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CHAPTER 1
INTRODUCTION

There is a "social contract" between society and the professions.
Under its terms, society grants the professions authority over
functions vital to itself and permits them considerable autonomy
in the conduct of their own affairs. In return, the professions
are expected to act responsibly, always mindful of the public
trust. Self-requlation to assure quality in performance is at

the heart of this relationship. It is the authentic hallmark of
a mature profession. (Donabedian, 1971, p. viii).

Nursing has traditionally been concerned with fulfilling an obliga-
tion to the public trust. For many years, the practice of nursing has
been carefully monitored by a strict hierarchy within institutional and
agency settings. Both nursing activities and practice settings have been
lTimited and stereotyped. Today nurses practice not only in diverse
settings, but also in increasingly more complex roles. The expanding
scope of nursing responsibilities reflects the confidence of patients
and other health professionals in nursing. With these responsibilities,
the individual nurse becomes more autonomous, and in one sense, free from
direct supervision by the hierarchy within nursing. Because of the
expanding scope of nursing responsibilities, accountability for quality
of practice becomes a critical issue to the individual nurse and to the
profession.

Within the professional community of nursing, it is appropriate that
nurses evaluate their own practice. Evaluation, used to measure effec-
tiveness of nursing interventions, is an integral part of the nursing
process. The purpose of evaluating a program of nursing is to provide

information for decisions aimed at improving the quality of care delivered.



2

Two nurse leaders, Wandelt and Phaneuf (1972) refer to this accountability
for quality as "qua]ity assufance." Quality is determined by identifying
those observable characteristics of excellent care and examining variations
from this standard. Assurance of quality is attained when systematic
evaluations of care are followed by continuous efforts to improve. Other
authors address the need for systematic assessment of practice (Zimmer,
1974; Lindeman, 1976). To honor our social contract and to provide stan-
dards for improving our practice, programs of quality assurance are essen-
(AL

There are three major approaches to evaluating the quality of care:
the evaluation of structures within which care is given, the process of
care, and its outcomes (Donabedian, 1969). Phaneuf (1972) recommends
that all three components be measured within a system of quality assur-
ance, and that the interaction between approaches be studied. It is
apparent that to provide comprehensive measures of quality, all three
components require evaluation, using methods individually appropriate.

Within the hospital selected for the present study, there are mechan-
isms for quality assurance having standards of structure and outcome as
their primary focus. There is need for further study of the process of
nursing within this setting. This study examining the quality of care

in progress met this need.
Review of the Literature

This Titerature review will address four major areas; the need for
quality assurance programs, accountability within the profession, the

components of a system for quality assurance, and the monitoring instru-



ments and processes designed to measure the effectiveness of that pro-

gram.

The Need for Qua]ity Assurance

In addition to pressure from within the nursing profession to pro-
vide evidence of accountability for practice, there have been pressures
from a concerned public (Mullane, 1975). Several factors that led to
the consumer demand for quality in health care can be isolated (E1lis,
1975). Rising public awareness of health care standards combined with
broader options in practitioners and settings has allowed the consumer
to select among modalities. Changes in the process of payment for care
have introduced a third party into the provider-client relationship:
the health insurance carrier. Both voluntary and governmental programs
of payment for care have become a strong influence in directing and moni-
toring health care services. As analyzed by Phaneuf, these programs
hold values of economy and efficiency that are best met by large scale
systems for care that tend to reduce the individualization of care (1976).
She predicts that this conflict between individualized care and economy
could be resolved by selecting as the priority value that one which
serves the individual best, saying:

“On this basis, the challenge in health care is the provision of
personalized care to large numbers of people combined with an efficiency
that maximizes use of resources without sacrificing quality of care." (p. 1).

There is a demand for quality assurance by accrediting bodies and
agencies of the government as well as by the consumer of care. These
demands provide an impetus for the development of mechanisms for the

achievement of quality health care. Professional Standards Review



Organizations (PSROs) have been mandated by the Social Security Amendment
of 1972 by Public Law 92-603. While authorizing physicians to assume
responsibility for reviewing quality of medical care, the amendment
requires all health professionals to implement quality control methods

or submit to governmental evaluation.

In response to societal pressures for accountability for the care
delivered to the consumer, the American Hospital Association and the
American Nurses' Association have developed mechanisms to assure quality
of care. A 1972 manual produced by the American Hospital Association,
Quality Assurance Programs for Medical Care in Hospitals, stated that
"By law, society delegates to the hospital the authority and accountability
for the organization and delivery of hospital services...to assure the
public of optimal quality of all care delivery by all professionals within
the 1hstitution." The manual contained a Patient's Bi1l of Rights, which
stated that each patient had the right to expect a certain quality and
continuity of care from the medical health team.

Accountability Within the Profession

It is evident that professional nursing organizations support the
concept of quality assurance for nursing practice. The American Nurses'
Association in 1973 developed standards of practice and criteria for
measuring quality and effectiveness of care:

Standard II
“"Nursing administration has the
responsibility and authority
for the quality of nursing

practice within the organization."

The Association held as its first priority for the 1974-1976 biennial



convention “Improving the practice of nursing through assisting by imple-
mentation of standards of practice enunciated by ANA."

Phaneuf and Wandelt urged nurses to seize the opportunity to develop
and utilize methods of quality control to improve nursing practice, saying

"...any profession that does not monitor itself becomes a technology" (1974

b]

p. 3280). Zimmer defines quality assurance as involving both evaluating
and improving activities "...in order to fuifill the pubiic trust that
professionals continually search for means to secure more advantageous
consumer health and resource cost outcomes" (1974, p. 71). Gortner (1974)
stipulates that improving the quality of nursing relies on adopting as
part of our tradition accountability for our practice. Phaneuf addresses
the ethical and moral obligation as a justification for action, defining
accountability as "...being responsible and answerable for use of resources
in the provision of service with regard to quality, quantity and costs"
(1972, p. 5).
Accountability has been defined as a measure of individual, group,
or institutional efficiency and productivity judged against a standard
by both agent and client (Froebe & Bain, 1974). Peplau (1971) points
out that accountability carries the option of being called to account;
to answer for what one has done. Hartnett (1971) shares this view, adding
that accountability is a form of evaluation, or measure of goal attainment.
The legal and professional mandates for formal programs of quality
assurance fulfill these definitions for accountability; that is, accepting
the responsibility for ongoing measurement of care against a standard
as a means of assuring adequacy of practice. Attesting to the profession's

response to these mandates, nursing literature is replete with articles



concerning accountability for practice through programs of quality assur-
ance (Lang, 1974; Zimmer, 1974; Lindeman, 1976).

The Components of a System of Quality Assurance

Lindeman (1976) names three major components of the nursing care
system that relate to quality of care: the setting, the nursing process,
and the patient outcome. Explaining that there is little research infor-
mation available concerning the relationship of these components to each
other, Lindeman states that it is as right to measure quality in terms
of one component as the other. These components will be discussed in
greater detail to clarify the characteristics of individual frameworks.

Structural Standards

Structural components refer to the way an organization is systema-
tized, and include considerations of purpose and agency; authority; fiscal
and organizational characteristics; qualifications of professionals and
other employees; physical facilities; status of accreditation and certi-
fication (Phaneuf, 1976).

In reference to quality, Phaneuf points out that structural standards
do not directly address the issue; assumption of a positive relationship
is not a substitute for evaluation of the care patients actually receive
(1976).

Process Standards

Stevens (1975) identifies process standards as measures of the acti-
vities of the nurse as an individual performer rather than the standardized
aspect of care. Evaluation of the process of care can be approached in
two ways: measuring the competencies of the nurse who delivers care,

and measuring care received by the patient. Because of its focus on the



patient, the Tatter measurement is directly pertinent to the issue of
patient care evaluation. Since the nursing process is controlled by
nurses, evaluation of process quality is simplified. In contrast, the
structures for care and the outcomes of care are not subject to nursing
control (Phaneuf, 1976).

Qutcome Standards

The evaluation of the outcomes of care is directed at the end result
of care, defined by Shapiro: "The term 'end result' refers to some
measurable aspect of health status which is influenced by a particular
element or array...of elements..of care" (1967, p. 7). Investigators
associated with Wisconsin Regional Medical Program have developed criteria
for evaluating nursing care relative to specific disease states (Anderson,
1974; Hilger, 1974, Lang, 1974; Taylor, 1974; Zimmer, 1974). While Dona-
bedian (1969) claims outcomes to be the ultimate validators of care, other
factors influence outcome. The patient's health outcome is the complex
result of many factors, of which nursing care is only one (Stevens, 1975).

There are claims that the process-related-to-outcome type measures
should be the ultimate goal of nursing care evaluations because it relates
actions of providers to changes in the recipient (Bloch, 1975; Diers,
1972). Berni and Readey (1974) have provided an alternative format com-
bining record review of performance with audit of care as delivered.

While Jacox (1975), Kramer (1975), and Verhonick (1961), studied aspects
of the relationship between nursing process and patient outcomes, several
investigators looked at provider-patient interactions in relation to
patient outcomes (Felton, 1976; Johnson, 1972; Lindeman, 1972, 1973;

Lindeman & VanAernam, 1971). Lindeman's pre-operative teaching and



Johnson's stress reaction studies have been well replicated and most
clearly documented the contributions of the nursing process to patient
outcomes. Other process-outcome studies have been done by Brook (1973),
Hulka and Cassel (1975), Kessner, Kalk and Singer (1973), Sanazaro and
Williamson (1968).

Even though nursing research has not yet identified relationships
between components, the complexity of nursing care and the diversity of
practice settings point to a need for programs of quality assurance that
include evaluation of all three components; structure, process and out-
come.

Monitoring Instruments and Processes

Assessing the quality of nursing care has long been hampered by a
need for adequate measurement instruments. During the past decade, how-
ever, several assessment instruments have been developed and tested for
reliability and validity.

One such measure is the nursing audit which is a fifty-item scale
designed to measure the quality of nursing care delivered by retrospective
chart review of a particular time cycle. It attempts to measure the
extent to which the nursing process is utilized in practice and the extent
to which nursing care measures up to the characteristics that are specified
(Phaneuf, 1972).

In order to accurately determine what nursing measures contribute
to care, and the way those measure are applied in practice, it is necessary
to observe the care in process. Instruments designed to measure processes
of care have been well defined in the literature; they are the Slater

Scale (1975), which measures nurse competencies in the clinical setting,
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the Nurse Performance Description Scale (Dyers, 1967), and Tate's (1969)
Nursing Performance Evaluation Instrument. A1l of these instruments can
be used to measure both the performance of individual nurses and the
care received by patients.

A process methodology for monitoring quality of care within the
framework of the nursing process was developed (Hegyvary & Hussman, 1975).
The secondary aim of this evaluation instrument was to present a reason-
able picture of the "state of the art" in the application of the nursing
process.

The Quality Patient Care Scale (QualPaCS) was derived from the Slater
Scale by changing the nurse-oriented jtems to patient-oriented items
(Wandelt & Phaneuf, 1972). This instrument addresses specific items in
nursing care as it is performed, and has been "...designed for use in
any setting in which nurses interact with patients, or intervene, directly
or indirectly, to contribute to meeting a patient's nursing and health
care needs" (Phaneuf, 1972, p. 33). Thelens of this instrument is focused on
care as delivered to the patient by the total nursing staff. It is pre-
pared to measure the quality of care from direct nurse-patient interven-
tions or from interactions on behalf of the patient, and there is no
reference to any individual care giver.

The design of a quality assurance program should be such that the
resulting information is appropriate for both evidence of accountability
and as a guide to programs for improvement, according to Phaneuf and
Wandelt (1974). They say further that the purposes of evaluation are

these:
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1. To account for the level of care provided

2. To make comparisons (of settings, situations and times)

3. To provide bases for planning improvement.

The QualPaCS examines the quality of care as it is delivered by the
staff and gives evidence about the quality from direct observations rather
than from indirect or secondary sources, such as charts, care plans, or
interviews (Stevens, 1975). Indirect and secondary sources are used,
however, to supplement observations and to answer questions that arise
during observation.

The second purpose of evaluation, to make comparisons, is possible
using the direct observation method where sequences of events in the
delivery of care and interactions between patients and nurse are recorded.
Attention is directed to the way nursing competencies are related to
patient needs. The direct observation process presents an advantage over
outcome audits: errors or omissions in documentation do not influence
the study; other factors that may influence care are isolated; there is
consideration of the total staff effort toward the patient's care.

The third component identified by the authors of this tool is that
of corrective action. The most important reason for evaluating nursing
care is to use the data for planned improvement in delivery of care.

The constant analysis of practice is the essence of accountability for

a profession. The objectives for care have been translated into behavioral
terms, providing for the measurement of desired outcomes; this becomes

the standard for quality. Performance measured against these objectives

permits a built-in system of evaluation which provides for feedback.



