Operating Room Nurses'

Standards of Perioperative Nursing Practice:

[

An Analysis of Use in Practice

by
Dora Sue |Redford, R.N., B.S.

A Thesis

Presented to

the Faculty of the School of Nursing of
Oregon Health Sciences University
in partial fulfillment
of the requirements for the degree of

Master of Science

June 12, 19387



APPROVED:

Marie Berger, KiN., Ph.D., Associate Professor,
Thesis AdwAsor/

SuBap-Will

t R.N., M.5., Associate Professor,
FArst Reader

Second Reader

Carol A. Lindeman, R.N., Ph.D., Dean,
School of Nursing



This study was
endorsed and funded by
The Association of Operating Room Nurses

Denver, Colorado



ACKNOWLEDGEMENTS

This was fun! I had an excellent research
committee, and we really enjoyed each other and the
work. I want to thank each of them for their support
and encouragement and the infectious enthusiasm they
brought to each meeting. It was a priviledge to work
with such a great mixture of minds.

Living almost 200 miles from campus has made
going back to school quite a logistical challenge. I
could not have done it without the support of my
mother, Bea Henderson. Her professionalism in nursing
has been a challenge to me since childhood, and I know
she is as proud of me as I am of her.

Finally, I want to acknowledge the depth of
committment and love that my husband has shown me
through these many months of living such a scattered
lifestyle. His strength and encouragement have
allowed me to grow personally and professionally, and

I thank him with all my heart.



TABLE OF CONTENTS

CHAPTER

I. Introduction and Statement of the Problem

Review of the Literature
Concepts and Definitions
Nursing Process
Perioperative Nursing Practice
Standards
Research on Perioperative Standards
Use of Nursing Process
Compliance with AORN Standards
Conceptual Framework
Research Questions
I1. Methods
Description of the Study
Sample and Subjects
Variables and Assumptions
Development of the Instrument
Data Collection Procedure
Protection of Human Sub jects
III. Results
The Sub jects
General Data Organization
Description of the Findings

Analysis of the Findings

PAGE

11
!
13
13
18
20
20
20
22
23
2.3
26
27
27
27
28
40



Chapter Page

IV. Conclusions, Implications, and

Recommendations 64

Conclusions and Implications 64

Limitations and Recommendations 68

References 71
Appendices

A. The Association of Operating Room

Nurses Standards of Perioperative

Nursing Practice 74
B. Geographical Areas of Oregon 79
C. Letter Requesting Participation 80
D. RSVP Care 31

E. Structured Interview Data Collction

Instrument 82
F. Data Analysis Worksheet 117
G. Raw Data and Descriptive Tables 118

1. Number of Subjects Using or

Not Using Specific Standards

for "Best'" Case 19
2. Perceived Feasibility of

Standard I 123
3. Perceived Feasibility of

Standard 11 125



Chapter
4. Perceived Feasibility of
Standard I1II
5. Perceived Feasibility of
Standard IV
11. Feasibility and Palatability
of AORN Standards of Periop-
erative Nursing Practice,
"Best'" Case
12, Feasibility and Palatability
of AORN Standards of Periop-
erative Nursing Practice,
"Worst'" Case
Figure 1: Frequency with which
Standards and Criteria were
Viewed Unpalatable

Abstract

Page

526

128

130

132

134
L3



TABLES Page
6. Components of Practice as Identified from
Subjects'Scenarios Compared to Components
as Delineated in the Standards 45
7. Comparison of Subjects' Stated Use,
Proposed Used, and AORN's Proposed
Purposes of Standards of Periop-
erative Nursing Practice 50
8. Alternative Guides to Practice Used by
Sub jects During Case Scenarios 53
9. Reasons Subjects Gave for Considering
AORN Standards of Perioperative Nursing
Infeasible 55
10. Reasons Subjects Gave for Considering
AORN Standards of Perioperative Nursing
Unpalatable | 59
13. Number of Subjects Using or Not Using the

