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CHAPTER I

INTRODUCTION

Prioxr to 1973 there was little agreement in the nursing
"literature regarding the variables inherent in the numbers
of nursing personnel needed to satisfy patient care require-
ments. The variables identified when matching the patients
care requirements with staff wéree patient needs, quality of
céré and control, complexity and intensity‘of care, and levels
of practice., Aydelotte (1973) recommended that patient classi-
fication schemes be utilized to identify care requirements,
and lend themselves to computerization.

Patient needs for care and the number of staff available
for service have always fluctuated daily. A means of provid-
ing a positive cbrrelation between these two variables was
needed (Price, 1970), To date patient classification systems
have been the means used to categorize patients according to
some specified‘scaled criteria and to provide data by which
nurses could optimize staffing decisions, These systems have
been built around a set of variables that are fairly universal:
special characteristics of the patient, capability of the
patient to care for self, acuity of illmess, requirements for
specific nursing activities, and skill level of personnel
required for care (Aydelotte, 1973). |

Quality of service is presently being measured in nurs-
ing by several quality assurance methods., Quality refers to

excellence of an action or a process while assurance implies



a guarantee of excellence, Guality assurance measures can be
approached from various frames of reference such as activities
and processes of patlient care, available resources, or desired
outcomes, Process measures are concerned with existing cone
ditions, while outcomes focus on a desired change based upon
predetermined criteria (Bain, R.J. & D,J. Froebe, 19763
Zimmer, 1974).

Additionally, hospitals and nursing services in trying
to maintain quality subscribe to the standards as set by the
Joint Commission on Accreditation of Hospitals, (JCAH).
Standard one of the JCAH under nursing services states:

The number of registered nurses and ancillary
nursing personnel mneeded fér each nursing care
unit can be determined only by evaluating the
needs of the patients and the capabilities of
nursing qtaff assigned to the unit, To assist
in this determination, records and reports of
both staffing patterms and patient needs should
be maintained for compafison. These documents
should identify the staffing needs of each
clinical department/service and nursing care
unit, the characteristics of the patient's
assignment and the kinds of nursing skills néed-
ed by the current categories of patients in each
unit, In all instances, a registered nurse must
plan, supervise and evaluate the nursing care of

each patient (JCAH accreditatiom manual, p. 53).



Traditionally university hospitals have maintained the
highest ratio of registered professional nurses and the low-
est ratio of ancillary personnel, The rationale for such a
staffing pattern has been that teaching hospitals are large
hospitals with a higher proportion of complicated surgeries
and patients'which require a longer length of stay. Univere-
sity hospitals generally handle more complex cases for teache
ing purposes and therefore require more professional nurses .
(Levine & Phillip, 1975).

When one congiders the complexity of patient care re-
quirements as well as the varied measurement systems for
classifying patients, the task of matching necessary nursing
care resources with patient needs remain a dilemma to every
nurse administrator (Berry, 1975)., Consequently, as a first
step in addressing this dilemma, researchers have recently
concentrated on deVeloping a valid patient classification
system as a means of estimating the complexity of patient
care requirements,

This study will focus on patient care requirements
existing in a university hospital at the University of Oregon
Health Science Center, It will be a partial replication of
a study conducted at the University of Arizona Medical Center
Hospital using a valid patient classification system based
upon the processes of patient care., It will be descriptive

rather than directed toward prescribing staffing patterns,



Review of the Literature

The review of the literature will incorporate the fol-
lowing dimensions: the hospifal as ah organization and the
role of the nurse within the hospital organization; patient
classification systems,; their characteristics, purpose, and

utilization within the hospital,

The Hospital as an Organization

Georgopoulos (1972) describes the hospital as a complex
social organization and its members as psychologically or-
ganized and integrated'persons. Both the hospital and meme
bers are problem solving systems., The members must be able
to adjust to the requirements of the work techmnology and the
physicai featurés of the work place, They are called upon
to perform their roles reliably and to achieve énd maintain
high levels of performance.

The basic'organizing principle that underlies»all acti=
vities in the hospital is the key objective of service to the
patient. There is also concern in the hospital for efficiency
and predictability of performance while rendering this ser-
.vice, and concomitantly an emphasis is placed on economic
efficiency,

Hospitals are sometimes‘compared to factories for pur-
poses of organizational research., Unlike other organizations
which can lend themselves to mass production techniques hos-
pitals are human machine systems, The‘raw'materiai and end

product of a hospital is human and the work within the



organization is too variable and irregular to permit coordi-
nation through any means of standardization. Motivating its
members to the goal of the institution is less a problem than
in other ofganizationse The goals of individual members and
the objectives of the organization are congruent since both
are directed to the patient {Georgopoulos and Mann, 1962 &
Stevens, 1975).

There is an absence of a single line of authority in
the hospital organization as compared to other organizations,
Authofity is shared by the board of trustees, the physicians,
the administrators; and the nursing service director, Hey-
debrand (1973) identified two aspects within the authority
structure in the hospital organization: decision making and
supervision,

The interdependent and interlbcking dimensions which
exist when considering the skills and tasks within the hos-
pital organization are: professionalization and specializa~-
tion (Georgopoulos, 1972 & Heydebrand, 1973). The technical
speciaiist is the person who can perform the more routinized
functions, while the professional performs the complex ser-
vices of the trained expert with the knowledge, judgement,
and specific client orientation., A highly skilled or pro-
fessional worker's activities are self-regulated in that he
has intermalized both operative and reguiative rules of a
profession or organization while the unskilled worker must
have rules specified and their application supervised.

Two aspects of technology which are relevant to all

organizations are discussed by Perrow (1967)., The first deals



with exceptional cases encountered in the work and the nature
of the search process when exceptions occur., He refers to
the search process in exceptional cases as analytical and on
a logical basis and labels the technology in this instance

as nonroutine, The second aspect of technology deals with
ordinary cases in which analysis is not mnecessary and a fore
mal search is not required, This aspect he labels routine
technology.

If tasks are not routine and they require discretion
there will be considerable interdependence and uncertainty
surrounding them, This will necessitate the subordinate and
superior in an organization to comsult frequently to exchange
information and search for optimal solutions to difficult
problems., The nonroutine tasks have little certainty regard-
ing their methods, whereas the routine tasks have well esta-
blished techniques which are sure to work when applied to
similar raw materials,

The hospital with its primary‘goal of satisfying patient
care requirements is a nonroutine type of firm characterized
by analyzable search processes and the need to deal with
exceptions., Perrow (1970) states that in this type of organ-
1zatioﬁ both discretion and power are high with coordination
provided throughvfeedback rather than through advanced plane-
ning, Structural coordination and professional coordination
are two methods by which feedback come about, The structural
coordination is accomplished through department specializa-

tion and the professional nurse acts as a key person in the



professional coordination processes within the hospital
organization (Heydebrand, 1973).

Other variablesin addition to the authority and task
structure within the hospital organization have a bearing
on the complexity of patient care requirements and the econo-
mic efficiency of the organization., Two such variables are
the size and the age‘of the hospital, Organizational size
of a hospital can be measured by the number of patients,
number of admissions, number of beds, number of employees,
assets of thg organization, or total resources., Organiza-
tional complexity of an institution can be measured by case
mix, environmental complexity, division of labor, technolo-
gical cémplexity and departmentalization or scope of service,
There is a strong relationship between task complexity and
the organizational size of a hospital, "Complexity and size
are positively and strongly related to each other, r = ,70"
(Georgopoulos, 1972, p, 89),

The age of an institution is a wvariable which has a
bearing on the organizational complexity and environmental
relationships within the hospital. Presumably older organ-
izations are internally more differentiated and complex than
newver ones, Older hospitals are more stable and have firmer
ties or roots‘in the external environment. Professionaliza-
tion and specialization run high in older teaching hospitals,
The overriding effect‘of age, size and service in teaching

hospitals increases the task complexity of teaching institu-

tions (Heydebrand, 1973).



The Role of the Nurse in the Hospital

Nurse for purposes of this study refers to all regis-
tered professional nurses within the hospital and entails
managerial functions as well as patient care functions, re-
gardless of the mode of care delivery within the patient
care unit,

The term role in this study refers to more than the
conduct associated with a certain position. "A role consists
of one or morevrecurrent activities out of a total pattern of
interdependent activities which in cbmbination prbduce the
organizational output" (Katz & Kahn, p. 179)., The term role
as it relates to nursing entails all of the nursing care
activities to satisfy the patient care requirements and the
hospital organization. These activities are often nonroutine
in nature and entail the identification of individualized
patient care requirements, Therefore, the nurse in the hos-
pital functions within the hospital authority structure of
decision making and supervision (Heydebrand, 1973),

The decision making process of nursing is described by
Haussman and Hegyvary (1975) as the comprehensive set of
nursing activities that are performed in the delivery of
patient care, The four phases of the process are: assessing
patients problems and mneeds, planning care, implementing the
plan, and updating the plan by evaluating the patientt!s re-
sponse., The professional nurse then communicates the deci-
sion-making in the care through an individualiied péin based

upon her assessment and findings, This plan is recorded on



the kardex. The kardex thus serves as a written communica-
tion instrument and identifies a patient's care requirements
from which nurses plan, set priorities, and delegate responi-
bilities to insure continuity in the care process over a
period of time., The kardex also serves in the coordination

of intraunit activities and extraunit services between depart-
ments (Georgopoulos & Jackson, 1970),

The second component of the professional nurse's author=-
ity in the hospital rests in the supervision and delegation
of techmical tasks to her subordinates for coordination of
patient care requirements. Volante (1974) recognizes dele=
gation as a process a supervisor or manager employs to get
the work dome through other personnel, and considers dele-
gation a major skill of the nurse in the supervisory role,
The nurse will consider the factors of patient care require-
ments and acuity of illness as well as the subordinates
knowledge and skill level when delegating and assigning the
work to be done (Beyers & Phillips, 1971; Douglass & Bevis,
1974) .,

The nurse's decision making and supervisory roles within
the institutional process function within two systems in the
total complex of patient care., One is medical in nature and
is concerned with the therapeutic practices as well as the
diagnosis and treatment, This is the "cure" process, The
"care" process deals with the miniStering function and is
committed to the physiological, psychological, emotional and

social needs of the patient, The "“care" function includes
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the perceptive surveillance, interpretation and selective
action applied to the patient's condition., The "“care" and
"cure" processes overlap and nurses in the hospital are in-
volved in both processes (Mauksch, 1966),

The brofessional nurse also acts as a conveyer of insti-
tutional directives to the operating level of the hospital
organization, The implementation and enforéement of hospi-
tal policy to the extent that it affects patient care is
implicitly placed on the shoulder of the head nurse or unit
manager, The nurse also acts as a delegate of the physician,
Although she is employed by the hospital most of her work
results from the "cure" process. The coordinating function
necessitated in the hospital because of the highly special-
ized and bureaucratically organized system of technical tasks
and responsibilities, is a function of authority nurses have
accepted in addition to the "care" and "cure" processes as
described by Mauksch (Davis, 1966),

The nurse's role in the hospital is complex, diversi-
fied, and often in conflict between bureaucratic and profes;
sional norms., There is a dual value system of authority and
responsibility under which the nurse in the average general
hospital functions. One system considers that service to
the patient is the paramount objective; the second is pri-
marily concerned with the economic and maintenance problems
that determine the quantity and quality of service, The
nurse functions within the conflict of the humane, personal-
ized, quality of care on one hand and the predictable, effi-

cient, economical services conception on the other (Brown, 1965),
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At the present time the "care" processes in nursing
are directed toward comprehensively identifying patient care
requirements as demonstrated by thé recording of patient
histories, nursing audits, nursing rounds for the surveil-
lance of care, and patient care planning, The refinement of
patient classification systems baéed on patient care require-
ments could add an additional valuable dimension to the

"care" process,

Patient Classification Systems

Studies in the nursing literature on patient classifi-
catioh.syétems have been based on the tasks of nursing and
have consisted of time and motion studies, functional stu-
dies, hospital statistics, the nurse's perception of the
patient's needs, manpower supply, and educational preparation
of staff, These have most often been conducted in one c¢lini-
cal area or on an intraorganizational basis.

Thé study in the nursing literature on patient classifi-
cation which has had the greatest impact on staffing methods
was conducted by Connors and the Johns Hopkins Operation
Group as early as 1961, Johns Hopkins University Hospital
called in specialists in the physical and social sciences
with the intention that their training and techniques of
inguiry and analysis would shed light on the complex physical
and human system of patient care, Nursing administration,

using a patient condition questionnaire, computed the daily



measure of nurse hours of direct patient care. In the same
study there was'observation of patient care activity and all
direct care was noted, timed and fecorded. The patient's
condition was described as to the level of need in the areas
of mobility, state of consciousness, emotional state, ade-
quacy of vision and isolation, From this study was noted a
combination of levels of problem areas with greater and
lesser amounts of nursing care which suggested the possibi-
lity of numerical scale for measuring the care,

Comnor defined three levels of patient needs: self-
care for those patients who walked and fed themselves, which
required 27 minutes average care time, partial self=care
requiring 53 minutes of care time, and total care of 137
minutes or five fimes that of the self-care patient, From
the knowledge of the number of patients in each classifida—
tion and the average care time associated with Qach the
workload could be estimated.