11

Appropriate feedback of information allows practicing nurses to use the
findings of evaluation to improve their practice. The improvement of
practice is the expected outcome of a quality assurance program. The
first step in problem solving is defining the problem: evaluation of

the process of nursing care using a valid tool can be the first step.

Statement of the Problem

Within the study hospital, there was a need to assess the quality
of nursing care and to determine whether quality was consistent through-
out the hospital. To meet this need, two units were randomly selected
for study on both the day and the evening tour of duty.

An expressed short-term goal of the hospital for this year was to
coordinate the Quality Assurance Program to reflect process as well as
outcome audits of care. Process data was needed for comparison with out-
come audits to focus staffing and documentation needs, as well as to
establish the level of care. Observer measurements of the quality of
care received provide an accurate evaluation of the total staff who are
actually involved in that care.

Because the Quality Patient Care Scale (QualPaCS) utilizes process
standards related to the patient's physical, psychological and social
needs, (Wandelt & Ager, 1974), it was selected as the instrument to mea-
sure care. The scale utilizes direct and indirect observation to document
the level of care; the level of care becomes the measure of the quality
of care. Measurement of this quality was used to indicate areas of con-
cern where change may be implemented. The data obtained will act as a

base for planned improvement in the delivery of nursing care.
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Purpose of the Study

This study was conducted to evaluate the quality of nursing care
in a given Veterans Administration Hospital as part of a comprehensive
Quality Assurance program. The process information provided by this study
will supplement information recovered by outcome audits to define quality
of care. Extending previous research, this study is built on Preston's
1977 clinical investigation in a small community hospital and follows

her recommendation for replication in another setting.
Hypotheses

To determine whether quality of nursing care was consistent through-

out this hospital, four hypotheses were tested. These were:

1. There will be a significant difference in Grand Mean scores
on the QualPaCS between medical and surgical units.

2. There will be a significant difference in Area Mean scores
on the QualPaCS between medical and surgical units.

3. There will be a significant difference in Grand Mean scores
on the QualPaCS during the day tour as compared to the even-
ing tour of duty.

4. There will be a significant difference in Area Mean scores
on the QualPaCS during the day tour as compared to the even-

ing tour of duty.



CHAPTER 1I
METHODOLOGY

Description of the Study

This study was designed as applied research; that is, the purpose
was to find a solution to a practical problem (Polit & Hungler, 1978).
The purpose was to evaluate nursing care in a Veterans' Hospital as a
means for jdentifying strengths and weaknesses in care so that appropri-
ate action for improvement can be taken. The instrument and methods of
this study followed Preston's (1977) recommendation %hat her study be

replicated in a larger setting.
Setting of the Study

The setting for this study was a 460 bed urban Veterans Administra-
tion Hospital. This teaching hospital has full university affiliation,
and the physician staff is composed of permanent staff physicians as well
as rotating residents, interns and medical students. The nursing service
at the time of the study employed 329 persons: 148 staff nurses; 15 head
nurses; 11 nurse specialists; 3 education specialists; 8.2 supervisory
and administrative staff; 35.5 licensed practical nurses;and 108.9 nursing
assistants. The hospital has separate surgical, medical, cardiac and
renal intensive care areas. Other care areas are designated according
to specialty:

IA: Eye, Ear, Nose and Throat and Surgical Neurology

IB: General Surgery

1C: Orthopedics and Urology
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ID: Head and Neck Surgery and General Surgery
4A: Rehabilitation
S5A: Psychiatry
25C: Cardiology and General Medicine
25D: Oncology
25E: Minimal Care Unit

25F: Medical Neurology and General Medicine

Special units were not evaluated in this study because their staff-
ing density, autonomy and specially prepared staff are not representative
of the hospital in general. Nurses from special units are infrequently
expected to help on ward units.

The patient care areas for this study were selected by random draw
from a pool of all the units except those special units: dintensive care
units, psychiatry, rehabilitations and minimal care. The medical unit
chosen was 25D, a general medicine and oncology unit with a capacity for
49 patients. During the study, the average census was 45 patients. The
surgical unit selected was ID, a unit of head and neck surgery patients
and general surgery patients. The capacity of this unit was 29 beds,

and the census averaged 25 patients during the two-day observation period.
Data Collecting Instrument

The QualPaCS was selected for this process evaluation study of nurs-
ing care. For clarity, the procedures for using this instrument will
be included with description of the QualPaCS.

This instrument consists of 68 items selected as representative ele-

ments of nursing care (see Appendix A, p.67). The instrument is designed
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to sum ratings of quality of care delivered to patients. It is designed
for use in any setting where nurse-patient interactions occur. Ratings
are made on nursing care provided to the patient, regardless of provider
status or category. The objective of this instrument is to quantify the
overall nursing care as received by the patient. The strengths and weak-
nesses of the care program can thus be identified and a rational plan

for improvement based on these findings (Wandelt & Ager, 1974).

The QualPaCS items are arranged into six broad areas of care:

Ia Psychosocial-Individual: actions directed toward meeting
psychosocial needs of the individual patient.

II. Psychosocial-Group: care received reflects recognition
of the patient's psychosocial needs as a member of a group.

ELia Physical: actions directed toward meeting physical needs
of the patient.

Iv. General: actions that may be directed toward meeting
either psychosocial or physical needs of the patient, or
both at the same time.

¥ Communication: communication on behalf of the patient.

VI. Professional Implications: care given to patients reflects
initiative and responsibility indicative of professional
expectations.

The areas and the items within the areas are numerically consecutive

without order or rank. Each item is followed by a symbol to reference
instructions for observation of the item. Key for symbols and collection

of data instructions are as follows:
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#D: Observation that permits rating will usually be direct
observation of an interaction.

#1: Observation that permits rating of the items will usually
be indirect: e.g., a notation in the record or information
from nurses, patient, or family.

#D/*1: Observation may be either direct or jndirect (Wandelt & Ager,

1974, ip.. 37).

The cue sheets that were designed to accompany QualPaCS (see Appendix
B, p.74) were used to increase interrater uniformity by furnishing quide-
Tines in the form of several concrete examples of activities illustrative
of each item.

The instrument was designed to be used by trained observer-raters,
and the authors recommend that at least two nurses be used to rate any
evaluation project. The authors stated:

Observer-raters are usually comfortable and used the scale

reliably after observing and rating four or five patients,

or at the end of two days of tryouts and discussions

(Wandelt & Ager, 1974).

The standard of measurement is the level of care that can be expected
from an entry-level staff nurse who holds state licensure. Each rater
completed an Individual Frame of Reference (see Appendix C, p.94) indicat-
ing by name the nurse from her experience who best typified practice in
five Tevels: Best Staff Nurse; Between; Average Staff Nurse; Between;
and Poorest Staff Nurse.' Each rater used the Individual Frame of Refer-

ence she developed throughout the study, to serve as a standard of perfor-

mance, regardless of the category of staff delivering care.
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Each item was rated by placing a check in the appropriate space on
the 5-point rating scale. Items were rated as frequently as observed
during the observation period, and spaces marked to indicate "Not Appli-
cable" and "Not Observed”. When the nurse observer completed the obser-
vation and ratings, a score was calculated. The lowest rating of Poorest
Staff Nurse on the Individual Frame of Reference compares to the Poorest
Care column on the QualPaCS, and receives a rating of one. Between
Poorest care and Average Care is given a value of two. The Average Staff
Nurse on the Individual Frame of Reference corresponds to the Average
Care column, and is rated three. Between Average and Best Staff Nurse
is rated four, while the highest rating of Best Staff Nurse on the Indi-
vidual Frame of Reference corresponds to the Best Care column on the

QualPaCS and is given a score of five,
Subjects and Sample

The authors of this tool have stated that a valid and reliable
measurement can be obtained from the mean of scores representing care
to as few as five patients or fifteen percent of the patients, whichever
is the greater number (Wandelt & Ager, 1974). Patients studied were
randomly selected for observation by using a random number table. Five
criteria were used to establish eligibility for inclusion in the study,
as designed by Preston (1977):
1. Individual patient observations generating ratings on thirty
items are eligible for inclusion. Ratings of thirty items are
necessary to a reliable measurement of the quality of care

received (Wandelt & Ager, 1974), p. 52).
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2. Patients whose observation reveals less than four nurse inter-
actions during the two-hour period of study will be excluded.
A minimum of four interactions is necessary for inclusion, but
each interaction may be rated on as many items as appropriate
to the tool.

3. Patients must remain in the care area during the entire obser-
vation period.

4. The same patient may be observed on two tours of duty, entered
as separate numbers.

5. When more than one eligible patient occupies the room of é
selected patient, the rater may make up to three observations
concurrently.

Raters used the five criteria to select patients for inclusion in
the study. The study sample consisted of 24 subjects, 12 patients from
each unit selected by separate random sampling. The medical unit had
an average census of 45 patients on the two days of observation, while
the surgical unif census averaged 25 during the two days of observation.
The sample represented a population equal to 34 percent of the total
patient census on the two units. Twelve observations were made on the

day tour of duty and twelve were made on the evening tour.
Data Collection Procedures

Permission was requested and granted from the Hospital Administrator,
the Chief, Nursing Service and the Quality Assurance Committee.

Orientation to the study was offered to administrative and head nurse

staff by distribution of A Fact Sheet About QualPaCS (Monahan, 1975) which
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summarizes information about conducting the QualPaCS (see Appendix D),
indicating the assistance needed from nursing staff members. The pur-
pose of the study, the process of data collection and procedures of the
study were presented in detail to the members of the Quality Assurance
Committee. Dates for the pilot study and the actual study were set with
the cooperation of this group.

More than one rater is required in rating the QualPaCS to provide
a mix of decisions concerning the quality of care. Three nurse raters
became familiar with the instrument by viewing films, Preparing the Nurse
Observer to Use the Quality Patient Care Scale (Buffalo Veterans Admini-
stration Hospital, 1978), and by reading the scale, guide and cue sheet.
Pilot Study

A pilot study was conducted to ensure interrater reliability. The
three raters used in the pilot study conducted the actual study. The
pilot study sample consisted of ten patients, selected at random and
meeting inclusion criteria for the study. Patients included in the pilot
study were selected from units not observed in the actual study. Time
periods for observation were of two hours' duration and represented both
tours of duty.

Prior to each observation period, the nurse-rater reviewed the
patient's chart and developed a nursing care plan. Taped tour reports,
nursing care plans, charts and assignment sheets were studied to learn
about the patient and to assess care elements. The nurse team leader
introduced the raters to each patient, briefly explaining the purpose

of the observation, and that interaction could not take place between
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the raters and the patient. The investigator and another nurse-rater
observed five patients together following this joint procedure. Follow-
ing each two-hour observation, time was spent in discussion with patient
and staff. The chart was reviewed to gather supporting data, and the
rating scale was completed. The investigator and one nurse-rater observed
five patients together following this joint procedure. After each of

the first two observation periods, the interactions were discussed during
rating to clarify definitions and criteria. The remaining observations
were performed jointly, but not discussed until rating of the QualPaCS
was complete. This procedure for more than two raters was then carried
out with the investigator and the third nurse-rater. Two observations
were made jointly and discussed before rating, then three observations
were made jointly and rated individually.

The data generated by the three nurse-raters during the pilot study
were statistically compared to establish interrater reliability readings.
The Pearson Product Moment Correlation Coefficient was used for the rela-
tion. The Pearson “r" for the final patient observed by the investigator
and the other two raters was .80 and .85 respectively.

Study Procedure

The procedure for the actual study was the same as used for the
pilot, except that each patient was observed by only one nurse-rater.
Since interrater reliability had been established, separate observations
were possible. Each rater contributed observations on each of the four
subsets studied: medical-days, surgical-evenings, surgical-days, medical-

evenings. In this manner, an adequate mix of opinions was assured.
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Prior to each observation, time was spent in developing the Rater's
Notes for Assessment and Planning Care and the Information Face Sheet
(see Appendix E, p.97), to develop a data base and construct a nursing
care plan.

Following Preston's (1977) example, complete notes were made during
the observation period, recording time and category of worker involved
in a consecutive 1list of interactions that could be reconstructed later
for rating.

A1l elements of the scale did not apply to any one patient. "Not
Applicable" was marked if the item did not apply to a given patient.
“"Not Observed" was noted when an expected activity was not performed
during the observation period. However, care was taken to insure that
care considered essential that was not observed had been given. If it
was not observed, and no evidence was available that the care had been

given, it was marked "Poorest Care".

