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ABSTRACT

This descriptive study was aimed to examine Technological
Competency as Caring in Nursing (TCCN), and to examine the relationship between
TCCN and selected factors (age, level of nursing education, length of working
experience, continuing education and training, and nurses’ self-awareness), as
perceived by Intensive Care Unit (ICU) nurses in Bangladesh. One hundred and
twenty ICU nurses at tertiary level public hospitals, Dhaka participated in this study.
A demographic data form was used to obtain the participants’ demographic
information. In this study, the instruments used for data collection were the
Technological Competency as Caring in Nursing Inventory (TCCNI), and the Nurses’
Self-Awareness Questionnaire (NSAQ). The content of each tool was validated by
three experts and reliability was tested on 30 ICU nurses, yielding a Cronbach’s alpha
coefficient of .87 for the TCCNI and of .80 for the NSAQ. The data were analyzed by
using descriptive statistics, Pearson’s product-moment correlation and independent t-
test.

The results of this study show that the mean score of nurses’

perception regarding TCCN was at a high level (M = 4.14, SD = 0.34). Among five
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assumptions of TCCN, the four assumptions, including “persons are caring by virtue
of their humanness”, “persons are whole and complete in the moment”, “technology is
used to know the persons as whole”, and “nursing is a professional discipline” were at
a high level (M =4.21, SD =0.36; M =4.20, SD =0.53; M =4.12,SD =0.43; M =
4.16, SD = 0.43, respectively). Only, “knowing person is a process of nursing
allowing for continuous appreciation of persons” was at a moderate level (M = 3.35,
SD = 0.37). Regarding the five selected factors including nurses’ age, level of nursing
education, length of working experience, continuing education and training, and self-
awareness; only the nurses’ self-awareness was significantly and moderately
correlated with nurses’ perception on TCCN (r =.42, p <.01). Moreover, all four
assumptions of TCCN were significantly correlated with the dimension of private
self-awareness (7, ranged from .30 to .73, p <.01). Whereas, only “knowing person is
a process of nursing allowing for continuous appreciation of persons” was moderately
correlated with public self-awareness (r = .46, p <.01).

The study showed that the ICU nurses in Bangladesh had high
perception or agreement on TCCN and this perception related to their self-awareness.
This research evidence can be served as a fundamental data for critical care nursing in
Bangladesh.

Keywords: Bangladesh; Caring; Intensive Care Unit; Nurse; Nursing; Technological

Competency.
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CHAPTER 1

INTRODUCTION

Background and Significance of the Problem

The intensive care unit (ICU) first emerged in ke nineteen fifties
in the United States of America. Afterwards, ICUsrgvbuilt in other countries all
over the world (Dudley, as cited in Faruq et @.12). In Bangladesh, the ICU was
first established in 1980 in the National InstitofeCardiovascular Diseases (NICVD)
hospital in Dhaka. At present, there are many I@IBangladesh and 90 % of them
are located in the tertiary level hospitals in Dhoékaruq et al., 2010). From the
outset, caring in the ICU has emphasized usingrasbdascientific knowledge and
technologies to secure lives and extend the liferiitally ill patients (Carlet et al.,
2004; Halpern, Stephen, & Pastores, 2010). Thereaamerous forms of machine
technology employed to treat and cure the patientsitical condition such as
mechanical ventilator, electrocardiography monitgnmachine, infusion pump, and
hemodialysis machine. The nurses use machine teies in order to sustain life.
Thus, the nurses require an enormous amount ofitadiskills, effort, and
competency when managing technologies harmonidagisird positive human health
perspectives in the ICUs (Locsin & Kongsuwan, 2011)

Caring is the core of the nursing profession (BoykiSchoenhoffer,
2001). Caring is a human mode of being, and nursegig attributes consist of
compassion, competence, confidence, commitmenscoamce, and comportment

(Roach, 2002). Caring in the ICU is complex andaiygit, and appropriate nursing is



considered the most vital in this situation (Ashtlipas cited in Wilkin & Slevin,
2004). Leininger (1988) asserted that technologydctake away the real meaning of
caring in nursing, and the nurse-patient relatignstight be at risk in this situation.
Nurses may be viewed as uncaring when viewed apet@mt using technology
(Leininger, 1988). However, expert use of technglplgys a significant role in
caring in the ICU (Kongsuwan & Locsin, 2011).

Locsin (1998) pointed out nursing as caring inl®¥ includes
technology, caring, and competency. Locsin devealdpe theory of Technological
Competency as Caring in Nursing (TCCN) (Locsin, 200 his theory views
technological competency and caring as co-exigtimjharmonious in nursing
practice. Technological competency as caring ieikpert use of technologies to
know persons as whole in a moment. The concepisadin’s theory could guide
caring in nursing practice and maintain humanistie and patients’ well-being in a
technological environment in the ICUs (Kongsuwahdesin, 2011; Locsin &
Kongsuwan, 2011; 2013). Recently, the theorist tgpesl the Technological
Competency as Caring in Nursing Inventory (TCCMNmheasuring this subject
(Parcells & Locsin, 2011).

No previous study was found that examined facteleted to nurses’
perception on TCCN in an ICU. Though, there wexeesa factors related to the
nurses’ caring expressions in the ICU. These fact@re nurses’ characteristics
which included nurse’s age (Salonen, Kaunonen, tdgxe& Tarkka, 2007), level of
nursing education (Cho et al., 2009; Laila, Ahm&dlojahed, 2011), length of

working experience (Laila, Ahmed, & Mojahed, 208hlonen, Kaunonen, Meretoja,



& Tarkka, 2007), and continuing education and tregr(Hind et al., 1999; Huggins,
2004).

In addition, it was found that a nurse’s self-awass was a significant
individual factor which is associated with nurseating behavior (Daodee, 1994;
Prompahakul, 2011). Awareness of one’s own thouyddings, and behavior is self-
awareness and that could influence nurses to iseréweir therapeutic relationship
with patients. Self-awareness helps to improventirees’ positive caring behavior.
According to Burnard (1988), it is not possibleutalerstand the clients’ perspectives
whilst nurses do not understand themselves. Fetvestishowed a positive
association between self-awareness and nursesgdagehavior in terminally ill
patients (Daodee, 1994; Prompahakul, 2011).

From reviewing literature, it is apparent that matydies relating to
caring and nursing in the ICUs have been conduatethny countries. A study by
O’Connell and Landers (2008) which compared thegg@ions of nurses and of
relatives’ regarding critical care nurses caringawor in Ireland. Both groups placed
a higher value on caring behaviors which was deinatesl by the technical
competence, the altruistic and emotional piecesaohg in critical care setting.
Wilkin and Slevin (2004) explored the meaning ofsas’ caring in an ICU in the
United Kingdom. They summarized the essential srecof caring, and identified
that caring was a process of competency involvimgsial and technical action
imbued with affective skills. In addition, Wikstror@ederborg, and Johanson (2007)
conducted a research in Sweden with 12 ICU nulsssnvestigated the nurses’

perceptions of technology in their daily activitidgchnology decreased the workload



and made the treatment safe. The nurses statetethaiology was vital in the ICU as
it directed and controlled medical treatments mard to the patients’ well-being.

One study was conducted in Ireland by McGrath (20@8)arding
nurses’ caring experiences through using technalogy intensive care setting. The
nurses explicated that technology saved the liferiatal patients and made nurses
closer to patients in their caring in nursing. $amy, another study, conducted in the
South of Thailand by Kongsuwan and Locsin (20123n@ned nurses’ experience of
caring for patients who were dependent on lifeanstg technologies in ICUs. The
study found that nurses’ valued technological campey as caring, whereas they felt
different uncertainties to use machine technolagynow the patients as whole.

In Bangladesh, ICU nurses employ many forms ofrieldgy such as
mechanical ventilator, infusion pump; pulse oximeddectrocardiography machine,
and arterial blood gas analysis machine. Howemergtis limited study related to the
ICU, and no study has been found regarding caongje patients in the ICU. One
study was conducted by Faruq et al. (2abQjurvey the facilities, bed strength,
functional characteristics, manpoweperational practices and distribution of ICUs in
BangladeshThe result showed thdt¢ standards and management strategies were
varied from one to another in the ICUsother study was conducted by Faruq et al.
(2013) about the implementation of sepsis bundieslilCUs in Bangladesh but was
not relevant to the field of nursing.

Caring is fundamental to nursing. However, fromlitexature review,
there has been no study that explored caring i€bhnin Bangladesh. In order to
survey nurses’ perception or thoughts regardinopgan the ICUs, the theory of

Technological Competency as Caring in Nursing (lmc2005) provides a suitable



framework for researching this issue. Hence, thidysaimed to examine
Technological Competency as Caring in Nursing asgieed by ICU nurses in

Bangladesh and its related factors.

Objectives of the Study

The objectives of the study were:

1. To examine Technological Competency as Caridursing as
perceived by ICU nurses in Bangladesh.

2. To examine the relationship between selectedfa¢age, level of
nursing education, length of working experienceititwing education and training,
and nurses’ self-awareness) and Technological Canpg as Caring in Nursing as

perceived by ICU nurses in Bangladesh.

Research Questions

The research questions of this study were:

1. What is Technological Competency as Caring inshhg as
perceived by ICU nurses in Bangladesh?

2. Is there a relationship between selected fa¢tws, level of nursing
education, length of working experience, continugdgication and training, and
nurses’ self-awareness) and Technological Compgt@n€aring in Nursing as

perceived by ICU nurses in Bangladesh?



Theoretical Framework of the Study

The theory of Technological Competency as Caringursing
(Locsin, 2005) is used as a framework of the stitdg.a middle-range theory and
grounded in the theory of Nursing as Caring (Boy&i8choenhofer, 2001). The
theory of TCCN views technology and caring co-ergsharmoniously in nursing
practice. Technological competency is the expressiacaring. Technological
competency as caring mainly focuses on the pramfdasowing person as whole in
the moment through efficient use of technology @inc2009). Technology can be an
instrument, a tool or human (nurse) activity to makiciency. The expectation of
this knowing process is to enhance mutual trustadsml respect in between the nurse
and patient in order to improve quality of nurs{bhgcsin, 2010). The theory
highlights that nurses use technological competascy tool to express caring and
build a relationship between technology, caringl aarsing. The focus of nursing in
this theory is person (Locsin, 2010). There are &gsumptions of the theory (Locsin
& Kongsuwan, 2011) and are described as follows:

1. Persons are caring by virtue of their human(isgkin &
Schohenhofer, 2001). The assumption emphasizesitterstanding that everyone is
caring; it is part of their characteristics. In gigiation of caring in the ICU settings;
the nurses, patients, patients’ families, all aeng person. This perspective assists
the ICU nurses to see the patients and their fagds participants in care.

2. Persons are whole and complete in the momeryk{B&
Schohenhofer, 2001). In this assumption, humanglsedine as a complete person,

regardless of composite parts. Viewing this conddyet ICU nurses share an



experience with the person being nursed, ratherfiaus on fixing the person’s
missing parts.

3. Knowing a person is a process of nursing allgwWor continuous
appreciation of person as whole person (Locsin520Chis assumption guides
nursing in ICU to use the process of knowing pesdmging nursed in order to
understand the person as a subject, not an oljjeat@ The nurse and patient focus
on appreciating, celebrating, supporting and afiigreach other, allowing each other
and to know each other mutually as participantsame. Four patterns of knowing are
used in knowing person; such as empirical knowasgthetic knowing, personal
knowing, and ethical knowing.

4. Technology is used to know the persons as waolesin, 2005).
This assumption works on the understanding thaintglogies of health and nursing
are aspects of care that allows ICU nurses to kpatients in a moment more fully as
they are human beings who are participants in tteei.

5. Nursing is a professional discipline (Boykin &Meenhofer, 2001).
This assumption offers the critical view of nursegintegral to the practice of health
care. As a member of a discipline and professioh@ld nurses use knowledge of
nursing in their practice in ICU and focus on we#as of human beings as whole
persons.

In reviewing the literature, there were severatdesrelated to caring
in nursing in the ICUs. These were the nurse’s kyel of nursing education, length
of working experience, continuing education anthtrgy, and self-awareness.

Age. Generally, the level and responsibility of assjdaties are

increased by age. Salonen, Kaunonen, MeretojaT arkka (2007) found a



significant correlation between the age and nurselé‘assessed competence level.
Another study conducted by Lange, Thom, and KIZ@08) also found a significant
association between nurses’ age and positive cattrigde for patients in critical
condition.

Level of nursing education.Nurses have had the opportunity to learn
caring for critically ill patients and using equipnt in the ICU when they studied for
their bachelor degree. However, it can be expeatiaichighly educated nurses are
able to apply systematic thinking in order to erdeapositive caring behavior (Laila,
Ahmed, & Mojahed, 2011). The study found a sigmificcorrelation between nursing
education and positive aspects of the use of tdogwal equipment of higher care
effectiveness, controls medical treatment, pasaftty, and easy completion of
nursing duties (Laila, Ahmed, & Mojahed, 2011).

Length of working experience.Working experience is a key element
for caring the patients in critical condition. metICU, a novice nurse works under a
senior nurses and receives instructions and gueliNurses also learn caring for
patients through their experience. An experienagdancould be more expert in
applying skill; knowledge, perception, and ben&bin past experience in his/her
caring practice. There was a significant corretabetween nurses’ experience and
nurses’ perception on caring for the patients enl@®U (Laila, Ahmed, & Mojahed,
2011; Salonen, Kaunonen, Meretoja, & Tarkka, 208iilarly, Lange, Thom, and
Kline (2008) also revealed a significant assocrabetween nurses’ work experience
and nurses’ positive caring attitude toward critgatients.

Continuing education and training. Lifelong education and training

in critical care could affect the understandingha&f nurses’ caring knowledge,



attitude, and skills. ICU nurses have acquired Kedge and skills through a
continuous learning process in order to become ebemp practitioners. However, it
is essential that ICU nurses take part in educatiprograms and conferences on
caring in ICU (Hind et al., 1999; Huggins, 2004).