Standards for The '"Best!" and "Worst' Cases 63



CHAPTER 1
INTRODUCTION AND STATEMENT OF THE PROBLEM

During the last twelve years, the Association of
Operating Room Nurses (AORN) in collaboration with the
American Nurses Association (ANA) has developed and
revised standards that operationalize the nursing
process to the operating room setting and help define
what AORN calls perioperative nursing practice.
Assuming that the use of nursing process would enhance
individualized patient care during surgical
intervention and contribute to positive patient
outcomes, plus the implied legal accountability
inherent in published standards, one would expect
perioperative nurses to be using these standards to
guide their clinical practice.

However, in several clinical settings in the
state of Oregon, the author has noticed discrepancy
between standards and practice. The author knows of
only a few operating rooms represented in AORN
chapters in the mid-Willamette valley and the Portland
metropolitan area where nurses are making an effort to
become familiar with nursing diagnosis and its role in
nursing process, and only one where nurses are
attempting to document their nursing by written
careplans.

Why, after twelve years, does such a discrepancy

remain between standards and practice? 1If AORN's



standards are not being used as a framework for
perioperative nursing, what are nurses using instead
to guide clinical practice?
REVIEW OF THE LITERATURE

In reviewing the litefature, two types of
information were sought: concepts that form the
contextual setting of the problem and studies relevant
to perioperative standards. Three concepts relevant
to the contextual setting of the problem will be
reviewed: nursing process, perioperative nursing
practice, and AORN standards.
CONCEPTS AND DEFINITIONS

Nursing Process

The concept of nursing process has déveloped
during the evolution of nursing from art to science,
vocation to profession. By documenting her approach
to nursing care, Florence Nightingate (1967)
established the groundwork for a systematic approach
to problem solving that was to become the nursing
process.

Abdellah (1960) applied the scientific problem
solving technique to the nursing process: observe the
facts, develop assumptions, initiate actions, and
evaluate results. She theorized that, by using this
systematic approach, nurses performing specific

actions could predict particular results.



Although relatively untested, nursing process is
a model of nursing care that has become part of the
prevailing nursing ethos. It is sanctioned by the
American Nurses's Association Standards; it serves as
the foundation for most nursing school curricula; Lt
serves as one dimension of the "Test Plan" for
Registered Nurse State Board Test Pool Examination;
and it has become important to the Joint Commission on
Accreditation of Hospitals as an indicator of quality
nursing care.

For the purposes of this study, the nursing
process will be defined as a scientific method to
systematically assess patient problems, plan
appropriate nursing interventions, implement the plan,
and evaluate the effectiveness of the nursing care
provided.

Perioperative Nursing Practice

In 1975, in response to members' growing
self-awareness and a commitment to the necessity of
the registered nurse in the circulator role, AORN
initiated Project 25 to define the role of nurses in
the operating room ("Delegates approve
statements,''1975). Project 25's report was presented
at the 1978 AORN Congress.

The Task Force labelled nursing in the operating

room the perioperative role and defined it as "a




comprehensive practice encompassing the patient's
surgical experience from the preoperative, through the
intraoperative, and into the postoperative
period...with primary emphasis on the intraoperative
period and responsibility for preoperative assessment
and postoperative evaluation....Nursing in the
operating room provides continuity of care designed to

meet individual needs through the nursing process

[italics added]"™ (AORN's Project 25 Task Force, 1978,
1162).

In the early 1980s, an AORN Nursing Practices
Committee was charged with updating the definition of
nursing in the operating room. The definition of
practice remained the same, but the definition of
excellence in practice changed. Whereas perioperative
nursing excellence had been linked to specific
locations for nurse-patient interactions, the
philosophy now states '"Excellence can be demonstrated
in any geographical location in which the
perioperative nurse comes in contact with the patient"
(AORN Nursing Practices Committee, 1985, 194). Since
the individual practitioner may not control where care
must be delivered, this seems to reflect an attempt by
the committee to deal with the realities of practice.

