.21%) than overweight/obese pregnant
women (13.95%). Hypertension/preeclampsia was
more common in overweight/obese (13.95%) than
in underweight/healthy women (6.98%). In terms of
diabetes and its occurrence, it was slightly more com-
mon among overweight/obese (9.3%) than in under-
weight/healthy pregnant women (8.14%). Addition-
ally, we examined other occurring diseases that were
more common in underweight/healthy (11.63%)
than in overweight/obese pregnant women (5.81%).
It is clear in Figure 3 how frequently health issues
occurred regarding nutritional status in women with
twin pregnancies.

40
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30
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20

15
10

M overweight /
obese

Figure 3. Incidence of diseases occurring during pregnancy depending on nutritional status in our
sample (N=89)
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Discussion

In our document analysis, the participants (N=89)
had an even distribution in terms of natural concep-
tion versus assisted reproduction techniques, and
the latter had a higher frequency of cesarean sec-
tion (85.39%; p<0.05) that correlated with the ad-
vanced age of the mothers. Preterm birth was more
common (56.18%) in our sample and the newborns
(n=183) had a smaller birth weight (mean=2314
g) than observed in singleton pregnancies, but our
results matched those of Santana et al (17). One-
third of pregnancies were monochorionic, which was
more likely in natural conceptions (p<0.05). A total
of 40% of pregnant women had some kind of un-
derlying condition before pregnancy, half of which
were gynaecological. Conditions occurring during
pregnancy affected almost half of the mothers, and
the most common were gestational diabetes, hyper-
tension, and preeclampsia. These last 2 diseases
had a 13.48% occurrence rate, which is similar to
the research of Narang et al (12.7%) (14). In agree-
ment with international research data (12-14), we
also found that hypertension and preeclampsia are
increased risk factors among the complications of
twin pregnancies. Health conditions occurring during
twin pregnancy were independent of the method of
conception (p>0.05) which contradicts the results of
Want et al (15). Independently of the maternal age
(p>0.05), more than one-third of our participants
were over the normal nutritional status, which cor-
responds to international research (5-7). Abnormal
weight gain during pregnancy was observed in half
of the participants, which was not influenced by
maternal age (p>0.05). A higher baseline BMI corre-
sponded to a greater weight gain (p<0.05) and ab-
normal weight gain (p<0.05). In our study, matching
the international research data, the abnormal mater-
nal BMI, being overweight or obese increased the risk
of hypertension/preeclampsia (7-11) and gestational
diabetes (7,10,11). Our research showed that abnor-
mal weight gain during twin pregnancy has a nega-
tive effect on maternal health, and obesity correlates
with an increased risk of maternal complications. Our
results point out that obese women with twin preg-
nancy have an extremely high risk in terms of gesta-
tional diabetes, gestational hypertension, and preec-
lampsia. Effective and preventative strategies are

necessary, already during pregnancy planning. The
effort to prevent obesity before pregnancy should
focus on children, adolescents, and young women;
besides education, acquiring practical knowledge in
identifying and maintaining the optimal weight, and,
in case of weight gain, assessing the nutritional and
lifestyle factors are essential. The aim of preconcep-
tion care is to provide the best possible health condi-
tions for the mother and the unborn baby and to pre-
vent maternal and fetal complications of pregnancy
and developmental abnormalities. Twin pregnancy
should be treated as high-risk pregnancy to mitigate
the risks. Treatment with a supporting multidiscipli-
nary approach can optimize and improve the health
of the mother and the offspring. As part of the team
besides doctors, nurses, midwives, and advanced
practice nurses can identify risk factors, make health
plans, recognize acute conditions, coordinate future
care for patients, and monitor the condition of preg-
nant women (23,24). In the process of care, from pre-
conception to the postnatal period, it is important for
the pregnancy care team to be continuously present,
pay attention, provide professional support, educate
people in care, and to support risk groups. Further
observational research is necessary for this topic
to map out background factors because many areas
are assessed only from the standpoint of a singleton
pregnancy.

The research was financed and supported by the
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has been supported by the European Union and co-
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ISPITIVANJE KOMPLIKACIJA |1 DIFERENCIJACIJSKIH fIMBENIISA (NACIN ZA(‘Z"ECA, STANJE
UHRANJENOSTI, POVECAN]JE TJELESNE TEZINE) U BLIZANACKIM TRUDNOCAMA

SAZETAK

Uvod. U danasnje vrijeme, zbog visoke razine znanst-
venog napretka, tretmani indukcije ovulacije za
pomo¢ neplodnim parovima postali su sve raSireniji,
Sto je rezultiralo velikim porastom broja blizanackih
trudnoca. Cilj naSeg istraZivanja bio je procijeniti kom-
plikacije blizanacke trudnoce i njezine diferencirajuce
¢imbenike (nacin zaceca, nutritivni status, stupanj
debljanja).

Metode. NaSe kvantitativno, presjecno, retrospe-
ktivno istraZivanje provedeno je u Madarskoj, Zapad-
nom Podunavlju, analizom sadrZaja zdravstvene do-
kumentacije trudnica (N=89).

Rezultati. Gotovo polovica majki razvila je odredene
komplikacije tijekom trudnoce. Komplikacijama u
blizanackoj trudno¢i mogu se smatrati povecani
¢imbenicirizika za hipertenziju/preeklampsiju, na koje
nije utjecao nacin zaceca (p>0,05). Na temelju nasih
rezultata, abnormalno povecanje tjelesne tezine bilo
je mjerljivo kod svake druge trudnice. Tjelesna teZina
prije zaCec¢a znacajno je odredila stopu debljanja ti-
jekom trudnoce (p<0,05). NaSa studija potvrduje
da abnormalno povecanje tjelesne teZine i pretilost
tijekom blizanackih trudnoc¢a negativno utjeCu na
zdravlje majki te su povezani s rizikom od komplikaci-
ja (hipertenzija/preeklampsija, gestacijski diabetes
melitus).

Zaklju€ak. Kako bi se sprijecila pretilost prije
trudnoce, vec su tijekom planiranja trudnoce potrebne
ucinkovite i preventivne strategije.

Klju€ne rijeci: blizanacke trudnoce, nutricijski status, kom-
plikacije
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Abstract

Introduction. Quality of work life is a multidimen-
sional construct consisting of several mutually linked
factors, such as job satisfaction, commitment to
work, motivation, work efficiency, work safety, im-
provement of abilities and work-life balance.

Aim. The aim of this paper was to determine the
quality of work life in nurses employed in intensive
care and anesthesiology units, as well as to deter-
mine whether there is a difference in the quality of
work life regarding gender, education, years of ser-
vice, workplace, and way of working.

Methods and respondents. A cross-sectional study
was conducted in May 2021. The study was conduct-
ed by using a socio-demographic data questionnaire
and the Brooks Quality of Nursing Work Life Survey
which consists of 42 items divided into 4 subscales.
102 respondents employed in intensive care and an-
esthesiology units at the UHC Zagreb and UHC Ses-
tre milosrdnice participated in the study.

Results. The questionnaire was filled in by 102 re-
spondents, and the overall results show that nurses
assess the quality of their work life as being moder-
ate. Looking at every subscale separately, nurses as-
sessed the quality of work life as being moderate in
the work life/home life, work design and work world
subscales. In the work context subscale, nurses have
assessed their quality of work life as being high. No
statistically significant difference was found con-
cerning gender, education, years of service, work-
place, and way of working.
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Conclusion. The quality of nursing work life was
moderate in all subscales, except in the work context
subscale, where it was assessed as high. The results
have shown that nurses are dissatisfied with their
salaries, their work not being acknowledged and
their excessive workload. Management should inter-
vene in order to improve the quality of nursing work
life.

Introduction

Quality of work life as a topic is becoming ever more
present in literature about human resources. The
quality of work life construct began to be used in the
1970s and is linked to the theory of socio-technical
systems. The basic settings of the theory refer to an
organization that fully engages its employees in the
work design, while at the same time achieving or-
ganizational goals (1). There is no single definition of
quality of work life. One definition of quality of work
life describes it as the expression of possibilities and
talents and the ability to cope with situations that
require initiative and decision-making (2).

Quality of work life is a multidimensional construct
consisting of several mutually linked factors, such
as job satisfaction, commitment to work, motivation,
work efficiency, work safety, improvement of abili-
ties, work-life balance (3). Therefore, in research, var-
ious tools are used or they are combined, thus lead-
ing to different interpretations of the results. Some
authors use the qualitative approach, but more often
the quantitative approach is used.

Quality of nursing work life (QNWL) developed from
the quality of work life and is used in research re-
lated to nurses. It is defined as the degree to which
nurses are capable of satisfying important personal
needs through experiences in their work organiza-
tion, while at the same time achieving the goals of
their organization and contributing to this organiza-
tion in @ meaningful way (1). The quality of nursing
work life questionnaire is divided into 4 dimensions;
work life/home life, work design, work context and
work world. The work life/home life dimension re-
lates to the balance between work and home life. It
is estimated that a nurse balances different roles in

his/her private life and harmonizes them with work
life. The work design dimension relates to a nurse’s
real-life work environment, with an emphasis on
workload and work autonomy. The work context di-
mension consists of nursing practices and influence
on patients. This dimension includes staff supervi-
sion and lifelong learning. The work world dimension
focuses on social effects and how they change nurs-
ing practices (1).

Using the above-mentioned questionnaire, Morsy in-
tended to find a link between the quality of nursing
work life and job satisfaction. On a sample of 148
nurses, he found a statistically significant link be-
tween the quality of work life and job satisfaction.
Nurses with higher levels of quality of work life man-
ifested a higher level of job satisfaction. However,
as much as 66% of nurses stated that they are not
satisfied with the quality of their work life. A statis-
tically significant difference was established regard-
ing age, marital status, level of education and quality
of nurse work life (4).

Blumberg wanted to establish a link between the
quality of work life and psychological wellbeing. He
used a cross-sectional design on 56 nurses and es-
tablished a positive correlation between the quality
of work life and psychological wellbeing (3).

Kaddourak studied the quality of nursing work life
and the intention to leave the profession. The study
was conducted on 364 nurses in Saudi Arabia and
could not establish a link. However, the study did es-
tablish that 94% of nurses intend to leave the hos-
pital (5).

Ellis and Pompli studied the quality of nursing work
life in Australia. Their aim was to determine the ob-
stacles that influence the quality of work life. The
data they obtained showed that the most common
obstacles are nurses’ workload, incompatibility be-
tween private life and work life, inability to make de-
cisions, lack of acknowledgement, non-availability of
education, and poor relationship with superiors (6).

Some authors state that a higher level of education
affects the quality of nursing work life in such a way
that nurses evaluate their quality of work life as
lower because of their higher expectations (7). The
authors who studied the nurses’ attitudes about the
quality of work life, state that with age the distrust
towards managers increases, which leads to a lower
level of quality of life (8).
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Aim

Determine the quality of work life in nurses employed
in intensive care and anesthesiology units.

Determine whether there is a difference in the qual-
ity of work life between nurses regarding their gen-
der, education, years of service, workplace and way
of working.

Methods

A cross-sectional study was conducted in May 2021.
A socio-demographic data questionnaire and the
Brooks’ Quality of Nursing Work Life Survey (BQNWL
(1) were used. The BQNWL consists of 42 items di-
vided into 4 subscales: work life/home life, work con-
text, work design and work world. The questionnaire
offers 6 possible answers: from 1 - Strongly disagree,
to 6 - Strongly agree.

The study was conducted in intensive care and an-
esthesiology units at the UHC Zagreb and UHC Se-

stre milosrdnice. The study was approved by Ethics
Committees from both institutions. The question-
naire was filled in by 102 respondents, 75 of which
were female, and 27 male. With regard to education,
33 respondents completed secondary education, 59
respondents had a Bachelor’s degree and 8 respon-
dents had a Master’s degree.

Nurses filled in the questionnaire individually, on
site, in a designated room; after finishing they put
the questionnaire into a sealed envelope and gave it
to the researcher.

Results

The questionnaire was filled in by 102 respondents.
Most respondents were women (74%). Most respon-
dents have a Bachelor’s degree (58%) and have been
working between 3 and 15 years (43%). Given that
the study was conducted on intensive care and an-
esthesia nurses, most respondents work in shifts
(54%). The data is shown in Table 1.

Table 1. Respondents’ demographic data

Male
Gender

Female
General nurse

Level of education Bachelor of nursing

Master of nursing/graduate nurse

Up to 3 years
3-15 years
16-30 years

Years of service

More than 30 years

Operating theater

Workplace . .
Intensive care unit
Rotation/shift work
Shift leader

Job position

Morning work

On-call

Number %
27 26
75 74
35 34
59 58
8 8
18 18
44 43
26 25
14 14
43 42
59 58
55 54
5 5
10 9

33 32
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Table 2. Overall score and work life quality subscales

Scales Possible span
42-item scale 42 -252
7-item work life/home life subscale 7-42
10-item work design subscale 10-60
20-item work context subscale 20-120
5-item work world subscale 5-30

The BQNWL total score can range between 42 and
252, where a lower value indicates a lower level of
quality of nursing work life. Our results show that
nurses assessed their work life quality level as mod-
erate. This becomes apparent when looking at our re-
sult average compared to the average of the BQNWL
scale. Results are shown in Table 2.

Analyzing each subscale individually, we will first
examine the dimension of work life/home life. Most
nurses are moderately satisfied with the quality of
their work life in this dimension. A significant num-
ber of nurses (more than 80%) stated that they need
childcare services, including when children are sick.
Approximately 50% of nurses stated that shift work
negatively impacts their life. Table 3 shows the val-

Theoretical

Actual span M SD

average
147 139-218 172.2 118
24.5 17 -37 28.1 1.23
35 32-47 41.9 1.07
70 56 -92 83.5 119
175 10-27 18.5 124

ues of all items in this dimension.

