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 Empirical Research

!e most recent Portuguese census data have revealed 
that the number of older adults (65 and older) has in-
creased by approximately 4% in the past decade and now 
represents 19% of the resident population (National Sta-
tistical Institute, 2011). !is demographic challenge to 
the Portuguese health care system emphasizes the need 
to address the care of hospitalized older adults. !e latest 
reports published by the Portuguese Directorate-General 
for Health (DGH, 2012) indicate that older adults are the 

most represented group in hospital units; they have lon-
ger durations of stay and a higher number of readmissions, 
and they present an increased number of deaths relative 
to other hospitalized populations (Campos, 2008). Most 
RNs in Portugal (72%) work in hospital settings (Nursing 
Council, 2010), and RNs account for the largest proportion 
of the hospital workforce (DGH, 2011). Furthermore, the 
RNs are the professionals who spend the most time with 
patients and their families. 

ABSTRACT

The Professional Issues (PI) scales were designed to measure potential barriers that nurses perceive as 
obstacles to providing quality care to hospitalized older adults. This study involved validation of the PI 
scales among 1,068 Portuguese nurses and evaluated the in!uence of hospital and nurse characteris-
tics on the perception of PI related to nursing care. A six-factor solution was obtained (i.e., sta"/family/
patient disagreement, perceived legal vulnerability, burden of upsetting behaviors, sta" disagreement, 
perceived upsetting behaviors, use of geriatric services), with Cronbach’s alpha coe#cients ranging from 
0.857 to 0.716. These factors were signi$cantly associated with the following variables: sex, hospital type, 
hospital location, unit type, perceived institutional support for geriatric-speci$c education, perceived 
sta" knowledge, and the burden of caring for older adults. The PI scales are reliable and valid for assess-
ing the geriatric-related PI of nurses working in Portuguese hospitals and are useful for developing, plan-
ning, and implementing geriatric programs. 
[Res Gerontol Nurs. 2013; 6(4):264-274.]
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BACKGROUND
Considerable research supports the relationship between 

nurses’ work environment and nurse, patient, and organiza-
tional outcomes (L.H. Aiken, Clarke, Sloane, Sochalski, & 
Silber, 2002; L.H. Aiken et al., 2012; Bacon, Hughes, & Mark, 
2009; Baernholdt & Mark, 2009; Djukic, Kovner, Brewer, 
Fatehi, & Cline, 2013; Kovner et al., 2007; McHugh et al., 
2013). !is research was guided by sociological theory (M. 
Aiken & Hage, 1968) that recognizes that organizational at-
tributes such as professional issues are operant mechanisms 
that in"uence both patient and nurse outcomes (L.H. Aiken, 
Sochalski, & Lake, 1997). In this study, we adopted the same 
theory of organizational interdependence conceptualized by 
M. Aiken and Hage (1968). 

During the past decade, several studies have examined 
the interaction between the institutional milieu and the ge-
riatric nursing practice environment within the hospital set-
ting (Boltz et al., 2008; McKenzie, Blandford, Menec, Boltz, 
& Capezuti, 2011). !e Geriatric Institutional Assessment 
Pro#le (GIAP) was developed to address the nurse practice 
environment speci#c to the care of older adults and is an 
integral part of Nurses Improving Care for Healthsystem 
Elders (NICHE) (Capezuti et al., 2013). A literature review 
suggested that NICHE may be e$ective in improving out-
comes for hospitalized older adults (Steele, 2010). Addi-
tionally, an integrative review of 15 articles using the GIAP 
showed that the instrument was used in the geriatric nurs-
ing care initiatives assessment and geriatric nursing practice 
environment assessment (Tavares & Silva, 2013). !is study 
revealed “a high degree of speci#city, conformity, appropri-
ateness, and utility in the evaluation of nurses’ perceptions 
of the geriatric care, and the GIAP was considered to be a 
crucial tool in the development and improvement of caring 
for hospitalized older adults” (Tavares & Silva, 2013, p. 209).

!e Professional Issues (PI) scales of the GIAP address 
common professional issues known to in"uence geriatric 
nursing practice. !e scales re"ect factors that have emerged 
in the literature as salient issues that in"uence nurses’ expe-
riences and e$ectiveness when caring for older adults (Boltz, 
Capezuti, Kim, Fairchild, & Secic, 2010). 

!e #rst factor—the distress and burden associated with 
the care of older adults—is associated with behaviors related 
to patients with cognitive impairment (Conedera & Beckwith, 
2006; Guthrie, Schumacher, & Edinger, 2006; Poole & Mott, 
2003; Zimmerman et al., 2005). !ese patients o%en manifest 
communication problems and behavioral and psychological 
symptoms of dementia (BPSD), which make it di&cult for 
nursing sta$ to identify and respond to their needs (Edberg 
et al., 2008) and cause sta$ distress (Rodney, 2000; Skovdahl, 

