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Abstract

RELATIONSHIP BETWEEN LEVEL OF NURSING EDUCATION AND

NURSES' PROBLEM IDENTIFICATION AND NURSING CARE ACTIVITIES

FOR AIDS PATIENTS WITH PNEUMOCYSTIS CARINII PNEUMONIA

Sharon Lynn Hogan

University of California, San Francisco, 1992

The purpose of this study was to detemine if there was a

relationship between certain demographic variables of the nurse and

the types of problems and the types of nursing care activities º

identified by nurses for people with AIDS (PWAs) hospitalized with º
Pneumocystis carinii pneumonia (PCP). The demographic variables º
of the nurse were (a) level of nursing education, (b) gender, (c) age,

(d) work site, (e) highest academic degree, and (f) length of time

worked at current institution. This study used retrospective data

collected as part of the Quality of Nursing Care of People with AIDS

Grant (NIH-NCNR 1 R01 NR02215) with Dr. William Holzemer as

Principal Investigator.

A convenience sample of registered nurses (N = 67) who were

employed at a community medical center and a university medical

center and were assigned to 67 AIDS patients with PCP was used for

this study. There were 27 professional nurses (baccalaureate degree

in nursing) and 40 technical nurses (associate degree in nursing and

diploma). Data were collected on a Nurse Questionnaire (RN-Q) and

an Intershift Recording Form (IRF). The qualitative data were

categorized and frequencies obtained for patient problems and for

vi



nursing care activities. Quantitative data were analyzed using

nonparametric statistics.

Signs and symptoms (patient problems) and dependent nursing

care activities were reported most frequently on both tools. Nursing

diagnoses were used three times more often than medical diagnoses

(x2 = 41.3, df = 3, p <.001). No correlations between the demographic

variables and the type of patient problems and type of nursing care

activities were found at the .01 significance level, although some

were observed at somewhat larger p values. For example,

professional nurses more often used independent nursing care

activities than technical nurses at the .019 level. General education

academic degree level was more closely correlated with the use of

nursing diagnoses and independent activities than was the nursing

education degree. Finally, many more nursing activities were

reported for patients who were described as less ill than for those

described as more ill. This study provided the support for: (a) the

usefulness of the categorization of patient problems and nursing care

activities; (b) the need for higher education, but not necessarily the

BSN; and (c) the findings that nurses in certain institutions practice

the same regardless of their experience or educational background.

"Ju- Z.4%-4 *~~~ Heaza
William L. Holzèmer, Chair Sharon Lynn (Hogan ()
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CHAPTER 1

INTRODUCTION

Differentiation of the competencies of the technical nurse and

the professional nurse has been a dilemma for nursing since the

1965 ANA Position Paper advocated two levels of nurses (ANA,

1965). This dilemma actually began with the Goldmark Report

(1923), which was very critical of the state of nursing education and

its vocational focus. It was addressed again in 1948 when Brown >
pushed for the college education of nurses and two levels of nursing

practice in order to protect the public and enhance the image of - ***

nursing (Chamings & Teevan, 1979). Even though many ■

frameworks have been developed to differentiate the competencies

between these two levels of nurses, it is still unclear if there is a

difference in practice.

Differentiation of competencies and differentiation of nursing

practice have caused confusion among nurse educators and nursing

service personnel. Murphy and DeBack (1990) state "Although the sº

concept of differentiated practice is less than five years old, it has

already become confused with issues that do not relate to it at all,

particularly the issues of entry into practice and models of delivery

of nursing care" (p. 5). They describe three types of differentiated

practice models: (a) education-based model (i.e., technical or

professional); (b) assessment-based model (nursing education plus

assessment of current level of skills); and (c) all-professional model

(based on the increased complexity of patient needs).



McClure (1991) describes another conceptual view of

differentiated practice. She describes three models. The collegial

model views the practice role of the associate degree in nursing

(ADN) level nurse as distinct from the bachelor of science degree in

nursing (BSN) level nurse. In this model there can be advancement

from novice to expert within each. In the delegated model, the ADN

practice is a subset of the larger BSN role. The third model is the

competency-based model which is based on Benner's (1984) work of
* ...,

novice to expert practice. McClure states that use of the :
competency-based model would result de facto in differentiation

according to educational preparation in the practice arena (p. 109). r
Studies on differentiation of practice done in the 1970s and

º80s focused on the variables of professionalism, leadership, job

satisfaction, personality, and opinions by colleagues (Ross, 1988).

Many of these studies were done to determine if the practice of

nursing differed depending upon the type of nursing education and º

amount of clinical nursing experience, but these studies have *** -

suffered from methodological and measurement problems (Deback,

1986; Giger, 1986; Gray et al., 1977; Johnston, 1982). These studies

did not address the differentiation of clinical practice functions of

the technical and professional nurse. Also, it is generally

acknowledged among nursing educators and nursing service

directors that higher level nursing education should result in better

clinical judgment or problem solving skills (McCloskey & McCain,

1988; Stark, 1978; Vincent & Davis, 1987; Waters et al., 1972). But

the clinical judgment skills of the two levels of nursing have not

been clearly delineated in the clinical setting. In many health care



service institutions licensure rather than educational level has

determined the activities of the beginning practitioner. Basic staff

nurse job descriptions usually determine the activities of new staff

nurses, not their differences in preparation (Murphy & DeBack,

1991).

Recent activities by leaders in nursing and other related

health care advocates have been addressing the need "for a vehicle

to determine practice and education agreement among nurses and

the need to put that agreement into action at the local, state, and º
national levels" (DeBack, 1991, p. 124). The past efforts of the r
National Commission on Nursing Implementation Project which º
ended on May 1, 1991 have opened the way for continued work on

the differentiation of practice issue. The members of the *-
Commission were instrumental in stimulating interaction about tº-e

differentiated practice and alternative models of care delivery. f

Competencies for nurses who have been prepared at associate º
degree in nursing (ADN) and bachelor of science degree in nursing ‘.
(BSN) levels have been developed by various committees at the

educational and nursing organizational levels (Boggs, Baker, & Price,

1987; Commission on Nursing Education, 1981; Gregory, 1985; NLN

Task Force on Competencies, 1979; Waters & Limon, 1987; Western

Interstate Commission of Higher Education, 1985). But, these lists of

competencies have addressed only one level of educational

preparation (Primm, 1986a). Primm found that there were major

discrepancies between what nursing service and nursing education

expected from new graduates (p. 135). Thus, the Midwest Alliance

in Nursing project was implemented with funding from the W. K.

º



Kellogg Foundation for the purpose of facilitating ADN competency

development and defining and differentiating ADN and BSN

competencies.