In the work design dimension, nurses are moderately
satisfied with the quality of their work life. As many
as 98% of nurses stated that they provide qual-
ity health care, while 88% of them stated that they
were satisfied with their work. About 80% of nurses
stated that unlicensed personnel help them in their
work, which is a good result because we can link this
statement with the fact that 80% of nurses believe
their workload is too heavy. As many as 75% of nurs-
es feel that they perform a lot of non-nursing tasks.
Around 54% of nurses feel that there is a shortage of
nurses in their workplace. Table 4 shows the results
of this dimension of the questionnaire.

Table 3. Results of the work life/home life subscale

| disagree | agree
Work life/home life
Number % Number %
1. It is important for the hospital to provide daycare for employees’ill 15 15 87 85
children.
2. Itisimportant that hospitals provide childcare. 17 17 85 83
3. |am able to balance work life and home life. 20 20 82 80
4. It is important for the hospital to provide daycare for employees 30 >q 22 71
elderly parents.
5. Shift work negatively affects my life. 50 49 52 51
6. My organization’s policy for family leave is adequate. 53] 52 49 48
7. | have enough energy left after work. 61 60 41 40
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Table 4. Results of the work design subscale

| disagree | agree
Work design

Number % Number %
1. | am able to provide good quality nursing care. 2 2 100 98
2. | am satisfied with my job. 12 12 90 88
3. | have the autonomy to make patient care decisions. 14 14 88 86
4, My workload is too heavy. 22 22 80 78
5. | receive quality assistance from unlicensed support personnel. 24 24 78 76

6. | receive a sufficient amount of assistance from unlicensed 24 24 78 76
support personnel.

7. | perform many non-nursing tasks. 25 25 77 75
8. | have enough time to do my job well. 35 34 67 66
Q. | experience many interruptions in my daily work routine. 35 34 67 66
10. There are enough nurses in my work setting. 55 54 47 46

In the work world dimension, nurses are moderately their salary is adequate given the current job market
satisfied with the quality of their work life. 87% of conditions. Table 5 shows the results of this dimen-
nurses feel that society does not have the correct im- sion.

age of nurses. An equal percentage of nurses believe The work context dimension is the only dimension

their work impacts the lives of patients/families.
75% of nurses think they would be able to find a job
in another organization with about the same salary
and benefits. Interestingly, 44% of nurses think that

where nurses showed a high level of satisfaction
with their work life. Nurses assessed questions that
related to staff management with a high percentage
of satisfaction. Nurses showed a significantly lower

Table 5. Results of the work world subscale

Work world

1. My work impacts the lives of patients/families.

2. | feel my job is secure.

the same salary and benefits.

4. My salary is adequate given the current job market.

5. Society has a correct image of nurses.

| would be able to find a job in another organization with about

| disagree | agree
Number % Number %
14 14 88 86
22 22 80 78
25 25 77 75
57 56 45 44
89 87 13 13
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Table 6. Results of the work context subscale

| disagree | agree
Work context

Number % Number %
1. Itis important to secure a separate break area for nurses. 4 4 98 96
2. My nurse manager provides adequate supervision. 9 9 93 91
3. Iez\a/}/risgc;isuality communication with physicians in my work 9 9 93 91
6. L moorantlor e ity sl rovies e O
5. | have a feeling of belonging at my workplace. 12 12 90 88
6. | feel respected by physicians in my work environment. 13 13 89 87
7. There is teamwork in my work setting. 14 14 88 86
8. | communicate well with my nurse manager. 15 15 87 85
9. Friendships with my co-workers are important to me. 20 20 81 80
10. | have adequate patient care supplies and equipment. 21 21 81 79
11. | communicate/cooperate with physical therapists. 24 24 78 76
12. Ireceive feedback on my performance from my nurse manager. 27 26 75 74
13. Ip:gcg?;\g]e;upport to attend in-service and continuing education 41 40 61 60
14. | am recognized for my accomplishments by my nurse manager. 42 41 60 59
15. My work setting provides career advancement opportunities. 45 44 57 56
16. C;rv';/glr)k | feel safe from personal harm (physical, emotional, or 45 44 57 56
17.  Nursing policies and procedures facilitate my work. 51 50 51 50
18. My organization’'s upper-level management respects nurses. 51 50 51 50
19. | participate in decisions made by my nurse manager. 53 52 49 48
20. The security department at the hospital creates a safe 54 53 48 47

environment.

level of satisfaction regarding career development security department does not provide a secure envi-
(56% were satisfied); also, only 50% felt that man- ronment. Results are shown in Table 6.
agement has respect for nurses. It is especially im- No statistically significant differences were found

portant to stress that 44% of nurses do not feel safe when comparing the quality of work life in relation to
in their workplace, while 53% of nurses feel that the demographics, as shown in Table 7.
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Table 7. Results of the quality of work life compared to demographic variables

Quality of work life (total result)

Variable Low Moderate High p*
Male 0(0.0) 20 (74.1) 7 (25.9)
Gender 0.643
Female 0(0.0) 52 (69.3) 23 (30.7)
General nurse 0(0.0) 22 (62.9) 13(37.1)
Level of :
education Bachelor of nursing 0(0.0) 45 (76.3) 14 (23.7) 0.337

Master of nursing/

Graduate nurse i) ez ()
Up to 3 years 0(0.0) 13(72.2) 5(27.8)
3-15 years 0(0.0) 32 (72.7) 12 (27.3)
UL 0.702
service
16-30 years 0(0.0) 19(73.1) 7 (26.9)
More than 30 years 0(0.0) 8(57.7) 6 (42.9)
Operating theater 0(0.0) 33 (76.7) 10(23.3)
Workplace 0.244
Intensive care unit 0(0.0) 39 (66.1) 20(33.9)
Rotation work 0(0.0) 36 (67.9) 17 (32.1)
Shift leader 0(0.0) 2 (40.0) 3(60.0)
LB Morning work 0(0.0) 9(90.0) 1(10.0) 0132
work g ' ' ' '
On-call 0(0.0) 25(75.8) 8(24.2)
Other 0(0.0) 0(0.0) 1 (100.0)

*p <0.05'is considered significant, the chi-squared test was used
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Discussion

Quality of work life is an important concept in the de-
scription of the work environment, and deviations in
it can affect the quality of the nursing care provided
and also endanger the safety of patients and their
families. Numerous studies have shown deviations in
the quality of work life among nurses employed in
different hospital wards, as well as in primary health
care (9).

The results of this study show that the quality of
nursing work life level is moderate, and this result is
supported by numerous other studies. Suleiman et al
conducted a study on emergency service nurses in
Jordan, proving that their quality of work life is also
moderate (9). The same results were obtained in a
study conducted in Iran, and in addition to the above,
a correlation between the quality of work life and
burnout syndrome was also proven (10). Nayeri et al
conducted a study on the relationship between the
quality of work life and productivity in 360 nurses,
where 61.4% rated their quality of work life as mod-
erate (11).

Most respondents in this study are moderately satis-
fied with the quality of their work life in the work life/
home life subscale. 60% of respondents claim that
after work they do not have enough energy, whereas
50% feel that shift work negatively impacts their
life. A study conducted among primary healthcare
nurses in Saudi Arabia showed similar results (12).
The consequence of the above is the impossibility
of balancing private and work life, so when work re-
quirements cannot be combined with the obligations
of private life, this leads to leaving the workplace or
profession (13).

The work design subscale also shows moderate qual-
ity of nursing work life. Approximately 75% of re-
spondents feel that their workload is too heavy and
that they perform many non-nursing tasks. These re-
sults are supported by the study conducted by Vanaki
in Iran that included 250 nurses, where a too heavy
workload was the main reason for dissatisfaction at
work and low quality of work life (14). In our study,
more than half of the respondents believe that there
are not enough nurses at their workplace, while in
the study by Aiken et al, it was determined that each
additional patient per nurse increases the probability

of burnout syndrome by 23% (15). Despite that, 88%
of respondents stated that they were satisfied with
their job, while as much as 98% felt that they were
able to provide good quality nursing care.

In the work world dimension, respondents also
showed a moderate quality of work life. 87% of re-
spondents felt that society does not have a correct
image of nurses, because this image is based on
misconceptions and stereotypes stemming from dis-
torted images presented by the media. An example
of a stereotype is the image of nurses as “angels”
and doctors' helpers, creating the public image of the
nurses as feminine and caring, but not as independ-
ent patient care providers. Nurses are generally held
in high regard because of their virtues - not because
of their knowledge and skills (16). Salary is an im-
portant factor contributing to dissatisfaction among
nurses, and 56% of them believe that they are not
adequately paid for their work considering the con-
ditions in the labor market. In accordance with the
above, several studies have proven that salary and
financial benefits are important items for nurses and
that their insufficiency affects the satisfaction, dedi-
cation, and performance of employees (12).

The work context dimension is the only one in this
study in which nurses stated a high quality of work-
ing life. Results like these were also obtained by
Morsy and Sabra in their study conducted in 2015 in
Egypt on 148 nurses (4). On the other hand, in the
Shazly and Fakery study, it was precisely this dimen-
sion that showed the poorest quality of working life
(17).

About 90% of respondents stated that their nurse
manager provides adequate supervision of their work
and that they have good quality communication with
physicians and feel respected by physicians. Sulei-
man and Almalki obtained different results: in their
study only half of the nurses agreed with the above
statements (9,12). With regards to career advance-
ment opportunities, only 56% of respondents stated
that they have this opportunity. The potential for
advancement was identified as an important motiva-
tor in achieving excellence in nursing practice, and
strategies for improving their professional status and
personal advancement should help in improving sat-
isfaction with the quality of nursing work life (18).

It must be stressed that just around half of the re-
spondents say they feel safe in their workplace and
that the security department provides a secure envi-
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ronment. Similar results were obtained by the study
conducted on 585 nurses in Saudi Arabia, where 60%
stated that the security department does not provide
a safe environment, and 45% did not feel safe in the
workplace (12).

El-Gilany et al conducted a study with the aim of de-
termining the incidence of violence in the workplace
among 1091 nurses. Results showed that 28% were
exposed to a violent incident during the previous
year, with emotional violence comprising 92,1%, and
physical 7,9% of all violent events (19). It must be
stressed that the feeling of safety in the workplace
is necessary for nurses to be able to adequately per-
form their job. In our study, 96% of nurses agreed
that it is important to have a separate break area and
that 88% have a feeling of belonging to the work-
place, which is an important factor that improves the
quality of work life.

Only 50% of respondents feel that management
respects nurses and only 59% feel that their nurse
manager recognizes their accomplishments. Accord-
ing to Bodek, employees want to feel respected
for the work they provide and appreciated for their
skills, knowledge, and performance (20). According
to AbuAIRub and Al-Zar, recognition of nurses’ work
directly impacts their intention to stay in their work-
place, because a difficult day without recognition can
increase the wish to leave the workplace (21).

The study results showed no statistically significant
difference concerning gender, education, years of
service, workplace, and way of working, just like in
the study by Suleiman et al. In contrast, the study by
Lebna et al proved that women rather than men, as
well as highly educated nurses and those with more
than 15 years of experience, have a higher quality
of working life (22). As an explanation, we can cite
the fact that more experienced nurses have a devel-
oped ability to better adapt to the work environment
compared to less experienced colleagues. Also, older
and more experienced nurses are more recognized
and appreciated by managers, which certainly con-
tributes to greater satisfaction (23).

In addition, research by Hadley and Roques proved
that nurses who work morning and afternoon shifts
have a higher quality of work life compared to nurses

who work night shifts (24). Although in our study we
did not examine the link between marital status and
quality of work life, many studies prove a statistically
significant difference, where married respondents
had a higher quality of work life (12,25), the reason
for this possibly being that married respondents have
better emotional support from their partners, which
leads to a reduction in stress and consequently a
higher quality of work life (26).

This study has certain limitations. The study was
conducted on a small sample of nurses in just two
health institutions, which might affect the obtained
results. Also, the study is cross-sectional, which limits
the observation of changes over time and indicates
the need to conduct longitudinal studies that would
enable a deeper understanding of the determinants
and changes in the quality of nurses’ work life.

Conclusion

Based on the results of this study, we can claim that
nurses employed in intensive care and anesthesiol-
ogy departments are moderately satisfied with their
quality of work life in all dimensions, except for the
work context dimension where they showed a high
level of quality of work life. Also, with this study, we
pointed out those segments that should be modified
in order to increase the level of quality in other di-
mensions as well. The workload per nurse should be
reduced and nurses should also be relieved of tasks
that are not in their job description.

Nurses should be paid adequate wages for their work
and receive recognition for their accomplishments
and education. Hospital management should pay at-
tention to the quality of nursing work life and secure
a safe work environment. Many studies have shown
a correlation between the quality of work life and the
intention to leave the workplace; therefore, manage-
ment and managers should take effective interven-
tions to prevent nurses from leaving the workplace
and/or the profession.
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PERCEPCIJA KVALITETE RADNOG ZIVOTA MEDICINSKIH SESTARA/TEHNICARA

Sazetak

Uvod. Kvaliteta radnog Zivota viSedimenzionalni
je konstrukt koji se sastoji od nekoliko medusobno
povezanih ¢imbenika kao Sto su zadovoljstvo poslom,
predanost poslu, motivacija, radna ucinkovitost, sig-
urnost na poslu, unaprjedenje sposobnosti, ravnoteza
privatnog Zivota i rada.

Cilj. Cilj ovog rada bio je utvrditi razinu kvalitete rad-
nog zivota medicinskih sestara zaposlenih na odje-
lima intenzivne skrbi i anesteziologije te postoji li
razlika u razini kvalitete radnog Zivota medicinskih
sestara/tehnic¢ara s obzirom na spol, obrazovanje,
radni staZ, mjesto zaposlenja i nacin rada.

Metode. Provedena je presjecna studija tijekom svib-
nja 2021. KoriSten je Upitnik sociodemografskih po-
dataka te Brooks Quality Nursing Work Life Survey
koji sadrzi 42 Cestice podijeljene u Cetiri podljestvice.
U istrazivanju su sudjelovala 102 ispitanika zaposle-
na na odjelima intenzivne skrbi i anesteziologije u
KBC-u Zagreb i KBC-u Sestre milosrdnice.