Analysis of Data

After a rater had completed an observation and rating, the score
was calculated. A1l interactions under each item were totaled: each
check representing Best Care was given a value of five; Between Best Care
and Average Care, a four; Average Care, three points; Between Average
Care and Poorest Care, two points; Poorest Care, one point. The score
for each item was the average computed from the ratings in all of the
cells of the item. The mean score of all items in each of the six areas

receiving ratings was divided by the number of items rated to yield an
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Area Mean score. The mean score of all items was summed, and this sum
divided by the number of items having assigned ratings; carried to one
decimal place. This became the Grand Mean score, the measure of the
quality of care received by the patient.

A composite mean of item means was computed from the 24 instruments
scored (see Appendix F, p. 99). Item means were separated by unit and
tour for further comparison (see Appendix G,p.101), and to prepare Area
Mean and Graﬁd Mean scores for the medical and the surgical unit and for
each tour. The Mann-Whitney U test (Siegel, 1956) was applied to these
scores to determine whether a significant difference existed in the quality
of care between the medical and surgical unit and between the two tours.
The analysis of variance, ANOVA, was used to test for differences between
means of the four subsets of data, and to consider the effects of vari-
ables of area, unit and tour simultaneously. Hays (1965) described the
statistical model for this approach.

Since the Quality Assurance Committee is charged with the responsi-
bility for processes that evaluate quality of care in this hospital, they
were asked to set the numerical levels for excellence and for concern
on the QualPaCS. They designated 2.7 as the level of concern with the
quality of care, and 4.2 as the level of excellence. Ratings between

2.8 and 4.1 were to be considered in the range of acceptability.
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RESULTS

This chapter will present results from analysis of data generated
by observations of care performed on twenty-four sample subjects rated
on the QualPaCS instrument. There were four hypotheses tested by this
study:

1. There will be a significant difference in grand mean scores on

the QualPaCS instrument between medical and surgical units.

2. There will be a significant difference in area mean scores on
the QualPaCS instrument between the medical and surgical units.

3. There will be a significant difference in grand mean scores on
the QualPaCS during the day tour as compared to the evening
tour of duty.

4. There will be a significant difference in area mean scores on
the QualPaCS during the day tour as compared to the evening
tour of duty.

Comparison of grand mean and area mean scores between units and
between tours of duty will be made to test the four hypotheses. Results
of statistical tests of difference will be used to describe data in rela-
tion to the hypotheses. Evidence of the overall level of care within
the hospital will be examined, and item means compared to jdentify areas

of strength and weakness.

Comparison of Grand Mean and Area Mean Scores Between Units

As a measure of consistency in nursing care throughout the hospital,
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a medical unit and a surgical unit were selected randomly for comparison;
the medical unit selected was 25D, the surgical unit was 1D. These units
operate under different structural constraints imposed by staffing,
environment, support and supply probiems. In addition, they focus on
different sets of nursing skills. Therefore, it was of interest to com-
pare the quality of care provided in the two areas to note differences.
The first hypothesis predicted a difference in grand mean scores on
the QualPaCS between medical and surgical units. Since the grand mean
yielded a U below the .05 set for significance (see Table 1), the first

hypothesis is accepted.

TABLE 1

Mann-Whitney U Test of Differences Between Units

Units Critical Values of U Grand Mean
Area
I 11 111 IV v Vi
Medical N1 12 I1D* 12 12 12 12 12
Surgical N2 12 o> 12 12 12 12 12
U 29.9 1ID* 36 30.5 22.5 36.5 22
p < .05 .05 .05 .05 .05 .05

*Insufficient Data to compute U.
U value of 27 significant at a = .01: Value of 37 significant at a = .05

Comparison of grand mean scores displayed in Table 2 shows that the
surgical unit ratings yielded means within the range of acceptability

for eleven of the twelve patients observed. The medical unit ratings
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generated only four grand mean scores above the 2.7 level of concern.

TABLE 2

Grand Mean Scores by Unit

Medical Unit
Patient # 4.1 4.2 4.3 4.4 4.5 4.6 4.7 3.1 3.2 3.3 3.4 3.5
Score 2.4* 2.6* 2.6* 2.6* 1.9* 2.8 2.7 2.9 3.3 2.1* 2.9 2.5%

Surgical Unit
Patient # 1.1 1.2 1.3 1.4 1.5 1.6 1.7 2.1 2.2 2.3 2.4 2.5
Score 3.6 b FI 35 2.8 34 28 2.8 248 i &0 2.3

*Level of Concern - 2.7

The second hypothesis stated that there would be a significant
difference in area mean scores between the medical and the surgical units.
There was a statistically significant difference between area means for
the units on five of the six area means; therefore, the second hypothesis

is accepted.

TABLE 3
Area Mean Scores by Unit

i e aitre o Gt UE . significance
| Psychosocial:

Individual 12 2.8 12 3.3 *
I1. Psychosocial: :

Group 8 ol 6 Se2 L.B,
III. Physical 12 bad 12 3.1 L
IV. General 12 2.6 12 .0 i
V. Communications 12 2.3 12 2.9 K
VI. Professional

Implications 12 .5 12 3.1 e

Grand Mean 12 .6 12 3.0 it

2
**p <.01 *n < .05 I.D. = Inadequate Data



26

While comparisons of area means for the two units in Table 3 show
differences between the medical and surgical units across areas, an explan-
ation of area content and discussion of item mean differences reveals
specific areas of strength and weakness (for a complete description of
each item, see Appendix A, p. 67)..

Area I: This area of fifteen items concerns those actions directed
toward meeting psychosocial needs of the patient as an individual. While
Area I had the highest mean scores among areas, variances in individual
scores ranged from one to five. A1l but one item mean fell in the range
of acceptability for both medical and surgical units.

Eight ratings of excellence were earned by the surgical unit: Item
I, regarding full attention given the patient, rated "Best Care" three
times; Item 3, monitoring a kind approach, was scored 5 on three occasions.
Receiving one excellent mark each were Item 2, allowing the patient to
express his feelings; Item 6, relating to explanation and verbal reassur-
ance; Item 7, therapeutic attention; Item 8, concerning consideration
given as a family member; Item 13, dealing with creating an atmosphere of
trust; and Item 19, relating to appropriate topics of conversation.

The medical unit rated "excellent" twice on Item 3 and once on Item
13.

There were 39 scores of "4" indicating ratings between "Average" and
"Excellent" in Area I, showing that there was a general concern for giving
attention, for a friendly approach, and for considering the patient as a
member of a family group. Observations that rated "Poorest Care" were

scattered in this area. There were thirteen entries for Item 10, which
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deals with problem patients, and this suggests that handling problem
patients may be a rather common concern. Five of these entries rated in
the area of concern, however, earning a 2.7 mean for this item, the low-
est in Area I.

Area II: Nursing actions that meet the psychosocial needs of the
individual as a member of a group had few patient interactions in this
eight-item area. The twenty-eight ratings made were on five items; Item
16, concerned with the patient receiving warmth as a group member earned
two marks of concern on the surgical unit and four on the medical unit;
Item 17, stating that help is given to 1imit behavior for group welfare,
earned one mark of excellence on the surgical unit; Item 18, dealing
with encouragement to participate or to plan group activities, rated one
average mark on the surgical unit; Item 22, rating the giving of praise
and recognition according to individual need with respect for group mem-
bers, had two marks of concern on the surgical unit; Item 23, concerned
with the rights and integrity of group members, rated average marks. It
is of interest that other investigators (Preston, 1977; Whitman, 1979;
Eichhorn & Frevert, 1979) also experienced difficulty with the evaluation
of care under Area II items. Preston rated many items "Not Observed" or
“Not Applicable" with a wide range in scores, while Whitman observed only
two items on the majority of her subjects, Items 16 and 23. Although the
post-primary scores on the study by Eichhorn and Frevert show a signifi-
cant gain over pre-primary scores in Area II, the number of observations

was less than one-third that for the other five areas.
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Area III: Actions meeting physical needs of patients are rated in
this fifteen-item section. The surgical unit received a mean rating of
3.1 for Area II, while the medical unit earned a rating of 2.7 at the
designated level of concern. The surgical unit was high in environmental
hygiene; patient rooms, utility and supply areas were clean and orderly,
and except for housekeeping staff, the handwashing procedure was excellent.
Overall, Item 25, rating hygiene and appearance of the patient earned
only one mark below acceptability in twenty-four observations. Item 27,
identifying physical changes, received one mark of excellence on the
surgical unit; however, it was marked "Unobserved" in thirteen observa-
tions. This item could be rated only from direct observation, and not
from chart review, therefore several record notations that revealed
prompt identification of changes followed by appropriate action could
not be rated in this section.

Item 33, concerned with medication effects, was the lowest mean in
this area; the one mark of excellence was on the surgical unit. Item
34 and 35, both general and procedural asepsis earned marks of excellence
on the surgical unit, but linen on the floor, soiled pads in wastebaskets
and bedpans on the furniture waiting attention lowered marks on the medi-
cal unit. Although Item 36, providing for feelings of safety and security
earned two scores of excellence, improper restraints, unattended smokers
and out-of-reach call bells rated five unacceptable scores on related
Item 37, ensuring patient safety.

Item 38, relating to medication administration, was unacceptable

in four ratings, one on the surgical unit, three on the medical unit.
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0f these, three were due to failure to properly identify the patient,
and one because a patient was supplied antacids for self-administration
without adequate instructions and supervision. This man drank from his
bottle freely, and apparently no nurse noted his heavy use of the medi-
cine.

Area IV: Entitled "General," this section of fifteen items covers
actions that may be directed toward meeting ejther physical or psycho-
social needs, or both. Both medical and surgical units received some
ratings on individual items that were below acceptability. The medical
unit mean was 2.6 and the surgical unit averaged 3.0. Item 39, patient
instruction, was at the level of concern in five ratings. Involving
the patient and family in the plan for care, Item 40, received eight
unacceptable ratings overall. There were many ratings of "Unobserved"
on three items; #43, actions that utilize resources within the milieu
to help the patient problem solve; #48, making diversional or treatment
activities available; and on #49, referring to accepting the unskilled
or slow. In contrast, Preston (1977) found ratings at the level of
excellence on both medical and surgical units studied for Item 43, and
on the surgical unit for Items 48 and 49. Whitman (1979) cited Item 43
as yielding the highest item mean in her study.

Only two observations that could be classified as emergencies
occurred during the twenty-four two-hour observation periods; one con-
cerned a patient who choked while being fed, another referred to a patient
with decreasing level of consciousness. Both on the medical unit, these

interactions were rated in the area of concern on Item 53, evaluating
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the nurse's response to emergencies.

The medical unit received five ratings of "Poorest Care" within
Area IV, three of these dealing with involving the family in care, Item
40. This item received their one rating of excellent in Area IV.

The surgical unit rated five scores of excellence in this area:

Item 39, relating to the giving of necessary instruction; Item 40, involv-
ing the family; Item 49, encouraging the slow; Item 51, concerned that
interactions are within the framework of the therapeutic plan; and Item
52, relating to close observation without disturbance of the patient.
Three scores of "Poorest Care" were given: one on Item 41, concerning
protecting the patient's sensitivities and right to privacy; two on Item
50, which states that nursing care goals are established and activities
performed which recognize and support the therapist's plan of care.

Area V: This section of eight items addresses communication on
behalf of the patient, including charting and care plans. The surgical
unit mean was 2.9, with "Poorest Care" entered for two items; #57 con-
cerned with developing nursing care plans and then incorporating them
into assignments, and #58, relating to the accurate reporting of patient
behavior. Charting was largely incomplete in relating patient behavior.
In one instance, no note explained a fall reported on an incident summary
in the chart. By contrast, work sheets such as intake and output records
and flow sheets for personal care seemed to be complete and accurate.

The mean for the medical unit was below the level of acceptability
at 2.3, with Items, 54, 55, 56, and 57 of greatest concern; these measure

oral and written communication and plans for implementing care.
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Tour reports overall were complete, and dealt with priority issues,
even though the taping procedure precluded two-way communication. On
two occasions, however, questions were raised that led to a record search
for more information than contained in the report; the record was also
inadequate. Team conferences were not observed, but appeared to take
place following tour report and then informally as needed. Weekly multi-
disciplinary conferences were scheduled to take place on both units.

While there were no ratings of excellence recorded in this area on either
unit, there were many examples of excellent charting. When the patient's
nursing notes were considered as a whole, however, the score was consider-
ably weakened.

Care plans also varied in quality and character, with many indicating
great care in outlining goals but no plan for implementing them; some
plans had no goals and were not kept current; other plans seemed to be
a replay of the physician's orders, that is, Tisting activities and treat-
ments without identifying goals or specific nursing interventions.

