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CHAPTER 1
INTRODUCTION

Quality health care has been declared a right for all
citizens; however, it has not been consistently evidenced
throughout our health care system. Therefore, health care
consumers have flexed their political muscle and demanded
that they be guaranteed quality health care when hospital-
ized. In 1972, Public Law 92-603 amended Title XI of the
Social Security Act to include Section 249 F which requires
that Professional Standards Review of physicians' services
for Medicare and Medicaid patients bhe conducted. In addi-
tion, the Joint Commission on Accreditation of Hospitals
(JCAH) extends the requirement of peer review to all hospi-
tals and practices which seek accreditation. Peer Review,
as described in the Performance Evaluation Procedure (PEP)
Manual for health care institutions, identifies physician
behaviors that are evaluated to determine the quality of
. medical care delivered. Section 730 of the PEP Manual also
describes the equally important, but not yet required, eval-
uation of nonphysician health care professional behaviors.
Of particular interest is the reference made to professicnal
nursing's accountability for the delivery of quality

nursing care.
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Professional nursing should be held accountable for the
quality of nursing care regardless of whether the accounta-
bility is mandated by law or not. Personal accountability
for one's practice is one of the hallmarks of a profession;
that is, each practicing nurse should ensure that quality
nursing care is received by the patient. Many factors
influence the gquality of this care rendered by the profes-
sional nurse. However, the nurse's knowledge and skill
derived from educational programs have been identified as
one factor which can influence quality health care.

In many health care settings, professional nursing is
being practiced by individuals with wide differences in
their level of educational preparation. In addition, educa-
tional preparation seems not to influence the hiring criteria
for most staff nurse positions. This situation is unlike
that found among physicians who share a common minimum level
of educational preparation. The question then arises con-
cerning the possible effect differences in the level of edu-
cational preparation in nursing may have on the gquality of
nursing care as measured by Standards of Quality Nursing

Care.

Statement of Problem

The specific question identified for study was: How

does the level of educational preparation in nursing relate
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to the quality of nursing care, in a primary nursing setting,

as determined by Standards of Quality Nursing Care?

Statement of Purpose

The purposes 6f this study were:

1. To identify the highest level of educational preparation
of nurses who care for patients in a primary nursing
setting.

2. To determine the quality of nursing care delivered
within a primary nursing setting.

3. To relate the highest lével of educational preparation
of nurses with the quality of nursing care delivered

in a primary nursing setting.

Background and Significance

’

The Professional Standards Review Organizations
(PSROs) , mandated by Public Law 92-603, provide for the
establishment of a national system of medical peer review
(Hegyvary & Haussmann, 1976b). One component of this review
is medical care evaluation. The Joint Commission on
Accreditation of Hospitals also includes the component of
medical care evaluation (Hegyvary & Haussmann, 1976b). While
neither the PSROs nor the JCAH require that professional
nursing conducts nursing care evaluation, the JCAH does de-
fine five Standards for Nursing Services (JCAH, 1970). Of

these five Standards, four relate to nursing service
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organization, policies, and structural attributes, and one
relates to the need for documentation of the Nursing Process.
Presently‘then, professional nursing only is required to
provide evidence for satisfactory fulfillment of documenta-
tion of patient care in institutions which seek JCAH accred-
itation. It is anticipated, however, that peer review for
nonphysician health care professionals, which would include
evaluation of care delivered, will be mandated by Public
Law in the future (Hauser, 1975; Hegyvary & Haussmann, 1976b).

In view of this likelihood, professional nursing has
laid the foundation for holding its practitioners accountable
for their delivery of care. In 1974, the American Nurses'
Association, at its convention, issued resolutions which
emphasized the need for identifying standards of care
(Hauser, 1975). This has sinée been done, and a variety of
efforts have been made to measure the quality of nursing
care according to these standards. Some approaches have
been structurally based and focus on the organization of
the patient care system. Some have been process based and
focus on the actual performance of care; and, some have been
outcome oriented, and focus on the patient's welfare
(Haussmann, Hegyvary & Newman, 1976). Eegyvary and Haussmann
(197&ﬂ_conténd thaf, although the complete model of patient
care includes all three components (structure for delivery,

actual performance or process, and outcome), the most valid



5
measure of the quality of nursing care of the patient is the
Nursing Process itself. The Nursing Process is defined as
"the comprehensive set of nursing activities performed in
the delivery of a patient's care" and includes four phases:
"assessing the problems or needs of the patient; planning
for care; implementing the plan of care; and evaluating and
updating the plan of care by evaluating the patient's
response" (Haussmann et al., 1976, p. 6).

As professional nuréing is currently practiced in the
United States, individuals with varying degrees of educational
preparation are employed by hospitals and other health care
agencies. Most'aspects of employment include the individ-
ual's responsibility for carrying out the Nursing Process.
There are indications that the employing agencies assume
that all professional nurses, regardless of their level of
educational preparation, are capable of assuming complete
responsibility for the Nursing Process (Abdellah, Beland,
Martin, & Matheney, 1973; Boyd, 1975; DeChow, Malstrom, &
Oéden, 1968; Forest, 1968; Haussmann et al., 1976; Moore,
1967). The literature, however, provided evidence that the
different types of nursing education endow their graduates
with varying abilities and capabilities in utilizing the
Nursing Process (Benner & Kramer, 1972; Boyd, 1975; Francis,
1972; Meyer, 1958; Naticnal League for Nursing, 1966, 1968,

1973; Waters, Chater, Vivier, Urrea & Wilson, 1972).
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Yet, literaﬁure is limited in studies which investigate the
effect that the level of educétional preparation has on
guality of nursing care.

Education was one of the correlates of quality nursing
care that was identified in the development of "Monitoring
Quality of Nursing Care" by Haussmann et al. (1976). As
they conducted large scale testing of their instrument,
they concluded that the nurse's education had a possible
latent effect on the quality of nursing care; however, they
could not discount the effect that organizational realities
might have on the educational ideals. They recommended
controlling for nursing unit brganizational structure in
future studies which focused on influence of the nurse's
education on the quality of-nursing care delivered.
Specifically, they believed that a study that included an
organizational structure that was predisposed to high quality
care could possible identify the nurse's education as a
significant influence.

Primary nursing has been identified as an organizational
structure that promotes a high quality of nursing care
(Leninger, Little & Carnevali, 1972; Logsdon, 1973; Manthey,
Ciske, Robertson, & Harris, 1970; Marram, Schlegel, & Bevis,
1974; Smith, 1977). 1In addition, in a primary nursing set-
ting, one nurse is held responsible for the total care of

the patient during his hospitalization. This focus of
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responsibility allows for the review of one particular
nurse's performance in rendering quality care based on an
evaluation of the Nursing Process.

In a primary nursing setting then, a study of the
effect that level of educational preparation may have on
quality of nursing care would contribute to the body of
nursing knowledge that seeks tc identify variables which
influence quality care. A study of this nature is wvital
as professional nursing assumes accountability for its

practice.

Conceptual Framework

Standards of quality nursing care are based on structure,
process, and outcome of the care providing system. Process
standards are descriptidns of behaviors of nurses at the
desired level of performahce (Nicholls, 1977a). The standards
of the Nursing Procéss include: assessment of the problems
or needs of the patient; planning for care; implementing the

plan of care; and evaluating the plan of care.

Hypothesis

The study hypothesis was: To determine if a difference
exists in the quality of nursing care rendered in a primary
nursing setting as related to the nurse's highest level of

educational preparation in nursing.
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Definition of Terms

For the purposes of this study, the following terms
were defined:

Level of Educational Preparation: the highest degree

obtained in formal academic preparation in nursing. This
would include: an Associate Degree in Nursing, a Nursing
Diploma, a Baccalaureate Degree in Nursing, Post Baccalau-
reate studies in Nursing, and a Master's Degree in Nursing.

Nursing Process: "the comprehensive set of nursing

activities performed in the delivery of a patient's care"
including "assessing the problems or needs of the patient,
planning for care, implementing the plan of care, and
evaluating and updating the plan of care by evaluating the
patient's responses" (Haussmann et al., 1976, p. 6).

Primary Nursing: "the distribution of nursing so that

the total care of the individual patient is the responsibil-
ity of one nurse, not many nurses" (Marram et al., 1974,

p. 1). This approach to nursing includes a primary nurse
providing initial patient assessment, assuming accountability
for planning comprehensive round-the-clock care for the
patient both during and immediately following hospital stay,
and providing nursing care services to that patient while
coordinating care with associate (other) nurses (Marram et

al., 1974).
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Quality of Nursing Care: the numerical value obtained

from the systematic analysis of selected components of the

Nursing Process derived from the Criteria Master List for

Quality of Nursing Care (Haussmann et al., 1976).

Limitations

For the purposes of this study, the following

limitations were considered:

L

The gquality of nursing care was measured using a

Nursing Process instrument which is limited to only one
criterion.

The concept of primary nursing was limited to that which
is practiced within one institution whose philosophy of
the conéept may vary from the pure or ideal form.

The level of educational preparation indicated only the
highest level of nursing achieved and did not attempt

to identify the effects that previous educational
achievements may have had on the practitioner's orienta-
tion to nursing care.

The level of educational preparation did not take into
account the differences that a school's philosophy and
curriculum may have had on their graduates' orientation
to the Nursing Process.

The investigator did not consciously seek to obtain an
evenly dispersed number of varied educational levels in

nursing.
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Assumptions

For the purposes of this study the following

assumptions were identified:

1. The Nursing Process was a significant variable in
evaluating the quality of nursing care.

2. The individual nurse's highest level of educational
preparation had much more relevance than the basic level
of educational preparation on the quality of care
delivered. This greater effect occurred since the
individual's orientation was most significantly influenced

by the latest and presumably highest academic exposure.

Summary

The health care system has as its mandate the delivery
of quality health care to all who seek it. Professional
nursing, a vital component of the health care system, is
accountable for delivery of gquality nursing care. One
aspect of this accountability is the identification of those
variables which influence the quality of nursing‘care
rendered.

Primary nursing has been identified as an organizational
variable that promotes a high quality of nursing care. The
professional nurse's level of educational preparation in
nursing also may be a significant correlate of quality

nursing care. However the literature was limited in studies
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which investigated this variable. By use of the Criteria

Master List, this investigation proposed to determine 1if the

primary nurse's level of educational preparation in nursing

significantly affected the quality of nursing care delivered
within the framework of the Nursing Process. The succeeding
chapters present the investigation of this problem.

Chapter 2, the Review of Literature, presents an overview
of quality nursing care related to the primary nurse's level
of education. The principal topics incorporated in this
chapter include: Quality Assurance, Quality Nursing Care,
Nursing Practice and the Educational Preparation of Nurses,
and Primary Nursing. The methodology utilized in this
investigation is discussed in Chapter 3. The setting, popu-
lation, sample selection, instrument, and method and treat-
ment of the data collected are presented. Chapter 4, Analysis
of Data, presents the results and provides an interpretation
of the findings and statistics. In Chapter 5, Summary,
Conclusions, Implications, and Recommendations are derived

and presented based on the findings of this investigation.



CHAPTER 2
REVIEW OF LITERATURE

Within the health care system, more emphasis is being
placed on the provision of quality care and the establish-
ment of measures necessary to assure guality. Professional
nursing, as a vital component of the health care system, has
a great interest in establishing evidence for and maintaining
control over, the guality of care provided by its practi-
tioners. Presently, nursing's stimulus, as it progresses
along the path of maturity leading to full recognition as
an intellectual profession and an academic discipline, is
the need to demonstrate accountability and responsibility
among its practitioners.for the quality of care provided.
The future may alter this stimulus by adding the mandatory
legal requirement of Professional Standards Review (PSR) of
services for patients who participate in Medicare, Medicaid,
and Maternal-Child Health programs, or for all patients
should National Health Insurance become a reality. There-
fore, nursing must invest tremendous interest in the area.of
evaluating the gquality of nursing care presently delivered
to identify those variables which promote high guality care.
This investment is imperative if nursing does not wish to
abdicate self-control of its practice. A review of the

12
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literature will be presented to document the current body of
knowledge pertaining to quality assurance and to quality
nursing care. A discussion of the educational preparation
of the nurse providing the care, and one organizational

structure, primary nursing, also will be included.

Quality Assurance

The health care system exists to provide care to
members of society who are in need of reestablishing or who
wish to maintain the integrity of their health. The profes-
sions of medicine and nursing are but two of the several
health care professions which are included in this system.
As such, medicine and nursing "exist at the will of society
and are influenced by the changes in the society they serve"
(Nicholls, 1977a, p. 42). Society, at large, has taken a
greater interest in the health care system within the last
decade. This interest has been generated, most probably,
by advancing scientific technology which has brought
expanded knowledge and awareness to the attention of the
general public. Included in this increased awareness is
the greater emphasis placed on the expense associated with
the health care system. Today, men and women live longer,
and presumabiy healthier, lives due to medical and scien-
tific advances in the treatment and prevention of disease

and disability and in health promotion. Individuals have
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come to expect health care services to be available and to
be- assured of high quality care at a reasonable cost (Sward,
1978} .

In October 1972, the United States Congress passed and
the President signed Public Law 92-603, an amendment to
Title XI of the Social Security Act to "promote effective,
efficient, and economical delivery" of health services
(U.S. Congress, 1972, p. 1l). Section 249F of this law
established Professional Standards Review Organizations
(PSROs) as a prerequisite for institutional (hospital and
other health care agency) participation in the federally
financed programs of Medicare (Title 18), Medicaid (Title
19), and Maternal-Child Health (Title 5). The PSROs com-
prise a national system of medical peer review which is
regionally based and conducted. The Secretary, Department
of Health, Education, and Welfare has designated 203
regional PSROs in the United States. Within each regional
PSRO, continual review of health care services provided Eo
patients whose care is financed through Medicare, Medicaid,
and Maternal Child-Health programs is mandated. Included.
in this review are the areas of: (1) determining whether
admission of the patient to an institution is medically
necessary; (2) determining whether the length of stay in
the institution is consistent with reasonable professional

judgment; (3) determining whether the services could be
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provided effectively and more economically by ambulatory
care or by inpatient care in a different type of facility;
and (4) determining whether the quality of the services to
the patient conforms to appropriate professional standards
(Geoffrey, 1977). It can be seen, therefore, that in
addition to the emphasis placed on the proper utilization
of hospitals and alternative health care agencies, emphasis
is placed also on an evaluation of the medical care the
patient receives (Hegyvary & Haussmann, 1976a).

The concept of medical care evaluation was addressed
by the Joint Commission on Accreditation of Hospitals (JCAH)
(1970). All hospitals seeking JCAH accreditation after
July 1, 1975 must provide evidence that medical care evalua-
tion, in the form of peer review, is conducted. Peer
review was defined for nurses by the American Nurses'

Association (ANA) as the:

: & process by which registered nurses, actively

engaged in the practice of nursing, appraise the quality
of nursing care in a given situation in accordance with
+he established standards of practice. (ANA, 1973,

p. 1)

Peer review for physicians would be conducted in a similar
fashion. The significance of the JCAH directive stems from
its applicability to all patients caredfor in institutions
seeking JCAH accreditation as opposed to the PSROs concern
with only those patients involved in federally financed

programs. The JCAH developed the Performance Evaluation
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Procedure (PEP) Manual to facilitate the evaluation of the

medical care provided.‘ This manual provides a methodology
to "effectively assess the quality of patient care.on the
basis of patient outcome data and retrospect chart review"
(Christoffel & Jacobs, 1974, p. 34). Physicians who provide
care for patients in institutions which participate in fed-
erally financed programs and/or which seek JCAH accredita-
tion can generally satisfy both the PSRO and the JCAH

medical care evaluation requirements with the PEP Manual.

While both the PSROs and the JCAH are concerned with
documentation of quality health care, their requirements
legally extend only to the medical care the patient
receives. However, both do address the concept of quality
nursing care. In the PSRO manual, reference is made to
nonphysician health care practitioners. These practitioners
are defined as:

. . those health care professionals who do not have

a Doctor of Medicine or a Doctor of Osteopathy degree,

but who deliver direct patient care which is directly

or indirectly reimbursed by Medicare, Medicaid, and/or

Maternal-Child Programs. These nonphysician health

care practitioners must be qualified by education,

experience, and/or licensure to practice their profes-
sion. (U.S. Dept. of Health, Education, & Welfare,

1975, p. 21)

This reference to the nonphysician health care practitioner
has come to be accepted as the reference with specific
applicability to the professional nurse. Davidson, Burleson,

Crawford, and Christofferson (1977) have interpreted this
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reference to indicate that nurses must provide evidence
that they are involved in the activities of: (1) develop-
ing and continually modifying norms, criteria, and standards
for their area of practice; (2) developing review mechanisms
to be used for peer assessment of nurses' performance;
(3) conducting health care review of nurses by their
peers; (4) working to establish continuing education pro-
grams to assure the utilization of the results of the
review; and (5) where appropriate, praticipating with
physicians'in review committees. Geoffrey (1977) contended
that nursing performance will soon come under particular
scrutiny as nurses are the "most numerous of the nonphysi-
cian health care practitioners" (p. 30). As such, he con-
tended, the professional nurse has an important role in
decision-making regarding gqguality of health care. Horswell
(1975) noted that the logical evolvement of the PSRO
authority will be the demand that the nonphysician health
care practitioner evaluate and monitor the care provided.
Nicholls and Wessells (1977) sensed an urgent pressure on
nursing to develop more precise standards for nursing care,
and to devise effective means to measure the degree of
achievement of these standards as a result of the Public
Law which established PSROs. Furthermore, Nicholls (1977a)
believed that with the passage of some form of National

Health Insurance, all health care professionals will be
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expected to evolve practice standards and monitor adherence
to them. Hegyvary and Haussmann (1976b) contended that the
intent of PL 92-603 will be extended to include the pro-
fessional nurse.

So definite is the assumption that professional nurses
will be legally included in PSROs in the immediate future,
a contract was established between the Department of Health,
Education, and Welfare, Health Services Administration,
Office of Professional Standards Review, Bureau of Quality
Assurance and the American Nurses' Association. The stated
purpose of this contract (HSA NO 105-74-207) was to "develop
model sets of criteria for screening quality, appropriate-
ness, and necessity of nursing care in settings for which
PSROs have responsibility" (American Nurses' Association,
197%, p. v). The result hés been the preparation of a manual
to serve as an educational tool to aid in the development
of a system for evaluation of quality nursing care (American
Nurses' Association, 1976).

The JCAH also addressed the concept of the role of
professional nursing in assuring quality of care. Section

730 of the PEP Manual describes the importance of the eval-

uation of nonphysician health care practitioners. 1In this
reference, professional nursing is held accountable for the
delivery of quality nursing care. In addition, the JCAH,

in its Accreditation Manual for Hospitals, defined five
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Standards for Nursing Services, four of which relate to
nursing service organization, policies, and structural
attributes, and one which relates to professional nursing
activities (JCAH, 1970). This Standard stated "there shall
be evidence that the Nursing Service provides safe, effi-
cient, and therapeutically effective nursing care through
the planning of each patient's care and the effective
implementation of the plans" (JCAH, 1970, p. 10).

Professional Standards Review Organizations and the
Joint Commission on Accreditation of Hospitals are two
examples of forces outside a profession which demand quality
assurance. Another source of external control is the
American Hospital Association. In 1971, the Association

issued a Policy Statement on the Provision of Health Ser-

vices which focused on the individuals providing health care.

The system must support only those providers that meet
standards of effectiveness, quality, and efficiency.
Providers rendering good quality care in the most eco-
nomic manner must be continued and developed, providers
not providing such care must be assisted to do so, and
providers unwilling or incapable of providing such care
must not be supported. (American Hospital Association,
1971, p. 1)

The PSROs, American Hospital Association, JCAH, and other
similar structures rely on the law, public concern, economic
Circumstances, and institutional policy. The strength of
these forces has been evidenced only recently, and with

respect to professional nursing, is only in its gestational
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period. There are other forces, within the profession,
however, which have influenced professional nursing for
decades.
The basis for these internal forces was summarized in
Donabedian's commentary on social contracts between society
and a profession.

There is a social contract between society and the
professions. Under its terms, society grants the
profession authority over functions vital to itself,
and permits them considerable autonomy in the conduct
of their own affairs. 1In return, the professionals
are expected to act responsibly, always mindful of
the public trust. Self regulation to assure quality
performance is at the heart of this relationship. It
is the authentic hallmark of a mature profession.
(Donabedian, 1972, p. xi)

Quality Nursing Care

The concept of quality nursing care was first addressed

by Florence Nightingale in Notes on Matters Affecting the

Health, Efficiency, and Hospital Administration of the

British Army (1858). Nightingale emphasized the structural

conditions (clean air, sunlight, adequate diet, and so
forth) that she had observed as necessary for patient
recovery. Sward (1975) noted that a "moral commitment to
the concept of quality nursing care was made almost 80 years
ago by the organization that later became the American
Nurses' Association" (p. 29). Adda Eldredge indicated her
concern for quality nursing care in 1932 when she identi-

fied many of the factors which comprise the major dimensions



21
of quality today (Hegyvary, Gortner, & Haussmann, 1975).
This commitment to quality nursing has been and is the
major thrust of the American Nursés' Association. In 1972,
the ANA set, as one of its priorities, the promotion of
peer review as a means of maintaining standards of care.
In 1973, the American Nurses' Association Congress for
Nursing Practice issued Guidelines for Peer Review, and, at
the convention, resolutions were made to again emphasize
standards of care. From these resolutions emerged two
major steps directed towards professional and public assur-
ance of quality of nursing care: development of generic and
specialty Standards of Nursing Practice; and, programming
for national implementation of these Standards (Phaneuf,
1975). Phaneuf (1975) directed attention to these American
Nurses' Association actions which are "bold and courageous"
as "no other health profession has moved in this dynamic
way under voluntary national organizational leadership"
(p. 138).