There are commonalities in the various differentiation of

practice models. The major role components of the models include:

(a) member of a profession, (b) provider of care, (c) communicator,

and (d) manager of care. The models may differ on how they

identify the various activities and the level at which the activities

are performed, but they all use the nursing process as the method of :
practice. The nursing process is based upon problem solving and *
clinical judgement skills. The degree of complexity of patient needs

determines the level of competency required of the nurse to provide º
quality care. -

People with AIDS have complex problems and this disease is º

often unpredictable and changes rapidly (Hannabury, 1989). º

According to Henry and Holzemer (in press), 75% to 80% of people {

with AIDS will contract the life-threatening opportunistic infection º
Pneumocystis carinii pneumonia. These people will be hospitalized

in an acute condition and require comprehensive nursing care. The

care given to these patients by the nurse is the focus of this study.

Purpose

The purpose of this study is to determine if there is a

relationship between the types of problems identified by nurses for

people with AIDS (PWAS) hospitalized with Pneumocystis carinii

pneumonia (PCP) and certain demographic characteristics of the

nurse. It will also determine if there is a relationship between the

types of nursing care activities instituted by nurses for PWAs



hospitalized with PCP and certain demographic variables of the

nurse. The demographic variables of the nurse include age, gender,

highest nursing degree, highest academic degree, worksite, and the

length of time worked at the individual hospital.

Significance of the Study

The nursing process constitutes the method of practice for

nurses and clinical judgment is an integral component of the nursing

process. Two steps in the nursing process are of concern in this

study: nursing diagnosis and nursing intervention (i.e., nursing care

activities). Studies are currently in progress to classify nursing

diagnoses (Lindsey, 1990) and nursing interventions (McCloskey et

al., 1990) but more work is needed, especially in the identification

of nursing interventions, because the latter is not as well developed

as nursing diagnoses.

This study will provide descriptive data on identified patient

problems and nursing care activities for a specific risk population.

It will explore whether there is a relationship between certain

demographic variables of nurses and the types of patient problems

the nurses identify. It will also describe the types of nursing

activities they report to see if differences really do exist in clinical

practice according to educational level. As was alluded to earlier,

prior studies on the differentitation of practice by educational level

were not focused on clinical practice. This study is focused on

current nursing practice provided for PWAs with PCP. It will add to

the information on differentiation of practice by educational level

with a clinical focus. More studies on the differentiation of practice .

in the clinical area are necessary in order to help nursing educators



make important curricular decisions. Educators have the

responsibility to provide the necessary theory and clinical practice

that is appropriate for the level of student that they are teaching

(i.e., technical, associate degree level or professional, baccalaureate

degree level). Clarification of the differentiation between levels is

required to develop relevant curricula. Studies in the clinical arena

are necessary to clarify practice levels which are governed by

licensing boards. These studies would assist licensing boards for

nursing in defining the scope of nursing practice.



CHAPTER 2

CONCEPTUAL FRAMEWORK, LITERATURE REVIEW,

AND RESEARCH QUESTIONS

Conceptual Framework

Differentiation of practice is of current concern to nursing

educators and nursing service. It was explained earlier that there

are different models for defining practice (Murphy & DeBack, 1991).

Three models include the education-based model, the assessment

based model, and the all-professional model. The model used in this

study is the education-based model. The theoretical model for this

study addresses the relationship between (a) differentiation of

practice by educational level, (c) clincial judgment or decision

making, (c) the nursing process, (d) selected nurse characteristics,

and (e) the care of people with AIDS (PWAs) hospitalized with

Pneumocystis carinii pneumonia (PCP). Figure 1 displays the

variables and suggests the potential relationship among them.

Differentiation of Practice by Education

In the current work on the differentiation of practice by the

Midwest Alliance in Nursing (MAIN) (Primm, 1986a), two levels of

practice were defined and differentiated for the ADN and BSN

competencies. The MAIN differentiated practice model makes the

following assumptions:

1. The role of the nurse is time- and setting-free.

2. The complexity of decision-making within the nursing

process is the basis on which differentiation of the levels

of practice occurs.

-º-º-º:

lº.
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3. All nurses are accountable for their own acts.

4. All nurses are self-directed in their own acts.

5. Nurses make decisions based on their use of the

nursing process.

6. The BSN competencies in this model always include

the ADN competencies.

7. The competencies within each category of the model

build upon one another and cannot be taken out of

C Onte Xt.

8. The definition of focal client differs for the ADN and

BSN. For the ADN, the focal clients are the individuals

and members of the family. For the BSN, focal clients

are individuals, families, aggregates, and community

groups. (Primm, 1986a, pp. 3 - 4)

The MAIN model contains three components: provision of

care, communication, and management of care (see Figure 2). The

intersections of the three major components form three additional

components. The intersection of provision of care and management

of care provides the component of delegation of care. The

intersection of management of care and communication provides

coordination with other disciplines; and, the intersection of

communication with provision of care provides teaching. All of

these components are enclosed in a larger circle that defines both

levels of nurses as members of a profession and therefore they are

accountable and self-directed. The larger circle also includes the

method of practice which is the nursing process (Primm, 1986a).

Thus, the MAIN's framework delineates the provision of direct care
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competencies for the ADN and BSN according to the nursing process.

In this model, the differences between the competencies occur in

the complexity of client problems, the time line, and structure of the

setting in reference to nursing actions. Thus, the differentiation of

competencies between the ADN and the BSN occurs in the

complexity of decision-making within the nursing process.

Clinical Judgment/Decision Making

The quality of patient care is directly related to the nurse's

ability to make decisions regarding the needs of the patient.

Accurate identification of patient problems and selection of

appropriate interventions are a result of effective clinical judgment

by the nurse. It is important to know how effective clinical

judgments are made so that strategies can be developed to teach

nurses and student nurses appropriate clincial judgment skills to

decrease the possibility of error, thus insuring better quality of

patient care.

The cognitive theory perspective was used for this study. The

cognitive theory perspective includes concept attainment and

information processing (Newell & Simon, 1972). This study focuses

on the information processing perspective and specifically on the

aspect of clinical judgment.

Information processing theory is based on making rational

choices. Edwards and Tversky (1967) describe the decision maker

as an "economic man" who has three properties. He or she is

(a) completely informed, (b) infinitely sensitive, and (c) rational.