This study resulted in the creation of the Johns Hopkins
Classification System which is a combination of a factor or
item by item evaluation with a prototype evaluation design
which require the assessor to match the patient being classi-
fied with one of several mutually exclusive categories. The
items ére checked and counted and the totals result ih one
of three pre-established categories (see appendix B).

~ Although the variables Connors used were geared to
factors associated with nursing problems and pathophysiolo~

gical in nature, how representative they were of the problems
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nurses deal with and how they were distributed in the patient
population were open to question, No formal test for vali-
dity was reported in the literature. The writing of Connors,
Flagel, Preston, and Singer, however, made a great impact on
staffing methods (Aydelotte, 1973),

A survey of fhe nursing literature by Berry (1975) re-
vealed that no valid, reliable multidimensional factor eval=
uation instrument for patient classification was in existence
and such an instrument was needed, The Arizona Medical Center
Hospital was using an instrument which quantified patient's
needs, used a five=category scaled classification system and
appeared to measure more than the limited physiolbgical dimen-
sions of patient care., Berry conducted a study which was
directed toward vigorously testing the Arizona Medical Hos-
.pital Classification System for validity and reliability in
the medical, surgical, pediatric, obstetric, intensive care
and orthopedics clinical services at the Arizona Medical
Center Hospital., Twenty«four volunteer nurses acted as data
collectors, Group I was day nurses, group II the evening
nurses who worked on the same unit as day nurses, and group
IIT were float nurses working on different units from the
day=~evening group. The day=evening group received the Arizbna
Patient Classification System form and descriptive criteria
(appendix C), while the float nurses were given the supply
of Johns Hopkins Classification form and descriptive criteria,

Three periods of four hours each were scheduled for data

collection on nine study units and required twenty-eight days
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to complete, Rating of the entire population of inpatients
comprised the data uséd for analysis, Findings indicated the
scale could be used by a number of raters., The reliability
coefficient of r = ,90 for total inter-rater reliability
showed an acceptable level of consistency in the use of the
scale, The reliability coefficients for inter-rater relia-
‘bility by clinical service ranged from .68 (0.B.) with the
others at .80 through 1.11. These data suggest the scale
could be used in a variety of settings with consistency.
Criterion validity for the physiological dimensions of the
instrument was also demonstrated by Berry. Validity coeffi-
cients ranging from .74 to ,76 indicate a fairlyAstrong degree
of agreement on identified nursing care requirements using
matched rating on the Patient Classification Scale of the
University of Arizona and the Johns Hopkins Classification
System of Connors et al. (Hinshaw, 1975).

Patients were categorized from Class I through Class V

as follows according to complexity of care:

Table 1,

Scale of Classification for the University of

Arizona Patient Classification System

Classification by Total Score
Complexity of Care

T o

II ‘ 8-15

I1T 1631

v 32-49

v 50 or abOVeb

a, Low complexity of care,
b. High complexity of care.
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The testing of thé instrument by Berry was conducted in
a teaching hospital and her findings could not be considered
generalizable to hospitals with digsimilar orientations and
objectives, With the consistency of inter=rater reliability
however, the instrument was eligible for further testing in-
terorganizatiohally. Hinshaw in 1975 utilized the instrument
interorganizationally, This review of the literature will
focus on her study at a later time,

Early observational studies with care related dimensions
were reported by Williams (1960), Connor (1960), and Wolfe
and Young (1965), In the Williams study a committee composed
of three nurses, one industrial engineer and‘one psychologisf
developed a "patient pfofile" which served to identify these
seven patient needs: mnourishment, elimination, rest, exer-
cise, social interaction, safety, and therapy. The instru-
ment proved reliable when used by different observers, but
was not used in further investigations, Williams and his
committee recommended it be used as a basis for inservice
education, for ?atient transfers from intensive care to self-
care wards, and as a means of communication between nurses
on different shifts,

Connor's observations were made on patients who displayed
problems in the areas of emotional disturbances; inadequate
vision, and isolation., He observed patients while nurses
were taking temperatures, giving baths, making beds, and com-
forting and helping with food and medications, He found that
patient care was a function of the number of patients of each

type rather than census alone,
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Wolfe and Young studied nursing personnel with the inten-
tion of identifying some numerical figure which could predict
nursihg load based on patient care needs., They used the
Johns Hopkins Claésification Instrument and found that the
amount of care was the sum of both direct and indirect care
needs of each patient, Aydelotte (1973) claimed their state-
ments indicated that these men were not knowledgeable about
aspects of specific assignments for personnel or the product
of quality and how it should be examined, The studies were
highly reflective of a technical approach to practice and
they neglected the needs of critically ill patients who re-
quired professional as well as non-professional attention
(Aydellote, 1973),

The University of Vermont Hospital utilized a patient
classification system for allocating patient care facilities
based upon the level of patient care needs. Preston (1964)
reports how an inpatient nursing condition survey, as well
as an outpatient and emergency room survey was done by nurses
and physicians for the planning and expansion of the univer-
~8ity hospital.

Nurses have‘formulated patient classification systems
for the purpose of staffing allocation (Pardee, 1968; Poland,
1970; and Thomas, 1971). PardeeAbésed her criteria for clas-
sification on patient condition, treatment, and/or procedures
peculiar to a clinical area, She found the criteria for
categories varied between different clinical services to a

greater extent than was expected, and her data proved helpful
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in,planning staffing needs. Poland et al., reported on the
assignment of physical care units (PCU) to patients in the
areas of diet, wvital Signs, cleahliness, suction and oxygen
therapy, toileting and turning.. Five intensities of care
were formulated according to time spent with the patient
ranging from 7.5 to 90 minutes, These were referred to as
nursing care units (NCU). Levels of intensity were estimated
in the patient need areas and PCU's were matched with NCU
units, The authors considered these units as indices for
daily trendé in patient care requirements and nurse staffing
needs, |

Another nursing venture at patient classification was
through a task force of the Califormnia Nurses Association,
who classified patients according to the acuity of need for
care along a continuum as those requiring intensive, moderate,
minimal, or no nursing care. Criteria utilized for classifi-
cation were: physical restriction, emotional factors, nurs-
ing procedure time, and instructional needs, The standards
committee further identified classificétions of nurses to
meet the needs of the patients in the three classifications
according to their clinical, administrative, of éducational
nursing expertise, The system was regarded as a valid way
of judging the worth of a nurse's practice to meet patient's
needs at varying levels, and was acknowledged by Thomas
(1971) as an opportunity for nurses to analyze, criticize,

question, and think creatively about nursing practice,
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Consultative services have been utilized in many areas
of the country by hospitals and nursing services to devise
patient classification systems for staffing purposés. Nurse
ing Jjudgement and the skills of industrial engineers have
worked out various classificationvSysfems that are essentially
similar in their criteria, Patients are categorized according
to intensity 6f illnesé and care times are formulated for each
category (Georgette, 1970; Jelnik, 1973; O0'Malley 1969; War-
stler,1970). Industrial engineers have been able to quantify
nursing activities, demonstrate pattermns and trends, point
out problem areas, design graphic materials and findings,
and provide efficient forms for use., Donovan (1975) recog-
nizes that often these engineers meet resistance, but her
experience has been that they provide realistic measurement
and data on which to base decisidns and actions,

Patient classification systems are not without their
faults or problems, The more negative aspects in the utili-
zation of these systems are recognized by Donovan, 1975;
Price, 1970; and Ryan et al, 1975, The systems measure more
of the technical aspects of nursing and measure care as it
exists, Nursing services are not static however, but are
continually trying to increase their quality of care toward
more comprehensive goals. The systems are not flexible or
comprehensive enough +to measure all the possible variables
within the patient care situation. The variables between
clinical services can be diverse as they are between institu-

tions, This makes it difficult to generalize about the
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effectiveness of a system from one clinical service to another
or interorganizationally, |

A more recent report in the nursing literature directed
to a more comprehensive and flexible classification system
was reported by Ryan, Barker, and Ynboialite (1975). MESA, an
engineering service, and nursing service of the John C; Lin-
coln Hospital in Phoenix, Arizona, worked toward a twofold
goal of accurately predicting how much nursing time each
patient would need during eight hours and identifying the
level 6f nursing skill required. Nursing administrators
looked at nursing care needs as described by Kakosh (1959),
while team leaders considered patient care needs., As a re-
sult, nursing service and the team leaders developed a more
comprehensive acuity rating guide in 10 categories, The
categories included: bath, activity, medications, treatment,
dietary needs, vital signs, social needs, special tests,
respiratory needs, and a special factor evaluation section
to which additional needs could be added. This allowed for
a rating of all factors applying to a specific patient.
Team leaders and nursing administrators have found this fore
mat comprehensive and helpful in providing more independence
in‘staffing decisions based on individualized, personalized
patient assessment. The engineers devised staffing tables
mathematically relating to patient acuity ratings and to
skill levels of nursing hours for each nursing unit,

Hinshaw's study referenced earlier in this literature

was interorganizational in scope making it possible to compare
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care requiremeﬁts in different types of hospitals. The
ratioﬁale for the study was that technological advances and
changing value systems have forced an increased use of health
services with a decline in economic resources, The utiliza-
tion of personnel based on patient care requirements was a
central theme of the study and the following questions were
addressed: Do requirements for nursing care vary in differ-
ent types of hospitals? Do nursing care requirements of
clients in teaching hospitals differ from those rated in
private community énd county hospitals? Do clients in teach-
ing hqspitals have greater requirements on care dimensions
which must be delivered directly by professional nurses?

The classification system validated by Berry was utilized
to document patient careirequirements. These requirements
were measured by 16 raters in the following six hospitals:

a university hospital, a county hospital, two private hospi-
tals, a community retirement hospital, and a community medical
center, Data were collected for 12 days and a total of 15,
566 patient cases were recorded, The raters obtained the
data from the kardex of each clinical unit suppleﬁented by
contact with the charge nurse in instances of missing data.
The raters were assigned to a specific clinical unit for 12
days of data collection, Clinical services surveyed were
medicine, surgery, pediatrics, obstetrics, and critical care
units, Patient care requirements were measured in the eight
categories of the classification instrument: activity, hy-

giene, feeding, medication, vital signs, treatment and
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medical orders, physical or mental impairment, and the emo-
tional component,

The mean value of patient care required by clients in
‘the various clinical services, was shown in each major cate-
gory of the patient classification system across the six
different hospitals, The Duncan range procedure was used by
Hinshaw to determine if a significant difference existed
between these mean values, Significantly higher mean values
existed for patient care requirements in the emotional cate-
gory in the university hospital as compared to four other
institutions. Biases of nurses in the hospital system and
the fact that the patients in the university system do not
have avprivate M,D., but rely on the nurses for emotional
support were noted as reasons for this finding. |

The university hospital had fewer care requirements in
the féeding, hygiene, and activity categories than other
hospitals, All'other‘hospitals had a higher percentége of
patients 65 years or older during the data collection period,
The percentage range for patients 65 years or older was 38.7%
to 68%, The university hospital had an average of 21,5% at
the time of data collection. The dependency need of the
geriatric patient in the areas of feeding, hygiene, and acti-
vity account for the increased patient care requirements in

the other hospitals,

There was no significant difference in the medication or
impéirment category between the six hospitals, The university
and comﬁunity retirement hospital had fewer patient care

requirements in the vital signs categories, The fact that
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routine orders varied and no routine was given for the commun-
ity retirement hospital or university hospital contributed to
this finding., The community hospital showed significantly
higher mean values in thé treatment and medical order cate-
gory as a result of the more complicated surgeries, When
considering total mean values between hospitals the signifi-
cantly higher values for the community medical center in
surgery, critical care and pediatrics were explained by the
volume and types of surgeries conducted (Hinshaw et al, 1975).

Using Perrow's theoretical framework as her rationale,
Hinshaw categorized the emotional, impairment, treatment and
medical orders, and the administration of medications as more
often nonroutine techmnology which are less apt to have stand-
ardized procedures and are less predictable., She inferred
these areas most often require direct implementation by pro-
fessional nursing staff, The university hospital showed
greater nursing care requirements than other hospitals in
these areas and therefore could require more professional
staff to meet the needs. Clients showed fewer care require-
ments in the areas of vital signs, feeding; hygiene, and
activity. The latter care requirements were labeled as rou-
tine tasks and it was implied they could be safely delegated
tasks to non-professional staff,

The theoretical framework of Perrow for the delegation
of tasks to the lowest level of employee does not encompass
the variables of acuity of a patient's illness or staff's

level of competency to meet the patient's care requirements,
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Hinshaw's descriptive study did not test the theoretical
explanation upon which she based task deiegation.