Rezultati. Upitnik su ispunila 102 ispitanika, a uku-
pni rezultati pokazuju da medicinske sestre i medi-
cinski tehnicari kvalitetu radnog Zivota procjenjuju
umjerenom. Gledajuci svaku podljestvicu zasebno,
medicinske sestre i medicinski tehnicari procijenili su
kvalitetu radnog Zivota umjerenom u podljestvicama
poslovni Zivot / privatni Zivot, dizajn rada i svijet po-
sla. U podljestvici kontekst posla medicinske sestre i
medicinski tehnicari iskazali kvalitetu radnog Zivota
visokom. Nije pronadena statisticki znacajna razlika
s obzirom na spol, obrazovanje, radni staz, mjesto za-
poslenja i nacin rada.

Zakljucak. Kvaliteta radnog Zivota medicinskih se-
stara/tehnicara umjerena je na svim podljestvicama
osim u podljestvici kontekst posla, gdje se pokazala
visokom. Rezultati su pokazali da su medicinske se-
stre i medicinski tehnicari nezadovoljni placom, ne-
priznavanjem svojeg rada te prevelikom koli¢inom
radnih zadataka. Rukovoditelji bi trebali poduzeti in-
tervencije koje ¢e poboljsati kvalitetu radnog Zivota
medicinskih sestara/tehnicara.

Kljucne rijeci: kvaliteta Zivota, kvaliteta radnog Zivota,
intenzivna skrb, sestrinstvo
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Abstract

Introduction. Death means the irreversible termina-
tion of the organism'’s vital activities. Dying presents
an irreversible state of an incurable disease from
which death is expected in due time. The experience
of meaning in life is defined as the degree to which
an individual understands and sees significance in
his life, how and to what extent he feels purpose in
life.

Aim. The aim of this research was to determine the
role of demographic characteristics (gender, age,

level of education, religiosity), their relationship with
the experience of meaning in the life of nurses, and
the relationship between the attitudes of nurses to-
wards death and dying with the experience of mean-
ing in life.

Methods. The research was conducted in the period
from May to June 2022. The survey was composed
of three parts, and was posted on the Facebook so-
cial network in the group named Nurses together. A
total of 240 participants took part in the research,
of which 185 were female nurses and 55 were
male nurses, with an average age of 33.05 years
(SD=10.10). The instruments that were used in the
research were the Purpose in Life Test and Death At-
titude Profile - Revised.

Results. The obtained results do not indicate that
women perceive their life as more meaningful com-
pared to men. Also, healthcare professionals with a
higher level of education perceive their life to be sig-
nificantly more meaningful compared to healthcare
professionals with secondary education. Regarding
the relationship between the experience of meaning
in life and some concepts of acceptance of death, it
has been proven that a greater experience of mean-
ing in life can be found in respondents who consider
death as a natural process of the journey towards
the afterlife. The degree of religiosity was not sig-
nificantly related to the perception of the meaning
of life.

Conclusion. Further research is needed to investi-
gate the determinants of mortality in order to more
scientifically determine the perception of the experi-
ence of meaning in life and attitudes towards death
and dying among nurses. The importance of such re-
search is reflected in the effort to raise awareness of
the usefulness of the experience of meaning in life
in the complete functioning of the individual and the
quality of life.
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Introduction

Death and dying

Death (Lat. mors) means the irreversible termina-
tion of vitally important activities of the organism
(1). According to the Medical Encyclopedia, death
is the state of the organism that occurs after the
end of vital functions, especially the cardiovascular,
respiratory and central nervous systems (2). Dying
is an irreversible state of an incurable disease from
which death is expected in due time (3). The concept
of coping according to Lazarus's theory is a process
that requires knowledge and skills, as well as person-
al assessment in a coping situation (4). Psychiatrist
Elisabeth Kiibler-Ross published a model consisting
of five phases of dealing with death. The first phase
is the phase of denial and loneliness, then the phase
of anger, bargaining, depression and the last phase
is the phase of acceptance (5).

In 2020, author Asatsa conducted research that
showed that negative attitudes toward death de-
crease with higher age, while positive attitudes
towards death increase with higher age of an indi-
vidual (6). Other authors stated that years of work-
ing experience can have a more negative effect on
attitudes towards dying and death, explaining that
people then lose patience for others (7). In 2018, a
study was conducted in Turkey with the aim to de-
termine the nurses’ attitudes towards acceptance of
death and dying with the explanation that death will
happen to everyone and the belief that after death
there is an afterlife (8).

The experience of meaning in life
concept

Through experience, an individual can assess the
meaning in life and set different goals. It has been
proven that people who perceive death less as an
escape from a painful existence find greater mean-
ing in life, and in general those people who are less
afraid of death (9). The experience of meaning in life
is the degree to which an individual understands and
sees the meaning in his life, how and to what extent
he feels that he has a purpose in life. According to
Wong, the experience of meaning in life consists of
several components that an individual must realize

during his/her lifetime. Those components are pur-
pose, understanding, responsibility and enjoyment
(10). Research by Wong et al., which was conducted
in Hong Kong in 2018, proved that a person’s social
relationships can affect the psychological domain of
meaning in life (11).

In a research conducted in Nigeria, it was proven that
nurses have a negative attitude towards the mean-
ing in life concept (12). In a research conducted in
China, it was proven that the meaning of life and
self-efficacy are important predictors of the meaning
in life concept among nurses (13).

Aim

The aim of the present research was to determine
the experience of meaning in life among nurses and
their attitudes towards death and dying, and the re-
lationship between these two constructs. The spe-
cific aim was to determine whether the experience
of meaning in life among nurses differs with respect
to age, gender and level of education.

Hypotheses

Hypothesis 1: There is a statistically significant dif-
ference in the experience of meaning in life with re-
gard to age, gender and level of education.

Hypothesis 2: Nurses who are less afraid of death and
nurses who perceive death as an escape to a lesser
extent more often perceive their lives as meaningful.

Hypothesis 3: A high degree of religiosity of the par-
ticipants is associated with a greater degree of expe-
rience of meaning in life among nurses.

Methods

The research was conducted using the online version
of the survey in the period from May to June 2022.
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The survey was composed of three parts and was
posted on the Facebook social network in the group
called Nurses together. The survey was exclusively
completed by nurses.

Participants

The survey could be completed by all the nurses, re-
gardless of gender, age, level of education, years of
work experience and level of religiosity. During the
entire research, the anonymity of the participants
was ensured.

Study instruments

Purpose in Life Test

The Croatian-adapted version of the questionnaire
by authors Vuli¢-Prtori¢ and Bubalo was used in the
research. The Purpose in Life Test was designed
by the authors Crumbaugh and Maholick in 1964.
Through 23 statements, the cognitive aspect of the
experience of meaning in life and the emotional as-
pect of the experience of meaning in life were exam-
ined. While filling out the survey, respondents could
choose the level at which the statement applies to
them on a 5-point scale (1 - does not apply to me at
all, 5 - applies to me completely). The total score was
calculated as the sum of all item scores, whereby 10
items must be scored in reverse. A higher score also
indicated a higher experience of the meaning of life,
while lower scores indicated that people experience
life as less meaningful (14).

Death Attitude Profile - Revised

The Croatian version of the questionnaire by Stambuk
was used in the research. Death Attitude Profile - Re-
vised was designed by Wong, Reker and Gesser in
1994. The scale consists of 23 statements that are
divided into 5 subscales (fear of death, death avoid-
ance, death acceptance, escape acceptance, neutral
acceptance). Respondents had to choose how much
they agree or disagree with a statement on a 7-point
scale (1 - do not agree at all, 7 - completely agree).
The total result of the individual subscales was cal-
culated and formed as the average value of the as-
sessment of the associated statements. The first
subscale, the fear of death scale, assesses the pres-
ence of negative feelings, and thoughts about death
and dying. The death avoidance subscale assesses

ways and attempts to avoid the topic of death, while
the death acceptance subscale assesses how many
people see death as a part of life. The fourth sub-
scale, i.e. the escape acceptance scale, assesses the
ways in which a person perceives death as an escape
possibility. The neutral acceptance subscale assess-
es how much a person accepts death as areality (15).

Religiosity was tested using one item with a given
answer from 1 to 5, with which the participants
could choose to what extent religiosity is important
to them in their lives, with a lower number indicating
a lower degree of religiosity.

Permission to use the questionnaires was obtained
from the authors of the questionnaires.

Statistics

Before testing the hypotheses, the normality of the
distribution of the Kolmogorov-Smirnov test was
checked, and it was determined that none of the dis-
tributions of the results deviates significantly from
normal, and for this reason, parametric statistical
procedures were used. Descriptive statistics included
the arithmetic mean, standard deviation, minimum
and maximum score, while the inferential processing
of the results included the t-test and analysis of vari-
ance.

Results

Descriptive indicators

A total of 240 respondents participated in this re-
search, of which 185 were women (77.1%) and 55
were men (22.9%), with an average age of 33.05
years (SD=10.10). According to the level of educa-
tion, most respondents completed secondary edu-
cation, 107 (44.6%), 98 (40.8%) respondents had a
Bachelor's degree and 35 (14.6%) respondents had a
Master's degree. Nurses with work experience in the
range of 0 to 42 years participated in the research.
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= Male = Female

Graph 1. Distribution of respondents by gender (%)

8

m Secondary education = Bachelor's degree = Master's degree

Graph 2. Distribution of respondents according to the level of education (%)

Table 1. Data on respondent’s age, years of work experience and degree of religiosity

N Min Max M SD
How old are you? 240 19 61 33.05 10.10
How many years of work experience do you 535 0 42 12.08 10.40
have?
To _w'hat extent do you consider yourself a 540 1 5 347 116
religious person?
The following table shows the average results on subscales of the experience of death, obtained for

the experience of meaning in life and in the different the entire sample.
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Table 2. The attitudes towards death and dying and the experience of the meaning in life among

nurses
N Min Max M SD
The experience of meaning in life 230 2.22 5.00 4.09 0.56
Fear of death 236 1.86 7.00 3.83 1.09
Death avoidance 236 1.80 7.00 3.96 1.40
Neutral acceptance 235 1.00 7.00 5.46 144
Death acceptance 233 2.30 7.00 4.50 1.46
Escape acceptance 236 1.60 7.00 3.95 1.30

Table 2 shows that nurses perceive their lives as
meaningful to a high degree (M=4.09; SD=0.56).
Regarding various aspects of the experience of

Differences in the experience of meaning in life and
certain factors in the perception of death

In order to compare the experience of meaning in life

death, the participants achieved the highest average
score on the subscale “neutral acceptance” (M=5.46;
SD=1.44). Such a result indicates that of all the as-
pects of the experience of death, nurses accept
death as a reality to the highest degree.

and certain demographic factors, the differences be-
tween the average values were calculated.

The results show that there is a statistically signifi-
cant difference between men and women in only one

Table 3. Comparison of different subscales of the experience of meaning in life and the experience

of death with regard to gender

GENDER N M SD t P

. M 50 414 0.55

The experience of 067 050
meaning in life 3 180 4.08 0.56
M 58 3.87 1.16

Fear of death B 0.24 0.81
VA 183 3.8 1.08
M 51 3.93 1.50

Death avoidance 5 -0.19 0.85
z 185 3.97 1.38
M 54 5.07 2.09

Neutral acceptance 5 2.28 0.02*
VA 181 5.57 116
M 52 4.68 157

Death acceptance 5 1.06 0.29
z 181 4.44 143
M 53 3.86 1.35

Escape acceptance B -0.61 0.54
z 183 3.98 1.29

*p<0.005; **p<0.01
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Table 4. Differences in the experience of meaning in life with regard to the level of education

Education level Total M SD F p
Secondary education 102 3.98 0.55

Bachelor's degree 96 411 0.55 6.19 0.00**
Master's degree 32 4.36 0.50

*p<0.005; **p<0.01

aspect of the experience of death, i.e. neutral accept- ence of meaning in life with regard to the level of
ance of the concept of death (Table 3). This would education of the respondents.
mean that women accept the fact that death is an  Thg results showed that there is a statistically sig-

inevitable part of life to a statistically significantly nificant difference (F=6.19; p=0.00) in the percep-
greater extent than men. In other aspects of the  tjon of the experience of meaning in life. A post hoc

experience of death, there was no significant differ- analysis was performed to determine the difference
ence. Analysis of variance was calculated to deter- between levels of education. The Bonferonni test
mine the difference in the perception of the experi- showed that respondents with a Master's degree

Table 5. Correlation between the perception of the experience of meaning in life with different

concepts of the experience of death and degree of religiosity

Religiosit Meaningin  Fear of Death Neutral Death Escape
g v life death avoidance acceptance acceptance acceptance
The experience r 0.05
of meaning in P 045
life N >30
r 0.2 -0.09
Fear of death p 0.81 0.16
N 236 227
r 0.17 -0.08 0.56
L p 0.01** 0.21 0.00%*
avoidance
N 236 227 233
r 0.09 0.29 0.07 0.03
b i) D 0.18 0.00** 0.27 0.69
acceptance
N 235 226 232 232
r 0.65 0.16 012 0.15* 0.27
Death D 0.00%* 0.02* 0.08 0.03 0.00%*
acceptance
N 233 226 230 231 229
r 0.20 0.05 0.18 0.07 0.34 0.59
Escape e * s *k
acceptance p 0.00 0.49 0.01 0.27 0.00 0.00
N 236 227 233 233 232 230
r 0.09 0.02 -0.6 0.02 0.20 -0.5 0.03
Age p 0.17 0.73 0.37 0.73 0.00** 041 0.70
N 240 230 236 236 235 233 236

*p<0.005; **p<0.01
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perceived their life to be significantly more meaning-
ful than respondents with secondary education. Dif-
ferences among other levels of education were not
statistically significant.