Comparison of Area V findings with studies in other settings reveals
similar weaknesses in planning and assigning care. In Preston's (1977)
community hospital study, the surgical unit mean for this area was in
the range of excellence, while the medical unit rated in the area for
concern. The large hospital studied by Whitman (1979) yielded a mean
of 3.1 for this area, lowesf of her area mean scores reported. Both
studies cited ratings of concern for items dealing with making nursing
care plans and incorporating them in assignments. Wide differences in

mean scores between items in the Communication Area in all three studies
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indicate a need to study the variables influencing care planning, of
which staffing is but one.

Area VI: This section of seven items evaluates initiative and
responsibility of the nurse. The average for the medical unit was 2.5
for Area VI, with high scores rated on Item 65, which refers to good
follow-through and reliability, and on Item 66, reflecting that staff
keep informed of patient's condition and whereabouts.

Many items in this subsection were below acceptability for the
medical unit, including four scores of concern on Item 62, which rates
actions that reveal staff judgement. Insight for patient problems, Item
63, received seven poor scores. Item 64 earned nine scores in the area
of concern, showing little attention to adapting care plans to patient
needs or evaluating plans. There were six ratings of concern on Item
65, addressing responsibility issues, and four scores of concern on Item
67, marking flexibility in rule application. The organization and manage-
ment of patient care, rating on Item 68, received seven of the twelve
ratings in the area designated unacceptable.

The surgical unit mean was 3.1 for Area VI, with only four ratings
of excellence: Items 65, 66, 67, and 68. Similar to the medical unit,
low ratings for the surgical unit were more frequent in this area con-
cerned with actions reflecting professional expectations. There were
two poor entries on Item 63, four on Item 64, and one unacceptable mark
each on 65, 55, 57, and 68. While there were far fewer ratings of con-
cern on the surgical unit compared with the medical unit, the overall

number of unacceptable marks makes this a special area for concern with
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the quality of nursing care.

Comparison of Grand Mean and Area Mean Scores Between Tours

To further evaluate consistency in the quality of nursing care,
twelve of the observations were made on the day tour and twelve on the
evening tour of duty. Seven surgical unit observations were made on
evenings, and five were made on days. On the medical unit, seven obser-
vations were made on the day tour and five on evenings. Table 4 displays
the results of the Mann-Whitney U test of ranked differences in area
mean and grand mean scores between the two tours. The third hypothesis
stated that there would be a significant difference in grand mean scores
on the QualPaCS during the day tour as compared to the evening tour of
duty. The grand mean yielded a U which demonstrated a statistical differ-
ence between the day and the evening tours, therefore, the third hypothesis

was accepted.

TABLE 4

Mann-Whitney U Test of Differences Between Tours

Units Critical Values of U Grand Mean
AREA
I 11 111 1V v VI
Days N1 12 ID* 12 12 12 12 12
Evenings N2 12 12 12 12 12 12
U | 33 ID* 31.5 62 56.5 34 34
P = .05 .05 NS** NS** Q5 .05

* Insufficient data to compute U.
**Nonsignificant U obtained with no specific numerical value available.
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Comparison of grand mean scores between tours presented in Table 5
reveals that the evening tour had two grand mean scores in the Tevel of
concern while the day tour earned six grand means below the 2.7 Tevel.
One-half of the patients observed on the day tour did not meet the stan-

dard for acceptable care.

TABLE 5

Grand Mean Scores by Tour

Day Tour
Patient # 4.1 4.2 4.3 4.4 4.5 4.6 4.7 2.1 2.2 2.3 2.4 2.5

Score 2.4* 2.6% 2,6 2.6* 1.9% 2.8 2.7* 2.6%* 2.8 3.0 3.0 29

Evening Tour '
Patient # 3.1 3.2 3.8 &4 385 1.1 4.2 123 LA 1,5 .6 Li¥

Score 2,8 3.3 2,29 2.5* 3.6 3.5 &1 3.5 3.8 4 .8

* evel of Concern = 2.7

Area means were computed for the day and the evening tour and are
presented in Table 6. As can be seen, area means were above the level
of concern for the day tour on Area I. Areas IIl and IV were at the 2.7
level of concern, and Areas II, V, and VI were below the level set as
acceptable. The evening tour area means fell in the area of acceptability

except for Area V, which was at the 2.7 level of concern.
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TABLE 6

Area and Grand Means for Day and Evening Tours

QuaiPaCS Day Tour Evening Tour e
Area n Mean Score n Mean Score Significance

I. Psychosocial:

Individual 12 2.8 12 3.3 *
II. Psychosocial:

Group 12 2.6 12 3.1 1.D.
I1I. Physical 12 2. 7 12 3.k ¥
IV. General 12 2.7 12 2.9 N.S.
V. Communication 12 2.6 12 251 N.S.
VI. Professional

Implications 12 2eB ¥2 8.1 *

Grand Mean 2.6 3.0 *

** p< .01 * p=<.05 I.D. = Inadequate Data N.S. = Nonsignificant U

The fourth hypothesis predicted a significant difference in area mean
scores on the QualPaCS during the day tour as compared to the evening tour
of duty. Differences of statistical significance were demonstrated in
Areas I, III, and VI, therefore, the fourth hypothesis is also accepted.
The data from Area II was inadequate for a meaningful test difference, and
Areas IV and V yielded nonsignificant tests of difference.

In order to better investigate the effects of interaction between
unit, tour and area means, an Analysis of Variance (ANOVA) was also used
to describe the findings. Table 7 is a summary of ANOVA showing the inter-
action of area, unit and tour. Unit means were significantly different
in quality of care at a level less than .05. Tour was significantly related
to care at the .02 level. Tour by area effect (p <.02) indicated that
the tours responded differently along the six areas of the QualPaCS instru-

ment.
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TABLE 7

Summary of Analysis of Variance

Source of

Variance 5.5 df M.S. F Probability
Between Subjects 23.14 19 1.21

Units - 8.4 1 8.41 13.0 0.002
Tour 3.86 1 3.86 99 Confounded
Units x Tour 3 3 il =) .8 Q.37
i WL 10.33 16 .64

“(Error Between)

Within Subjects 9. 63 80 J11

Area Means 1.51 4 -7 ~ 8 Confounded
Units x Area .25 4 .06 .6 0.64

Tour x Area 123 4 .80 249 Bel2

Unit x Tour x Area .04 4 .01 + 13 0.97

Area x Subject Within
Group 6.52 64 .10
(Error Within)

One factor influencing this interaction effect was the number of
observations made on a unit during the evening tour, since both evening
tours yielded higher means. The medical unit had five observations made
on the evening tour, while the surgical unit was observed seven times on
evenings. Examination of item means (see composite, Appendix G) by unit
and tour shows that highest mean ratings were made by the surgical unit's

evening tour, followed by surgical day tour; next highest were medical
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unit's evening observations, and lowest were day tour observations on the
medical unit. This distribution of scores suggests that the influence
of tour was secondary to that of unit in relationship to quality of care.
It can be said that observations between patient and registered nurse
were more frequent during the evening tour, when smaller staffs were
assigned, and that these observations yielded higher scores on the
QualPaCs.

Notice that day tour and evening tour profiles shown in Figure 1
are similar, with greater score variances between tours seen in Areas I,
II, and VI.
5
4.5

- Evening Tour
3 ‘\\/‘

T Day Tour

J II ITI IV ) Vi

Figure I, Area Mean Scores by Tour
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Results did not fall in the direction expected by the investigator,
who anticipated that the larger staff assigned on the day tour would
provide a higher quality of care, meriting higher scores on the QualPaCS.

A comparison of item means by area revealed specific areas of differ-
ence in the quality of care between the day tour and the evening tour.

Area I: Within this area relating to the psychosocial needs of the
individual, the evening tour mean was 3.3, while the day tour averaged
2.8, both above the Tevel for concern. Nine individual ratings of excellent
were earned by the evening tour of duty on the following items: #2, rat-
ing care that allows the patient to express feelings; #3, concerned with
a kind and friendly approach; #6, scoring explanation and reassurance;

#7, involving therapeutic attention, #8, regarding consideration as a
family member; #13, relating to an atmosphere of trust; #14, rating the
use of appropriate topics for conversation. While the day tour rated
excellent on Item 3 also, there were scores in the area for concern on
Item 2, Item 5, dealing with patient anxiety, and Item 10, concerning
acceptance for the demanding patient. There were two Items, #4, regarding
response to inappropriate behavior, and #15, dealing with care to the
unconscious patient, which received few ratings on either shift. The need
for informed consent made it impossible to include confused or unconscious
patients who had no family available to give consent, so observations on
these items was limited.

Area II: While there were few observations in this area dealing with
psychosocial interactions within a group, differences between tours were

found. The day tour was rated on eleven observations, and earned scores
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below acceptability on Item 16, relating to staff showing friendly atten-
tion to groups of patients, and Item 22, evaluating the giving of recog-
nition and praise. Evenings also rated two marks of "Poorest Care" on
Item 22, but earned one rating of excellent on Item 17, concerned with
helping patients Timit behavior.

Area III: Care reflecting actions to meet physical needs in this
area averaged in the range of acceptability for the evening tour. There
were six marks of excellence, all earned on the surgical unit. These were
Item 26, utilizing time for communication; Item 27, identifying changes
and taking action; Items 34 and 35, carrying out medical and surgical
asepsis; Items 36 and 37, involving measures for safety and security.

The evening tour earned twenty-five marks that were in the area of concern:
Item 26, dealing with communication, rated four of these: Item 28, quick
response to physical distress earned three; Item 29, encouragement to
observe appropriate rest and exercise rated three; Item 31, actions to
meet hydration and elimination needs scored two; Item 32, involving the
effects of medication earned three; Item 33, handling behavioral expecta-
tions rated three. There was one score of concern for Item 35, medical

and surgical asepsis; four marks, all on the medical unit, for Item 36,
maintaining a safe and secure environment; Item 37, concerning preventing
patient harm earned one mark; Item 38, involving safe medication administra-
tion rated one mark.

The day tour earned one mark in the range of excellence in Area III:
Item 36 rated “5" on the medical unit, where four other observations of

this item were of concern. Thirty-five scores were in the range of con-
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cern for the day tour: Item 24, adapting nursing procedures for the indi-
vidual rated four; Item 25, hygiene needs earned one; Item 26, three,

Item 27, identifying physical changes, two; Item 28, three; Item 29, one;
Item 30, encouraging the diet, two; Item 31, two; Item 32, six; Item 33,
four; Item 34, three; Item 35, one; Item 36, one; and Item 38, two.
Similarity in area of concern items between tours suggests a need for
concern with overall performance of these activities relating to the phy-
sical care of the patient.

In Preston's (1977) community hospital study, hygiene needs were not
met on the medical unit or on the evening shift, and all means for Item
34, medical asepsis related to personal and environmental hygiene, were
in the range for concern. Both Preston and Whitman (1979) rated perfor-
mance poor on Item 38, following established procedures for safe medica-
tion administration. Whitman, however, found higher scores on Items 32
and 33, indicating that while the nurses observed did not always follow
procedure for medication administration, they knew what medications the
patients received and their side effects.

Area IV: In this area concerned with meeting either physical or
psychosocial needs or both at the same time, five marks of excellence
were given, all on the surgical unit's evening tour. Al1 the means for
surgical evenings were above concern in Area IV, and four grand means
rated scores of four, indicating above average care. Rating excellent
were Items 39, regarding teaching; 40, involving the family in care; 49,
dealing with acceptance; 51, concerning inappropriate interactions; 52,

showing close observation. Thirty-four items rated below acceptability



41

for the evening tour. Of these, eleven were on Item 39; five on Item 40;
two on Item 41, concerned with patient sensitivities and privacy; one on
Item 42, rating help given to accept dependence; two on Item 43, relating
to utilizing resources within the milieu to help the patient problem-
solve, an item unrated on the medical unit; two on Item 44, evaluating

the giving of choice in decision making whenever possible; three on Item
45, concerned with encouraging independence; two on 46, adapting activi-
ties; two on 47, adapting care to abilities; two on 48, relating to diver-
sjonal activities; one on 49; four on 50, goals and activities that
support the therapist's plan for care; three on Item 52, concerning close
observation of the patient. The two ratings of concern on Item 53, involv-
ing emergency response, were entered on the medical unit.

The day tour shows many unmarked items in Area IV, and neither unit
received scores of excellence on any item. Of concern on the day tour
were thirty item ratings; these were more evenly distributed, but pointed
concern at the same activities as the evening tour. There was one rating
of concern each on items 42 and 46; two on Items 39, 47 and 51; three on
Items 40, 41, 43, 45, 47, 48, and 50; and four ratings of concern on Item
44, relating to patient choices.