The Standards of Nursing Practice, of which Phaneuf
spoke, were developed through the efforts of the Congress
for Nursing Practice and the Division on Nursing Practice
of the American Nurses' Association (ANA). The need for
their identification and implementation was based on the
Premise that as "nursing care is a major component of

health care, quality assurance in nursing is essential to
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guarantee the overall quality of healtﬁ care" (ANA, 1975Db,
p. v). The Standards that emerged are "based on the pre-
mise that the individual nurse is responsible and account-
able to the client for the gquality of nursing care the
client receives" and are to be "considered baseline for
determining quality of care" (ANA, 1975b, p. 2). These
Standards require that all clients have nursing diagnoses
derived from the health status data collected; that the
data be collected systematically and continuously; that the
plan of nursing care include goals derived from the nursing
diagnosis, identificatién of priorities, and prescription
of nursing approaches fo achieve the goals; that client
orientation to the plan of cére, in addition to client
collaboration in goal determination and progress evaluation,
be included; and, that reassessment, reordering of priorities,
new goal setting, and revision of the plan of nursing care
accompany any failure to achieve progress towards goal
attainment (ANA, 1975b,) . The ANA underscored the need for
implementation of Standards of Practice based on its con;
tention that:
. . . nursing's concern for the quality of its serviéeé
constitutes the heart of its responsibilities to the
public. The more expertise required to perform the
service, the greater is society's dependence on those
who carry it out. Nursing must control its practice
in order to guarantee the quality of its services to
the public. Behind that guarantee are the standards

of the profession which provide assurance that service
of a high quality will be provided. This is essential



23

both for the protection of the public and the professioﬁ

itself. A profession which does not maintain the con-

fidence of the public will soon cease to be a social

forge. (ANA, 1975b, p. 1)

The confidence of the public will be maintained only
if continuous measurement of the guality of nursing care
based on these Standards is undertaken. Approaches for
measuring the quality of care generally have followed the
framework identified by Donabedian, "one of the foremost
authorities on evaiuation of (medical) care" (Block, 1975,
p. 189). Donabedian (1966) rejected the traditional indices
of quality of hospital care (morbidity and mortality rates)
as of little use due to the many factors which can contrib-
uﬁe to producing these phenomena. From the approaches
identified by Sheps in 1955 (examination of the prerequi-
sites for adequate care; indices of elements of performance;
indices of the effects of care, and gqualitative clinical
evaluations), Donabedian (1966) derived the classification
system of structure, process and outcome. Structurally
based approaches focus on the organization of the patient:
care systém; process based approaches focus on the actual
performance of care; and, outcome based approaches focus on
the patient's welfare (Haussmann et al., 1976).

Donabedian emphasized the importance of process based
approaches in the evaluation of the quality of care. He

stated:
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. . in the particular context of evaluating the
performance of practitioners in caring for individual
patients, I have felt it more reasonable to give pri-
macy to the process of care and to consider structural
attributes and outcomes as indirect measure, or evi-
dence of the guality of the process, on the assumption
that certain attributes of structure are conducive to
the achievement of certain states of the patient.
(Donabedian, 1975, p. 8)
He cited the advantage of immediate or early feedback
concerning quality of care as an inherent characteristic of
process based approaches. Additional support for this view-
point of "primacy ta the process of care" is abundant in the
literature. Hegyvary and Haussmann (1976c) contended that,
although the complete model of patient care includes all
three components (structure for delivery, actual performance
or process, and outcome), the most valid measure of the
quality of nursing care of the patient is the Nursing
Process itself. Schlotfeldt (1977) concurred with the focus
on the actual practice of performance of care, i.e.,
. . . on assessing the people's health status, assets,
and deviations from health and on helping sick people
to regain health and the well or near well to maintain
or attain health through selective application of nuts-
ing science and the use of available nursing strategies.
(p. 11)
The American Nurses' Association (1975b) recognized the
Nursing Process as the model of practice and affirmed its
utilization as the model of quality appraisal in the examina-

tion of the roles of aSsessment, goal-setting, planning, and

evaluation. Block (1974) identified the Nursing Process as
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a construct of basic importance in nursing, as it embodies
such activities as assessment, planning, implementation or
intervention, and evaluation. She referred to the fact that
these activities or principles are incorporated into the
generic Standards of.Practice promulgated by the ANA; and,
therefore, evaluating them involves examination and judg-
ment regarding the nurse's adherence to these principles.
Block (1975) cited the advantage of process approaches as
"giving clues to corrective action" because "after all, in
efforts at improvement of the quality of care, it is not the
outcome which can be manipulated; rather, it is the profes-
sional practice which must be changed in the hope and with
the expectation that outcomes will change as a result"
(p. 262). Nicholls (1977c) supported process based appréaches
with her observation that the "actual activities involved in
providing care are crucial in determining the quality of
care" (p. 34). Phaneuf (1975) offered the view that "in
quality assurance, substantial attention must be given to
the quality assurance methods that center on the Nursing
Process" which is "nursing's prerogative and responsibility
and under nursing control" (p. 146). Stevens'(l977)
believed that the "process format offers the most realistic
area in which to locate gquality control" (p. 78). Sward
(1975) reminded nursing that the ANA's Standards of Nursing

Practice address themselves to the concept of quality in
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nursing care and affirm the Nursing Process as a systematic
approach to the delivery and evaluation of quality care.

A review éf the literature further revealed that
process based approaches, because they can be limited to
nursing activities,.have special relevance for professional
nursing as it seeks to identify correlates of quality nurs-
ing care. Admittedly, there are limitation inherent in
this approach,‘some of which are fulfilled in outcome based
approaches. Donabedian (1972) identified some of the advan-
tages of outcome based evaluations. This format, he stated,
satisfies the "eminently reasonable argument that all the
health care in the world is for naught unless it makes some
impact on health" (Donabedian, 1972, p. 8). It also is
characterized by much agreement on the identification of
desired health outcomes. Finally, outcome based evaluations
possess integrative health care properties, i.e., "at the
level of the individual patient, they represent the result
of the efforts of all those involved in the patient's care,
and at the population level, they represent the operationali-
zation of the health care system as a who;e" (Donabedian,
1972, p. 8). However, as global as these advahtages appear,
their very all-inclusiveness acts as a potent factor in
eliminating them from usefulness in identifying the actual

correlates of gquality nursing care.
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A select reéiew, from a large body of current
literature on outcome based evaluations, emphasized this
problem of attfibution of place and degree of responsibility
for outcomes. Donabedian (1972) contended that a multiplic-
ity of factors éan influence health, and, at our present
state of knowledge, it is not possible to separate the
contributions of medicine from nursing or from other health
care professioﬁs.b Furthermore, it is not possible to iden-
tify the subtle effects that psychological, sociological,
and emotional comrponents inherent in the nature of the
individual patient may have had on the outcome of the
patient's health state. Bellinger (1975) made reference to
the great many non-nursing factors which contribute to a
patient's health status, as well as to the many outcomes
which are difficult to evaluate (i.e., satisfaction with
care, compliance, and so forth). Block (1975) observed that
a patient's knowledge, behavior, and health state are influ-
enced by many factors besides nursing care, and indicated
that it is extermely difficult to define outcome criteria.
which can be solely attributed to nursing care.

Hilger (1974) defined an outcome as "an alteration in

1"

the health status of the consumer" and a criterion as "an
established objective" which is "written for a very specific
population of consumers" (Hilger, 1974, pp. 323, 329). The

emphasis on patient outcome criteria is based on the
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"probable relationship between the quality of patient care
and the outcome that the patient experiences as a result of
intefventions By physicians and other health care profes-
sionals" (JCAH, 1978, p. 143). Some of the patient out-
comes evaluated‘havevbeen identified as health status at
time of discharge, presence of complications, morbidity and
mortality rates, and patients' demonstrated knowledge con-
cerning health status, level of functioning, and self-care
activities (JCAH, 1978). Haussmann and Hegyvary (1976c) noted
that the primary purpose in screening patients' nursing out-
comes according to established criteria is to identify those
situations in which the nursing care had been inadequate.
A secondary purpose in screening nursing outcome criteria
is the identification of those nursing interventions that
positively altered the health status of the patient
(Haussmann & Hegyvary, 1976c). Hagen (1972) observed that
one advantage of a quality care evaluation based on outcome
Criteria is measuring the extent to which the nursing care
Oobjectives have been achieved. Outcome criteria "focus
attention on the consequences of care . . . measuring not
what a nurse taught, but what a patient learned" (Horn &
Swain, 1975, p. 74). This orientation has the additional
advantages of recognizing that alternate ways of achieving

the same goal may exist and allowing for the possibility
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that the same treatment may yield different results (Horn
& Swain, 1975).

There are, however, problems inherent in the use of
outcome criteria. Block (1975) noted that although she
espoused the basic tenets of outcome criteria ("philosophi-
cally, it is the outcome of his total care which matters to
the patient" (p. 262), she‘affhmed the need for each category
of care provider evaluating his/her own process of care.
Zimmer (1974b), a major proponent of outcome criteria, con-
ceded that overlapping of care responsibilities among all
health care préfessionals makes outcome criteria for any
one health care group difficult to identify. Horn and Swain
(1975) referred to the "multiply determined nature of health
status precluding direct ties between specific scores on out-
come measures and inferences about the quality of care
delivered by specific individuals, such as nurses" (p. 81).
Finally, Lang (1975) coﬁceptualized a major limitation
inherent in the use of outcome criteria as the acknowledg-
ment that medical and nursing interventions may not be the
most important variables affecting health status.

Structurally based approaches, while important
attributes of quality care, are of limited value in deter-
mining the correlates of quality nursing care. Stevens

(1977) contended that this format "gives conditions under
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which it is likely that good nursing care could take place,"
but it does not."assure that the good care does in fact
take place" (p. 78). In addition, structurally based
approaches cannot provide an evaluation of the quality of
care rendered by an individual practitioner, nor can they
be used to promote a greater sense of accountability and
responsibility among profeésional nurses (Froebe & Bain,
1976). In summary, while approaches to determine the
quality of nursing care may be structural, process, or out-
come based, the process format, which is based on Standards
of Practice, presently allows for the most valid measure of

the quality of the patient's nursing care.

Quality monitoring. Within the framework of a process

based approach to evaluafing quality of care, a variety of
methods have been developed. Foremost among these has been
the Nursing Audit. Froebe and Bain (1976) contended that
the "major purpose of any nursing audit program is to
measure the nursing care received by the client and to
compare that care to predetermined standards" (p. 74). The
value of the audit stems from the "clarification of values"
which "leads to increased observance of them" (Phaneuf,
1972, p. 3). A vaiue was defined as an "affective disposi-
tion towards a person, object, or idea" (Steele & Harmon,

1979, p. 1). An individual's life and activities derive

e
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their directions from the values held by that individual.
I: the "goal of values clarification is to facilitate self-
understanding," it can be inferred that the use of the
nirsing audit format promotes a greater professional aware-
ness of the gquality of nursing care delivered (Steele &
Harmon, 1979, p. 1).

The JCAH developed an audit as a review means of
examining the charts of discharged patients to determine
the type of care they had received. Six points are included
in the audit plan: (1) the establishment of patient care
criteria; (2) a comparison of the actual practice with the
established criteria; (3) an analysis of the actual practice
finidngs; (4) the institution of corrective action; (5) a
determination of the degree of the corrective action's
effectiveness by means of a follow-up study; and (6) a
report of the results of the audit activity (JCAH, 1970).
The net effect of the audit plan, however, is more a retro-
spective review of care processes as Froebe and Bain (1976),
documented in their example of the assessment of the diabetic
patients' ability to self-administer insulin following hos-
pitalization.

Instruction giving during the period of hospitalization

would be considered essential to this behavioral out-

come. In this instance, checking diabetics' charts is,

desirable to determine if the patients went to classes

for diabetics, received bedside instruction, and indi-

cated to teaching personnel whether they understand the
teaching. Understanding might be recorded in terms of
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demonstration by the patients or administration of

their own insulin during the period of hospitalization

after the instruction. (Froebe & Bain, 1976, p. 76)

Phaneuf's aﬁdit also is a retrospective, process based
approach. It includes 50 items which measure the quality
of care a patient received during a particular phase of
care delivery. The process or actual performance of care
which is evaluated is not, however, the Nursing Process of
assessment, planning, implementation, and evaluation, but
rather it is the seven nursing functions which Phaneuf
contended are contained in statutes of licensure for nurses.
The conceptual framework utilized is: (1) application and
exXecution of the physician's legal orders; (2) observation
of symptoms and reactions; (3) supervision of those parti-
cipating in care, except for the physician; (4) supervision
of the patient; (5) reporting and recording; (6) applica-
tion and execution of nursing procedures and techniques;
and (7) promotion of physical and emotional health by direc-
tion and teaching (Phaneuf, 1972). Nﬁmerical scores are
obtained for each subsection, while the total evaluation
is the sum of all the subsection scores translated into
words (excellent; good; incomplete i.e., good as far as it
goes; poor; and unsafe) that describe the quality of care
(Phaneuf, 1972). Critics point to the functional orienta-
tion Phaneuf had chosen as a limiting factor in the useful-

ness of the audit as a monitoring agent of the Nursing
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Pirocess (Froebe & Bain, 1976). Therefore, while existing
audits attempt to focus attention on the actual performance
of nursing care, their format does not accomplish this
goal within the framework of the Nursing Process.

Numerous other attempts to measure the quality of
nursing care based on actual performance have been under-
taken. The Nursing Problems Priority Inventory (NPPI) was
developed and based upon Abdellah's scheme of 21 nursing
problems (Ayers, 1972). Brodt and Anderson (1967)
developed a Patient Welfare Evaluation instrument based on
11 components of patient welfare which they contended are
attributable to nursing practice. The authors claimed that
these components "possessed a high degree of relevance to
nursing intervention" and were "derived from the Synergestic
Theory of Nursing" (Brodt & Anderson, 1967, p. 167).
Included as components are skin integrity, mobility,
nutrition-hydration, bladder function, anatomical align-
ment, pulmonary function, independencé, mental attitude,
personal appearance, and interaction. Each component is
evaluated individually and a numerical score is assigned to
indicate the degree of effectiveness in achieving optimal
welfare within that component. Total patient welfare scores
then are derived by summing the individual scores, and the
results provide ordinal data to evaluate the patient's

progress and the effects of the medical and nursing process
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(Brodt & Anderson, 1967). Castles (1972) and Carter,
Hilliard, Castles, Slothl, and Cowan (1976) all reported on
Matheney's four Categories of patient problems as presented

in Patient Centered Approaches to Nursing (Abdellah, Beland,

Martin, & Matheney, 1960). Problems in Group I represent
the nursing measures to maintain hygiene, personal comfort,
activity, rest and sleep, and safety and body mechanics.
Group II includes the nursing measures to maintain an ade-
quate oxygen supply, nutrition, fluid and electrolyte bal-
ance, regulatory mechanisms, and sensory function. Group
IIT has the nursing measures identified as helpfdl to the
patient and family during their emotional reactions to the
patient's illness. In Group IV, the nursing measures that
will assist the patient and family to cope with the patient's
illness and the net life adjustment are discussed. 1In this
evaluation indices of quality nursing care are derived from
three sources of information which incorporate the groups
of patient problems: the nursing care plan, the nursing
record, and an audit of the patient and his environment.
Dunn (1970) approached the measurement of nursing
performance using a method of observation of behavior
associated with a nursing task. The instrument was
developed to aid the nursing supervisor in an objective
assessment of the knowledge and skills of staff nurses.

Dunn selected the five procedures of tracheal suctioning,
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administration of tube feedings, administration of oral
medications, administration of intravenous solutions, and
administration of intramuscular medications and performed
a task analysis study of the nurse's behavior in performing
the procedures. The author claimed that the tasks are
ccuched in the scientific principles of physiology,
pharmacology, microbiology, the behavioral sciences, and
physics, all of which constitute the framework of quality
nursing practice.

The Slater Nursing Competencies Rating Scale is yet
another instrument which purports to measure the guality
of nursing care based on a process approach. The Scale,
developed by Doris Slater Stewart in 1964, is composed of
84 items which "identify actions performed by nursing per-
sonnel as they provide care for patients" (Wandelt &
Stewart, 1975, p. xiii). The items are arranged into six
subsections "according to the primary science and cultural
basis for the nursing care actions Eovbe rated" (Wandelt &
Stewart, 1975, p. xiii). The subsections are: psychosocial
with an emphasis on the individual; psychosocial with an
emphasis on the group; physical; general; communication;
and professional implications. The categories of nursing
competencies are identified as best nurse, between best and
average nurse, average nurse, between average and poorest

nurse, poorest nurse, not applicable, and not observed.



36
The standard of measurement is the "quality of performance
of care expected of a first-level staff nurse" who is
defined as a "nurse who, traditionally is charged with
responsibility for providing nursing care that is safe,
adequate, therapeutic, and supportive in meeting the needs
of patients" (Wandelt & Stewart, 1975, pp. xiii, 50). The
authors claimed that although "each rater develops her own
individual frame of reference to serve as a concrete yard-
stick against which to measure competence displayed by a

|

nurse performing nursing care activities," the findings
from tests of the Slater Scale "reveal that variations in
adjectives which hold generally common meanings for raters
do not yield differences in ratings" (Wandelt & Stewart,
1975, pp. 35-36). Slater conceptualized that the value of
the Scale emanates from the emphasis on clinical competence
which incorporates the elements of nursing care planning,
problem-solving, and evaluating the plans of care. The
measurements derived from the Scale, éhe believed, can be
used to evaluate the overall competency level of a first-
level staff nurse and the levels of care displayed in par-
ticular areas of care.

A modification of the Slater Scale is the Quality
Patient Care Scale (QUALPACS) developed by Wandelt and

Ager in 1969. QUALPACS consists of 68 items which are

based on actions performed by nursing personnel as they
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care for individual patients. The items are arranged into
the same six subsections that are characteristic of the
Slater Scale and are essentially the same items rewritten
in a fashion that focuses attention on the nature of the
care given (rated as best care, between best and average
care, and so forth) rather than on the competencies demon-
strated by the nurse performing the care. The standard of
measurement remains the same, i.e., the care expected of a
first-level staff nurse, and the measuring device remains
the same, i.e., the rater's own frame of reference.

Other formats based to some degree on the process or
actual performance of care are "A Quality Control Plan for
Nursing Services" promulgated bybthe Commission for Adminis-
trative Services in Hospitals (CASH) in 1965, and the Nursing
Care Quality Evaluation developed by the Veterans Administra-
tion (Jelinek, Haussmann, Hegyvary & Newman, 1974).

A methodology that focuses on the Nursing Process as
the modality of nursing practice and that reflects the
generic Standards of Practice advanced by the American
Nurses' Association is the quality monitoring methodology
developed by Haussmann, Hegyvary and Newman (1976). Their
work constituted a contract (Public Health Services Con-
tract NO NU-24299) given by the Division of Nursing, Health
Resources Administration, United States Department of Health,

Education, and Welfare to the Rush-Presbyterian-St. Luke's
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Madical Center (Chicago) and through them, to the Medicus
Corporation. From a massive two phase project emerged an
evaluative instrument which delineates each of the dimen-
sions of the Nursing Process. Each area is operationally
defined: the plan of care is formulated after the assess-
ment is made; the physical needs of the patient are attended;
the nonphysical needs of the patient are attended; and,
achievement of nursing care objectives is evaluated.
Specific indicators of quality for each of the dimensions
contained in the areas are identified. To comply with the
operational definition of the Nursing Process, the identi-
fied specific indicators or criteria fulfill certain quali-
fications: a relationship to nursing; an authoritative
documentation; a predicted reliability; and, a specific
Nursing Process dimension relationship. Also included in
the instrument developed by Haussmann et al. is a portion
which evaluates some of the structural attributes (unit
-management and support services) of the nursing care deliv-
ery system.

The complete instrument, the Criteria Master List,

consists of 257 criteria for guality nursing care. The
~authors claimed its outstanding feature is its level of
detail: "no other existing methodology for monitoring
quality of nursing is baéed on an operational definition of

the Nursing Process to the same degree of specificity and
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discreteness" (Haussmann et al., 1976, p. 7). Block (1375)
concurred with this observation and stated that "although
this method may not solve all problems of process measure-
ment in nursing, it is the result of a major effort in the
area, and it should prove highly useful to those in nursing
wishing to evaluate gquality of nursing care in institutions"
(p. 260).

In summary, many instruments that purport to measure
the guality of nursing care exist. Of these, the Criteria

Master List, developed by Haussmann et al., more effectively

measures the quality of nursing care delivered under the
aegis of the Nursing Process than do any other presently
existing instruments. The Nursing Process provides an oper-
ational approachlto the Standards of Practice advanced by
the ANA. The conformity of a professional nurse's practice
to the standards embodied in the Nursing Process can serve
as a measurement of the quality of nursing care rendered.
When effective monitoring devices exist, the professional
nurse can become more accountable to self, the profession,

and the public for the quality of nursing care provided.

Nursing Practice and the Educational
Preparation of Nurses

As professional nursing is currently practiced in the
United States, individuals with varying degrees of educa-

tional preparation are employed by hospitals and other
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h'ealth care agencies. The most recent data indicate that
in 1974, of the estimated 857,000 registered nurses prac-
ficing in the Unitéd States, 28,000 (3.3%) were prepared on
the master's or doctorate level, 130,400 (15.2%) on the
baccalaureate level, 647,000 (75.5%) on the diploma level,
and 51,600 (6.0%) on the associate degree level (United
States Department of Health, Education, & Welfare, 1974).
Within the hospital and related institution category,
master's or doctorate prepared nurses constituted 1.3%
of the staff, baccalaureate prepared nurses, 12.2%, diploma
prepared nurses, 8l1.3%, and, associate degree nurses, 5.4%
(United States Department of Health, Education, & Welfare,
1974). Earlier data indicated that in 1972, doctorally
prepared nurses nationally totaled 1,106 (0.2%) of the entire
registered nurse population, while those employed in hos-
pitals totaled 261 (0.1%) (ANA, 1977). The continued trend
towards a predominance of nonbaccalaureate prepared nurses
remains despite the 14 years that have passed since the

ANA published its statement entitled Educational Preparation

for Nurse Practitioners and Assistants to Nurses: A Posi-

tion Paper. At that time, the ANA "affirmed its belief that

unless all nursing education is upgraded, nurses will be
handicapped in efforts to provide patient care encompassing
advances made possible by the explosion of scientific

knowledge" (ANA, 1965, p. 1). The position regarding this
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upgrading of nursing education was one which placed the
education in "institutions of higher learning” (ANA, 1965,
p. 1). Distinctions were made regarding minimum prepara-
tion for beginning professional nursing (a baccalaureate
education in nursing) and for beginning technical nursing
(an associate degree education in nursing).

The authors of the Position Paper conceptualized that

care, cure, and coordination are the essential components
of professional nursing. Constant evaluation of nursing
practice constitutes a hallmark of professionalism.
Identifying nursing problems, generating possible solutions,
and conducting research in the guest to improve the quality
of nursing care add to the body of theoretical nursing
knowledge. Thesé abilities, they noted, require "education
which can only be obtained through a rigorous course of
study in colleges and universities" (ANA, 1965, p. 6).