The last property of rationality is essential to their assumption that

he can "weakly order the states into which he can get, and he makes

*s--
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his choices So as to maximize something" (p. 14). This assumes that

the person has information processing capacity. The characteristics

of the human information processing system include the following:

(a) the perception of information is not comprehensive but selective;

(b) information is processed in a sequential manner; (c) the

processing system is necessarily dependent upon the use of

operations that simplify judgmental tasks and reduce mental effort;

(d) people have a limited capacity of short term memory; (e) the

processing system is dependent upon task characteristics-- -
"adaptiveness"; and (f) the problem solver's conceptualization of the *

problem at hand is important (Hogarth, 1987; Newell & Simon, º
1972). -

Kassirer and Gorry (1978) acknowledge the above º
characteristics as being important conceptual elements in

ºinformation processing. They also state that "a large amount of *

knowledge, highly organized for the task at hand, is an essential

ingredient in expert performance" and that without this knowledge :
the person is forced by the limits of his cognitive abilities to find a

simplistic and often inefficient solution to the problem (p. 254). One

theory of expert performance asserts that it is attained through skill

acquisition and movement through identifiable increasing levels of

clinical experience as described by Dreyfus and Dreyfus (1986) and

in nursing by Benner (1984). Another theory of skill acquisition

includes two major stages in the development of a cognitive skill:

(a) a declarative stage in which facts about the skill domain are

interpreted and (b) a procedural stage in which the domain

knowledge is directly embodied in procedures for performing the
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skill (Anderson, 1982, p. 369). Thus, both approaches require

assimilation of knowledge and a transference of that knowledge to

the practical performance of a skill at some level of competence.

Expert performance includes skills in clinical judgment.

Clinical judgment also includes the activities of clinical problem

solving, clinical decision making, and nursing process. "Clinical

judgment is the process of translating knowledge and observation

into a plan of nursing action and the implementation of that plan for

the benefit of the patient/client" (AACN, 1986, p. 80). It is "always

a guide for making a decision, which leads to a choice, which then

produces an outcome" (Rachlin, 1989, p. 43). Rachlin (1989) also

:sº
>

states that judgments are subject to errors and that wrong

judgments lead to wrong actions. LeBreck (1987) defines clinical --->

judgment as "a series of decisions made by the nurse in interaction

with the client, regarding: (a) the type of observations to be made in i

the client situation, (b) the evaluation of the data observed and

derivation of meaning (diagnosis), and (c) nursing actions that *

should be taken with or on behalf of the client (management)" (p.

154). Therefore, nurses must use some method of problem solving

or decision making in order to assess, identify the patient problem,

implement a plan of care appropriate for the problem, and evaluate

its outcome. The ability to accomplish this activity is taught in the

nursing program that the student attends and the skill should

increase with experience in the complex clinical setting.

The complexity of decision making is an integral concept in the

differentiation of nursing competencies in the MAIN framework

(Primm, 1986a). As the complexity of the problems increases, there
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is a need for higher level clinical judgment. The education model for

differentiation of practice implies that higher levels of clinical

judgment are attained through higher nursing education. The

nursing process is the system in which the levels of clinical

judgment are used.

Nursing Process

The nursing process is an intergral part of the MAIN

framework. According to Douglas and Murphy (1990), the terms

nursing process and nursing diagnosis first appeared in the

literature in the early 1950s. These concepts have evolved over the

years to the point that there is general acceptance of the terms by

the nursing profession. But there continues to be debate as to what

components constitute the nursing process and what is the actual

definition of nursing diagnosis. Yura and Walsh (1978) give the

following definition for nursing process:

The nursing process is an orderly, systematic manner of

determining the client's problems, making plans to

solve them, initiating the plan or assigning others to

implement it, and evaluating the extent to which the

plan was effective in resolving the problems identified.

(p. 20)

Many other authors have identified the steps in the nursing

process. The number of steps vary from four (Yura & Walsh, 1978);

five (Carlson, Craft, & McGuire, 1982; Carrieri & Sitzman, 1971;

McCloskey, 1978; Mundinger & Jauron, 1975; Zimmerman &

Gohrke, 1970); six, (Gordon, 1982); to seven in the ANA's Standards

of Nursing Practice (1973). The five step model which includes the

r

º
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steps of assessment, diagnosis, planning, intervention, and

evaluation appears to be the most popular (Bulechek & McCloskey,

1985, p. 2). Two steps of the nursing process are important to this

study: nursing diagnosis (i.e., patient problems) and nursing

intervention (i.e., nursing activities related to patient problems).

Nursing diagnosis is one step in the nursing process that uses

assessment data to identify specific patient problems. Gordon's

(1976) definition for nursing diagnosis has been generally accepted

even though it focuses on illness and not wellness. It states that a

nursing diagnosis is:

A clinical diagnosis made by a professional nurse that

describes actual or potential health problems which the

nurse, by virtue of her education and experience, is

capable and licensed to treat. (p. 1299)

Carlson, Craft, and McGuire (1982) were concerned with this focus

on illness and defined nursing diagnosis as:

A statement of a potential or an actual altered health

status of a client(s), which is derived from nursing

assessment and which requires intervention from the

domain of nursing. (p. ix)

Gordon (1982) later amplified her definition of nursing

diagnosis by stating that problems secondary to illness, medical

therapy, developmental changes, or life situations were health

restoring responses and that problems in health management that

deal with health promotion and illness prevention were health

supporting responses, both of which were included in nursing

diagnosis. Bulechek and McCloskey (1985) have simplified the
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definition and state "Nursing diagnosis is the identification of a

patient's problem that the nurse can treat" (p. 5).

Although much work has been done and continues to be done

on the classification of nursing diagnoses by such groups as the

North American Nursing Diagnosis Association (NANDA), concerns

have been raised that a single taxonomy may be too limiting. The

taxonomy may not address issues of cultural and personal bias,

advances in technology, changes in health care delivery, or

environmental issues. Although Bulechek and McCloskey (1990)

voiced concerns about the undesirabilty of a single taxonomy, they

do not advocate abandoning the current efforts to refine and

categorize nursing diagnoses, but do emphasize the need to move to

other areas such as interventions and their impact on patient

OutCOme S.

The other step in the nursing process that will be examined in

this study is nursing intervention. Nursing interventions are those

things nurses do to assist clients in moving toward a desired

outcome (Bulechek & McCloskey, 1990). Interventions are nursing

behaviors, whereas, nursing diagnoses concern the analysis of

assessment data and client behavior. A research team at the

University of Iowa are currently working on a taxonomy of nursing

interventions. Several reasons have been given (McCloskey &

Bulechek, 1990, pp. 22-25) for the development of a taxonomy of

nursing interventions and some include:

1. The current intervention tools were developed for

narrowly defined institutional purposes and cannot be used to draw

general conclusions about nursing practice.

|
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2. It is difficult to computerize the nursing interventions due

to the wide variety of and lack of standardization in patient

classification systems, therefore making it difficult to gather

comparison data from various agencies.

3. Standardized data sets are needed that document nursing

care across settings, and a taxonomy is needed to classify nursing

phenomena in a standard language.