Preston (1977) had similar findings in regard to emergency responses;
rated once on each shift on the medical unit, the interactions scored in
the area for concern. Nurses in Whitman's (1979) study responded to two
emergency situations in an average fashion; however, Items 39 and 50 were

the only two items in this area observed on all subjects.
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Area V: Communication on behalf of the patient, rated in this area,
earned no scores of excellence on either day or evening tour. Mean score
for the day tour was 2.6, and for evenings 2.7, both in the range of con-
cern. Several items rated marks in the area of concern. They were Item
54, relating to verbal communication, which rated two such marks on even-
ings and three on the day tour; Item 55, concerning communication with
family, earned two on each tour; Item 56, involving charting, rated three
on evenings and six on days; Item 57, rating care plans, scored five on
evenings and seven on days; Item 58, dealing with accurate reporting of
patient behavior, rated five on evenings and eight on day tour; Item 59,
regarding patient care conferences, rated one on evenings; Item 60,
evaluating communication and relationships with other disciplines for the
patient's benefit, earned two on evenings and four on day tour. Item 61,
which relates to the use of referrals to meet patient needs for care,
rated one poor mark on the evening tour and three on the day tour.

Area VI: In scoring professional implications of care delivery in
this area, the day tour received a rating of 2.5, within the level of
concern, while the evening tour was rated 3.1, within the range of accept-
ability. Preston (1977) had similar findings for Area VI, with a day mean
of 2.6 and an evening shift rating of 3.9.

Two item means were above the level of concern for the day tour;
Item 62, stating that decisions made by staff reflect knowledge of facts
and good judgement, and Item 65, regarding staff reliability and follow
through. The remaining five item means in this area evidenced concern

for care during the day tour related to insight into patient problems,



43

evaluation of care results, and knowledge of patient's condition and
whereabouts, and management of care that is flexible, based on patient
needs.

The evening tour rated in the area of concern on two item means in
Area VI. Relating to insight into the deeper needs of the patient, Item
63 scored low marks for lack of communication with terminal patients as
well as failure to address pre-operative concerns of the surgical patient.
Item 64, reflecting that care plans show continuous evaluation of care
results earned poor ratings for failure to update plans to provide for
new needs.

A comparison of unit mean scores and tour means reveals a contrast
of interest. As can be seen in Figure I, Area VI means showed a rise on
both the medical and the surgical evening tour, and a decrease as compared
to other means, on the day tour.

5
4.5

3.5 e----" TrEemon = . -° Surgical/Evenings

Surgical/Days

Medical/Evenings

v - Medical/Days

I II ITI IV ) VI
Figure II. Area Mean Scores by Unit and Tour
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While each care-giver was rated as a first-level staff nurse, many
observations on the day tour rated activities performed by non-profes-
sionals, such as baths and personal care. Although there were fewer
nurse/patient interactions during the evening tour, many of these involved
treatments, dressings, or medications administered by the professional
nurse. The professional nurse interactions yielded higher scores in this

area relating to sound judgement, knowledge, and decision-making ability.

Overall Level of Care

The overall area means and grand mean scores were computed and appear
in Table 8. Area mean scores for observations within five of the six
areas of the QualPaCS instrument rated above the level of concern set by
the Quality Assurance Committee. The area mean score for Area V, Communi-
cation, was 2.6, below the level set as acceptable. The grand mean score

for all observations was 2.8, in the range of acceptability.

TABLE 8

Overall Area Means and Grand Means

I II ITI IV v VI Grand Mean

All

3.0 2.9 2.8 2.6 2.8 2.8

™)
(el

Observations

Wide variances in ratings from poor to above average were seen in
item mean scores (see Appendix G, p. 105). These scores reflect means on

each of the 68 items from all observations. Fourteen item means were in
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the area of concern. No item means were recorded at the level of excel-
lence, designated by the Quality Assurance Committee at 4.2, and there
were but ten item mean scores above the 3.0 rating for "Average".

Items in Area II, dealing with the psychosocial needs of the patient
as a member of a group had few ratings, as shown in Table 9. Presumably
few interactions observed could be rated under these items dealing with
group behavior. Only 28 of a possible 192 ratings were made overall in
Area II, which seems especially significant since twenty-three of the
twenty-four patient observations were made while at least one other
patient was in the room, and some interactions that indicated perception
of the patient as a member of a group could have been expected. Mean
scores in Area II ranged from a low of 1 to a high of 4.0 a range which

is misleading since both reflected items with only two ratings from all

observations.
TABLE 9
Area II Item Mean Scores

QualPaCs Day Evening Medical Surgical Overall

Item Tour Tour Unit Unit Mean
15 3.0 3.6 3.1 3.5 3.1
16 2.3 3.2 2.7 2.8 2.8
17 0 3.5 3.0 4.0 3.4
18 .0 3.0 0 3.0 3.0
19 3.0 .0 3.0 .0 3.0
20 .0 0 0 .0 .0
21 .0 0 .0 0 .0
22 2.0 0 1.0 2.0 2.3
Grand Mean 2.6 3.3 2.6 3.0 2.9
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A conclusion was drawn by the raters that interactions dealing with
patients as members of a group were not seen as valuable nursing inter-
ventions on the two units observed.

An analysis of tour data by unit displays further differences in
care delivery (see Table 10, p. 46 ). The medical unit day tour shows
item mean scores ranging from 1.3 to 3 on a total of 335 rated items,
with 58% falling into the acceptable range. The medical unit evening
tour rated slightly higher, with an item mean range of 1 to 3.5, and 68%
of the scores were above the level of concern. The surgical unit day
tour item means ranged from a low of 2 to a high of 3.7, with 79% of
scores in the range of acceptability. The evening tour on the surgical
unit earned the highest item mean scores, with a range from acceptable
to above average,; 2.7 to 4. While 80% of the scores on 363 rated items

were acceptable, there were 27 ratings in the range of excellence.

TABLE 10

Item Means Analysis by Unit and Tour

Item Means Item Means " - Item 9 leidad
er of Total Means Total Items
Excellence Concern Acceptable
Medical/Day 1 133 39 196 58 145
Medical/Evening 5 76 31 168 68 91
Surgical/Day 1 50 20 189 79 100

Surgical/Evening 27 43 11 293 80 113
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The smaller evening staffs on both medical and surgical units were
confined to the delivery of priority care, as has been pointed out, which
led to a higher percentage of interactions involving the professional
nurse with the patient, and this tended to raise ratings. Two other
factors were noted that contributed to differences in care; they were
related to the physical environment and to the orientation of staff mem-
bers.

The larger medical unit consisted of two long wings, making care
delivery difficult. Patient care seemed to be arranged by scheduled
rounds to adjust for this inconvenience in access, 1imiting both the fre-
quency of interactions and the ability to individualize care.

Another factor of influence in care quality may have been the experi-
ence of the staff, since two new nurses were team Jeaders and two new
nursing assistants were team members on the medical service during obser-
vations there. While the surgical service sustained staff losses due to
illness during the observation period, nursing staff were all familiar

with the unit.



CHAPTER 1V
DISCUSSION

Observation of care in progress recorded on the QualPaCS instrument
established a measurement of the quality of care on the medical and sur-
gical units in the study hospital. Analysis of the study results indi-
cated that there was a significant difference in the quality of care
delivered by the two units studied. -Area means and grand mean scores for
the surgical unit were within the range set as acceptable, while area
means for the medical unit fell in the range of concern except in Areg I,
meeting psychosocial needs of the individual. There were differences in
the quality of nursing care between tours, but not in the direction
expected by the investigator. The evening tour scores were acceptable
in all areas except Area V, concerning communication on behalf of the
patient, while day tour area means were in the range for concern except
for Area I, meeting psychosocial needs of the patient as an individual.

The purpose of this evaluative research was to define areas of
strength and of weakness in order to appropriately guide efforts for
corrective action. Examination of the overall mean for each item reveals
several areas of general strength. While no item mean rated in the range
of excellence (see Appendix F, p.103), 50 of the 61 item means having
more than two observations fell in the acceptable range. This represented
81% of the total ratings made.

Falling at the 2.7 level or below were 15 item means, indicating
that 24% of scores were of concern. Within Area I, only one item mean

was at the level of concern, suggesting that psychosocia1 needs of the
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individual are generally addressed in a therapeutic manner. Only two items
within Area II received sufficient ratings for mean analysis, and while
some items were in the range of acceptability, the lack of interactions

in which the patient is recognized as a member of a group is of concern.
Three of the Area III means were of concern in 15 questions concerning
physical care. Five means of concern were in the Area IV designation of
general care; four were in Area V, Communication, and two in Area VI, Pro-

fessional Implications.
Item Examples

Items that generated means in the level of concern will be examined
individually using examples from the raters' notes to illustrate specifics
of care:

Item 10: The rejecting or demanding patient continues to receive accep-
tance. Although the surgical unit evening tour handled the demanding
patient in an acceptable manner, and no observation of such behavior was
noted on the medical unit's evening tour, the other two groups resorted

to scolding or avoidance in five observations.

Item 28: Physical distress evidenced by the patient is responded to
quickly and appropriately. Of concern were the means for the medical unit
days, and both evening groups. Examples of interactions responsible for
these low scores:

When a terminal patient began to moan during linen change, his care-
taker completed the bedmaking silently and left the room. The medication
nurse administered an analgesic, again without questioning the patient
regarding his discomfort.

Another patient requested pain medication, and was told that he

would have another when it was due. Less than fifteen minutes later, he
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asked again, and the nurse crossly told him to put out his Tight, that
his order was for every six hours and it was not time. When he rang
again in six minutes, telling the now angry nurse that he wanted "a shot
right away", she advised him to talk to the doctor in the morning about
the frequency he had ordered.

An observed patient became restless and tachypneic. The nurse looked
at him with obvious concern, but took action only when his roommate called
her back to voice his concern for the man. She called the physician in
without checking the vital signs or neurologic indicators.

Item 32: Behavioral and physiologic changes due to medications are
observed and appropriate action taken. Of concern in ratings for both
day tour groups, examples include:

The patient who is on both narcotics and antacids has not been
offered his "as needed" laxative, and is offered only sympathy when he
complains of distention.

A man on DES and chemotherapy had no nurse's note regarding the
obvious side effects he suffered.

Item 33: Expectations of patient's behavior are adjusted and acted upon
according to the effect medication has on the patient. Rated by both
direct and indirect observation, this item was of concern on both surgi-
cal tours and on medical unit days.

A patient on bronchodilators known to stimulate restlessness com-
plains of exhaustion and persistent insomnia, but his schedule is not
adjusted nor is the physician informed.

The post-operative patient on frequent narcotics has become anxious

and emotionally upset between doses for two days.
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An elderly patient with peripheral vascular disease is on Haldol
and Morphine. He is very agitated and restless, requiring restraint.

His intravenous injection is running ahead of schedule, although his out-
put is down.

Two administrations of analgesics were unaccompanied by exploration
of need or explanation of expected result.

Item 40: Patient and family are involved in planning for care and treat-
ment. Ratings of concern were made on the medical unit and on the surgi-
cal unit evening tour. Although some patients had no family or “signifi-
cant other", several missed opportunities for involving family and patient
in care were noted.

Hospitalized because he has become too forgetful to monitor his
diabetes, the patient awaits nursing home placement. The woman who 1ives
with him visits daily, expressing her loneliness and the hope that he can
return home. No arrangements have been made to have her participate in
his care or in planning for care.

When a working family member could come only in the evening, the
day tour nurse left a note for her relief to discuss discharge plans with
him. However, when the son came to visit, he questioned the nurse sharply
about his father's intravenous site, and she left the room quickly with-
out discussing the impending discharge.

No note, observation or referral indicated discussion of change in
either diet or life style with the young ulcer patient and his wife.

One wife stayed in a motel to be able to visit her husband another
time before returning to their distant home. She was dismayed to find

that he would be off the ward most of the day for examination.
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Although the family of the patient who is in alcoholic withdrawal
look anxious and concerned as they view him in restraints, and actively
hallucinating, the nurse does not speak to them.

Item 43: Resources within the milieu are utilized to provide the patient
with opportunities for problem solving. Unrated on medical evenings,
this item earned marks of concern in the other groups. Examples of poor
utilization of available resources:

Sent to the bathroom to change his dressing because he had no mirror
in his room, the patient used the community basin to clean and dress his
surgical wound.

The paraplegic man had no trapeze to assist with turns and 1ifts.

Although the forgetful elderly patient is checked several times, he
is not offered a urinal during the observation period. Eventually, he
wet the bed.

Item 47: Nursing care is adapted to patient's level and pace of develop-
ment. Five of twenty-four scores were of concern and twelve observations
were marked "Unobserved" on this basic process. There was little evidence
that care was adapted for individual patients:

The debilitated patient was exhausted when he returned from the
shower, but his bed was unmade, so he had to sit up.

The elderly diabetic has returning orientation, but the nurse gives
only a smile in answer to his.questions about his insulin.