A low level task in a task analyzed classification
scheme can be attached to a complex patient with varying.
degrees of physiological as well as psychosocial needs
(stevens, 1975).

Rawlinson (1976) pointed to the consideration that all
nonroutine factors do not necessarily always occur infrequent_
ly or lack standard procedures, nor do all routine factors
necessarily occur frequently and have standardized procedures,
Several queétions relating to the methodology Hinshaw used
are raised. Since there were 12 consecufive days of data
collections and raters were assigned consistently to one
clinical unit, one questions how duplication of data or rater
error were avoided., 1In regards to the kardex data, were all
data complete and were the formats consistent between the
hospitals? Was there some degree of consistency in the qual-
ity of the kardex documentations? One wonders why Hinshaw
did not include another university hospital among the other
five hospitals surveyed (Rawlinson, 1976),

Indirect care requirements or the number of inter-health
team contacts and demands on nursing personnel were not inclu=-
‘ded in this study. Only direct care requirements were mea-
sured., However, this issue is of particular interest in a
university hospital because of the amount of time nurses
spend in coordination of specialized services as well as the

large numbers of contacts made with health care students of
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a variety of disciplines, A patient with a high complexity
of patient care requirements could also require more coordin-
ation of activities and consultative requirements.

Scientific managers have tried to measure nursing out-
put by their own cohcepts of time and human foort. This
has led to the innumerable studies in the review of this
literature, Nursing tasks have been analyzed on the basis
of time and the delegation potential for the task directed
to the lowest level of employee possible, This is where
management science theory presents problems for nursing
practice, for patients refuse to act like programmed units
(Stevens, 1975), DPatient care requirements, task complexity,
and staff capabilities are more frequently assessed by nurses
on an individualized basis as described earlier in the review
of this literature.

It_is difficult to make exact statements about the amount
of staff necessary to satisfy patient care requirements, The
variables that confound any precise stateménts are the pa-=
tient'!s diagnosis, age and complexity of illness as well as
the individual variations in staff knowledge and skill, It
is impossible to gquantify the inherent qualitative variables

at this time,
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Purpose of the Study

The study was a partial replication of the Hinshaw
study. Its purpose was to identify mean patient care require-
ments at the University of Oregon using the University of
Arizona Hospital Patient Classification System, The variable
of institutional age between the two university hospitals was
cbnsidered when comparing the mean patient care requirements,

The study focused upon the following questions intra-
organizationally: Whét were the patient care requirements
at the University of Oregon Hospital? Did the patieht classie-
fication system comprehensively measure a patients care
requirements? As a basis for staffing, is the patient classi-
fication system representative of the nurses' work situation
in a university hospital?

This study differed from the Hinshaw study in that six
faqtors in the patient classification system were documented
in addition to the éight categories reported in her study.

The patient classification system was critiqued,

Interorganizationally the following questions were
addressed: Was there a difference between patient care re-~
quirements at the University Hospital of the Arizona Medical
Center founded in 1971, as compared to the University Hospi-
tal of the University of Oregon Health Sciences Center founded
in 1956? If so, in which categories of the patient classifi-

cation system did patient care requirements vary?
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CHAPTER II

METHOD

Setting and Subject

The population for this study was drawn from the Uni-
versity of Oregon Health Sciences Center Hospitals, These
hospitals are affiliated with a school of dentistry, school
of medicine and allied health, and a school of nursing. The
North hospital has a bed capacity of 162, The obstetrical
clinical service was surveyed in this hospital., The South
hospital has a bed capacity of 338 and the medical, surgical,
pediatric, and intensive care clinical services were surveyed

in this hospital,

Instruments

Data for the study were obtained from the patient care
kardex and documented on the University of Arizona Patient
Classification Instrument, A sepafate classification sheet
was used for each unit surveyed. This form was labeled in
the upper right hand cormer indicating its service, i,e,,
surgical (see Appendix D).

The date and hour of data collection were noted, Patient
room numbers were written in the area for patient names prior
to the data collection period., The allocated beds were indi-
cated for each unit under the date. The sample to be drawn

from each unit was indicated in parenthesis next to the allo-

cated bed figure,
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Under patient name on the classification instrument
are columnar boxes for writing numbers reflecting the patient
care assessment which corresponds to the vertical 1list of
item weightings on the left hand side of the page. To the
left of each number are the item or sub-item, FEach sub-item
is weighted on a scale of one through nine, representing the
amount of nursing care time or complexity required to assist
a patient with a specific item of care; e.g., eight for sube
item comatose indicates the need for a large amount of time
and care for patient assistance,

At the bottom of the face sheet is a series of blocks
for noting the total score and class for each patient listed
and assegssed, The bottom line was used for category or class
designation of the patient., There are five such classifica-
tions ranging from Class I with a total score not exceeding
seven, through Class V, with a total score of fifty or more,
This allows for classifying the patients according to com-
plexity of care as previously described in the study of Berry.

Two othérvinstruments used in this study were the patient
care kardex and the medicafion kardex (see appendix D). Both
kardex are kept in files on the nursing station of each unit.
The patients care requirements as well as cﬁrrent medical
orders and treatments ars recordedion the patient care kar-

dex, The patient's current medications are recorded on the

medication kardex,
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Procedure

A random sample was drawn which represented all the
allocated beds for a particular unit. The sample was based
on the average six month occupancy percentage of each unit
from July through December of the previous year. Table 2
shows the services, units, beds, average occupancy percentage,
and sample from each unit surveyed,

The appropriate notations were made on the patient clas-
sification sheet, The next six factors in the classification
instrument were documented only if noted on the kardex and
the figures were computed separately, Patient care require-
ments were documented from the kardex in the areas of acti-
vity, hygiene, feeding, medication, vital sign, treatment and
medical orders, physical or mental impairment, and emotional
components, The data were collected three days during the
week, namely Tuesdays, Wednesdays, and Thursdays. These days
Qere chosen to avoid the admittance and discharge schedules
of the wéekend.

Two data collection periods were conducted to establish
more representative ratings. In that the average length of
stay for all patients at South Hospital is 7.9 days, a one
month interval reduced the possibility of duplicating data.
The order in which clinical units were surveyed in the first
data collection period was reversed in the second to balance

ocut any order effects which may have inadvertently occurred,



Table 2,

Data Collectiom Formatb,

Services Surveyed, Units,

Beds and Occupancy Percentage, Sample Surveyed,
Service Unit Beds Occupancy % N
Medical 84 26 56 15

124 34 79 27

8¢C 28 81 23

Surgical 7A 28 68 19

104 2% 81 22

9C 28 76 21

7C 20 65 13

Intensive SICU 8 W7 4
Care

CHR 6 57 3

MICU 6 65 4

Pediatrics 134 25 59 15

1hA 23 by 1h

Obsteﬁrics ksE 30 75 23

Total 203

29
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Data Analysis

Upon completion of the coilection of data, a table was
formulated from the total patient scores on the bottom line
of the classification instruments., The number of patients
were noted according to clinical service, their age range
and mean age was computed from the classification instruments.
Patients were placed in classification according to the com-
plexity of their care, Percentages in each classification
were noted,

Mean figures were totaled for each category by summing
the numbered subitems across each column and entering this
figure to the left of the weighted figure (see example appen-
dix D). These figures were then divided by the total number
of patients categorized on a unit to obtain the mean amount
of patient care required in each category. The totaled mean
category figures were placed in a table depicting each cate-
gory according to clinical service. A total mean patient
care requirement figure was computed for each clinical area
by summing éach-category mean figure. These total mean
patient care requirements were entered into a table accord-
ing to clinical service along with the total mean patient
care requirements from the University of Arizona Hospitale.
The category mean figures were entered into eight separate
tables along with the corresponding category mean from the

University of Arizona Hospital,

An F test was computed between the means of the first

and second data collection periods of each clinical service
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to determine if a significant difference existed between the
two periods,

Mean patient care requirements in different services at
the University Hospital South of the University of Oregon
Health Sciences Center were éxplored. Comparisons between
total mean patient care requirements across the five clinical
services wefe made between the University of Arizqna Hospital
and the University of Oregon Hospital, Z scores were compu-
ted to determine if a significant difference existed between

the category mean scores of the two institutions.
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CHAPTER III

RESULTS AND DISCUSSION

This study was baéed on 383 ratings of patient care
requirements, There were 196 patient ratings in the first
data collection period as compared to 187 in the second, a
difference of 9 ratings. The total of the two rating periods,
which was based on the average daily occupancy rate fell short
by 23 ratings because cof the leower patient cemsus at the time
of data collection, From a total possibility of 26 clinical
units, the 23 ratings were distributed in the follqwing
services: pediatrics (6), surgical (7), medical (3), and
obstetrics (7).

It was of interest to determine if patient care require-
ments differed between the two data collection periods, In
four clinical services there was no significant difference,
Only the medical service showed a significant difference, F
(6&,61) = 1,64 p < .05, The total patient care requirements
tabulated for medical services indicated that more patients
wére on restricted activity during the first data collection
period as compared to the second, This resulted in a range
of scores 2 to 6 times higher fhan‘those which would be re-
corded for patients who are independent or in need of minimal
assistance with activity. As might be expected, scores in
the hygliene and feeding categories were also higher as a
result of the restricted or confined activity of the patients,

These patients also needed assistance or complete assistance
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in the hygiene and feeding categories, During the first data
collection period as compared to the second there were more
patients who were receiving oxygen and respiratory therapy
and requiring closer observation, These therapeutic treat-
ments contributed to increase the total mean patient care
requirement sgores; These data indicate that a second data
collection period was.not necessary for 4 out of 5 climical
services, however, the larger sample size adds strength to
this study and gives more credence to the tabulated mean
patient care requlrements,

The remaindexr of this chapter is divided into two sec-
tions, (1) intraorganizational findings eof patient care
requirements at the University of Oregon Health Sciences
Center, University Hospital, (2) interorganizétional analysis
of data, comparing differences of mean patient care require-

ments between the University of Oregon and the University of

Arizona Hespitals,

Intracrganizational Findings

Age Range and Cgmglexitx of Care

The number and age range of each patient surveyed in
each clinical service are shown in table 3. The total age
range for all services combined varied widely from 4 months
to 89vyears. The widest range among clinical services was

in the intemsive care service from 2 to 77 years,



34

Patients who are 65 years and older require as much as
22% more nursing care time than other patients (Price, 1970
& Donovan, 1975). At the time of data collection there wére
79 patients who were 65 years or elder in the medical, sur-
gical, and intensive care éervices. This amounted to only
21% of the total number of patients surveyed. If there had
been more patients 65 years or older, complexity ratings
could have been greater, The records from the admission
departmént of South Hospital consistently show that patients
65 years or older comprise 20 to 25% of the total cemsus,

This 21% finding at the time of data cellection appears to
be in accord with the hospital records.

The percentage classification in Table 3 indicates the
coﬁplexity of care required by the patients in the five clini«
cal services, The scale used in this classification was pre-
viously explained in Table 1, page 14, The medical, surgical,
and pediatric patients are primarily imn the class III category
or mid-range in complexity of care, This is an expected find-
ing for if the complexity ratings were in the upper ranges of
class IV or V, the patients would qualify for intensive care
nursing, In the latter élinical service, closer observations
and assessments of the complex patient care requirements can
be made by the nurse, fluctuation in patient céndition can
be noted and interpreted, and interventions can be expedited
efficiéntly. The complexity of the class V patient in the
intensive care units reached as high as 101 points, or four

times the number to qualify for the class V category. While
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Table 3

Distribution of Patients by Clinical Service,
Universitj Hospital, University of Oregon,
Number of Patients per Service, Age, and
Percentage in Each Class Denoting

Complexity of Care.