Self-awarenessSelf-awareness involves understanding of one’s own
characteristics and responses to a situation. ¥¥gpect to a nurse, she can build an
affirmative relationship with patients by conframgistressful situations in an ICU
(Burnard, 1988). There was a significant correlabetween nurses’ self-awareness
and nurses’ caring behavior (Daodee, 1994; Pronkphh2011). According to Buss
(1980), there are two dimensions of self-awarenEsBrivate self-awareness, and 2)
Public self-awareness. Private self-awarenesss&eaiwareness to the inner and
personal characters of one’s self that related aith perceptions, wherepablic
self-awareness is self attention to own charaditesisvhich are presented to others
through behavior, by talking, and by action.

Thus, the theoretical framework of this study wasdias a model and
direction to answer the research questions. Tha¢hieal framework of this study is

presented in the following Figure 1.
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ﬁechnological Competency as Carih
/ Selected Factors \

in Nursing

1. Age 1. Persons are caring by virtue of their

: . humanness.
2. Level of nursing education

. 2. Persons are whole and complete in
3. Length of working

) the moment.
experience

o ) 3. Knowing a person is a process of
4. Continuing education and gap P

traini nursing allowing for continuous
raining
appreciation of person as whole person|

5. Self-awareness
4. Technology is used to know the

Private self- awareness persons as whole.
\ Public self- awareney QNursing is a professional disciplinj
Figure 1.

Theoretical Framework of the Study

Hypothesis

The hypothesis of this study was:

There is a positive relationship between selecetbfs (age, level of
nursing education, length of working experienceititwing education and training,
and self-awareness) and Technological Competen@gaasg in Nursing as

perceived by ICU nurses in Bangladesh.
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Definition of Terms

The definitions of terms used in this study were:

Technological Competency as Caring in NursinglTechnological
Competency as Caring in Nursing refers to the ei@e or agreement of the ICU
nurses on nurses’ caring expressions in nursingtipeain the ICU settings in
Bangladesh based on the theory of Technologicalggtenmcy as Caring in Nursing
(Locsin, 2005). The theory of TCCN developed figsiamptions (Locsin &
Kongsuwan, 2011) namely, 1. Persons are caringrtyewvof their humanness, 2.
Persons are whole and complete in the moment, 8wig a person is a process of
nursing allowing for continuous appreciation ofgmer as whole person, 4.
Technology is used to know the persons as whobkbahlursing is a professional
discipline. In this study, nurses’ perception orcHAmological Competency as Caring
in Nursing was measured by the Technological Coammstas Caring in Nursing
Inventory (Parcells & Locsin, 2011). Higher scandicates that the participants had a
high level of perception or agreement with theestegnts of Technological
Competency as Caring in Nursing.

Selected factors refer to a nurse’s age, levalaing education,
length of working experience, continuing educatoa training, and self awareness.
The study determined the nurses’ age, level ofingrsducation, length of working
experience, and continuing education and trainjngding a Demographic Data Form
(DDF).

Age. Age refers to the nurse’s age in years.
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Level of Nursing Education.Level of nursing education refers to the
highest degree of nursing that an ICU nurse hdgplama degree in nursing, a
bachelor degree in nursing or a master’'s degreernsing.

Length of Working Experience. Length of working experienaefers
to the length of services as a registered nurdeegtublic hospitals in Dhaka,
Bangladesh.

Continuing Education and Training. Continuingeducation and
training refers to the education by training iratetl topics in caring in the ICUs such
as short courses and workshops on human caringneaistic care, caring concepts
or caring theory and technologies of human care, et

Self- AwarenessSelf- awareness refers to the perception or
understanding oneself in terms of nurses’ thinkfegling, and behavior in providing
care in the ICU. Self-awareness consists of twoedisions: Private self-awareness
and public self-awareness. Private self-awaremdsssian affinity to focus on
internal aspects of the self such as thinkingjrigeland acting, and public self-
awareness is a tendency to express on the extebsatvable aspects of the self to
others such as attitude, behavior, talking, anacSelf-awareness was measured by
the Nurses’ Self-Awareness Questionnaire (NSAQxWhvas developed by Daodee
(1994), and translated into English language byrahakul (2011). The 20 items
NSAQ consisted of two aspects of self-awareness.pFivate self-awareness (items

1-10) and the public self-awareness (items 11-20).
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Scope of the Study

This study was conducted at the ICUs in tertiavglg@ublic hospitals
in Dhaka, Bangladesh. The data were collected dulamuary to February, 2014
from 120 nurses working in the ICUs. The aim of shedy was to explore the nurses’
perception on Technological Competency as Caridursing and its related factors
including nurses’ age, level of nursing educatlength of working experience,

continuing education and training, and self awassne

Significance of the Study

The following statements indicate the significant¢his study:

1. This study can provide evidence-based datarofgan the ICUs for
the nursing profession in Bangladesh. The datheperceptions on Technological
Competency as Caring in Nursing and its relatetbfaccould be useful for hospitals
in planning to improve and develop caring in nugsim Bangladeshi ICUs.

2. The results of this study could be served aslimesdata for further

study regarding Technological Competency as Caniigursing.
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CHAPTER 2

LITERATURE REVIEW

The study aimed to examine Technological Competasadgaring in
Nursing as perceived by ICU nurses and its reltetrs in Bangladesh. To gain
understanding in relation to each variable of stigly, this chapter presents literature
review on the following topics:
1. Overview of Nursing in Bangladesh
1.1 Nursing Organization
1.2 Nursing Discipline
1.3 Nursing Profession
2. Caring in Nursing in ICU
2.1 ICU Context
2.2 Nurses’ Caring in ICU
3. The Theory of Technological Competency as Canrgursing
3.1 Perspective of the Theory of Technological Cetepcy as
Caring in Nursing
3.2 Assumptions of the Theory of Technological Cetepcy as
Caring in Nursing
3.3 Significance of the Theory of Technological Guatency as
Caring in Nursing in ICU
3.4 Measurement of Technological Competency asnG ani
Nursing

4. Factor Relating to Nurses’ Caring in ICU



4.1 Age
4.2 Level of Nursing Education
4.3 Length of Working Experience
4.4 Continuing Education and Training
4.5 Self-Awareness
4.5.1 Definition of self-awareness
4.5.2 Dimensions of self-awareness
4.5.2.1 Private self-awareness
4.5.2.2 Public self-awareness
4.5.3 Measurement of self-awareness

5. Summary of the Literature Review

15



16

Overview of Nursing in Bangladesh

This section presents nursing in Bangladesh reggumlirsing

organization, the discipline of nursing, and thesmg profession.

Nursing Organization

The nursing profession in Bangladesh has been aeghby the
Directorate of Nursing Services (DNS) under the ity of Health and Family
Welfare. The Bangladesh Nursing Council (BNC) ratgs registered nurses,
midwives, and assistant nurses. The standard muesincation and nursing practice
is the main goal of the Bangladesh Nursing Couifitie BNC provides nurses
registration; sets nursing curriculums, and orgasizational nursing examinations for
student nurses. The BNC committee members have &kae initiative and argued
that nurses necessary to take advanced and pasitesér improving nursing care

quality and to achieve better health outcomes (BROZ12).

Nursing Discipline

The first nursing institute was established in 184Dhaka Medical
College Hospital, Dhaka, and was run by a few ststt@rs and staff nurses from
Madras, India. There are 38 public and five privaiesing training institutions in
Bangladesh. The private training institutions offggloma, bachelor, and master’'s
level education similar to the public institutiddnly one college of nursing offers a
two-year Bachelor in Nursing Science (B.Sc.) fagistered nurses. There is no

available public institute for master’s level ediima for nurses in Bangladesh
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(Berland, Richards, & Lund, 2010). In Bangladesle, students are able to apply for
admission to nursing training institutes after pagshe Higher Secondary Certificate
(HSC) examination. A student has to complete a-f@ar diploma in nursing which
includes one year studying midwifery or orthopadiaursing; a complete
Bangladesh Nursing Council (BNC) licensing examorafollows. A nurse is a legal
practitioner while she is registered with the BNKaifran, 2009).

In Bangladesh, there is no distinction betweetCihnurse and a
nurse in other settings. Nurses use several kihddvanced technologies in the ICU.
Notably, only 36% of nurses have been trained odicpulmonary resuscitation, as
per a survey report by Faruque (2010). In additibe,Intensive Care Society has
recommended that 25% of nurses should seek a fayuadification in regards to
intensive care; and basic life support (BLS) tnagnis mandatory for all levels critical
care nurses (O’Riordan & Galley, 2003). Thus, Ibgical to state that ICU nurses in
Bangladesh have a limited background in criticaéc¢a contrast with nurses in other

countries.

Nursing Profession

At present, there are approximately 22,000 regsteurse and around
15,000 of them are in service in different pubkahh division (World Health
Organization, 2009). The Bangladeshi nurses wedewhiforms and different color
belts to recognize their professional senioritynjaa, 2009). It is necessary for
registered nurses to renew registration everyyeass to maintain their nursing

license (Uddin, Islam, & Ullah, 2006).
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Inadequate training, poor payment, lack of profasai respect, and a
nursing shortage are the main barriers to the dpwetnt of the nursing profession in
Bangladesh (Berland, Richards, & Lund, 2010). Im@adesh, the nurses’ promotion
system is still based on seniority; not on theradional qualifications and
competency level. All nurses are answerable ttdspital director, head person of
the department, nursing superintendent, and alfwetaursing supervisors. The
nursing supervisors are responsible to make theesuwork schedule (roster), and
supervise their daily activities. The nursing sugendent occasionally visits the
ward and monitors the nurses’ work performance. &ones nurses’ activities are
supervised by the head of the department in eacth (zaman, 2009).

Currently, the government of Bangladesh has isg@ahe nurses’
pay scale. The government of Bangladesh has talmar sitiative to upgrade
nursing education standards by revising the educatirriculum with the
International Council of Nurses (ICN), and formelaarious training facilities at all
nursing levels in regards to quality health outceniéde prime minister stated in a
speech that “the nursing profession would be thigraged to world standards by
enhancing the nurses’ social dignity” (The DailpiSas cited in Berland, Richards, &

Lund, 2010).

Caring in Nursing in ICU

Caring has been described as the moral ideal sfmrgi{Watson,

1985), with many approaches to defining and anaty#he caring in nursing

literature (McCance, Mckenna, & Boore, 1999). Caimthe ICU has also been
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described as a process, as critical care nursesausg emotions, knowledge and
actions to meet the needs of critically ill patee(Bush, & Barr, 1997). This section
describes, in detail, caring in nursing in the 1@d,ICU context, and how nurses care

in the ICU, both in other countries and in Bangkide

ICU Context

In other countries

In the late nineteen fifties, the ICU was firstaddished in the United
States of America. Since then, many ICUs have eedergpidly in many countries
(Dudley, 1987). According to Ewart et al. (2004 1CU is procedure oriented
namely, complex decision making involving the patisesuch as, assessing patients,
supporting the vital organs function, treatmenti@an systems failure, and
maintaining the patients’ condition as normal.

In Bangladesh

In Bangladesh, the ICU was established in the $880 in the
National Institute of Cardiovascular Diseases (NIJViospital, Dhaka. According to
a survey report (2007), there were about 700 IClspband one bed for every
hundred general beds in Bangladesh. There are 46d@Us in Bangladesh, and
among them, 27 (68%) are multidisciplinary, 7(18&Us, 5 (12%) cardiac surgery,
and 1(2%) are in neurology. Ninety percent of IGUs located at the tertiary level in
Dhaka, and 60% have attached mechanical ventildtimety two percent of ICUs
have a nurse-patient ratio of 1:2, and 36% of rauage trained on cardiopulmonary

resuscitation (CPR) (Faruque et al., 2010).
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There have been some distinctions in developindatiéties within
the ICUs of Bangladesh regarding the competensias;tures, and medical
technologies. Sixty-four percent of ICUs are ruraibgsthesiologists who hold the
head position in the ICU, and 85% of facilities apen units as opposed to 15%
which are closed units. The Critical Care MedicBueiety (BSCCM) of Bangladesh
was established in 2009, aiming to enhance critas¢ medicine; expanding the
number of ICUs, ICU beds, and increases the tramaopower for delivering critical
care competently across the country. In 2009, ti toaining workshop on critical
care nursing was pioneered at the ICU in BIRDEMpitay Dhaka (Faruque, 2010).

In the ICU, a qualified intensivist performs genessessment of the
patients and takes therapeutic decisions to mathageatients in critical condition.
Sometimes the ICU patient requires noninvasiveiavassive monitoring. For
patients’ recovery, it is necessary to obtain tiffei@nt specialties opinion, such as,
cardiology, nephrology, pulmonology, infectiousedises, neurosurgery, vascular
surgery and so on while the patient is sufferirgrfmulti organ failure. Thus, ICU
patient management becomes team work with diffespatialties and the intensivist

plays a vital role as a leader of the team (Farug00).

Nurses’ Caring in ICU

In other countries

Critical care nursing is the specialty of nursihgttfocuses on the care
and treatment of critical patients (Canadian Assomn of Critical Care Nurses
[CACCN], as cited in William et al., 2001). In th@&U, the patients’ condition can

change very rapidly and unpredictably, thus thes@esineed to hold and constant
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observation of patients which includes invasivenhagynamic monitoring,
mechanical ventilation, and using drug infusionaitiian, 1992).

According to Leininger (1988), caring is the sofiharsing. But it is
concern that technology could distract the realmmepof nursing and might diminish
the relationship between the nurse and the patidmgh technological environment.
Leininger also expressed that a professional nuaséigity often seems to be
uncaring when caring is combined with technology; dcompetent nurse uses
technology in their routine activities that couédlect their caring in the ICU
(Leininger, 1988). In addition, nurses, in a rethx@anner, assess the patients by
asking their history and touching the body, andhcathe patient as like a human
beings rather they focus on patients’ diseasentdolgical demands of patient while
they busy to collecting data from the machine tedbgy (Almerud, Alapack,
Fridlund, & Ekebergh, 2007; Locsin & Kongsuwan, 201

From the literature review, there were many stuthas explored
nurses’ caring in ICU settings which were condudtechany countries. McGrath
(2008) explored critical care nurses’ experiencearing in a technological
environment in Ireland. The findings concluded tieghnology has both advantages
and disadvantages for critical care nursing. Ldehsg technology can support the
lives of critical patients and bring experiencedses close to patients and their
families.