Standards of Perioperative Nursing Practice

AORN and ANA (1983) define a stamdard as '"an



authoritative statement enunciated and promulgated by
the profession by which the quality of practice can be
judged" (11:2-1). They maintain that nursing as a
profession has the obligation to define nursing,
establish the scope of nursing practice, and set
standards as a means of assuring quality service to
the public.

The Association of Operating Room Nurses has
published three types of standards: structural,
process, and outcome. Quality care for the surgical
patient is the common goal, but each has a different
approach to the definition and measurement of quality.

Structural standards imply that if the proper
framework, or structure, is provided for the delivery
of nursing care, quality care will result. The
structural standards that AORN has generated are
entitled Standards of Administrative Nursing Practice:
Operating Room (1982).

Process standards prescribe nursing actions
toward the goal of postive patient outcomes, and the
assumption is that if certain nursing activities
occur, this goal will be achieved. It is this type of
standard which was of concern to the present study.
Throughout the remainder of this paper, unless
specified otherwise, the term standards will refer to

process standards.



Outcome standards concern what has happened to
the patient as a result of care received. If certain
positive outcomes are achieved, these standards imply
that quality nursing care accounts for at least part
of the positive effect. Patient Outcome Standards for
Perioperative Nursing are the newest standards from
AORN (1984).

Process Standards

The first process standards for operating room
nursing, Standards of Nursing Practice: Operating Room
were the result of a 1975 collaboration between AORN
and the American Nurses Association (ANA). Like those
of ANA, AORN's standards are based on the‘nursing
process model. They consist of seven standard
statements that reflect the nursing process and
prescribe actions to be performed by the nurse
providing care to the surgical patient. Each standard
includes a list of assessment factors that are
intended to help nurses evaluate whether they are
meeting the standard.

The first standard addresses the collection of
data for making a patient assessment. The second
involves the creation of nursing diagnoses from the
data. Standards three and four focus on the
development of the nursing care plan, specifically the

creation of the patient care goals and prescription of



nursing actions needed to reach those goals. The
fifth standard concerns implementation of the plan,
and the sixth, evaluation. The final standard
involves a reevaluation of the entire process in
keeping with the cyclical nature of nursing process.

In 1982, the AORN Committee on Nursing Practices
(1982) identified how process standards define
professional accountability for nurses in the
operating room. They stated that standards provide a
common vocabulary with other nursing specialties by
means of nursing process. Documentation, an essential
part of the standards, contributes to continuity of
patient care and verifies that nursing care is being
provided behind the "double doors" of the operating
room. The Committee viewed documentation as an
essential component in validating the role of the
professional nurse for intraoperative care of the
surgical patient.

Being self-regulating is also a part of
professional accountability. Quality assurance,
evaluation of staff performance, and program
evaluation are meaningless without standards against
which to evaluate them. AORN standards define quality
within the context of perioperative practice.

Standards are also used by the public to evaluate

whether perioperative nurses are fulfilling their



obligation to society. There is a growing tendency
for the courts to look to national standard-setting
medical and nursing organizations for objective
guidelines and criteria that exemplify quality patient
care (Regan, 1981).

The Committee on Nursing Practice stated further
that the standards, "as a set of guidelines for
nursing care" (1982, 371), simplify collecting and
analyzing data about the care perioperative nurses
give by providing a standardized approach to patient
care. In this way, standards provide a foundation for
research.

AORN and ANA collaborated again in 1982 to revise
the AORN standards. The goal was to eliminate
ambiguities and make the standards more useful in
daily practice. The revision, Standards of
Perioperative Nursing Practice (AORN, 1983), contain
the same seven standards, with interpretive statements
added to each standard to explain it and provide
definitions of terms and actions necessary to achieve

the standard. The assessment

factors were also retitled criteria. (See Appendix
A.)