Kihlgren, & Kihlgren, 2003). Another common professional 
issue that in"uences geriatric nursing practice is the capacity 
of the interdisciplinary team to communicate, work together, 
and coordinate their actions (Grumbach & Bodenheimer, 
2004; Temkin-Greener, Gross, Kunitz, & Mukamel, 2004). 
Disagreements among sta$ (Higgins et al., 1999) can weak-
en the delivery of nursing care to older adults. In Portugal, a 
study that sought to promote nursing care quality for hospi-
talized older adults emphasized teamwork and collaborative 
decision making (Carvalhais & Sousa, 2011). Research #nd-
ings have also highlighted the role of family involvement in 
decision making and patients’ care preferences (T.C. Li, Lee, 
Lin, & Amidon, 2004). Con"icts among sta$ and patients/
families seem to undermine the e$ectiveness of the nursing 
sta$ (Williams & Irurita, 2005); however, this miscommuni-
cation is most likely associated with a lack of knowledge re-
garding how to assess and meet families’ needs (H. Li, Stewart, 
Imle, Archbold, & Felver, 2000; Schumacher, Stewart, Arch-
bold, Dodd, & Dibble, 2000).

As reported by Boltz et al. (2010), the PI scales represent 
potential interpersonal and coordinative factors in the prac-
tice environment in"uencing professional nursing practice 
and work experience. For this reason, the main purpose of 
this study was to translate, validate, and test the psychomet-
ric properties of the PI scales in a population of Portuguese 
RNs. A secondary purpose was to evaluate the in"uence of 
hospital type and selected nurses’ perceptions (related to or-
ganizational support, sta$ knowledge, and burden/rewards) 
on the nurses’ perceptions of geriatric professional issues.

METHOD
Sites and Sample

!e data for this study were collected between February 
and May 2011 from RNs working in #ve hospitals within the 
northern and central regions of Portugal that are part of the 
National Health Care System. To ensure a diverse sample, 
the hospitals were selected based on the number of beds, in-
patients, and nurses per hospital according to data from the 
DGH (2012). Initially, 13 hospitals (eight in the northern and 
#ve in the central regions) met the criteria, but only #ve man-
agers/directors of nursing (two from the northern and three 
from the central region) agreed to participate in the study. !e 
#ve hospitals included in this study provide acute care servic-
es, such as trauma centers, burn units, and medical and surgi-
cal specialty units, and they are the major health care facilities 
in the northern and central regions of Portugal (Table 1).

!e project was submitted to and approved by the eth-
ics committees of each of the #ve hospitals; all participants 
were assured of their anonymity and the con#dentiality of 
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their information. Permission to translate and administer 
the study instrument was obtained from the NICHE Bench-
marking Service of New York University College of Nursing.

!e nonprobabilistic convenience sample consisted of all 
RNs who worked in medical specialty units (e.g., cardiology, 
internal medicine, neurology), surgical specialty units (e.g., 
general surgery, orthopedic surgery, neurosurgery), and 
critical care units (intensive care units [ICUs] and emergen-
cy departments). We excluded nurses who worked on units 
serving primarily younger adults or children and nurses 
who did not provide direct care (including nurse managers 
and supervisors). 

!e lead researcher (J.P.A.T.), in partnership with the 
nurse manager of the units, conducted the data collection. 
!e paper survey was provided to potential participants in 
envelopes; a web-based survey was also created for those 
RNs who preferred to respond online. During data collec-
tion, the lead researcher was present in all of the hospitals 
and the respective units to explain the aim of the study, 
answer questions, and encourage study participation. A%er 
the surveys were completed, sta$ members placed them in 
drop boxes in the units (n = 943) to be collected by the 
researcher. Responses to the web-based survey (n = 230) 
were entered directly into a database. Among the 2,271 
surveys distributed, 1,173 were returned, for a response 
rate of 52%, which was acceptable; however, 105 surveys 
had extensive missing information and were excluded 
from the analysis (Polit & Beck, 2009). !us, a #nal sample 
of 1,068 responses was used for analysis in this study.

Instrument 
!e instrument evaluated was the Portuguese version of 

the PI scale of the GIAP, which was developed by the NICHE 
program of the New York University College of Nursing 

(Capezuti et al., 2012, 2013). 
!is questionnaire is a 152-
item, self-report survey that 
examines unit/hospital and 
respondent demographic/
professional characteristics 
and has eight major scales. 
In 2010, the NICHE team 
proposed and validated the 
PI scales based on 47 items 
(scored using a 5-point Lik-
ert scales ranging from 0 to 
4 points) that address “the 
interpersonal and coordina-
tive aspects of professional 

practice that are salient issues in current practice” (Boltz et 
al., 2010, p. 128). !ese scales represent potential obstacles to 
providing a “good” quality of care to hospitalized older adults. 
A higher score indicates fewer barriers to optimal practice. 

In the 2010 study, the exploratory factor analysis (EFA) 
and the con#rmatory factor analysis (CFA) indicated a 
six-factor model #t based on the following factors: sta$/
family/patient disagreement, perceived legal vulnerability, 
burden of upsetting behaviors, sta$ disagreement, per-
ceived upsetting behaviors, and use of geriatric services. 
!e overall internal consistency reliability (Cronbach’s al-
pha coe&cient) was 0.90.