According to the results of the correlation analysis,
the perception of the experience of meaning in life
has a statistically significant relationship with some
aspects of acceptance of death. A significant posi-
tive correlation was shown between the experience
of meaning in life and neutral acceptance (r=0.29;
p=0.00) (Table 5). People who perceive life as mean-
ingful to a greater extent also reconcile to a greater
extent with death as an inevitable part of life. We
find the same result in the aspect of death accept-
ance, where the correlation, although significant, is
very low (r=0.16; p=0.00). People who believe that
the concept of death is connected with a happy life
after death, experience their life as more meaning-
ful. As for the relationship between the death expe-
rience subscales, the results show that people who
are more afraid of death also have a higher degree of
avoidance of thinking about their mortality (r=0.56;
p=0.00). People who have come to terms with death
as inevitable also accept the concept of life after
death to a greater extent and see death as an es-
cape (r=0.37; p=0.00). Also, people who perceive
death as an escape from bad things in this life, will to
a greater extent consider death inevitable, and will
to a greater extent believe that a happier life comes
after death (r=0.59; p=0.00). As expected, there is a
highly significant correlation between religiosity and
the subscale of death acceptance (r=0.65; p=0.00).

People who are more religious are significantly more
willing to accept death as the beginning of a happier
life. Regarding age, the perception of the experience
of meaning in life and most aspects of the experi-
ence of death were not significantly related. Only
neutral acceptance showed a statistically significant
association with age, but this association was very
low, so it cannot be considered that age and neutral
acceptance of death are related.

Discussion

The aim of this research was to determine the rela-
tionship between gender, age, level of education, re-
ligiosity, and the experience of meaning in the life of
nurses, and the relationship between the attitudes
of nurses towards death and dying and the experi-
ence of meaning in life. The obtained results indicate

the presence of a statistically significant difference
between men and women in one aspect of the expe-
rience of death. Neutral acceptance of the concept of
death is an aspect of the experience of death that is
statistically significant. This would imply that women
accept the fact that death is an inevitable part of life
to a significant extent compared to men. In a study
by Bijeli¢ conducted in 2018, it was shown that there
is no statistically significant difference in the expe-
rience of meaning in life with regard to gender (9).
With regard to age and years of work experience,
in this research we did not obtain significant asso-
ciations with the experience of meaning in life, but
this can also be connected with a smaller age range
with regard to the sample. According to the research
conducted by Dittmann-Kohli in 2000, older people
have a stronger sense of the experience of meaning
in life because at that age life is more consolidated.
The research points to different influences on the
experience of meaning in life (16). Grounden and
Jose pointed out that younger participants also state
personal growth as a construct compared to older re-
spondents, women state religiosity more than men,
while men state self-actualization more than women
(17). Qishi and Diener proved a lower level of the ex-
perience of meaning in life in people with a higher
level of education (18,19). Also, Vujasin, in the re-
search conducted in 2020, proved that respondents
with a higher level of education think minimally
about death (20). The association between religion
and the experience of meaning in life was also ex-
amined, which did not prove to be statistically sig-
nificant. Such a result is not in accordance with the
result of research conducted by author Szentmartoni
where it was proven that religion helps a person in
dealing with difficulties that appear in a person’s life
(21). Alvarado et al. emphasize that religious people
have more positive attitudes towards death and with
a positive attitude, religious people are less afraid
of death which is also associated with the belief in
the existence of an afterlife (22). According to the
results of the present research, the perception of
the experience of meaning in life is associated with
a higher degree of neutral acceptance of death and
acceptance of the concept of death as such. Wong
(10) believes that a person cannot truly live without
being aware of the inevitability of death. A person is
more capable of facing the fear of death if he lives a
meaningful life. If a person does not find meaning in
life and does not achieve integrity during his lifetime,
it is assumed that he will live in fear of death (10).
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According to Muller (23): "Instead of losing myself in
the fear of death, of allowing it to disable me, | focus
on the fact that because of death, | now see even
more clearly the life | was given. Because | don't sup-
press the fear of death, it helps me get a clear pic-
ture of the importance of life and time.

It should be noted that there is a disproportion be-
tween male and female participants and there was
no possibility of checking who answered the ques-
tions.

Conclusion

The present research partially confirmed the hypoth-
eses. It has not been proven that women perceive
their life as more meaningful than men. Also, health-
care professionals with a higher level of education
perceive their life to be significantly more mean-
ingful compared to healthcare professionals with
completed secondary education. As for the relation-
ship between the experience of meaning in life and
some concepts of acceptance of death, the research
showed that a greater experience of meaning in life
can be found in respondents who consider death a
natural process of the journey towards the afterlife.
The degree of religiosity was not significantly relat-
ed to the perception of the experience of meaning
in life.

Further research investigating the determinants of
mortality is needed to empirically determine the per-
ception of the experience of meaning in life and the
experience of the concept of death among nurses.
The importance of such research is reflected in the
effort to raise awareness of the usefulness of the ex-
perience of meaning in life in the complete function-
ing of the individual and the quality of life.
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STAVOVI MEDICINSKIH SESTARA/TEHNICARA PREMA UMIRANJU | SMRTI

SaZetak

Uvod. Smrt oznacava nepovratno prekidanje Zivotnih
aktivnosti organizma. Umiranje predstavlja nepovrat-
no stanje neizljeCive bolesti od koje se u dogledno
vrijeme ocekuje smrt. DoZivljaj smisla Zivota definira
se kao stupanj do kojeg pojedinac shvaca i vidi znacaj
u svojem zivotu, kako i u kojoj mjeri osjec¢a svrhu u
Zivotu.

Cilj. Cilj ovog istrazivanja bio je utvrditi ulogu demo-
grafskih karakteristika (spol, dob, obrazovanje, reli-
gioznost), njihovu povezanost s doZivljajem smisla
Zivota medicinskih sestara/tehnicara i povezanost
stavova medicinskih sestara/tehni¢ara prema smrti i
umiranju s doZivljajem smisla Zivota.

Metode. Istrazivanje je provedeno u razdoblju od
svibnja do lipnja 2022. Anketa je bila sastavljena u tri
dijela te je bila postavljena na druStvenoj mreZi Fa-
cebook u grupi ,Medicinske sestre/tehnicari zajedno”.
U istrazivanju je sudjelovalo 240 sudionika, od ¢ega
185 medicinskih sestara i 55 medicinskih tehnicara,
prosjecne dobi 33,05 godina (SD=10,10). Primijen-
jeni su instrumenti Skala smisla Zivota i Upitnik o sta-
vovima prema umiranju i smrti.

Rezultati. Dobiveni rezultati ne ukazuju da Zene
doZivljavaju svoj Zivot smislenijim od muSkaraca.
Takoder, zdravstveni djelatnici s viSim stupnjem
obrazovanja doZivljavaju svoj Zivot znatno smisleni-
jim od onih sa srednjom stru¢nom spremom. Kad je
rije¢ o povezanosti smisla Zivota i nekih koncepata
prihvacanja smrti, dokazano je kako se veci smisao
Zivota moZe pronaci kod ispitanika koji smrt smatraju
prirodnim procesom putovanja prema zagrobnom

Zivotu. Stupanj religioznosti nije se pokazao znacajno
povezanim s percepcijom smisla Zivota.

Zaklju€ak. Potrebna su daljnja istraZivanja koja
istraZuju determinante smrtnosti kako bi se znan-
stveno kvalitetnije utvrdilo o doZivljaju Zivota i sta-
vova prema smrti i umiranju koje posjeduju medicin-
ske sestre / medicinski tehnicari. Vaznost ovakvih
istrazivanja reflektira se u nastojanju da se osvijesti
korisnost dozivljaja smisla Zivota u kompletnom funk-
cioniranju pojedinca i kvaliteti Zivota.

Kljucne rijeci: smrt, medicinske sestre, stavovi
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Abstract

Aim. The aim of this study was to examine ethnic-
ity and educational level as predicting factors for the
acceptance of COVID-19 vaccines in Nigeria. Two (2)
hypotheses were posed for this study.

Methods. This study employed the concurrent ex-
planatory design method. The sample was comprised
of 32,224 respondents, all Nigerian citizens. A multi-
stage sampling technique was employed for the sur-
vey involving quantitative data. A questionnaire was
used as the instrument for data collection.

Results. The findings of this study revealed that
there is a significant difference in COVID-19 vaccine
acceptance based on tribe/ethnicity. The Tiv tribe
and respondents who had tertiary education had the
highest acceptance rate of COVID-19 vaccine.

Conclusion. The findings of this study show that
there is a significant relationship between ethnicity,
educational level and acceptance of COVID-19 vac-
cines in Nigeria. To improve the community-based
COVID-19 immunization drive, it is crucial to devel-
op creative, theory-based interventions to involve
important stakeholders like village chiefs, religious
leaders, and others. Additionally, a successful health
message campaign must be implemented to fight
the widespread falsehoods and misinformation that
have contributed to the non-acceptance of COVID-19
vaccination.
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Introduction

The SARS-CoV-2 event, also known as COVID-19,
spread quickly across the globe and was subsequent-
ly classified as a worldwide epidemic by the WHO.
More than 628 million confirmed cases of COVID-19
have been documented globally as of November
2022, and there have been more than 6 million relat-
ed deaths. This has caused enormous psychological,
social, and economic unrest all over the world (1). On
February 27, 2020, Lagos, Nigeria received the first
report of it (2). In Nigeria, more than 266,000 cases
and more than 3,000 fatalities have been document-
ed (3). The coronavirus pandemic is currently human-
ity's biggest challenge. Normalcy as it was prior to
the pandemic is unlikely to return unless a safe and
effective vaccination is put into place.

Vaccines strengthen the immune system by enhanc-
ing the body's inherent defense systems to raise re-
sistance to specific disease pathogens (4). Memory
cells are produced by vaccinations, which instruct
the immune system to rapidly manufacture antibod-
ies when an infection naturally occurs (5). Numerous
COVID-19 vaccinations that are both reliable and safe
were widely distributed not long after the pandem-
ic's inception. To promote the production of antibod-
ies and give protection against pathogens like bacte-
ria and viruses, a live or attenuated antigen is used
in a vaccine. Vaccination is one of the best preventa-
tive methods against infectious diseases (6), but for
a vaccine program to be successful, acceptance and
coverage are key factors (6). There has been a wide-
spread outbreak of misinformation regarding the ap-
proved COVID-19 vaccines as a result of the licensing
and distribution of some effective and safe vaccina-
tions against severe acute respiratory syndrome cor-
onavirus 2 (SARS-Cov-2). This false information does
not only apply to Nigeria. According to a number of
media reports, mistrust of the US and EU has grown
to be a significant barrier to broader vaccination cov-
erage (7). Only 67% of Americans surveyed by Malik
et al. at Yale University indicated a willingness to get
the COVID-19 vaccination prior to the approval of any
vaccine. However, since that time, this proportion has
increased (6). Worldwide, over 12 billion vaccine dos-
es have been administered (1). According to GeoPoll
surveys undertaken in a few African nations, vaccine
hesitancy declines when more vaccines are made

available (8). As of October 30, 2022, over 87 million
vaccine doses have been administered in Nigeria (1).
As of November 4, 2022, 40 out of 100 people in Ni-
geria have received their first dose of the COVID-19
vaccination (16), while just 3,369,628 persons have
received the second dose, and more than 200 mil-
lion people, or 97.15 percent of the population, were
still unvaccinated (9). Despite the acute reluctance
to receive the COVID-19 vaccination and the urgent
necessity for it, there is still ample COVID-19 vaccine
indifference. As a result, vaccination rates are still
low everywhere, particularly in Africa and Nigeria.

Nigeria will probably fall short of its COVD-19 vaccine
goals if things continue as they are. Nigeria's chanc-
es of reaching its goal of immunizing more than 15%
of the population are slim. There are conflicting opin-
ions regarding the safety and effectiveness of the
vaccine as well as the facts regarding the pandemic’s
evolution (6-10). Despite such responses, a Nigerian
online survey performed before the first vaccina-
tion was approved found that 58.2% of respondents
would get the vaccine once it was available, while
19.2% and 22.6 percent, respectively, were unwilling
or unsure (10). Over the years, it has been discovered
that ethnic minorities have lower vaccination rates.
This is frequently tied to concerns regarding trust in
the government or the healthcare system, but some-
times it is also connected to convenience and a lack
of health insurance. People from ethnic minorities
were more likely to get the HLN1 vaccine in the UK,
US, and Australia, according to a systematic analysis
of vaccination intentions and behavior (11). This was
explained by the higher likelihood of hospitalization
in the UK for people from the Asian ethnic minority
in particular (12).

In addition, Bangladeshi and Pakistani children’s
H1N1 mortality rates were higher than those of Brit-
ish children, raising awareness in those populations
(13). The findings of several studies (7-14) showed a
significant association between vaccine acceptance
and race/ethnicity, with being Black/African Ameri-
can and American Indian as independent predictors.
Another significant element that could have an im-
pact on vaccination rates is the level of education;
studies conducted in the past have demonstrated a
relationship between level of education and vaccina-
tion rates. Two studies (14,15) have demonstrated
a substantial relationship between the level of edu-
cation and vaccination uptake among the general
population, which is also consistent with studies on
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vaccine reluctance for polio. Nigeria is not an excep-
tion to the refusal of some West African populations
to embrace COVID-19 immunization, despite the ben-
efits of vaccines and their usefulness in preventing
specific diseases being widely known around the
world. This study is intended to determine the fac-
tors that influence how well the COVID-19 vaccine is
received in Nigeria.

Research question

Is there a significant relationship between the level
of education, ethnicity of Nigerians and the accept-
ance of a COVID-19 vaccine?

Hypothesis

H1: There is no significant difference between the
acceptance of the COVID-19 vaccine and ethnicity.

HZ2: There is no significant difference between the
acceptance of the COVID-19 vaccine and the level of
education.