In 1983, at the time of publication of the
standards, the Committee on Nursing Practices stated

that because a standard is the minimal level of



performance required, achievement of each standard is
mandatory. The addition of criteria was intended to
make achievement of standards easier. Criteria, as
introduced, were to be tools for measuring to what
degree each standard had been met. The role of
criteria was to define vital pieces of the whole.

In the AORN Journal article which introduced the

revised standards (Committee on Nursing Practices,
1982), the Committee stated that the criteria were

meant to suggest, recommend, and stipulate. It was

not and still is not clear, however, which criteria,
if any, are relative or suggestive, and which are
absolute or mandatory. As a result, addition of
criteria to the standards seems to have made the
evaluation of performance more difficult.

In an opinion published about the same time,
Charles M. Chambers (1983), General Counsel of the
Council on Postsecondary Accreditation explained the
relationship and differences between standards and
criteria in the context of measuring quality. He
maintains that standards are absolutely correct
specifications of some desired quality; whereas
criteria are merely derived from, related to, or based
upon corresponding standards. If something fails to
meet a standard, it is considered unacceptable.

However, if something fails to meet a criterion, it
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may or may not be acceptable: One just does not know.
Chambers states that this ambiguity derives from the
fact that alternative ways may exist to meet the
standard other than those specified through the
criteria.

Chambers (1983) also discusses several approaches
to setting standards. One approach involves
specifying in some detail each desirable feature,
component, or ingredient of whatever is being
considered. He gives the example of military
procurement standards for toothpaste. Although
perfect according to the standards, the green tubes
with the twelve digit stock number gather dust while
the post exchange does a brisk business in Crest and
Pepsodent.

AORN's process standards seem to fit this
standard setting approach, in that they describe and
prescribe specific nursing activities, based on
nursing process, to attain quality nursing care for
surgical patients. The implicit goal is certainly
quality, but the explicit goal of these standards is
to standardize the approach to patient care by
prescribing the nursing activities specified in the

nursing process model.
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RESEARCH ON PERIOPERATIVE STANDARDS

Use of Nursing Process

Information regarding the use of nursing process
by nurses in the operating room was an incidental
finding of a study that was a collaborative effort
between AORN and the Western Interstate Commission for
Higher Education (WICHE) (Lindeman, C. A., Enloe, C.
H., Funderburk, L., Grundemann, B., Harmon, M.,
Kneedler, J., Nolan, M., Van Poole, M., 1978). The
study explored the relationship between operating room
nursing activities and patient outcomes, with the
long~range goal of developing a tool consisting of
patient outcomes that would serve as indicators of
quality care.

The researchers developed a list of ten nursing
activities as variables for their data collection
tool: preoperativevteaching; psychological support;
counts; maintain efficient, effective, and safe
intraoperative environment; communication of
intraoperative information; and postoperative
evaluation visit. The postoperative evaluation visit
was defined as '"actions of OR personnel and patient to
determine the effectiveness of care provided by nurses
during the preoperative, intraoperative, and immediate
postoperative phases and to determine patient

satisfaction and whether patient's expectations were
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congruent with the care he received" (Lindeman, et
al,1978, 210). After initial testing of the tool, the
postoperative evaluation visit was eliminated because
it did not occur frequently enough to be useful in the
study. This finding implies that nurses were failing
to complete the last step of the nursing process.

The researchers in the above study had assumed
that some nursing activities would be performed in
some operating rooms and not in others; however, they
found little variance between practice in the
hospitals studied. Results of the study indicated
that hospital size and the surgical patient's
preoperative status had more effect on postoperative
outcomes than did nursing activities performed in the
operating room.

A telephone survey reported on the use of the
assessment and evaluation portions of nursing process
by perioperative nurses. Four hundred fourty-three
operating supervisors, were asked two questions: '"Do
your registered nurses do any kind of patient
assessment preoperatively?" and '"Do your registered
nurses do any kind of postoperative assessment?" Two
hundred seventy-three indicated that nurses did do
preoperative assessments and 99 gave negative

responses. With regard to postoperative assessments,
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188 respondents gave affirmative responses with 182
negative.