Translation Procedures 
For the translation and cultural adaptations of the PI 

scales, we used the principles and good practice strategies 
indicated in the Process for Patient-Reported Outcomes 
Measures from the Report of the International Society for 
Pharmacoeconomics and Outcomes Research Task Force for 
Translation and Cultural Adaptation (Wild et al., 2005). !e 
steps applied in this study were as follows: (1) preparation, (2) 
forward translation, (3) reconciliation, (4) back translation, 
(5) back translation review, (6) harmonization, (7) cognitive 
debrie#ng, (8) review of cognitive debrie#ng results and #-
nalization, and (9) proofreading. Further details regarding 
the steps are available from the corresponding author. 

Data Analysis
In this study, the missing values corresponded to 0.94% of 

the total sample. An EFA was conducted to de#ne the factor 
structure for the items considered for the PI scales. !e sample 
size had a subject-to-item ratio of 38:1, thus exceeding other 
researchers’ recommendations of a 10:1 ratio or higher for an 
EFA (Costello & Osborne, 2005; Hair, Black, Babin, Ander-

TABLE 1

Distribution of Hospital Sites by Region and Type
Region

Type of Hospitala Northern Central
Academic training hospitals 

(!1,000 beds)

1 greater Oporto metropolitan 
area

1 city of Coimbra

Hospital centers (300 to 
600 beds)

1 greater Oporto metropolitan 
area

1 city of Coimbra, 1 city of 
Aveiro 

a Hospital centers integrate a group of hospitals with a joint administration. !e group of hospitals consists mainly of medical and 
surgical units. !e hospital centers are located in a geographical area covered by an academic training hospital that provides the 
medical, surgical, and critical care units not available at the hospital centers.
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son, & Tatham, 2009; Kahn, 2006; Worthington & Whittaker, 
2006). !e factor solution was obtained using principal com-
ponent extraction and promax rotation. To determine the 
sampling adequacy, the Kaiser-Meyer-Olkin (KMO) measure 
and Bartlett’s test of sphericity were used. Data were consid-
ered adequate for factor analysis when KMO was greater than 
0.5 and Bartlett’s test of sphericity indicated p < 0.01 (Costello 
& Osborne, 2005; Hair et al., 2009; Kahn, 2006; Worthington 
& Whittaker, 2006). To calculate the number of factors, the 
latent root criterion (eigenvalues !1) and scree plot analy-
ses were used. To identify the number of items per factor, we 
evaluated factor loading with a cut-o$ point !0.30, a percent-
age of total variance explained !40%, and Cronbach’s alpha 
coe&cient !0.70 (Costello & Osborne, 2005; Hair et al., 2009; 
Kahn, 2006; Worthington & Whittaker, 2006).

For each factor obtained in the EFA, a one-way analysis 
of variance (ANOVA) was conducted to establish statistical-
ly signi#cant group mean di$erences in the PI scores for the 
following selected categorical variables: sex, hospital type, 
unit type, and hospital location (region), as well as for per-
ceived institutional support for geriatric-speci#c education, 
perceived knowledge about caring for older adults, and per-
ception of working with older adults as di&cult, rewarding, 
or burdensome. All of these variables are part of the GIAP 
survey. We tested the in"uence of these variables on nurses' 
perceptions of professional issues, following the suggestion 
of Boltz et al. (2010). 

Both normality (determined by visually inspecting Q-Q 
plots) and homogeneity (determined using Levene’s test) 
conditions were assessed. Post-hoc multiple comparison 
tests (Tukey’s honestly signi#cant di$erence test) were used 
when ANOVA produced statistically signi#cant results. 
Spearman’s rank test was used to identify possible correla-
tions between the Portuguese version of the PI scales and 
the following continuous variables: age, years of work in 
the hospital unit, years of work in the institution, and years 
of experience in the profession. All of the statistical analy-
ses were performed using Predictive Analytics So%ware 
(PASW) Statistics 18 (IBM Corporation, Armonk, NY), and 
p < 0.05 was considered statistically signi#cant.

RESULTS
Sites and Sample

Table 2 provides the demographic and professional char-
acteristics of the sample. Most of the nurses were women 
(79.7%) and Caucasian (98.4%). More than three quarters 
(79.1%) had a college degree in nursing, and approximately 
one #%h (20.9%) had a higher level of academic education—
either specialization (14.1%) or a graduate degree (6.8%). 

!e majority of the RNs worked in academic training hospi-
tals (60.6%) or in medical-surgical specialized units (81.2%) 
as either sta$ (88.8%) or specialized (11.2%) RNs. Most 
(86.3%) of the RNs reported not having received any geri-
atric education or training; 8.8% had participated in short 
courses (continuing education), 4.9% had received training 
in an academic program (master’s or doctoral degree). !e 
mean age of the nurses in the sample was 34.1 (SD = 8.5 
years). !e participants reported an average of 11.3 years 
(SD = 8.4 years) of work experience, 10 years (SD = 8.1 
years) working at their institution, and 7.5 years (SD = 6.5 
years) working on their units.

Exploratory Factor Analyses
Prior to our analyses, we tested the eligibility of the data 

for the EFA using the KMO measure of sampling adequa-
cy. !e Bartlett sphericity test and the KMO test revealed 
a 0.001 level of signi#cance and a KMO value of 0.874, re-
spectively, which indicates that factor analysis seemed to be 
highly appropriate for this analysis. 