Patients Age Mean Percentage in
Service per Range Each Class

Service (yre) Age I 1IT IIT 1V v
Medicine 127 17-89 50 1 25 50 17 7
Surgical 143 15-8% 52 5 16 38 30 11
Pediatrics 52 4 mo,.-16 4 5 19 33 33 10
Obstetrics 39 14-39 23 2 59 31 8 o0
Intensive 22 277 39 (4] 0 0O 18 82

Care

Totals 383 b mo.-8B9 14,2

® Classification based on the total score of care
requirements according to the following designation:
0-7 I, 8~15 II, 16-=31 IIT, 32-49 IV, 50 or more V,
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intensive care had 82% of their patients in the Class V cate-
gory, obstetrics had 61% in the class I and II categories,
These two climical services are at the opposite ends of the
continuum as far as complexity of their care requirements is

concerned,

Mean Patient Care Regquirements

Mean patient care requirements imn all categories of the
patient classification instrument were consistently higher
in the intensive care areas and lowest in the‘obstetrical
unit (refer to table 4),

These data project an expected pattern. Patient care
requirements in the obstetrical unit are more routine in
character with fewer exceptiomns occurring, except for»the
occasional cesarean section, placenta praevia, or preeclamp-
sic patient, The routine tasks such as the application of
heat and cold, perineal care and breast‘care have well esta-
blished procedures which are not in need of analysis., Under
Perrow's scheme these could be considered routine techmnology
and one would expect these tasks could be delegated to a
sub=-professional employee, The exact opposite is true in
the intensive care areas where exceptional cases are emcoun=-
tered which require menrocutine procedures to satisfy the
patient care requirements. The potential for delegation of
the tasks in both clinical services ﬁould be dependent on

staff level of kmowledge and expertise (Perrow, 1967 &

Aydelotte, 1973).



37

*2O0TAXOE TEOTUFTO Yoee uT pefoaans

sjuetsed Jo Jequnu €303 oY} Se3BOTPUT siseyjuexsed UT JequnU oGL

16°99 LLet Lo°z we'9e 0L*1i - 9°¢ gL°9 th°9 (gg) exep
BSATSUWORUT
€6°h1 0 0 94°9 90°% - Go°1 L 86°1 (6£)
S0TJI303840
A KA 99°0 i4°0 6€°01L £€8°% 8 g8¢°¢g 6S°Y cLe¢ . (29)
gotTajerped
zo°Le 19°0 9L°1L 91°0L £€8°9 &~ 9z°2 ne'z 9%°¢C (€qt)
TeoTdang
65°ze £0°1 84°0 gL HL°9 = 19°1 69°2 Hi°¢ w {L21)
TeoTPeK
SUBONH jusw sSI8PILO SUOT3ED sud g
TeaoT3omy TBeOTPeN Burpsag sueT8Ag A3 TATIOV 80 TAISS
T=30% =xtedwy xq =TpPel Te3FA

Je3ue) Seouslos Y3lTeeH uofex) Jo LA3Tsaeatun ‘tezTdsoH L3Fsasatun

seTI0deqe) JUSTH U Se0TAISS TEITUTITD OATJ JO SiuUusuaIfnbey exw)y juetired Ues

# elqey



38

Total mean requirements for the surgical and pediatric
services, 27,02 and 27.27 respectively, were higher than those
for medical services, 22,59, The higher mean values as indi.-
cated in the treatment and medical order column contribute to
these figures and result from the major theracic; cardiovas-
cular, and gastric surgery cases. These cases require more
complex nursing procedures which lnvelve chest tubes, gastro-
intestinal tubes, suctioning, irrigation, dressings, and
closer observation, These combinations of treatments result
in the 4,43 higher mean requirement for the surgical units
@ver‘medical units, The higher values of the pediatric wumit
resulted from closer observations meceasitated by the age
factor, It was noted that dressings and chest tubes result-
ing from patient ductus surgeries and urclogical surgeries
also contributed te the pediatric mean in the treatment
category,

The following section discusses the eight individual
categories in the patient classification instrument. Routinse

and nonroutine patient care reguirements will be sxplored.

Routine Categories of Patient Care Regquirements

The activity, hygiene, feeding, and vital signs cate=
gories were categorized by Hinshaw as routine technology.
The tasks associated with satisfying patient care require-
ments in these categories have well established procedures in
which few exceptions occur. They require no analysis, and

are more prodictable,
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The inability of the pediatric patient to maintain self-
care because of age and/or illmess is reflected in the greater
mean values in the activity, hyglieme, and feeding categories
of table 4, HMost pediatric patients were imn the restricted
subcategory and needed assistance in ambulation, They also
required assistance or complete assistance in their hyglene
and feeding care requirements., Mean surgical patiemt care
requirements in the feeding category are greater than medical,
Tt was noted at the time of date collection that this differ-
ence‘resulted from a number of patients who required tube
feeding following radical mneck dissections and gastric sur-
geries, The high mean values in the intemnsive care units is
an expected finding because patients aire most oftem tetally
dependent in‘their hygiene, feeding and activity requirements,

These three categories, activity, hygiene, and feeding,
are sometimesvreferred to as activities of daily living,

Team leaders were frequently comnsulted by the investigator
because of lack of documentation on the kardex care plan
regarding patients care requirements in these activities,

The vital sign category was c¢lassified as réutine tech-
nology by Hinshaw, She related in her study that the wvital
signs category shoﬁld be interpreted cautiocusly, Rater accu=
racy was fouud to be questionéble in this category except in
the intensive care, where electronic monitoring is ﬁost often
the case., Patient care requirements im this category were
confusing for the investigator to document because of the

various interpretation given to the term "routine vital signs¥
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written on the kardex care plan., The interpretation of vital
signs varies between clinical units, On one unit "routine"
might indicate monitoring only blood pressure once a shiff.
On another it could mean monitoring temperature, pulse, and
respiration ranging from once a shift to every two, three,
or four hour intervals, If the house officer was to be noti=
fied in case of an elevated temperature, fluctuation in bleod
pressure, or irregularity in pulse, the patient was categor-
ized ﬁnder observation in the treatment and medical order
category., The patient classification criteria identify fre-
quent vital signs under observation, Because of the unreliam
bility of the documentation, the wvital signs category was
eliminated from the total mean values as shown in table Ui,

The omission of the vital signs category in no way dise-
counts the importance of these signs, They are lmportant in
patient éssessment and patient care planning., A patient's
blood pressure, pulse, respirations, and body temperature
can give the nurse important information regarding a patient's
physiological condition and stability.

Frequent monitoring of these signs is a component of
the assessment process the nurse uses and can be used to
verify a patient's physiological condition. They are an
objective set of data which help to validate a problem or
diagnosis upon which the nurse intervenes, plans the care,or
sets priorities for care (Bloch, 1974). The nursing care
activities or intervention in patients in which instability

is a problem is clearly stated by Beland, 1970,
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Many of the activities of the nurse in the
care of these patients are directed toward
(1) gathering information about the nature
of the internal enviromment of the patient
(2) modifying the external environment so
the adaptations the patiemnt is required to
make are within his capacity to make, (3)
supporting the effoerts of the patient to
adapt or respond, and (4) providing him
with the materials required to maintain
the constancy of his internal enviromment
(Beland, 1970, p, 46),

Follewing the intervention, the signs are evaluated to
determine the effectiveness of the intervention and the nur-
ging process 1s resumed. In view of this explanation of the
nursing‘process as it relates to vital sign assessment, it
seems apparent that many exceptions can occur, One can doubt
that this category sntails routine techunology.

It might be safe to say that the technical aspect of
the monitoring process, the use of the thermometer or the
sphygmomanometer and étethescope, are routine techmnologyj
however, the interpretation of the findings and how they re=
late to patient condition is most certaimnly monroutine, The
interpretation is nbnmpredictable, regquires analysis and
formal search, and the decision-making process of the pro-
fessional nurse (Beland, 1970; Bloch, 1974; Perrow, 1967).

The vital signs category entails both routine and nonroutine



technological aspects, If the tasks related to vital signs
are delegated, the nurse and her subordinate will consult
frequently to exchange information and search for optimal
solutions, The coordination process of these tasks will be
by this feedback procedure rather than advanced planning
(Perrow, 1970).

Identifying the activity, feeding, hygieme, and vital
signs categories as routine technology is possible since the
procedures which satisfy patient care requirements in these
categories are well established, have few exceptions, and
are more predictable'invtheir outcome., However, the wvariable
of patient condition is antecedent in the nurses! decision-~
making process when delegating technical tasks, When one
considers using this classification system as a basis for
assigning nursing personnel,; one must consider patient con-

dition, the nature of the tasks, and expertise of the staff.

Non-Routine Categories of Patient Care Reguirements

The medication, treatment and medical order, impairment
and emotional categories were discussed and categdrized by
Hinshaw as non-~routine patient care requirements, These
categories are areas in which exceptional cases can occur
with less predictability. The procedures are not as often
standardized and require an analysis and search process,

The medication column of table 4 shows the amount of
care required to administer medications in the five clinical

services, The empirical range O =~ 16 closely approximates
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the theoretical range of O -~ 19 for this category, Obstetrics
with the lowest requirements is not an unusual finding in that
treatment by medication is not a big component in treating
obstetrical patients. Intra-venous feedings or medication are
used infrequently. The figure does not reflect the fact that
patients most often keep their medications at the bedside for
self-administration, Mean requirements in surgical, 6.83,

and medical, 6,14, are similar while the intensive care fige
ure of 11,30 would be an expected finding since intravenous
medications are most often used in this area, A subcategory
indicating self-medication should be incorporated into the
system to make the classification instrument more comprehen-
sive. Since patient education and patient compliance are two
concerns of the nurse when patients self-medicate, a complex-
ity ﬁeighting of five is warranted,

The treatment and medical order category measures the fre=
quency of nursing care requirements to perform ordered treat-
ments, and/or complete necessary observations of the patientis
physical condition, The empirical range obtained is similar to
the theoretical range; i.e., 0=57 versus 0-61 possible, The
surgical mean requirement, 10,16 and pediatric, 10,39, were
greater than the obstetric and medical services, The higher
mean figures in these clinical areas were discussed sarlier
in this chapter, Treatmenf and medical orders in the inten-
sive care services were noticeably higher than in the surgi-
cal or pediatric services, Respiratory assistance and therapy

along with suctioning and chest tubes were found to add to the
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higher mean patient cafe requirements in the critical care
services,

The impairmemt categoery o¢f the patient classification
instrument is defined as the nursing care required to commu-
nicate effectively with the patient, The empirical range
was O - 14, while the theoretical range is O = 16, The wide
variation between these two ranges could reflect minimél
documentations on the kardex for this category. Another as-
pect to consider, however, is the fact that 21% of the
patients at the time of data collection were 65 years or
older, A higher percentage in this age group might add to
the subcategories of visual, hearing impairment or confusion,
There was no impairment documentation in the c¢bstetrical
unit, The most difficulty with communication was im the
intensive care services, 2,07 mean patient care requirements,
Patients with neurological deficits fellewing cardiovascular
accident, neurologicai surgery of the brain and spinal cord,
or patients with visual impairment following corneal trans-
plant and cataract surgexries contributed to the surgical
mean value of 1,16, Communication difficulty, confusion,
and seizure activity were found‘to be the impairment preblems
with vhich the staff were most frequently dealing.,

The investigator made a decislion prier to data collec~
tion to record the emotional category only if documentations
on the kardex reflected that staff‘were actively dealing with
a patient's seociocemoctional care requirements., The intent wés

to avoid a subjective element of interpretation from the team
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leaders., Thq emetional category refers to nursing care
needed to achieve or maintain equilibrium in relation to
seven typea’of emotional problems and reactioms. Each
reactioen or problem has an equal welghting of five,

The empirical range was found to be only O - 5, while
the theoretical range is 0 = 35, A patient could possibly
display all these reactions at omne time, It was mnoted that
the documentation of patient care requirements on the kar-
dex was low and that the actual patient requirements could
indeed be higher, If a notation was on the kardex regarding
a pafient's psycho=social requirement, it was documented in
one of the subitems of thé classification instrumenf, even
though the terminolegy differed;

There was mo kardex documentation im the obstetric
service, Intensive care mean value was 1,11, surgical 6.16,
pediatrics 0.66 and medical 1,03, Since the institution has
an affiliation with a schoeol of nursing in which psychosocial
patient needs are stressed, one would expect more evidence
of the identification of these patient care requirements in
all clinical services.