Methods

In addition to using concurrent explanatory ways of
quantitative approaches, this study used a descrip-
tive method design. Nigerian nationals who live in
the country made up the study's population. The
sample size for this study was determined using a
list of states from various geopolitical zones that
were chosen based on their ethnic composition.
32,224 people participated in the sample. A multi-
stage sampling procedure was used for the survey
containing quantitative data. The states were cat-
egorized in the first stage according to the main
ethnic groups in Nigeria. The second stage involved
selecting respondents from each ethnic group ac-
cording to their population percentage in the na-
tion using simple random sampling. They are Hausa
(29%), Fulani (26%), Yoruba (21%), Igbo (18%), ljaw
(10%), Kanuri (4%), Ibibio (3.5%) and Tiv (2.5%). Of
the total population, from which 0.2 percent of the
population was chosen, 10,851 respondents were
Hausa, 8,062 were Fulani, 7,281 were Yoruba, 3,087
were Igbo, 1,045 were ljaw, 928 were Kanuri, 592

were |bibio, and 378 were Tiv. The instrument was
given to the chosen study participants in the third
stage using the purposive sampling method. The in-
strument was a closed-ended questionnaire adapted
from Adeleke et al (16). The instrument consisted
of two parts: the first part covered the respondents’
background data while the second part consisted of
a 10-question item to answer why they would accept
COVID-19 vaccination. The instrument was validated
by experts and transcribed into 8 different languages
to suit the needs of the respondents. Both descrip-
tive and inferential statistics were used to analyze
the data that were gathered for this investigation.
Inferential statistics for the t-test and ANOVA were
used to analyze quantitative data obtained from the
questionnaire.

Results

Table 1. Demographic characteristics of the

respondents
Variables Frequency Percentage
Ethnicity
Hausa 10851 33.7
Yoruba 7281 22.6
Fulani 8062 25
Igbo 3087 9.6
ljaw 592 1.8
Kanuri 928 2.9
Ibibio 378 1.2
Tiv 1045 3.2
Level of education
No formal education 14946 46.4
Primary school 85399 10.5
Secondary school 4154 12.9
Tertiary institution 9725 30.2
Total 32224 100
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Table 2. ANOVA summary showing the difference between COVID-19 vaccine acceptance and

ethnicity

COVID-19 vaccine acceptance

. Std. :
Tribe N Mean deviation i o i Mean = Sig.
squares Square
Hausa 29530 0.83541

Yoruba 7281 3.7803 0.92698

Fulani 8062 3.3772 0.86345 Between groups 10267.189 7 1466.741 1798.303 0.00
Igbo 3087 4.2513 1.01029 Within groups  26276.185 32216 0.816

ljaw 592 43589 1.04507 Total 36543.374 32223

Kanuri 928 4.6039 1.05758 -

Ibibio 378 4.8870 1.04559

Tiv 1045 49913 1.06946

Total 32224 3.5326 1.06493

Table 2 revealed that there is a significant difference had a higher acceptance rate of the COVID-19 vac-
in COVID-19 vaccine acceptance based on tribe/eth- cine while the Hausa people showed low acceptance
nicity; F (7.32216)=1798.303, p<0.05, n?=0.281. of the COVID-19 vaccine.

Thus, the null hypothesis is rejected. The Tiv tribe

Table 3. Post hoc test showing the difference between COVID-19 vaccine acceptance and ethnicity
Multiple comparisons
Dependent variable: Covid-19 vaccine acceptance

Bonferroni
Mean : 95% Confidence interval
() TRIBE () TRIBE difference (1)) Std. Error Sig. Lower bound Uper bound
pp
Yoruba -0.82722" 0.01368 0.000 -0.8700 -0.7845
fulani -0.42412 0.01328 0.000 -0.4656 -0.3826
Igbo -1.29830° 0.01842 0.000 -1.3559 -1.2408
hausa ljaw -1.40588" 0.03812 0.000 -1.5250 -1.2868
Kanuri -1.65090° 0.03089 0.000 -1.7474 -1.5544
Ibibio -1.93391° 0.04725 0.000 -2.0815 -1.7863
Tiv -2.03829° 0.02925 0.000 -2.1297 -1.9469
Hausa 0.82722 0.01368 0.000 0.7845 0.8700
Fulani 0.40311° 0.01460 0.000 0.3575 0.4487
igbo -0.47108" 0.01940 0.000 -0.5317 -0.4105
yoruba ijaw -0.57865 0.03860 0.000 -0.6992 -0.4581
kanuri -0.82368" 0.03148 0.000 -0.9220 -0.7253
ibibio -1.10669 0.04764 0.000 -1.2555 -0.9579

tiv -1.21106° 0.02988 0.000 -1.3044 -1.1177
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fulani

igbo

ijaw

kanuri

ibibio

Tiv

hausa
yoruba
igbo
ijaw
kanuri
ibibio
tiv
hausa
yoruba
fulani
ijaw
kanuri
ibibio
tiv
hausa
yoruba
fulani
igbo
kanuri
ibibio
tiv
hausa
yoruba
fulani
igbo
ijaw
ibibio
tiv
hausa
yoruba
fulani
igbo
ijaw
kanuri
tiv
hausa
yoruba
fulani
igbo
ijaw
kanuri
ibibio

042412
-0.40311"
-0.87418"

-0.098176"

-1.22678"
-1.50980"
-1.61417°
1.29830°
047108
0.87418"
-0.10757
-0.35260°
-0.63561"
-0.73999"
1.40588"
0.57865"
0.98176"
0.10757
-.24503"
-0.52804"
-0.63241"
1.65090°
0.82368"
1.22678"
0.35260°
0.24503"
-028301"
-0.38739"
1.93391"
1.10669°
1.50980°
0.63561"
0.52804"
0.28301"
-0.10437
2.03829°
1.21106°
1.61417°
0.73999°
0.63241°
0.38739°
0.10437

* The mean difference is significant at the 0.05 level.

0.01328
0.01460
0.01911
0.03846
0.03131
0.04753
0.02969
0.01842
0.01940
0.01911
0.04052
0.03381
0.04921
0.03232
0.03812
0.03860
0.03846
0.04052
0.04750
0.05946
0.04646
0.03089
0.03148
0.03131
0.03381
0.04750
0.05511
0.04074
0.04725
0.04764
0.04753
0.04921
0.05946
0.05511
0.05421
0.02925
0.02988
0.02969
0.03232
0.04646
0.04074
0.05421

0.000
0.000
0.000
0.000
0.000
0.000
0.000
0.000
0.000
0.000
0.222
0.000
0.000
0.000
0.000
0.000
0.000
0.222
0.000
0.000
0.000
0.000
0.000
0.000
0.000
0.000
0.000
0.000
0.000
0.000
0.000
0.000
0.000
0.000
1.000
0.000
0.000
0.000
0.000
0.000
0.000
1.000

0.3826
-0.4487
-0.9339
-1.1019
-1.3246
-1.6583
-1.7069
1.2408
0.4105
0.8145
-0.2342
-0.4582
-0.7894
-0.8410
1.2868
0.4581
0.8616
-0.0190
-0.3934
-0.7138
-0.7775
1.5544
0.7253
1.1290
0.2470
0.0966
-0.4552
-0.5146
1.7863
0.9579
1.3613
0.4819
0.3423
0.1109
-0.2737
1.9469
11177
15214
0.6390
0.4873
0.2601
-0.0650

0.4656
-0.3575
-0.8145
-0.8616
-1.1290
-1.3613
-1.5214
1.3559
0.5317
0.9339
0.0190
-0.2470
-0.4819
-0.6390
1.5250
0.6992
11019
0.2342
-0.0966
-0.3423
-0.4873
1.7474
0.9220
1.3246
0.4582
0.3934
-0.1109
-0.2601
2.0815
1.2555
1.6583
0.7894
0.7138
0.4552
0.0650
2.1297
13044
1.7069
0.8410
0.7775
0.5146
0.2737
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Table 3 further corroborates the results of table 2.
The Bonferroni post hoc analysis for multiple com-
parisons conducted showed that the mean value of
COVID-19 vaccine acceptance was significantly dif-
ferent between Hausa, Fulani, Yoruba, Igbo, ljaw,
Kanuri, Ibibio and Tiv. The acceptability of COVID-19
vaccines tends to be significantly higher among
the Tiv tribe (2.03829, p<0.00) followed by the Fu-
lanis (1.21106, p<0.00) and the Yorubas (1.21106,
p<0.01). These results show that the Tiv tribe has

the highest level of COVID-19 vaccine acceptability.

Table 4 revealed that there is a significant dif-
ference in COVID-19 vaccine acceptance based
on the level of education of the respondents; F
(3.32220)=1833.981, p<0.05, n2=0.146. Thus, the
null hypothesis is rejected. Respondents who had no
formal education showed a low acceptance rate for
COVID-19 vaccines while respondents who gradu-
ated from tertiary institutions had a high acceptance
rate for COVID-19 vaccines.

Table 4. ANOVA summary showing the difference between COVID-19 vaccine acceptance and level of

education

COVID-19 vaccine acceptance

Education N Mean S.td'.
deviation
No formal education 14946 3.111 09163
Primary school 3399 3.619 1.082
Secondary school 4154 3868 1098  cewween
groups
Tertiary institution 9725 4006 0997  Within
groups
Total 32224 3.532 1.064 Total

Sum of of Mean = Sig.
squares square

5330.04 3 1776.68 1833.98 0.00
31213.33 32220 0.969
36543.37 32223

Table 5. Post hoc test showing the difference between COVID-19 vaccine acceptance and level of

education
Multiple comparisons

Dependent variable: Covid-19 vaccine acceptance

Bonferroni

(1) EDUCATIONAL_ (J) EDUCATIONAL_ Mean S B UEAE ]
LEVEL LEVEL difference (I-))  Std. error Sig. Lower bound Upper bound

primary school -0.50835" 0.01870 0.000 -05577 -0.4590

no formal education secondary school -0.75690° 0.01726  0.000 -0.8025 -0.7114

tertiary institution -0.89515° 0.01282 0.000 -0.9290 -0.8613

no formal education 0.50835" 0.01870 0.000 0.4590 0.5577

primary school secondary school -0.24856" 0.02276  0.000 -0.3086 -0.1885

tertiary institution -0.38681" 0.01961 0.000 -0.4385 -0.3351

no formal education 0.75690° 0.01726 0.000 0.7114 0.8025

secondary school primary school 0.24856" 0.02276  0.000 0.1885 0.3086

tertiary institution -0.13825° 0.01824 0.000 -0.1864 -0.0901

no formal education 0.89515" 0.01282 0.000 0.8613 0.9290

tertiary institution primary school 0.38681" 0.01961 0.000 0.3351 0.4385

secondary school 0.13825" 0.01824 0.000 0.0901 0.1864

* The mean difference is significant at the 0.05 level,
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Table 5 further corroborates the result of table 4. The
Bonferroni post hoc analysis for multiple comparisons
conducted showed that the mean value of COVID-19
vaccine acceptance was significantly different be-
tween the respondents according to their education-
al background. The acceptability of COVID-19 vac-
cines tends to be significantly higher among those
who had tertiary education and those with no formal
education (0.89515, p<0.00), followed by those who
are secondary school leavers (0.75690, p<0.00) and
those with no formal education, followed by primary
school leavers (0.50835, p<0.00).

Discussion

The results of Table 2 showed that the Tiv ethnic
group had the highest likelihood to take the COV-
ID-19 vaccination (mean=4.9913), followed by the
Ibibios (mean=4.887), and that the Hausas had the
lowest probability of doing so, followed by the Fu-
lanis (mean=3.3772). Over time, it has been discov-
ered that ethnic minorities have lower vaccination
rates. This is frequently tied to concerns with trust in
the government or the healthcare system, but some-
times it is also a result of convenience and a lack of
health insurance. People from ethnic minorities were
more likely to get the HIN1 vaccine in the UK, US
and Australia, according to a systematic analysis of
vaccination intentions and behavior (11). This fur-
ther corroborated the findings (7-14), which showed
a substantial relationship between race/ethnicity
and vaccine acceptability, with American Indian and
Black/African American status serving as independ-
ent predictors. Vaccination hesitancy remains a po-
tential obstacle against the prompt distribution and
administration among citizens. In addition, one study
(22) showed that being a member of the Hausa and
living in the northern part of the country are fac-
tors that have a significant positive association with
COVID-19 vaccine uptake. Table 4 shows that people
who are graduates of tertiary institutions displayed
the highest tendency of accepting COVID-19 vac-
cines (mean=4.0064), followed by the senior sec-
ondary school leavers (mean=3.8682), while those
who had no formal education (mean=3.1113) had
the lowest tendency of accepting the COVID-19 vac-

cine followed by the primary school leavers (mean =
3.6169). The study was in accordance with existing
studies (14-15) that have shown that there is a sub-
stantial link between level of education and vaccina-
tion uptake. These findings also support research
on vaccine hesitancy for polio. Moreover, existing
studies (20,21) support the present study by show-
ing that individuals with higher levels of education
were more likely to accept the COVID-19 vaccine. The
reasons for these differences could be religious and
cultural backgrounds. Moreover, the investigation
carried out by CDC on COVID-19 vaccine hesitancy in
Nigeria between July 2021 and April 2022 showed
that the majority of the study respondents lacked
confidence in the vaccine, was afraid of possible side
effects from the vaccine, had mistrust of the govern-
ment and did not believe that COVID-19 existed (18).
A monitoring study conducted during this period en-
gaged Nigeria's mass vaccination campaigns at the
sub-national level, which increased the coverage of
use (18). A review (19) has demonstrated significant
variations in the COVID-19 vaccine acceptance rates
across different population subgroups. However, cer-
tain time-trend patterns were observed based on
when the population groups were compared. Among
healthcare workers, the acceptance rate was 55.5%
in October 2020, 32.5% in January 2021, and 45.6%
in March 2021. Among adults, the acceptance rate
was 20.0% in May 2020, 58.2% in July 2020, 50.2%
in August 2020, 51.1% in February 2021, and 45.6%
in March 2021. It seems that the COVID-19 vaccine
acceptance rates first declined, and then began to
increase over time. It is, however, clear that popula-
tion differences exist in addition to time trends. This
picture may be regulated by the study participants’
levels of awareness and knowledge of the COVID-19
vaccine at the time of the study. Based on the find-
ings, we recommend that in order to improve a com-
munity-based COVID-19 immunization drive, it is cru-
cial to develop creative, theory-based interventions
to involve important stakeholders like village chiefs,
religious leaders, and others. Additionally, a success-
ful health message campaign must be implemented
to fight the widespread falsehoods and misinforma-
tion that have contributed to the non-acceptance
of COVID-19 vaccination. Moreover, policymakers,
healthcare professionals, and other stakeholders in
the areas of information dissemination and health
promotion should help to dispel myths about COV-
ID-19 vaccination.
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Conclusion

The findings of this study show that there was a
significant relationship between ethnicity, level of
education and the determinant of acceptance of the
COVID-19 vaccine in Nigeria. This study shows that
COVID-19 vaccination acceptance in areas with low
population will also affect the acceptance rate. It also
showed that population differences exist based on
religion and level of awareness and knowledge of the
COVID-19 vaccine at the time of the study.
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ETNICKA’ PRIPADNOST | OBRAZOVANJE KAO CIMBENICI PREDVIDANJA ZA
PRIHVACANJE CJEPIVA PROTIV BOLESTI COVID-19 U NIGERIJI

SaZetak

Cilj ove studije bio je ispitati etni¢ku pripadnost i ra-
zinu obrazovanija kao faktore predvidanja prihvacanja
cjepiva protiv bolesti COVID-19 u Nigeriji. Za ovu
studiju postavljene su dvije hipoteze.