4. A deductive approach, whereby interventions are

identified and placed in an existing conceptual framework, does not

appear a good choice at this time. An inductive approach is more

appropriate because there are few conceptual frameworks of

nursing interventions and those that do exist are tentative and

incomplete.

The University of Iowa research team has expanded the

definition of nursing interventions to read:

A nursing intervention is any direct care treatment that a

nurse performs on behalf of a client. These treatments

include nurse-initiated treatments resulting from nursing

diagnoses, physician-initiated treatments resulting from

medical diagnoses, and performance of the daily essential

functions for the client who cannot do these. (Bulechek &

McCloskey, 1989, p. 25)

These researchers are currently trying to define interventions into

each of the three categories. These categories were not used by this

study because the types of nursing activities identified by the

sample did not fit clearly into these categories. So another model

(Sparks & Taylor, 1991; Wesorick, 1990) was used for this study.

&
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Wesorick (1990) also classifies interventions into three

categories. These categories are designated according to the nursing

services delivered by the nurse and are as follows:

1. Delegated category: The services that nurses deliver in

response to physician's orders.

2. Interdependent category: The services that nurses provide

because the person has a certain health problem, medical

diagnosis, or treatment plan.
* =

3. Independent category: The services that the nurse :
provides because the person has a certain human response or º
nursing diagnosis. (p. 3)

Sparks and Taylor (1991) further define the above three

terms. They state that "dependent nursing activities are based on ---

written or oral instruction from another professional--usually a -** *

doctor". These activities may include administering medication, t

inserting indwelling urinary catheters, and obtaining specimens for º
laboratory tests. Interdependent interventions are performed "in

collaboration with other professionals and may include following a

protocol and carrying out standing orders". The third category

includes independent interventions. These interventions fall within

the scope of independent nursing practice and do not require a

doctor's direction or supervision. The activities may include patient

teaching, health promotion, counseling, and helping the patient with

activities of daily living (Sparks & Taylor, 1991, p. 21). Sparks and

Taylor's (1991) categories were used in this study because they fit

the qualitative data better than Bulechek and McCloskey's

categories.
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The data from this study on nursing interventions will provide

evidence as to the usefulness of these categories for nursing

interventions specific to PWAs admitted to the hospital with PCP. It

will also address whether there is a difference in the types of

nursing interventions reported by the nurses according to certain

demographic variables.

Review and Critique of

ADN/BSN Differentiation Research

Thirty-one studies were chosen from a computerized search of

the literature on ADN and BSN differentiation. Only studies that

compared the two levels of education were chosen for review.

These studies were reviewed to determine what, if any, differences

were observed between baccalaureate prepared nurses and

associate prepared nurses on various characteristics. The studies

were categorized under the major components of the MAIN project

framework, including: (a) provision of direct care competencies,

(b) communication competencies, and (c) management competencies.

These Studies are dated from 1972 to 1988 with 11 in the 1970s

and 20 in the 1980s.

After review of each study, they were categorized according to

the MAIN framework. Studies were classified into the following

groups:

1. Group 1: This group included studies that addressed direct

care competencies only (n = 4).

2. Group 2: This group included studies that addressed

management of care only (n = 7).

:

º
s

º
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3. Group 3: This group included studies which had all three of

the components (provision of direct care, communication, and

management of care) (n = 15).

4. Group 4: This group included studies that did not clearly fit

into the above MAIN components (n = 5).

roup 1: Provision of Direct Car udies

Four studies (Table 1) were applicable to provision of direct

care (Bullough & Sparks, 1975; Haggerty, 1987; Toth, 1986; Vincent

& Davis, 1987). Haggerty (1987) and Toth (1986) found no º
significant differences between ADN and BSN levels. However, .
Bullough and Sparks (1975) and Vincent and Davis (1987) found º
significant differences between ADN and BSN levels. Two of the º
studies were based on questionnaires. Of the questionnaires, one unº

had a care/cure dichotomy scale (Bullough & Sparks, 1975) and the -º-

■ º
second had a clinical situations questionnaire with videotape se

simulations (Haggerty, 1987). The third study used a tool to assess

the basic knowledge of students (Basic Knowledge Assessment Tool) * * *

(Toth, 1986). Vincent and Davis (1987) used structured interviews *s-

of primary care nurses in a community health agency. The sample

sizes varied from 57 to 393. Two of the studies used senior nursing

students (Bullough & Spark, 1975; Haggerty, 1987); one study used

critical care nurses (Toth, 1986), and the last study by Vincent and

Davis (1987) used nurses in a public health setting. These four

studies were classified as "provision of direct care competencies"

because their foci were on nursing skills or nursing process.
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Toth (1986) examined the basic knowledge of critical care

nurses using the Basic Knowledge Assessment Tool (BKAT). The

purpose of the study was to measure the association of basic critical

care knowledge with the variables of experience and certification in

critical care nursing (CCRN), experience in non-critical nursing, and

educational preparation. The content of the BKAT measures basic

knowledge in the following areas of critical care nursing practice:

cardiovascular, monitoring lines, pulmonary, neurology, endocrine,

renal, and gastrointestinal (Toth, 1986, p. 187). Educational level ~.
was not a predictor of critical care knowledge nor was experience in r
non-critical care nursing. Experience in critical care and being CCRN º
certified were significant predictors of critical care knowledge at the

.05 significance level. ---

Haggerty (1987) studied senior ADN and BSN nursing students' ºn tº

immediate responses to distressed patients. She wanted to t

determine if the immediate responses to the patients were due to

the type of distress presented by the patients or by the type of *** - -

student degree program. She examined student responses to

videotaped situations involving four patients (two with physical

distress and two with emotional distress), and found that there was

no difference in the immediate responses of the senior ADN and BSN

students. But she did acknowledge that this research only focused

on the immediate response effectiveness and not on the follow up

responses. Haggerty (1987) stated that "it is possible that analysis

of students' responses beyond their immediate verbalizations might

support the relative abilities of BSN students in verbally exploring

distressed behaviour" (p. 459).
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Bullough and Sparks (1975) examined the care/cure

dichotomy among senior nursing students. According to the authors,

this care/cure dichotomy represents two basic orientations of the

nursing role: the one focused on caring for patients and the other on

curing their illnesses ( p. 689). They found that BSN students were

more care oriented and that ADN students were more cure oriented.

These orientations were reflected in the students' impressions of

what they thought were the orientation of their faculty and

curriculum. A student who had a care orientation stated that the

faculty and curriculum also had a care focus. The students in a

baccalaureate program perceive their faculty and curriculum as

even more care oriented (91%) than they are themselves. Whereas,

the ADN students were split, 49% saw the faculty as cure oriented

and 51% saw them as care oriented. These differences may be due

to the socialization process. Faculty for both programs have been

socialized similarly and may affect the program due to this

socialization. The cure orientation is equated with technical skills

and the care orientation is equated with professional skills.