The previeus four categories, emétional, impairment,
treatment and medical erders, and medications, were clasgi-
fied as noh—routine technelogy by Himshaw., These categories
entall assessments and proeocedures which need to be analyzed
on é logical basis, require a search process, and are less
predictable, This investigator concurs with Hinshaw in this

determination, however routine dimemsions are also a component
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in each of these categoiiesg, The delegation of the work to

a subprofessional smployee is less likely im these categories.
If it is delegated, discretiom would be used by the profes=-
sional nurse and the coordination of any activities related
to these categories would be accomplished through comstant
feedback (Hinshaw, 1975; Perrow, 19673 & Perrow, 1970),

Both routine and noen-routine categories of the patient
clagsification system invelve the Ycare® amnd “cure process,¥
the two systems in the total complex of patient care. When
responding to patient care reguirements im all categories of
the patient classification system, the nurse functions within
the authority structure of decision-making and supervision

(Heydebrand, 1973 & Mauksch, 1966),

Six Additional Factors

Patient care requirements were noted in the first six
subcategories of the patient classgification instrument if
documented on the kardex, The scores were not included in
the total mean values of this study since Hinshaw did not
report in these areas, These subcategories include: the
admission or transfer of patient to/frem the unit, emergemn-
cies existing with a patient, patients scheduled for surgery,
a patient?s first post-operative day, diagnostic testing in
which the nurse participates, and the teaching of a patient
and/or family,

Admissions were noted im 13 instances, This number is

small, however not all admissions would nécessarily coincide
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with the data collection time. The admittance procedure is
an important and time consuming process., It is important
because it is the time when the nurse gathers subjective
and objective data upon which to make a diagnosis and plan
the nursing care based omn the pétient's care requirements,
The admittance procedure i1s for fact-finding and requires
the full utilization of the nursing process and time eof the
professional nurse. Admittance, transfer, and discharge
procedures and processes compound patient care requirements,

Any acute crisis or emergency that requires a ome to
one nursing intervention adds to the complexity of the
patient care situation, Although there were no such crisis
noted during the data collection periocd such emergencies are
likely to occur and are worthy of incorporating into the
total patient care classification system,

Preparation of patients for surgery or care of patient
daring the first postnoperative day were noted in the two
pediatric units and four surgical units., Therewere 13 pre-
surgical preparations documented while first post-operative
day was noted in 18 instances. In the kardex documentation
from unit to unit there is little consistency to signify
these two areas of patiemnt care, Meeting the psychological
needs of patients and families during the first post-opera-
tive day can add to the complexity of a patient's requirements,
The need for imntravenous feeding and pain medication during
the immediate postépefative peried as well as new medical

and treatment orders add to the complexity of care. This
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post—operative category should be added to the treatment
category and incorporated into the total mean requirements
for a patient's care,

Diagnostic testing was representative of tests in which
the nurse would participate by patient preparation, assistance
to the physician, equipment preparation, or coordinating with
another department, i.e¢, Go¢lI. x=ray, lumbar puncture, bone
marrow exam, glucose tolerance., Routine blood drawing was
not included in the reported values, Medical and surgical
mean requirements were comparable at 3,0 and 2,9, while pedi-
atrics was the highest at 3,42, Diagnostic testing was lowest
in obstetrics, 1.14 and intensive care had a mean value of
2,16, Since the institution is a teaching and research cen-
ter to which patients often come for diagnosis, one would
expect a good portion of a patients care requirements to be
in the area of diagnostic testing., Nurses actively partici=-
pate in the diagnostic process, Although diagnostic test:
originate from the "cure process," the "care process" over-
sees, evaluates, coordinates the procedures, and monitors
the patient closely foer any possible complications following
the test,

Teaching requirements were documented on 10 kardex nota-
tions; mno family teaching was identified, The teaching
pertained to diabetic patient care requirements and instruc-
tion in coughing and deep breathing. Since illness forces
patients into unfamiliar hospital situations, patients are

often faced with undue fear and anxiety. Assessing a
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patient's learning needs and responding to the individualized
gituation can alleviate uncertainty and help the patient cope
with physical, psychological, and social stresses. Although
it has been shown by Meyers (1964) and Lindeman (1971) that
the structured teaching approach is more effective than the
unstructured, both methods occur in the hospital situation
and both reduce the stressful evenis which patients face in
the hospital., Nurses are continually teaching in the patient-
nurse relationship, however, they are not documenting the
practice, A portion of the kardex devoted to patient and
family teaching notations might facilitate this process and
remind staff of this important patient need, Teaching sub-
categories in the classification system might include the
method of teaching: structured, umnstructured, individual-
ized, family centered, or group teaching. The weightings
could also reflect the content of the material taught, i.e.,
teaching the diabetic pathophysiology and care would be
weighted heavier than an informal unstructured explanation
of the admission procedure, Teaching is part of a patient's
care requirements regardless of clinical service and needs

to be a major component of the classification system (Kozier
and DuGas, 1972 & Skipper and Leonard, 1965).

All of the six additional factors are worthy of incore
porating into the patient classification system for the pur-
pose of making the system more comprehensive., Restructuring
and reweighting of the categories is meeded, The addition

of these factors would make the patient classification more
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congruent with the work situation and with the responsibili-
ties of nurses in the hospital organization. They are part
of the total complex of patient care and contaimn beth routine

and non-=routine techmnological aspects.

Interorganizational Findings

Total Mean Patient Care Requirements

The total mean values of patient care requirements in
the five clinical services at the University of Oregon (UOHSC)
and the University of Arizona (UAMC) are compared in table 5.
These values do not include the vital signs category which
was omitted because of rater error, Total mean patient care
requirements were not tested for significance because raw
score figures were not available to allow for the deletion
of the vital signs category.

Mean figures of the University of Arizona are based on
sample sizes which are 5 to 8 times theose of the University
of Oregon, The greatest difference in sample size was in the
intensive care service where the University of Arizona data
were based on 168 patient care documentations as compared to
22 of the University of Oregon. The intensive care service
also showed the largest variation between mean patient care
requirements, 14,62, Other differences between the mean
requirements were: medical 3,41, surgical 7.16, pediatrics

2,99, and obstetries 3,67. The surgical difference of 7.16
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Total Mean Value of Patient Care Requirements 4

per Clinical Service

University of Oregon and University of Arizona

Clinical University University
of of
Service Oregon Arizona
Medical 22,59 (127) ° 19,18 (586)
Surgical 27,01 (143) 19.86 (720)
Pediatric 27.27 (52) 24,28 (333)
Obstetric 14,95 (39) 18.66 (243)
Intensive 56,91 (22) - 42,29 (168)
Care

a, Mean Values minus the vital signs category,

b. Number in parenthesis indicates the total number

of patients surveyed,
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was based on a sample size of 143 from (UOHSC) compared to
720 from (UAMC). The large variations in sample size between
the two imstitutions cammot be disregarded as contributing to
the mean value differences,

The Z scores which were tabulated between category means
will be discussed in the next section of this study. One
observation is to be noted here regarding clinical services,
Intensive care scores showed a statistically significant
difference existed in all seven categories of the patient
clasgification system.

In contrast, obstetrics had only one category in which
the score was significantly different: treatment and medi-
cal orders, Once again intemnsive care and obstetrics are
at the opposite ends of the continuum as far as complexity
of patient care requirements is concermned. What was found
to exist intraorganizationally has been found to also exist
interorganizationally, The question regarding the reliabil-
ity of the patient classification system is strengthened by
this finding. The routine dimensions displayed in the obste-
trical tasks'apply once again, Few exceptioms occur in this
service, The usevof subprofessional employee could be possi~
ble, In contrast the intensive care units at the University
of Oregon Health Sciemces Center with their highly signifi-
cant patient care requirements, non-routine in nature, need
ample knowledgeable professional nursing staff to satisfy

patient care requirements in all categories of the patient

clasgification system,
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Comparison of Mean Patient Care Regquirements by Category

The mean values of the routine patient care categories
of activity, hygiene, and feeding betweemn the two institu~
tions are depicted in tables 6, 7, and 8. The Z scores in
the activity category showed a significant difference existed
between the University of Oregon and the University of Ari-
zona in the medical, pediatric and intemnsive care services,
The hygiene category was found to be significantly different
in pediatrics and intensive care only. The University of
Arizona had higher mean values for hygiene in the medical,
surgical and obstetrics climnical services, Statistically
significant differences in feeding scores were noted in the
medical, surgical, and intensive care services of the (UOHSC).
The pediatric mean score in the feeding category is consider-
ably higher for Arizona with a negative Z score of - 10,01,
Questions arise as to what might be contributing factors for
these significantly different scores, Although no direct
answer can be offered, it was noted that diagnosis and patient
age were found to influence the patient care requirements
intraorganizationally., Patient age and diagnosis could be
the most likely variables contributing to significant differ-
ences interorganizationally as well,

The high mean patient care requirements of the medica-
tions category as shown in table 9 were reflected by highly
significant Z scores in all clinical services of the UOHSC

except in obstetrics, This non-routine category could require
a greater number of professional nurses to satisfy these

requirements,



Table 6

Mean Values of Patient Care Requirements

in the Activity Category

Clinical University University
Service Oregon Argiona
Medical 3,14 (127) 2 2,18 (568)
Surgical 3,46 2,74 (720)
Pediatric 3475 3.25 (333)
Obstetric 1.98 1.90 (243)
Intensive 6.4l 4,16 (168)
Care

a, Number in parenthesis indicates the number

of patients surveyed.

Empirical range 1

Theoretical range 1

- 193



Table 7

Mean Values of Patient Care Requirements

in the Hygieme Category

Clinical University University
Service Arg:ona
Medical 2.69 (127) ® 2,90 (568)
Surgical 2.54 (143) 3.10 (720)
Pediatric 4,59 (52) 3.70 (333)
Obstetric 2,07 (243)
Intensive 6.15 (22) 5.19 (168)
Care

a, Number in parenthesis indicates the number

of patients surveyed,
Empirical range 1

Theoretical range 1
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Mean Values of Patient Care Requirements

in the Feeding Category

Clinical University University
of of
Service Oregon Arizona
Medical 1.61 (127) 2 1.29 (568)
Surgical 2,26 (143) 1.71 (720)
Pediatric 2,58 (52) 4,22 (333)
Obstetric 1.05 (39) 1.00 (243)
Intensive 3.6 (22) 2,84 (168)
Care

a., Number in paremnthesis indicates the numbenr

of patients surveyed.

Empirical range 1 - 7

Theoretical range 1 - 10
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Mean Values of Patient Care Requirements

in the Medications Category

Clinical University University
of of
Service Oregon Arizona
Medical 6,14 (127) 2 5.34 (568)
Surgical 6.83 (143) 3.74 (720)
Pediatric k.83 (52) 3.77 (333)
Obstetric 4,06 (39) 5,16 (243)
Intensive 11,30 (22) 8.58 (168)
Care

a, Number in parenthesis

of patients surveved,

Empirical range O - 16

indicates the number

Theoretical range O = 19
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Mean values were significantly different in all clini-
cal services of the UOHSC in the treatment and medical order
category, see table 10, The highest Z score was noted in
the surgical service and the lowest score was in obstetrics.
Intensive care followed the surgical service, then pediatrics
and medical, The high surgical mean value for Oregon was
previously discuésed as contingent on the many complicated
surgeries performed, UOHSC has a cancer program approved by
the College of Surgeoms, UAMC has no such program, This
could be a factor contributing to higher surgical scores
which were significantly different from Arizoma in all cate-~
gories of the classification system except for activity and
hygiene, Professional nursing intervention is needed to ful-
fill the significantly higher patient care requirements in
the medical order and treatment category. These patient care
requirements were found to exist in all clinical services,

The impairment category, table 11, was significantly
different between the two hospital organizations in the sur-
gical and intensive care services only. This category was
not documented in obstetrics for the Oregon patients. The
UAMC éhowed higher values‘in the medical and pediatric clinie-
cal services., This category denotes a patient's ability to
communicate effectively and can entail statés of conscious=

ness, confusion, seizure activity and/or visual and hearing

difficulties,
Differing from Hinshaw, this investigator did not con-

sult with team leaders when recording emotional patient care
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Table 10

Mean Values of Patient Care Requirements in the

Treatment and Medical Orders Category

Clinical University University
of of
Service Oregon Arizona
Medical 6.94 (127) 2 4,76 (568)
Surgical 10,16 (143) 5,06 (720)
Pediatric 10.39 (52) 6.42 (333)
Obstetric 6.46 (39) 3.97 (243)
Intensive 26,24 (22) 17.97 (168)
Care

a., Number in parenthesis indicates the number

of patients surveyed,
Empirical range O = 56

Theoretical range O =~ 61
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Mean Values of Patient Care Requirements

in the Impairment Category

Clinical University University
of of
Service Oregon Arizona
Medical 0,48 (127) * 0.66 (568)
Surgical 1.16 (143) 0.84 (720)
Pediatric 0.47 (52) 0,73 (333)
Obstetric o (39) 0.40 (243)
Intensive 2,07 (22) 1.23 (168)
Care

a, Number in parenthesis indicates the number

of patients surveyed,

Empirical range 0 - 14

Theoretical range 0 - 26
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requirements, However, examining table 12 reveals the dif-
ference in approach is not reflected in great differences in
mean values, Although there was nothing documented on the
kardex in obstetrics at the University of Oregon, all other
clinical services showed significantly different scores from
Arizona except pediatrics., The mean pediatric values were
0,66 and 0,60, Hinshaw related that this category required
cautious interpretation. This investigator concurs based on
two findings: (1) the terminology is highly subjective and
incomplete, (2) kardex documentations on which the mean
values were based were minimal.