Although the surveyors were AORN past presidents,
board members, and national committee chairpersons;
the issue of social influence on responses was not
addressed. No demographic information was given on
the sample surveyéd. And since the terms

preoperative assessment and postoperative

assessment were not defined by the surveyors prior to

asking their questions, it is unknown how the
questions were interpreted.

Compliance with AORN Standards of Practice

The AORN Standards of Nursing Practice Committee
conducted a survey in 1980 (Committee on Nursing
Practices, 1i981) that served as a basis for standards
revision. Questionnaires were sent to 257 of those
who attended the AORN Congress in 1980. Of the 1,468
surveyed, 385 (26%) responded.

Results indicated that 96% of the respondents
said they were doing what they considered to be
preoperative assessment. Typically, this assessment
was done in the surgical suite or holding area;
however, 497 of the nurses were also going to patient
units, and 37 were assessing patients in the
physician's office or clinic. Most of the respondents

reported they "usually" (47%) or '"sometimes (34%) did
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a care plan; however, 777 of them indicated the plan
was mostly a mental process. Only 107 said their plan
was usually in writing.

When asked if they evaluated the care plan, 327
responded that they '"sometimes" did, and 51% said they
"usually" did. The Committee traced the failure to
evaluate to the general lack of a written plan.

Since questionnaires were sent only to active
AQRN participants, it may not be representative
of all nurses practicing in the operating room. And
although the study was based on AORN's process
standards (1975), the report of the findings did not
address deriving nursing diagnoses, setting patient
goals, or reassessing the plan.

The 1980 survey did identify areas in which
perioperative nurses were having difficulty with the
standards. These areas were:

-understanding the terminology in the standards

-difficulty in formulating nursing diagnoses

-difficulty differentiating between patient

and nursing goals

-failure to write nursing care plans

-failure to evaluate nursing care

-inadequate documentation of nursing activities

No surveys on compliance have been reported since
the revised Standards of Perioperative Nursing
Practice were published in 1982. Experience suggests

that the difficulties documented in the 1980 survey

persist.
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CONCEPTUAL FRAMEWORK

AORN has invested heavily in nursing process as
the model for patient care in the operating room.
Nursing process is '"the heart and core of the
perioperative role'" (AORN, 1983, 11:2-2) and AORN's
process standards are nursing process operationalized
within the operating room context.

In the light of the difficulties experienced in
using the standards, however, one must examine the
assumption that nursing process ensures quality
nursing care. Nursing process, a method of unknown
effect, is being applied in a fashion analogous to a
theory (Openshaw, 1984).

Openshaw reminds us that there is little evidence
in nursing's body of knowledge to suggest that there
are functional relationships between nursing
activities and specific, predictable outcomes. In
fact, she warns that investing too heavily in the
nursing process model can block identification of
alternative nursing activities that would result in
adequate outcomes (1984). Although nursing process 1is
useful, it is not necessarily the only way to approach
patient care.

AORN's Standards of Perioperative Practice can be
considered a théory, in that they were created as a

framework to meet a specific goal. Dickoff, James,
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Wiedenbach (1968) define a theory as a conceptual
framework to some purpose. They stated that theory is
neither a useless fairy tale nor an absolute picture
of reality but is "an invention of concepts in
interrelation" (p. 430) that is continually subjected
to comparison with reality to determine if the
invention is adequate for the purpose it was designed
to serve.

In other words, a theory is a tool that is
invented or created to fulfill a specific need or meet
a particular goal. As the tool is used, there is a
dynamic interplay between it and the perceived
realities of the situation. If there are continual
incongruities between the tool and reality, and the
tool is not adjusted or adapted, it will become
dysfunctional; i.e., it will no longer accomplish the
job it was created to do.