One study conducted by Wilkin and Slevin (2004)lergx the
meaning of caring with twelve ICU nurses. Semi-cuced interviews were used to
collect data. The results concluded that the npasgcipants expressed the

importance of caring. They described caring asoagss which involves feeling;
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together with professional knowledge, competenied,skills in nursing. It is a basic
component holistic human care to meet the patemdsrelatives individual needs.

In addition, O’Connell and Landers (2008) conducexdudy in
Ireland with 40 ICU nurses and 30 relatives oficaitpatients to compare the
perceptions of nurses and relatives of criticdllpatients with the importance of the
caring behaviors of critical care nurses. The teselvealed higher values on caring
behaviors in both groups of participants which destated technical competence,
and the altruistic and emotional aspects of caring.

In England, Crocker and Timmons (2009) conductedtanographic
approach with the participation of 12 critical cargses to explore the meaning of
critical care nurses of technology which is rela®eveaning from mechanical
ventilation and how the nurses use technologyeir practice. The findings
concludes that the new nurses’ attention only anecoloser to weaning and treat
weaning as a ‘medical’, and medical doctor movanetogy to them whereas the
expert nurses perceived the importance of techyaod used technology as a caring
instruments or as a nursing technology in theictica. Kongsuwan and Locsin
(2011) explored the experiences of Thai nurseswhg for patients who were
depending on life-sustaining technology in the 8aitThailand. Eight ICU nurses
were interviewed. This study concluded that theeeigmce of caring was valuing
technological competency to care instead of feahisgcure when using technology
in their care

In Bangladesh

Nurses play an important role toward the recovéryritical patients.

The ICU nurses are more motivated than general warskes (Berland, Richards, &
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Lund, 2010). Although, there is a lack of evidenegarding the nurse-patient ratio of
ICUs in Bangladesh, practice in the ICU, the nyragent ratio is higher than in
general wards. However, critical patients are stilijeinsufficiently trained staff and
the high cost of medical necessaries. The hosgpithlorities are lax in their support
of the patients’ requirements in the ICUs in thigagion (Nooruzzaman, 2013).

There is no study on caring in nursing in the I@WBangladesh which
is covered in the literature review. The few pstrdies of ICUs were of distinct
features of health care. Faruqg et al. (2010) coteduan audit of intensive care
services in Bangladesh and found that almost all@Js are situated in the tertiary
level hospitals in Dhaka, and most of these arebgutine private sector; the ICU
standards and management strategies varied graatiyher study was conducted by
Faruq et al. (2013) regarding the implementatioaapfsis bundles in all ICUs in
Bangladesh, and result showed that 49.2% of ICi¢ipEtare suffering from severe
sepsis and that was significantly higher than aoesit The resuscitation and

management bundles of sepsis are at the zero level.

The Theory of Technological Competency as Caring iNursing

There are several theories on caring in nursinggfample, the theory
of cultural care (Leininger, 1984) which consistsearned actions, behaviors,
techniques and patterns of care. Next, accordiMjdtson (1985), the theory of
human care, considers caring as the moral idealising where the end is
protection, enhancement and preservation of hungantyl Roach (2002) described

caring as the human mode of being and describéugcattributes in six Cs,
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compassion, competence, commitment, confidencecgamce, and comportment.
Boykin and Schoenhofer (2001) developed the thebNursing as Caring, and
viewed caring is a core of nursing. In additiorg theory of Technological
Competency as Caring in Nursing developed by Lo@5) grounded in the theory
of Nursing as Caring theory (Boykin & Schoenho#001), viewed the expressions
of caring in intensive care that included technglazaring, and nursing. Locsin’s
theory of Technological Competency as Caring indig was adapted to guide this
study. This section clarifies the perspective eftieory of Technological
Competency as Caring in Nursing, assumptions oftteery, significance of the

theory of nurses caring in the ICU, and measureroktiite theory.

Perspective of the Theory of Technological Competeg as Caring in Nursing
Technological Competency as Caring in Nursingnsiédle-range
theory (Locsin, 2005) that emphasizes a good ozlahip between technologies and
caring in nursing and reflects the nurse and paé&epectations. The author has
mentioned two supporting phenomena in this thedrybeing cared for and (2)
caring for. This study focuses the perceptionsnaigg caring and the importance of
technological competency in the perspective ofngaim an ICU. Locsin (1998)
expressed that some nurses are technically skiliedail to truly know their patients
as a whole person. In contrast, some nurses, véhteelnnologically competent, use
technology as an expression of their routine awi In respect of the theory,
technological competency as caring assists nuosiegts their nursing on

acknowledging the person as whole. Through thega®of knowing persons, the
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patient is known fully as a person and a partidipaicare. In this theory, the process

of nursing is the process of knowing person (Loc2010).

Assumptions of the Theoryof Technological Competency as Caring in Nursing

The Theory of Technological Competency as Caringunsing has
been developed continuously. In the beginning, ttieery had four assumptions
(Locsin, 2005; 2010). Recently, the theorist adoleel more assumption “persons are
caring by virtue of their humanness” (Locsin & Keangvan, 2011; Parcell & Locsin,
2011). Some assumptions are grounded in the assumstf the Theory of Nursing
as Caring (Boykin & Schoenhofer, 2001). The fiveuasptions were as follows: (1)
persons are caring by virtue of their humannesgKiBo& Schoenhofer, 2001), (2)
persons are whole and complete in the moment (Bo§Kschoenhofer, 2001), (3)
knowing a person is a process of nursing allowoargcbntinuous appreciation of
person as whole person, (4) technology is useadavkhe persons as whole, and (5)
nursing is a professional discipline (Boykin & Sehbofer, 2001). These
assumptions provided the structural perspectivasitfiuence the nurses’ view on
caring practice.

1. Persons are caring by virtue of their humannBsis. assumption
emphasizes on the understanding that all humamgbeire caring in their
characteristicdn this assumption, ‘persons are caring’, is stddie integral to the
practice onursing profession and it shows that caring is pabieing human.

2. Wholeness is the philosophical perspectivedhatvs nurses to

recognize human beings as a person and complatenoment.
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3. Knowing a person is a process of nursing allgvénd appreciating
the person continuously. Nursing is a process ohgavhich forms to know persons
as whole. In nursing, knowing a person means shpimtentionality in care,
appreciating patient values, celebrating and supypthe patient with consideration
of the four patterns of knowing are empirical, e#thj aesthetic and personal knowing.

4. Technology is used to know the persons as whalesing as a
knowing process, though technological competencymsidered a vital aspect for
nurses to know the patient with the perspectiviewd caring in nursing. Instrument
technology provides patient data and could be betpfunderstand the complete
picture of a person. However, nurses’ technolodtcalwing is essential in knowing
persons as whole in the moment.

5. Nursing is a professional discipline, offeringraque perspective

and a distinct way of viewing phenomena which ftatiés wellness of a person.

Significance of the Theory of Technological Competey as Caring in Nursing in
ICU

Machine technology is developed to cure the patientritical
condition with safely, efficiently, and effectivellf covers the extensive area of
treatment of critical patients (Almerud, Alapackidiund, & Ekebergh, 2007).
Technological management has emerged as a mainoc@mipof an ICU nurse.
Nurses need to be adequately prepared to meeidteasing demands of patients in a
life-threatening condition (Browning, 2010). Therses use ICU technology to assess
the patients’ conditions and get information asspblpgical parameters (Alasad,

2002). However, ICU nursing includes technologynpetency, and caring. In this
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aspect, the nursing profession emphasizes andsatdagpinology as a relevant and
influential tool in nursing care. The challengaedhnology is the greatest for caring
in nursing in ICU (Bernardo, 1998) and quality afe (Barnard, 2000). In contrast, as
technology increases in the health care environntlens$ the author Macleod (as cited
in Musk, 2004) is concerned about the complexitpufing practice and stated that
technology could broaden the distinction betweeas@and patients. According to
Ying, Kunaviktikul, and Tonmukayakal, (2007) in ptige in the ICU, where
technology and nursing are constantly changingnthises are required to perform
caring with greater competency in this situatiom@y Kunaviktikul, &
Tonmukayakal, 2007).

However, the theory of Technological CompetencZasng in
Nursing (Locsin, 2005) is developed to guide the K@irses in caring by using
technology competently to know persons as wholestiaged live experiences
between the nurse and the one nursed in resppobfeissional discipline. The
Theory of Technological Competency as Caring indig allows nurses to achieve
competence to know the patients as whole whengheyde nursing care in critical
care settings. The ICU nurses will not see thelmieg nursed as an object of care;
rather see the one being nursed as a participaatrér The patients’ hopes, dreams,
and aspirations are known and responded to byraffg, supporting and, cerebrating
these (Locsin, 2010). Technologies as instrumamds@ols such as ECG, vital signs
machine will be used to know a patients’ data paraof person or object. However,
a nurse’s activity to know persons competentlyiss ased in the process of knowing.
Thus, the person is known as a whole person. litiaddthis theory explains the

process of nursing which includes four phases ofidkng, designing, implementing,
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and verifying (Locsin & Kongsuwan, 2011). ICU nwssmE&n use these processes in
their nursing process to care for critically illtigats and their families in order to

achieve competent nursing practice and maintainamunealth and well-being.

Measurement of Technological Competency as Caring iNursing

The original TCCNI was 30 items (Locsin, 1999)2Bi1, Parcells
and Locsin revised the original TCCN and finallyapted 25 items based on experts’
suggestions. The response format for 25 items wgasmbhanalogue scale anchored left

by “Strongly Disagree” and right by “Strongly Agrée

v
STHOMGLY DISAGREE STHOMGLY MGREE

TCCNI was developed to measure Technological Coemggtas
Caring in Nursing based on the five assumptiontb®theory. The Scale-
level Content Validity Index (SCVI) of 25 items wa®96. This measurement allows
nurses to consider their practice within their amvironments, and assist them to

maintain and improve their practice.

Factor Relating to Nurses’ Caring in ICU

From the literature review, several factors aratesl to caring in

nursing in ICU. Detailed descriptions of each faeie as follows:
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Age

A few studies found that nurses’ age had a sigmiti@ssociation with
their self assessed level of caring competencedtdgr, Isoaho, Leino-Kilpi, &
Kaira, 2004; Salonen, Kaunonen, Meretoja, & Tarld@Q7). The aged nurses will
have more adaptability in managing many criticalaions than younger. According
to Benner, Tanner, and Catherine (1992), the navicses have less clinical

management skills than older nurse.

Level of Nursing Education

Nursing education is essential to nursing. An etketaurse has
systematic thinking and can utilize skills and kilenlge to manage critical patients
better in comparison to a nurse with lower educefiaila, Ahmed, & Mojahed,
2011). Singleton (as cited in Huryk, 2010) statest the ICU nurses must have
higher education than in other units in hospitalh&y perform their responsibilities
with the most critical patients in a high technabadenvironment. Higher educated
nurses can provide accurate information to thesptgiabout their condition,
treatment and nursing care. In this regard, nuessgsire higher education to provide
care to critical patients. According to the Tri-@a for Nursing (2010), a highly
educated nurse can implement safe, effective gataee. Studies have proved a
significant correlation between higher levels ofginig education and competent

practice in the ICU (Cho et al., 2008; Laila, Ahm&dMVojahed, 2011).
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Length of Working Experience

Lengthy working experience can help the nursesidemvtheir vision
when taking care of patients (Orem, 1995). Nurses work for long periods of time
beside patients may learn during practice (Clark&il&en, 2003). Studies have
proved that a nurse’s knowledge, perception, ape®ance are gained through their
time of experience (Laila, Ahmed, & Mojahed, 205hjonen, Kaunonen, Meretoja,

& Tarkka, 2007).

Continuing Education and Training

Nursing care related workshops and training makentirses more
conscious and eligible (Barriball, While, & Norm&lr§92). However, continued
nursing related training is a very effective practsincrease skills and understanding
of specific things which are essential for the ogtate care of the patient (Huggins,
2004). According to the Department of Health (20@1}he ICU, most of the patients
are in critical condition and require frequent aiag to their treatment pattern, so the
nurses are required to obtain evidence based peactiminimize the patient’s life
risk by attending continuous education classespaograms (Department of Health,
2001). Studies have revealed that ongoing educandrtraining of nurses can greatly

impact on their caring practice (Hind et al., 19Bi@ggins, 2004).

Self-Awareness
Self- awareness in nursing refers to how well thieses understand
themselves, their strengths, weaknesses, belidfsanes in order to better deal with

their patients. Nurses need to be able to empaitithetheir patients and treat them
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with a high level of attention; they have to bd-seVare. The nurses are able to adapt
to, and positively change their attitudes and astmhen they are self-aware and also
understand how persons treat them, hence imprdkegurse-patient relationship
(Freshwater, 2002). Improved caring depends oresusvn self-understanding.
They cannot help others until they are clearer attmmselves (Burnard, as cited in
Jack & Smith, 2007). Self-awareness has come terdbe notion of an intrapersonal
process of innovation of self. It is a basic humsagj rational threads-undergirding
for professional nursing (Rogers, as cited in EttkiButcher, 2010). Self-awareness
helps to improve dual performances. It is an essdattor to develop management
capacity in a technological environment (Burna@B8; 2008; Jack & Smith, 2007).
There was a significant correlation between nurself‘awareness and caring
behavior (Daedoo, 1994; Prompahakul, 2011).

Definition of self-awareness

The real concept of self-awareness was pioneeré&ubyard (1998),
who articulated that self-awareness is one’s owndghts, feelings, and behaviors and
is not limited in itself. A nurse needs to formedationship with her patient in order to
recognize herself as a nurse of the patient. Sedi@ness is a ‘finite, rational, and
self-motivated thing which displays consistencyhwiself and across contexts and
time’. Nurses’ self-awareness is commonly refeteeds nurses’ insight, which
describes the patients’ acknowledgement of hissoolwn strengths and limitations,
and state the ability to understand the charadtgood or bad events and given value
to solve it (Eckroth-Bucher, 2010).