The complexity of care in patients 65 vears or older is
not a likely factor to account for patient care requirement
differences between the two institutions. Hinshaw related
that at the time of data collection, 21,.5% of the patients
surveyed in the university hospital were 65 years or older,
This study approximated the Arizona findings, At the time of
data collection 21% of the patients surveyed were 65 years or
older,

Many questiops can be posed regarding the University of
Oregon and the University of Arizona hospital organizations
which could influence the findings in this study., Do the
admission policies differ between the two hospital organiza-
tions? Is one institution more selective in the types of
patient admitted for diagnosis and care? Does Arizona have

a service responsibility for welfare patients as Oregon does?
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Mean Values of Patient Care Regquirements

in the Emotional Category

Clinical University University
of of
Service Oregon Arizona
Medical 1.03 (127) @ 0.48 (568)
Surgical 0.61 (143) O.41 (720)
Pediatric 0,66 (52) 0,60 (333)
Obstetric o (39) 1,09 (243)
Intensive 1,11 (22) 0,60 (168)
Care

a, Number in parenthesis indicates the number

of patients surveyed,
Empirical range O - 5

Theoretical range 0 - 35
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Was the quality and amount of information documented by nur-
ses on the kardex of substantial difference to influence the
findings?

Generalizability of the findings of this study from these
two teaching and research hospital organizations to hospitals
of differing orientations should be made cautiously., Other
variables to be considered when interpreting findings are:
patients' ages, case mix, departmental specialization and
types of services offered by the organization (Georgopoulos,

1972 & Heydebrand, 1973).

Comparison of Organizational Factors

Comparative data for the two universify hospitals cone-
cerned in this study are shown in table 13, Both university
hospitals are accredited by the Joint Commission on Accredi-
tation of Hospifals, affiliated with medical schools, have
residency and internship programs approved by the American
Medical Association, and nursing schools accredited by the
National League for Nursing.

Clinical and supportive services in the two hospitals
are comparable in the major areas surveyed in this study,
Both institutions have intensive care areas, conduct open-
heart surgeries, have inpatient and outpatient renal dialysis
units, and organ banks for transplant purposes. The areas of
difference in services between the two hospitals do not have
a direct bearing on the clinical services compared in this

study. They are family planning, extended care units, burn
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Comparative Information fer the University Hospitals

University of Arizona and University of Oregon

Arizona Oregon

Founded 1971 1956
Control State State
Service Medical Surgical Medical Surgical
Beds 235 528
Admissions & 7159 15,579
Census 147 388
Occupancy L 66,5% 71.2%
Newborn data

Bassinettes 21 22

Births 837 1389
Personnel 1059 1422

a

Number of patients accepted for inpatient service

during a twelve month period; does not include mnewborn.

e The ratio of average daily census to average number of

‘ beds maintained during the twelve month reporting period.
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care units, and rehabilitative imnpatient and outpatient ser=
vices (American Hospital Association, 1975).

The variables of age and size between the two institu-
tions are the most likely factors to explain the large differ-
ence in the total mean patient care requirements between the
major clinical services of the twovhospitals. The University
of Oregon has had a 15 year period of time during which the
organization has been able to become more differentiated and
specialized than the University of Arizona, Cardiopulmonary
and wvascular surgaries have multiplied since the 1960's, as
well as kidney transplantation, gastrointestinal surgeries,
neurogsurgeries, otolaryngological and opthalmological sur-
geries, The camncer program approved by the College of Sur-
geons adds to the specilalization of surgical procedures,

When one considers the variables of bed capacity, admis-
sions per year, and employees, the University of Oregon is
twice the organizational size of the University of Arizona,
Functional specialization, departmental specialization, and
professionalization are directly related to the organizational
size of an institution (Heydebrand, 1973). Likewise, task
complexity is directly related to organizational size (Georgo~
poulos, 1972), The factors of size and task complexity, and
the greater number of admissions all contribute to the come
plexity of patient care requirements at the University of
Oregon Hospital, The University of Arizona founded in 1971,

has not had the opportunity to become as highly differentiated



care units, and rehabilitative inpatient and ocutpatient ser-
vices (American Hospital Association, 1975).

The wvariables of age and size between the two institu-
tlons are the most likely factors to explain the large differ=
ence in the total mean patient care requirements between the
major clinical services of the two hospitals, The University
of Oregon has had a 15 vear period of time during which the
organization has been able to become more differentiated and
specialized than the University of Arizona., Cardiopulmonary
and vascular surgeries have multiplied since the 1960's, as
well as kidney transplantation, gastrointestinal surgeries,
neurosurgeries, otolaryngological and opthalmological sur-
geries, The cancer program approved by the College of Sur-
geons adds to the specialization of surgical procedures,

When one considers the variables of bed capacity, admis-
sions per year, and employees, the University of Oregon is
twice the organizatiomal size of the University of Arizona,
Functional specialization, departmental specialization, and
professionalization are directly related to the organizational
size of an institution (Heydebrand, 1973). Likewise, task
complexity is directly related to organizational size (Georgo-
poulos, 1972). ‘The factors of size and task complexity, and
the greater number of admissions all contribute to the com-
plexity of pafient care requirements at the University of
Oregon Hospital, The University of Arizona founded in 1971,

has not had the opportunity to become as highly differentiated
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and specialized, resulting in lower total mean patient care
requirements with a lower degree of task complexity.

The work of Berry and Hinshaw allowed for the interor-
ganizational scope of thié study. In addition to comparing
mean patient care requirements, the classification system
with its criteria can clearly identify specific patients with
complex meeds for student learming. The patient classifica=
tion system could also provide information for the utilization
of staff both intraorganizationally and interorganizationally,
the allocation of beds and services between hospitals, and
could give information about patient care requirements for

community planning (Hinshaw, 1975 & Preston, 1964),
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CHAPTER IV

SUMMARY, CONCLUSIONS AND RECOMMENDATIONS

Summaxry

Patient classification systems are being used by nurses
in hospitals to decument the complexity of patiént care re=
gquirements and plan the effective utilization of staff based
on these care requirememnts., These systems have become more
comprehensive through the joint efforts of nursing and engine-
ering science,

This study was a partial replication of the Hinshaw
study of 1975. The purpose of the study was to (1) identify
patient care requirements at the University of Oregon Hospital
founded in 1956 and (2) compare the mean patient care require-
ments in eight categories with those of the Umiversity of
Arizona founded in 1971, Data were obtained from the patient
care kardex and documented on the University of Arizona Patient
Classification Instrument in five ciinical services: medical,
surgical, pediatric, obstetrics, and intensive care, The
following eight categories were documented: activity, hygiene,
feeding, medications, wvital signs, treatment and medical or-
ders, impairment, and the emotional categoery, The study
differed from Hinshaw's in that the following six subcate-
gories were also documented: admission/transfer, emergency,

surgery, postoperative, diagnostic testing, and teaching,
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There were two data collection periods. An F test
revealed a significant difference bestween the first and sec-
ond periods in the medical service only., This could be
accounted for in the séores of the data collection instru-
ment reflecting the patients care requirements, The classi-
fication system presented an expected pattern in care com-
plexity. Mean patient care requirements were lower in the
obstetrical service and higher in the intensive care areas,
The medication and treatment and medical order categories of
the classification system contributed to the high patient
care requirements in the surgical and pediatric clinical
services as a result of the complicated surgeries performed
on patients in these services,

Mean patient care requirements were compared between the
University of Oregon and the University of Arizona Hospitals
in all oétegories of the instrument except the vital signs
category., Vital signs was omitted because of rater error,
Although the sample size of the University of Arizona was 5
to 8 times higher, the University of Oregon had significantly
different mean patient care requirements in all clinical ser-
vices except obstetrics., The University of Oregon showed
significantly different scores in 14 out of 20 possibilities
in the non-routine categories requiring professional nurses,
The greatest total mean differences were in the intensive
care and surgical clinical services, The variables of insti-

tutional age and size, and type of programs such as an oncology
prograin incréase the task complexity and mean patient care

requirements in these services,
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Conclusions

The age ranges and complexity categorizations of the
hospitalized patient can be readily formulated from the
patient classification system, Patient age and diagnosis
influence the complexity of care, Thess data afford infor-
mation which can help nurses when making decisions regarding
the utilization of staff to satisfy patient care require-
ments, The patient classification system does mnot reflect
all direct patient care requirements or any indirect patient
care requirements, The system ldentified most major direct
patient care requirements, however, many additiomnal variables
relating to patient care need gquantification., Some variables
can be quantified to make the system more comprehensive,
while others escape thils possibility., An area which escapes
quantification is patient condition, The instrument does
not have a built in mechanism to identify fluctuation in
patient condition, a factor which could change a patients
care requirements and the delegation of tasks associated
with them, The nurses decision making process is needed in
these instances rather than a static quantification, Another
area which escapes quantification possibilities in patient
classification systems is in the delegation of patient care
activities: The variables to be considered in the process
of staffing are: skill levels of personnel within the hos-
pital unit, their competency to perform, stability and acuity

of the patient's illness and the complexity of tasks to be
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accomplished for the particular patient, These variables
are qualitative in nature and require the professional nure
ses decision making process (Aydelotte, 1975 & Stevens, 1975).

All categories of the patient classification system have
both routine and non-routine dimensions, The activity, hy-
glene, feeding, and vital signs categories involve procedures
which have standard techmniques in which few exceptions will
eccur, therefore they are the routine categories of the
patient classification system. The non-routine categories
are the medications, treatment and medical orders, impair-
ment, and emotional categories., These categories involve
patient care requirements in which many exceptions can occur,
standard techniques are not as readily available, and an
analysis is required, The delegation of tasks in any of
these categories is dependent on the previously discussed
qualitative variables. Most often the routine tasks cam be
delegated to subprofessional employees, while the non-routine
tasks require the professionals knowledge and skill.

Age and organizational size are factors which can comne=
tribute to the degree of task complexity of a hospital organ-
ization (Heydebrand, 1973). This was shown to be the case in
this study when comparing care requirements between the two
institutions., The University of Oregon Hospital showed a
greater degree of task complexity reflected in significantly
different scores in 14 out of 20 of the non-routiné categories
of the patient classification system, thus a greater number

of professional nurses are needed to satisfy these require-
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ments. The patient classification system was found to be

reliable interorganizationally,

Recommendations

Recommendations wexrs made throughout the results and
discussion chapter of this study to make the patient classi-
fication system more comprehensive according to category,

The diversification of nursing care activities in the
hospital organization has resulted in a compounding of res-
ponsibilities from the “cure process" and hospital systems,
Refinement of patient classification systems should therefore
incorporate indirect patient care requirements aleng with the
direct processes, These include such things as: planning
and documenting a patient's care, conferencing, preparing
shift reports, assisting physicians, coordinating care acti=
vities with other health team members, preparing staffing
projection, assessing staff perfromance, and inservice educa-
tion time, A guantification of thése indireot care reguire-
ments would afford a more realistic approach to staffing
needs, since these activities result from patient care require-
ments and reguire nursing digceretion and time,

A nonspecified category which would allow for additional
observations by the team leadeor or primary nurse could allow
for more comprehension in the instrument (Ryan, et al, 1975).

The evaluation for a patients needs would come from the
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individual closest to the patient, and would afford an oppor-
tunity for emotional and psychosocial assessment. A recommen-
dation for further immediate study would be to refine the
current classification system to include indirect patient care
requirements and individualized patient assessment as discus-
sed, Refinement of the kardex care plan to coincide with the
classification system would seem logical, TInservice educa-
tion regarding the classification system and corresponding
kardex format is recommended before implementation.