Because nursing practice in the operating room is
complex, ambiguous, and multiplistic, to approach
patient care utilizing a single nursing model may be
simplistic. Therefore, standards based only on
nursing process may not be adequate to guide all
professional nursing activity.

AORN's standards were written with the intent to
guide nursing practice. Consequently, they can be

viewed as a normative or prescriptive theory.
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Dickhoff, James, and Wiedenbach (1968) suggest that
prescriptive theory can be tested in three areas:
coherency, feasibility, and palatability. Coherency
means, does the theory work? Do the steps prescribed
reach the goal the theory is striving to achieve?
Feasibility concerns activities that are required to
reach the goal. Must some activities that are valued
be subordinated to perform the activities prescribed
by the theory? What are the costs involved in
performing the prescribed activities, not only in
economic terms, but in time, energy, and opportunities
that are lost? Palatability has to do with how nurses
view the activities required by the theory. Are there
steps or actions that the theory prescribes that are
considered repugnant or trivial?

To summarize, if there is a discrepancy between
practice and AORN process standards, there may be
several explanations for this incongruity. Nurses may
not be familiar with the standards, or they still may
be having difficulty understanding them. On the other
hand, they may be purposefully deviating from the
standards. This could be occurring if the standards
do not serve nurses as a viable guide for practice.
Nurses may view the standards as unrealistic and
unattainable (feasibility). They may dislike

performing certain activities prescribed in the
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standards or dislike the consequenses of using them
(palatability).

The present study evaluated the feasibility and
palatability of AORN's Standards of Perioperative
Nursing Practice. However, it was beyond the scope of
this study to test the standards for coherency.

Perioperative nurses are not the only clinical
specialty to have standards based on the nursing
process model, nor are we the only spécialty having
difficulty implementing them in practice settings. A
better understanding of why standards are not being
utilized by nurses within our clinical setting may
have implications for other nursing specialties as
well.

RESEARCH QUESTIONS

To what extent do AORN's Standards of
Perioperative Nursing Practice serve as a
framework/guide for perioperative nursing in Oregon?
[ 8 Are perioperative nurses in Oregon familiar with

AORN's Standards of Perioperative Nursing

Practive?

P Are perioperative nurses in Oregon having
difficulty understanding AORN's Standards of
Perioperative Nursing Practice?

s Do AORN's Standards of Perioperative Nursing

Practice provide a sufficient guide for



perioperative nursing practice?

A'

Are there components of periopertive
nursing practice that are not covered by
the standards?

Are perioperative nurses using
alternative guides to practice in place
of or as supplements to AORN standards?
Do perioperative nurses in Oregon
consider AORN standards feasible?

Do perioperative nurses in Oregon

consider AORN standards palatable?

15



CHAPTER II
METHODS

Description of the Study

This study was a non-experimental design which
examined the extent to which AORN's Standards of
Perioperative Nursing Practice are used by nurses as a
guide for practice and investigated the '"real-life"
efficacy of these standards. In addition, the study
attempted to determine nurses' degree of familiarity
and level of understanding of the standards.

Data were collected from operating room
supervisors and staff nurses in several locations
throughout the state. A structured interview format
was used.

Sample and Subjects

The sampling unit was operating rooms in the
state of Oregon, and nurses practicing within them
were the subjects used for data collection. Five
operating rooms were selected from Joint Commission of
Hospital Accreditation (JCAH) approved health care
facilities with 150 or more beds. The sample size was
limited in an attempt to gather data more thoroughly
within the time constraints of the study period.

Nursing process is used by JCAH as an indicator
of quality nuréing care. It was reasoned, therefore,

that hospitals approved by this accrediting body would
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be more likely to use this model to guide practice in
the operating room. Size of health care facility was
also made a criterion for selection of the sample.
Availability of large numbers of nursing staff was
required to facilitate data collection.