Metode. U ovoj studiji primijenjena je metoda paralel-
nog objasnjenja. Uzorak se sastojao od 32 224 ispi-
tanika, od kojih su svi gradani Nigerije. Za istraZzivanje
koje ukljuCuje kvantitativne podatke primijenjena je
metoda viSefaznog uzorkovanja. Kao instrument pri-
kupljanja podataka primijenjen je upitnik.

Rezultati. Nalazi ove studije otkrili su da postoji
znacajna razlika u prihvacanju cjepiva protiv bolesti
COVID-19 na temelju plemena / etnicke pripadnosti.
Pleme Tiv i ispitanici koji su imali tercijarno obrazo-
vanje imali su najvecu stopu prihvacanja cjepiva pro-
tiv bolesti COVID-19.

Zakljuc€ak. Nalazi ove studije pokazuju da postoji
znacajan odnos izmedu etnicke pripadnosti, razine
obrazovanja i prihvacanja cjepiva protiv bolesti
COVID-19 u Nigeriji. Kako bi se poboljsala akcija cije-
plienja protiv bolesti COVID-19 u zajednici, klju¢no je
razviti kreativne, teorijski utemeljene intervencije za
ukljucivanje vaznih dionika poput seoskih poglavara,
vjerskih voda i drugih. Osim toga, mora se provesti
uspjeSna kampanja zdravstvenih poruka u borbi pro-
tiv raSirenih lazZi i dezinformacija koje su pridonijele
neprihvacanju cijepljenja protiv bolesti COVID-19.

Klju€ne rijeci: determinanta, COVID-19, pandemija, Cimbe-
nici predvidanja, cijepljenje, etnicka pripadnost
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Abstract

Introduction. Health-related quality of life (HRQoL)
and well-being are used in clinical practice to meas-
ure the effects of chronic illness, treatments, and
short- and long-term disabilities on the quality of life.
Currently, more than 1000 instruments are designed
specifically for measuring the quality of life. While
some are designed for assessing any disease, others
are created for specific conditions.

Aim. To establish characteristics of instruments for
assessing health-related quality of life.

Methods. A review of scientific papers was made
to establish characteristics of most commonly used
tools for assessing health-related quality of life.

Results. Questionnaires shown in this review paper
have strong reliability; they use the Likert scale; they
consist of approximately 30 items and most of them
are holistic; and they evaluate the physical, psycho-
logical, social, and environmental domains through
numerous questions. The criteria for selecting tools
and judging the appropriateness of measures include
the following: appropriateness, reliability, validity, re-
sponsiveness, precision, interpretability, acceptabil-
ity, and feasibility.

Conclusion. Even though many different instru-
ments for measuring HRQoL are available, none is
perfect as they are only tools best suited to a par-
ticular condition. The choice of instrument depends
on the reason for measurement, the primary con-
cepts of interest and the purpose of the study.
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Introduction

Health-related quality of life (HRQol) is concerned
specifically with health aspects while also account-
ing for general QoL components. Defining HRQoL has
also been problematic and according to Karimi et al.
(1), at least four definitions of HRQoL exist. Firstly,
HRQoL can be defined as how well a person func-
tions in their life, as well as his or her perceived
well-being in physical, mental, and social domains of
health. Secondly, if quality of life is an all-inclusive
concept incorporating all factors that impact upon a
person’s life, health-related quality of life includes
only those factors concerning health. Thirdly, HRQoL
can be defined as those aspects of self-perceived
well-being that are related to or affected by the pres-
ence of disease or treatment. And fourthly, HRQoL
can be defined as values assigned to different health
states. HRQoL has been understood in several differ-
ent ways and so has been measured using a variety
of instruments. While authors McDowell and Newell
have suggested that there is little difference be-
tween general health and the quality of life and that
the two can be measured in similar ways, Mathers
and Douglas draw the distinction between observ-
able objective measures of health status, such as
clinical profile and an individual's perception about
the quality of life (2).

Health-related quality of life is a multi-dimensional
concept that includes domains related to physical,
mental, emotional, and social functioning. It goes
beyond direct measures of population health, life ex-
pectancy, and causes of death, and focuses on the
impact health status has on the quality of life. A re-
lated concept of HRQoL is well-being, which assesses
the positive aspects of a person'’s life, such as posi-
tive emotions and life satisfaction (3). HRQolL and
well-being are used in clinical practice to measure
the effects of chronic illness, treatments, and short-
and long-term disabilities on the quality of life. While
there are several existing measures of HRQoL and
well-being, methodological development in this area
is still ongoing. Quality of life can differ between in-
dividuals with identical resources, and across socio-
economic groups and generations. HRQol is impor-
tant for measuring the impact of chronic diseases,
treatment, and short- and long-term disabilities on
the quality of life. Physiologic measures provide im-

portant information to clinicians but are of limited
interest to patients. This type of information often
correlates poorly with functional capacity and well-
being, the areas in which patients are most interest-
ed and about which they are well-informed. HRQoL is
the commonly observed phenomenon whereby two
patients with the same clinical criteria often have
dramatically different responses (4).

There are many reasons to measure health-related
quality of life, and some of them are:

e HRQoL measures provide useful informa-
tion to care providers as they can be used to
screen and monitor patients for psychosocial
problems or when auditing healthcare practice

* HRQolL measures can be used in population
surveys of perceived health problems or other
aspects of health-services or evaluation re-
search

* Regulators can use HRQoL measures to help
their assessment of new technologies

* Patients and healthcare providers as well
as payers are interested in the added value
technology has to offer. HRQoL can serve as
a common measure of gains from any technol-
ogy (5).

Health-related quality of life (HRQol) is especially
concerned with health aspects while also account-
ing for general QoL components. In the last decade
various instruments have been developed to meas-
ure quality of life. An important fact is that quality of
life might be experienced differently and encompass
different values within and across different cultural
groups and country populations; in addition, there
are often discrepancies between quality-of-life eval-
uations in people with a form of somatic or psychiat-
ric illness and the general public.

The aim of this study is to establish the characteris-
tics of instruments for assessing health-related qual-
ity of life.

Methods

A review of scientific papers was made to establish
the characteristics of the most commonly used tools
for assessing health-related quality of life. Medline
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and PubMed were searched using the following key
words:; tools, health-related quality of life, and char-
acteristics of instruments. Only papers written in
English whose entire text was available were taken
into account. The search was limited to the period
between January 2002 and October 2022. The peri-
od is long because of the time when the instruments
were created.

Instruments used in assessing health-related
quality of life

At the time of writing, there are more than 1,000 in-
struments designed specifically for measuring qual-
ity of life. While some are designed for assessing any

disease, others are created for specific conditions.
Some of the questionnaires used in existing litera-
ture are 36 items Short Form Health Survey (SF-36)
(6,7), The World Health Organisation Quality of Life
(WHOQOL) (8); The European Quality of Life (EURO-
QOL) and the Euro-QolL 5 Dimensions (EQ-5D) (9). For
assessing HRQoL in oncological patients, the Func-
tional Assessment of Cancer Therapy: General (FACT-
G) (10) and the European Organization for Research
and Treatment of Cancer Quality of Life Question-
naire (EORTC QLQ-C30) (11) are widely used. The
basic characteristics of EORTC QLQ-C30, FACT-G, SF-
36, and WHOQOL are presented in Table 1. A review
of existing literature has shown that the presented
questionnaires are most often used.

Table 1. The characteristics of HRQolL questionnaires

EORTC QLQ-C30

Number of Items 30

5 functional scales:

FACT-G

SF-36 WHOQOL

36 100

e physical,
* role,
e social,
e emotional, Physical health:
« cognitive. Physical functioning
hysical),
Symptoms: (p .ysma.)
: : Bodily pain,
e pain Physical well-being, , )
! i ) General health, Physical domain,
fati Emotional well-being, ) )
) * fatigue, ) ) Mental health: Psychological domain,
Domains Functional well-being, L ) )
e nausea/vomiting, . . Role limitation Social domain,
Social and family well- ( ‘i ) Ervi tal d )
motional), nvironmen main
e dyspnea, being. e 9 ? a vironmental doma
) ) Vitality,
nsommis, Mental health,
* appetite loss, Social functioning.
e constipation,
e diarrhea.
Financial impact:
e Global QOL/general
health.
Cronbach's alpha Cronbach’s alpha Cronbach’s alpha Cronbach’s alpha
Reliability of 0.70-0.90 for all of 0.70-0.90 for all of 0.70-0.90 for all of 0.70-0.90 for all

scales

scales

scales

scales
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The criteria for selecting and judging the appropri-
ateness of measures include the following:

e Appropriateness - match of a measure to the
specific purpose and questions of research

* Reliability

e \Validity

* Responsiveness - sensitivity to changes in im-
portant aspects

* Precision - the number and accuracy of the dis-
tinction made by the measure

* Interpretability - the meaning of scores

e Acceptability - how acceptable is the comple-
tion of a measure for respondents

* Feasibility - the extension of effort, burden
and disruption to staff arising from using a
measure.

All subjective responses are assessed by the use of a
rating scale, which consists of a number of response
alternatives, and the subjects are asked to make a
judgment of the same on a scale. The most common
techniques use either a Likert type scale or a bipolar
scale in which the score is located on a single dimen-
sion. On the Likert scale the possible answers may
be 1=very satisfied, 2=satisfied, 3=most satisfied,
4=dissatisfied, 5=very dissatisfied or 1=not at all,
2=a little, 3=quite a bit, and 4=very much. On the
bipolar scale the answers are delighted - terrible. The
individuals who participate in the research are asked
to evaluate each item and then rate the response (12-
16). Most researchers think that questions should be
combined into discrete domains which help to define
different areas of life. This kind of construction helps
to ease conceptualization and measure (17,18).
There is an increasing need for a standardized sys-
tem to describe patients during and after therapy; for
assessing the efficacy, effectiveness, and efficiency
of new therapeutic interventions; and for obtaining
data about reference groups from general population
surveys (18).

Short Form Health Survey (SF-36)

The SF-36 is a 36-item multipurpose health survey,
with a high score representing better HRQoL (6,7).
It provides an eight-level profile of functional health
and well-being: physical functioning, physical role,
physical pain, general health, vitality, social function-
ing, emotional role, and mental health (range for all
0-100). Psychometrically-based summary measures

of physical and mental health are also created: a
mental component summary and a physical compo-
nent summary. The mental component summary con-
sists of the vitality, social functioning, emotional role,
and mental health subscales, while the physical com-
ponent summary consists of the physical function-
ing, physical role, physical pain, and general health
subscales. The SF-36 has been useful in surveys of
general and specific populations, in comparing the
relative burden of disease, and in distinguishing the
health benefits of a variety of different treatments
(6,7). According to observed criteria, this instru-
ment's characteristics are as follows: psychometric
analyses of the translated versions provide evidence
that the SF-36 is a reliable and valid measure in mul-
tiple populations; its reliability is shown in the table;
it is appropriate for the general population and in pa-
tients with the burden of disease, which also make it
responsive; it is a precise tool in assessing the qual-
ity of life; scores can be easily interpreted and are
precise in the display of results; it is acceptable for
the general population because it is not too long; and
it is not a burden for researchers, i.e. data is easily
collected.

European Organization for Research
and Treatment of Cancer Quality of Life
Questionnaire (EORTC QLQ-C30)

EORTC QLQ -The (30 questionnaire contains 30
questions. It is a proprietary instrument that has
been translated and validated in over 110 languages
and used in more than 3,000 studies worldwide (11).
Currently, QLQ-C30 version 3.0 is the most current
version and should be used for all new studies. For
the response alternatives, the following ranges are
offered: 1=not at all, 2=a little, 3=quite, and 4=very.
For the last two questions, the scale ranges from 1
to 7, with 1 representing “very poor” and 7 repre-
senting “excellent.” The EORTC QLQ -C30 question-
naire version 3 consists of a general health/qual-
ity of life scale and five functioning scales: physical
functioning, role functioning, cognitive functioning,
emotional functioning, and social functioning, and
13 symptom items. The functioning scale includes
cognitive, emotional, physical, role, and social func-
tioning. The symptom scale includes fatigue, nau-
sea or vomiting, and pain, as well as individual items
such as loss of appetite, constipation, diarrhea, and
dyspnea, financial impact, and sleep disturbance.
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For the general quality of life and functional scale,
a higher range means better quality of life while a
higher range for the symptom scale and single items
means lower quality of life because there are more
symptoms present (11). According to the observed
criteria, this instrument's characteristics are as fol-
lows: it is a reliable and valid measure in patients
with cancer; its reliability is shown in the table; it is
appropriate for patients with the burden of cancer, so
a specific condition demands use of a variation of the
same questionnaire; it is a precise tool in assessing
the health-related quality of life; scores can be easily
interpreted and are precise in the display of results;
itis acceptable for patients because it is not too long;
and it is not a burden for researchers, i.e. data is eas-
ily collected.