Item 48: Diversional and/or treatment activities are made available to
the patient according to his capabilities and needs. Above concern on

surgical evening scores, that staff provided one patient with a Bible and
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a reading glass, another with a visit to a pal down the hall. Other
groups had problems making activities available:

One gregarious patient spent his "up" period at his bedside, faced
away from the television the others were watching.

The hyperthyroid patient paced with frustrated energy until another
patient took him to the pool room.

Sent to physical therapy for crutch walking, the patient is unable
to take part dressed in gown and slippers, carrying his urinary drainage
bag.

Item 53: Response to the patient is appropriate in emergency situations.
Rated by direct observation only, this item was marked on two records,
both in the range for concern:

When one patient's level of consciousness fell dramatically, his
nurse came into the room and looked at him frequently, but did not check
vital signs or summon his physician until another patient became alarmed.

The weak patient choked while being fed, becoming cyanotic and
agitated. His caretaker stood by patiently, instructing him to "cough
it up" without raising his head or offering assistance. Although the
patient was exhausted and shaky following the paroxysm, the team leader
was not notified and his breath sounds were not assessed.

Dangerous practices were observed that could have precipitated
emergencies:

Bedside rails were left down several times on an unresponsive
patient.

Physicians drawing blood left equipment in the bed and on the stand

after completing the task.



54

Although the physician was notified immediately of an elevated
potassium, the patient was fed before a resin enema was administered.
The possibility of delay leading to an arrythmia was not addressed.

Two nurses 1ifted a heavy patient from his wheelchair, and would
have dropped him without the assistance of a nurse observer.

Item 54: Ideas, facts, feelings and concepts about the patient are
communicated clearly in speech to medical and paramedical personnel.
Rated in the area of concern in each group, this item pointed observa-
tions to several communication problems:

Evening nursing assistants who must answer lights often miss infor-
mation at report.

One nurse's exchange was highly emotional and did not contribute
to better understanding of the patient's problem by her team.

The hepatitis patient with severe weight loss continued to miss
meals as tests are scheduled at mealtime. Discussed among the staff for
several days, it finally came to the physician's attention.

Few questions were asked of nursing assistants that related to
describing the patient's condition or to the plan for care. While each
interaction was rated considering the care giver as a first-Tevel staff
nurse, as detailed by the design, many care givers were non-professionals.
If effort was made to include them in communication describing the patient,
it was not observed.

Item 57: Well-developed nursing care plans are established and incor-
porated into nursing assignments. While there were several examples of

well-written care plans, few utilized the planning by incorporating them
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into the care assignments, and fewer still evidenced evaluation of
success and change in the initial admission plan. Written assignments
were studied; most specified physical care, bed status and special con-
cerns such as appointments. There was no reference to the objectives

of the plan of care. One written assignment was room numbers only,
unembellished by care or plan. No plan studied revealed information
about the patient's likes or dislikes, although staff conversation with
the patient and among themselves indicated a real interest in responding
to needs the patient had identified.

Item 58: Pertinent incidents of the patient's behavior during interaction
with the staff_are accurately reported. This item generated means of
concern on the surgical unit day tour and on both medical unit groups.
Contributing to these scores were notes that failed to reflect changes
in the patient's behavior. Few notes detailed clearly the response to
nursing care given:

An angry patient who wanted to leave for two days had no entry
recording either his feelings or his refusal to comply with his ordered
regimen.

There was no nursing entry recording a fall outlined in an incident
summary on the chart. Another record noted that a fall had occurred, but
there was no incident summary on the chart.

The unusual behavior of the patient who is a study in perpetual
motion, consuming six candy bars between meals and pestering for snacks
is undocumented.

No notes for nearly a month appear on one patient, although he was

on chemotherapy during this time, experiencing severe side effects.
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Item 61: Patient's needs are met through the use of referrals, both to
departments in the hospital and to other community agencies. Rated by
both direct and indirect review, this item was in the level of concern
on the medical unit. Average means were earned by the surgical unit.
Although this facility's procedure calls for the physician to make most
referrals, those responsibilities appropriate to nursing were seldom
addressed. For example:

The patient noted to be a poor eater continued to sustain weight
loss, but there was no diet consult ordered.

A young alcoholic is treated and discharged without referral to
social service staff.

A chaplain was not called to visit the anxious pre-operative patient,
although his plan listed a religious affiliation.

Item 63: Evidence is given by staff of insight into deeper problems and
needs of patients. Spoken, behavioral and recorded evidence was con-
sidered by raters, and both surgical groups, day and evening tour, rated
in the level of acceptability. Of concern were ratings on both tours on
the medical unit studied, where lack of insight was apparent in these
interactions:

A patient awaiting exploration of his coin lesion is placed in a
room with a terminal cancer patient. When he openly expresses his fear
of his own prognosis to the nurse, there is no reply.

The dying patient is avoided.

Problems of the young patient who has sustained a change in body

image are not addressed.
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Plans for nursing home placement are not revealed to the sometimes
confused patient who has had a difficult time adjusting to the hospital
environment.

Item 64: Changes in care and care plans refiect evaiuation of resuits
of nursing care. Low ratings on the medical unit contributed to the
mean within the area for concern. For example:

The patient who developed a decubitus lacks an updated care plan
changing his skin care and mobility schedule.

Two patients evidenced remarkable weight Tloss during‘hospita1iza-
tion, and while a can of diet supplement was noted on each stand, no
plan refers to diet changes.

A debilitated patient is still "up ad 1ib" even though he has had
two falls. There is no plan to provide him with a walker or to assist

him in ambulating.
Staffing

A major aim of nursing service administration is to predict and
assign the number and kind of nursing staff to administer adequate care.
To compare the care element with the structural element of staffing, the
care hours for each unit and each tour were recorded and are illustrated
in Table II (for a complete staffing analysis, see Appendix J, p.115).

Differences in scheduled activities account for the wide divergences
in staffing between tours of duty: most baths are given on the day tour,
two meals are served, patients are sent to and received from examinations,
therapy, and surgery. In addition, staff meetings, conferences and

inservice presentations are scheduled during the day tour.
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Table 11

Nursing Care Time Per Patient

Nurse % Non-Professionai Total Staff
Time Time Time
(Minutes) Total (Minutes) (Minutes)
Medical-Days 52 71% 73 125
Surgical-Days 36 50% 71 107
Medical-Evenings 22 50% 44 66
Surgical-Evenings 24 57% 42 66

The medical unit day tour assigned 59 minutes more than their even-
ing tour, while the surgical unit day tour shows a 41 minute difference
over the evening tour. Although there was the same staff time allotted
per patient between the two units on evenings, the surgical unit showed
slightly more professional nurse time, and this may account in part for
the higher ratings earned by that unit.

The medical unit assigned a total of 125 minutes of care time per
patient on the day tour, and 66 minutes of staff time were allotted on
the evening shift. The surgical unit day tour allowed 107 minutes per
patient on the day tour, 66 on the evening tour. Differences that exist
in the categories of patients making up the census account in part for
the variance (see Appendix J, p.115). Staffing is but one factor among
variables that influence the quality of care, and it is not within the

scope of this study to define a relationship between staffing and the

quality of care. However, it is of interest to note that the surgical
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unit, displaying the smaller staff per patient ratio, achieved higher
ratings.

Differences also exist in the type of personnel assigned: the
medical unit day tour averaged 52 minutes of professional nurse care per
patient, or 71% of the total staffing; the surgical unit averaged 36
minutes of nurse time, or 50% of total staff time. The percentage of
professional nurse staffing on the evening tours was closer, at 50% for
medical unit and 57% for the surgical unit. The results of this study
did not reveal a direct relationship between the hours of care assigned
to the professional nurse and the scores earned on the QualPaCS scale.

I



CHAPTER V
SUMMARY, CONCLUSIONS AND RECOMMENDATIONS

Summary

This evaluation study was done as part of the overall plan for
Quality Assurance in this Veterans Hospital. The purpose was to provide
information concerning the standard of care and to study the effect of
unit and tour on the quality of care. Authorized by the Chief Nurse and
with the cooperation of the Quality Assurance Committee, this survey will
compiement structure and outcome audits of care to provide comprehensive
bases for planning improvements in nursing practice and better patient
care.

The Quality Patient Care Scale (QualPaCS) was used to measure the
quality of care. This instrument is designed to evaluate the quality of
nursing care delivered to the patient while that care is in progress
without regard for the category of personnel providing care. A pilot
study was conducted to provide the three raters with instrument famil-
iarity and to generate data to establish interrater reliability. The
study consisted of twenty-four two hour periods of direct observation
of patient care. Components of nurse-patient interactions were rated on
the QualPaCS instrument. Subjects were selected by random process, with
an equal number from the medical and the surgical unit studied on both
the day and the evening tour of duty.

Four hypotheses were made prior to this study. The first hypothesis:
There will be a significant difference in grand mean scores on the

QualPaCS between medical and surgical units, was accepted. The second
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hypothesis: There will be a significant difference in Area Mean scores
between the medical and surgical units, was accepted. The third hypo-
thesis: There will be a significant difference in grand mean scores on
the QualPaCS during the day tour as compared to the evening tour, was
accepted. The fourth hypothesis: There will be a significant difference
in area mean scores on the QualPaCS during the day tour as compared to

the evening tour, was also accepted.
Conclusion

The conclusion drawn from this study was that the quality of nursing
care is not consistent throughout this hospital, but that significant
difference exists between the medical unit and the surgical unit studied,
as well as between the day tour and the evening tour of duty. The research
also identifies specific areas of concern, acceptability and excellence in
care, using the levels set by the Quality Assurance Committee. This
measurement identifies areas of strength and weakness and can serve as a

first step in planning corrective action.
Recommendations

It is suggested that the Quality Assurance Committee make recommen-
dations for corrective action to improve the quality of nurse-patient
interactions in those areas falling below the level of acceptability on
the QualPaCS. It is also suggested that the results of this study be com-
pared to findings from structure and outcome audits of care made by the

Committee to cross validate findings. Echoing Preston's recommendation
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for replication, the suggestion is offered to the Committee to duplicate
this study after corrective action has taken place, in order to measure
the effectiveness of the measures.
The outcomes of this study suggest several areas for future research:
1. Replication of this study using the same subjects over three
tours of duty, to measure consistency in the quality of care
over a 24-hour period.
2. A similar study designed to evaluate care in the Critical Care
Units in this setting, for comparison with this study.
3. Measure the exercise of professional responsibilities by nurses
in public and private settings, using QualPacs Area VI items.
4. Compare the educational preparation of the caregiver to the
quality of nursing care provided, as measured by a QualPacs

survey.
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APPENDIX A
THE QUALITY PATIENT CARE SCALE



WAYNE STATE UNIVERSITY
College of Nursing Date
QUALITY PATIENT CARE SCALE"® 67
Qualpacs
Patient (name or No.): Rater (name or No.}:

INTERACTIONS RECORD: AM/PM

No.: L / ! 7 Ji 4 7 VA A 7 / /
Time: L Vi { T / ! 7 ! ! I Ji )
AN\ N2\, ‘
SRS\ RBHN &
AR AN %
PSYCHOSOCIAL: INDIVIDUAL % & & 6‘0 < Ao (’o <, “c’so
S\2\'2 AR ARANY? )
<\« V. e \&
Actions directed toward meeting psychosocial needs 2 K o @ \© "
of individual patients.
11-12
1. Patient receives nurse’s full attention. #D 1
13-14
2. Patient is given an opportunity to explain his 2
feelings. # D
15-16
3. Patient is approached in a kind, gentle, and friendly 3 i
" manner. #D
17-18
4. Patient’s inappropriate behavior is responded to in a a
therapeutic manner. ¥D
18-20
5. Appropriate action is taken in response to antic- 5
ipated ‘or manifest patient anxiety or distress. # D/*I
21-22
6. Patent receives explanation and verbal reassurance &
when needed. # D
’ 23-24
7. Patient receives attention from nurse with neither 7
becoming involved in a nontherapeutic way. ¥ D
25--26
8. Patient is given consideration as a member of a &
family and society. # D/*1
27-28
9. Patient receives attention for his spiritual needs. 9
# D(*I

*Copyright © 1970 College of Nursing Wayne State University.
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N o N2 NN 2N e\ D 4
EARADRIVAY R
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« T AT\ 2 »
B AT 2 25% N ©
«© e e \o
29-30
10. The rejecting or demanding patient continues to 10 l.
receive acceptance. # D/*I
31-32 |
11. Patient receives care that communicates worth and 11
dignity of man. #D
33-34
12. The healthy aspects of the patient’s personality are 12
utilized. # D/*1
35-36
13. An atmosphere of trust, acceptance, and respect is
created rather than one of power, prestige, and 13
authority. # D
—
37-38
14. Appropriate topics for conversation are chosen. £D L
15. The unconscious or nonoriented patient is cared for =l
with the same respectful manner as the conscious 15
patient. # D
41-42-43
AREA | MEAN
PSYCHOSOCIAL: GROUP
Actions directed toward meeting psychosocial needs
of patients as members of a group.
16. Patient as a member of a group receives warmth, 16
interest, and attention from the staff. # D
17. Patient receives the help necessary to accept limits
on his behavior that are essential to group 17
welfare, # D
48--49
18, Patient receives encouragement to participate in or 18
to plan for the group’s daily activities. # D
19. The member of the group is provided with the cmnd.
opportunity to assume responsibility according to 18
his capability. #D




20.