Using the latent root criterion (eigenvalues !1), a nine-
factor solution emerged that accounted for 48% of the total 
variance. However, the scree plot analyses suggested a six-fac-
tor solution analogous to that of Boltz et al. (2010). Further-
more, the six-factor results showed a factor model similar to 
the original version. !e exceptions were the items “regional/
national geriatric conferences and workshops” and “geriatric 
texts and journals,” which were eliminated because they ap-
peared across the loading for two factors (i.e., use of geriatric 
services, burden of upsetting behaviors). Consequently, we 
removed these two items and performed a new extraction. 
Again, a six-factor solution was obtained and was shown to 
be adequate for the Portuguese data from both theoretical 
and statistical perspectives (Table 3). As Table 3 shows, the 
EFA six-factor solution is: Factor 1: sta$/family/patient dis-
agreements (Cronbach’s alpha coe&cient = 0.857); Factor 2: 
perceived legal vulnerability (Cronbach’s alpha coe&cient = 
0.917); Factor 3: burden of upsetting behaviors (Cronbach’s 
alpha coe&cient = 0.882); Factor 4: sta$ disagreement (Cron-
bach’s alpha coe&cient = 0.812); Factor 5: perceived upsetting 
behaviors (Cronbach’s alpha coe&cient = 0.728); and Factor 6: 
use of geriatric services (Cronbach’s alpha coe&cient = 0.716). 
!e six-factor solution explained 42.877% of the total vari-
ance. !e overall internal consistency of the Portuguese ver-
sion of the PI scales was 0.862. 

Analysis of the Portuguese PI Scales Results
!e results of the ANOVA for each factor are presented 

in Table 4. Only the variable “di&culty in caring for older 
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adults” was signi#cant for all six factors of the PI scales. 
Nurses who had some or no di&culty caring for older adults 

showed signi#cantly higher mean scores than the group 
that reported great di&culty. !ese results indicate that RNs 
who perceived that caring for older adults is di&cult also 
expressed more barriers to quality practice. 

!e variables of hospital and unit type, hospital region, 
and sta$ perception of caring for older adults as either re-
warding or burdensome were statistically signi#cant for three 
(di$erent) PI scale factors. !e results for hospital type re-
vealed that nurses who worked in hospital centers had signi#-
cantly higher mean scores for the following factors: perceived 
legal vulnerability (F = 4.579, p = 0.033), burden of upsetting 
behaviors (F = 31.432, p < 0.001), and perceived upsetting be-
haviors (F = 15.742, p < 0.001). !e results showed signi#cant 
di$erences between unit type and the following factors: sta$/
patient/family disagreement (F = 3.445, p = 0.032), perceived 
upsetting behaviors (F = 8.753, p < 0.001), and use of geriat-
ric services (F = 4.151, p = 0.016). !e nurses who worked 
in critical care (i.e., ICU, emergency department) had lower 
mean scores than nurses in the other groups for the factors of 
sta$/patient/family disagreement and use of geriatric services, 
whereas RNs who worked in medical units had lower mean 
scores related to perceived upsetting behaviors. 

Regarding hospital region, signi#cant di$erences were 
found between regions and the following factors: perceived 
legal vulnerability (F = 6.553, p = 0.011), burden of upsetting 
behaviors (F = 110.476, p < 0.001), and sta$ disagreement 
(F = 6.492, p = 0.011). In this situation, the mean scores re-
vealed a mixed pattern of responses. !e nurses from the 
central region had signi#cantly higher mean scores for per-
ceived legal vulnerability and burden of upsetting behaviors, 
whereas those from the northern region experienced fewer 
disagreements among sta$ over treatment use. 

Nurses who felt more rewarded caring for older adults 
also felt less burden of upsetting behaviors (F = 19.183, 
p < 0.001), experienced fewer sta$ disagreements (F = 5.219, 
p = 0.023), and perceived fewer upsetting behaviors (F = 
21.053, p < 0.001). Experiencing less burden when caring 
for older patients was signi#cantly associated with fewer 
sta$/patient/family disagreements about use of treatments 
(F = 9.660, p < 0.001), less perceived legal vulnerability (F = 
6.363, p = 0.002), and fewer perceived upsetting behaviors 
in older patients (F = 37.967, p = 0.002). !e group that ex-
perienced less burden in caring for older patients also had 
statistically higher mean scores related to sta$/patient/fam-
ily disagreements than the other groups. 