Functional Assessment of Cancer
Therapy: General (FACT-G)

The Functional Assessment of Cancer Therapy - Gen-
eral (FACT-G) is a 27-item questionnaire designed to
measure four domains of HRQOL in cancer patients:;
physical, social, emotional, and functional well-being
(10). It is intended for people over the age of 18
with cancer. The response scale is of the 5 Likert-
type, with values as follows: O=not at all, 1=a little
bit, 2=somewhat, 3=quite a bit, and 4=very much. It
takes 5-10 minutes for completion. Available transla-
tions of the FACT-G can be obtained by registering
for permission. This instrument shows sensitivity to
discriminate patients on the basis of stage of dis-
ease, performance status rating (PSR), and hospitali-
zation status. It has also demonstrated sensitivity
to change over time (10). According to the observed
criteria, this instrument's characteristics are as fol-
lows: it is a reliable and valid measure in patients
with cancer; its reliability is shown in the table; it is
appropriate for patients with the burden of cancer, so
a specific condition demands use of a different ques-
tionnaire; it is a precise tool in assessing health-relat-
ed quality of life; scores can be easily interpreted and
are precise in the display of results; it is acceptable
for patients because it is not too long; and it is not
a burden for researchers, i.e. data is easily collected.

The World Health Organisation Quality
of Life (WHOQOL)

The WHOQOL is a quality of life assessment devel-
oped by the WHOQOL Group with fifteen interna-

tional field centers, simultaneously, in an attempt
to develop a quality of life assessment that would
be applicable cross-culturally (8). The WHOQOL-100
assesses individuals’ perceptions of their position in
life in the context of the culture and value systems in
which they live and in relation to their goals, expec-
tations, standards, and concerns. The WHOQOL-100
and WHOQOL-BREF have many uses, including use in
medical practice, research, audit, policy making and
in assessing the effectiveness and relative merits of
different treatments. They can also be used to as-
sess variation in quality of life across different cul-
tures, to compare subgroups within the same culture
and to measure change across time in response to
changes in life circumstances. The WHOQOL-100
contains 100 questions. This is based on four ques-
tions per facet, for 24 facets of quality of life. In addi-
tion, four questions address overall quality of life and
general health. Around 30 language versions of the
WHOQOL-100 have been developed. Patient focus
groups should be made up of a sample of individuals
who are representative of the population of patients
in the field centre. It uses five-point Likert scales for
allitems in the instrument. The domains are; physical
capacity, psychological, level of independence, social
relationships, environment, spirituality/religion/per-
sonal beliefs, and overall quality of life and general
health perceptions (8). According to observed crite-
ria, this instrument's characteristics are as follows:
it is a reliable and valid measure in multiple popula-
tions; its reliability is shown in the table; it is appro-
priate for the general population and in patients with
the burden of disease, which also make it respon-
sive; it is a precise tool in assessing the quality of
life; scores can be easily interpreted and are precise
in the display of results; it is less acceptable for the
general population because it is too long; and it can
be a burden for researchers since the length of the
questionnaire can lead to possible difficulties with
data collection.

Conclusion

Even though many different instruments for meas-
uring HRQoL are available, none is perfect as they
are only tools best suited to a particular condition.
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The choice of instrument depends on the reason for
measurement, the primary concepts of interest, and
the purpose of the study.

All instruments that are shown have strong reliability
and are valid instruments that are appropriate for the
general population and patients with the burden of
disease. Most of them have around 30 items to eval-
uate and require little time for data collection, their
scores can be easily interpreted, and they are precise
in the display of results. However, the final choice of
instrument depends on the researcher and the aim
of the study.
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INSTRUMENTI KOJI SE PRIMJEN]UJU U PROCJENI KVALITETE ZIVOTA POVEZANE SA

ZDRAVLJEM

SaZetak

Uvod. Kvaliteta Zivota povezana sa zdravljem i dobro-
bit primjenjuju se u klinickoj praksi za mjerenje ucinka
kroni¢nih bolesti, lijeCenja te kratkorocnih i dugotra-
jnih invaliditeta na kvalitetu Zivota. Trenutacno pos-
toji viSe od 1000 instrumenata dizajniranih posebno
za mjerenje kvalitete Zivota. Dok su neki dizajnirani
za procjenu bilo koje bolesti, drugi su dizajnirani za
odredene medicinske dijagnoze.

Cilj. Utvrditi karakteristike instrumenata koji se prim-
jenjuju za procjenu kvalitete Zivota povezane sa
zdravljem.

Metode. UCinjen je pregled znanstvenih radova kako
bi se utvrdile karakteristike najceSce koriStenih alata
za procjenu kvalitete Zivota povezane sa zdravljem.

Rezultati. Upitnici prikazani u preglednom radu im-
aju veliku pouzdanost, upotrebljavaju skalu za odgo-
vore Likertova tipa, sastoje se od otprilike 30 Cestica i
vecina holisticki pristupa ciljanoj skupini procjenjujuci
fizitku domenu, psiholosku domenu, druStvenu do-
menu i okoliSnu domenu kroz brojna pitanja. Krit-
eriji za odabir alata i prosudivanje prikladnosti mjera
ukljucuju sljedece: prikladnost, pouzdanost, valja-
nost, prilagodljivost, preciznost, mogucnost interpre-
tacije, prihvatljivost te izvedivost.

Zakljucak. lako je dostupno mnogo razlicitih instru-
menata za procjenu kvalitete Zivota povezane sa
zdravljem, nijedan od njih nije savrsen jer su to samo
alati koji najbolje odgovaraju odredenom stanju. lz-
bor instrumenta ovisi o razlogu mjerenja, primarnom
interesu i svrsi istraZivanja.

Klju€ne rijeci: instrumenti, kvaliteta Zivota povezana sa
zdravljem, karakteristika instrumenta
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Abstract

Introduction. Urinary incontinence is the uncon-
trolled outflow of urine at the age of a person’s life
when it should be under voluntary control. It oc-
curs in both sexes but is more common in women.
Incontinence is a major social, medical and hygienic
problem. Quality of life is seriously threatened when
incontinence occurs and limits the individual's daily
functioning.

Aim. To identify the impact of urinary incontinence
on the quality of life by reviewing research papers
and professional literature.

Methods. The study was focused on the analysis of
data on the quality of life of patients diagnosed with
urinary incontinence. Articles published between
2017 and 2022 that were recognized as relevant for
the investigation were used. Seven articles were se-
lected for investigation.

Results. The results are shown in two steps. The
first step consisted of finding suitable, high-quality
research papers. The second step was the analysis of
the relevant papers.

Conclusion. Urinary incontinence is proven to have
a great effect on the quality of life and brings with it
a number of mental problems such as loss of self-es-
teem, feelings of discomfort, insecurity, withdrawal
and depression. It is important to recognize urinary
incontinence on time and implement appropriate
treatment methods in order to maintain a level of
quality of life that is acceptable for the individual.
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Introduction

We define uncontrolled or involuntary urination as
urinary incontinence (Ul) (1). Incontinence occurs in
people of both sexes, but it is more common in wom-
en. It mostly manifests itself in old age, but this is
not necessary. When we talk about risk factors, we
include "bad lifestyle habits” such as the consump-
tion of strong drinks, tobacco products, caffeinated
drinks and insufficient exercise (2). The most impor-
tant cause of Ul in the elderly is urinary tract infec-
tion, certain associated diseases, increased body
weight, cognitive state and drugs (non-steroidal an-
ti-inflammatory drugs and tricyclic antidepressants,
alpha blockers, diuretics, anticholinergics, calcium
channel blockers, etc.), and they are also among the
main risk factors for urinary incontinence (2,3). Ul
can be divided into acute, which is most often caused
by infections, and chronic, which is caused by persis-
tent complaints. Depending on the cause, it can be
reversible or irreversible. Reversible incontinence is
a transient type of incontinence (for example incon-
tinence in pregnancy). Irreversible or permanent in-
continence is a type of incontinence in which there is
no possibility of recovery, and the intent is to prevent
infections and focus on quality of life (4). Research
has shown that Ul affects millions of adults around
the world (3). A study conducted in Taiyuan aimed
to determine whether certain factors influence the
development of stress incontinence in women. 4004
valid questionnaires were collected as part of the
study. The prevalence of SUI in adult women in Tai-
yuan was 33.5%. Univariate analysis and multivari-
ate logistic regression analysis proved that place of
residence, smoking, body mass index, diet, number of
births, mode of birth, dystocia, menopause, oral con-
traceptives, urinary tract infection, faster emptying
of the bladder, suppression and retention of urine are
risk factors for stress incontinence in adult women in
Taiyuan (5). Studies in Japan show a prevalence of Ul
in the male population of 3 to 10%, which increases
with age. In the male population, urge incontinence
is more common in 40 to 80% of cases, followed by
the mixed type of incontinence in a percentage of 10
to 30%, and stress incontinence in a percentage of
less than 10% (6). Quality of life is defined as an indi-
vidual's perception of personal position in life, in the
context of the culture and value system in which the
person lives, and in relation to goals, expectations,
standards and concerns (7). Previous studies have
shown that women with Ul have a lower estimated

quality of life than women without Ul, and quality of
life decreases with Ul severity. Reasons for not seek-
ing help include relatively low expectations of treat-
ment efficacy and embarrassment due to the social
stigma associated with Ul. In addition, many women
believe that Ul is inevitable with age and that noth-
ing can be done to improve the symptoms of the dis-
ease. Therefore, new and easily available treatment
methods are needed, as well as timely education (8).
Health-related quality of life is an important aspectin
evaluating the results of urinary incontinence treat-
ment. The questionnaires that are applied should be
relevant and validated and are expected to provide
reliable information from clinical practice and be eas-
ily applicable. Questionnaires used to assess health-
related quality of life related to urinary incontinence
are King's Health Questionnaire (KHQ) and the In-
ternational Incontinence Questionnaire - Short Form
(ICIQ-SF) (9). Taking into account the relevance and
complexity of Ul, the study asked how Ul affects the
quality of life. The goal was to answer the question
by reviewing articles and professional literature to
assess how Ul affects the quality of life.

Methods

The search was focused on research articles which
are connected with the quality of life of patients di-
agnosed with urinary incontinence. Data collection
took place in the period from August 2017 to Sep-
tember 2022 through the portal SAGE Journals, BMC
Women's Health, Sci€LO Brasil, Aging Clinical and Ex-
perimental Research and Revista Enfermagem UER].
We used keywords such as quality of life and UL
These terms were searched in databases using the
Boolean logical operator and cross-examined as title
words and abstract. For the precision of the study and
in order to define the sample, the following relevant
criteria were included: complete articles published on
the portals SAGE Journals, BMC Women'’s Health, Sci-
ELO Brasil, Aging Clinical and Experimental Research
and Revista Enfermagem UER] between 2017 and
2022; articles related to the subject of the study; ar-
ticles that answered the study question; and articles
entirely available in English. Articles that were not
relevant, not within the scope of our study or were
duplicated during the search were excluded.
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SAGE Journals
n=10

Table 1. Tabular presentation of the relevant papers

BMC Women's Health

n=20
Sci€LO Brasil

1. FINDING ARTICLES n=15

n=70

Aging Clinical and Experimental Research

n=10

Revista Enfermagem UER]

n=15

Articles selected due to their titles and abstracts

n=30

2. ANALYSIS OF ARTICLES

Articles selected for full reading

n=15

3. CONCLUSION

Results

During the search, we initially recorded a total of 70
articles, 10 in SAGE Journals, 20 in BMC Women's
Health, 15 in Sci€LO Brasil, 10 in Aging Clinical and
Experimental Research and 15 in Revista Enferma-
gem UER]. After additional evaluation and taking into
account our goal, 30 articles were selected. 15 arti-
cles were selected for analysis and reading, and rele-
vant articles were analyzed in detail according to the
year of publication, title, method and results. Seven
articles answered the study question.

The results of scientific research conducted in France,
Germany, Great Britain and the USA show that Ul di-
rectly affects the quality of life, which then negative-
ly affects mental health, especially in women aged
45-60 (8-11,14). Further research is necessary for
a better understanding of pharmacological and non-
pharmacological interventions that can improve the

Articles selected for review
n=7

patient’s quality of life (10).

Considering the environmental factors and the
strong influence of Ul on the quality of life, studies
suggest that it is necessary to analyze the quality of
life through special questionnaires. Questionnaires
must be validated, sensitive and provide real insight
into the quality of life (13).

Types of urinary incontinence and their
impact on quality of life

There was 556 women who participated in the re-
search conducted in a urogynecology clinic in Brazil.
Mixed Ul was identified as the most common type
(n=348/62.6%), followed by stress incontinence
(n=173/31.1%)andurgentincontinence (n=35/6.3%)
(12). Women with mixed incontinence had a greater
impact on general (SF-36) and specific (KHQ and
ICIQ-SF) quality of life compared to others (p<0.05).
In the assessment of sexual function (PISQ-12) there
was no difference between the groups (p=0.28) (12).
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Table 2. Description of selected articles

Title/Year

1. The Impact of Urinary
Incontinence on Quality of Life
in Those Receiving Home Care
Services, 2018. (3)

2. Quality of life in women with

urinary incontinence seeking care

using e-health, 2021. (8)

3. Profile and quality of life
of women in pelvic floor
rehabilitation, 2018. (9)

4. Urinary incontinence

and quality of life: a systematic
review and metaanalysis, 2021.
(10)

5. Female urinary incontinence
and sexuality, 2017. (11)

6. Impact of urinary incontinence
types on women's quality of life,
2017.(12)

7. Urinary incontinence and
quality of life, 2020. (13)

Journal

SAGE Journals

BMC Women's Health

SCIELO Brazil

Aging Clinical and
Experimental Research

Sci€LO Brasil

Sci€LO Brasil

Revista Enfermagem UER)

Method

Cross-sectional study

Data analysis

Observational, analytical,
and cross-sectional study

Data analysis

Data analysis

Cross-sectional study

Data analysis

Main Results

It was determined that Ul
evaluated with the ICIQ-SF
scale in those receiving
home care negatively
affected their quality of
life.