In contrast, technical nursing practice is "unlimited
in depth, but limited in scope” (ANA,'1965, p. 8). The same
essential components of practice, care, cure, and coordina-'
tion, are reflected in technical nursing practice, but they
are carried out under the direction and supervision of pro-
fessional nurse praétitioners. Preparation for these
activities is obtained in an educational program which ié
"technically oriented and scientifically founded, but not

primarily concerned with evolving theory" (ANA, 1965, p. 8).
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The authors concluded that the environment for technical
education "remains the responsibility of junior and senior
colleges" as opposed to the "nondegree granting technical
institute" (ANA, 1965, p. 8).

Nursing Practice Responsibilities and
Scope of Preparation

The focus of nursing practice was identified by

Florence Nightingale in Notes on Nursing--What It Is and

What It Is Not in 1859 as "putting the patient in the best

condition for nature to act upon him" (Henderson, 1966, p. 1).
Orlando (1961) noted that continuous observation and inter-
pretation of the patient's behavior, patient validation of
the nurse's interpretation, and nursing action based on the
validated inféreﬁce constituted the responsibilities inher-
ent in effective nursing practice. Henderson (1966) con-
ceptualized the practice of nursing as "assisting the
individual, sick or well, in the performance of those activi-
ties contributing to health or its recovery (or to peaceful
death) that he would perform unaided if he had the necessary
strength, will, or knowledge" (p. 15). The American Nurses'
Association (1975b) recognized the Nursing Process as the
framework in which the responsibilities of nursing practice
are discharged. Carlson (1972) provided support for the
ANA's position on the Nursing Process: "the philosophical

and theoretical acceptance of the nursing process 1is
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evidenced by the growing number of books and articles on
the subject in general, as well as on its component parts:
the nursing history, nursing diagnosis, and nursing care
plan" (p. 1589). She further conceptualized the Nursing
Process as the totality of a three part problem-solving
approach (assessment, including the nursing history and
nursing diagnosis; intervention, including the nursing
orders and nursing care plan; and evaluation, including the
nursing prognosis, jointly undertaken by the nurse and
patient. Roy (1971) noted that two factors which are neces-
sary for optimal nursing care are included in the Nursing
Porcess: assessment and intervention. The’activities of
the Nursing Process are accomplished through using judg-
ments in the aséessment phase, establishing realistic health
goals, planning and implementing goal directed nursing
strategies, using the referral system, employing judgment
and decision-making skills in the evaluation process, colla-
borating with other health professionals, and leading and
managing assistant nursing personnel (Schlotfeldt, 1977).
The individual nurse's ability to effectively carry out the
phases of the Nursing Process can be related to the scope
of the nurse's educational preparation. Areas in which
differences in abilities among graduates of the various
types of programs have been documented include: the nature

of the problem the practitioner solves and the characteristics
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of the decision-making process; the scope of practice; and
the attitude towards practice (Waters, Vivier, Chater,

Urrea, & Wilson, 1972).

Baccalaureate and higher education. Benner and Kramer

(1972) contended fhat fhe baccalaureate program emphasizes
educational socialization which pfomotes the development
of and adherence to standards of practice, and provides
in-depth familiarity with decision-making and problem-
solving approaches. The extensive body of theoretical
and empirical knowledge to which“the baccalaureate graduate
has been exposed extends beyond the practical and estab-
lished nursing knowledge, and includes a large selection of
problem-solving approaches (Waters et al., 1972). This
varied background enablés the baccalaureate practitioner to
identify a wide range of nﬁrsing problems, including those
which are both abstract and/or complex (Nicholls, l977a).‘
The skills and knowledge needed for assessment, goal setting,
and planning are derived from a balanced general and profes-—
sional theoretical background (DeChow, Malmstrom, & Ogden, L
1968) . Nursing strategies that are selected often are
innovative (Waters et al., 1972).

Anderson (1972) noted that this wider range of judgment

and problem-solving abilities enables the baccalaureate

nurse to respond to less prescribed situations. 1In the face
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of uncertainty, she continued, this nurse utilizes
deliberative approaches in the selection of appropriate
strategies. Nursing strategies often are extremely modified
for use with particular patients, families, and/or commu-
nities. These strategies also incorporate the concept of
collaboration with members of other health care disciplines
(Waters et al.. 1972). Leadership and management theories
endow the practitioner with the ability to direct and guide
others in nursing care activiﬁies (Boyd, 1975). The bac-
calaureate graduate, by virtue of the educational program,
also is prepared for operational autonomy and demonstrates
an expréssive functional ability (Benner & Kramer, 1972).
This expressive function often is characterized by an
interest in the écientific gathering of data to refine and
extend the scope of nursing practice (Waters et al., 1972).
Gray et al. (1977) noted that the baccalaureate graduate
is not satisfied with mere pfoblem identification, but
often demonstrates concern for determining causes and pos-
sible preventive/corrective measures.

Graduate education in nursing has been identified as
a process which develops the baccalaureate‘graduate more
fully (McGivern, 1974). Exposure to graduate education
provides the nurse with the "complex theoretical base and
advanced clinical practice necessary to prepare a responsi-

ble professional" (McGivern, 1974, p. 77). The nurse,
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executing the Qarious phases of the Nursing Process, does
so guided by standards of practice that have been inter-
nalized. Nicholls (1977a) contended that there may be
considerable differences in the standards set by the nurse
who is pursuing or who has completed graduate education and
the nurse who has remained at the baccalaureate level. This
nurse, who has remained at the basic level of baccalaureate
preparation, may be influenced by standards of practice
which "may have crystallized ét the level achieved at gradua-
tion" (Nicholls, 1977a, p. 53). This level would not
include the maturing process that supports highly critical
judgmenﬁ and greater leadership skills that are catalyzed

by exposure to graduate nursing education (McGivern, 1974).

Associate degree education. References to the

characteristics of the associate aegree (and diploma pro-
grams) maintain an emphasis on technical orientation to

the Nursing Process. Nicholls_(l977a) contended that a
limited theoretical foundation inhibits the associate degree
nurse's independent problem-solving and decision-making
activities. The lack of a firm scientific and theoretical
base impairs the associate degree graduate's ability to
assess, plan, implement, and evaluate care in a manner
reflecting a highly intellectual process (Rotkovitch, 1976).

The nursing science base which this practitioner : possesses
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i§ delimited to predictable, recurrent nurse-client and
nurse—-group interactions (Anderson, 1272). This level of
abstraction provides the knowledge and skills necessary to
select those nursing strategies which are mainly physical
measures requiring competencies of manual dexterity
(Waters et al., 1972).

The scope of the associate degree nurse's practice is
characterized by the nursing care of patients with clearly
defined nursing problems, in ﬁhé areas of physical comfort
and safety, and physiological malfunctions, under the super-
vision of a'professional nurse (Waters et al., 1972;
Matheney} 1975; Gray et al., 1977). Whereas the baccalau-
reate prepared nurse may be thought of as "care oriented,"”
the associate deqree practitioner is "cure oriented"
(Bullough & Sparks, 1975). The technically (associate
degree) prepared nurse focuses on the accepted way to per-
form tasks in order to achie&e clearly defined nursing goals
(Schlotfeldt, 1977). Collaboration with other health care
pProviders is characterized by coordination and/or super-
vision of technical functions under the leadership of a
pProfessional nurse (Gray et al., 1977). Research informa-
tion, derived from professional (baccalaureate prepared)
nurses' studies, is analyzed and interpreted by the techni-

cal nurse for the identification of those practice
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innovations which may be incorporated into the existing body

of technical nursing knowledge (Waters et al., 1972).

Diploma education. The technical nurse prepared at the

diploma level relies on others to develop and refine the
body of nursing kﬁowledge which underlies clinical compe-
tencies similarly to the associate degree practitioner.
Again, the emphasis is placed on the identification of nurs-
ing problems which are recurrent in nature and common to a
specific target population (DeChow et al., 1968). The prob-
lems identified by the diploma nurse generally are more
likely to be medical in lieu of nursing, and physical or
Physiological in lieu of social or psychological than are
those defined by the baccalaureate nurse (Waters et al.,
1972) . The process of décision—making is accomplished through
a reliance on general knowledge gained in secondary school
study (Schlotfeldt, 1977).

The practice of the nurse prepared at the diploma level
generally focuses on the instrumental role (Benner & Kramer,
1972). These graduates have "learned how to do tasks
almost to perfection" (Nicholls, 1977a, p. 52). The focus
on the mastery of particular skills is based on the mastery
of selected essential concepts that either rationalize or
explain the skills (Schlotfeldt, 1977). The diploma

graduate implementsbthese skills relatively free of supervision,
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but is not prepared to assume a leadership role (Bovyd,
1975) . Furthermore, similar to the associate degree nurse,
the diploma graduate must rely on the reséarch information
gathered, analyzed, and often interpreted by others (Waters

et al., 1972).

Comparison of Nursing Practice Competencies

That inconsistencies exist among the various
competenciés of nurses prepared at different levels of edu-
cation is thereby concluded from a review of the literature.
However, additional support for the contention that nurses
prepared at different levels of education function differ-
ently in a practice setting is found in a review of selected
studies.

Waters et al. (1972) conducted an exploratory study
to determine if actual performance differences between
technically and professionally prepared nurses could be
validated systematically. Their findings indicated that
differences existed in some aspects of nursing practice.

The baccalaureate graduate was more oriented than the asso- '
ciate degree graduate to comprehensive care which included:
identification of problems that were psychological and/or
sociological as well as physical; collaboration and con-
sultation with other health care providers; and independent

inquiry, In contrast, the associate degree graduate was
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identified as being hospital oriented and more concerned
with the mechanical performance of routine tasks than the
Ihaccalaureate éraduate. |

Gray et al. (1977) reported the results of their study
of the performance of associate degree and baccalaureate
students in the areas of technical skills, teaching, lead-
ership, providing support to the patient and the patient's
family, interviewing skills utilized in the assessment
phase, and nursing strategies chosen in both predictable
and unpredictable situations. These areas were identified
by the authors as reflective of the differences in the
philosophy and terminal objectives of the two different
educational programs. The study indicated a performance
difference in the areas of primary concerns of the respec-
tive students. Whereas both groups indicated a concern for
meeting the physical needs of the patient, the baccalaureate
student indicated a concern also for the psychological
needs as well as for determining the cause of the identified
problem and possible preventive measures. Differences in
role function also were identified: the associate degree
student was found to be management oriented, i.e., providing
for equipment and supplies; whereas, the baccalaureate stu-
dent was leadership oriented, i.e., teaching staff and
initiating patient education programs. One interesting

conclusion drawn by Gray et al. was their observation that
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many nursing actions specifically undertaken by the
baccalaureate nurse are not readily visible, i.e., involving
the use ofAknowledge in assessment prior ﬁo action, and
planning for and carrying out preventive nursing actions.
They contend that this characteristic might explain "why the
general public, and indeed, nurses themselves, have diffi-
culty describing the differences in the function of tech-
nically and professionally prepared nurses" (Gray et al.,
1977, p. 373). This area of projected difference has been
identified as the focus for potential research by Anderson
(1972). As Dean of the School of Nursing, University of
Hawaii, she has indicated a concern for establishing the
reliability of a computer based test of the decision-making
process utilized in nursing situations by graduates of both
associate degree and baccalaureate programs.

Differences in the level of educational preparation was
an area that was studied by Haussmann et al. (1976). Their
focus was on the quality of the Nursing Process and attempts
were made to identify the various correlates of quality care,
reflected in the execution of the Nursing Process. The
level of educational preparation of the nurse carrying out
the Nursing Process was identified as having a possible

latent effect on the quality of nursing care.
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Nursing Education and Nursing Employment

The literature supported the contention that nurses
prepared at vérious educational levels possess different
ahllities and capabilities in carrying out the Nursing
Process. Yet, the literature indicated that rarely do
staff nurse hiring criteria reflect this difference. As
long ago as 1967, Moore noted that upon licensure, few
Directors of Nursing Services made any distinction between
professional and technical nufses once they were employed.
One year later, DeChow et al. (1968) admonished nursing
service administrators to "recognize that jobé and regis-
tered nurses are seldom tailor-made and that some altera-
tions will be needed" (p. 149).:  Francis (1972) noted that
all nurses continue to assume the same set of responsi-
bilities, regardless of level of educational preparation and
Boyd (1975) concluded that differences in skill, preparation,
and potentiél for growth are not considered in most nursing
employment situations. As Haussmann et al. (1976) were
identifying possible correlates of quality nursing care,
they also noted that provisions for variations in educa-
tional preparation were not made for most staff nurse posi-
tions. Waters et al. (1972) have referred to this situation
as one which perpetuates the old cliche of "a nurse is a
nurse is a nurse" and blame it for impeding nursing's goal

of improving the care of patients through the best use of
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resources and background in the health care setting.
Christman (1971) contended that "care is delivered at the
ievel of preparation of the person giving the care" (p. 23).
Nicholls (1977a) expanded this theme with her observation
that as "it is the practicing nurse who, in the final
analysis, determines the quality of care received by the
patient, emphasis must be placed on those factors which
influence the individual nurse" (p. 51). A ?rinciple fac-
tor, she noted, is the level of educational preparation of
the nurse.

In summary, nurses practicing in health care agencies
in the United States today are prepared at various levels of
formal academic education in nursing. The various educa-
tional programs endow their graduates with varying abilities
and capabilities in carrying out the Nursing Process. These
differences have been shown in a discussion of the various
types of nursing programs and selected research studies.
Yet, most employing agencies make no distinction in the hir-

ing criteria for staff nurse positions.

Primary Nursing

Nursing's ability to provide guality care is influenced
by a multitude of variables. Another important variable,
noted in the quest for quality assurance, is the identifi-

cation of the organizational structure which supports the
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delivery of high quality nursing care. WNicholls (1977b)
ohserved that the organization of nursing care must be based
on the maxiﬁum utilization and development of nurses. Pri-
aYy nursing is an organizational modality that meets this

structural requirement.

Primary Nursing Philosophy

Within primary nursing, the fragmentation of patient
care 1s at a minimum, and patients are directly cared for
by professional nurses (Manthey, 1973). The focus of nurs-
ing activities is the individual patient (Leninger, Little,
& Carnevalli, 1972). Marram et al. (1974) contended that
primary nursing supports the philosophy of patient centered
nursing. Also inherent in this structure is the accounta-
bility of nurses for the quality of care provided. The
Nursing Process is the conceptual framework utilized by the
primary nurse in the delivery of nursing care (Mundinger,
1977). The phases of the Nursing Process are carried out
with the active participation of the patient (Logsdon, 1973).
Marram et al. (1974) contended that the primary nurse, then,
is accountable for all decision-making regarding the
pPatients within the nurse's caseload, although collaboration
Wwith other (associate) nurses and with other health care
Providers is permitted. Collaboration with others does not
however, relieve the primary nurse of the central focus of

responsibility.
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The definition of primary nursing reported by Dickerson
(1978) provides a succinct summary:

. « . primary nursing is a philosophy and a modality
of humanistic health care delivery in which the
client becomes a contributor to as well as recipient
of his plan of care. The client is assigned to a
professional nurse who cares for him utilizing the
nursing process and scientific inquiry. The Primary
Nurse has authority, autonomy, and is accountable and
directly available to the client. (p. 1)

Primary Nursing Studies

Smith (1977) noted that, as the same nurse delivers care
from the time of admission to the time of discharge, the
care is comprehensive and continuous. As the focus remains
on the needs of the individual patient, the result, Smith
continued, is quality and individualized care. Numerous
systematic investigations provide support for this conten-
tion.

Most studies have concentrated on a comparison of the
effects of the structures of primary and team nursing on the
quality of care provided to patients. Jones (1975) reported
the results of a study in which renal transplant patients
cared for on a primary nursing unit recovered more rapidl§
and with fewer complications than those patients on a team
nursing unit. Felton (1975) and Williams (1975) both inde-
Pendently reported on the quality of care scores measured
by the Slater Scale, QUALPACS, and Phaneuf Audit, utilizing

Pediatric units where team or functional nursing (control
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wnit) and primary nursing (experimental unit) were
practiced. The mean scores for the primary nursing unit
ware ﬁiéher on éll three quality monitéring éeviceg and
sttatistical significance was achieved with QUALPACS and the
Phaneuf Audit. Daeffler (1977) studied patients' percep-
tions of their care on both primary and team nursing units.
Their perceptions were based on their ability to identify
omissions in the care they received. Patient responses
from the team nursing unit indicated a much higher rate
of omissions in care than did those from the primary nursing
unit. Furthermore, patient responses regarding their satis-
faction with their care were consistently higher on the
primary nursing unit.

In 1974, Ciske administered a questionnaire to patients
discharged from primary and team nursing units. She also
sampled the patients' perceptions of their nursing care.
Statistical significance was achieved on one item, with six
other items approaching statistical significance. The
results of this study indicated that patients cared for on
Primary nursing units identified a quality of care higher
than those on the team units. Ciske (1977) also offered her
nonsystematic observations of primary nursing based on her
eXperience as a nurse clinician in an institution that
utilized both the teah and primary organizational structures.

She noted that whereas kardexes on the team units lacked
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evidence of care plans, those on the primary units indicated
clearly defined nursing orders. Furthermore, informal posi-
tive reports of the quality of the nursing care from nurses
"floated" to the primary nursing units, strengthened her
conclusions regarding primary nursing.

Marram et al.'s (1973, 1977) extensive studies of
primary and team nursing have focused on patient satisfac-
tion, staff satisfaction, and cost effectiveness. Patient
satisfaction was explored both informally and formally.
Under both circumstances, patients on the primary nursing
units described a higher quality of individualized and
personalized care and related their greater satisfaction
with their care. Marram et al. (1973) contended that the
patient's perceptions of how well his/her needs are met is
a vital criterion for quality evaluation because "nursing
is primarily an interactional process through which the nurse
and patient work together in mastering health needs and
adjustment to the hospital" (p. 815). Additional support
for the contention that the patients on primary units were
_Mmore satisfied with their care because it was more individ-
ualized and personalized, comes from Marram's (1977)
examination of the differences in the nursing assessment on
the units. The primary nursing assessments, she noted, often

incorporated the patient's perceptions of his/her illness and
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his/her nursing needs, a characteristic frequently lacking
on the team units.

Informal data on nursing satisfaction indicatéd that-
new graduate nurses on primary units maintained a higher
level of commitment to professional ideals and became more
idealistic in outlook over time than those new graduate
nurses on team units (Marram et al., 1973). Formal data,
in the form of questionnaire responses, yielded similar
results. Finally, formal data also indicated that a pri-
mary nursing unit costs less to operate than a team nursing
unit, especially when the cost of sick-hours and other
absences is calculated (Marram, 1977). Marram (1977) con-
cluded that the "primary nursing unit not only appears to
be providing more individualized patient-centered care, but
it is also cost-effective, providing both higher quality
care and reduced expense" (p. 25).

Kramer (1970) relied on her observations and data from
committee meetings, patient records, kardex care plans, and
semi-structured interviews of primary, associate, and super-
Visory nurses, physicians, patients, and patients' families,
to draw her conclusions regarding primary nursing. Data,
from the use of a modified United States Public Health
Services time-sampling technique, indicated that the primary
nurse was almost always observed to be providing direct

patient care. Other conclusions included validation of
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primary nurses assuming responsibility for coordination of
patient care activities with other health professionals, for
providing clear and explicit plans of nursing care, for
functioning as role models for student nurses, and for
utilizing other primary nurses for nursing consultations
(Kramer, 1970). An interesting aspect of primary nursing
that Kramer (1970) noted was the greater ease of identifying
different levels of nursing competence with respect to the
ability to deliver quality nursing care on primary nursing

units as opposed to team and/or functional nursing units.

Accountability and Responsibility

Ciske (1977) stated that the concept of shared
responsibility and accountability in team nursing often
becomes no responsibility and accountability. "The team
leader's goals of assessing each patient on her team and
supervising the planning, implementing, and evaluating of
care plans for ten to twenty patients were unmet" in her
study (Ciske, 1977, p. 6). In contrast, Christman (1978)
contended that primary nurses develop a sense of accounta-
bility and responsibility for the process and outcome of
their nursing activities undertaken on behalf of their
caseload of patients. It is this sense of personal

accountability and responsibility for guality of services
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that is consistent with the hallmarks of full professionalism

that nursing is seeking to attain.

Summarz

In conclusion, a review of the literature has indicated
that much emphasis is being placed on the measurement of
the quality of care provided within the health care system.
Professional nursing is pursuing voluntarily the goals of
identifying the correlates of quality of care delivered by
its practitioners. A guality monitoring methodology which
is based on the conceptual framework of the Nursing Process
appears to be the most useful means of evaluation. This

instrument, the Criteria Master List, can be used to evaluate

individual nurses' abilities to carry out the Nursing
Process. Within the organizational structure of primary
nursing, where accountability and responsibility of the
Primary nurse for the individual patient's care is the under-
lying philosophy, individual characteristics of nurses can
be examined to learn if they contribute to quality assurance.
The nurse's level of educational preparation in nursing may
be one of these correlates of quality nursing care. Further
research focused on quality nursing care as related to the

nurse's level of educational preparation is needed.



CHAPTER 3

PROCEDURE FOR COLLECTION AND

TREATMENT OF DATA

Introduction

This study was a nonexperimental research study.
Abedllah and Levine (1965) stated that, in nonexperimental
research, all elements of the research are not under the
control of the researcher. In addition, it is conducted
in a nétural setting. They further cite the following
advantages of nonexperimental research: it is less expen-
sive to conduct than the experimental one, and it is the
method of choice where there is a time lag between the
application of the independent variable and the appearance
of a response in the dependent variable. Further advan-
tages that are noted are: if it involves human studies,
it can often attain a greater reality in relation to the
total content of the research than experimental research
can; and, in general, its findings are more broadly repre-
sentative of a larger target population than are the
findings from experimental research.

Abdellah and Levine (1965) also identified certain
drawbacks to the use of a nonexperimental research design:
it cannot establish causal relationships with the same

61
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degree of confidence as the experimental design, and, it
cannot be easily applied to test out a newly developed
product, plan, or program. In addition, it is usually not
useful in the development of new theories, ideas, or prin-
ciples, and it is not considered to be true research by

some people.

Setting for the Study

The setting for the study was a 374 bed teaching
hospital in a large medical center in the Southwest United
States. The hospital is a corporation-owned, nonsectarian,
general hospital which provides care for only private
patients. The hospital's nursing service is organized
around the primary nursing model. This organizational
structure is the only one the nursing service has ever

utilized.