Therefore, this study was classified under the MAIN component of

provision of direct care.

Vincent and Davis (1987) actually measured competencies of

the nurses in the community practice setting. They used the

nursing process to identify problems and implement appropriate

actions for those identified problems. They conducted chart reviews

and interviews with the nurses regarding their respective charting.

They wanted to determine if differences exist between BSN-nurses

º
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and non-BSN-nurses in relation to (a) the social problems that they

identify, or

(b) the actions that they take when social problems are identified.

Although the findings were not statistically significant, the authors

noted that BSN nurses were able to identify more problems and to

make more concise decisions regarding those problems than were

non-BSN nurses. The BSN nurses identified 584 social problems,

whereas the non-BSN nurses identified only 250 problems. All of -

the nurses with more than two years of public health nursing º
experience did report similarly in three of the ten categories of r
social problems, but the BSN nurses had higher averages on 7 of the º
10 categories. This study was setting-specific and represented an º
expanded nursing role. ---

Group 2: Management of Care -** *

º
ºThe management of care category included studies that

addressed interdisciplinary health care teams, leadership, research
K

orientation, professional autonomy, and decision making. There * - - -

were seven studies reviewed in this group (Table 2). In three
***

studies, the subjects were senior nursing students (Beatty, 1987;

Meleis & Farrell, 1974; Murray & Morris, 1982). The subjects in two

other studies were RNs (Pardue, 1987; Schutzanhofer, 1988). The

last two studies had nurse administrators (Pankratz & Pankratz,

1974), plus students and faculty (Snyder, 1981) as their subjects.

A majority of the studies focused on self-report or tests

(Meleis & Farrell, 1974; Murray & Morris, 1982; Pankratz &

Pankratz, 1974; Pardue, 1987; Schutzanhofer, 1988). One study

combined self-report with clinical observation (Snyder, 1981), and
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the last study focused on perceptions (Beatty, 1987). Of the seven

studies, three used researcher designed tools (Pankratz & Pankratz,

1974; Schutzanhofer, 1988; Snyder, 1981); three used tools that

have been used before (Beatty, 1987; Meleis & Farrell, 1974;

Murray & Morris, 1982); and, one study used a researcher designed

tool and the Watson-Glaser Critical Thinking Appraisal Test (Pardue,

1987). Four of the seven studies (Meleis & Farrell, 1974; Murray &

Morris, 1982; Pankratz & Pankratz, 1974; Pardue, 1987) found a
***

significant correlation between educational level and practices in :
management of care. º

Although Beatty (1987) found no significant difference in ADN ...
and BSN attitudes towards health care teams, she did find that the º
BSN students reported more repeated interactions with health care •

º

teams. Similar results were also found by Snyder (1981). She

sampled students and faculty regarding health care team 1.

interactions and found that interaction with members of other
-

health disciplines in the clinical area was minimal for both but the - *

BSN interacted more than the diploma and ADN nursing students.

Pankratz and Pankratz (1974) compared the degree of

professional autonomy among RNs and found that education was a

liberalizing force. They found that nurses in community hospitals

where diploma graduates account for 90% of the population tested

lowest on all dimensions of professional autonomy. Murray and

Morris (1982) used Pankratz's tool to compare senior nursing

students. They found graduating seniors from BSN programs scored

significantly higher on the three scales of autonomy, patient's rights,

and rejection of traditional nursing role limitations than either

s
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graduating diploma or ADN nursing students. Schutzanhofer (1988)

also examined professional autonomy. She found significant

differences between technical (diploma/ADN) and BSN and between

technical and MS graduates on the professional nursing autonomy

scale which she designed. As the educational level increased, so did

the degree of professional autonomy.

The two remaining studies in this category measured decision

making and a combination of intellectual characteristics, leadership,

research orientation, and sociopsychological outlook. Pardue (1987)

found no significant differences in critical thinking among four

levels of education even though BSN and MS nurses had higher

critical thinking scores than ADN and diploma nurses.

In Meleis and Farrell's study (1974), several measures were

taken on six different tools to determine the similarities and

differences of the three types of students (diploma, ADN, and BSN)

on four variables. The Omnibus Personality Inventory showed no

significant difference among the students of the three educational

programs, baccalaureate, associate, and diploma. They found that

senior students of the three programs had similar levels of

leadership. They also found that BSN students were significantly

higher on autonomy than ADN and diploma students. Diploma

students valued research more than ADN and BSN students. BSN

students rated themselves higher on communication, research, and

leadership.

These studies did indicate that there were some differences in

perceived practice of the two educational levels of ADN and BSN.
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However, only Snyder (1981) actually used observations in the º

clinical setting. º,

r : All Three InDOne n f MAIN Framework i

Fifteen studies were included in Group 3 which addressed all * -

three components of the MAIN framework : provision of direct care,

communication, and management of care. The studies were

included in this category if they addressed some part of all three of

the MAIN components (Table 3).

The subjects in the studies included new graduates (Barian et *.
*

al., 1985; Yocum, 1987)), staff nurses (Bottoms, 1988; Deback, 1986;

Hover, 1975; Johnston, 1982), senior nursing students (Giger, 1986; ... "

Gray et al., 1977; Lawler & Rose, 1987; McMillan, 1985), and a

combination of nurse educators, directors of nursing, head nurses,

and administrators (Chamings & Teevan, 1979; Howell, 1978; Nelson,

1978; Stark, 1978; Waters et al., 1972). The researchers studied
-

perceptions of the graduates and their supervisors (Nelson, 1978) as

well as the perceptions of educators, adminstrators, and directors

regarding new graduates (Chamings & Teevan, 1979; Howell, 1978;

Stark, 1978)). In eight studies (Bottoms, 1988; Giger, 1986; Gray et ~

al., 1977; Hover, 1975; Johnston, 1982; Lawler & Rose, 1987; A.

McMillan, 1985; Yocum, 1987), the researchers examined º

competencies by using self report or an essay format test. Bairan et

al. (1985) examined student differences using simulated clinical 1.

situations and Deback (1986) used a job competence assessment

methodology. Only Waters et al. (1972) used actual clinical

observations.
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Of the 15 studies in Group 3, only four did not use researcher

designed instruments. Bairan et al. (1985) used the Gray

Instrument which had six clinical situations. Lawler and Rose

(1987) used two reported tools: (a) Stone's Health Care Professional

Attitude Inventory and (b) Corwin's Nursing Role Conception Scale.