!e variable of perceived institutional support for 
geriatric-speci#c education was signi#cantly associated 
with the following factors: legal vulnerability (F = 9.307, 
p < 0.001) and perceived upsetting behaviors (F = 8.091, 

TABLE 2

Nurse Demographic and 
Professional Characteristics  

(N = 1,068)
Variable n (%)
Sex

   Women 851 (79.7)

   Men 217 (20.3)

Race/ethnicity

   Caucasian 1,050 (98.4)

   Other 18 (1.6)

Marital status

   Single 485 (45.4)

   Divorced 366 (34.3)

   Married 190 (17.8)

   Other 27 (2.5)

Nursing degree

   RN 845 (79.1)

   RN specialista 151 (14.1)

   Master’s/doctorate 72 (6.8)

Professional nursing category 

   RN 949 (88.8)

   RN specialist 119 (11.2)

Principal unit worked

   Medical units 536 (50.2)

   Surgical units 331 (31.0)

   Critical care 201 (18.8)

Hospital type

   Academic training 647 (60.6)

   Hospital center 421 (39.4)

Geriatric education or training

   Never 922 (86.3)

   Short duration courses 94 (8.8)

   Masters/doctorate degree 52 (4.9)

Variable (years) Mean (SD)
Age 34.1 (8.5)

Working experience 11.3 (8.4)

Working at institution 10 (8.1)

Working on unit 7.5 (6.5)

a !e RN specialist is a certi#cate awarded by the Portuguese Nursing Council. 
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p < 0.001). !e nurses who had higher mean scores for 
hospital educational support also had consistently bet-
ter scores related to perceived legal vulnerability than the 
other groups. !e nurses who reported less hospital educa-
tional support were more likely to report more perceived 

upsetting behaviors than nurses who reported adequate or 
increased educational support.

Statistical di$erences were found between men and 
women for the following factors: sta$ disagreement (F = 
5.828, p = 0.016) and perceived upsetting behaviors (F = 

TABLE 3

Summary of Exploratory Factor Analysis for the  
Professional Issues Scales (N = 1,068)

Item Factor 1 Factor 2 Factor 3 Factor 4 Factor 5 Factor 6 Mean (SD)
Adaptive devices 0.818 3.44 (0.85)

Pressure mattresses 0.793 3.51 (0.85)

Incontinence garments 0.740 3.32 (0.91)

Pressure ulcer treatment 0.682 3.31 (0.93)

Incontinence pads 0.675 3.41 (0.91)

Pain medication 0.658 3.27 (0.92)

Tube feeding 0.592 3.06 (0.93)

Urinary catheters 0.498 3.10 (1.35)

Mechanical restraints 0.425 2.37 (1.05)

Sedative medications or chemical restraints 0.378 2.85 (1.50)

Injuries from restraints 0.880 2.31 (1.17)

Charges of unlawful restraint 0.828 2.38 (1.22)

Falls 0.801 2.46 (1.08)

Nosocomial infection due to catheter use 0.795 2.05 (1.16)

Development of pressure ulcer 0.779 2.33 (1.14)

Injuries resulting from use of sedative 
medications

0.753 2.66 (1.11)

Patient demanding 0.784 1.14 (0.72)

Patient seeking reassurance 0.769 1.10 (0.69)

Patient argumentative 0.750 1.13 (0.71)

Patient uncooperative 0.713 0.72 (0.65)

Patient walking during the night 0.706 1.00 (0.70)

Patient walking during the day 0.661 1.18 (0.71)

Patient confused or agitated 0.647 0.61 (0.63)

Sedative medications or chemical restraints 0.689 2.17 (1.13)

Mechanical restraints 0.639 2.08 (1.10)

Urinary catheters 0.584 2.78 (1.04)

Tube feeding 0.570 3.21 (1.19)

Pain medication 0.530 3.14 (0.94)

Pressure mattresses 0.477 3.48 (0.91)

Adaptive device 0.475 3.48 (0.86)

Incontinence garments 0.426 3.39 (1.10)

Pressure ulcer treatment 0.410 3.21 (0.98)

Incontinence pads 0.391 3.30 (1.46)
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14.202, p < 0.001). Men were less likely to perceive upsetting 
behaviors among older patients, but they reported experi-
encing more disagreements among sta$ than the women. 

Finally, statistical di$erences were found between the 
perception of being knowledgeable about caring for older 
adults and the following factors: perceived legal vulnerabil-
ity (F = 23.346, p < 0.001) and sta$ disagreement (F = 5.718, 
p = 0.003). Nurses with higher knowledge scores perceived 
signi#cantly less legal vulnerability and fewer disagreements 
among sta$. 

!e Spearman’s correlation analysis demonstrated no 
statistically signi#cant correlations between the quantitative 
variables (age, work experience, and time at the institution 
and on the unit) and the six scales used. Low correlations 
(ranging from 0.064 to 0.086) were observed between the 
scales and the quantitative variables. 

DISCUSSION
!e Portuguese version of the PI scales demonstrated 

theoretical congruence in terms of parsimony (i.e., mutu-
ally exclusive assignment of item to scales), as well as validity 
and reliability. !e internal consistency was good for most 
factors, with the exception of perceived upsetting behaviors 

and use of geriatric services, which indicated acceptable re-
liability. !e 45 items were retained across the six factors. 
However, the items “regional/national geriatric conferences 
and workshops” and “geriatric texts and journals” were re-
moved. A possible explanation is the lack of support from 
the hospital for the promotion of continuous education. For 
the most part, Portuguese RNs are expected to use their va-
cation days to attend professional conferences. In addition, 
nurse shortages (5.6 nurses per 1,000 population in Portugal 
versus the Organisation for Economic Cooperation and De-
velopment [2011] average of 8.4 and that of most of Euro-
pean and North American countries, including the United 
States, of 10.5) have resulted in high sta$-to-patient ratios 
that may contribute to nurses’ perception of burden.