According to Parks (1997), self-awareness is a taganing to be

aware of the rhultisensorial” inner dialogue, conscious and unsoious thinking,
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emotions, spontaneous visualizations, and somateesg experiencedt is not a
physical “thing,” but is absolutely intangible inubstance”(Parks, 1997)Self-
awareness combined with the external reality andriexperience (Prigatano &
Schacter, 1991). Self-awareness comes from segfhtssand presence knowingly to
guide individual behavior; it is an essential elatte make an affirmative
interpersonal relationship (Eckroth-Bucher, 2010).

Dimensions of self-awareness

According to Buss (1980), there are two dimensmirself-awareness:
1) Private self-awareness and 2) Public self-avesgn

1. Private self-awareness

Private self-awareness is the inner and persoaalres of one’s self
and it relates with personal perspectives, suchesorization, feelings of physical
joy, and or pain. Strengthen emotional responseificlation of experienced
knowledge to others, and more intense personatiatda of behavior are the positive
outcome of self-awareness individuals (Hull, 20@fjvate self-awareness, for a
nurse, results from his or her behavior and thatcceeflect their personal attitudes
during practice (Froming, Walker, & Lopyan, 1982).

2. Public self-awareness

Public self-awareness is the self attention of eelf characteristics
that is presented to others by their behaviory tia¢king, and their action (Hull,
2007). According to Froming, Walker, and Lopyan82) public self-awareness is
the awareness of oneself from the imagined pensgeat others, and concentration

of the public self-awareness may benefit to becgmaineliable person to the society.



33

Measurement of self-awareness

There are several tools to measure self-awareGes®ern and Marsch
(2001) developed the situational self-awarenede $885AS) to quantify the level of
public and private self-awareness. It is a relia@spect ordered scale that is helpful to
notice the discrepancy between public and privelfeasvareness. Daodee (1994)
developed the Nurses’ Self-Awareness Questionit\Q) to examine nurses’
self-awareness in caring terminally ill patienteeTresult revealed that the nurses,
who have higher score of self-awareness, will Hagber caring behavior in working
with terminally ill patients. In 2011, Prompahakxédnslated the NSAQ from Thai
language into English used to measure nursesasefeness in caring the dying
patients.

The NSAQ had shown adequate validity and relighifitthe previous
studies. The internal consistency reliability w8 (Daodee, 1994), and .84
(Prompahakul, 2011). The result had found thatesiperceived a high level of self-
awareness for caring dying patients in a provinoeapital, southern Thailand.
However, the current study used the NSAQ Englishgiated version to assess the
ICU nurses’ self awareness in Bangladesh. Bec#lusepol was appropriate within
the healthcare context and ICU nurses practiceaimgiadesh. The NSAQ is a twenty-
item self-report instrument that measures the lef/pkerception of knowing and
understanding of one’s self. In present study I$84Q, to measure the nurses’ self-
awareness within two dimensions, namely privateagareness and public self-
awareness (10 items in each dimension). Privateagareness (item 1-10) and
public self-awareness (item 11-20). There weretempositive statements (items 1-

8, and 10-19) and two negative statements (itearsd®20). The subjects were asked
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to rate their self-awareness on a 4 point scalgimgrfrom 1 (disagree) to 4 (strongly
agree). The score of negative statements was ex/evs! (disagree) to 1 (strongly

agree).

Summary of the Literature Review

Health care services in Bangladesh are progrestheggovernment of
Bangladesh has provided supports to improve thitgod health care services,
including nursing educations. Current nursing etlonan Bangladesh includes the
diploma in nursing and the bachelor of nursing degm addition, the nursing
profession is promoted by the government. Howex@antinuing education and
training are limited in scope.

Intensive care nursing is the specialty of nursiregd focuses on the
care and management of patients by using mediclahtdogies. In this respect, the
nursing profession adapts technology as a relevashinfluential tool in nursing care.
Locsin (2005) developed the theory dethnological Competency as Caring in
Nursing which focuses nursing on a person and the proaesarsing is knowing
that person. Technologies and care activities asgyd by the nurses and used to
know the person as whole in the moment. These wasddst the nurses to see the
patients not to be an objectification, rather affirg, supporting, and cerebrating their
hopes, dreams, and aspirations as whole persosi(L.&005). Based on review
literature, some factors were related to nursesqgeions to caring behaviors; such
as age, level of nursing education, length of waglexperience, continuing education

and training, and nurses’ self-awareness. Nurgdfsasvareness is considered as the
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most closely related factor to perception of cabedavior. Some studies examined
nurses’ self-awareness by using NSAQ. However, fiteerliterature review, there is

no study about caring in an ICU in Bangladesh astlidy using TCCNI.
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CHAPTER 3

RESEARCH METHODOLOGY

This chapter describes theaesh methodology used in this study. The
details of research design, research methodologyhiimg the population and setting,
sample and sample size, sampling technique, insintation, ethical considerations,

data collection, and data analysis are presented.

Research Design

A descriptive, correlational design was used tarwera (1)
Technological Competency as Caring in Nursing asgieed by ICU nurses in
Bangladesh, (2) the relationship between selectetis, including nurses’ age, level
of nursing education, length of working experiermntinuing education and
training, and self-awareness and Technological Gemey as Caring in Nursing as

perceived by ICU nurses in Bangladesh.

Population and Setting

In Bangladesh, the hospitals are classified inteehevels based on
location. Sub-district hospitals are consideregranary level, district hospitals are
secondary level, and divisional hospitals aredeytievel. There are approximately
400 registered nurses working in ICUs includingpaiblic and private hospitals in

Bangladesh (R. Howlader, personal communicatiowveNtder 17, 2013). According
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to Faruq et al. (2010), ninety percent of all IG8angladesh were classified as
tertiary level based on their location. In thisdstuthe data were collected from all
nurses who worked in ICUs at the tertiary levellmubospitals in Dhaka,

Bangladesh.

Sample and Sample Size

Sample

The following inclusion criteria were used to ratparticipants who
were registered nurses and: (1) had earned atdehptoma in nursing or a higher
gualification, (2) were working in ICU in tertiatgvel public hospitals, Dhaka, (3)

agreed to participate in this study.

Sample Size Estimation

According to the study design, the estimated nurobgarticipants
was determined by power analysis. The necessargleaize was estimated at the
level of significanced) of .05, which was the accepted minimum level of
significance. The 0.80 was a conventional stanttarthe power of the test (Polit &
Beck, 2012, p. 425). The medium effect sig&€ 0.37) found in the previous study
(Prompahakul, 2011). Due to the difference of stooiytext and setting, the
researcher decided to take a smaller effect sizealoulation. In this study, the effect
size of 0.25 was used for calculating sample &iztg these parameters, the
estimated sample size was 123. However, there Wwastad sample in ICU at

tertiary level public hospitals in Dhaka, Banglduas there are only 120 ICU nurses
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at this level. Therefore, the researcher had takel?0 ICU nurses as a sample in this

study.

Sampling Technique
There was limited sample in ICU at tertiary levabpc hospitals in
Dhaka, Bangladesh. Thus, all of 120 nurses inléwsl who met the inclusion criteria

were included in this study.

Instrumentation

A set of questionnaires was used in the study stingiof three parts.
Part I: Demographic Data Form (DDF), Part II: Teglogical Competency as Caring
in Nursing Inventory (TCCNI), and Part Ill: Nurseself-Awareness Questionnaire

(NSAQ). The details of each part were presentdadlbmsvs:

Part I: Demographic Data Form (DDF)

This part consisted of seven items which were agpel by the
researcher in order to get information about thesesl demographic characteristics
including age, gender, religion, marital statuseleof nursing education, length of

working experience, and continuing education aanhiing.

Part II: Technological Competency as Caring in Nursing Invetory (TCCNI)
This study used the Technological Competency am@ar Nursing

Inventory (TCCNI) to examine Technological Competeas Caring in Nursing as
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perceived by ICU nurses in Bangladesh. The revise@NI (Parcells & Locsin,
2011) consisted of 25 items, categorized into $ivb-scales based on five
assumptions of the theory: (1) persons are cayngrtue of their humanness (items
4,5, 15, 21, 23), (2) persons are whole and caimphethe moment (items 11, 18,
24), (3) knowing a person is a process of nursilogvang for continuous appreciation
of person as whole person (items 7, 12, 14, 1619720, (4) technology is used to
know the persons as whole (items 2, 6, 10, 13),(&8ndursing is a professional
discipline (items 1, 3, 8, 9, 22, 25). The fivetstaents of the rating scale were as
follows: 1 = strongly disagree with the item staés) 2 = disagree with the item
statement, 3 = neutral, 4 = agree with the itenrestant and 5 = strongly agree with
the item statement.

The mean scores were interpreted generally sathagh score
indicates the perception score of the nurses sstudy, in that they have high
agreement with the statements of Technological Gemzy as Caring in Nursing. It
can be inferred that the nurses are practicingngan the ICU through the lens of the
theory of Technological Competency as Caring indMy. A low score indicates the
perception score of the nurses in this study shgwiat they had low agreement with
the statements of Technological Competency as GariNursing. It can be inferred
that the nurses are not practicing caring in thé terough the lens of the theory of
Technological Competency as Caring in Nursing. tfshe TCCNI was permitted by

the developers (Appendix A).
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The scoring criteria and score interpretation aréodows:

Scoring Criteria

Strongly disagree with means the participant does not agree with the
the item statement (1) statement at all

Disagree with the item means the participant does not agree with the
statement (2) statement

Neutral (3) means participant neither disagreesagoees

with the statement
Agree with the item means the participant agrees with the statement
statement (4)
Strongly agree with the means the participant agrees with the statement

item statement (5) to a considerable extent

Score Interpretation

The total mean score and subscale scores wereadiuitb three levels

as follows:
Score Level of perception on TCCNI
1.00 - 2.33 Low
2.34 - 3.66 Moderate
3.67-5.00 High

Part lll: Nurses’ Self-Awareness Questionnaire (NSA)
The NSAQ, was developed by Daodee in Thai lang(a@@4), and

translated to English language by Prompahakul (RGiid was used to assess ICU



41

nurses’ self-awareness. The NSAQ had shown adeyabdigy and reliability in the
previous studies. The internal consistency religbitas .80 (Daodee, 1994), and .84
(Prompahakul, 2011). The NSAQ is a 20 items s@breinstrument which measures
nurses’ perception on knowing and understandingehehen providing care of
patients. The scale was designed to measure twendions of nurses’ self-
awareness: private self-awareness and public selfemess. Each dimension consists
of 10 items. Two dimensions of a nurses’ self-awass were measured: private self-
awareness (item 1-10) and public self-awareness (it1-20). These two dimensions
consisted of 16 positive statements and 4 negatatements. However, in this study
the researcher changed the two items (item 4 apchtt®positive items because the
participants did not understand when the statemvaatin a negative sentence.
Eventually, the questionnaire contained 18 posites and 2 negative items.

The participants were asked to rate their percepifeeach item that
measured self-awareness on a 4-point scale rafrgimgl (disagree) to 4 (strongly
agree). The score of negative statements weresed¢o be comprised between 4
(disagree) and 1 (strongly agree). The total sobeenurses’ self-awareness ranged
from 0-80. Permission was obtained by the reseafotia the author of the English

version of the NSAQ (Prompahakul, 2011) to usettho$ in this study (Appendix A).
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The scoring criteria and score interpretation aréodows:
Scoring Criteria
Disagree refers to the participant dassagree with the
statement at all
Neutral refers to the participant neither disagneor agrees
with the statement
Mostly agree refers to the participant agreeh thie statement
Strongly agree refers to the participant agreés thre statement to a

considerable extent

Score Interpretation

The total mean score and subscale scores werernetted in the

following:
Score Level of self-awareness
1.00 - 2.00 Low
2.01-3.00 Moderate
3.01- 4.00 High

Validity and Reliability of the Instruments

Validity of the Instruments
The TCCNI was developed by Parcells and Locsin 1284 measure

Technological Competency as Caring in Nursing. p$ychometric evaluation of
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validity and reliability of TCCNI was also testeg Barcells and Locsin, (2011). The
item content validity was 0.96. Since, the instrabreflects the views of subjects in
the United States of America, a test of the vatidiid reliability of the TCCNI was
advised for using in other countries (Parcells &4ia, 2011).

In addition, the NSAQ was primarily developed asddiin Thailand
(Prompahakul, 2011); it was required to check thraent validity of the NSAQ for
cultural relevancy in the context of Bangladesipahkel of three experts from
Bangladesh (Appendix B) tested the clarity, cultveéevancy, and language
appropriateness of the Demographic Data Form, @€N1 and the NSAQ.

The experts agreed with the items in the instrumdtbwever, an
expert commented that the second scoring critériaeoNSAQ would be ‘neutral’
instead of ‘slightly agree’. Since, the statemerfitslSAQ scoring criteria for
“slightly agree” was as “the participants neitlttsagree nor agree” (Prompahakul,
2011) which is most appropriate to use as “neutidte instrument was therefore

revised.

Translation of the Instruments

The original versions of the TCCNI and the NSAQ &vier English. In
this study, both instruments were translated ineoBengali version using the back
translation procedure (Sperber, Devellis, & Boekdéed 994). In this approach, the
first translator translated the instruments from Emnglish version into the Bengali
version. Then, the second translator translate®émgali version back into English.

Finally, the two English versions were comparealtlird translator who checked
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the appropriate meaning and ensured the equivatdribe two English versions (The

name list of translators was attached in Appendix C

Reliability of the Instruments

The pilot study was done at the Bangladesh InstivfiResearch
Rehabilitation in Diabetes, Endocrine and MetabDisorders (BIRDEM) hospital,
Dhaka, Bangladesh. The internal consistency réitiglif the TCCNI and the NSAQ
in Bengali version was tested by conducting a @taty with 20 ICU nurses who had
similar characteristics with the inclusion criteofthe study. Cronbach’s alpha
coefficient of TCCNI was .83 and the NSAQ was THus, the reliability of NSAQ
was considered as low. So, the researcher conuysvtedegative item questions of
NSAQ into the positive form (item 4 and 19) and dacted the second pilot study of
the NSAQ and TCCNI within another group of 30 ICWses. This revealed
Cronbach’s alpha coefficient of the TCCNI to be a8id the NSAQ at .80. Thus, the
guestionnaires were then reliable. The final t¢dlSCNI and NSAQ) in English

version are shown in Appendix D and Bengalision in Appendix E.