Population and Sample

The target population from which the total sample was
drawn consisted of all adults (defined as 18 years or older)
who were classified as in-patients on all the medical and
surgical units. Three patient units were randomly selected
using the fishbowl technique. The process of sampling with
replacement was utilized.

The units selected were all designated primarily as

Surgical units, although medical patients were occasicnally
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j7laced on these units as a result of "overflow" from the
medical units. For purposes of this study, each patient
unit was structurally and functionally subdivided to yield
three subsections or "pods." The total patient capacity
for each unit was 54, with 18 patients located on each
"sod. "

Patients, whose quality of nursing care was measured,
were randomly selected, according to a numerical method of
selection (every third patient). Patients included in the
sample were hospitalizéd for a time period greater than 72
hours to allow time for implementing those aspects of the
Nursing Process that were monitored. Subjects were elimi-
nated from the sample if tﬁey did not have a registered
nurse identified as a primary nurse. This elimination was
necessary as the institution under study also utilized
licensed vocational nurses as primary nurses. Patients also
were eliminated as subjects if their primary nurse wés one
whose nursing care had been previously evaluated. The total
Patient sample consisted of 31 subjects, all of whom were
Classified as surgical patients.

The required consent was obtained from the appropriate
Sources prior to conducting the study (Appendix A). Written
consent was obtained from each patient for a review of his/
~ her chart and for direct interview if necessary (Appendix B).

Written consent was obtained from all of the available
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full-time registered nurses who provided primary nursing
care on the three units prior to data collection (Appendix
C}. The nurses, however, were informed that their patients
might not necessarily be selected as subjects for participa-
tion in the study. An explanation of the investigation was
provided to the day shift nurses in unit meetings and to the
evening and night nurses on an individual basis. All par-

ticipation was strictly voluntary and anonymous.

Description of Instrument

The instrument that was used to measure the quality of

nursing care was the Criteria Master List derived from the

quality-monitoring methodology devised by Jelinek, Haussmann,
and Hegyvary (1974) and Newman (1976) under a grant from the
United States Department of Health, Education, and Welfare
(Appendix D). The instrument has been shown to have content,
construct, concurrent, and predictive validity (Haussmann

et al., 1976). The instrument also has been analyzed for
Systems reliability by its developers on two occasions. The
first evidence for its reliability was based on data from
two pilot hospitals. The second format for reliability was
based on data from 19 hospitals. In both situations, dis-
tribution, correlation, cluster, and variance analyses
Were performed to assess the criteria and structural per-

formance on the instrument. The developers claim the
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validity and reliability of the methodology were confirmed
to the extent that corroborative measures of quality do
exist.

The instrument developed by Haussmann et al. includes
an extensive set of 257 criteria which are grouped under
six main objectives. Four of the objectives form the
framework of the Nursing Process and are identified as
follows: the plan of nursing care is formulated after
the assessment is made; the physical needs of the patient
are attended; the nonphysical needs (psychological, emo-
tional, mental, and social) are attended; and achievement
of nursing care objectives is evaluated. The remaining two
Objectives reflect the influence that indirect or support
components of the health care agency have on the ability of
the nurse to utilize the Nursing Process. These objectives
are identified as follows: unit procedures are followed for
the protection of all patients; and the delivery of nursing
care is facilitated by administrative and managerial services.

The criteria are grouped within 28 subobjectives of
nursing care. Each criterion, grouped under a subobjective,
is coded to indicate the patient type and patient unit type
for whom and for which it is applicable. This coding for
Patient type includes the patient care classification sys-

tems of 1, 2, 3, and 4, as well as the nursery patient and
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the recovery room patient. The patient unit coding includes
the general unit, the nursery unit, and the recovery unit.
The instrument's developers have identified the process
of scoring as being accomplished by means of computing
quality indexes for each of the 28 subobjectives.

Each index is the average of the criterion scores
within the subobjective. Each criterion score is the
ratio of positive responses to the maximum possible
positive responses based on the number of valid obser-
vations for the criterion . . . . Indexes for objec-
tives are computed as average values of the subobjec-
tive scores within a given objective. (Haussmann

et al., 1976, p. 11)

This format of scoring makes it possible to develop

comparative analyses for groups.

¥

Data Collection

Different worksheets were generated from the Criteria

Master List by means of a computer (Texas Instruments Model

51-A) , which randomized the criteria (by number) for quality
nursing care measured. The developers of the instrument have
established that random selection of the criteria is consis-
tent with the identified validity and reliability. This is
POssible because the criteria are grouped in such a way that
those "within any one set relate both substantively and
Statistically to one another and together provide a consis-
tent measure of quality for that subobjective" (Haussmann

et al., 1976, p. 7). The Criteria Master List used in the

Study consisted of those criteria which pertained to the
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medical-surgical patient. The revised list consisted of
201 criteria. Of these, the computer was directed to
select 56 criteria per worksheet, two from each subobjec-
tive. Each worksheet was identified by a code (Worksheet
A, B, C, D, E, and F), which was arbitrarily assigned. On
each unit, the worksheet selected for use was a different
one. The nursing staff was not informed of the identity
of the particﬁlar worksheet, nor of its inclusive criteria.
To prevent influencing the nursing staff from ascertaining
which aspects of the Nursing Process were monitored during
the week long observation period, different worksheets were
used on additional visits to the patient units. Each unit
was visited twice. The researcher administered all the
worksheets and interviewed the patients according to the
criteria on a particular worksheet, as necessary. This
insured that observer reliability was consistent.

Each worksheet was coded with the primary nurse's code

number. Each participating primary nurse was assigned an

identification number that was double-blind coded.

Treatment of Data

The nonexperimental research design lends itself to
an analysis of the relationship between independent and
dependent variables. 1In this study, the dependent variable

Was the quality of nursing care measured against selected
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Mursing Process criteria. The independent variable was the
level of educational preparation, identified as the highest
degree obtained in formal academic preparation in nursing,
of the primary nurse who is responsible for the nursing
care of the patient. Classification of the independent
variable was: an Associate Degree in Nursing, a Nursing
Diploma, a Baccalaureate Degree in Nursing, and Post Bac-
calaureate studies in Nursing.

The statistical treatment included a One-Way Analysis
of Variance. This test is a parametric statistical test
of significance for gquantitative variables (Abdellah &
Levine, 1965). It is useful for a comparison of the values
of gquantitative criteria measures for more than two groups.
In the study, the different levels of educational prepara-
tion of the primary nurses yielded multiple groups (Asso-
ciate Degree in Nursing, Nursing Diploma, Baccalaureate
Degree in Nursing, and Post Baccalaureate studies in Nursing).
None of the nurse subjects had masters' or doctoral degrees.
The numerical values or scores of the quality of nursing
care delivered by each primary nurse yielded the mean for
the group. From this, the standard deviation and the
variance for each group were calculated. Then, the vari-
ance of the measurements within each of the alternative
groups was computed. The first procedure reflected the

effects of chance variation attributable to randomization.
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The second procedure reflected the effect of the independent
variable, the primary nurse's level of educational prepara-
tion. The F-test of significance was calculated as the
ratio of the variance among groups to the variance within
groups. The quotient then was referred to the appropriate
entry in a table of the F distribution to discover if there
was statistical significance. The selected acceptable level
of significance was g§.05. This procedure was conducted for

each of the six objectives contained in the Criteria Master

List as well as for the overall total score.

On the basis of these results, the study was designed
to indicate if there was a statistically significant dif-
ference in the quality of nursing care delivered by primary
nurses with different levels of educational preparation in

nursing.

Summary

The investigation was a nonexperimental research study.
The setting was identified and the target population was
described. The method of random sample selection was dis-
cussed. Evidence of informed consent was presented. The
instrument utilized in the study was identified as the

Criteria Master List derived from the guality-monitoring

methodology devised by Haussmann, Hegyvary, and Newman. A

discussion of the instrument also was included. The method
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of data collection, including the generation of multiple
random worksheets was described. The method in which the
data were treated statistically was presented and was

related to the problem identified for study.



CHAPTER 4

ANALYSIS OF THE DATA

Introduction

A nonexperimental study was conducted to determine if
a relationship existed between the quality of nursing care
delivered andkthe educational preparation of the primary
nurse responsible for the care. Data collection was accom-
plished by utilizing worksheets derived from the Criteria

Master List (Haussmann, Hegyvary, & Newman, 1976). These

worksheets, which contained 56 items or criteria, were
administered to 31 randomly selected patients whose quality
of nursing care was measured. Demographic information was
obtained from the primary nurses responsible for the care
of these patients (Appendix E). This chapter presents an
analysis of the data collected. An interpretation of the
Statistical evaluation also is presented, followed by a

Summary of the findings.

Description of the Sample

The study sample of primary nurses included 31 full-time
registered nurses who were identified as the primary nurses
responsible for a specific patient caseload. Data were
collected including the basic educational preparation in

71
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nursing, years of experience in nursing, and years of
2xperience in the study institution; however, data related
0 the years of nursing experience and of institutional
experience were not related to the quality of nursing care
score. Of the 31 nurse subjects included in the study,
nine (29%) were identified as having an associate degree in
nursing, seven (23%), a nursing diploma, 14 (45%), a bac-
calaureate degree in nursing, and one (3%), as pursuing
post baccalaureate studies in nursing (Table 1). In con-
trast to the general population of nurses employed in hos-
pital settings, the educational propcrtion emphasizes a
predominance of diploma level nurses (United Stated Depart-
ment of Health, Education, & Welfare, 1974).

Of the 31 nurses, only three were found to have
progressed beyond their basic level of educational prepara-
tion in nursing. One nurse acquired a baccalaureat¢ degree
in nursing following a basic preparation at the diploma
level; a second also acquired a baccalaureate degree follow-
ing a basic preparation at the associate degree level; and,

the third is pursuing post baccalaureate studies in nursing.

Presentation of the Findings

The worksheets were individually scored to yield total
quality scores and subtotal gquality scores for the six

Objectives. Thus, scores were derived for the quality of



Table 1

Summary of the Basic and the Highest Levels of Educational
Preparation and Mean Years of Nursing and Institutional
Experience of the 31 Primary Nurses Included
in the Study

Subjects

Mean Years of

Educational Level Basic Level Highest Level Experience
Number Percent Number Percent Nursing Igi§i§¥—
Associate Degree 10 32 9 29 5.44 1.88
Nursing Diploma 8 26 7 23 19.14 1.15
Baccalaureate Degree 13 42 14 45 2.96 1.05
Post Baccalaureate 0 0 1 3 2 .58 1.51
Total 31 100 31 100

£L
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the nursing care delivered during the assessment and
planning phase (Objective 1.0), the implementation phase
wihich included meeting both physical (Objective 2.0) and
nonphysical needs (Objective 3.0), and the care evaluation
phase (Objective 4.0). In addition, scores were obtained
for unit management ability (Objective 5.0) and utiliza-
tion of support services (Objective 6.0) (Appendix F).

To determine if a relationship existed between the
quality score and the level of educational preparation of
the primary nurse, the data were analyzed utilizing the
highest level of educational preparation. Mean scores were
derived for the overall quality measurement and for the
objective subtotals of quality measurement for each group.

Quality Care Scores Related to the Highest
Level of Educational Preparation

An analysis of the data according to the highest level
of educational preparation is presented in Table 2. One
subject, who was identified as pursuing post baccalaureate
studies in nursing, was grouped with the baccalaureate
nurses due to the absence of any other subjects pursuing
Post baccalaureate studies. As the data were analyzed, a
discernable pattern of mean quality care scores based on

educational level emerged.



Table 2

Mean Quality Care Scores for the 31 Primary Nurses Studied According

to the Highest Level of Educational Preparation

Educational Subjects Mean
Preparation by Educational Overall ferm Doboothl peors
by Highest Level Total Objectives

Level Number Percent Score 1.0 2.0 3.0 4.0 5.0 6.0
Associate

Degree 9 29 0.68 0.56 0.81 0.55 06.72 0.89 0.80
Nursing

Diploma 7 23 0.73 0.62 0.86 0.61 0.77 0.81 0.82
Baccalaureate

Degree 15 48 0.74 0.68 0.81 0.68 0.75 0.90 0.77

Total 31 100

17 4
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Baccalaureate nurses. Those subjects in the

baccalaureate group rated the highest in the overall

guality mean score as well as in the quality mean scores

for the phases of assessment and plan of care formulation
(Objective 1.0) and implementation of the plan for non-
physical needs (Objective 3.0). These results are con-
sistent with the literature and related research studies
which emphasized the baccalaureate graduate's exposure to

a body of theoretical and empirical knowledge associated
with decision-making, problem solving, and the provision of
psychological care. The highest score in unit management
(Objective 5.0) was surprising as the literature and related
research studies identified this area to be more within the
practice domain of the diploma and the associate degree
nurses than that of the baccalaureate nurses. Much more
unexpected was the baccalaureate nurses' mean score of 0.75
for Objective 4.0 as compared to the 0.77 mean score for the
diploma group. This result may be attributed to the greater
ease of evaluating nursing care activities aimed at clearly
identifiable problems, i.e., physical, as opposed to those
nursing activities associated with'primary prevention and/or
nonphysical problems (Gray et al., 1977). The lowest score,
the utilization of support services' category, for the bac-

calaureate nurses was not surprising as this focus of
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attention had not been found to be consistent with the

preparation of baccalaureate nurses (Gray et al., 1977).

Diploma nurses. The highest scores attained by the

diploma nurses were as expected, Objectives 2.0 (attending
the physical needs of the patient) and 6.0 (utilization of
support services). The literature review emphasized this
group's expertise in caring for physical needs and its

focus on structural aspects of the nursing care delivery
system. However, the unexpected results of the diploma
nurses scoring lowest in Objective 5.0 (unit management
ability) is difficult, if not impossible, to explain at this
time. The literature had indicated that diploma nurses were
more task oriented than associate degree and baccalaureate

degree nurses.

Associate degree nurses. The mean scores attained on

Objectives 1.0 (assessment and care plan formulation) and
3.0 (attending nonphysical needs) by the associate degree
nurses were both consistent with the expected results and
surprising when compared with the diploma nurses. The lack
of a firm scientific and theoretical base can impair the
ability to assess needs and plan care (Rotkovitch, 1976) .
Furthermore, a nursing science base which is delimited to
pPredictable nurse-client interactions can limit the reper-

toire of nursing strategies to those which are mainly
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physical measures (Anderson, 1972; Waters et al., 1972).
The low scores attained by the associate degree sample in
the phases of assessment and formulation of the plan of
care, and attending the nonphysical needs of the patient
are consistent with the literature. However, as diploma
preparation supposedly shares these characteristics, the
higher scores attained by diploma nurses in Objectives 1.0
and 3.0, as compared to the scores attained by the asso-
ciate degree nurses, are surprising. No reason for this

unexpected result can be identified.

Statistical Analysis

To determine if a statistically significant difference
existed between the quality of nursing care and the level of
educational preparation of the primary nurses responsible
for that care, statistical testing was performed utilizing
the Veldman (1967) format of computer analysis. A one-way
analysis of variance was conducted to compare the overall
Mean quality care scores among the three preparation
groups, associate degree, diploma, and baccalaureate degree.
In addition, a one-way analysis of variance was determined
also for each of the six objectives. The results indicate
no significant difference in the overall score or in the
objective subtotal scores for the quality of nursing care

provided by nurses prepared at different levels of education
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in nursing (Table 3). This conclusion is based on the
failure to achieve a level of significance in which ps<.05.
N attempt was made to assign an absolute value reflecting
good or bad nursing care. The different levels were com-
pared relatively. (See also Appendix F.)

Based on the results obtained from the one-way
analysis of variance, the study hypothesis is interpreted
to conclude that differences in the quality of nursing
care failed to be significantly related to the highest
level of educational preparation in nursing of primary

nurses who provide nursing care in one institution.

Table 3

F-Ratios and Levels of Significance for the
Mean Quality Care Scores

Mean Score Source F=-Ratio Level of Significance
Overall | A 1.59 . ol
Objective

1.0 1.94 .16

2.0 0.56 .58

3.0 Le31 w1

4.0 0.13 .88

5.0 0.52 Bl

6.0 0.38 =70
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Additional Findings

As the data were analyzed, it was noted that the two
subjects who progressed from a basic educational level
(liploma and associate degree) to a higher level (baccalau-
reate), affected the mean score of the baccalaureate nurses.
Table 4 shows the differences in the overall mean score and
the six objective mean scores. These subjects lowered the
mean scores in those areas (assessment and planning, meet-
ing nonphysical needs, and evaluating nursing care objec-
tives) that had been identified as receiving less emphasis
in nonbaccalaureate programs. This difference may reflect
these subjects' proclivity to identify with the character-
istics of their former educational programs. In contrast,
when these subjects were included with the basic baccalau-
reate level, the mean score for Objective 6.0 (utilization
of sﬁpport services) was lowered. This result is surpris-
ing as the task oriented focus of this objective is more
consistent with diploma and associate degree preparation than
with baccalaureate preparation. No reason for this result

can be identified.

Summary

This chapter presented an analysis of the data collected
to determine if a relationship existed between the quality

of nursing care delivered and the educational preparation
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Table 4

Mean Quality Care Scores for the Baccalaureate
Nurses With and Without Two Subjects

Baccalaureate Baccalaureate
Score Source With All Without Two
Subjects Subjects
Overall 0.74 0.75
Objective
1.0 0.68 0.69
& .10 0.81 0.81
3.0 0.68 0.69
4.0 0.75 0.76
5.0 0.89 0.89
6.0 0.77 0.78

of the primarf nurse responsible for the care. The sample
of 31 primary nurses was described. A summary of the mean
quality care scores was presented and discussed according
to the level of educational preparation of the nurses.

The method and results of the statistical treatment of the
data were presented. Based on the results of the one-way
analysis of variance, the study hypothesis was interpreted
to conclude that differences in the gquality of nursing care
failed to be related to the highest level of educational
Preparation in nursing of the primary nurses who provide

nursing care in the study institution.



CHAPTER 5

SUMMARY, CONCLUSIONS, IMPLICATIONS

AND RECOMMENDATIONS

This chapter is concerned with a summary of the study
including the purpose and research problem, the setting,
data collection, and means of analysis of the data. Con-=
clusions drawn from the study are detailed. Implications
derived from the results of the study are directed to nurses
in practice, administration, education, and research.

Recommendations for further research are offered.

Summarx

This nonexperimental study was conducted to determine
if a relationship existed between the quality of nursing
care delivered and the highest educational preparation of
the primary nurse responsible for the care. Systematic
evaluation of this problem had not been thoroughly reported
in the literature. To determine if a statistically signifi-
cant relationship existed, the study was undertaken, utiliz-
ing quality-monitoring worksheets derived from the Criteria

Master List developed by Haussmann, Hegyvary, and Newman

(1976) .

82
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The target population was identified as all adults
{defined as 18 years or older) who were classified as
in-patients on all the medical-surgical units in a 374
bed teaching hospital. Three patient care units, desig-
nated primarily as surgical units, were randomly selected
by fishbowl technique, using sampling with replacement.
On the units, patients were randomly selected using a
numerical method of selection (every third patient). The
study sample of patients consisted of those who had been
hospitalized for a time period greater than 72 hours, had
given informed consent, and had a registered nurse iden-
tified as the primary nurse who was willing to participate
in the study and whose nursing care had not previously
been evaluated. The study sample of nurses totaled 31:
nine (29%) of whom had an associate degree in nursing;
seven (23%), a nursing diploma; and 15 (48%), a baccalau-
reate degree in nursing. One nurse was identified as pur-
suing post baccalaureate studies in nursing, and two were
identified as having progressed from their basic level of
educational preparation in nursing, associate degree and
diploma respectively, to a higher level (baccalaureate
degree) .

Data were collected using 56-item worksheets randomly

generated by computer from the 257-item Criteria Master

List (Haussmann et al., 1976). The items or criteria were
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arranged in six major subsections which represented aspects
0f the Nursing Process and structural attributes of the
nursing care delivery system. The four aspects of the
Nursing Process were as follows: (1) the plan of care is
formulated after the assessment is made; (2) the physical
needs of the patient are attended; (3) the nonphysical
needs of the patient are attended; and (4) achievement of
nursing care objectives is evaluated. The two structural
aspects of the nursing care delivery system were: (1) unit
procedures are followed for the protection of all patients;
and (2) the delivery of nursing care is facilitated by
administrative and managerial services.

The data were analyzed according to mean scores for
overall quality nursing care and for quality of care
relevant to each of the six objectives. These mean scores
were computed for each of the three educational levels of
nurses studied. Baccalaureate nurses were noted to have
attained the highest overall mean quality care score as
well as the highest mean quality care scores for Objectives
1.0 (formulating the plan of care), 3.0 (implementing plans
for meeting nonphysical needs), and 5.0 (unit management
ability). Diploma nurses were noted to have attained the
highest mean quality care scores for Objectives 2.0
(implementing plans for meeting physical needs), 4.0

(evaluating plans of care), and 6.0 (utilizing support
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services). Associate degree nurses were found to attain the
iLowest mean quality care score for the overall mean quality
care score as well as the lowest mean quality care scores
for Objectives 1.0 (formulating the plan of care), 3.0
(implementing plans for meeting nonphysical needs), and
4,0 (evaluating plans of care). These findings were
detailed in terms of the literature and related research
studies and both consistencies and inconsistencies were
identified and discussed.

Tests of significance were employed to relate the mean
overall score and the mean objective scores to the differ-
ent levels of educational preparation of the primary nurses.
The use of the one-way analysis of variance indicated that
there was no statistically significant difference in any of
the mean quality scores among the three different nursing
groups. Based on the results of the statistical treatment,
the study hypothesis was interpreted to conclude that dif-
ferences in the quality‘of nursing care failed to be related
to the highest level of educational preparation in nursing

of primary nurses who provide care in the study institution.

Conclusions

Based on the findings of this study, the following

conclusions are drawn:
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Within one institution whose nursing service is

organized around the primary nursing model, differences

in the quality of the nursing care cannot be related to
the highest level of educational preparation iﬁ nursing
of those nurses who provide the nursing care.

The overall quality of the nursing care in the

institution cannot be evaluated as no attempt was made

to assign an absolute value reflecting good or bad
nursing care.