However, neither of these tools have been widely used in other

studies. McMillan (1985) used the New York Regents' Professional

Performance Exam which was designed to measure ability to apply

knowledge in leadership, collaboration, management of client care,

and research.

Some differences between diploma, ADN, and BSN

competencies were noted in all but one study by Yocum (1987). In

four studies (Bottoms, 1988; Deback, 1986; Giger, 1986; Hover,

1978), there were distinct differences between the ADN and BSN

levels. The studies found that: (a) BSN nurses used more liberal

education competencies in their private lives than ADN nurses

(Bottoms, 1988); (b) more education promotes a broader range of

abilities than experience does (Deback, 1986); (c) BSN students were

more process-oriented, more knowledgeable in areas of nursing

diagnosis, concept analysis, theoretical application and the

implementation of nursing process (Giger, 1986); and (d) as

education increased, nurses showed a greater preference for active

patients and more interest in providing teaching and supportive

care (Hover, 1975).

In 10 of the 15 studies (Bairan et al., 1985; Chamings &

Teevan, 1979; Gray et al., 1977; Howell, 1978; Johnston, 1982;

Lawler & Rose, 1987; McMillan, 1985; Stark, 1978; Waters et al.,

ºn tº

gº a “
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1972; Yocum, 1987), the differences between ADN and BSN nurses

were not as distinct but some differences were noted between the

two levels of education. Three studies used nursing students as the

sample. Gray et al. (1977) found that BSN students scored higher

overall in the areas of teaching, technical skills, leadership, support

to patient and family, assessment actions in structural situations,

and following observations. Lawler and Rose (1987) found that

second step BSN students were more professional than generic BSN * ,

or ADN students. McMillan (1985) found no differences on *…

leadership, collaboration, and management of client care between º
ADN and BSN students, but did find a significant difference in º
research orientation for the BSN students.

Three of these 10 studies focused on new graduates in staff
***

positions (Bairan et al., 1985; Johnston, 1982; Yocum, 1987). Only gº º

Bairan et al. (1985) found a difference between educational level in

performance in the professional category (actions expected of

baccalaureate graduates only), with BSN graduates exhibiting more

professional behaviors. But there were no differences between

them in the technical-skills category (actions expected of associate

degree graduates only) or in the all-nurse category (actions

expected of both associate degree and baccalaureate graduates).

Johnston (1982) found that BSN graduates used analytical questions,

whereas ADN graduates measured bodily functions. She found that

there were no differences between them in the use of nursing

orders and plans for activities of daily living. Yocum (1987) also

found that the three levels of nurses focused on the performance

associated with routine nursing activities, monitoring clients at risk
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and protecting clients, and not on the more advanced skills

associated with BSN education.

The remaining five studies in Group 3 focused on the

perception of others regarding the competencies of the nurses

according to educational levels. Chamings and Teevan (1979) found

that educators' expectations of BSN graduates were higher but not

clearly different in kind from those of ADN programs as perceived

by the nurse educators in the respective programs. In a study by
****

Howell (1978), directors of nursing ranked the three types of 2:
nursing graduates with regard to technical and professional skills. º
In the small hospitals, the diploma graduate was ranked first, º
whereas in the large hospitals, the BSN graduate was ranked first.

Bias clearly influenced the perceptions reported since the majority ****

gº a “

of the directors in the small hospitals had an educational level

equivalent to the diploma. Similar results were found in Nelson's

study (1978). In Nelson's study the perceptions of the nurses and

the supervisors were obtained. The results indicated that the

nurses ranked the diploma nurse first in overall competence,

whereas the supervisors rated them lower. Nurse educators and

administrators also gave their perceptions of expected competencies

for ADN and BSN graduates (Stark, 1978). The areas which were

specifically assigned to BSN were evaluation, management and

supervision, teaching, and guidance. Stark (1978) found no

consistent alignment of either one faculty group with the other or of

the nursing service administrators and either of the faculty groups

in perception. In Waters et al. (1972) study, there was a

discrepancy between the directors and head nurses regarding the
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differences in practice of the two educational levels. The directors

consistently acknowledged differences between ADN and BSN,

whereas, the head nurses indicated no differences between ADN and

BSN practice. The study did find that the actions and attitudes

described by ADN staff nurses appeared consistent with technical

nursing practice. They also found that BSN staff nurses practice

professional nursing and consider patients' psycho-social needs.

The overwhelming majority of the 15 studies did find some

differences between level of nursing education and perception of

practice. Although some of the studies used chart review and

simulations of practice, most of the studies used researcher

developed tools to gather perceptions or self-reported data.

roup 4: Miscellaneo ies

Five studies were placed in the Miscellaneous Studies category

because they measured variables that did not clearly reflect the

MAIN categories. These variables included: self-actualization

(Goldstein, 1980), academic success (Gross et al., 1987), sex role

identity and perception of professional self (Meleis & Dagenis,

1981), performance on nursing certificate examinations (Raymond,

1988), and intelligence level (Richards, 1972) (Table 4). All five

studies used standardized tests to gather data to see if there were

differences between educational levels, but the differences that they

examined were not directly related to clinical competencies.

Goldstein (1980) measured self-actualization in ADN and BSN

senior nursing students. She found that the mean scores of BSN

senior nursing students were higher on all scales of the Personal

Orientation Inventory than were ADN senior students. Gross et al.

2.
º º
º -

º

*-
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(1987) measured age, ethnicity, cumulative GPA, and Watson-Glaser

scores to determine if these variables were predictors of academic

success and professional preparation. They found that BSN students

had higher cumulative GPAs, final semester GPAs, and higher

National Council Licensure Examination (NCLEX) scores than ADN

students. They also found there was no significant difference in age.

The GPA was considered the best and only predictor of performance

on NCLEX. In the study by Meleis and Dagenis (1981), there was no

correlation between sex role identity and the three educational 2:
levels. They found that the differences occurred between ADN and º
diploma and BSN and diploma, not between ADN and BSN. Richards º
(1972) found no differences in intelligence and personality among

the three types of students. Raymond (1988) did find that there *

was a positive relationship between education and test performance

on the ANA certification exams. ADN and diploma students were

put together in this study. The differences could be due to the

number of years in education, role socialization, and exposure to

liberal education values.

Differences correlated with educational level were found in

three (Goldstein, 1980; Gross et al., 1987; Raymond, 1988) of the

five studies in the Miscellaneous Category. Four of the five studies

(Goldstein, 1980; Gross et al., 1987; Meleis & Dagenis, 1981;

Richards, 1972) used senior nursing students as their subjects.