Ethical Considerations

The study was approved by the Research Ethics Ctemmaf the
Faculty of Nursing, Prince of Songkhla Universitjailand and at tertiary level
public hospitals in Dhaka, Bangladesh (AppendiXM#itten informed consent was
obtained from the participants before the dateectithn started. The participants were

reassured that they could refuse to participatkerstudy and could withdraw at any
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time and they were free to ask any question atbeustudy. The confidentiality of the
collected data was maintained. Only the reseamheher advisors were able to

access the data.

Data Collection Procedures

Data were collected from the ICU nurses in tertlamel public
hospitals in Dhaka by using self-report questiorméduring January to February,
2014. The data collection consisted of two phasesparation phase and

implementation phase.

Preparation Phase

1. The researcher submitted the final draft ofgteposal and the
guestionnaire to the Research Ethics Committeaylfaaf Nursing, Prince of
Songkla University, Thailand for ethical consideyatof human rights aspects.

2. The researcher obtained an authorization |&itetata collection
from the Dean of Faculty of Nursing, Prince of SkadJniversity, Thailand.

3. The researcher acquired administrative permrmssam the
Directors of the setting and permission from thedig Superintendent of tertiary
level public hospitals in Dhaka.

4. The researcher prepared a list of nurses bas#tkdnclusion

criteria.
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Implementation Phase

1. The researcher contacted the participants, &pidiaed the
purposes of the study to the participants. Afteendang the explanation, the
participants who agreed to participate in the stwdye asked to sign an informed
consent form.

2. Written informed consent (Appendix G) was obddifrom each
participant after she agreed to participate instiely.

3. The researcher distributed a set of questioesancluding the DDF,
TCCNI, and NSAQ to the participants with the helfNarsing Superintendent.

4. The researcher requested the participants/éeolgick the
completed questionnaire directly to the researcher.

5. The researcher collected the completed questionhy herself.

6. The necessary checking was done to confirmdhgptetion of the
guestionnaires appropriately.

7. The researcher coded the questionnaires toeeasonymity of the

participants, and thanked them for their particgrat

Data Analysis

All data were processed and analyzed with comprtalytical
software. In this study, the data were analyzedsigg the following statistical

techniques:
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1. Descriptive statistics were used for analyziaghdgraphic data
comprising of frequencies, percentages, mean, atdraviation, range, minimum,
and maximum score.

2. Descriptive statistics including frequency, @eatage, mean,
standard deviation were used for analyzing theesand levels of the nurses’
perception on Technological Competency as Caridursing and nurses’ self-
awareness. The levels of the nurses’ perceptioheshnological Competency as
Caring in Nursing and nurses’ self-awareness wetidet! into three levels ranging
from low to high level.

3. Pearson’s product-moment correlation coefficigas used to test
the relationship between three selected factors, agrking experience, and self-
awareness) and Technological Competency as CariNgrsing. The criteria for the
level of Pearson’s product-moment correlation doiefit are described as follows:
High correlation =r > .70, moderate correlationr= .30 - .70 and low correlationr=
<.30(Polit & Beck, 2012).

Before performing analysis, all the necessary apsioms related to
the Pearson’s product-moment correlation coefficregre tested. According to Polit
and Beck (2010), there are four assumptions ofdée& product-moment correlation
coefficient statistics namely, the variables mweselther an interval or ratio level of
measurement, variables must be approximately ntymtributed; there should be a
linear relationship between two variables, and ats®f outliers in the data set. Brief

descriptions of each assumption are stated below:



48

Tests of Assumptions

First, in Pearson’s product-moment correlation ftoeht statistics,
the first assumption is that the two variables havee measured on either an interval
or ratio scale. In this analysis, the researchanemed the relationship between
TCCN and the age, working experience, and self emess where; all the variables
were measured in ratio level of measurement. Téesymption was met.

The second, the variables must be approximateiyaldy distributed.
In order to determine normality, normal Q-Q Plotsvadserved. The data points were
close to the diagonal line that indicates thatd&ia were normally distributed. In
addition, it also determined by dividing the skessmand kurtosis by its standard
errors. These results were also supported the nalistebution as it was within the
range of + 3.

Third, the relationship between two variables stidod linear. In this
analysis to examine the linearity the graphs oftscalots were formed using TCCN
and the age, working experience, and self-awareasessore commonly used
methods of testing the linearity between the vdembrhe scatter plots revealed
relationships between two variables by manifeséing non-random structure in the
plots.

Fourth, outlier has a very large effect on the biéhe best fit and the
Pearson’s product-moment correlation coefficiertticlw can lead to very different
conclusions. Using the same scatter plots and Nysmapecting the graph, no
particular data point was found as outlier. Them&féor conducting Pearson’s

product-moment correlation coefficient, all assummt were met (Appendix H).
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4. As the rest two variables (level of nursing edion and continuing
education and training) did not meet the assumptairiPearson’s product-moment
correlation coefficient. T-test was used to exantireemean difference of nurses’
perception on Technological Competency as Caridursing based on the level of

nursing education, and continuing education anditrg.
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CHAPTER 4

RESULTS AND DISCUSSION

This chapter presents results of the study andisisss the findings of
each research question. The descriptive correlatioay was designed to examine:
(1) Technological Competency as Caring in Nursim@erceived by ICU nurses in
Bangladesh, (2) relationship between selected fa¢tge, level of nursing education,
length of working experience, continuing educato training, and self-awareness)
and Technological Competency as Caring in Nursghgeaceived by ICU nurses in
Bangladesh. Data were collected from 120 ICU nuireas tertiary level public

hospitals in Dhaka, Bangladesh.

Results

The results of this study are presented in threes pa

1. Nurses’ characteristics (demographic data alichemreness)

2. Technological Competency as Caring in Nursingeaseived by
ICU nurses in Bangladesh.

3. Relationship between selected factors (agel theducation,
length of working experience, continuing educato training, and self-awareness)
and Technological Competency as Caring in Nursghgeaceived by ICU nurses in

Bangladesh.
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Nurses’ Characteristics

This part presents Bangladeshi ICU nurses’ demdggatata and their
levels of self-awareness.

Demographic Data

The study recruited one hundred and twenty padids.
Demographic data were analyzed by using frequgrergentage, minimum (Min),
maximum (Max), mean\), and standard deviatioB[). The findings are presented
in Table 1.
Table 1

Frequency and Percentage of Nurses’ Demographia&iteristics (n = 120)

Demographic Characteristics n %

Age (years)

23-31 45 37.4
32-40 54 45.2
41-50 21 17.4

(M =34.70,SD=7.09, Min = 23, Max = 50)
Gender

Female 120 100
Marital status

Single 20 16.7

Married 100 83.3
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Table 1 Continued

Demographic Characteristics n %
Religion
Muslim 77 64.2
Hindu 34 28.3
Christian 9 7.5

Level of nursing education

Diploma 101 84.2
Bachelor 15 12.5
Master’s 4 3.3

Continuing education and training on ICU

caring
Yes 58 48.3
No 62 51.7

Length of working experience (years)

1-10 74 61.7
11-20 34 28.3
21-29 12 10.0

(M =9.72,SD=7.25, Min = 1, Max = 29)

From Table 1, the findings illustrated that the afjparticipants
ranged from 23 to 50 years, whereas, the majorg(4s.2%) of nurses were in
middle adult ranged from 32 to 40 years. All ofrthevere female and the majority of

them were married (83.3%). More than half of theipgants (64.2%) were Muslim.



53

The majority of participants earned a diploma dedB2.2%), 12.5% had a bachelor
degree, and very few participants had earned maskegree (3.3%). Their
professional experience ranged from 1 to 29 ye#&tsaumean score of 9.72 years
(SD=7.25). More than half of the participants (61)#%ad experience as a registered
nurse for 1 to 10 years. Nearly half of the papagits (48.3%) received continuing
education and training by attending workshops amderences regarding caring in

nursing in ICU.

Self-awareness

The NSAQ was used to measure nurses’ self-awarevielss
providing care in ICUNurses’ self-awareness scores were analyzed by tisen
descriptive statistics. The result is presentetahle 2.
Table 2
Frequency, Percentage, Mean, Standard Deviatiomg@&score, and Level of Self-

Awareness (n = 120)

Self-Awareness Score Frequenay ( Percentagef)
Private
Moderate 58 48.3
High 62 51.7

M = 3.11,SD=0.38, Range Score (Min-Max) = 2.00 — 3.80
Public
Moderate 63 52.5

High 57 47.5
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Table 2 Continued

Self-Awareness Score Frequenay ( Percentagef)

M = 3.54,SD=0.27, Range Score (Min-Max) = 2.70 - 4.00

Overall
Moderate 53 442
High 67 55.8

M = 3.32,SD=0.25, Range Score (Min-Max) = 2.35-3.85

From Table 2, the result showed that the majorfifyasticipants (55.8
%) rated overall self-awareness at a high levekreais, 44.2% of the participants
rated their perception on overall self-awarenessrabderate level. The overall mean
score of self awareness was at a high leviet (3.32,SD = 0.25).

For the dimension of private self-awareness, nd&#ttp of the
participants rated at a high level and 48% ratedrabderate level. For the second
dimension, public self awareness, 52.5% of pauwitip perceived a moderate level of
self awareness and 47.5% rated at a high leveubhgpself awareness. The mean
score of private and public self-awareness weeshagh level 1 = 3.11,SD= 0.38

andM = 3.54,SD= 0.27, respectively).

Technological Competency as Caring in Nursing as Reeived by ICU Nurses in
Bangladesh

The perception on TCCN was analyzed by using freque
percentage, and the levels of Technological Conmggtas Caring in Nursingre

presented in Table 3.
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Table 3
Frequency, Percentage, and Levels of Nurses’ PémrepnTechnological

Competency as Caring in Nursing (n = 120)

Level of Technological Competency as  Frequency (n) Percentage (%)

Caring in Nursing

Moderate 2.34 -8.6 54 45.0

High 3.6%.00 66 55.0

From Table 3, the result showed that fifty fiveqeart (55 %) of the
participants in this study reported high level &QN. The result revealed that 45%
of the participants rated moderate level of SCOrEQCN.

The overall mean scores, standard deviation, amtktrel of subscales
of TCCN were analyzed by using descriptive stasstihe result is presented in
Table 4.

Table 4
Range Score, Mean, Standard Deviation, and LeVeélaitses’ Perception on
Technological Competency as Caring in Nursing base®verall and Each

Subscale (n = 120)

Technological Competency as Range Score  Mean SD Level
Caring in Nursing (Min-Max)
Overall 3.08-4.84 4.14 0.34 High

Each Subscale
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Table 4 Continued

Technological Competency as  Range Score  Mean SD Level

Caring in Nursing (Min-Max)

1. Persons are caring by virtue of  2.80- 4.80 4.21 0.36 High
their humanness

2. Persons are whole and complete 2.00- 5.00 4.20 0.53 High
in the moment

3. Knowing a person is a process 2.29- 4.00 3.35 0.37 Moderate
of nursing allowing for continuous

appreciation of person as whole

person

4. Technology is used to know the 3.00- 5.00 412 0.43 High
persons as whole

5. Nursing is a professional 3.00- 5.00 4.16 0.43 High

discipline

From Table 4, the overall mean score of TCCN waslagh level ¢
= 4.14 SD =0.34). The highest mean scores of TCCN of the 1Qk$es were found
on the subscale of “persons are caring by virtu@f humanness’™M = 4.21,SD =
0.36), followed by the subscale of “persons arelevbod complete in the moment”
(M =4.20,SD= 0.53), and the next was “nursing is a professidiscipline” (M =
4.16,SD= 0.43). The subscale of “technology is used tokttze person as whole”
which was ranked the fourth high levl € 4.12,SD= 0.43). The subscale of

“knowing a person is a process of nursing allowmrgcontinuous appreciation of
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person as whole person” was rated at a moderatewath the lowest mean scorl (

= 3.35,SD= 0.37).

The Relationship between Technological Competency &aring in Nursing as
Perceived by ICU Nurses in Bangladesh and Selectédctors

According to the research question; is there dioglship between
selected factors and Technological Competency asd@ia Nursing as perceived by
ICU nurses in Bangladesh? Five factors were saldotéest for relationship. These
factors included (1) age, (2) level of nursing etian, (3) length of working
experience, (4) continuing education and trainarg (5) nurses’ self-awareness.

Pearson’s product- moment correlation coefficieas wsed to
examine the relationship between age, length okiwgrexperience, and nurses’ self-
awareness, and TCCN as those variables were massioenptions of Pearson’s
product- moment correlation coefficient. Howeverdl of nursing education, and
continuing education and training did not meetahsumptions of Pearson’s product -
moment correlation coefficient, since these twaaldes are categorical.

Pearson’s product- moment correlation coefficieas wsed to
examine the relationship between age, length okiwgrexperience, and nurses’ self-

awareness, and TCCHNhe result is presented in Table 5.
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Table 5
Correlation Coefficients Between Three Selecteddfa@nd Nurses’ Perception on

Technological Competency as Caring in Nursing (128)

Selected Factors Technological Competency as Caring
Nursing

r p

Age .08 .93
Length of working experience -.08 37
Self-awareness 42 .01
Private self-awareness 57 .00
Public self-awareness -.01 .86

Table 5 shows that there was a statistically sigguit and moderate
positive correlation between self-awareness angasuperception on Technological
Competency as Caring in NursingH .42, p =.01). The private self-awareness was
also statistically significant and correlated witBCN ( = .57,p = .00).However,
there was no correlation between age, length okiwgrexperience, and nurses’
perception on Technological Competency as Caridursing ( = .08, p= .93 andr
= -.08 p = .37, respectively).