Although not statistically significant, some differ-

ences were noted in the strengths and weaknesses of

the nurses prepared at different levels which were
consistent with the literature and related research
studies:

a. Baccalaureate nurses focused more on the phases of
assessment, formulation of the plan of care, and
implementation of the plans for meeting nonphysical
needs than did diploma and associate degree nurses.

b. Diploma nurses emphasized implementation of the
plans for meeting physical needs more than baccalau-
reate and associate degree nurses emphasized them.

c. Associate degree nurses focused less on assessment,
formulation of the plan of care, and implementation
of the plans for meeting nonphysical needs than did

the baccalaureate and diploma nurses.
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Inconsistencies with the literature and related

research studies were noted in some differences in the

strengths and weaknesses of the nurses prepared at the

different levels. These differences, although not

statistically significant were:

d.

Baccalaureate nurses placed greater emphasis on the
task oriented functions of unit management ability
than did diploma and associate degree nurses.
Diploma nurses focused more on evaluating nursing
care activities than did baccalaureate and asso-
ciate degree nurses.

Diploma nurses emphasized assessment, care plan
formulation, and implementation of the plans for
meeting nonphysical needs more than associate

degree nurses.

Possible factors which could have affected the study

and thereby influenced the results have been identified as

the nurse sample size was small; the patient

sample consisted of only surgical patients; the nursing

care delivery system had always been structured around the

primary nursing model; nursing administration as well as

the individual nurse practitioners were all enthusiastic

about the concept of primary nursing; and, nursing adminis-

tration actively and consistently pursued quality assurance

monitoring.
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Implications

Based on the findings of the study, implications were
derived and were directed to nurses in nursing practice,
nursing administration, nursing education, and nursing

research.

Nursing Practice

Although no statistically significant difference was
found in the quality of nursing care provided by primary
nurses prepared at different educational levels in nursing,
some common differences were noted among the baccalaureate,
diploma, and associate degree nurses. Within the various
phases of the Nursing Process, some fairly common strengths
and weaknesses among the different graduates were noted.
Nurses prepared at different levels should be aware that
their individual educational programs may have provided them
with greater skill and knowledge in certain facets of the
Nursing Process as opposed to other facets in which the
educational emphasis had been less. Nurse-practitioners,
cognizant of these likely strengths and weaknesses, can con-
centrate on improving their weaker areas and can share their
expertise in their strengths with those nurses who express
a desire to improve their practice. New graduates, who are
seeking employment, might consider those areas in which their

educational programs placed less emphasis and explore, with
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the employing agency, the possibility of providing
#dditional exposure to these areas in the orientation pro-
gram. New graduates also. should consider continuing edu-‘
cation courses as a means of overcoming basic educational

deficits.

Nursing Administration

Enthusiasm for the concepts of primary nursing and
quality assurance in nursing can positively affect the
individual nurse-practitioner's attitude towards quality
care. The underlying theme of "my patient" inherent in
primary nursing seemed to promote a sense of accountability
and responsibility for the quality of the nursing care pro-
vided. Active and consistent guality monitoring appeared
to convey to the nurse—pfactitioners the necessity of assur-
ing that quality of services provided is the goal of nursing
service.

Nursing administrators also should consider offering
orientation programs which focus on those aspects of the
Nursing Process in which the particular graduate needs to

strengthen his/her skills.

Nursing Education

Nurse educators should emphasize to their particular
student body those areas in which the student will continue

to need guidance and direction upon graduation. These
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students should be encouraged to become familiar with the
nature of the orientation programs of the various hospitals
and health care agencies for new graduates.- Nurse educa-
tors also should emphasize to their students the importance
of their evaluating the climate and commitment of the nursing
administration to quality assurance when they are seeking

staff nurse positions.

Nursing Research

Nurse researchers should continue to explore possible
variables that affect the quality of nursing care provided.
Structural variables such as the modality of nursing care
delivery (i.e., team, functional, primary, and so forth),
the characteristics of individual nurse-practitioners
(i.e., age, education, e#perience, degree of professional-
ism, all R.N. staff, and so forth), and the nursing adminis-
trative climate (i.e., centralization and decentralization,
authoritative and democratic leadership, and so forth)
should be critically and systematically examined. Existing
process criteria for quality care should be examined and
refined, as necessary. Additional emphasis should be
Placed on the identification of outcome criteria. Contin-
ued research should be conducted in the area of developing

Process-outcome criteria.
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Recommendations

Based on the findings of this study, the following
research recommendations are offered: |

1. A similar study should be conducted using a larger
nurse sample and a mixture of medical and surgical
patients whose quality of nursing care is monitored.

2. A similar study should be conducted in a number of
hospitals and health care agencies whose nursing care
delivery systems vary, i.e., functional nursing, team
nursing, primary nursing, and so forth.

3. A similar study should be conducted using two groups
of nurses: one group basically prepared at the bac-
calaureate level; and the other, basically prepared
at the associate degree or diploma level, who pro-
gressed to the higher level of baccalaureate prepara-
tion.

4. A related study should be conducted using an instrument
based on Nursing Process and related nursing outcome
criteria to monitor the guality of nursing care deliv-

ered by various educational levels of nurses.
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TEXAS WOMAN'S UNIVERSITY
COLLEGE OF NURSING
DENTON, TEXAS 76204

94
\LLAS CENTER HOUSTON CENTER
310 INWOOD ROAD 1130 M. D. ANDERSON BLVD.
\LLAS, TEXAS 75235 HOUSTON, TEXAS 77025

AGENCY PERMISSION FOR CONDUCTING STUDY*

iE p}C)/ZJC_. /DC)QZ)C} %A‘}o; +ac

MNTS TO LINDA DIANE UNGYARSYY

student enrolled in a program of nursing leading to a Master's Degree at Texas
man's University, the privilege of its facilities in order to study the follow-
ng problem:

How does the level of educational preparation in nursing relate to
the quality of nursing care, in a primary nursing setting, as deter-

mined by Standards of Quality Nursing Care?, within the counbdext of a thesis
entitled QUATLITY NURSING CARZ RELATED TO THE FRIML XY NURSE!'S LEVZIL OF

IDUCA TION.

he conditions mutually agreed upon are as follows:

"

-

1. The agency’ (may))(may not) be identified in the final report,
"

2. The-names of consultative or administrative personnel in the agency

@(may not) be identified in the final report.

3. The agency (w/a@ (does not want) a conference with the student
when the repotft is completed.

4. The agency i (unwilling) to allow the completed report
to be circulated through interlibrary loen.

5. Other

2 )
3-2/_-73° Jv\/b(,boég") /ﬁ?x‘ﬂ

signature of Agency Persoanel

Signature %Studen% Signat:)rce of Faculty Advisor

Date.

* p,
;111 out and sign three copies to be distributed as follows: Original-Student;
lrst copy - agency; Second copy - TWU College of Nursing.
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CONSENT TO ACT AS A SUBJECT FOR RESEARCH AND INVESTIGATION
{(PATIENT)

I hereby authorize Linda D. Ungvarsky to perform the
following investigation: measure the quality of the
nursing care I am receiving based on 56 criteria
derived from the Criteria Master List. The nature of
the evaluation may include any or all of the follow-
ing: a review of my chart; personal observation; and
interview.

The procedure listed in Paragraph 1 has been explained
to me by Linda D. Ungvarsky.

(a) I understand that the investigation described in
Paragraph 1 involves the following possible risks or
discomforts:

The researcher (Linda D. Ungvarsky) will have access to
the information contained within my chart; and the
researcher may need to interview me to ascertain some
aspects of the guality of my nursing care.

(b) I understand that the investigation-described in
Paragraph 1 has the following potential benefits to my-
self and/or others:

The researcher may identify some factors which promote
a high quality of nursing care.

An offer to answer all of my questions regarding the
study has been made. If alternative procedures are more
advantageous to me, they have been explained. I under-
stand that I may terminate my participation in the study

at any time.

Subject's Signature Date
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CONSENT TO ACT AS A SUBJECT FOR RESEARCH AND INVESTIGATION
(NURSE)

1. I hereby authorize Linda D. Ungvarsky to perform the
following investigations:

Identify my highest level of formal educational prepara-
tion in nursing;

Measure the quality of the nursing care I provide a
patient based on the 56 criteria derived from the Criteria
Master List; and

Correlate the two items to ascertain if my level of
educational preparation is significantly related to the
quality of nursing care.

2. The investigations listed in Paragraph 1 have been
explained to my by Linda D. Ungvarsky.

3q (a) I understand that the investigations described in
Paragraph 1 involve the following possible risks or
discomforts: The possible disclosure of individual gquality
of care scores. However, anonymity and double blind coding
of nurse subjects will virtually eliminate this potential
risk. -
(b) I understand that the investigations described in
Paragraph 1 have the following potential benefits to
myself and/or others: the researcher may identify a
significant correlate of quality nursing care in a
Primary nursing setting; and the researcher may identify
common strengths and weaknesses of particular nursing
programs which may be of value to the Nursing Staff
Development Department as it plans for the orientation
needs of nurses from different program levels.

4. An offer to answer all of my questions regarding the
study has been made. If alternative procedures are more
advantageous to me, they have been explained. I under-

* stand that I may terminate my participation in the study
at any time.

Subject's Signature Date
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INSTRUCTIONS

The Criteria Master List--Quality Study that follows

consists of 257 criteria for quality that were identified
and verified in extensive testing by Haussmann, Hegyvary,
and Newmann (1976) in a joint undertaking by the Rush-
Presbyterian-St. Luke's Medical Center (Chicago) and the
Medicus Systems Corporation. The research was performed
under Public Health Service Contract NO1l NU-24299 from the
Division of.Nurging, Health Resources Administration.

For purposes of this study, only those criteria that
pertain to the Medical-Surgical patient (Patient types
l, 2, 3, and 4) on a General Unit (5) will be included in
the present study. The Criterion Applicability column
(far right on page) wili indicate the areas covered by each
Ccriterion. Of interest to this study are only those
patient types 1, 2, 3, and 4, and General Unit 5. Therefore,

the Criteria Master List to be utilized in this study will

consist of 201 criteria for quality.
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NOTES

Within 3 subobjective, criterion numbering is not always consecutive, i.z.. some
numbers in sequence are skipped. indicating that criteria have been moved or dropped in

the course of anaiysis.

Key to criterion applicability codes:
1—Patient type |

2—Patient type 2

J3=-Patient type 3

$—Patient type 4

3—=General unut

Key to source of information codes:
0l—Patient record

02—Patient observation
03-Patient interview

O4—Nursing personnei interview

G==Nursery patient
T—Recovery room patient
8—Nursery unit
S—Recovery room

0S—Nursing personnel observation
06—Patient envimnment observation
07—~{Qtserver inference

08— rut management observation

1.0
11

THE PLAN OF NURSING CARE S FORMULATED
The Condition of the Patient [s Assessed on Admission

02 [f the patient has physical disabilities, ¢.g.. sensory or motor No

Yes

impairment such 3s impaired hearing, vision, speech, ete., are
they recorded within the firse 24 hours nf admission to this unut?

Is there 2 statement about allergies written at the time of
admission to this unit?

(Rafers to st of pr or ab of allergies. Code
NA if information recorded on admission to another unit.)

. If the patient depends on prosthetic devices for ADL, is this

recorded within the drst 24 hours of admission to this unit?
(Depends means that the patient uses or has prosthetic devices
for ADL. Prosthetic devices refer to any device usad for ADL,
¢.g., dentures, glasses or conzact lenses, hearing aids, orthopedic
shoes or braces, artificial limbs or eyes. May include devices such
as wigs. ADL means minimal activities required for daily per-
sonai care, e.q., eating, toilet, dressing, amoulation. Code NA if
patient initially admitted to another unit.)

Not Applicabie

No
Yes

Ne
Yes
Not Applicable

€ 19

—

~

0 -

Criterion
Applicability

.3

1,234

1,23, 4
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(Code NA if information recorded on admission to another unit.
Do not code NA if patient initially admitted to this unit. Inciudes
reference tn dietary considerations based on religious beiiefs or
customs. )

Souree of Criterion
Inforwmatisn Applicabiiity
01 05. Are patient’s elimination patterns recorded within the fdrst 24 No ! 1,23, 4
hours of admission to this unit? Yes
(Appiies to patterns prior to hospital stay. Code NA only if
information recorded on admission to another unit. Patterns
refers to information about regulanty:irregularity of bowei or
bladder.)
01 Are behaviors indicative of i tional state recorded at  No 1 .23, 4
the time of admission to this unit? Yes 2
(Do not code NA for aduits or children: may code NA for infants,  Not Applicable 3
Applies to statements of behavior, e.g., alert, talkative, anxious,
depressed, mentaily retarded, ete.)
ot . [sthere a statement written within the drst 24 hours of admission  No L2234
to this unit about the condition of the skin? Yas
(Refers ta dryness, turgor-nydration, absence or presence of skin
lesions, localized skin color, warmth, ete. Do not accept general
description such as “pale.” Do not code NA. Appiies o all patients
on this unit.)
Data Relevant to Hospital Care Are Ascertained on Admission
01 01. Is the general physical appearance of the patient recorded within ~ No 1,23 4. 8
the first 24 hours of admission to this unit? Yes
(Accept any description of physical appearance, e.g., pale, ema-
ciated, obese. Do not accept reference to age. sax, race, marital
status. Does not include benhavioral description. Do noc accept
general description such as “in acute distress.” Do not code NA.
Applies o ail patients on the unie.)
01 [s the patient’s understanding of his illness recorded within the No L.23.4
first 24 hours of admission to this unit? Yes, inciudes
(Refers to responses probably elicited by question: “Can you tail names of
me something about your iilness?” or “What is the reason you are diagnosis.
in the hospitai?” Refer to answer format for derinition of levei of surgery, tests,
understanding. Do not code NA for responsive aduits or children: orsymprams
may code NA for smail children, infants, ar patients unresponsive  Y#3. under-
on admission.) standing of
illness
and prognesis
. statad 3
Not Applicable 4
a . s height recorded on admission to this unit? No 1 1,2,3.4
(Code NA if information recorded on admission to another unit.) ¢S X 2
Not Applicabie 3
0 Is weight recorded on admission to this unit? No 1 1,234
" bl
(Code NA if information recarded on admission to anather unit.) 1S . =
Not Applicabie 3
an . I3 there a statement written at the time of admission to this unit  No 1 1,23, 4
about whether the patient is taking medicacions? Yes . 2
(Accept any deseription of or reference to the fact thac the ot Appiicable 3
patiant is or is not taking medication. Code NA if information
recorded on admission to another unic. Do nat code NA if patient
initially admitted to this unit.)
o . Are either the diet or the food preferences of the patient re- = No 1 L2234
corded within the first 24 hours of admission to this unit? Yes 2
Not Applicable 3
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CRITERIA MASTER LIST

Sourca of Crilerion
Inforrsotion Applicability
[t 09. Are the measurements of the head and chest circumferences of No 1 [
the baby recorded? Yes 2
(Should be taken shortly after birth. Both are necessary for Yes
answer.)
G 11. Are any injuries or maiformations of the child noted? No 1 8
(Check baby to see if any injuries or maiformations present.) Tes 2

1.3 The Current Condition of the Patient [s Assessed

01 01. Is there a writtan statement about the current condition of the No 1 3,4,8, 7
skin? Yes
(Reiates to dryness, turgor-hydration, absence or presence of
sidn lesions, iocalized siin color, warmth, ete. Do not accept
general descripcion such as “pale.” Should appiy to present status
or within past 48 hours.)

ol 02. Are respiratory rate and quality recorded? No 1 3.4,6, 7
(Quality refers to descriptions such as shailow, labored, grunting, Yes 2
Cheyne-Stokes, retracting, etc. Applies to patients with respira-
tory conditions, conditions in which respiratory involvement is
anticipated, or when otherwise necessary, e.g., stroke patient,
patient on respirator, hypergiycemic patient. ete. Must be te-
corded within past 48 hours. Both rate and quality necessary (or
Yes answer.)

01 03. Are behaviors indicative of the current emotional state recorded? No 1 ,L23,4, 7
(Applies to statements such as alert. talkative, anxious, de- Y3 2
pressed, ete. May not be applicable for infants. Applies to 48
hours prior to time of observation.)

01 04. Is the patient's level of consciousness indicated on the record? No 1 7
(Should be recorded before patient leaves recovery room.; Yes X 2

Not Applicabie 3

0 06. [sthe patient’s oriencation to time, piace, and person indicated on No 1 7
the nursing record? Yes 2
(Shouid be recorded before patient leaves recovery room.) Not Applicable 3

o 06, I3 the baby’s activity noted at least once each shift? No 1 8
(Lethargie, doppy, irritable. tremors, etc.) Yes 2

n 07. Is the baby’s color noted at least once each shift? No 1 6
(E.g., color normal for race, unusual coior such as pailor, jaun- Yes 2
dice, cysnatic, piethora, mottling, ete.)

0 08. Are temperatures recorded every shift up to the day of this No 1 8
observation? Yes 2
(Axillary, rectal, or eiectronic readings acceptable.)

o 10. Isthere a written about the relation between family or  No 1 L
mother and baby? Yes 2
(Implies attitudes or feelings mother or family have toward the N0t Applicable 3
baby, ¢.g., mother awkward in caring for baby, parents doa't
want child, mother and {ather accept responsibility for care of
child, ete.)

o 11. Is there a written statament about the baby’s response to his  No 1 8
environment? Yes 2

.
(Wakes essily, cries when disturbed, responds to fondling.)
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Is there 2 written statement about the baby’s redexes:
4. The moro redex?

B. The suck reflex?

Is there a writtan statement about the baby's cry (i.e., pitch or
tone)?

1.4 The Written Plan of Nursing Care Is Formulated

o1

2

Are goals of care written?

Do nursing orders specify times and methods for carrving out
medical and nursing therapeutic or diagnostic measures’

(For Complete, each order siould indicate specific time activity is
to be done and method of performing actuivity. For diagnostic
procedure, acceptable if reference made to use of file or Rolodex.
Does not refer to instruction of patient. Code NA only if there are
no medical or nursing orders. Statements such as BID, QID, ete.
are not acceptable 2s times uniess specific hours stated in hospital

poticy.)

Are nursing therapeutic measures to be given in regard to patient
condition or symptoms in wniting?

(E.g., elevation of head for shortness of breath., measures for
decubitus care, exercises for immobile patients, stc. Does not
apply to medical orders. Observer must identily therapeutic
nursing measures that should be specified for tnis patient, then
check nursing pian. e.g., Kardex, care pian. etc. to see if mea-
sures are listed. Record as [ncompiete if any sigrudcant thera-
peutic measures are not written.)

Are activities the patient is expected %o do for himseif and
activities the nursing stad should perform for the patienc staced
in writing (e.g., in the nursing care pian, Kardex, etc.)?
(Refers to all ADL, e.g.. #ating, toilet, dressing, waiking, and
other types of participation in care.)

Do the nursing records indicace that consideration has been given
to discharge teaching?

(May include referral to special teaching teams or individuais,
either nursing or nonnursing.)

Is the desired extent of ambulation stated in wnting, e.g., in the
nursing care plan, Kardex, ete.?

(Rafers to distance patient is expectad to walk or length of time
out of bed; includes up to bathroom if patient watks to bathreom.
Does not apply to patients up ad lib or patients on bed rest.)

Is the time and type of care reiated to presence of tubes (e.g.,
catheters, trach tubes, etc.) stated in writing, e.g., in the nursing
plan, Kardex, etc?

(E.g., cleaning around tube, irrigation, etc. Does not refer to
1Vs. Code Complete only if both time and type of care are
recorded {or each type of tube present.)

No
Yes
No
Yes

No
Yes

No
Yes

No

Yes, incompiete
Yes, compiete
Not Applicable

No

Yes, incomplete
Yes, complete
Not Applicabie

No
Tes

No
Yes
Not Applicable

No
Yes
Not Applicable

No

Yes, incomplete
Yes, compiete
Not Appiicacle
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Is the pian for turning and positioning the patient stated in
WwTiting, e.g., in the nursing care plan, Kardex, ete?

(If not stated in writing, to see if applicable may ask nurse: “Is
Mr. X able to turn and position himself?” Check NA only if
patient does not need to be turned or positioned. Accept only
written plan.)

. [sthere a plan for providing {requmr. observation of patient with

thr conditi such as bleeding, respiratory distress, or
paydxiam'c disorders?

(Frequent observation implies approximately every 30 minutes or
more often. To see if applicable, may ask nurse: “Does Mr. X
need any {requent obsarvation? How do you arrange for obser-
vation?™

Is there a plan for systematicaily increasing the patient’s inde-
pendence or restoring him to a higher level of {unction, e.g.,
increasing seif-heip or increasing activity?
(Applies only if patient meeds attention to such care. Applies to
care not inciuded in the medical regimen.)

12 the patient should do deep breathing exercises, is there a
written statement in the nursing plan (Kardex, care plan, ste.)
that they should be done?

(Applicable for patients who have respiratory conditions, are
immabile, are in the first two postoperational days, stc.)

Is the baby's feeding schedule in writing in the nursing pian
(Kardex. care plan, ete.)?

The Plan of Nursing Care [s Coordinated with the Medicai Plan of
Care

o1

Are medically prescribed tre: t3 inciuded in the ing care
records?

(Check nursing record of trestments with current medicai orders
{or this patient.)

Is there a pian for making observations of signs or symptoms in
regard to medical treatment. medications, disease process, or
poasible complications?

(Refers to major signs and symptoms in regard to this patient's
present condition. Does not appiy to observations indicated in

_physician’s orders. Observer must determine if patient condition

indi need for specific observation.)

Da the physician and nurse in charge of the patient discuss
current plans for the patient daily?

(To the nurse in charge: “How often do you and the physician
responsgible for Mr. X discuss the patient’s current orders or plans
together? Were you able to do this today or the last day you
worked?” Nurse in charge refers to primary nurse. team ieader,
charge nurse, or equivalent.)

Hu the nurse discussed plans for the patient with other dis-

piines (besid dicine) who are 2iso working with the patient?
(Detarmine whether other disciplines are working with the pa-
tient. If so: 20 nurse: “Have you had a chance to discuss Mr. X's
care with other disciplines such as PT, OT, ete who are working
with him?™)

CRITERIA MASTER LIST

No
Yes
Not Applicable

No

Yes, oral onily

Yes. written
only

Not Applicable

No
Yes
Not Applicable

No
Yes
Not Appiicable

No

Neo

Yes, incomplete
Yes, compiete
Not Applicable

No
Yes
Not Applicable

No
Yes
Not Applicable

Yes
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2.0 THE PHYSICAL NEEDS OF THE PATIENT ARE ATTENDED

2.1 The Patient [s Protacted from Accident and [njury

Soures of

Information
2 01.
] 02
02 03.
3 04.
04 08.
08 on.
8 08
8 09
o 10
o 12
%5 13

I3 the patient wearing an identification braceiet or tag?
(Patient must be wearing some form of identification bracelet or
tag, even if not required by haspital poiicy. Do not answer NA.)