The sampling units selected represent four of
Oregon's five geographic regions, as defined by the
Oregon State Board of Health. (See Appendix B.) The
Portland metropolitan area was represented by two
operating rooms, since the majority of health care
facilities 150 beds and over are located in this
geographical area. The southern, central, and
mid-Willamette areas of Oregon were represented by one
operating room each. No health care faciiities in the
eastern geographic area of Oregon satisfied the
criteria for inclusion in the study.

Structured interviews were conducted with two
levels of nursing personnel within each of the five
operating rooms: supervisory and staff. Supervisory
personnel was defined as nurses who have patient
contact, but are not routinely assigned to staff an
entire operative procedure. Nurses hired for
facilitator roles, i.e.; charge nurses, head nurses,
and staff development, were considered supervisory
staff.

The director of each of the five operating rooms
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selected as sampling units received a letter with a
response card enclosed recruiting participation in the
study (Appendices C and D). To allow directors
greatest flexibility to respond to time and staffing
constraints, they selected the nurses who were
interviewed.

Variables and Assumptions

A structured interview was designed to collect
data that will answer the research questions. There
were three variables of interest to the study. The

first, familiarity, is the degree to which nurses are

familiar with the standards. The second,

understanding, is the extent to which nurses

understand the intent and terminology of the standards
and criteria. The final variable, adequacy, is a
measure of the efficiency of the standards as a guide
to practice.

The first two variables were derived from a very
basic assumption. If nurses do not know and
understand the standards and their criteria, they are
unlikely to use them in practice.

The variable adeguacy grew out of four
assumptions. The first assumption is: The extent to
which standards are utilized is a measure of their
adequacy to guide practice. Second, to guide

practice, a model, in this case, the standards, should
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be comprehensive enough to cover all components of
practice.

The third assumption is that the standards, as
normative theory, undergo continual testing at the
practice level. Nurses familiar with the standards
may view them with distaste or distrust because of the
incongruities between the standards and their own
perceptions of reality; which leads to the final
assumption. Nurses who perceive AORN's standards as
infeasible and/or unpalatable will demonstrate use of
alternative standards to guide their nursing
activities.

Development of the Data Collection Instrument

Prototype and Pilot Testing

Since no instrument could be found that measured
the variables of interest to the present study, one
was developed by the researcher. After pilot testing
with a small sample, the data collection instrument
was altered to make it more efficient and improve
validity.
The Revised Interview Format

The revised interview consists of four sections.
In the first section, subjects were asked to recall
and describe two cases from their own practice, one in
which they thought they took '"very good care'" of the

patient and another where they were not satisfied with



their own performance. This approach was used to
evoke the widest range of responses and to provide
information regarding variations within the daily
practice of the individual practitioner. These "best"
case/"worst'" case scenarios provided the subjects with
a reference base for the remainder of the interview
(See Appendix E).

In the second section, the subjects were asked
whether they were familiar with AORN Standards of
Perioperative Nursing Practice and whether they used
them. In addition, they were asked to describe how
they used them and to specify the purposes they
believe standards should serve.

In the third part of the interview, researcher
and subject reviewed the standards together. For each
standard and criterion the subjects were asked two
questions: "Did you use this standard/criterion to
guide your practice during your 'best' case?", and
"Did you use this standard/criterion to guide your

practice during your 'worst' case?".

For data collection and analysis, '"No's'" were
divided into seven explanation categories:

(No:1) The nurse is not familiar with the

standard/criterion, i.e., does not
know about it,

(No:2) the nurse does not understand the
terminology or intent of the standard/
criterion,

(No:3) the standard/criterion is not considered

relevant to the situation, i.e., not
applicable,
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(No:4) the standard/criterion is not considered
feasible, i.e., realistic,

(No:5) the standard/criterion is not considered
palatable, i.e., desirable,

(No:6) some other guide to practice is
considered more appropriate in this
situation, and

(No:7) other.
when subjects used such terms as '"relevant'",
"feasib<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>