!e factor with the highest percentage of explained 
variance was sta$/family/patient disagreement over treat-
ment use (36%); this result was similar to that reported by 
Boltz et al. (2010; 41.3%). However, the Portuguese RNs’ 
responses were more positive than those reported in a 
study of American RNs (Boltz et al., 2010). !e Portuguese 
RNs placed considerable emphasis on family involvement, 
and families are considered part of the care unit (Carv-
alhais & Sousa, 2011). More positive responses were also 

TABLE 3

Summary of Exploratory Factor Analysis for the  
Professional Issues Scales (N = 1,068)

Item Factor 1 Factor 2 Factor 3 Factor 4 Factor 5 Factor 6 Mean (SD)
Patient seeking reassurance 0.561 0.70 (0.55)

Patient uncooperative 0.555 0.64 (0.55)

Patient walking during the night 0.551 0.55 (0.54)

Patient demanding 0.531 0.82 (0.52)

Patient confused or agitated 0.523 0.57 (0.52)

Patient argumentative 0.510 1.00 (0.50)

Patient walking during the day 0.443 1.00 (0.52)

Geriatric nurse specialist 0.717 1.15 (0.57)

Geriatrician 0.713 0.27 (0.82)

Geriatric psychologist/psychiatrist 0.633 0.34 (0.73)

Geriatric social worker 0.512 0.46 (1.10)

Geriatric rounds and inservices 0.450 0.66 (0.75)

Total eigenvalue 7.498 4.568 3.967 2.644 2.089 1.804

% variance 15.440 9.04 7.988 4.442 3.300 2.668 42.877

Cronbach’s alpha coe#cient 0.857 0.917 0.882 0.812 0.728 0.716 0.862

Note. Factor 1: sta$/family/patient disagreements; Factor 2: perceived legal vulnerability; Factor 3: burden of upsetting behaviors; Factor 4: sta$ disagreement; Factor 5: perceived 
upsetting behaviors; and Factor 6: use of geriatric services.

!CONTINUED"
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found for the factors perceived legal vulnerability and sta$ 
disagreement. A lack of protocols and guidelines speci#c 
to geriatric care in Portugal (Costa, 2006), compounded 

by a medically dominated health care system (Büscher, 
Sivertsen, & White, 2010) with unequal and hierarchical 
relationships between physicians (superiors) and nurses 

TABLE 4

Results of the Variance Analysis Between the Portuguese Professional Issues 
Scales and the Selected Variables (N = 1,068)

Mean (SD)
Variable Factor 1 Factor 2 Factor 3 Factor 4 Factor 5 Factor 6
Sex

   Women (n = 851) 3.2 (0.8) 2.3 (1.0) 1.0 (0.5) 3.2 (0.6)* 0.7 (0.3)* 0.4 (0.5)

   Men (n = 217) 3.1 (0.8) 2.5 (0.9) 1.0 (0.6) 3.1 (0.7)* 0.8 (0.4)* 0.4 (0.6)

Hospital type

   Academic training (n = 647) 3.1 (0.7) 2.3 (1.0)* 0.9 (0.5)* 3.1 (0.6) 0.7 (0.3)* 0.4 (0.6)

   Hospital center (n = 421) 3.2 (0.7) 2.4 (0.9)* 1.1 (0.5)* 3.2 (0.7) 0.8 (0.4)* 0.4 (0.5)

Unit type

   Medical (n = 536) 3.2 (0.7)** 2.4 (1.0) 1.0 (0.5) 3.2 (0.6) 0.7 (0.3)**** 0.4 (0.6)**

   Surgical (n = 331) 3.2 (0.7)** 2.4 (1.0) 1.0 (0.5) 3.2 (0.7) 0.8 (0.3)**** 0.4 (0.6)**

   Critical care (n = 201) 3.1 (0.7)** 2.2 (1.0) 0.5 (0.0) 3.1 (0.7) 0.8 (0.4)**** 0.3 (0.4)**

Hospital region

   Central (n = 693) 3.2 (0.7) 2.3 (1.0)* 1.1 (0.5)* 3.1 (0.7)* 0.8 (0.3) 0.4 (0.5)

   Northern (n = 375) 3.1 (0.7) 2.5 (0.9)* 0.8 (0.6)* 3.2 (0.6)* 0.7 (0.4) 0.3 (0.6)

Perceived institutional support for 
geriatric-speci$c education

   Low (n = 729) 3.2 (0.7) 2.3 (1.0)*** 1.0 (0.5) 3.1 (0.6) 0.7 (0.3)** 0.4 (0.5)

   Adequate (n = 276) 3.2 (0.7) 2.5 (1.0)*** 1.0 (0.6) 3.2 (0.6) 0.8 (0.3)** 0.4 (0.6)

   High (n = 63) 3.3 (0.7) 2.7 (0.9)*** 1.0 (0.5) 3.3 (0.8) 0.9 (0.4)** 0.4 (0.6)

Perceived sta" knowledge

   Little (n = 82) 3.1 (0.8) 2.1 (0.9)*** 1.0 (0.5) 3.1 (0.7)*** 0.7 (0.3) 0.4 (0.6)