Raymond (1988) used RNs who had taken the ANA Certification

Examinations.

s

J
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Conclusions about Previous Studies

The MAIN Framework was developed to delineate the

competencies of the ADN and BSN prepared nurse in the practice

setting. These competencies were developed in concert with

educators of both ADN and BSN programs and representatives from

the various service settings. This framework removed the

vagueness that Waters et al (1972) describe in their study. One of

their major limitations was the lack of a precise and operational

definition of technical and professional nursing. They stated that "it º
was professional nursing which is vague, speculative and abstractly r
defined and for which few examples and few models have been º
structured" (p. 130). The MAIN project removed this vagueness and º
identified measureable criteria for both educational levels. -

The MAIN Framework provided clear categories with distinct º

criteria for each category so that the body of literature on ADN and

BSN differentiation could be reviewed and compared in an organized

manner. It should be noted that the majority of the studies (n = 15)

fit into Group 3 which contained all three components of the

framework: (a) provision of direct care competencies,

(b) communication competencies, and (c) management competencies.

There were no studies that addressed communication competencies

only. Four studies addressed only provision of direct care

competencies and seven studies addressed only management

competencies. Since the majority of the studies fell into Group 3,

one would think that more information would be provided to

discriminate between the practice of the ADN and BSN. However,

most of these studies did not address observations or measurements

:
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of practice. In order to obtain more discriminate data on

educational level differences, more studies need to be done that

measure competencies in the practice setting.

These studies did indicate that BSN graduates measure higher

on professionalism than ADN graduates. But the tools used to

measure professionalism were usually locally developed tools

without established reliability or validity. The studies measured

perceptions using self-reports and very little clinical observation of

professional characteristics. Wooley (1977) and Abdullah (1973)

both identified that nursing did not have any reliable tests of

clinical competence. After reviewing the 31 studies, it is evident

that this condition still exists today in nursing research on

differences between ADN and BSN clinical competencies. Nelson

(1978) developed a competency inventory and only included those

functions which were common to all programs. By selecting only the

common functions, the discriminating functions attributed to BSN

education were eliminated and the results suggested uniformity

amongst nurses, which may or may not be true. Also, as Yocum

(1987) indicated in her study, the results of task inventories

indicate what activities are performed but not how well the activity

is performed.

If the MAIN Framework is used as the criterion, it is necessary

to measure not only how, but also how well the activity is

performed because the BSN nurse does all of the same activities as

the ADN nurse but differs according to complexity of decision

making, client focus, and setting. Johnson (1986) also identified in

her dissertation that nurses from both baccalaureate and technical
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programs assumed similar functions and responsibilities in the

practice setting. She also stated that studies in the practice setting

may be reflecting these similarities and measuring functions

commonly performed by all nurses rather than the behaviors of

professional nurses (p. 74).

Three things distinguish the present study from the previous

ones: (a) the identification of the use of nursing diagnoses versus

medical diagnoses, (b) types of nursing activities taken to alleviate
*** -.

the identified problems, and (b) the focus on the clinical setting in 2.
which the nurse practices. The variable of educational level was º
used to determine if nurses identify patient problems differently º

and initiated different nursing activities. Do they use nursing º
º

diagnoses or medical diagnoses? How complex are the problems

that are identified? Are the actions dependent, interdependent, or

independent?

Definition of Terms

For the purpose of this study, the following definitions will be

used:

1. Technical nurse is a nurse who has a diploma or an

associate degree in nursing.

2. Professional nurse is a nurse who has a baccalaureate

nursing degree or a higher degree in nursing

3. Nursing diagnosis is the identification by a nurse of a

patient's problem that a nurse can treat (Bulechek & McCloskey,

1985, p. 5).

º

.

--

º
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4. Nursing care activity is any direct care treatment that a

nurse performs on behalf of a client (Bulechek & McCloskey, 1989,

p. 25).

5. Independent nurse activities are activities which fall

within the purview of nursing practice and do not require a

physician's direction or supervision (Sparks & Taylor, 1991, p. 21).

In UTSC ivities are activities performed in

collaboration with other professionals and include following a * ..

protocol and/or carrying out standing orders (Sparks & Taylor, 2.
1991, p. 21). º

7. Dependent nurse activities are activities based on written º

or oral instruction from another professional--usually a physician º
(Sparks & Taylor, 1991, p. 21). -

Research Questions

The research questions for this study were divided into two

sections: (a) questions related to the identification of patient

problems, and (b) questions related to nursing care activities to

alleviate the problems. These data were correlated with the

demographic variables of the nurse: (a) age, (b) gender, (c) highest

nursing degree, (d) highest academic degree, (e) site, and (f) length

of time worked at the individual hospital. Data were collected from

the nurse through personal interview and recording of data during

intershift report. Although nursing data were collected three times

during the patient's hospitalization, only data from Time 1 were

used in this study.

s
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i Rel Identification i Probl

1. What are the problems of hospitalized PCP patients that

nurses identify during the interview?

2. What are the problems of hospitalized PCP patients that

nurses identify during their oral intershift report to other nurses?

3. Are the data on patient problems that were collected

during the interview and shift report in agreement?

4. Do the identified problems for patients with PCP cluster in

a meaningful way? 2.
4.1 Are the clusters/problems more consistent with º

nursing diagnoses or with medical diagnoses? º
5. Does the frequency of use of nursing diagnoses depend º

upon any of the nurse's demographic variables? *

6. Is there a relationship between the patient problems

identified by the nurse during the interview and the nurse's

demographic variables?

7. Is there a relationship between the patient problems

reported by the nurse during the intershift report and the nurse's

demographic variables?

ion l Nursin re Activiti

8. What are the nursing care activities for the identified

problems that nurses report to the researcher during the interview?

9. What are the nursing care activities that nurses report to

other nurses during intershift report?

10. Do the nursing care activities cluster in a meaningful way?

10.1 What fraction of the nursing care activities are

independent treatments?

s

7.
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10.2 What fraction of the nursing care activities are

dependent treatments?

10.3 What fraction of the nursing care activities are

interdependent treatments?

11. Are the data collected on nursing care activities during

the interview and shift report in agreement?

12. How does the number of reported nursing care activities

relate to the severity of the patient's condition as rated by the
~.

nurse? 2.
13. Is there a relationship between the types of nursing care º

activities reported by the nurse during the interview and the º
nurse's demographic variables?

14. Is there a relationship between the types of nursing care -
gº tº

activities reported by the nurse during the shift report and the

nurse's demographic variables?

~.