Qol was affected more
by UUI/MUI than by SUI, it
was affected most by the
severity of leakage in this
population.

The type of Ul and
changes in sexual activity
affect the HRQoL.

Ul is associated with a
poor Qol, with a strong
level of certainty.

The presence of

urinary incontinence is
associated to stigma,

fear, embarrassment

and shame related to
clinical condition, with
repercussion on self-
esteem and disturbance of
personal, social and sexual
life.

All types of urinary
incontinence interfere
with the general and
specific quality of life, but
women with mixed urinary
incontinence are the most
affected.

The negative impact of
Ul on women's quality
of life has been proven,
due to physical, sexual,
professional and social
limitations and feelings
such as shame, lack

of control, weakness,
insecurity, suffering and
guilt.
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A study conducted in Japan shows that stress incon-
tinence and urgent incontinence are associated with
general impairment of female sexual function in a
mild degree. Only urgent incontinence is associated
with sexual difficulties in specific domains including
vaginal wetting and pain during intercourse. Ques-
tionnaires were distributed to 2,159 female employ-
ees of two hospitals in Japan, of whom 883 were
sexually active (15). Stress incontinence is the most
common type of incontinence in women. Weakening
of the pelvic muscles and urinary sphincter muscles
can occur due to multiple vaginal births or pelvic sur-
gery. Only 25-30% of women decide to seek medical
help (2). Stress incontinence in the male population
occurs after surgical procedures, for example, if a
part of the bladder or the upper part of the urethra
is injured during prostate surgery. During daily activi-
ties such as coughing, running, jumping, etc., signs
such as involuntary leakage of urine appear. In 5%
of operated patients, stress incontinence is tempo-
rary, while in a smaller percentage (less than 5%) it
is unfortunately permanent (2). Patients with Ul use
absorbent pads or pull-up pants and other aids, but
in certain conditions, dermatitis may appear, which is
also associated with reduced quality of life.

Impact of urinary incontinence on the
quality of life

Urinary incontinence can be associated with a num-
ber of risk factors. Specific risk factors are related to
gender, age, presence of dementia and mobility. Fur-
thermore, food intake, mobility and treatment with
diuretics can also affect diuresis and therefore the
occurrence of urinary incontinence. All of the above
factors are associated with a poor quality of life in
patients (10). Ul has an impact on all aspects of an
individual's life. It leads to a very unpleasant and
stressful experience. Women feel impure and state
that they feel that something is wrong with them,
for which they sometimes feel guilty. These feelings
often result in social isolation, depression, low self-
esteem, anxiety, and failure to fulfil daily obligations
(11). Ul affects the individual in several dimensions:
the physical, emotional, psychological, social and
sexual spheres of life are affected. The severity of
the symptoms depends on the type of incontinence

and the amount of urine that comes out. The envi-
ronment also has a significant impact on the quality
of life of an individual with Ul (13). Although it is as-
sumed that there is a high probability of an influence
of Ul on sex life, the studies present very different
results due to the great variability of research meth-
ods. Ul is associated with sexual problems in women.
Fear of unpleasant odor and leakage of urine during
coitus are associated with a change in self-image
and self-esteem, and are responsible for the low fre-
quency of sexual activity among incontinent women.
In the elderly population, the appearance of Ul has
a negative impact on sexuality. Several papers have
studied the relationship between different types of
urinary incontinence and sexuality (11). Further-
more, as far as daily tasks are concerned, most prob-
lems are associated with those activities that require
physical effort and lifting loads due to urine leakage.
Such activities are thereby avoided. Furthermore,
frequent trips to the toilet limit the individual in a
professional sense due to the frequent need to in-
terrupt work. Additional research has looked at the
link between depression and Ul. Ul and depression
disproportionately affect women and are associated
with social stigma. Comorbid depression can increase
a woman'’s feeling of discomfort due to incontinence
and lead to shame and social isolation (16).

The role of the nurse in Ul

The role of the nurse in the treatment of Ul is signifi-
cant. The nurse makes a nursing diagnosis, assesses
the patient’s condition, then plans health care, imple-
ments interventions and evaluates the patient’s con-
dition. Studies have shown that a nurse with higher
and higher education can provide clinical care for
people with Ul and provide behavioral therapy. Due
to the potential complexity of the problem, especially
in the case of elderly patients, medical cooperation
and an interdisciplinary approach enable a compre-
hensive treatment. The findings of this study confirm
the significant role of the nurse in the recognition
and therapy of Ul (17). In addition to providing care
for patients with Ul, they also conduct research with
the aim of better understanding the condition and
improving the quality of life for newly diagnosed pa-
tients.
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Conclusion

It has been proven that Ul greatly affects the qual-
ity of life of both women and men. Urinary inconti-
nence can be associated with several factors, some
of which are gender, age, presence of dementia and
mobility status. Furthermore, food intake and diuretic
therapy can also affect diuresis and therefore the oc-
currence of Ul. Incontinence is a major social, medical
and hygienic problem, and in patients it causes a re-
duced quality of life, which manifests itself as a loss
of self-esteem, feelings of discomfort, insecurity,
withdrawal and depression.

A literature search was conducted and only articles
that were available entirety in English were included.
The conclusion is that Ul undoubtedly affects the
quality of life of women and men, and early diagno-
sis and a holistic approach to the patient are needed.
It is important to work to preserve and improve the
quality of an individual's life. It is recommended to
carry out a qualitative study on understanding the
impact of urinary incontinence on the quality of life
of women and men, and it should be extended to the
general population.
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UTJECA] URINARNE INKONTINENCIJE NA KVALITETU ZIVOTA

SaZetak

Uvod. Inkontinencija urina je nekontrolirano otje-
canje urina u dobi Covjekova Zivota kada bi trebalo
biti pod voljnom kontrolom, pojavljuje se kod oba
spola, no ¢esca je kod Zena. Inkontinencija je veliki
socijalni, medicinski i higijenski problem. Kvaliteta
Zivota ozbiljno je ugroZena pri pojavi inkontinencije
te ogranicava pojedinca u svakodnevnom funkcion-
iranju.

Cilj. Identificirati utjecaj urinarne inkontinencije na
kvalitetu Zivota pregledom istraZivackih radova te
struCne literature.

Metode. Istrazivanje je bilo usmjereno na analizu po-
dataka o kvaliteti Zivota pacijenata s dijagnozom uri-
narne inkontinencija. KoriSteni su ¢lanci objavljeni od
2017. do 2022. koji su bili prepoznati kao relevantni
Clanci za rad. Za analizu je izabrano sedam clanaka.

Rezultati. Rezultati su provedeni u dva koraka. Pr-
vi se korak sastojao od pronalaska odgovarajucih,
kvalitetnih istraZivackih radova. Drugi je korak bio
analiza relevantnih radova.

Zakljuc€ak. Urinarna inkontinencija dokazano uve-
like utjeCe na kvalitetu Zivota te sa sobom nosi niz
mentalnih problema poput gubitka samopoStovanja,
osjecaja nelagode, nesigurnosti, povlacenja i depresi-
je. Vazno je na vrijeme prepoznati urinarnu inkonti-
nenciju te provesti odgovaraju¢e metode lijeCenja
kako bi se zadrZala razina kvalitete Zivota koja je pri-
hvatljiva za pojedinca.

Klju€ne rijeci: medicinska sestra, pacijent, kvaliteta Zivota,
urinarna inkontinencija
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e full name of the author(s), with academic
degree(s) and institutional affiliation

- If authors belong to several different insti-
tutions, superscript digits should be used
to relate authors’ names to respective in-
stitution. Identical number(s) should follow

the authors’ name and precede the institu-
tion names

e the name and mailing address of the author
responsible for correspondence including his/
her e-mail address

e acknowledgments — if any acknowledgment
are to be included, they should be briefly stated.

Abstract and Key Words

The first page should contain the title and the ab-
stract (summary) both in English and Croatian, of no
more than 200 -250 words each.

The abstract should state the purposes of the study
or investigation, basic procedures, main findings, and
principal conclusions. It should emphasize new and im-
portant aspects of the study or observations. Below
the abstract, the authors should provide 3 to 8 key
words or short phrases that will assist in cross-index-
ing the article and may be published with the abstract.
Terms from the Medical Subject Headings (MeSH) list
of Index Medicus should be used for key words.

Introduction/Background

State the purpose of the article and summarize the
rationale for the study or investigation. Give a critical
review of relevant literature.

Methods

Describe the selection and identify all important char-
acteristics of the observational or experimental par-
ticipants. Specify carefully what the descriptors mean,
and explain how the data were collected. Identify the
methods, apparatus with the manufacturer's name
and address in parentheses, and procedures in suffi-
cient detail to allow other workers to reproduce the re-
sults. Provide references to established methods and
statistical methods used. Describe new or substantial-
ly modified methods, give reasons for using them, and
evaluate their limitations. Identify precisely all drugs
and chemicals used. Use only generic names of drugs.
All measurements should be expressed in Sl units.

Ethics

Papers dealing with experiments on human subjects
should clearly indicate that the procedures followed
were in accordance with the ethical standards of the
institutional or regional responsible committee on
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human experimentation and with the Helsinki Dec-
laration and Uniform Requirements for Manuscripts
submitted to Biomedical journals. This must be stat-
ed at an appropriate point in the article.

Statistics

Describe statistical methods with enough detail to
enable a knowledgeable reader with access to the
original data to verify the reported results. Whenev-
er possible, quantify findings and present them with
appropriate indicators of measurement error or un-
certainty. Specify the statistical software package(s)
and versions used.

Results

Present your results in logical sequence in the text,
tables, and illustrations. Do not repeat in the text all
the data in the tables or illustrations; emphasize or
summarize main findings. Provide exact P-values
with three decimal places or as P<0.001.

Discussion

Emphasize the new and important aspects of the
study and the conclusions that follow from them.
Do not repeat in detail data or other material given
in the Introduction or the Results section. Include in
the Discussion section the implications of the find-
ings and their limitations, including implications for
future research, but avoid unqualified statements
and conclusions not completely supported by the da-
ta. Relate the observations from your study to other
relevant studies. State new hypotheses when war-
ranted, but clearly label them as such.

Conclusion

Emphasize the new and important aspects of the study
and the conclusions that follow from them. Do not re-
peat in detail data or other material given in the Intro-
duction or the Results section. Identify recommenda-
tions for practice/research/education or management
as appropriate, and consistent with the limitations.

Tables

Each table with double spacing should be put on a
separate page. Do not submit tables as photographs.
Number tables consecutively in the order of their
first citation in the text and supply a brief title for

each. Give each column a short heading. Each table
should be self-explanatory. Legend or key should be
placed in footnotes below the table.

Figures

Figures and illustrations should be professionally
drawn and photographed. Make sure that letters,
numbers, and symbols should be legible even when
reduced in size for publication. Figures should be
numbered consecutively according to the order in
which they have been first cited in the text.

The preferred formats are |JPEG and TIFF, although
any format in general use that is not application-spe-
cific is acceptable. Make sure that minimum resolu-
tion should be 300 DPI.

Graphs, charts, titles and legends in accepted man-
uscript will be edited prior to publication. Preferred
format for graphs or charts is xIs or xIsx.

Abbreviations

Use only standard abbreviations. The full term for
which an abbreviation stands should precede its
first use in the text unless it is a standard unit of
measurement.
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order in which they are first mentioned in the text.
Identify references in the text, tables, and legends
by Arabic numerals in brackets.

References style should follow the NLM standards
summarized in the International Committee of Medi-
cal Journal Editors (ICMJE) Recommendations for the
Conduct, Reporting, Editing and Publication of Schol-
arly Work in Medical Journals: Sample References,
available at http://www.nlm.nih.gov/bsd/uniform_re-
quirements.html

References to papers accepted but not yet published
should be designated as “in press” and in case of e-
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publication ahead of print, the author should provide
DOl The author should obtain written permission
to cite such papers as well as verification that they
have been accepted for publication.

List of references should include only those refer-
ences that are important to the text. Long list of ref-
erences is not desirable because they consume too
much space. We kindly ask that authors limit their
references to 50 in total. All citations in the text
must be listed in the references, and all references
should be cited in the text. References should be the
most current available on the topic.

EDITORIAL PROCESS

After submission of the manuscript, the author will
receive a letter confirming manuscript receipt. All
manuscripts received are anonymously sent to two
reviewers. Croatian Nursing Journal is committed to
promote peer review quality and fairness. The re-
viewers are asked to treat the manuscript with confi-
dentiality. Authors are welcome to suggest up to five
potential reviewers for their manuscript (excluding
co-authors or collaborators for the last three years),
or to ask for exclusion of reviewer(s) and the reasons
for it. The Editorial Board may or may not accept au-

thors’ suggestions regarding reviewers. Usually four
to six months after submission, the authors will re-
ceive the reviews. Generally, the instructions, objec-
tions and requests made by the reviewers should be
closely followed. The authors are invited to revise
their manuscript in accordance with the reviewers’
suggestions, and to explain amendments made in ac-
cordance with the reviewers' requests. The articles
that receive more than one reviewer's recommen-
dations for “major review" are sent after revision to
the same reviewer, who makes final recommenda-
tion about the revised article. Based on the review-
ers’' suggestions and recommendations, the Editorial
Board makes final decision about the acceptance of
the submitted article.

Authors will receive a letter confirming acceptance of
the paper submitted for publication. Corresponding
author will receive page-proof version of the article
to make final corrections of possible printing errors.

The Croatian Nursing Journal adheres to the Recom-
mendations for the Conduct, Reporting, Editing,
and Publication of Scholarly Work in Medical
Journals (2016) of the International Committee of
Medical Journal Editors and to the Committee on Pub-
lication Ethics (COPE) general guidelines for ethical
conduct in publishing.

For questions about the editorial process (including
the status of manuscript under review) please con-
tact the editorial office info@cnj.hr.
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