   Some (n = 523) 3.1 (0.7) 2.2 (1.0)*** 1.0 (0.5) 3.1 (0.7)*** 0.8 (0.3) 0.4 (0.5)

   A great deal (n = 463) 3.2 (0.7) 2.6 (0.9)*** 1.0 (0.5) 3.2 (0.6)*** 0.7 (0.3) 0.4 (0.6)

Di#culty in caring for older adults 

   Great (n = 662) 3.1 (0.7)* 2.2 (0.9)* 0.9 (0.5)* 3.1 (0.7)* 0.7 (0.3)* 0.4 (0.4)*

   Some or none (n = 406) 3.3 (0.7)* 2.7 (0.9)* 1.1 (0.6)* 3.2 (0.7)* 0.8 (0.4)* 0.4 (0.6)*

Rewards of caring for older adults 

   None (n = 744) 3.1 (0.7) 2.3 (0.9) 0.9 (0.5)* 3.1 (0.6)* 0.7 (0.3)* 0.4 (0.6)

   Many (n = 324) 3.2 (0.7) 2.4 (1.1) 1.1 (0.5)* 3.2 (0.7)* 0.8 (0.4)* 0.4 (0.5)

Burden of caring for older adults

   High (n = 455) 3.1 (0.7)*** 2.2 (1.0)** 0.9 (0.5) 3.1 (0.6) 0.7 (0.3)** 0.4 (0.5)

   Moderate (n = 545) 3.2 (0.7)*** 2.5 (0.9)** 1.0 (0.5) 3.2 (0.7) 0.8 (0.4)** 0.4 (0.5)

   None (n = 68) 3.4 (0.7)*** 2.4 (1.1)** 1.3 (0.5) 3.3 (0.7) 0.8 (0.4)** 0.4 (0.7)

Note. Factor 1: sta$/family/patient disagreements; Factor 2: perceived legal vulnerability; Factor 3: burden of upsetting behaviors; Factor 4: sta$ disagreement; Factor 5: perceived 
upsetting behaviors; and Factor 6: use of geriatric services. 
* !e #rst group di$ered from the second group (p < 0.05); ** !e #rst group di$ered from the second and third groups (p < 0.05); *** !e third group di$ered from the #rst and 
second groups (p < 0.05); **** !e second group di$ered from the #rst and third groups (p < 0.05).
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(subordinates) (Johnson, 2009), are potential barriers to 
the interdisciplinary discussion of patients’ needs.

Most of the negative responses in the original version 
(Boltz et al., 2010) were related to perceived legal vulnerabil-
ity. However, Portuguese nurses operate in a nationalized 
health system, and they reported less vulnerability to legal 
issues. Professional regulation and the deontological code 
have only recently (1999) been implemented in Portugal. 
!is code clearly describes nurses’ responsibility to “protect 
and defend the human practices that contravene the law, 
ethics, or the common good, especially when deprived of 
essential professional skills” (Nunes, Amaral, & Gonçalves, 
2005, p. 25). However, in this study, the nurses did not con-
sider themselves to be legally implicated in the development 
of pressure ulcers and falls. Perceived vulnerability to legal 
action in relation to care of older patients should be further 
explored in future investigations.

!e factors that represented barriers to nurses’ ability to 
provide quality care to older patients were burden of upset-
ting behaviors, perceived upsetting behaviors, and use of 
geriatric services. Poole and Mott (2003) noted that nurses 
who have chosen to pursue their careers in acute care hos-
pital settings might have little or no educational preparation 
for this new role of gerontological specialist, as many studies 
have reported that nurses feel poorly prepared for meeting 
the particular needs of older adults. Portuguese RNs’ lack 
of knowledge (86.3% do not have education or training 
in geriatric care) could in"uence their perception of these 
obstacles and their feelings of stress (Poole & Mott, 2003; 
Skovdahl et al., 2003), particularly with cognitively impaired 
patients who exhibit behavioral symptoms. Portuguese hos-
pitals should provide continuing education as well as incor-
porate evidence-based protocols speci#c to restraints and 
falls, especially in clinical areas with a high proportion of 
older patients (Poole & Mott, 2003).

Signi#cant di$erences in some factors of the PI scales 
were related to the variables of sex, hospital type, unit type, 
and hospital region. !e di$erence between male and female 
nurses may re"ect awareness of the older adults’ behaviors 
during hospitalization. !e similar views of female nurses 
(who represent the majority of the nursing sta$) regarding 
geriatric care might promote agreement among sta$ in the 
treatment of common geriatric syndromes. !e lower num-
ber of upsetting behaviors reported by male nurses could be 
related to their skills in identifying and responding to the 
needs of older adults or to di$erent methods they may use 
to alleviate stress compared with their female counterparts. 
Finally, the cultural conceptions that older adults have regard-
ing the nursing profession, gender di$erences, and the role of 

men in Portuguese society may have reduced the frequency 
of these upsetting behaviors in the presence of male nurses.