In addition, Pearson’s product- moment correlatoefficient was
used to test the relationship between each dimemdiself-awareness and each
subscale of Technological Competency as CaringuirsiNg. The results were

presented in Table 6.
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Table 6
Correlation Coefficients Between Each DimensioBaf-Awareness and Each

Subscale of Technological Competency as CaringursiNg (n = 120)

TCCN
1 2 3 4 5 Overall
Self-Awareness
Private 15 .30 73 AT 54 57
Public -.05 .10 46 -.25 -.08 -.02
Overall .08 29 81 30 37 A7

" p<.01

Note: 1= Persons are caring by virtue of their haness, 2 = Persons are whole and
complete in the moment, 3 = Knowing a person isogagss of nursing allowing for
continuous appreciation of person as whole pe#en]echnology is used to know
persons as whole, and 5 = Nursing is a professtiseipline.

From Table 6, the result revealed that the overdftawareness was
significantly and moderately correlated with TCAN=(.42, p < .01). Moreover, the
result showed that private self-awareness hasfgignily moderate correlation with
the subscales of “persons are whole and compldéteeimoment”, “technology is
used to know the persons as whole”, “nursing isodegsional discipline”, and overall
perception on TCCNr(= .30, p<.01;r= .41,p<.01;r = .54,p< .01, and = .57,p
< .00, respectively). “Knowing person is a processursing allowing for continuous
appreciation of persons” was significantly and hyglorrelated withprivate self
awarenes§ = .73,p < .01). Moreover, the result showed that only kg a

person is a process of nursing allowing for cordgusiappreciation of person as
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whole” was significantly and moderately correlatath public self-awareness €
46, p < .01).

Nurses’ education levels were classified into tlgerips including
Diploma, Bachelor, and Master’s degree. However niimber of participants based
on each group seems too different: Diploma = 1@khelor = 15 and Master’s = 4.
As there was very a small number for the mastdrsyesearcher made two groups of
nursing education included Diploma, and higher thgsioma (Bachelor, and
Master’s). At-test was done to compare the nurses’ perceptidreohnological
Competency as Caring in Nursing based on the &velirsing education and
continuing education and training. The result issented in Table 7.
Table 7
The Comparison of the Nurses’ Perception on Teduichl Competency as Caring

in Nursing Based on the Level of Nursing Educatios 120)

Source Level of Nursing Education t p-value
Technological Diploma > Diploma
Competency as Caring M SD M SD
in Nursing 414 0.33 4.10 0.37 0.51 .613

From Table 7, the findings revealed that there wersignificant
differences in nurses’ perception on Technologi@inpetency as Caring in Nursing
based on nurses’ education levels including diplomaursing and higher than

diploma in nursing ( > diplomaj € 0.51,p > .05).
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Table 8
The Comparison of Mean Differences Between NuRB&sgeption on Technological

Competency as Caring in Nursing based on Contintidigcation and Trainingn =

120)
Source Continuing Education & Training t p-value
Technological Yes No
Competency as Caring M SD M SD
in Nursing 4.16 0.36 4.11 0.31 0.87 .382

From Table 8, the findings revealed that there wersignificant
differences in nurses’ perception on Technologi@@anpetency as Caring in Nursing
based on continuing education and training andemminuing education and training

(t=0.87,p> .05).

Discussion

This section presents the discussion of the firmloagresponding to
the study objectives of the study and researchtiguss The study examined
Technological Competency as Caring in Nursing &edr¢lationship between
selected factors and Technological Competency asd@ia Nursing as perceived by
ICU nurses at tertiary level public hospitals indRh, Bangladesh. Based on the
findings, three important parts were discusseabBews: (1) nurses’ characteristics,
(2) Technological Competency as Caring in Nursim@erceived by ICU nurses and

(3) relationship between selected factors and Ta@olgical Competency as Caring in
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Nursing as perceived by ICU nurses in Bangladebb.participants were 120 ICU

nurses from tertiary level public hospitals in DagBangladesh.

Nurses’ Characteristics

The nurses’ demographic characteristics are suragthim Table 1.
The findings showed that age ranged from 23 toezg/with a mean of 34.7 years
(SD=7.09), and more than one-third (45.2%) of thesasrages ranged between 32
and 40 years. All participants of this study werméle due to the fact that nursing in
Bangladesh is a female oriented profession (B&#lQ; Latif, 2010).

In regard to education levels, the majority (84.2%6bhe participants
had earned diploma in nursing, 12.5% had graduaitéda bachelor's degree and
3.3% with a master’s degree. Since 2008, apart froenpublic nursing college,
nursing educational institutions only awarded dafifa (BNC, 2006). As a result,
there is rather limited opportunity for nursestiady at a higher level of professional
education. Currently in Bangladesh, a master’s atiturcal program in nursing fields
has not yet been established (World Health Orgéniza2011). In addition to this
lack of opportunity, nurses in Bangladesh have pessision for on-the -job-training
in all fields, including in the ICU (Latif, 2010T.he present study showed that just
over half of the participants (52%) had no fornmalrting on caring patients in the
ICU. This finding was comparable with the survegae conducted by Faruq et al.
(2013).

In this study, 62% of the participants’ working exignce ranged from
1 to 10 years, whereas only 10% had 21 to 29 ydasperience as a registered

nurse since starting work in a public hospital. Wiog experience does not only
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include the years of working experience in ICU4, lbay also include the working
experience in other wards. This study did not deaigpecific question to ask the
years of ICU experience. The result of the nuragsking experience was similar to
other studies in Bangladesh (Islam, 2010; Sick2i@t0). However, those two studies
surveyed the nurses in general wards, not in IGtihgs. Islam (2010) studied
nurses’ knowledge, attitude, and practice regargdnegsure ulcer prevention, and
Sickder (2010) studied about nurses’ knowledgéud#, and practice about the
prevention of surgical site infection in Bangladesh

Regarding the continuing education and trainingrenban half of the
participants (51.7%) did not participate in contimgueducation and training on caring
for ICU patients. This finding affirms that nursasBangladesh have limited
opportunity for advance education and trainingrajtaduated their nursing education
from nursing institutions (WHO, 2011).

In this study, the overall perception of nursedf-aeareness was at a
high level M = 3.32,SD = 0.25).The result was similar with the study conducted by
Prompahakul, (2011) where, Thai nurses’ overalt@ation on self-awareness was
high level M = 3.14,SD = .39). In the present study, nurses’ perceiveti level of
self awareness might have a relation with nursestgived importance or values of
self-awareness during practice in nursing, paridylin ICU. Because, usually the
patients in ICU are critically ill where nurses vag high self-awareness for ensuring
patients’ safety, understanding patients’ feeliagd evaluating patients’ condition or
progress. Nurses’ self-awareness is a dynamicftranative feeling of understanding
one-self which has a profound effect on how nuesgrience another person’s

feelings and humanity (Eckroth-Bucher, 2010). $&areness has long been
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addressed as fundamental for professional nur&oky¢th-Bucher, 2010) and when
nurses are self-aware; they are able to adaptstiyaly change their attitudes

(Freshwater, (2002).

Technological Competency as Caring in Nursing as Reeived by ICU Nurses in
Bangladesh

The result showed that 55 % of the participantsnte a high level
score of TCCN, while 45% of the participants rademioderate level; the difference is
therefore not large. However, the overall meanesocbnurses’ perception on TCCN
was at a high leveM = 4.14,SD= 0.34). This indicates that the participants is th
study had high agreement with the statements of @E€N. It is interesting that
although in Bangladesh, the theory of TCCN is ntggrated into the existing nursing
curriculums; the ICU nurses’ agreement score on NGowed a high level. The
nurses’ high level of perception on TCCN may belation with the existing course
contents of the diploma nursing education. Nursd3angladesh were educated on
Fawcett’s (1984) nursing metaparadigms which inefuderson, ‘ environmerit
‘health, and nursing (Bangladesh Nursing Council, 2006).

In the metaparadigm of nursing, a person is indi&idvho is being
nursed, who must be recognized as a person irr lierdotality (Fawcett, 1984). The
view of a total person is similar with the concepTCCN where person is considered
as a whole person (Locsin, 2005). In the metapgnadif health, it refers to a
person’s wellbeing, which can range from high-leselvellness to terminal illness
(Fawcett, 1984)Congruently, TCCN focuses health on human well gpé€irocsin,

2005).Fawcett, (1984) refers the environment as the gbstarounding the person
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during the period of wellness and iliness that daifect the person’s views, believes
and behaviors. According to Locsin (2013), envirenbrefers to technologically-
demanding world of the human cahat is conducive to human living (Locsin, 2013).
Finally, nursing is a process of diagnosis anditneat of human responses to actual
or potential health problems (Fawcett, 1984). Adowy to Locsin (2005), nursing is a
process of knowing persons as whole through exyserof technology. It seems that
the concepts of nursing metaparadigm, the persgaitth and environment are
interrelated to the concepts of TCCN except “n@g’siitherefore, Bangladeshi ICU
nurses could understand the most of the assumpifonRSCN and had high
agreement with it.

The participants reported high agreement on thenagson of
“persons are caring by virtue of their humanne@d’= 4.21,SD= 0.36). This
assumption reflected that all human beings aregani their characteristics which are
integral to the practice afursing profession (Locsin & Kongsuwan, 2011). The
participants in this study had high agreement enhabsumption, possibly because
this assumption is a general truth of human natwrejans are caring, and morally
grounded. The participants would have learnedpérspective from the ethics of the
nursing profession. There was an evidenced thaesyerception on moral and
ethical behavior help to be accountable for theacpce and to the patients (Jormsri,
Kunaviktikul, Ketefian, & Chaowalit, 2005).

Regarding the second assumptionmérsons are whole and complete
in the moment’the participants’ agreement was at a high leMet(4.20,SD =
0.53) According to Locsin (2001), wholeness is a phifgoal perspective that

allows nurses to see the person as whole persgardiess of a missing body part and
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will not cause them to focus nursing on fixing gexson. This idea of a person might
be commonly known by all nurses. The literaturaeenvfound many articles
presented on this topic (Gottilieb, & Gottilieb,@Q Murphy, & Walker, 2013;
Poggenpoel, 1996; Thompson, & Smith, 2002; Trossih@88). Another similar

term is holism in which often is used in nursindléA, 2014; Clark, 2012;

Drick, 2013). Therefore, the participants in thisdy had this perspective and
understood its value.

The participants rated agreement at a moderatéifetlee assumption
of “knowing a person is a process of nursing allowmgcbntinuous appreciation of
person as whole perso(M = 3.35,SD= 0 .37). This assumption is a significant
principle of the theory of Technological CompeteasyCaring in Nursing. Knowing
a person is a process of nursing: in the procekaafiing a person, the four patterns
of knowing, such as empirical, ethical, aesthetid, gpersonal knowing are used to
know a person as whole continuously in order toraffsupport, and cerebrate
person’s hopes, dreams, and aspirations (Locsit))20he participants might not
have learnt the essence of this specific tendtair hursing course or ongoing nursing
educations. Even though, knowing is one of thengangredients (Mayeroff, 1971)
that nurses may be taught in fundamental nursimm foublished articles (Cook, &
Cullen, 2003; Fusa, Hayama, & Misao, 1997; Meyeithédn, Harwood, Drury, &
Emblen, 2002). It is a basic caring that has soiffierences from the process of
knowing a person as described by Locsin (2005; pOiterefore, the result showed
that the score of agreement on this assumptioratvdee moderate level.

For the assumption dfechnology is used to know the persons as

whole”, the participant agreement was at a high leMet(@.12,SD =0.43). From



67

the perspective of the theory, technology is aretspf care that assists nurses to
know a person. Nurses can use technology in tmesfaf an instrument, a tool, or
nurses’ activities to know the person as whole §imc2005: 2010). This idea might
be understood well by the participants who werekimgyin ICU settings. They might
have good understanding about person’s wholenesgldition, they might know
how technology could be used to assist in knowerggn from their working
experience in an ICU setting. Few studies addregs#dCU nurses used technology
to assess the patients’ data (Dean, 1998; Locsko@&gsuwan, 2011). However, to
know the patient as a whole person, it is incluateh the objective and subjective
data. ICU nurses also were concerned about thesaaseat of persons as whole
(Locsin, 2005; Rew, 1990).

The fifth assumption,rfursing is a professional disciplinethe
participants had agreement at a high leieE(4.16,SD =0.43).This assumption
asserted that nurses used knowledge of nursingasuchrsing theories, nursing
research evidence in their practice in nursingfands on human well-being (Locsin,
2005; 2010; Locsin & Kongsuwan, 2011). The ess@fitkis assumption is common
in nursing; the participants might be educated evkilidying nursing at diploma level
(Majid et al., 2011). “Nursing is a professionaddpline” is unique to nursing
(Leininger, as cited in Vance, 2003). Therefore, participants in this study had
agreement with the statements of this assumptitmedtigh level.

According to Parse (1999) “the goal of the profeisss to provide
service to humankind through living the art of #ogence”. The nursing profession is
responsible for maintaining the professional statslaf practice based on

disciplinary education and knowledge that reflesete health service to society. Parse
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in 1999 also stated that the discipline of nur&ngompasses the knowledge in the
existing of theories that are embedded in theitgtahd simultaneity of nursing
paradigms. In Bangladesh, the ICU nurses’ agreeoreiiCCN was at high level that
may have a relation with the nurses’ belief abbatdoncept of ‘nursing is a
professional discipline’. Although the disciplinedathe profession of nursing have
different goals, but it is interrelated (Parse, 99%s a profession nursing is the
enhancement of quality of life for humankind and thscipline provides nurses the

scientific knowledge and the art of practice towragatients safety.

Relationship Between Selected Factors and TCCN aeReeived by ICU Nurses
in Bangladesh

Regarding the demographic findings of the studg,rédsults showed
that there was no significant correlation betweerses’ age and their perception on
TCCN ( = .08,p > .05). This result was contrary to the study fingdof Salonen
Kaunonen, Meretoja and Tarkka, (2007) who foundsitjve correlation between
nurses’ age and positive caring attitude in intemsare setting (= 0.129,P <
0.001) In addition,Prompahakul (2011) stated that a nurses’ age aofllctnce
positive caring behaviors at the end of life. Lanfeom, and Kline (2008) found a
significant association between the nurses’ agetlagid positive caring attitude for
terminally ill patients. However, in this studygetle was no relationship between age
and nurses’ perception on TCCN. From the resedschemt of view, this might be
the reasonable that age does not alter the ICleguitsoughts or perceptions in
caring expressions in nursing. Another reasonasekiery nurse has professional

obligations of caring in nursing, and accountapiidr maintaining up-to-date care in
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their professional discipline that are not artitulg with the age of a nurse
(International Council of Nurses, 2012). Moreowhg study found that nearly 80%
of participants were with the age range from 28Qg/ears, reflecting a more
homogenous age group. This may be a cause of atoorebetween the TCCN and
age.