21.

22.

23.

Staff proposals for patient activities appropriately
reflect interests and needs of the group mem-
bers. #D

Patient is helped to vent his emotions in a socially
acceptable way within the group. # D

Praise and recognition are given for achievement
according to individual needs and with respect for
others in the group. #D

The rights and integrity of the group member are
protected within the group structure. =D

PHYSICAL

24,

25.

26.

217.

28.

29.

Actions directed toward meeting physical needs of
patients.

Nursing procedures are adapted to meet needs of

individual patient for treatment. # D

Patient’s daily hygiene needs for cleanliness and
acceptable appearance are met. #D

Nursing procedures are utilized as media for com-
munication and interaction with patient. ¥ D

Physical symptoms and physical changes are identi-
fied and appropriate action taken. £ D

Physical distress evidenced by the patient is
responded to quickly and appropriately. # D

A
v, <
Y % \&A\% %
Z\ G\ %\ \%\3 “
o\ © SN2 \% \ao\ %
¢A27A@QG¢
(& A ATIANAEE
AR R LA ANAY AR
2ABA\G\C\ S\ \G \ 2 Q
< T\ AN\ 72\ \ < D
2\ S 2\ e\ *©
« e\ \'©
52-53
20 _
§54-55
21
56—57
22
5859
23
60—61-62
AREA 11 MEAN
63-64
24
65—66
25
6768
26
69-70
27
71-72
28
73-74
29

Patient is encouraged to observe appropriate rest
and exercise. 7 D/*I




31.

32.

33.

35.

36.

317.

38.

. Patient is encouraged to take aéequatg diet. £ D/*1

Action is taken to meet the patient’s needs for
adequate hydration and elimination. # D/*I

Behavioral and physiologic changes due to medica-
tions are observed and appropriate action
taken. = D/*I

Expectations of patient’s behavior are adjusted and
acted upon according to the effect the medication
has on the patient., = D/*}

Medical asepsis is carried out in relation to patient’s
personal hygiene and immediate environment. #D

Medical and surgical asepsis is carried out during
treatments and special procedures. £ D/*1

Environment is maintained that gives the patient a
feeling of being safe and secure. £ D

Safety measures are carried out to prevent patient
from harming himself or others. # D

Established techniques for safe administration of
medications and parenteral fluids are carried
out. #D

GENERAL

39.

Actions that may be directed toward meeting either
psychosocial or physical needs of the patient or
both at the same time.

Patient receives instruction as necessary. # D

77-78

31
79--80

32
11-12

33
13-14

34
15-16

35
17-18

36
19-20

3?7
21-22

38
23-24-25

AREA Il MEAN

26-27

39




40.

41.

42.

43.

44.

45,

46.

47.

48.

49.

51.

Patient and family are involved in planning for care
and treatment. # D/*I

Patient’s sensitivities and right to privacy are pro-
tected. #D

Patient is helpéd to accept dependence/indepen-
dence as appropriate to his condition. # D

Resources within the milieu are utilized to provide
the patient with opportunities for problem
solving. £ D

Patient is given freedom of choice in activities of
daily living whenever possible and within patient’s
ability to make the choice. # D

Patient is encouraged to take part in activities of
daily living that will stimulate his potential for
positive psychosocial growth and movement toward
physical independence. # D/*1

Activities are adapted to physical and mental
capabilities of patient. # D/*I

Nursing care is adapted to patient’s level and pace of
development. #D

Diversional and/or treatment activities are made
available to the patient according to his capabilities
and needs. # D

Patient with slow or unskilled performance is
accepted and encouraged. # D

Nursing care goals are established and activities
performed which recognize and support the thera-
pist’s plan of care. # D/*I

Interaction with the patient is within framework of
the therapeutic plan. #D

¥ <
2\ \e\2\%\ %
e\ \ ¢ ) A <
ARARY %\, %, Y
>
9’;, < i«\ c\e\2 (’o AN
) 79 S\NO\$\O 3 L) (o]
SNV \ 2\ \2\2\e\ *
K « < (‘o ©
28-29
40
30-31
a1
32-33
42
34-35
a3
36-37
44
38-39
a5
40-41
46
42-43
47
a4-45
ag
46-47
49
48-49
50
50-51
51

71
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52-53
52. Close observation of the patient is carried out with 52
minimal disturbance. # D
5455
53. Response to the patient is appropriate in emergency 53
situations. #D
56-57--58
AREA IV MEAN
COMMUNICATION
Communication on behalf of the patient.
> 59—-60
54. Ideas, facts, feelings, and concepts about the patient
are communicated clearly in speech to medical and 54
paramedical personnel, # D
r " 5 3 3 61-62
55. Family is provided with the opportunity for
reciprocal communication with the nursing staff, 55
# D/*1
63—-64
56. Ideas, facts, and concepts about the patient are 56
clearly communicated in charting. *I
65-66
57. Well-developed nursing care plans are established 57
and incorporated into nursing assignments. *I
67-68
58. Pertinent incidents of the patient’s behavior during 58
interaction with staff are accurately reported. # D/*]
69-70
59. Staff participate in conferences concerning patient 59
care. # D
71-72
60. Effective communication and good relationships
with other disciplines within the hospital are estab- 60
lished for the patient’s benefit. # D/*]




61.

Patient’s needs are met through the use of referrals,
both to departments in the hospital and to other
community agencies. # D/*I

PROFESSIONAL IMPLICATIONS

62.

63.

65.

66.

67.

Care given to patient reflects initiative and respon-
sibility indicative of professional expectations.

Decisions that are made by staff reflect knowledge
of facts and good judgment. # D/*1

Evidence (spoken, behavioral, recorded) is given by
staff of insight into deeper problems and needs of
the patient. # D/*I

Changes in care and care plans reflect continuous
evaluation of results of nursing care. # D/*I

Staff are reliable: follow through with respon-
sibilities for the patient’s care. # D/*]

Assigned staff keep informed of the patient’s
condition and whereabouts. # D

Care given the patient reflects flexibility in rules and
regulations as indicated by individual patient
needs. ¥ D/*1

. Organization and management of nursing activities

reflect due consideration for patient needs. # D/*I

61

75-76-77
AREA V MEAN
[ 78-79]

62
11-12

63
13-14

64
i5-16

65
17-18

66
19-20

67
21-22
8 23-24-25

AREA Vi mc AN
Sum of ltem Means
Number of ftems Rated

26-27-28

Mean of Item Means

73



APPENDIX B
CUE SHEETS FOR QualPaCS



CUES FOR
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PSYCHO-SOCIAL: INDIVIDUAL

L

2.

3.

Actions

directed toward meeting psycho-social needs of individual

patients.

PATIENT
a.

€.

2

PATIENT
a.

PATIENT
a.

b.

RECEIVES NURSE'S FULL ATTENTION. #D
Patient is appropriately responded to, verbally and non-verbally,
without being asked to repeat phrases.

Staff assume positions that will aid in observation and cormunica-
tion with patient.

Conversation of staff is restricted to patient who is receiving
care.

The infant s looked at and talked to as he recelves a bottle
feeding.

Questions ave posed which encourage patient to express feelings.

Evidence is given by staff of anticipation of projected needs of
patient.

IS GIVEN AN OPPORTUNITY TO EXPLAIN HIS FEELINGS. #D
Facial expression of staff indicates interest in and understand-

ing of patient.
Patient is given time to talk.

Patient ig allowed to complete sentence before staff speak or
move away from patient.

Conversation is encouraged by staff using brief comments or leading
questions to let patient know they are listening and interested.

Conversation is terminated in a manner that patient understands

reason for termination, leaving patient with feeling of satisfac-
tion about discussion. (patients facial expression indicates
this satisfaction)

IS APPROACHED IN A KIND, GENTLE, AND FRIENDLY MANNER. #D
Staff speak clearly, withsoft and pleasant tone of voice.

Patient is called by name, and informed of name of nurse through
distinct enuncilation.

Crying patients (all ages) are shown patience and understanding
(verbally and nonverbally).

Copyright (:) 1970 College of Nursing

Wayne State University
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d. Patients are approached with a smile and encoureging word.

e. Patient is given opportunity to initiate verbalization of needs.

4. PATIENT'S INAPPROPRIATE BEHAVIOR IS RESPONDED TO IN A THERAPEUTIC MANNER. #D
a. Withdrawn patient is assisted to consider various means for involve-
ment or interactions with others.

b. Attention of adolescent who is teasing others and interfering with
activities of others 1s redirected.

c. Patient who refuses examination or treatment is helped to think
through variocus facets and alternatives in the situation.

d. Expressions of hostility are accepted and changes that can be made
are made, explanations of why some things cannot be changed are given,
and indications are given to the patient that the nurse is interested
in knowing the patient's feelings.

e. Staff communicates, in acceptable manner, dislike of abusive or
provc<ing language or behavior.

5. APPROPRIATE ACTION IS TAKEN IN RESPONSE TO ANTICIPATED CR MANIFEST PATIENT
ANXIETY OR DISTRESS. #D/*I
a. leadiig questions are asked to determine what thte patient knows

about pending therapy and to allow him to express fears.

b. The laboring mother is encouraged to express her thoughts and
feeling about impending delivery, her own safety, and the health
of her baby.

c. Time is spent with the patient or arrangements are made to have
somecne stay with anxious patient.

d. Physical indicators of anxiety and distress are noted, such as
wringing of hands, disphoresis, withdrawal, etc.

e. Patient's repeated reference to a topic is noted, and he 1s encour-
aged to discuss it.

6. PATIENT RECEIVES EXPLANATION AND VERBAL REASSURANCE WHEN NEEDED. # D/*I
a. Components and purpose of treatments or nursing care action are
explained as appropriate.

b. Attempts are made to describe kind of pain or discomfort patient may

anticipate; including estimate of duretion of discomfort snd what
will be done and what patient might do to alleviate pain or distress.

c. Patient is helped to explore and understand why he feels about or
behaves as he does toward other persons, toward himself, or toward
his 1llness.



7.

8.

9.

76

Comments are made about patient's actions to remind and reassure
him of signs of movement toward wellness.

Patient is informed of when staff will leave and when they will
rTeturn.

PATIENT RECEIVES ATTENTION FROM NURSE WITH NEITHER BECOMING INVOLVED
IN A NON-THERAPEUTIC WAY. #D

a.

b,

Nurse-patient relationship is meintained by focusing on patient's
interests.

Child's needs for affection and closeness are provided for, but
child is helped to remexzber parents and siblings.

Appropriate names of address are utilized by both nurse and patient
rather than Inappropriate endearing terms.

Monopoly of time of either patient or nurse is avoided.

Patient considering alternate actions 1is listened to and encour-
aged, but allowed to make own decision; staff is neither auth-
oritarian nor patronizing.

THE PATIENT IS GIVEN CONSIDERATION AS A MEMBER OF FAMILY. #D/*I

a.

PATIENT
a.

Care and treatment activities are provided at times that will least
iaterfere with visiting family or friends.,

Family 1s encouraged to participate in care of patient, mother
encouraged to feed child.

Patient is assisted to maintain communication with friends and
colleagues — comfortable setting for visitors, assistance with
telephoning, positioning and materials for letter writing, prompt
mail delivery.

Rules are adjusted to meet special needs of patient or family
e.g. underage child allowed to visit parent.

RECEIVES ATTENTION FOR HIS SPIRITUAL NEEDS. #D/*1
Patient's religious beliefs and practices are respected.

Religious articles are handled with respect.

Pastor is promptly called when patient expresses desire to see him,
or nurse volunteers to call pestor,

Assistance is offered and patient encouraged to attend services
of his faith that are available to him (within the realm of his
physical ability to go to them).
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10. THE REJECTING OR DEMANDING PATIENT CONTINUES TO RECEIVE ACCEPTANCE. {iD/*.
a. Patient who refuses to talk is visited frequently by nurse who
displays interested manner and glves assurance of "being there."

b. Willingness to understand patient's point of view 1is displayed
in relation to refused activity or treatment.

c. Patient who turns away or shouts, "Go away," is remained with,
spoken to quietly and reassuringly, and helped with resolution
of need to reject attention offered,

d. Attempts are made to help patient clarify his understanding of
rationale for nurse actions or for treatments she proposes.

e. Call light is answered promptly and without hostility, despite
frequency of demands.