The next two recommendations deal with the criteria on
which classification systems are based and are for long range
projections., A classification system which has as its cri=-
teria the physiological and psychoesocial needs of a patient
assumes a "professional approach"™ as compared to the "tech-
nical process approach;" Such a system would be comprehensive
and individualized, and would be gemeralizable to all institu-
tions, It would also be responsive to the changing conditions
which occur in all patients. This approach gets to the core
for the existence of a hospital and its staff, mnamely the
patient and his individualized need. In order for this classi-
fication system to come about, a revolutionary approach would
be necessary. Change would be directed toward a primary nur-
sing approach with the limited use of auxiliary personnel,
Record keeping and care planning methods would be a part of
the envisioned change, For further information in this area,
the reader is directed toward Kraegal et al., 1974, and

Becknell and Smith, 1975,
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Patient classification systems might be more effective
if they followed outcome measures specific to a certain medi-
cal diagnosis and nursing intervention. Outcome criteria
measure the change in a patient's health status while process
criteria measure the process of care. The assumption is made
when using process criteria that the interaction will have
the effect predicted., Aydelotte (1975) recommends a study
of the relationship between the action and the effect to see
if the desired effect in fact occurred, "After an assessment
of quality has been made, then the study of process will be-
come important to ascertain what action produced the effect®
(Aydelotte, 1975, P, 8). Since outcome criteria are in the
process of being formulated, the recommendation is impossible
at this time. In the interim nurses are still being asked
to satisfy patient care requirements and staff units effec-
tively and efficiently. Refinement and utilization of the
present classification system with its process criteria is
recommended, Xnowing the strengths and limitations of the
current systems is the first step in continuing the refine-
ment process,

This study considered the variables of institutional
age and size when comparing mean patient care requirements
between two univérsity hospitals, Other hospitals that could
be studied in relation to patient care requirements might be
non-teaching community hospitals, hospitals rendering spe=-
cialized services or admitting patients with particular

diagnoses., Although these studies are possible, this
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investigator believes the classification instrument should

be made more accurate and comprehensive before further re-
searching of patient care requirements is done interorganiza-
tionally., It does not seem logical te test an instrument
interorganizationally which is lacking in comprehensiveness
and detail., The fact that interorganizational benefits are
not known and there is a question as to possible cost in this
approach also leads to this comnclusion, The first priority
would be to refine the present classification system and

test it intraorganizationally,
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May 20, 1976

Dr, Ada Sue Hinshaw

Associate Director of Nursing Research
University of Arizona

Tucson, Arizona 85730

Dear Dr, Hinshaw:

I am a graduate nursing student at the University of
Oregon Health Sciences Center presently working with
Dr, Mae Rawlinson in clinical investigation. I am very
much interested in yvour study of Nursing Care Requirements
in Six Different Hospitals and am considering a replication
of the study at the University of Oregon Health Sciences
Center, 1 am interested in the tool utilized and would
very much appreciate a copy of the new patient classifica-~

tion tool and any other information you might deem helpful,

I thank yveou for this consideration,

Sincerely,
o AL

y e
P I ;«,,47/ £f e

Mary Ann Riffel

13325 N.We Glenridge Drive

Portland, Oregon 97229
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THE UNIVERSITY OF ARIZONA

ARIZONA MEDICAL CENTER
TUCSON, ARIZONA 85724

UNIVERSITY HOSPITAL

June 8, 1976

Ms. Mary Ann Riffel
13325 NW. Glenridge Drive
Portland, Oregon 97229

Dear Ms. Riffel:

I was delighted to receive your letter requesting information about
the patient classification tool developed at the University of Arizona.
It has taken several weeks to respond because I have been on vacation.
I do apologize.

Dr. Rawlinson spoke of your research interests when we were in Seattle,
for the WCHEN Research Conference. We'd be very interested in your

3 3 k3 3 / ) . »
repeating our nursing care requirements in another university hospital.

I am enclosing a copy of the old patient classification tool and its
set of definition, a copy of the new tool with its definitions, and
a copy of the instructions given in training the raters to use the
tool. We always have the raters practice with 5 or 6 patients, mock
kardexs, etc.

Please keep us informed on your progress and what your data shows. If

we can help you further, please be sure to write or call.

Sincerely,

- s .
"}/Jztﬂ J‘fjﬁl' _/V{//A’S EFL L

DR, ADA SUE HINSHAW
Associate Director of Nursing for Research

ASH/mpg

Enclosure:
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July 22, 1976

Dr. Ada Sue Hinshaw

Associate Director of Nursing for Research
University of Arizona Hospital

Tucson, Arizona 85730

Dear Dr, Hinshaw:

T am grateful for the classification tool and rater
information you forwarded, My intention is to proceed

with the replication of your study.

My concern at this time is for further information as
to whether I need permission to utilize the instrument, and

if so to whom I must write for approval,

The instrument would be utilized for research purposes

at the University of Oregon Health Sciences Center,

Sincerely,

’ r ’,
34%f7cQLMJ£%40¢)
Mary Ann Riffel

13325 N, W, Glenridge Drive
Portland, Oregon 97229



86
THE UNIVERSITY OF ARIZONA

ARIZONA MEDICAL CENTER
TUCSON, ARIZONA 85724

UNIVERSITY HOSPITAL
September 2, 1976

Ms. Mary Ann Riffel
13325 N. W. Glenridge Dr.
Portland, Oregon 97229

Dear Ms. Riffel:"
It is our pleasure to grant you formal permission to utilize the
University of Arizona Patient Classification Form and set of directions

as copyrighted. We would be interested in receiving information
concerning your results.

Sincerely,

Al P ,/
/10455/ - C;%%bﬂaﬁn

HELEN C. CHANCE
Associate Hospital Administrator

CZaéﬁ ‘[;1 ’}Q:A;«Klk4~r“

ADA SUE HINSHAW, PH. D.
‘Associate Director of Nursing for Research

ASH/mpg

¢c.c.: Joyce Verran
Associate Director of Nursing
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July 29, 1976

Ms. June Satchfield

Agsistant Director of Nursing Service
University of Oregon Health Sciences Center
Portland, Oregon

Dear Ms, Satchfield:

I am currently enrolled as a graduate nursing student
at the University of Oregon Health Sciences Center., In
fulfillment of the masters degree I would like to conduct
a clinical investigation in six major clinical areas as

discussed in the proposal 1 submitted to you,

I would like to survey the kardex omn all units of

South Hospital and the Obstetrical unit in North Hospital.,

Patient care requirements will be documented from the
kardex and if necessary in some instances I will need to

consult with the team leaders.

I thank you for this consideration, My intention is
to collect data on Tuesdays, Wednesdays, and Thursdays
during the month of August,

Sincerely,
- A

Mary Ann Riffel
13325 N.W. Glenridge Drive
Portland, Oregon 97229
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Area Code 503 225-8311

Portland, Oregon 97201

UNIVERSITY OF OREGON

HEALTH SCIENCES CENTER
August 6, 1976

Mary Ann Riffel v
13325 N.W. Glenridge Drive
Portland, Oregon 97229

Dear Mary Ann:

Approval is given for your study. I am anxious for you to process your
data. It may well turn out to be helpful in staffing the units.

I have notified all units per the schedule you gave me.

Sincerely,
-

-~ .

June Satchfield
Asst. Director of Nursing

JS:svl



December 24, 1976

Dr, Ada Sue Hinshaw

Associate Director of Nursing for Research
University of Arizoma Hospital

Tucson, Arizona 85724

Dear Dr, Hinshaw:

My sincere appreciation for the figures you sent on
December 15th, They were most helpful and I was able to
run z scores on all the categories, This proved most

helpful when discussing the results,

I do hope you have a very pleasant and prosperous

1977,

Sincerely,
Q}M7 Clward C

Mary Ann Riffel
R.N.’ B.SO
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JO"nS hO”KINb PATIERT CLASSIFICATLCH SYSTiM

Icferrmcion:
AY FLODR UnIT BED ¥HO.
i 1¥2]) (&3]
ATER D, '
Ut I7\97
AT

AGE: In Hosa. on
: 17,

In Yecare

(5,10,

Uga cne form por patisnt clasgified. The numbors on tha foraw
ara fcrr coemputar uca, please ignoruthes.

Cheelt appropriate patient needs for nurcing care. The criterie
for aasigning CLASS ratings are listed on a separata sheet

rarkod JHPCS CRITERIA.
ACTIVITY
__Sa1f exbulatory (18)

"“ula;c~y with asaistance (15)
7 £a Chair by e2lf (14)

Up £n chair wich aasistance (16)

PATHIEG
Salf in Lathron:n (20)

I B/D with assictance (21)
Pertial nelf bath @ bedsicda (21)

—__Cczplata essistance (22)

___IECOTTINEST (24)
FEEDILG

Solf (26)

Rosuires feoed cut (27)
Cﬁﬁﬁletu foglstonze (28)
_Imw ()

___SUSTIOY (80}
DRAIFAGE (81)

l

PAtSINSS (v2)

!

ISOLATICE (87)

VISION INADEQUATE (u6)
TTORECIGUS (50)

|

EMOTIONAL DISTURRANCE

Sli ht
ﬁarﬁcd (52-56)
n Operating Room (&9)
___}n Recovary Rooa (G0)
6% yeara or oldor (£5)
—__Baing Spoeialed of
Eaccaeity {6G)

. SEE JIIPCS CRITZIRIA:
Chaeck cna

Clang I (67)

—_Claos II (09)
—_Class III (71}

COIREnT:



Cotegary I. Seli-care

Any of the following combinations checked

(a)_

Ambulatory, or up in chair—Self (without
assistance) . '
Feeding self, or requires food cut

. Bathing in bathroom, or ot bedside——Partiol

()

{c)

Self {can baihe self except for bock and per-
haps extremities)

Ambulatory—with assistance

Up in chagir—Self

Bathing in bethroom, or ot bedside—Partial
Seif

As in {a and b} with

Yision inadequate

Oxygen therapy

LY. feeding

But no two of these factors simultanecusly

Catsgory Il. FPurtial or intermadiate <ave

Any of the following combinations checked

(o)

Ambulatory—with assistance
Bathing in bathroom, or at bedside—~Partial

. Self ) [

34

Feeding—=Complete Assistance {except LV,
feading)

Vigien dadeguas optional {do+s not eof-
3 )

o i fact classification undar
xygen tharapy

} thesa conditions}

92

(b} Up in chair—Seif :
Bathing af bedside—Complete Assistancs
Feeding Self, or requires food cut or LY.
feeding
Oxygen therapy
Vision inadequate

(c} As in (b} with the follawing ciiongas
Up in chair—With Assistance
Bath at bedside

(d) Up in cholr——With Assistancs
Both at bedside—Partial Self
Feeding-—Complete Assislance
Visien inadequate ]
Oxygen therapy

{e) Both ot bedside
Feeding—5eif, or requires fecod cutb, cr LV.
feeding '
Yision inadaquate

optiono!

aptional

Oxygen thercpy
(f} Being Specialed of Necessity (patient hgs
continuous nursing assistance to the extent
that meal reliaf must be provided for spacial

duly nurse)

}opﬁoncl
4

NOTE: Any patient wha otherwite follt inta Caotagorias t ar 11, byt wro
is undsr suctiom Prermny of i1 in isolarion, incowtimaat linzludicg waurd
droinage necarsitating whonge of Sed liren), & martedly emolicacily
disturbad (ns2dr aimost cansrart oshiervstion, in magle foam, ardtes
disturbonceyl will ba drooped ta the next catsgery.
Category Ill. latensive, or “‘votal”’, cars

All combinctions not previously mentioned.

HOSPITALS, JAH.A
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UNIVERSITY OF ARITOMA

TOTAL
LM
Havns

roTal,
MA
)-ouns

ARIZOUA MELICAL CEHTER
UMIVERSITY MOSPITAL

PHTIENT HAMES:

tUNIT

PATIENT CLASSIFICATION DATE _

Uili Jay (Nae 3/14)

311 i
! |
1.7 f :
] wesivam 1
ToTAL |
[ HoynS ) < i
T
TOTAL - SHIFTS ,
L CATEGORIES . 1
e ;
&GE o N t
LADMIDISITRANGE ! 3 )
Temencency 9 i I
{SURGERY !
lrost.op - 20 il - i ]
zomanglng'resr LN I ¢ =
TYEACHING 6 | |
“E !
A [ELF LY E) e . 1 ! R D (U PO
¢ |AssisTance 3 i
T |mEck. pevice 4 i .
\'l CONFINED 8 {
v [PESTRICTED 6 !
Y  IHYPERACTIVE € i
H |SELF , iy e L) (. [
2’;’ ASSISTANCE ) a | | b i
é COMP, ASSISTANCE 7 |
N |CONFINED e 9. '
£ INCONTINENT 7 i e
NPO 2 I
L ) [ L 53
3 SELF 1 ' «
£ lassisTanc E T |
D 2 - i Fy. - o - S l b e
COMPLETE 7 ] '
PO/INJ. gd - tid 2 | | i L
M lro ud 4 J ! ' | |
E SRS oL PR RS- SO P .3 T SRS s e i — U B
(oI [ ] 5 | i
s ; : =
IvS 6 | I Lt t {
TOPICAL a | 1 1 0 i
o - tid z | i !
i .
- 4] | ‘
CONSTANT 3 { { | o N
OxYGEN 4 . ! | .
Rx laese THERAPY 7 |
md e e e of = — S, | -
Mt |RESPIRATOR 8 - 3 i
0 |SUCTIONING N A
o |owenesTTuee d
2 ORESSINGS/STOMA A 15 P )
s & 5 ;
) 5
S
IRRIGATIONS e ] A 1
SPECIMTNG 2. D a
Voo feomsunicaTions o 14
f CONFUSED 7 |
SRS NP /! N S N (< N WY (DU AN SR PP (U S | N Ey e ) N ek < L [,
N ofeumarose |8
R |REIZURE ACTIVITY F] i 1
Enlv I”U:"I Sl e S~ e N .rf. p | O WA L e e - | =y ,_.A,L__: e 1 L_. b Y o=
HOSTILE 5 L B
P e e e e o - B T STl WP A R T T__...' — R I e e B g Skl nhtt & — e e - e
n GHIEF ] ]
o | g Y S ifpdua i = stlal FIEIE e _ ] It (PN et P (LA, SR RN e - S [N ) R DR S [ SR T [ T ), S
B IO0Y HAAGE 5 l ]
Lol 1T, (1% W (I TS NS N N SR — S TR U S (S S O G
Lopuanag N L F L "
':1 ‘l’»'rl(‘.”p oS T . b» 1 :
* e ionAnN 5 ! B R kK
i i . . o, SR S Y
e g .
"TOYAL SCONE o !
e e e - S ; \ - - - - - - - - - .- - — - - —fea - b - ;
et SETA IS S R ol ¥ R, W M Y . , .