The findings of the study showed that there wasignificant
difference of nurses’ perception on TCCN basedheir tevel of nursing education (
= 0.51,p>.05). This result was different with the previaisdies of Cho et al.
(2009), and Laila, Ahmed, & Mogahed, (2011), whitvey found significant
correlation between nurses’ education levels aait gerceptions on caring. Usually,
the higher educated nurses should have high pé&voemt caring because of their
education may affect in changing attitudes on dgyeb their clinical skills or
knowledge (Barriball, While, & Norman, 1992). Butthe present study, the non
significant result of the perception on TCCN basadurses’ level of education
might be related to the nurses’ demographic chariatits who participated in this
study. The data revealed that in this study negP of the participants had a
diploma nursing degree, 12.5% had a bachelor degnekclose to the 3% had a
master’s in nursing which might be not enough t&ena significant difference in the
level of education.

The other selected factor, length of working exgere was also non-
significant correlation with nurses’ perception T@CN ( = -.08,p > .05). This study
finding was dissimilar with the study of Mizuno, &xa, Evans, Okada, and Takeo
(2005), who found a significant difference of nw'ggerception on caring behaviors

based on the level of working experience. In thesent study, the non-significant
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result of working experience of nurses’ perceptanT CCN may be related to the
staffing pattern of the selected hospitals. Fatainse, usually the nurses in these
hospitals work on a rotational basis in each wardafshort duration and the collected
data on working experience were not in the spefiéid of ICU, rather it was nurses’
working experience in general in the public hodpita

A non significant difference was found regarding tlurses’
perception on TCCN based on continuous educatidriraming. This result
indicated that nurses’ perception on TCCN may mmethd on their absence or
presence when continuing education and traininggths (2004) suggested that
intensive care nurses learn knowledge and skiltsiwoally based on working
situation in practice and through a lifelong leagiprocess. Therefore, understanding
the TCCN can be derived from learning by doingGiJlor experience caring in
ICUs.

Finally, the selected factor, nurses’ self-awarsmess contributed to
perception on TCCN: the result revealed that nusssawareness was significantly
and moderately correlated with TCCN=H.42,p = .01). It means that self-awareness
could influence the nurses’ perceptions on TCCNaddition, it can be inferred that
self-awareness could influence caring performamset on TCCN. This result was
congruent with the previous studies conducted iailahd (Daodee, 1994;
Prompahakul, 2011) which found that nurses’ sel&@ness is significantly
correlated with nurses’ caring behaviors for patieat the end of life. In the present
study, the significant correlation between nurgesteived self-awareness and TCCN
may be due to a result of nurses’ perceived valiselb-awareness for using the

different technologies in the ICUs during caringeiitical patients. According to



71

Burnard (1992), self-awareness is the process adnstanding of individuals’ own
beliefs, thoughts, and behaviors and identifying ltleey concern to others (Burnard,
1992). High perception level of self-awarenessvadlourses to accept patients’
disparities and uniqueness that is helpful to esgpreore empathetic caring attitude to
patients (Townsend, 2003). In addition, self awassris an important skill of nurses
that enables them to deliver quality care for thggmt in critical situation (Burnard,
1997).

Moreover, the findings showed that there was aifscgimt positive
high correlation between private self-awareness‘anowing a person is a process of
nursing allowing for continuous appreciation ofgmer as whole persont € .73,P <
0.1). This was enthusiasm of personal aspiratiadcimfluence nurses’ positive
attitude to patients and assertive thought thahtrhglp to perceive caring in this
situation (Fleeson, Malanos, & Achille, 2002). Aepious study supported and
viewed that nurses’ self-awareness enhance nwsasesity to know the patient and
to show a positive caring attitude in regards ®rtindividual perception of real
meaning of caring in their practice (Jack & Mill@Q08).

Additionally, results revealed that only one asstiompof TCCN,
“knowing a person is a process of nursing allowmrgcontinuous appreciation of
person as whole person” was significantly correlatéh public self-awareness £
46,p =.01). It might be reasonable as the public @eHreness is often dealing with
the adherence to social norms, such as, behawbistBocially acceptable and
desirable (Froming, Corley, & Rinker, 1990). Thesas in the ICU deal with
critically ill patients and their concentrationn®re focusing on the wellbeing of the

patients as caring, rather than social desiralwlitgxpectation. But, this assumption



72

is important for nurses to explore the patient€dgeor disabilities through which
reflects nurses’ caring attitude in nursing praetic

Moreover, while a nurse is aware of her own bel@fd values and is
open to another person’s interpretation, she temélscus on her caring expressions
with the client (Burnard, 1989). This caring exies allows nurses in assessing
their patients and taken data from patients inot@éiscover their basic
requirements and planning of care (Rogers, as titégkroth-Bucher, 2010). In this
regard, nurses’ public self-awareness is impot@mkhowing the patients in the

theory of TCCN.
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CHAPTER 5

CONCLUSION AND RECOMMENDATIONS

This chapter presents the summary of the studynigsd strengths and
limitations of the study, and implications and neeoendations for further studies.
This descriptive study was conducted to examindiielogical Competency as
Caring in Nursing and its relationship with selectactors as perceived by ICU
nurses at tertiary level public hospitals in Dha&angladesh. The participants’
selection was based on inclusion criteria. Dateeveetlected by using the self-
reported questionnaire composed of three main,pzataely the Demographic Data
Form, Technological Competency as Caring in Nurémvgntory, and Nurse’s Self-
Awareness Questionnaire. The content validity binstruments was tested by
experts and the reliability of the TCCNI was .8d &NSAQ was .80. The collected

data were analyzed by using the descriptive, paranand non-parametric statistics.

Summary of the Study Findings

Of the 120 participants who participated in thigdgt the youngest
was 25 and the oldest was 50, their mean age w@s/84rs (34.70 +7.09). They
were recruited from tertiary level public hospitadDhaka, Bangladesh. All were
female and the majority (83.3%) of them was matrriedespect to religion, more
than half of the participants (64.2%) were Musliith regards to education, the
majority of the participants (84.2%) had a diplorh2,5% had a bachelor’s, and a low

number of participants (3.3%) had a master’s dedvieee than half of the
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participants (51.7%) did not continuing educatiod &raining regarding human
caring in the ICU. With regard to length of workiagperience as a registered nurse,
more than half of the participants (61.7%) had 1Qg/ears followed by
approximately one-third (28.3%) of the participantso had 11 to 20 years of
working experience.

Nevertheless, the overall nurses’ perception of N@@s at a high
level M = 4.14,SD= 0.34). The four assumptions of TCCN include “pessare
caring by virtue of their humanness”, “personswahele and complete in the
moment”, “technology is used to the know the pessamwhole”, and “nursing is a
professional discipline” were at a high leviel € 4.21,SD= 0.36;M = 4.20,SD=
0.53;M =4.12,SD=0.43;M = 4.16,SD= 0.43, respectively). Only “knowing a
person is a process of nursing allowing for cordirsiappreciation of person as
whole person” was at a moderate lewdl< 3.35,SD =0.37).

In this study, five factors were selected consgsbhnurses’ age, level
of nursing education, length of working experiersmtinuing education and
training, and nurses’ self-awareness. Pearsonugtemoment correlation
coefficient was done to examine the relationshigvben TCCN and nurses’ age,
length of working experience, and self-awareneks. résult showed that only the
nurses’ self-awareness had a significant correlatith TCCN ¢ =.42, p <.01). The
t-test was computed to examine the mean differenfoesrees’ perceptions on the
TCCN based on the level of nursing education amtilmoing education and training.
The results revealed a non-significant differerarenurses’ perception on TCCN by
those two factors; nurses’ education leveks @.51,p = .61), and continuing

education and training € 0 .87,p = .38).
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Strengths and Limitations of the Study

Strength of the Study

The study was conducted in the ICUs of the tertievel public
hospitals in Dhaka, where 90% of the ICUs in Badgth are located. The
participants of study included all the nurses wogkof those hospitals numbering a
total of 120 ICU nurses. The data analysis wasopeéd and conclusion was made
based on the original information collected frora t&U nurses of those selected
hospitals. Thus, the result can be generalizedhierdertiary level ICU settings in
Bangladesh where the ICU nurses may have a sipel@eption regarding
Technological Competency as Caring in Nursing.ddit#on, the results can be

inferred to other ICU settings where the culturad @ontext are similar.

Limitations of the Study

1. This study examined the ICU nurses’ perceptmmsgreements on
the tenets of the theory of Technological CompetexscCaring in Nursing. The
results cannot refer to the ICU nurses’ caringqrentinces or behaviors in their
practice.

2. This study used the NSAQ, which is a 4-pointascale, namely
disagree, neutral, mostly agree, and strongly agiees, the neutral might not be
appropriate in regards of 4-point rating scale thay result a measurement error in
measuring the nurses’ self-awareness.

3. The data for nurses’ working experience wasspetific in the field

of ICU, and it was included in general ward expseee Thus, the non relationship
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with nurses’ work experience and perceived TCCN m@tybe an accurate reflection

in the field of ICU.

Implications and Recommendations

There are some implications and recommendatioms fnis study.

1. The results of the level of ICU nurses’ agreementshe
assumptions of the theory of TCCN measured by usiegd CCNI cannot be referred
to the ICU nurses’ caring actions in their practiceorder to survey ICU nurses’
caring actions or caring behaviors, the Technoklddompetency as Caring in
Nursing Inventory (TCCNI) (Parcells & Locsin, 20li&)recommended to be adapted
by revising the item statements.

2. For the next study to survey nurses’ self-awassnit is
recommended to use the NSAQ (Prompahakul, 2014 X@al in the study. However,
the researcher should consider changing the measutescale of the NSAQ, since
the original scale never reported any problem mren the measurement
(Prompahakul, 2011).

3. The results of this study can serve as bas&fdanursing in
Bangladesh. However, nurse educators and nursenediraiors should be concerned
or aware of the finding of the participants’ perocep being at a moderate level for
the assumption “knowing a person is a process kdimg that allows for continuous
appreciation of a person moment to moment” (Loca0)5). Perception, thought or

attitude can influence practice (Ajzen, 1991).
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According to Locsin (2010), knowing persons is asiderable process
in order to understand the persons as whole arnitipate in the care that would
prevent risk to life and enhance patients’ welln@ssincrease a better understanding
on this assumption, the theory of TCCN (Locsin,20hould be taught to ICU
nurses in their continuing education or short cedraining. Nurse educators can
consider integrating this theory in a nursing ceds a bachelor or master’s

program.
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APPENDIX A

Permission Letters for Using the Instruments (TCCN)

Dear Shikha Rani Biswas,

Yes, you have my permission to use the tool. Tharnkfor your interest in the theory
of Technological Competency as Caring in Nursing.

Dr. Locsin
ROZZANO C. LOCSIN, RN; PhD, FAAN

Professor of Nursing

Florida Atlantic University,

Christine E. Lynn College of Nursing

777 Glades Road Boca Raton, FL 33431-0991 tel: 28512875 ;

FAX: 561-297-2416. Email: locsin@fau.edu webphthursing.fau.edu

From: Shikha rani Biswas [shikha_dhaka24@yahoo.com
To: Rozzano Locsin < locsin@fau.edu

Sent: Friday, July 12, 2013 12:11 AM
Subject: Ask the permission for revised TCCNI
Dear Sir (Prof. Dr. Locsin)

Good morning. | am Shikha Rani Biswas, Internationaster nursing students of
Prince of Songkla University, Thailand. My reseastindy title is about technological
competency as caring in nursing as perceived byn@ides in Bangladesh and Its
related factors. | already accomplished the prdpdef@nse. Further, the committee
suggests me to use your instruments related totdogical competency as caring in
nursing because the content is similar with mygtmatcome. However, this will be
psychometric testing with the subjects of my rese@opulation and setting.
Therefore, | would like to ask permission from yowrder to use your inventory

(TCCNI).Thank you for your helps and attention.

Shikha Rani Biswas
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APPENDIX B

List of the Experts for Content Validity Test

Three experts validated the contents of the insgnis1 The name of

the experts is:

1. Mrs. Saleha Begum, MSN in Nursing, RN. Instructo

College of Nursing, Mohakhali, Dhaka, Bangladesh.

2. Mrs. Ira Dibra, MSN in Public Health, RN. Pripal.

Dhaka Nursing College. Dhaka Medical College Hadpbhaka, Bangladesh.

3. Mrs. Salma Khatun, MSN in Public Health, Nurs®fjicer.

Directorate of Nursing Services, 14/15, MotijeeRCDhaka, Bangladesh.
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APPENDIX C

List of the Translators of the Instrument

Three bilingual translators were used in the ti@nsh process of the
Inventory of Technological Competency as Carinlinsing and Nurses’ Self-
Awareness Questionnaire. Two translators were wain the process of translation
and back translation and third translator checkedcbnsistency and discrepancy of
the meaning and appropriateness of the word used.

The translators are:

1. Md. Zakir Hossain, Master in public health, RN, iagl Institute of Kidney

Diseases and Hospital, Dhaka, Bangladesh.

2. Md. Nurul Anowar, PhD in nursing Nursing Instructirectorate of Nursing

Services, Dhaka, Bangladesh.

3. Dr. Liakat Ali, Emergency Medical Officer, Nationgistitute of Kidney

Diseases and Hospital, Dhaka, Bangladesh.
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English Version of the Instruments for Data Collecion

Codé oo

Introduction: A set of questionnaire was used agtudy. The

guestionnaires was consisted of three parts atd:Ramographic Data Form

(DDF), Part II: Technological Competency as Caimdlursing Inventory (TCCNI),

and Part lll: Nurses Self-Awareness Questionn&i®AQ).