11. PATIENT RECEIVES CARE THAT COMMUNICATES WORTH AND DIGNITY OF MAN. #D
a. Patient is cared for with kindness and helpfulness.

b. Patient {s encouraged to make choices about daily care and
allowed time to mazke decision and to respond.

c. Requests and needs of hopelessly 111 or dying patient are met
with same display of interest as that shown other patients.

d. Means and opportunities for cemmunication are provided and
utilized with patient with cormunication limitations--speech
loss or defect, deafness, limited languzge skills,

e. Physical movement of patient is handled 80 that minimal strain
is inflicted on patient.

f. Patient with permanent body defect is cared for the same as
other patients.

12. THE HEALTHY ASPECTS OF THE PATIENT'S PERSONALITY ARE UTILIZED. #D/*1
a. Patient receives guidance 1in resolving a problem to decrease
frustration of indecision.

b. Opportunities are provided for patient to receive satisfaction
through contributing to others; e.g., having child in wheel-
chair take toy to child confined to bed.

c. Patient's abilities are pointed out, while avoiding focus on
hie disabilities.

d. Ways are provided and the patient encouraged to enlarge his
knowledge in areas that are of interest to him.

€. The patient's sense of humor ig responded to in an appropriate
manner. ’

f. Conversation is directed into optimistic vein; dwelling on
pessimistic outlook 1s subtly curbed.
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13. AN ATMOSPHERE OF TRUST, ACCEPTANCE, AND RESPECT IS CREATED RATHER THAN
ONE OF POWER, PRESTIGE, AND AUTHORITY. #D
a. The patient is trusted in as many ways as possible; he is
allowed to perform those care activities within his capacity.

b. Patient is allowed to express his opinions, and respect for his
opinions is reflected in plans and activities of care.

c. Withholding ordered treatment or necessary care is not used to
solicit patient cooperation.

d. Patient's conversation or activities are nct needlessly

disrupted.

e. Inappropriate comments or actions made by the patient are
quietly and briefly pointed out to him.

14. APPROPRIATE TOPICS FOR CONVERSATION ARE CHOSEN. D
a. Topics of known interest to patient are {ntroduced: particular
sport, hobby, TV show, doll, or neighborhood activity.

b. Patient is encouraged to talk about personal interests and
concerns; e.g., children, family, and what family is probably
doing at home.

c. Conversation is guided to neutral or positive subject, if
argument develops or seems to be developing.

d. Discussions realistic to planning for and feelings about the
future are encour aged, whether expectation be complete recovery,
living with limitations, or death.

15. THE UNCONSCIOUS OR NON-ORIENTED PATIENT IS CARED FOR WITH THE SAME
RESPECTFUL MANNER AS THE CONSCIOUS PATIENT. D
(Note: Applies as well to lethargic, sedated, or non-verbal patient.)
a. Assistance is sought in moving the patient and moving is
performed in a safe, gentle manner.

b. Conversation of staff is focused on matters about the patient
and his immediate care; jocularity is avoided.

c. Patient is referred to by name, is spoken to in a well-modulated
tone, discussion of patient's condition or prognosis is avoided
in patient's presence.

d. Disoriented patients are informed about anticipated treatments,
instructions are offered about what will be expected of him, an
attitude of interest in helping the patient to understand is
portrayed.

e. For the patient anticipating anesthesia or other induced uncon-
sciousness, anxiety regarding being unconscious is recognized
and discussed. Patient is given support regarding confidentiality
of his behavior and conversation during period of unconsciousness.
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PSYCHO-SOCIAL: GROUP .
Care received reflects recognition of the patient's psycho-social needs
as a member of a group.

16. THE PATIENT AS A MEMBER OF A GROUP RECEIVES WARMTH, INTEREST, AND

17.

18.

b.

ATTENTION FROM THE STAFF. #0D

Conversation of group members are listened to and comments made
that promote continuation of patient‘'s interests.

Each member of the group is recognized and acknowledged by the
staff.

Patients receive appropriate information about changes in group
structure, e.g., one of the ward patients is to remain in I.C.U.

overnight following surgery.
New patients are introduced to the group by the staff.

When more than one staff is working with patient, the patient
is given recognition as a part of that gTroup.

THE PATIENT RECEIVES THE HELP NECESSARY TO ACCEPT LIMITS ON HIS BEHAVIOR

THAT ARE ESSENTIAL TO GROUP WELFARE. #D

a.

b.

Reasons for limitations that relate to '"regulations” are iden-
tified, i.e., no smoking with 02 in the room.

Group member receives the necessary explanation and guidance
regarding group aims.

Groups of adolescents are helped to plan games that permit
participation of few with physical limitations, without placing
undue attention on individuals with the limitations.

Hostile expressions relating to limits are accepted, but staff
remains firm and consistent in maintaining necessary limits.

Reason for exclusion of an individual from a group is explained
without embarrassment for either the individual or group.

THE PATIENT RECEIVES ENCOURAGEMENT TO PARTICIPATE IN OR TO PLAN FOR
THE GROUP'S DAILY ACTIVITIES. #D

a.

b.

Patients are assisted with planning activities and time schedules,
such as bathroom privileges.

Patients are assisted in planning to help others in the group,
e.g., when to take the paralyzed patient to the sunporch in a
wheelchair. .

Patients' suggestions and assistance are sought in making
changes in physical setting — furniture arrangement, room

assignments, etc.
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Patients are assisted in making arrangements for some socilal
activities, e.g., sharing of meals by three or four patients.

19. THE MEMBER OF THE GROUP 1S PROVIDED WITH THE OPPORTUNITY TO ASSUME
RESPONSIBILITY ACCORDING TO HIS CAPABILITY. #D

a.

Mother with one or more children is given the opportunity to
offer suggestions to ''mew mothers."

Aggressive patient is encouraged to serve as member of committee
providing support to '"chairman," but not "take over" chairman's
duties.

Patient is provided with schedule for his examinations or treat-
ment and it is suggested that he assume responsibility for
being at the right place at the right time.

Patient is allowed to initiate preparations for meals, visits,
or bedtime, without being reminded each time that it is time
to do these things.

The ambulatory patient is permitted to feed other patients in
the room.

20. STAFF PROPOSALS FOR PATIENT ACTIVITIES APPROPRIATELY REFLECT THE INTERESTS
AND NEEDS OF THE GROUP MEMBERS. #0D

a.

Involvement of each patient in group activities is noted and
subtle suggestions given of modifications. tc insure appropriate
involvement of all, such as proposing that the child with the
injured knee keep score for the volley ball gares.

Ways of dividing group into small common-interest groups are
suggested: checkers, pinochle, jig-saw puzzles, playing with
dolls, building with blocks, etc.

New diabetic is guided in discussing with others, the disease
and its meaning to them.

New mother is encouraged to attend infant bath demonstrations.

21. THE PATIENT IS HELPED TO VENT HIS EMOTIONS IN A SOCIALLY ACCEPTABLE
WAY WITHIN THE GROUP. #D

a.

Group is helped to establish guidelines and discussion of emction-
laden issues is encouraged, e.g., that children discuss experi-
ences, and feelings about the school and teachers or that

patients ''debate' merits of various sides of political issues.

New-mother is given opportunity to discuss her fears and hopes
with other mothers, staff, other parents.

Hostility is recognized and activities offered that demand
physical strengths, energy and movement; e.g., a round or two
with punching bag, volleyball, or dodgeball.



22.

23.
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Group who is confined in the hospital for long periods of time

(e.g. TB patients) are guided in discussing their feelings about
isolation and restriction of physical activity, and helped to
devise activities appropriate to the limits imposed, e.g.,
developing a patient-government.

Patients who have suffered a change in body image (amputation

of lower limb, colostomy, mastectomy) are allowed to grieve
without being forced to participate in activities before they

are ready.

PRAISE AND RECOGNITION IS GIVEN FOR ACHIEVEMENT ACCORDING TO INDIVIDUAL
NEEDS AND WITH RESPECT FOR OTHERS IN THE GROUP. #D

a.

Staff moves quickly to next activity, when "braggart” has
scored point — patient is helped to recognize his accomplish-
ment in relation to his abilities and those of others; he is
guided to recognize achievements of others.

Staff discuss and help patient recognize relationship of small
accomplishment to potential for "next (more difficult) step;"
e.g., patient able to hold self up off bed for 30 seconds in
preparation for crutch walking, mastectomy patient able to raise
affected arm above head.

Child is praised for his control during an examination.

THE RIGHTS AND INTEGRITY OF THE GROUP MEMBER ARE PROTECTED WITHIN THE
GROUP STRUCTURE. #D

a.

b.

Conversations about death are changed by staff if one of the
members is displaying anxiety.

The group members or patients are informed of the problems of
the aphasic patient, e.g., he can understand conversation but
cannot contribute verbally.

The patient who is unable to eat without drooling is given
assistance with feeding.

Hesitant patients are encouraged to joiln activity; less apt
patients are assisted without the performance actually being
done for them.

Provision is made for maintaining confidentiality when personal
matters of the patient ave involved.
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c. PHYSICAL: ACTIONS DIRECTED TOWARD MEETING PHYSICAL NEEDS OF PATIENTS.

24. NURSING

PROCEDURES ARE ADAPTED TO MEET NEEDS OF INDIVIDUAL PATIENIS

FOR TREATMENT. #D

b.

C.

c.

25. PATIENT'
ARE MET.
a.

C.

d.

€.

26. NURSING

Sufficient time is allowed following patient's smoking, eating
or drinking in taking an oral temperature.

Equipment and materials are arranged on gide of bed and in
convenient position for left-handed patients to do his own
tracheal suction.

General morning care of arthritic patient is left until last
so no one will feel pressure of time and movements can be
made slowly.

Colostomy irrigation is done at the time the patient states
would be most convenient for him at home.

S DAILY HYGIENE NEEDS FOR CLEANLINESS AND ACCEPTABLE APPEARANCE
#D

Staff offer to comb hair of patient unable to do so for physical

or mental reasons; €.8:., cardiac patient, petient with upper

extremity injury, patlent in state of emotional shock following

1oss of loved ones, regressed mental patient.

Disturbed patient is helped to shower, shave, and select clean
clothing or items of attire that go together.

Bedside environment is made neat and orderly, soiled gowns
changed P.R.N.

Assistance is offered with oral hyglene; e.g., brush is pre-
pared and basin held for patient with upper extremity cast;
dentures brushed under running water for patient unable to do
this himself; child is taught proper brushing technique.

Body, dressing, and air deodorizers are provided as indicated.

PROCEDURES ARE UTILIZED AS MEDIA FOR COMMUNICATION AND INTER-

ACTION WITH PATIENTS. D

b.

C.

Withdrawn patient is encouraged to talk of self, interests,
and family, whi'e receiving direct nursing care.

During each con:act, staff encourage and allow time for the
patient unable <o speak (aphasic, tracheotomized, etc.) to write
some message; they take time to respond to each message in an
unhurried manner.

The periplegic patient {s encouraged to discuss his progress in
Physiotherapy while the nurse makes his unoccupied bed.

Mother is helped to listen to heartbeat of her unborn child and
encouraged to talk about the baby and its meaning to her.

Patient is encouraged to assist, even in a small way, with par:
ticularly painful treatment, €.g., burn dressing, repeated
{ntramuscular injection, etc. :
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PHYSICAL SYMPTOMS AND PHYSICAL CHANGES ARE IDENTIFIED AND APPROPRIATE
ACTION TAKEN. #D

a.

b.

Cyanosis is noted — staff checks for bleeding, oxygen flow,
position in relation to breathing.

Motley tissues bver bony prominence are noted; frequency of
turning patient is increzsed and ways provided to keep pressure
from area.

Languor and shallow breathing of small child is noted and
appropriate action taken,

Undesirable weight loss is noted in elderly clinic patient;
patient is questioned about changes in eating habits, living
conditions, appetite.

The fundus of the uterus is massaged to evazluate the pessibility
of postpartum hemorrhage.

PHYSICAL DISTRESS EVIDENCED BY THE PATIENT IS RESPONDED TO QUICKLY
AND APPROPRIATELY. #D

a.

PATIENT
a.

b.

Patient is moved up in bed and pillows adjusted to provide a
comfortable position and good body alignment.

Patient's compleint of pain or burning at site of infusion
prompts investigation for infiltration and possible removal of
the needle.

Signs of pain are noted — restlessness, perspiration, facizl
contortion — action is taken to alleviate pain: position
changed, medication, fresh dressing.

Excoriated buttocks of baby noted and diapers changed freguently
to keep baby clean and dry, and soothing protective ointment or
powder applied.
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