Is the patient in a position of optimai body alignment?
(Observe position of feet, legs, knees, trunk, shoulders, arms,
and head. Answer No if any part of body not properiy aligned.)

Is the [V needle adequately secured in place? '
(Observe to see if IV needle adequately taped, with armboard if
appropriate.)

If specific precautions are required when the patient gets into or
out of bed (e.g., patients with [Vs, tubing, dressings. incisions.
crutches, musclie weakness, etc.), are appropriate instructions
given?

(Observer must determine whether speciai precautions are nec-
eszary. [f they are, ask patient: “Did someone teil you how to be
careful with (tubes, weakness, or speciai condition) when you get
up?™ If no speciai pi jons are y for this patient, code
NA.

Are assigned nursing stad informed of the patient’s present
status?

(To nurse: “What is his condition today, or what is his present
status?™ Qbserver must know patient’s present status. [f nurse
answers incorrectly, record No.)

Are dicati for salf-administration labeled with patient’s
name and name and dosage of drug?

(To patient: “Are there any medicines you are supposed to take

by yourseif while in the hospital?™ If Yes, “Could [ plesse see
them?™

. Are the bedside table and other self-care equipment pesitioned

within the patient’s reach?

. 1n rooms where oxygen is in use, is smaking prohibited by posted

sign?
(Code No if no sign posted or if anyone is seen smoking in room.)

. Are siderails up if the condition of the patient warrants?

(Observer must determine if patient’s condition warrants having
siderails up, e.g., patients who are rescless, disoriented. on
seizure precautions, have recsived narcotics or sedatives, ete.)
Are all nursing procedures currently done for this patient specif-
icaily ordered in writing by either physician or nurse?

(Answer No if any procedures are not specificaily ordered. ¢.2.. 2
catheter irrigation done when it is not ordered, ete.)

Are all wheels locked when patient is assisted into ar out of bed
and/or wheeichair?

(All wheeis must be locked for Yes answer.)

No
Yes

No
Yes
Not Applicabie

No
Yes
Not Appiicable

No

Yes

Not Applicabie

Information
Not Available

Yes

No
Yes
Not Applicable

No
Yes

No
Yes
Not Applicable

No
Yes
Not Applicable

No
Yes

No

Yes

Not Applicable

Information
Nat Available
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Criterion
Applicability

3.4,7

3,47
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1,2

2,3
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3,47
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CRITERIA MASTER LIST

s Criterion
Infavaaation Applicability
2] 15. s bed in lowest position except when treatments are being done?  No 1 1,23

Yes 2

Not Appiicable 3
08 16. Is the patient protected from eiectricai injury: 1.2.3,4.5.6.7

A s all electric equipment grounded (i.e.. each piece has 3 No 1

3-prong plug)? Yes 2

(Refers to ail electric equipment in the patient’s room, ot Applicable 3

whether hospital- or patient-owned. [nciudes equipment not
currently being used.)

B. s the bed at least 6 inches from the electric outlet? No 1
Yes 2
Not Applicable 3
C. Isail electric equipment at least 6§ inches (rom the bedframe? No 1
Yes 2
Not Applicable 3
D. Areall electric cords smooth, with no frayed ends or expased  No 1
wires? Yes 2
Not Applicable 3
02 17. If protective or supportive devices (e.g., restraints, donut rings, No { 34
heel guards, footboards, sandbags. piilows. ete.) are being used, tes 2
are they used properiy to provide support or prevent injury? Not Applicabie 3
(Check position of protective or supportive device in reiacion to
body area.)
08 18. s there a list of patient’s ailargies on the front of the chart? No 1 1,23.4
Yes 2
Not Applicable 3
02 19. If the Bili light is being used: 8
A.  Are the baby’s eyes covered? No I
Yes 2
Not Applicable 3
B. s the position of the baby changed every 4 hours? No -1
Yes 2
Not Appiicable 3
C. I8 the temperacure of the baby taken every 4 hours? No 1
Yes 2
Not Applicable 3
L 20. I3 the baby checked for proper identification with mother each  No 1 5
time he is brought to her {or feeding? Yes 2
Not Applicable 3
Information
Not Available 4
L] 22. When the baby is transferred from the delivery room to the No 1 8
aursery, is a check for identification and sex made between the Yes 2
nursery and the delivery room personnei? In!ormaiog:
(Answer Yes if both checks made.) Not Available 3
2 25. 13 the baby correctly positioned? No 1 8
(Applies to time of observation only. Observer must determine if Tes . 2
current position is appropriate for current condition, e.g., if baby ot Appiicable 3

was just fed or gavaged, is he toward or on his right side with
head elevated, etc. Unacceptable if baby ieft on back unat.
tended.)
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Is the baby protacted from injury by:
A. Holding properiy with support to ail body parts?

B. Protection from falling when on scales, counter, ete., 2.g.,
the nurse’s hand on baby?

Do the nursing personnel use a cross-checking system to assure
that each baby gets his correct formula?

(To nurse: “In the past 2 days, did you cross-check :o see that
each baby gets the correct formula?” If no indication of a cross.
checking system, answer No.)

22 The Need for Physical Comfort and Rest [s Attended

Soxrce of

Information
05 *98.
04 27.
'] o1.
03 2.
=] 03.
08 04.
2 08.
02 01
] 08.
® 09,

Is the patient able to reach the wataer giass and pitcher?

(Does not apply to infants and small children. Always applies to
adults unless NPO. If patient does not have both water giass and
pitcher within reach, code No.)

Was the patient’s hair combed today?
(To patient: “Was your hair combed today?™)

Haa the patient received attention to plaints of pain,

or vomiting?

(To patient: “Have you had any pain or have vou been sick to your
stomach?™ If No to either, code NA. If Yes: “Was something done
to heip you feei better?™)

I3 the bed clear of extranecus items?
(E.g., supply wrappers, syringes, ete. Does not refer to persanal
items apparently put there by patient.)

Is the call light within the patient’s reach?
(Obeerve whether light is within patient’s reach. Code NA oniy
for infants and small children.)

Is lighting controilable for the patient?
(Observe to determine if patient can turn light on and off. May be
NA for small children and infants.)

Are measures (or relief of pain provided by the nursing staff
(e.g., changing patient’s position, splinting incision or painful
area, or giving medication)?

(To patient: “Have you been troubled with pain in the past two
days?™ or “You mentioned that you've had some pain.” If No,
code NA. If Yes: “Did you ask a nurse for any heip?” If No, code
NA. If Ves, “What was done for you to reiieve the pain?™)

Does the patient receive pain medication promptly after re-
questing it, or an expianation as to why pain medication cannot be
given promptly?

(To patient: “In the past 2 days did you usually receive pain
medieation promptly after you asked for it?” If the answer is No,
ask the patient: “Did the nurse explain why the medication was
not given promptly?™)

No

Yes

Information
Not Available

No
Yes
Information
Not Available

No
Yes

No
Yes
Not Applicable

No
Yes
Not Applicable

No

Yes

Not Applicable

Information
Not avaiiaole

No
Yes

No
Yes
Not Applicable

No
Yes
Nat Appiicable

No

Yes, sometimes

Yes, aiways

Not Applicable

Information
Not Available

No
Yes
Not Applicable
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13 the patient free of disturbing noise from the hospital environ-
ment?

(To patient: “In the past 2 days have you been undisturbed by
noise from hospital equipment or from peopie taiking in the
corridors?” Does not refer to noise excernal to hospital, such as
street noise. If patient undisturbed by hospital noise. code Yes.)

Does the patient have uninterrupted periods of sleep and rest?
(To patient: “For the past 2 nights, have you been able to sleep or
rest without interruption for at least several hours?™ Accept
patient’s definition of several hours.)

Is the patient offered a baciaub daily?

(To patient: “Do the nurses offer you a backrub each day? To
answer Yes, must be ofered at least once in 24-hour period. May
be NA only if patient's condition contraindicates bacikrub, e.g.,
burn patient, etc.)

Are the hails and patient rooms (or nursery) quiet and free of
boisterous behavior?

Is the patient’s cail light answered promptly?

(To patient: “In the past 2 days, when you called for assistance,
did someone come ta your room promotly?” NA oniy if patient in
room without cail light or if patient has not called for nurse in past
2 days.)

Is the maie patient shaved each day?

(To patient: “Did someone shave you today or heip you to shave
yourseif today?™)

Is the patient in an appropriate position for meals or tube
feedings?

(To patient: “What position were you in for your last meal or tube
feeding?” Observer must determine if position was appropnate
for patient’s condition.)

Is there a2 rociing chair in the nursery?

Are babies permitted at least J0 minutes per feeding?

(Ask nurse: “In the past two days, how much time was spent
feeding baby at each feeding?” Code Yes if babies permitted at
least 20-30 mi per feeding. Includes gavage feeding.)

23 The Need for Physical Hygiene [s Attended

Source of

Informatica
03 10.
3 11,
3 12.
08 13.
] 4.
03 15
® 16.
06 17.
04 18.
2 oL
3 02

Are the patient’s nails ciean?

Are the patient’s hands washed before meais?

(To patient: “In the past 2 days, did someone assist you to wash
your hands or were you able to wash yourself before your meais?™
Probe: “Would you say your hands ‘were washed sometimes, most
of the time, ar all of the time in these 2 days before meais?”)

CRITERIA MASTER LIST

No

Yes

Not Applicable

No

Yes

Not Applicable

No

Yes

No

Yes

No

Yes. same of
the time

Yes, most of

. thetime

Yes, all of
the time

Not Applicabie

Information
Not Available

No

Yes

Not Applicable

No

Yes

Not Appiicable

Yes

No
Yes

No
Yes

No

Yes, some of
the time

Yes, most of
the time

Yes, ail of
the time

{nformation
Not Available
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Applicability
L2434

L23

58,9

2,34

23,4



Source of
Information

[}

110

Is equipment available at patient’s bedside for bathing?
(Check to see that toweis, washcloth, basin, and soap are in the
patient's room.)

Is adequata equipment for oral hygiene available?

(Check to see that all necessary equipment is present: tooth-
brush, toothpaste and mouthwash or swab, soiution, and denture
cup if indicated.)

Are the bedpan and/or urinal clean and stored in bedside table or
bathroom!?

(Code No if placed on overbed table. on floor, on windowsill, ete.
Must be both ciean and stored for Yes answer.)

. Is the baby given at least minimal cleansing care daily? (Must e

cleansing of at least face and diaper area.)

Does cleansing care proceed from clean to less clean areas of

baby?

Ls the baby protected from chilling during bath or cleansing care?

The Need for 2 Suppiy of Oxygen [s Attended

o1

Is the patient in 2 position for maximal lung expansion?
(Observe elevation of bed. use of pillows, and position of head.
necx, and chest. Answer Yes only if all indicators good.)

A. Does the patient take deep breaths after suctioning, or if
patient is unconscious, does nurse ambu patient after suc-
tioning?

(To nurse: “Does Mr. X take deep breaths after being suc-
tioned?” or, if patient is unconscious: “Do you ambu aftar
suctioning?™ Code NA oniy if patient is not suctioned.)

B. 1 the patient suctioned correctly?
(Observe sucticning technique. Cheek for rotation of =ath-
eter, intermittant use of suction, proper depth of catheter
insertion, and slow insertion and removal of catheter. [f any
part not correct, code No.)

C. Is the tracheostomy suctioned when needed?
(Observe patient for airway patency. Check records to see
when trach was last suctioned. Make inference as to whether
{requency of suctioning is adequate.)

s equipment y for a clear airway at the
bedside?
(E.g., ambu, airway, suction equipment, tongue blade, ate. Does
not apply to turning or use of humididcation. )

Is equipment for supplying suppiementary oxygen and/or hu-
midiflcation properiy used?

. (Check oxygen How rate, tubing, position of face mask or other

means of giving oxygen, ail equip and i If any
part not right, answer No. Equipment for humidification applies
%0 any kind of humidification, e.g.. trach, 02, aerosols, isolettes,
ete. Check presence of water, all tubing and connections. [f any
part not right, code No. If patient has both oxygen and hurmudifi
cation, ail parts must be right for Yes answer.)

No
Yes

No
Yes

No
Yes

No
Yes

No
Yes
Not Applicable

No
Yes
Not Applicabie

No
Yes
Not Applicable

No
Yes
Not Applicable

No
Yes
Not Appiicable

No
Yes
Not Applicable

No
Yes
Not Applicable

No
Yes
Not Applicabie

3

89

09

Lo € 9 M e L 19 9 10 - € 19 [N -

&3 5D >

Criterion
Applicadility

1.2,3, 4,6

L2,3.4

2,34

3,4, 7

3,4, 7



Saures of
Iafo»raation

04

o1

01

09.

111

Does the nurse check for respiratory adequacy after the airway is
removed?

(Inctudes checking for laryngosp
teiling patient to take breaths, etc.)

listening to breath sourds,

2.5 The Need for Activity [s Attended

o1

08.

Is the patient out of bed the number of times ordernd?

(Check records for previous day only. May be NA only for
patients up ad iib, patients on bedrest, or infants and small
children.)

I3 the patient assisted with ADL (eating, toilet, dressing, walk-
ing, etc.) as needed?

(To patient: “In the past 2 days. when you needed some helip in
your daily activities, such as bathing or doing things for yourseif,
did someone assist you within a reasonaole amount of time?!”
Needed and reasonable amount of time as defined by patient.)

If the patient shouid have range-of-motion exercises performed, _

either active or passive, are they done?

(If no medical or nursing orders for exercises written, observer
must determine whether exercises shouid be done. Code NA if
patient does not need exercises. May include leg exercises in the
immediate postoperative period.)

Uniess contraindicated, do the nursing staff inform the patient to
do (or assist the patient with) leg exercises in bed?

(Observer should first determine if leg exercises should be done.
If so, ask patient: “Does anyone {rom the nursing starf Zive you
any leg exercises or move your legs much while you're in ced?”
Applies to knee flexion and ankle rotation, e.g., f{or patient in
immediate pastoperative period, bedfast patient, ete. Does not
apply to turning or to range-of-motion exercises.)

Is the pati imulated to respond (e.g., by talking or touch-
n@?

2.8 The Need for Nutrition and Fluid Balanee [s Attended

o1

Are nursing personnei accessible to patient during meals?

(To patient: “In the past 2 days, if you needed or requested some
help with your meal tray, was there someone {rom the nursing
staff to help you within a reasonable amount of time?” Patient
defl ), bt of time.)

[s the diet served at appropriate time after patient’s admission to
this unit?

(To patient: “When you were admitted to this unit, do you
remember if you were served your first meal or snack within a
reasonabie amount of time?” Patient defines r bi

of time. NA oniy if patient NPO on admission to unit.)

CRITERIA MASTER UIST

Yes

No
Yes
Not Applicable

No

Yes, some of
the time

Yes, most of
the time

Yes, ail of
the time

Not Applicable

Information
Not Available

No

Yes, of
schedule

Yes, on
schedule

Not Applicaodie

No

Yes

Not Applicable

[nformation
Nat Avalable

No
Yes

No

Yes, some of
the time

Yes, most of
the time

Yes, all of
the time

Not Applicable

Information
Not Available

No

Yes
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Not Available
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Souree of‘ Criterion
Information Applicability
u 04, If attention to the natient’s oral fluid intake is indicated, e.g., 3,4
enceurage, foree, or restrict fuids, are the following stated:
A.  Time fuids are to be given? No 1
Yes 2
Not Appiicable 3
B. Kinds of fluids to be given? No 1
Yes 2
Not Applicabie 3
C. Amount of fluids to be given? No 1
Yes 2
Not Applicable 3
n 0. Is the amount of fluid intake and output recorded? No 1 2,3,4,7
(Applies if patient is on [&0, has speciai attention given to Auid  Yes. incompiete 2
intaka and output, or is in the immediate postoperative period. Yf’- complate 3
Compiete only if both intake and output recorded and totaied for ~ Not Appiicable 4
each shift in past 2 days. If patient has been on this unit less than
2 days, answer only for time on this unit.)
% 06. Are bottles for intravenous therapy labeled with: 3,47
A. Patient’s name and room number? No 1
Yes 2
Not Appiicable 3
B. Kind of solution? No %
Yes: 2
Not Applicable 3
C. Name and amount of additives? No t
Yes 2
Not Applicahle 3
D. Dute and time? ' No 1
Yes 2
Not Applicable 3
E. Rate of flow, in drops or on time schedule label? No 1
Yes 2
Not Applicable 3
F. Bottle number, if patient receives more than one bottle in  No 1
24-hour period? Yes 2
Not Applicable 3
s 7. Is IV fluid infusing at prescribed rate? ’ No 1 L4, 7
(Get prescribed rate and check flow.) LS. :
21 Not Applicable 3
The Need for Elimination Is Attended
[}
. 0L. I3 bowel function recorded daily? No 1 L2346
Yes 2
. n "
92. Are unusual bowel or urinary tract problems noted, 2.g., passing  No 1 L2345
blood, burnirg, frequency, incontinence, ate.? Yes i 2
(Todetermine if appiicable, ask patient: “In the past 2days, have Nat ‘A‘ppl.":ble .
youa noticed any | probi with your bowels or on urina. !m’?ma‘m}
tion?” Does not refer to daily recording of bowe! movement or <o Not Available 4

amount of urinary output. Unusual prodlems re thuse defined as
such h}' either the cbserver or t1# patienc. Refers to all patients,
inciuding those with a urinary catheter or colostomy.)
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Souree of Criterion
Information Applicability
o3 03. Does the nursing stai assist the pauenc to the bathroom or with  No 1 2,34
bedpanvurinal within a r of time wnen re- Yes 2
quested? Not Applicable 3

(To patient: “Have you requested assistance in going o the [nformation
bathroom (or with the bedpanvurinai) within the past 2 days? Did Not Avaiable 4
the nursing staff give you the assistance you needed within a

reasonable amount of time?” Patient defl

of time. Code Yes only if heip needed and gwnn within reasonabie

time. )
01 08. Is the frequency of the bady’s voidings recorded each shift? No 1 6
Yes 2
0 07. Are stool descriptions recorded at least daily? Neo 1 6
Yes 2
Not Applicable 3
43 08. Was the quality of the male babies’ urinary stream noted? (NA  No 1 5
for {emale babies.) Yes 2
Not Applicable 3
o 09. Was the baby's first meconium noted? No 1 ]
Yes 2
Not Applicable 3
01 11. Is there 2 written statement about whether the patient has had  No 1 7
any urinary output? Yes ) 2
(Applies to all patients, including those with urinary cacheters.  Not Applicabie 3
Not applicable if patient has been in recovery room a very shore
time.)
2.8 The Need for Skin Care [s Attended
0 01. [s there a written statement of the care given to pressure aress  No 1 3,4,8
on the skin? Yes 2
(Rafers to direct care of skin provided to prevent skin break-
down, such as massage. Does not refer to turning or to specific
care given for decubitus.)
0 02. I3 the condition of the skin arcund the [V site recorded? No : L 4.7
E.g., reddened. swollen, aint of itchin . inditra.  Yes :
i,u,f', PR SEW SRS Not Applicable 3
8 03. Are the undersheets clesn, dry, and smooth? No ; 3, 4,87
Applies i ode NA for use of hi Yes
; “:‘pm“y‘?nly w0 hedfast patients. Code ) gh Not Appiicable 3
ol 05. [8 care given to areas of skin breakdown as often as required? No ) }) 34,7
(Applicable ta any areas of Sreakdown, such as decubitus, lacer- Yes. incomplete 5
ation, diaper rash, or sheet burn. Includes care of skin around  Yes. complece |
ostomies. Check to see if special care is needed and whether plan  Not Aplicadle
indicates schedule for giving such care. [f care should be given
and is not, record No. If care is scheduled. note whether records
indicate care is done as often as scheduled. If not, record In-
complete.)
2.9 The Patient Is Protected from Infection
a 01. Is the IV bottle or bag changed every 24 hours? No ; 348
' (Check records to see when last changed. Changing bottle or bag Yes 3

shouid follow CDC standards, not hospital poiicy if it differs from  Not Appiicable
CDC suandards.)
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02. Is the IV tubing changed every 24 hcurs?

(To nurse: “When was the IV tubing changed in Mr. X's [V?™ If
not changed within the past 24 hours, code No. This statement is
based on CDC standards, not on hospitai policy. Code NA only if
patient has no {V.)

Is the [V site changed at least every 72 hours. uniess contraindi-
cated by patient’s condition? (Sites shouid be changed to comply
with CDC standards, not with hospital policy if it differs from
CDC standards.)

(To nurse: “When was Mr. X's [V site changed?™

Does the vatient do deep-breathing exercises at scheduled inter-
vals?

(Check records to determine if deep-breathing exercises should
be done and at what intervais. I{ no plan for doing deep-breathing
exercises, observer should determine whether they shouid be
done, e.g., if patient is bedfast, is in the immediate postoperative
period, has a respiratory infection, etc. To nurse: “Does Mr. X do
his deep-breathing exercises? How often does he do them?" If
exercises should be done and are not, record No. If exercises are
scheduled, record whether nurse reports that they were done
every time they were scheduied to be done. If not, record
Incompiete. Applies to past 2 days.)

[s the patient turned as often as he shouid be turned?

(To nurse: “How often is. Mr. X turned?” Check records to
determine if patient shouid be turned and when. If no plan for
turning, observer shouid determine whether patient should be
turned, e.g., if patient is bedfast, cannot turn self, immediate
postoperative, etc. [ patient snouid be turned and is not, record
No. If turning is scheduled. record whether nurse reports that
patient was turned every time scheduled. If not, record Incom-
plate. Applies to past 2 days.)

. Da the nursing stadf give or assist the patient who is NPO with

mouth care?

(Applies to patient who is NPO for at least 24 hours. NA for short
specific NPO period, e.g., prediagnostic/presurgical. To aurse:
“How often do you give mouth care to Mr. X?° Code Yes if done
once on each shift for last 2 shifts.)

. If the patient has a trach ¥

A.  Are the tracheostomy tubes ciean?
(Obsarve for presence of mucus or blood on tubes.)

B. Are materials around the trach tube clean and properly in
place?
(E.g., neck strip and gauze, securely attached, plain gauze
rather than filled. No accumuiated dried mucus or biood on
skin, gauze, and neck strip.)

C. Are gloves worn or f{orceps used to suction trachs?
(To nurse: “Ia the past 2 days, when suctioning Mr. X, did

you always wear zioves or use forceps!™ Code Nao if not
slways done.)