CHY/ S
s @ tvew dnnsside to hospital was or will bn discharyed to.
days vin receiverd feam wndtine wnit that day of schedulad
for tronuler wmGrrow, ’

HCY: Voas snvobcd in an ocute malicdl enus requiring 1.1 nurse:
patmnt relationship dor o piriod of twne {i.e., carddiac arcest,
active G blesding, suicack: attnept, etz )

. Hs had surgeey 10day of sabidduled tor toinorrow.

First post oparative doy enly, also post E.C.T. (Had surgery
or E.C.T. yesterdoy). . )

TIC: Tests schadulad today or oMoy reaiting some degree of
nurse awmstance, L8, meditaton, erund, asisting physician,
xco;,'\p.u-yinq potient.  Dues ngt include routine blood
studs unless nuese Must assis? vith collzetion, 4s with infant,

3: Patient or laraily requires special health teoching, ie., new
diabetic, dialysis, nowborn care, n2w colostomy, ¢lc,

{Check only one item abowe hae ++++4, “Hyporactive™ may
be marked in odihition to enotier ares).

" Arises and watls wilhiout asmistanca. Needs no help in getting
‘out of bexl, chair, wheelchair, )

€E: Requircs some assislance i zrising and walkung, Nscds help
to ¢2¢ out of bad, char, or to wilk, ie., someone to mavz his
leas or splint an incisional erea. {is notcomplctely dependent).

/ICE: Usas mzchanizal device for ambulation. Meeds assistance (o
got into wheslchair, walter, or usz crutches, but can propel
the davize himsall, .

[+ H Confired o bed or che'e — dees not movz without ausistance.
May bo comzatoce of unablz to move and requires frequent
turning and positioning {!s compleiely dependent.)

ED: Rastricted to bed bacause of mudival order, Must remain in
bed but would be ghysicolly abl2 1o got out, £g., cronary
poticnts, pxdiatric patients. {Dependent because of medical

£ order only.) ’ - :

s 0

sTIVE:  Mypersctive with much random behavior. Meeds nursing con-
tral for his own safety cor 19 kasp himvon the unit. .
{Check onlfy ane arga above Lne +++++, “Incontinent” may
be marked in addition to anather area), '

Caras for self; initiatos own personal hygiena,
ICE: Performs most care alone Lut noads assisiance. Nezads items
* brought o hira but gives most af oveo personat bygiene, May
® require encouragement to care for salf.

IST: Requires routing hygiare by nursing personnel. f4ay be in
traztion or on bedrest. {Is physically abie to move but hinder-
ed by medical ordar o therepy).

3 Rcquires frequent {mare than daily) hygiena care, linen
changss, ste. (Is physically not sblz 10 move}.

chHREtE o .

ENT: Is incontinent of eithar stool or vrine. {Do nat check this
area when the incontinence is an expacted physiological pro-

: cess, ie., infangs). .
{Check one arza paly),
Fesds himszel! and reanires no assistance cther than having
trzy brought to bedsida.

CE: Feeds himsoli but requires some assistance, i.e., neids 1neat
cut, baverege poured, elc.

rE: Requires complatz assistance, Nurse feeds patient comgletely,

. gives e fecding) or her presence is required during raecals,
€.g., paticat refuses to ¢at and needs encourayement.

SN {include pro medications if given).

w2 Ored o pareatera! medhnanons tetvean once 3 day and once
a shift, {Iactude IV medivations given dircet of piggyback).

AE: Oral mezliciions more frequently thao aoce a stuft,

1] Injections anxe frequently than snce 3 shaft,  {include 1V
rmeds given diect or iz yyba k)

Receviny IV tlaids, (tnclute IV areds if injected via BV fluid
bottlz).
Any tyoe of topical applizatian of ~edication.

NS 3
Meawswr toent betwern onde end s tunes g day.
Lleasurement maee lroatevitly (o 3 tins, ain 24 hoors,

T: Constant electronic mumtuting 1 “claetvahion™ balow]),

. .' H
Y .

AR :

vOARDCE HY AL ’ . )

Te ol

. i
.
., .

.

JHEATMENTS 2 A3 DICAL
. ORDERG

OXYGEN:
RLSP, Y CHAPY:

RESFIRATOR:
SUCTIONING:
DKAINAGE!
JULES: *

DRESSINGS/
STOMA:

TRACTION:
RESTRAINTS: -
IRAIGATION:
SPEC/ILO:

OBSERVATION:

prysicat onttenT

95 !
(Cheel a3 many &2Cds o5 aporopriod-),
Oayegn pen or continuausty by tent, mask or cannuta,
Or - or ami. L Lo irabory terapy 11235 wents, e.q., TG, pos:
tural drainage, nait therapy., ' )
Any type of continuous ventilatary sepport,
Qra! or tracheal suctoning mare than onca a shift,

Tuhes connixted o suction or gravity drdinage, including
urinary catheters, T, tubes, and drang,

Nursa chang=s the drescings or does stoina care, Patigit had
hot compresss. )

Any type, or trapree Lor necdiad,

Leathsr or clols restrings necessary at some tirre,

Gastric, bladder, wound, stoma, eye, €ir or throat irrigations;
douche, ennma.

Sputum, stool, uring clinitest, {nat blaod) mare than 3 times
2 day {Nurse actually cotlects specimen ¢ her assistance is re-
quired during collections). Intake and Qutput reguires nuse
assistance.

{sclation,, soctusion, or requiring continuous supervision, ¢ g..
1CU paueny; frequent vital signs; observaiion for ov.n safety.

AL

IPAIGMENTS:
COMIUNI-
CATION:

CONFUSED:

COMATOSE:

SEIZURE

ACTIVITY:
COMPONENTS: .

TRUST:
HOSTILITY:
GRIEF:

80DY IMAGE:

YATHORAVIN:

SUICIDAL:"
ADDICTED:

AN

Hard or.hcaring, deafl, visually impaired, tlind, speech im-
peired; or has any kind of fanguege difficulty which hind-
ers communication.

Requires frequent origntation to time and p'ace, wanders or
foses beloagings.

Sami-conscious or unconcious.

Paticnt hawing tremaors, convilsing.

(l.:iclude farnily support whenever nurse assistance is nesis
On psychiatey service, multiply apprepriate componanris by 2.
Unabile to trust others. Demanding, asts for freguent con-
tact, (requont explanations or rexsserznca,

Hostilz, agaressive, nagativistic behaviar,

Active grief work, scparation anxi2iy, f2ar or imminent death.
Disturbance of body imane-amputation, possinla angearanee
change due o medical ar drug therapy or belizves has a dis-
turbance of body image,

Withdravn ¢r deprecind. Paticnt requires support, counsid
ing and.continual intaraction. -
Actively suicidal or homicidal.

To alcohat or drugs. |

Forn i b0l
Slorpieg D eden
Aritpn Prad o Ceraye

. Lirvesyity wf A2bear

-
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patient Care Xardex
Date Situation Nursing Approach
Discharge Plans:
Team Conference:
DIET: FLUIDS: Intake:
’II{‘fstticted to 24 hrs.
ays .
n3 Output:
3-1
Feeds Self: 11- % R.C.
ACTIVITY PERSONAL HYGIENE MISC.
Bedrest: Bed Bath: Dentures:
Chair: Shower: Oral care:
Ambulate: ' Tub Bath: -Face shave:
BRP: Partial: Shampoo:
Position: Perineal care: Prosthesis:
Ad Lib: Skin care:
Urine Reductions:
Weight:
Stools:
Enemas:
Infection Report:
Isolation:
Adm. Wt. Ht. B.P.
Religion: In emergency call:
Name: Age: Unit No.: Service: Adm.:
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redication Kardex
Name Diagnosis:
Admission: Surgery & Date:
Religion: o
ALLERGIES
Date MEDICATION Hour | Hour [ DC |Date| « MEDICATION Hour |Hour | DC
’ S
P.R.N\
| ——— e ———— =

MS-1702< MH-4/69
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Patient classification systems are being used by nurses in
hospitals to document the complexity of patient care require-
ments and plan the effective utilization of staff based on
these care requirements, These systems have become more
comprehensive through the joint efforts of nursing and
engineering science,

This study was a partial replication of the Hinshaw study of
1975, The purpose of the study was to (1) identify patient
care requirements at the University of Oregon Hospital founded
in 1956 and (2) compare the mean patient care requirements in
eight categories with those of the University of Arizona
founded in 1971, Data were obtained from the patient care

kardex and documented on the University of Arizomna Patient
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Clagsification Instrument in five clinical services: medical,
surgical pediatric, obstetrics, and intensive care, The fol-
lowing eight categories were documented: activity, hygiene,
feeding, medications, vital signs, treatment and medical
orders, impairment, and the emotional category. The study
differed from Hinshaw's in that the following six subcategor-
ies were also documented: admission/transfer, emergency,
surgery, post-operative, diagnostic testing, and teaching.
There were two data éollection periods. An F test revealed a
significant difference between the first and second periods

in the medical service only. This could be accounted for in
the scores of the data collection instrument reflecting the
patients care requirements, The classification system pre-
sented an expected pattern in care complexity., Mean patient
care requirements were lower in the obstetrical service and
higher in the intensive care areas, The medication and treat-
ment and medical order categories of the classification system
contributed to the high patient care requirements in the sur-
gical and pediatric clinical services as a result of the
complicated surgeries performed on patients in these services,
Intraorganizational conclusions reached as a result of this
study were: (1) patient care requirements can be reliably
identified with the patient classification instrument except
in the vital signs and emotional categories, (2) age and
patient diagnosis is a variable affecting patient care require-
ments and complexity of care, (3) complexity of care can be

calculated from the patient classification instrument to aid
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in making staffing decisions, (4) although the activity, feed-
ing, hygiene, and vital signs categories can be classified as
routine techmnology, and medications, treatment and medical
orders, impairment and emotional categories can be considered
routine technology, there is an overlapping component of both
dimensions in each category, (5) variables such as change in
patient condition or level of staff expertise for the delega~-
tion of duties are more difficult to quantify. These require
the professional nurse's immediate decision-making and conse-
quent intervention, (6) a nonspecified category in the patient
classification system would alliow for additional observations
by the nurse to identify individualized patient care require-
ments, making the classification system more comprehensive,
(7) the inclusion of indirect patient care requirements such
as record keeping or conferencing with staff into the system
would make the instrument more fully congruent to the nurses?
work situation, (8) since outcome criteria have not been tes-
ted, it 1s necessary to use the process approach as used in
this study,

Mean patient care requirements were compared between the Uni=-
versity of Oregon and the University of Arizona Hospitals in
all categories of the instrument except the wvital signs cate-
gory, Vital signs was omitted because of rater error, Although
the sampie size of the University of Arizona was 5 to 8 times
higher, the University of Oregon had significantly different
mean patient care requirements in all clinical services except

obstetrics., The University of Oregon showed significantly
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different scores in 14 out of 20 possibilities in the non-
routine categories requiring professional nurses. The greatest
total mean differences were in the intensive care and surgical
clinical services, The variables of institutional age and
size, and types of programs such as an oncology program ine~
crease the task complexity and mean patient care requirements
in these services,

Some interorganizational conclusions reached as a result of
this study were: (1) a patient classification system can be
used to compare patient care requirements between hospital
organizations, (2) the literature does show that institutional
agé and size have a bearing on the degree of task complexity.
This was reflected in the comparison of the mean patient care
requirements between the UOHSC and the UAMC. (3) Since the
instrument is presently used to weigh the complexity of care
and staff units accordingly, the development of a more compre-
hensive instrument takes precedence at this time over inter-
organizational study.

Recommendations were made for immediate and long-range study.