!e RNs who worked in hospital centers reported less 
legal vulnerability, fewer upsetting behaviors, and less bur-
den associated with upsetting patient behaviors. A possible 
explanation for this #nding may be that older adults who 
require specialized care are transferred to academic training 
hospitals. Regarding unit type, nurses who worked in criti-
cal care units reported more sta$/patient/family disagree-
ment about treatment. !is #nding may be explained by the 
fact that communication with patients’ family members in 
this type of environment is challenging and fraught with dis-
satisfaction (Jacobowski, Girard, Mulder, & Ely, 2010). Ad-
ditionally, the hospitalization of a loved one in a critical care 
unit is stressful for family members (Pochard et al., 2005), 
especially because families’ opportunities to stay in the unit 
and receive information and answers to questions are lim-
ited. !ese factors could present obstacles to promoting 
proactive communication between nursing sta$ and family 
members regarding the treatment of older adults. Nurses 
working in medical units were more likely to perceive upset-
ting behaviors. !is #nding may be related to their overall 
increased contact with frail older adults, who typically have 
longer stays and experience delirium more o%en than pa-
tients in other units (Faria, Paiva, & Marques, 2012). !e 
#nding that the greater burden related to upsetting patient 
behaviors was associated with less job satisfaction when 
working with older adults warrants further inquiry. 

!ere were also di$erences related to region that could 
be attributed to regional di$erences in culture and organiza-
tional environments. Progress in gerontology and geriatrics 
training in the northern region of Portugal during the past 
2 decades may have enabled the health care team to work 
better together to achieve quality care for older adults. !e 
#ve questions from the GIAP related to nurses’ perceptions 
of institutional support for geriatric-speci#c education, sta$ 
knowledge of caring for older adults, and whether or not 
their work with older adults was burdensome revealed sig-
ni#cant di$erences within the PI scales. Perceived di&culty 
in caring for older adults was statistically signi#cant for all 
factors. !ese results indicate that the RNs believed there 
were more obstacles in providing quality care to hospitalized 
older adults compared with other hospitalized patients. Car-
ing for older people is a complex process, especially when 
there are cognitive changes (Edberg et al., 2008) that may 
create additional burden for nurses. In addition, a lack of 
geriatric resources and equipment and the nursing shortage 
can contribute to a stressful work environment, which in-
creases the perceived level of di&culty. 
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Our #ndings showed that RNs with more hospital edu-
cational support and those who were very knowledgeable 
about caring for older adults perceived fewer barriers con-
cerning legal vulnerability. One possible explanation is that 
education and knowledge regarding geriatric care are shaped 
by contemporary legal and ethical approaches (Kapp, 2012).

Similar to the #ndings reported by Boltz et al. (2008), 
this study found that the nurses’ age and years of experi-
ence (in the institutions and on the units) were not related 
to the institutional milieu. !ese results indicate that ge-
riatric professional issues could be promoted among RNs 
with diverse demographic and professional characteristics.

LIMITATIONS
A limitation of this study is that all the data were col-

lected by self-report and could be subject to respondent 
bias. Furthermore, the RNs’ responses relied on subjective 
judgments regarding several key study variables. !ese re-
sults could be in"uenced by the speci#c and unique char-
acteristics of the units and their standards of quality, which 
could a$ect the RNs’ perception of important factors that 
in"uence care delivery to hospitalized older adults. !e 
self-selection bias and the use of a convenience sample may 
limit this study’s generalizability to the southern region of 
Portugal. !e southern region contains more varied hospi-
tal types, and the hospitals there are generally larger than 
those in the northern and central regions. !e inclusion of 
hospitals smaller than 300 beds would have increased the 
diversity of the sample and generalizability of the #ndings. 

In our opinion, it is pertinent to analyze other health 
care professionals’ perceptions regarding professional issues 
concerning the care of hospitalized older adults. Finally, the 
standard of care, professional scope of practice, and familiar-
ity with legal issues and geriatric resources could vary widely 
among respondents from Portugal compared with respon-
dents from the United States. !us, the nurses’ perceptions 
regarding the care of older adults may have been in"uenced 
by these di$erences, which could account for di$erences in 
the factor structure of the Portuguese version of the PI scales. 

To ensure the validity of the PI scales, further examina-
tion of the EFA is necessary. !e next step will be a CFA. 
In addition, further studies are needed to identify the re-
lationships between the PI scales and nurse characteristics 
(i.e., burden, turnover) and patient outcomes (i.e., length 
of stay, adverse events, satisfaction). 

CONCLUSION
!is study has demonstrated the validity and reliability 

of the PI scales in hospitals from two regions in Portugal. 

!e study’s results will be useful in the future for developing, 
planning, and implementing geriatric programs in Portugal. 
!e six-factor structure of the PI scales provides a pro#le of 
the key domains in nursing practice. !e results adequately 
support that the 45 items evaluated in this study yield six dis-
tinct factors associated with geriatric professional issues and 
are thus valid. !e topic addressed by the PI scales has the 
potential to shape the social environment of the workplace 
in a way that could facilitate professional nursing practice, 
enhance the quality of patient care, and in"uence the care of 
hospitalized older adults. Our #ndings highlight many vari-
ables that are important for nursing practice, management, 
education, and research, and address important aspects that 
in"uence delivery of care to hospitalized older adults. 
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