.. Does the record indicate that perinesl/meatus care has been given

at least twice daily to patients with indwaelling catheters?

No
Yes
Not Applicable
Information
Not Available

No
Yes
Not Applicable
Information
Not Available

No

Yes, incomplete
Yes, complete
Not Applicadle

No

Yes, incompiete
Yes, complete
Not Appiicadie

No
Yes
Not Applicabie

No
Yes
Not Applicable

No
Yes
Not Applicable

No
Yes
Not Appiicable

No
Yes
Not Applicable
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. Is aseptic technique carried out as necessary in preparing or

giving injections, treatments, or special procedures, e.g., cathe-
terizations, dressing changes, wound care, etc.?
(May observe any of above items to answer question.)

Is the urinary catheter druinage system closed?

(Refers to drainage system being used. There should be no
opening through which dust particies can enter system. Check all
connection points, especially where tubing is attached to bag.)

Are the drainage tubing and bag patent, properiy connected, and
positioned for maximal drainage and prevention of stasis?
(Applies to urinary or other tubes. Acceptable only if ail of
cathetar and tubing placed for continuous downward drainage,
not acceptable if catheter or tubing looped or slanted upward ac
any point. All parts must be right for Yes answer. May be NA in
unusual cases, sucn as TUR or biadder retraining or when medi-
cal or nursing orders specify other than straight gravity drain-
age.)

Do the equipment and solutions for suctioning and irrigation meet
requir for ?

(E.g., sterile for urinary catheters, clean for G.I. tubes. For
trach care, equipment and solutions must either be sterile or must
he changed at least every 4 hours. Unacceptabie if any sofutions
kept in uncovered container. All equipment and solutions must
mest these standards for Yes answers.)

Is there a statement about ailergies written at the time of
admission to this unit?

(Refers to of pr or ab of allergies. Code
NA if information recorded on admission to anather unit.)

I cloth diapers are used are r.hcy rinsed eisewhere than the
nursery?

(To nurse: “In the past £ days, have all cloth diapers been rinsed
in places other than the nursery?” Code NA if disposable diapers
are used.)

Does each baby have his own thermometer or. if electronic
thermometer used, does each baby have his own probe cover?

THE NONPHYSICAL NEEDS (PSYCHOLOGICAL, EMO-
TIONAL, MENTAL, SOCIAL, SPIRITUAL) OF THE PATIENT
ARE ATTENDED

The Patient {s Oriented to Hospital Facilities on Admission

oL

Is patient contacted by the nursing staff 15 minutes after arrival
on unit?

(To patient: “When you first arrived on the unit, how long was it
before someone on the nursing stadf came to see you?” If patienc
cannot be questioned, ask famiiy.)

On admission to this unit, is patient informed how to cail the
nurse?

(To patient: “Did someone teil you how to cail the nursing starf or
check to see if you aiready knew how to cali?” If answer is Yes,
aak: “When did you find out how to cail someone?” If patient was
not informed by the nursing stad within the first 23 hours of
sdmission to this unit, code No. even if patient already knew {rom
previous admission or {rom admission to another unit.)

CRITERIA MASTER LIST

No
Yes
Not Applicable
Information
Not Availabie

No
Yes
Not Applicabie

No
Yes
Not Applicadie

No
Yes
Not Applicable

No
Yes
Not Applicable

No
Yes
Not Applicabie

Yes

No

Yes

Patient does
not xnow

Information
Not Available

No

Yes

{nformation
Not Available
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; of ' oz
Sourew ¢f Criterion

Informstion € Applicability
63 03. Do the nursing staf inform the patient of hospitai routines on  No 1 L23
admission? Yes 2

(To patient: “When you were admitted to this unit, did the [nformation
nursing starf talk to you about hospital routines, such as when Nat Availabie 3
meals are served?” Probe if patient was given patient guide or
information booklet: “Did someone explain ta you what is in-
cluded in the booklet or tell you why you should resd it””
Acceptable if written patien¢ guide is given to inform patient of
routines and nursing stad inform patient this information is in the
guide. Unacceptable if patient is only given the guide with no
information as to why he or she shouid read it. Code No if patient
knew information from previous admission but was not informed
on admission to this unit.)
a3 05. Is the patient informed of visiting hours on admission ta the unit?  No 1 1,234
(To patient: “Did someone teil you what the visiting hours are for ~ Yes 2
this unit?” If Yes, ask: “When did you find out?” If patient was  [nformation
not told when visiting hours were within the first 24 hours of ~ Not Available 3
admission, code No. Code NA if patient transferred to this unit
from another unit with same visiting hours. Acceptable if patienc
was referred to patient guide or information booklet for visiting

hours.)
L 08. Is the patiant informed of availability of religious counseiorsand  No 1 23
facilities on admission to the hospital? Yes 2

(To patient: “Most hospitals have a chagei or clergyman available [aformation

to patients and families. Did someone teail you they are available Not Available 3
0 you here if you want them?” [ answer is Yes, ask: “When did

you find out about that?” [{ patient was not told wnether a chapei

or clergyman were available within the first 24 hours aiter

admission, code No. Acceptabie if patient informed by ciergy or

hospital brochures. Code NA if patient initially admitted to

another unit.)

3 07. Is the patient told how to use the telephone on admission? No 1 2,3
(To patient: “When you waere first admitted to this unit, did ~YeS 2
someone tell you how to use the hospital telephone?” [! patient In!ormzuor'\
was not told within 24 hours after admission, code No. Code NA Not Available 3
if patient initially admitted to another unit. Acceptable i volun-
teer or other nonnursing personnel informed patient.)

o 08, Is the patient shown necessary facilities, such as the lavatoryand  No 1 2,3
bathroam, on admission? Yes ]
(To patienc: “When you were admitted to this unit, did someone I““’m‘m{f
shaw you where the bathroom or piace to wash your hands are Mot Avaiiable
located?” If patienc was not shown within the frsc 24 hours of
admission, code No. Code NA if patient initiaily admitted to
another unit or if patient was not up to bathroom on admission.)

® 09, Aresafety es, such as smoking reguiations, or pr 1 No 1 1,23
getting in and out of bed, explained on admission to the unit? Yes ) : :
(To patient: “When you arrived on this unit, were you toid if there  [nformation
are any special safety measures for this unit, such as smoking Not Available 3
regulations, precautions in getting in and out of bed, or any other

. precautions?” Acceptable if safety measures included in patient

brochure and patient was referred to brochure for information.
Code NA if patient initially admitted to ancther unic.)

~

(2]
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10. Isthe patienc informed within the first 24 hours of the emergency

call system in the bathroom?

(Applies to situations in which the bathroom has emergency cail
system. To patient: “When you were first admitted to this unit,
did someone teil you how to call for a nurse if you are in the
bathroom?” If patient was not informed within the first 24 hours
of admission, code No. Code NA if patient initially admitted to
another unit.)

The Patient [s Extended Social Courtesy by the Nursing Stad
01. Do the nursing statf call patient and family by desired name?

(To patient: “When speaiing to you or your family in the past 2
days, have the nursing stadf cailed you by the name you prefer?™

Do nursing staff members introduce themselves to the patient?
(To patient: “Do members of the nursing stad introduce them-
selves to you?™)

Are nursing personnel courteous to patient and his family?

(To patient: “During the past 2 days, have the nurses been
satisfactorily courteous to you and your family?” Code All of the
time only if always courteous to both patient and {amily, if family
has been present. [f family has not been present code for patient
only.)

Do staff elicit patient’s participation during rounds?

(To patient: “In the past 2 days, have any groups of stafl, such as
doctors and nurses making rounds, come into your room?” I Yes,
“Did you feel that they adequately inciuded you in their discus-
sions and gave you a chance to ask questions?™

The Patient’s Privacy and Civil Rights Are Honored

o1

Is written consent secured prior to special procedures and/or
studies?

(Inciudes any procedure for which written ~onsent must be given,
e.g., surgery, lumbar puncture, etc. For last procedure only. For
nursery or pediatrics, refars to written consent of parents.)

Is the nurse aware of what the patient has been told about his
condition?

(To nurse: “Do ycu know what Mr. X has been toid about his
illness?” Code No if nurse is unsure or does not know.)

Do the nursing stad inform the patient of the plan {or daily care
of the patient?

(To patient: “At the beginning of the day. say in the past 2 days,
did the nurse teil you what your activities for the day would be?™)

CRITERIA MASTER LIST
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Are special procedures and studies explained to the patient?
(To patient: “Have you had any special tests or procedures while
you've been in the hospital? Were they explained to you before
they were done?” Does not refer to routine treatments. Code NA
if patient had no tests or special procedures. May record NA for
infants.)

Are curtains drawn or door closed for examinations, treatments,
or privacy?

(To patient: “When you have had an examination or treaument or
when you just want privacy, were the curtans drawn around
your bed or the door closed? )

Do nursing staff knock before entering a patient’s room?
(To patient: “Do nursing staff knock before entering your room?™)

Do nursing sta? discuss the patient and his care either with the
patient, s in nursing rounds, or in private places on the unit
where other patients or visitors cannot hear the discussion?

(Private place may refer to station. conference areas on unit. etc.)

Do nursing staif discuss their personal problems in private, aot
with or in the presence of patients?

(To patient: “Have any of the nursing stad discussed their zer-
sonal problems with you or in your presence?” [f patient reports
that staff do di personal probi in his pr record
No.)

3.4 The Need for Psychological-Emotional Well-Being [s Attended

Source of

Information
[1x3 04
63 05.
«Q 06.
05 08.
a3 09.
= o1.
R 02
s 03
a3 04.

Is opportunity provided for patient to discuss fear and anxieties?
(To patient or parents of children: “{n the past 2 days, if there
was something that concerned you, was there an opportunity to
talk with someone on the nursing stad about it?™)

Do the nursing stad discuss the physical dependence-indepen-
dence of the patient with the patient?

(To patient: “Has your illness had much edect on what you can do
for yourself, such as daily hygiene or eating, or taking care of
yourself in generai? Has anyone from the nursing stad talked in
detail with you about how much you should do for yourself or how
you can incresse what you can do for yourself?” Code No if
patient merely informed of activities but not engaged in discus-
sion about the levei of hivher invoivement in care.)

Is the use of special equipment (e.g., inhaliation equipment,
suction, [V, gomco, and similar) explained to the patient?

(To patient: “I notice that you have some speciai equipment. Has
anyone told you how it works or why you need it?™)

Da the nurse and patient discuss mode of living, living conditions,
or cccupational role in relation to his illness and restarative care?
(To patient: “Have any of the nurses talked with you in detail
about whether your illness might adect your home situation or
your work?" I Yes, asi: “Did they help you think through or pian
what to do about it?" Unacceptable if patienz mereiy informed of
activities.)

No

Tes, sometimes

Yes. always

Not Applicabie

{nformation
Not Available

No

Yes

Not Appiicable

No

Yes, some of
the time

Yes, most of
the time

Yes, all of
the time

No

Yes

[nformation
Not Available

No
Yes
Information
Not Availadle

No
Yes
[nformaticn
Not Avaiiable

No
Yes
[nformation

Not Available

No

Yes

Not Applicable

Information
Not Available

No
Yes
Not Applicable
[nformation
Not Available
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Is an opportunity provided for the patient or the famiiy to
evaluate the care given by the nursing stad?

(To patient: “At any time in the past week. has anyone {rom the
nursing stafl asked you or your family what you think about the
aursing care you've had here™)

Do the nursing stad inform the patients about activities before
they are carried out?
(Refers to routine care activities; does not refer to obtaining
for special procedures. Information may be minimal
about what nurse is going to do. Does not need to be extensive
explanation. To patient: “Do the nurses teil you what they are
going to do before they carry out some activity such as baths,
injections, dressing changes, etc.?” [f cannot interview severely
ill patients, try to get information by observing nurses with
patients.)
When the patient’s condition warrants, does the nursa give
attention to the patient’s need {or diversionai activities?
(To nurse: “If appropriate, have any of the nursing stad given
attention to providing diversional activities for Mr. X, such as
reading, getting the family or someone in the nospital to visit,
talking to him or her, and so on?” [f nurse says not appropriate,
code NA.)

Is verbal communication directed toward the severely il or
unconscious patient or toward infants?

(Observe nursing starf with patient to see whether they talk to
patient.)

. 13 there tactile communication with the severeiy ill or unconscious

patient or with infants?

(Qbserve nursing stadf with patient %o determine whether sense
of touch is used as means of communication, e.g., use of touch in
com{orting way, aside from providing technical care.)

Do nurses listen to the patient?

(To patient: “When you ask questions or make ts. do you
{eel that the nurses listen to you and show an interest in what you
ay™

Does the patient wear his own clothing (gown, pajamas, etc.) if
desired?

(To patient: *If you want to wear your own clothing, such as
pajamas, while you're in the hospital, do you feei free tc do s0?”
Code NA only if patient’s condition or extensive treatments make
it undesirable to wesr own ciothing.)

Can the patient identify a particular nurse as “his nurse™

(To patient: “Is there one particular nurse that is ‘your nurse’
while you are here?” Acceptabie if patient indicates one nurse 23
his nurse.)

Are babies heid for feedings, if fed by stad?

[b¢ licable for pr re infants, soecial-type feedings. An-

1

swer No if any bottle propping.)

CRITERIA MASTER LIST
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16. Isan ares in the nursery provided for mothers to feed convales-

cent infants?

3.5 The Patient Is Taught Measures of Heaith Maintenance and [llness
Prevention

01. Do the nursing staf inform the patient to report signs and

symptoms reiated to his iliness (e.g., rash, pain) to the nursing

(Applicable if there are any signs or symptoms which patient
should be aware of to report. Ta patient: “Did anyone from the
nursing stadf teil you if there are any signs or symptoms related
%o your illness that you should report to them?” In pediatrics, may
ask parent if one is present.)

Have instructions to be given to the patient been outlined, either
verbally or in writing?

(To nurse: “Are there any special instructions to be given to Mr.
X7" If Yes, ask: “Are they in wniting?™ Applicable if any instrucs
tions are indicated, such as preoperativespredisgnostic testing,
teaching patients to do own treatments, medications, etc. If
tesching team is instructing patient, record Written only.)

Is 8 specific member of the nursing staff designated for instruct-
ing the patient in his care?

(To nurse: “Is any particular staf member assigned o give
special instructions to Mr. X?™)

Are the patient or family informed of or instructed in care that
must be done at home?

(To patient: “Has anyone from the nursing stas¥ talked ta you yet
sbout anything you should not do when you go home?” Probe:
“Such a8 activity limitations, climbing stairs, or other things!”
Applicable a8 soon as it can be recognized that patient will need
any kind of information about posthospital activities. Does not
require specific referral or physician’s orders regarding discharge
date or activities.)

Is the plan for oral fluids formulated by patient and nurse?
(Applies to any patient with order such as “encourage fuids,”
“restrict fluids,” “force fluids,” or give specific amount of oral
fuids per day. To patient: “Do you have a schedule that says
when and what kind of tiquids you're supposed to drink? Did you
plan this together with the nurse?”If not formulated jointly by
nurse and patient, answer is No.)

3.6 The Patient’s Family [s Included in the Nursing Care Process
01. Is there 2 written statement in regard to the family’s level of

understanding of the patient’s condition?
(Refers to any time during hospitalization. Rafers to responses
probably elicited by question: “Can you teil me s?rnetr'ning about

)

Mr. X's condition?” Lavel of under g in
codes.

No
Yes
Not Applicable

No
Yes
Not Applicable
Information
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No

Yes, oral only
Yes, written only
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No
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Do the nurse, patient, and family discuss the family’s participa~
tion in the care of the patient?

(To patient: “Does your family come to visit you? In the past weeic
have any of the nursing statl talked with you and your famiiy
about what things they might help you do?™

Is opportunity provided for family to discuss f{ears and anxieties
(past 2 days)?

(To nurse: “Have Mr. X's family been in to visi¢ him in the past 2
days?™ If No, code NA. If Yes, ask nurse: “Have any of the
nurses spent some time with them to see if they have any
particular fears or problems related to Mr. X's illness?™

Is a description of care given by the family recorded?

(Ask patient, to determine if applicabie: Do your family and/or
{riends visit you in the hespital? Are there any spectiic things
they do for you while they are here? What do they do?™

Is the family notified when there are serious changes in the
patient’s condition?

(Check progress notes to detarmine whether there were signifi-
cant changes in the patient’s condition. [f there were. see
whether family was notified.)

Is the name and phone number of family or friend to contact in
case of emergency listed on the Kardex or other appropriate
record?

. Did the nursing staff inform the family of visiting hours on the

unit?

(To patient: “Did anyone on the nursing staf inform your family
of the visiting hours on this unit?" Acceptable if informed by staf
or by brochure.)

Is the family informed of the availability of religious counselors
and facilities such as the chapei?

(To patient: “Did anvone inform your family that there are
chapiains available or that they may use the chapei if they so
wish?™ Acceptable if family informed by clergy or brochure. Code
NA if family informed while patient was on another unit.)

Is there a written statement that the baby was shown to at least
one of his parents, if not being placed for adoption?

Was the mother given instructions by the nurses with regard to
{eeding the baby:
A. Times to {eed the baby?

B. The baby’s formula. if indicated?

C. How to burp the baby?

D. How tofeed the baby, inciuding how to hoid and how long to
eed?

CRITERIA MASTER UST

No
Yes
Not Applicable
Information
Not Availabie

No

Yes

Not Applicable

Information
Not Available

No
Yes :
Not Applicable

No

Yes

Not Appiicable

Information
Not Available

No
Yes

No

Yes

Not Applicabie

[nformation
Not Available

No

Yes

Not Applicable

Information
Not Available

No
Yes
Not Applicable

No
Yes
Not Appiicabie

No
Yes
Not Applicable

No
Yes
Not Applicable

No
Yes
Not Applicable
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E. Breast care, if breast {eeding?
(To nurse: “Has Mrs. X been given instructions about each
of the following items: {read the above list|™")

I3 the mother given home-care instructions with regard to:

A, Activity levei of the baby?

B. Circumcision care if indicated?

C.  How to take the baby’s tamperature?

D. Kind of clothing appropriate for hospital discharge?

Was the mother given any information about the appearance or
care of the cord?

(To mother: “Did any of the nursery nurses give you any infor-
mation about the appearance or care of the baby’s cord?™

Was the mother given the opportunity to learn how to bathe her
baby, at any time during her stay, if she desired?

(To mother: “Were you given an opportunity to learn how to
bathe your baby?™)

Was the father given any information about the care of the baby,
such a8 how to hoid or feed the baby?

(Ask father or mother: “Did the nursery nurse give you, or show
your husband, any informastion aoout care of the baby, such as
how to hold or feed the baby?™)-

Was the mother given instructions by the nursery personnei with
regard to handwashing techniques in preparacion for handling her
baby?

(Ask mother: “Did the nursery nurses tell you that you should
wash your hands before you handle your baby?™)

4.0 ACHIEVEMENT OF NURSING CARE OBJECTIVESISEVAL-

UATED

oL

0z

3.

4.1 Records Document the Care Provided for the Patient

Do recards document ail treatments currently being performed?
(All written prescribed treatments, either by medicine or by
nursing, e.g., dressings, irrigation, IPPB, etc.)

Do records document the vital signs and biood pressure as indi-
cated in medical or nursing orders?

(On admizsion or a8 specified f{or the last two days.)

Do records d. the r for omission of medications?

(Rafers to past 7 days. If patient on unit less than 7 days,
congider whatever time patient has been on this unit.)

No
Yes
Not Applicable

No

Yes

Not Applicable
No

Yes

Not Applicabie
No

Yes

Not Applicable
No

Yes

Not Applicable

No
Yes
Not Applicabie

Neo
Yes
Not Applicable

No

Yes

Not Applicabie

Information
Not Availabie

No

Yes

Not Applicable

Information
Not Available

No

Yes, incomplete
Yes, complete
Not Appiicable

No
Yes, incompiete
Yes, complete

No
Yes, some of
the time
Yes, most of
the time
Yes, all of
the time
Not Applicable
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Do records document the reason for administration of PRN
medications?

(Refers to past 7 days. [ patient on unit less than 7 days,
consider whatever time patient has been on this unt.)

. Do records document the efect of PRN medication?

(Refers to past 7 days. I patient has been on unit less than 7
days, consider whatever time patient has been on unit.)

Do records d the administration of medications on this
unit unciuding: :
4. Time given?

B Route of administration?
C. Site of injection?
D. Name of person who gave medication?

E. Dosage?
(Rafers to past T days. If patient on unit less than 7 days,
consider whataver time patient has been on this unit.)

. I8 the time of admission to the unit recorded?

Does the record indicate the type of feeding the bady is recsiv-
ing?

Are there daily written statements about the condition of the
baby’s eyes, mouth, and fontanels?

(Appiies to past 2 days. Code Compiete only if observation of all
three areas is recorded.)

Are daily weights recorded, up to the day of this observation?

Is the amount of esch feeding taken noted?

(Amount may be in drops or ounces, or the weight difference of
the baby pre- and postfeeding.)

Does the record nota if baby has been burped (bubbled) after each
feeding given in the nursery? (NA if mother fed baby, except for
mothers feeding convalescent babies.)

CRITERIA MASTER LIST

No

Yes, some of
the time

Yes, most of
the time

Yes, ail of
the time

" Not Appiicable

No
Yes, some of
the time
Yes, most of
the time
Yes, ail of
the time
Not Applicable

No
Yes
Not Applicable

No
Yes
Not Applicable

No
Yes
Not Applicable

No
Yes
Not Applicable
No
Yes
Not Applicabie

No
Yes

No
Yes

No
Yes. incomplete
Yes, compiete

No
Yes

No
Yes
Not Applicable

No
Yes
Not Applicable
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4.2 The Patient’s Response to Therapy [s Evaluated

0L Are observations reiated to medical treatment, medications, dis-

ease process, or possible comolications noted, e.g.. changes in
condition, observations to detect onset of complications, obser-
vations of newborn such as heaiing of circumcision, atc.?
(Statement of observations may refer to either presence or
absence of problems, inciudes any nursing observations not ine
cluded in medicai orders. Inciudes side or untoward edects of
current therapy. Consider condition of patient and determine
whether specific observations should be made. If not recorded,
answer No. Refers to past 48 hours.)

Do records document the patient’s response to explanations of
care?

(May include response to any type of informal or formal explana.
tions or instructions given by nurse or other heaith personnel. To
nurse: “Have any kind of expianations been given to Mr. X in
regard to his condition or care?” [f answer is No, code Not
Applicable. Answer coded Yes refers to written statement about
patient’s response or apparent comprehension.)