General Instruction: Please follow the instructibmanswer the questionnaire:

1. Do not write your name on any part of this guestaire.

2. Answer the items as you prefer and there isgid or wrong

answer.

Part 1: The Demographic Data Form (DDF)

Instruction: Please provide information about ypersonal and

service related data. Puf) mark in the box (no. 2-6), and fill in the avéila space

(no.1 & 7) according to your opinion.

1. Age: ............... years old.
2. Gender: () Male
3. Marital status: () Single

() Divorced
4. Religion: () Islam

() Christian
5. Level of nursing education: () Dipla

() Master

() Female

() Married

() Separated
() Hinduism
() Buddhism

() Bachelor
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6. Have you ever participated in a continuous etiloicand training according to:
6.1 Human caring or humanistic care, () Yes () No
caring concept or caring theory, and
technologies of human care in ICU

7. Working experience .................. years.

Part Il : Technological Competency as Caring in Nursing Inveiory (TCCNI)

Instruction: Please read the item statement thadribes
Technological Competency as Caring in Nursing. €{@9 mark on the most
appropriate number for each statement. The answaé s categorized into five
rating scale as follows:

1 = strongly disagree with the item statement

2 = disagree with the item statement

3 = neutral

4 = agree with the item statement

5 = strongly agree with the item statement

[(ol
'_\
b3
N
ol

No | Technological Competency as Caring in Nursin

1 | Nursing, is an important part of healthcare, &3

on human caring.

2 | Technology assists nurses in knowing who the
person is and what the person is.

3 | The outcome of nursing is healing by saving lives

and increasing a sense of self.

4 | Nurses use unique techniques to care for patient

L)

5 | Caring is engaging in compassion, physical
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No

Technological Competency as Caring in Nursing 1 |[3| 4|5

presence, comforting, and respecting the whole

person.

25

Nurses use technology and human touch together i
order to relate to their patients with true pregenc

and caring intentions.

Part Ill: Nurses’ Self-Awareness Questionnaire (NSAQ)

InstructionsPlease carefully read each statement which cori23

items and answer by markingin the space available that is appropriate for od

only one answer per question. The answer categbiite four levels as the follows:

Disagree (1) refersto the participant does not agree with

the statement at all

Neutral (2) refersto the participant neither disagrees nor

agrees with the statement

Mostly agree (3) refersto the participant agrees with the
statement
Strongly agree (4) refersto the participant agrees with the

statement to a considerable extent

No Private self-awareness 1| 2] 3| 4
1 | While taking care of a patient, | know what | #rmking
2 | While taking care of a patient, | know what | doing

for the patient

While taking care of a patient, | always consiagr
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No

Private self-awareness

actions

While taking care of a patient, | frequently di mtend
with activities that | am doing at the moment foe t

patient

10

While taking care of a patient, | feel that | attempting

to look for my standpoint.

Public self-awareness

11

While taking care of a patient, | pay attentiomy

physical neatness and uniform.

12

While taking care of a patient, | pay attentiomy

manner.

13

While taking care of a patient, | am aware ofwoyds

and my facial expression.

14

While taking care of a patient, | am aware ohg®ody

language to communicate with the patient.

20

While taking care of a patient, | always do\atiés

without considering how the patient feels about me.
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APPENDIX E

Bengali Version of the Instruments for Data Colledbn
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APPENDIX F

Permission Letters for Data Collection

PRINCE OF SONGKLA UNIVERSITY

B, BOK 7, KHCR HOMGS, HATYA
SOMGKHLA, THAILAND:, 20112
FaY MO 26542

FAGULTY

MOE 0521.1.05/181
January 21 2014

To Director of Dhaka Medical College Hospital,
Dhaka, Bangladesh

This letter 15 to inform you that Mrs. Shikha Fam Biswas ID. 3310420027, a master
student of the Faculty of Nursing, Prince of Songkla University, Thailand, is taking a
thesis m her last semester. As part of the requirement of the course, she has to
conduct a research study in Bangladesh Her thesis is enfitled : “Technological
Competency as Caring in Nursing as Perceived by ICU Nurses in Bangladesh and Its
Related Factors.” The thesis proposal has been approved on 5 Jamuary 2014,
Therefore, she will collect data from nurses m Dhaka Medical College Hospital
Dhaka. Bangladesh. duning 1 month (Febmary 2014)

I will be greatly appreciated if Mre. Shikha Pani Biswas is permitted to collect data in
Dhaka MMedical College Hospital. Dhaka. Bangladesh as it will prowvide valuable
information for this group of nurses in the fisture.

If you need any further information regarding her study, please do not hesitate to
contact us at the above address or e-mail us at: warapom kizlpsuac.th.

Sincerely Yours,
7PW Wam-—

Aszistant Professor Tasanee Masae PhD. BN
Acting Dean,

Faculty of Nursing

Ponce of Songkla Umversity

Hat Yai, Somgzkhla 90110

THAIT AND
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PRINCE OF SONGKLA UNIVERSITY

.o BOK §, KHTR HONG, HATYAI
SOMNGRHLA. THAILAND, 93112

FAGULTY

T e Y 1 o e W T e o Pt i‘;‘f Lﬁ;ﬁ":g FAX M &574285021
OF[ AT 1] H ] (= 3 H_}g-y;‘ TEL NO. & 74 25845
A 2N ip BT L 288450

MOE 0521.1.05/180
January 21 2014

To Directer of Sir Sallinmillsh Medical College Mitford Hospital,
Dhaka, Bangladesh

This letter 1s to inform you that Mrs. Shikha Rani Biswas ID. 5510420027, a master
student of the Faculty of Nursing, Prince of Songkla University, Thailand, is taking a
thesis m her last semester As part of the requirement of the course, she has to
conduct a research study in Bangladesh Her thesis 1s enfitled : “Technological
Competency as Caning in Nursing as Perceived by ICU Nurses n Bangladesh and Its
Related Factors™ The thesis proposal has been approved on 5 Jamuary 2014
Therefore, she will collect data from murses in Sir Sallimullah Medical College
Mitford Hospital. Dhaka, Bangladesh dunng 1 month (Febnzary 2014)

T will be greatly appreciated if Mrs. Shikha Fani Biswas is permitted to collect data in
Sir Sallimullah Medical College Mitford Hospital. Dhaka. Bangladesh as it will
provide valuable information for this group of ourses m the fithe.

If you need any further mformation regarding her study, please do not hesitate to
contact us at the above address or e-mail us at- warapom ki@psu.ac.th.

Sincerely Yours,
fwa Wﬁﬁu—-

Aszistant Professor Tasanee Nasae PhD.. BN
Acting Dean

Faculty of i

Prince of Sengkla University

Hat Yai, Songkhla 20110

THAILAND
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PRINCE OF SONGKLA UNIVERSITY
mcuuv Aok SEIHR Mo
|| TR #""'1’%%“%‘» ol

SINGEE - - A
e CErerll

MOE 0521.1.05/18)

houry 21,2014

To Director of Sir Sallimullah Medical College Mitford Hospital,

Dhalz Bangladech

This letter 15 to inform you that Mrs. Shikha Ram Biswas ID. 5510420017, a master
student of the Faculty of Nursmg_ Prince of Sonzkls University, Thailand, is taking a
ihesis im her last semester. As part of the requirement of the cowse, she has to
conduct a research study in Bangladesh Her thesis 15 entitled @ “Technological
Competency as Canng in Nursing as Perceived by ITU Nurses m Sangladesh and It
Belaied Factors™ The thesis propesal has been approved on 5 Jammary 2014,
Therefore, she will collect data from mumrses m Sir Sallimmllak Medical
Mitford Hospital, Chaka, Bangladesh, dunmg 1 month (Febmsary 2014)

Twal be greatly apprecated 1f M. Sakha Rars Biswas 15 permutted ta collect data m
Sir Sallimullah Medical College Mitford Hospital Dhaka Bangladesh as it wall
provide valuable mformation for tus group of nurses m the firture.

I you need auy futher mformsbiou regacding ber study, plexse do sot besilate
comtzct us al the above address or e mail us at- warsporm kigpea acth

Sincerely Yours,

i Dl

Asmstant Professor Tasanes Nasae PhD_ RN
Prnce of Songkla

Hat Yai, Songkhla 90110

THAILAND
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PRINCE OF SONGKLA UNIVERSITY

PO, BOX T, KHCR HONE, HATYA

e SONGKHLA, THAILAND. 90112
SEDINN B = = i e FAX MO &2/ 05000
OF .| U =AA ‘r L T jﬁ;%%‘_j]@?f TEL MO. 88 74 286455
P LILIAC e £E-18-D54457
i

MOE 0521.1.05/178
Jamuary 21 | 2014

To Director of Bangladesh Institute of Research and Rehabilitation
m Diabetes. Endocnne and Metabolie (BIRDEM),

Dhaka, Bangladesh

This letter 15 to inform you that Mrs Shikha Rani Biswas ID. 5510420027, a master
student of the Faculty of Nursing, Prince of Songkla Umiversity, Thailand, is taking a
thesis m her last semester. As part of the requirement of the course, she has to
conduct a research study in Bangladesh Her thesis i3 entitled : “Technological
Competency as Caring in Nursing as Perceived by ICU Nurses in Bangladesh and Its
Related Factors.”™ The thesis proposal has been approved on 3 Jamuary 2014
Therefore, she will try-out research mstruments from murse in Bangladesh Institute of
Research and Rehabilitation Inshfute m Diabetes, Endocrine and Metabolie

(BIRDEM), Dhaka, Bangladesh, during 1 month (February, 2014)

I will be greatly appreciated if Mrs Shikha Ram Biswas is permitted to try-out research
mstruments i Bangladesh Institute of Fesearch and Fehabilifation Institute in
Diabetes. Endocrine and Metabolie (BIRDEM), Dhaka, Bangladesh, as 1t wall provade
valuzble information for adult oursing to enhance murses’ competence in this
particular area.

If you need any further information regarding her study, please do not hesitate to
contact us at the above address or e-mail us at- warapom k@psu ac.th.

Sincerely Yours,
TR

Aszzistant Professor Tasanee Masae, FhD ., BN
Acting Dean

Faculty of Nursimg

Prince of Songkla University

Hat Yai, Sengkhla 90110

THAILAND
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APPENDIX G

Informed Consent Form

Dear Colleagues,

My name is Shikha Rani Biswas and | am a Senidf Stase in Sir
Salimullah Medical College Hospital, Dhaka, Banglsial | am also a master nursing
student of Faculty of Nursing, Prince of Songklaugnsity, Thailand. | am
conducting a research study entitled “Technolodgi@hpetency as Caring in
Nursing as Perceived by ICU Nurses in BangladeshtarRelated Factors”. This
study has been approved by the Research Ethics @twamf Faculty of Nursing,
Prince of Songkla University, Thailand and it isagranted permission by the
Ethical Committee of tertiary level public hosp#taDhaka, Bangladesh.

If you are interested in participating in this stugou will be asked to
complete a set of questionnaires, the demogratecfdrm, Technological
Competency as Caring in Nursing Inventory, and BisirSelf-Awareness
Questionnaire. This will take your time 30-40 migsito complete the questionnaires.
There is no known risk related to participatinghe study and there is neither cost
nor payment to you for participating in this stuttys therefore expected that this
study will be used as an evidence to support aneassessing nurses’ perception on
technological competency as caring in nursing. Tésearch finding could provide
the valuable information about technological corepey as caring in nursing and
baseline data for further research related to w@dgrcal competency as caring in

nursing as perceived by ICU nurses in Bangladedhtamelated factors.



108

All information and your responses in this studyl e kept

confidential and anonymous. Only the researchettlamddvisors are eligible

accessing the data. Neither your name nor anyifglengt information will be used in

the reports of the study. Your participation irstetudy is voluntary. Signing the

informed consent to participate indicates that yoderstand what is involved and

you consent to participate in this study. You héneeright to withdraw from

participation anytime without any problems priorctumpletion of data collection.

Finally, if you have questions in completing theegtionnaires or need more

information, please contact either the researchadwisor listed below:

Thank you for your willingness and cooperation &otigipate in this study.

(Participant)

Advisor

Waraporn Kongsuwan, RN, PhD
Faculty of Nursing

Prince of Songkla University
Thailand

Email: waraporn.k@psu.ac.th

Phone: 66-74-286522

(Shikha Rani Biswas)

(Researcher)

Researcher

Shikha Rani Biswas

Senior Staff Nurse , SSMC, Mitford
Hospital, Dhaka

Email: shikha_dhaka24@yahoo.com

Mobile: 0172-0514025



Tests of Normality

Skewness and kurtosis of the study variables

APPENDIX H

Statistical Assumptions’ Test
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Items

Skewness/SE of Skewne

s¥urtosis/ SE of Kurtosis

Age

Working experience
Self-awareness
TCCN

.278/.221
.579/.221
-.362/.221
.019/.221

-.682/.438
-.200/.438
1.244/.438
-.193/.438

Test of normality by normal Q-Q plots

MNormal Q-Q Plot of TCCN
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Expected Normal

Normal Q-Q Plot of Awareness
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Test of Linearity and Outliers
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Graph for assumptions of linearity between thererasiance of

independent variables (age, working experience satfehwareness) with

Technological Competency as Caring in Nursing.
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VITAE
Name Mrs. Shikha Rani Biswas
Student ID 5510420027
Educational Attainment
Degree Name of Institution Year of Graduation
Bachelor of College of Nursing, University of 2007
Nursing Science Dhaka, Bangladesh

Scholarship Award during Enroliment
2012 - 2013 Scholarship for the Degree of MastéMursing Science

(International Program), Faculty of Nursing, Prindé&songkla
University, Hat Yai, Thailand, Funded by the Minysbf Health and
Family Welfare (MOHFW), Government of the PeoplRepublic of
Bangladesh.

Work-Position and Address
Senior Staff Nurse
Sir Salimullah Medical College, Mitford HospitalhBka,
Bangladesh. Phone: 0172-0514025.

Email: shikha_dhaka24@yahoo.com