Do records document the need for additional instruction?
(To nurse: “Has any kind of explanation been given to Mr. X. in

No
Yes
Not Applicabie

No
Yes
Not Applicabie

No
Yes

Not Appiicabi

regard to his condition or care? Are any additional expi
needed?” Answer code Yes refers o written statement about
what additional expianations are needed.)

1s the patient’s performance of seif-care activities, e.g., eating,
toilet, walking, dressing, doing own treatments, etc., recorded?
(Applies to hospital situation in past 48 hours.)

Does the record note whether each feeding is recained or regur-
gitated?

5.0 UNIT PROCEDURES ARE FOLLGWED FOR THE PROTEC-
TION OF ALL PATIENTS

5.1 Isolation and Decontamination Procedures Are Followed
01. When a patient is isolated:

A. Do the nursing stad follow the isolation procedure specied
for the isolated patient?

B Is inated linen, equip and waste removed from
isolation rooms aceording to hospital policy?

C. Are isolation precautions (i.e., & sign to indicate what to
wear: gioves, gown, mask) posted outside the patient’s door?

D. Are necessary supplies (e.g., gown, gloves, mask) immedi-
ately ble, for i ide the door of the isolated

patient’s room or inside the nursery?

E. Do nonnursing personnel observe the isoiation procedure
specified outside the patient’s door?
(If procedure is not always followed, record No.) Refers to
all nonnursing personnel.)

No
Yes

No
Yes
Not Applicable

No
Yes, all of

the time
Not Appiicabie

No
Yes, all of

the time
Not Applicadie

Neo
Yes
Not Applicable

No
Yes, ail of

the time
Not Applicable

No
Yes, all of

the time
Not Applicable
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Is the procedure for disposal of dirty/used suppiies and equip-
ment followed?

(Does not refer to isolation procedure. See hospital procedure.)

Are precautions taken by nursing staif to protect patients from
known respiratory infections and other communicable diseases?
(To nurse in charge: “In the past 2 days, has thers been any
incidence of other communicable diseases on this unit™ If Yes:
“Was anything done to prevent the spread of infection, such as
putting patients in private rooms or requiring starf with respira-
tory conditions to stay at home?” Code Yes only if Nurse states
specific precautions that were taken.)

Do the staff wash their hands between patients?

(Shoulid be done after any direct care with direct contact of nurse
with body or linens of the patient. [f not aiways done, record No.)

(Does not refer to isclation procedure. See hospital procedure.)

Are ail bassinets cleaned and disinfected:
A. When the baby is discharged?
(To nurse in charge: “In the past 2 days, have any bables

CRITERIA MASTER LIST

No
Yes
Information

Not Avaiiable

Definitely No
Probably No
Probably Yes
Definitely Yes
Not Applicable
Information
Not Available

No
Yes, all of

the time
Information

Not Available

No
Yes
Not Applicabl

been discharged from the nursery? Were b
and disinfected?”

B. If the baby has been in the nursery longer than 7 days?
(To nurse in charge: “In the past 2 days. have there been any
babies who have been in this nursery longer than 7 days™ If
Yes: “Were their bassinets cleaned and disinfected or were
they transferred to a ciean bassinet at least every 7 days?™

5.2 The Unit Is Prepared for Emergency Situations

o1

Are plans for intervention during a cardiac arrest known by the
nursing stad?

(To nurse: “What do the nursing staff do if there is a cardiac
arrest on the unit?” Answer Compiete inciudes clearing the air-
way, cardiopulmonary resuscitation, preparing medications. and
notifying appropriate personnel. May code NA if nurse being
interviewed has been asxed this question within the past 7 days.)

Is the emergency cart checked daily for adequacy of suppiies?
(To nurse: “Do you know if the emergency cart was checked?”
Not necessary to ask nursa, if record used to indicate that cart
has been checked.)

Is an emergency cart or tray stationed on the unit?

(I only tray on the unit, it must include at least equipment and
supplies for inmediate resuscitation.)

Are actions to be taken in case of fire known by the nursing sead?
(To nurse: “What do the nursing staff do if a ire is discovered on
the unit?” Answer Complete inciudes at least noti{ying appro-
priate persans for assistance, protecting patients {rom fire and
smoke, e.g., by ciosing doors. removing patients {rom immediate
ares of fre, ete. May code NA if nurse heing interviewed has
been asked this question within the past 7 days.)

Is there 2 standby heated incubator or radiant warmer for

- unexpected problems?

In.fonﬂrarzion
Not Available

No
Yes
Nat Applicabie
[nformatcion
Noc Available

No
Yes. incomplete
Yes, complete
[nformation

Not Availabie

No

Yes

{nformation
Not Available

No
Yes

Detinitely No
Probably No

Probably Yes
Definutely Yes

No
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6.0 THE DELIVERY OF NURSING CARE IS FACILITATED BY
ADMINISTRATIVE AND MANAGERIAL SERVICES

Nursing Reporting Follows Prescribed Standards

6.1

[}

Are nursing notes written about the patient as required by
hospital poliey?

(1f patient on this unit less than 48 hours, consider whatever time
patient has been on this unit.)

Are all nursing notes legible?
(If patient has been on this umit less than 48 hours. consider
whatever time patient has been on this unit.)

Are nursing notes properiy signed as required by hospital policy?
(If patient has been on this unit less than 48 hours, consider
whataver time patient has been on this unit.)

If abbreviations are used in the nursing records, are they ac-
ceptable according to hospital policy?

(If patient has been on this unit less than 48 hours. consider
nursing records only for time patient has been on this unit.)

Do nursing staff report to the nurse in charge at the end of the
shift?

(To nurse in charge: “Using yesterday or the last day you worked
as an example, did you get a report from each person working
with you at the end of the shift?” Nurse in charge refers to team
leader, primary nurse, charge nurse, or equivaient. May code NA
if nurse in charge worked alone yesterday as possibie in modular
setting.)

Do private nurses give & verbal report to the nurse in charge?
(To nurse in charge: “Have there been any private duty nurses on
this unit in the past 2 days?” [f Yes, ask: “Did they give you a
verbal report at the end of the shift”™)

Do the retiring and oncoming nurses in charge make walking
rounds together?

(To nurse in charge: “Were you and the retiring nurse in charge
on the last shift able to make walking rounds together at the
beginning of this shift?” Nurse in charge rafers to team leader,
charge nurse, or equivalent. Waiking rounds refers to ail patients
for whom nurse in charge is responsible.)

Do all nursing personnel on the oncoming shift receive a report on
patients to whom they will give nursing care that saift?

(To nurse in charge: “Using this shift as an example, did il
nursing personnel receive a report on patients to witom they are
now giving care’™

Does the admitting record indicate:

A. The sex of the baby?

B. The date of birth?

No
Tes

No
Yes

No

Yes, some of
the time

Yes, ail of
the time

No

Yes

No
Yes
[nformation

Not Available

No

Yes

Not Applicabie

[nformation
Not Available

No
Yes

No
Yes

Neo
Yes

Yes
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CRITERIA MASTER UST

?:;o’" of 5 Criterion
rmalion Applicabiticy
C. The time of birth? ) No 1
Yes 2
D. The birth weight? R No 1
Yes 2
E. The length at birth? No 1
Yes 2
F. The birth position (ROA, LOA, breech, etc.) No 1
Yes 2
G. The type of delivery (vaginai, Caesarian section, precipi- No 1
tous)? Yes . 2
H. The gestational age (calculated by LMP of mother or physi- No 1
can’s estimate?) Yes 2
(May apply to records from delivery room transferred to
nursery.)
6.2 Nursing Management [s Provided
o 01 Is a registered nurse in charge and presant on the unit this shift? No 1 589
(Means RN on the unit. Not acceptable to have same RN cover  Yes 2
mote than one unit. Check starfing roster or by observation. For
) tour observed only.)
04 03. Does the nurse in charge delegate tasks according to both patienc  No 1 5.8,9
needs and level of skill of personnei? Yes 2
(To nurse: “Using today as an exampie. how did you decide which
activities to assign to other members of the nursing suaff and
- which ones to perform yourself?” Answer No if tasks or patients
assigned according to numbers of personnel. Answer Yes if
assignment made in consideration of both different levels of skill
of staff and severity of patients. May be NA only in primary or
modular setting in which nurse worxs alone.)
08 04. Are copies of the stafing schedule for the unit posted on the Nu 1 58,9
patient care unit? Yes 2
Refers to stafing schedule {or 1 week or 1 month, ete. Code No if
not present.)
04 05. Does the nurse in charge see the patienc at least twice during the  No 1 L2.3
shift? Yes 2
(To nurse in charge: “How many times would you say you were
abie to see Mr. X during the shift, using yesterday or the last day
you worked as an exampie?” Nurse in charge refers to primary
nurse, team leader, charge nurse, or equivaient.)
o 06. Does the nurse in charge check to ses tha: delegated tasks have No 1 5.8, 9
been performed? Yes 2

(To nurse in charge: “Using yesterday as an example. how did you
find out whether the work you had assigned to other personnei
had been carried out? Record Yes only if nurse reports direct
personal observation for evidence that ail specific tasks were
performed—not necessary to have coserved actual performance.
Nurse in charge refers to tesm leader, charge nurse, or equiva-
lent.)
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Does the head nurse or eyuivalent in charge of the unit make
rounds on all patients on the unit?

(To head nurse or equivalent: “During the past 2 days did you
make walking rounds on ail patients on this unit?™

. Are patient conferences conducted to plan aad coordinate 2

specific patient's care?

(To nurse in charge: “In the past week. have you had any
patient care conferences?” Patient care conferences refer to any
conferences heid about a specific patient for the purpose of
planning and coordinating his care. Not acceptabie if the only
conferences in the past week were rounds, in-service programs,
or other meetings not reiated to a specific patient’s care.)

Have there been two or fewer nurses assigned to Mr. X during
the day shift for the past 7 days?

(To the patient: “Does the same nurse take care of you each
day?” Probe: “In the past T days during the day shiit, how many
nurses would you say have been responsible for your care?” [f
there were one or two nurses responsible {or patient's care, code
Yes. If three or more, code No. If patient has been on this unit
fewer than 7 days, consider whataver time patient has been on
this unit.)

6.3 Clerical Services Are Provided

o1

02,

Is the chart assembied in the correct order as specified by hospital
procedure?

Are transcribed medication and treatment orders dated?
(From Kardex and/or med cards.)

Is there a list of nursing sta on duty for this shift kept at the
desk or in a readily accessible piace on the unit?

Does the cierk transcribe the physician's orders within one hour
of writing?

(To nurse in charge: “Using yesterday or the last day you worked
s an exmple, did 2 clerk transcribe the physician's orders within
one hour after they were written?” For Yes answer, clerk must
have ’ ranscribed ail orders, and ail must have been transcribed
within one hour.)

Are orders reviewed daily to ensure that all transcriptions are
aceurate, currenc, and complete?

(To nurse: “During the past 2 days, did someone review the
orders to be sure transcriptions are compiete? To check for
automatic expiration of medication orders? To make sure they
were transcribed correctly?” If review was not done for all 3, or
sccording to hospital palicy, code No.)

Does a clerk answer the unit telephone?

(To nurse: “In the past 2 days, have clerks on duty always
answered the phone at the desk?” If nurses have answered the
phone, code No.)

No

Yes

Information
Not Available

No

Yes, 1-3 times
per week

Yes, more than
3 times per
week

No

Yes

[nformation
Not Avaiable

No
Yes

No

Yes, incompiete
Yes, compiete
Not Applicable

No
Yes

No
Yes

Yes

Yes
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07. Does the clerk handle communications with other departments
uniess direct communication by a nurse is required?
(To nurse: “In the past 2 days, has a cierk taken care of all
communications with other departments unless direct communi-
cation by a nurse is required?” Answer No if nurse took care of
any routine requisitions. Code NA only if nurse is required, i.e..
if specific nursing knowledge is needed. Does not refer to an-
swering telephone.)

08. Are ail pages of the chart stamped with the addressograph
correctly?
(For Yes answer all pages must be stamped with the correct
patient's addressograpa piate.)

09. Are all routine forms inciuded in the patient’s chart?
(Check to see that all routine pages are present.)

Eavir 2l and Support Services Are Provided

01. [a the patient’s room ciean?
(Refers to cleanliness of floor, bed aside from linens, walls, major
pieces of equipment, and bedside tables. All must be ciean for
Yes answer. Does nat refer to trash cans.)

02, Is the sink in the patient’s room or adjacent bathroom used by the
patient ciean? .

03. Has waste been removed from the patient’s room?
(Check for emptied trash cans and for clutter in room. Dees not
apply to items left on patient’s bed.)

04. Is all equipment in the room being:
A. Used or on a standby basis?

B. Inits proper place?

(Refers to any type of equipment currently used in treating
patients, e.g., oxygen equip [PPB machi ion equip~
ment, etc. or equipment anticipated for immediate use devause of
patient’s unstabie condition.)

05. Is the patient's room {ree of smoke?
(Not applicable only if patient is in private room and is smoking.)

06. Is the room temperature comfortable for the patient?
(To patient: “Is the tamperature in your room comfortable for you
now?")

08. Is the corridor clear of all equipment?
(Qbsarve for stretchers and machines or any aother equipment
currently in corridor. If isolation or dietary equipment present.
code as Various kinds of equipment.)

09. Is there an adequate supply of linen provided?
(To nurse: “In the past two days, have you had enough linen for
ail of your patients?™)

CRITERIA MASTER LIST

No
Yes
Not Applicable
[nformation
Not Available

No
Yes

No
Yes

No
Yes

No
Yes

No
Yes
Not Applicable

No
Yes
Not Applicable

Yo
Yes

No

Yes

Information
Not Available

No, various
kinds of equip-
ment present

No, emergency
equipment
present

Yes, none
present

No
Yes
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Are adequate supplies for routine treatments provided?

(To nurse: “In the past 2 days, have you had enough supplies,
other than linen, for treatments such as dressing changes when-
ever you needed them?™

Are there handwashing facilities in or adjacent to each patient's
room?

(Refers to sink {or use by either patients or staf: must be either
in the room or not more than one room away from patient’s room. )

Are supplies for handwashing (soap. water, towels) present at
the sink used for handwashing by patients or stafl?

Does the pharmacy deliver all routine and stat supplies o the
unit?

(To nurse in charge: “In the past 2 days, have pharmacy person-
nei delivered ail routine and stat suppliies to the unit within a
reasonable time?” Applies to ail shifts. Code Yes only if supplies
both delivered by pharmacy personnel and within 3 reasonable
time, Applies to any delivery system, e.g., dumbwaiter, 2te.)

Are supplies from central supply deiivered to the unit?

(To nurse: “During the past 2 days have central supply personnei
delivered ail suppiies to the unit within a reasonable time?”
Applies to all shifts. Code Yes oniy if supplies botk delivered by
central supply personnel and within a reasonable time. Applies to
any delivery system, e.g., dumbwaiter, etc.)

In the past 2 days, have housekeeping per | done all cleaning
in the following areas (ask nurse in charge):
A. Cleaning corridors?

B. Cleaning utility rooms? o

C. Cleaning patient beds, aside from changing linens?

.

D. Ci g P unit on di ge?
(Code No if any part done by nursing personnei.)

.

Do dietary personnei deliver ail trays to patients?

(To nurse: “In the past 2 days have duury pqmnnel delivered
all trays to nonisolated p ’ bedsid g late trays and
snacks?” For nursery: “In the past 2 days, have dmarv personnel
delivered all formula to the unit for babies?” Code No if any trays

or {ormuia delivered by nurses.)

Do dietary personnei remove ail trays {rom patients’ rooms?
(Ta nurse: “In the past 2days, have dietary personnei removed ail
trays {rom nomisolated patients’ rooms, including late trays and
snacks?™ For nursery: “In the past 2 days, have dietary personnei
remaved all formula materials from the nursery?” Code No if any
trays or formula materials removed by nurses.)

No
Yes

No
(es

No

Yes

Information
Not Available

No

Yes

Information
Not Available

No

Yes

Information
Not Availabie

No
Yes
Information
Not Available

No
Yes

No
Yes
Information
Not Available

1

1
2

1
2

Criterion
Applicability
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Does an escort service take patients to other areas of the hospital
uniess nursing supervision of the patient is required?

(To nurse: “In the past 2 days, has an escort service taken all
patients to other areas of the hospital uniess nursing supervision
of the patient was required?” Nurse is necessary for babies.
Escort service refers to p | who are specifically respon-
sible for transporting patients and do not have nursing care
responsibilities. Code No if any nursing personnei who are pro-
viding nursing care on the unit are used for transpert service, if
nursing supervision of patient was not required.)

Do support service personnel, such as unit managers, admitting
office, ete., explain care and use of personai property to the
patient or family on admission to the hospital?

(To patient: “When you entered the hosoital, did someone teil you
what to do with personai beiongings, such as ciothes or jeweiry?
Do you recall who explained it to you?” Yes only if explained by
nonnursing personnel. Code NA if patient transferred {rom an-
other unit.)

CRITERIA MASTER LIST

No
Yes
[nformation
Not Available

No
Yes
Information
Not Available

—

Criterion
Applicability

5.8

.23
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DEMOGRAPHIC INFORMATION

Nurse Code Number:

Bagic educational preparation in nursing:
Associate Degree
Nursing Diploma
Baccalaureate Degree
Post Baccalaureate Studies in Nursing
Master's Degree

Present educational preﬁaration in nursing:
Associate Degree
Nursing Diploma
Baccalaureate Degree
Post Baccalaureate Studies in Nursing
Master'é Degree

Years of experience in nursing

Years of experience in present institution
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Table 5

Raw Quality Care Scores for the 31 Primary Nurses Studied

ngh?St Overall Subtotal Scores
Nurse Edugatligal A Objective

eve 1.0 2.0 3.0 4.0 5.0 6.0
01 A.D. 0.75 0.70 0.83 0.69 0.86 0.57 0.81
02 A.D. 0.83 0.78 0.85 0.71 1.00 1.00 0.81
03 N.D. 0.82 0.55 0.86 0.87 1.00 1.00 0.80
04 B.S. 0.71 0.62 0.87 0.74 0.55 1.00 0.71
05 B.S. 0.71 0.50 0.78 S 0.71 0.89 0.71 0.75
06 A.D. 0.58 0.30 0.91 0.50 0.57 0.57 0.61
07 N.D. 0.61 0.30 0.92 0.56 0.73 0.29 0.80
08 B.S. 0.82 0.67 0.92 0.79 0.79 1.00 0.78
09 N.D. 0.81 0.87 0.94 0.65 0.54 1.00 0.87
10 B.S. 0.77 0.67 0.91 0.70 0.73 1.00 0.67
11 B.S. 0.70 0.67 0.78 0.52 0.73 1.00 0.80
12 N.D. 0.63 0.52 0.78 0.38 0.57 1.00 0.87
14 A.D. 0.70 0.44 1.00 0.48 0.82 1.00 0.67
16 A.D. 0.79 0.61 0.73 0.73 1.00 1.00 1.00
17 N.D. 0.72 0.55 0.84 0.47 0.83 1.00 0.89
18 B.S. 0.68 0.63 0.76 0.48 0.74 0.86 0.82
19 A.D. 0.53 0.35 0.67 0.34 0.45 1.00 0.87
20 B.S. 0.88 - 0.67 1.00 0.94 0.86 1.00 1.00
21 B.S. 0.69 0.74 0.71 0.40 0.54 1.00 1.00
22 A.D. 0.55 0.59 0.67 0.34 0.20 1.00 0.82

SET



Table 5 (Continued)

9¢T

Nurse Edgégiiiﬁal Overall Subtogal $cores
Level® Score Objective
1.0 2,0 3.0 4.0 5.0 6.0
23 A.D. 0.61 0.57 0.67 0.52 0.67 0.86 0.82
24 A.D. 0.75 0.73 1.00 0.66 0.91 1.00 0.80
25 B.S. 0.58 0.62 .52 0.31 0.78 1.00 0.75
26 1298 0.70 0.60 0.81 0.80 0.91 4.57 037
27 N.D. 0.78 0.78 0.86 0.63 0.90 0.75 0.82
28 B.S. 0.74 0.67 0.92 0.54 0.86 1.00 0.71
29 N.D. 0.74 0.76 0.83 0.73 0.80 0.62 0.71
30 B.S. 0.82 0.78 0.80 0.9 0.60 1.00 0.82
31 B.S. 0.88 0.94 0.77 1.00 0.90 0.62 0.94
32 P.B.B. 0.76 0.76 0.76 0.71 0.78 1.00 0.72
a3 B.B. 0.72 0.70 0.83 0.60 0.57 0.71 0.78
ap.D. = Associate Degree in Nursing
N.D. = Nursing Diploma
B.S. = Baccalaureate Degree in Nursing
P.B.S. = Post Baccalaureate Studies in Nursing



137

Table 6

Analysis of Variance of Overall and Objective Scores

Based on the Computer Analysis Utilizing the
Veldman (1967) Format

Source Mean Square daf F-Ratio P
Overall Mean Score
Total .0086 30
Groups .0131 2 1.589 .2208
Error .0082 28
Objective 1.0
Total .0225 30
Group .0411 2 1.938 L1611
Error .0212 28
Objective 2.0
Total .0119 30
Group .0069 2 0.562 .5816
Brror .0123 28
Objective 3.0
Total .0332 30
Group .0444 2 1.369 .2702
Error .0324 28 '
Objective 4.0 ’
Total .0335 30
Group .0047 2 0.131 .8773
Error .0355 28
Objective 5.0
Total .0378 30
Group .0203 2 0.519 .6059
Error .0391 28
Objective 6.0
Total .0151 30
Group .0059 2 0.376 .6953
Error .0158 28

—
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QUALITY NURSING CARE RELATED TO THE PRIMARY NURSE'S
LEVEL OF EDUCATION

- ABSTRACT
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August 1979
The identified problem was to determine if the level
of nursing education could be related to quality of care in
a primary nursing setting.‘ Purposes were: (1) identification
of highest educational level;'(2) determination of quality
of care provided; (3) relationship of educational level with
quality of care. The conceptual framework was the Nursing
Process.
The sample included 31 randomly selected patients,
having 31 primary nurses, who were on medical-surgical units
within a general hospital. Haussmann et al.'s Criteria

Master List was utilized to collect data.

Mean scores showed some differences iﬁ the use of the
Nursing Process among different educational levels of pri-
mary nurses. ANOVA was applied to data and indicated no
significant difference in quality of care among educational

levels.