-s

J



61

CHAPTER 3

RESEARCHMETHODOLOGY

Research Design

This study used a retrospective, descriptive, correlational

design. Both qualitative and quantitative methods were used to

collect and to analyze the data. Several researchers advocate the

use of both methods because the combination offers a form of

triangulation which can enhance the validity of the findings in a ***
{ sº

study (Bargagliotti & Trygstad, 1987; Goodwin & Goodwin, 1984; º
Hinds & Young, 1987; Jones, 1987; Wilson, 1989). r

Descriptive methodology was used to collect data on the º

problems and nursing activities that nurses identified for their AIDS

patients hospitalized with PCP. Correlational methodology was used

after the qualitative data were categorized and quantified to

determine if there was a relationship between educational

preparation and the types of problems identified and the nursing

activities done for these patients. The study used retrospective data

collected from August, 1989 to October, 1990 as part of the Quality

of Nursing Care of People with AIDS Grant (NIH-NCNR 1 R01

NR02215) with Dr. William Holzemer as Principal Investigator.

Research Setting

Two sites were used for this study. A large university medical

center and a community medical center provided the settings for

data collection. Both sites were located in the San Francisco Bay

Area of California.

s
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The university medical center is a tertiary care teaching hospital

with 560 beds. It has two floors that usually receive the people

with AIDS (PWAs). These two units differ in the way the intershift

report is given. One unit gives the intershift report by tape

recording and the other unit does the intershift report by direct

interaction with the oncoming nurse. Only the data from the nurses

on the unit at the university medical center that give a direct

intershift report were used in order to be consistent with the way

that the report is given by nurses at the community medical center. *"

The university medical center unit is a 35-bed medical unit that has c
a patient population with the following problems: dermatology º
patients, AIDS patients with dermatological problems, and AIDS º
patients with pneumonia (Holzemer, 1988). As of January 17, 1991, º

this unit was staffed by 33 registered nurses (which included full

time and per diem), 1 LVN, and 2 nurses aides.

The community medical center is an acute setting that has 340

patient beds. Two floors of the hospital were used to obtain data on

nurses, Floor 2 and Floor 4. People with AIDS with the diagnosis of

Pneumocystis carinii pneumonia were usually admitted to these two

floors unless they were admitted to the intensive care unit (ICU).

Patients in the intensive care units were not included in this study

unless they moved out of the ICU onto one of the floors. As of

January 18, 1991, there were 32 full time equivalents (FTE) for all

nurses on Floor 4 and 20 FTEs for Floor 2.

Human Subject Approval

The Grant from which these retrospective data were obtained

had human subjects approval from the University of California, San
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Francisco Medical Center. All of the nurses signed a consent form

before being interviewed in the parent study. This researcher

participated in the collection of the data as a research assistant. The

only approval process needed for this study was a letter from the

Principal Investigator, Dr. William Holzemer, to the Chair of the

Institutional Review Board at the University of California, San

Francisco Medical Center Office of Research stating that this

researcher was a research assistant on the Grant. This approval
*** **

was granted (CHR Approval # H642-03545-03) on February 11, 2.
1991. º

Sample *

A convenience sample of registered nurses (N = 67) who were ~

employed at the above two sites and assigned to 67 different ~
***hospitalized PWAs with PCP was used for this study. Data for this

study were collected from nurses on a specific unit at a university

medical center (n = 27) and from nurses (n = 40) on Floors 2 and 4

at the community medical center. In order to be included in this

study the nurses must have: (a) completed a consent form, (b) been

interviewed by an RN research assistant and have a completed

Nurse Questionnaire (RN-Q), and (c) allowed an RN research

assistant to record her/his oral report on the Intershift Recording

Form (IRF). The sample included the following levels of nurses:

diploma nurses, associate degree nurses, baccalaureate degree

nurses, and master's prepared nurses. Only the data sets from the

RN-Q and IRF from Time 1 hospitalization of the patient were used

in this study in order to hold the patient variable of severity more

constant. If a nurse was interviewed for more than one patient,
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only the nurse's data from the first patient were used in the

analysis in order to ensure that the collected data were consistent.

Thus, the number of nurses and patients were each 67.

Data Collection Methods

Instruments

Eight intstruments were developed for the original grant to

measure patient status, patient problems, nursing activities and

other variables relevant to the grant. Only the data from the Nurse

Questionnaire (RN-Q) and the Intershift Report Form (IRF) were 2.
used in this study. º
Nur i ir *\º le

º
The RN-Q (Appendix A) was developed for the Grant to collect

three distinct data sets. The three data sets included: (a) nurse •

demographic data, (b) interview data on the identification of patient

problems and nurse interventions, and (c) a scale for the nurse to

rate the patient's physical status and psychological support on a 10

point scale with 1 being very poor and 10, excellent.

Nurse demographic data consisted of the following variables:

(a) age, (b) gender, (c) highest nursing degree, (d) highest academic

degree, (e) whether the nurse worked for registry, (f) whether the

nurse was a float from another floor, (g) length of time worked at

site, (h) worksite, and (i) amount of experience nurse had with AIDS

patients. This information was obtained at the time of the

interview.

The interview questions consisted of three parts. The first

part of the interview included the question "What do you identify as

this patient's three or four major problems at this time?" The
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second part asked "What are you doing about meeting these

problems at this time?"

In the third part of the interview, the nurse was asked to rate

the patient's physical status and social support at this time. A 10

point Likert scale was used first to determine the nurse's perception

of the patient's physical status at this time. She was then asked to

rate the patient's social support at this time. The answers were

scaled from 1 which indicated very poor to 10 which indicated

excellent. 2.*

Intershift Recording Form (IRF) º
The IRF (Appendix B) was developed to guide the research *

assistant in the collection of data during the oral intershift report on º

the same day as the RN-Q was completed. The research assistant

listened to the intershift report and transcribed the exact words of

the nurse giving the report. Data were divided into the following

categories: (a) health status indicators, (b) patient problems noted,

(c) nursing activities noted for identified problems, and (d) nursing

activities noted that were not related to identified problems. Health

status indicators were not relevant for the questions in this study

and were not used. Data from this form were qualitative (problems

and nursing activities) in nature.

Validi

The instruments have face validity in that the questions elicit

the information requested. The instruments also were simple to

administer and obtained factual information. The instruments were

reviewed by Grant staff and revised prior to administration.

º
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Procedure

Although this researcher participated in the collection of data

on all of the Grant tools from May, 1990 to October, 1990, only data

which were collected at Time 1 during the period from August,

1989 to October, 1990 on the RN-Q and IRF were used for this

study. The initial data collection procedure for the Grant consisted

of several steps. Only the steps which provided the data for this

study will be described below.
º

The first step consisted of identifying possible patients for the 2.
Grant. Various sources were reviewed for this step. Patient charts º
on the assigned floors and laboratory results were reviewed to º
determine if the patient was AIDS positive and had a diagnosis of º

Pneumocystis carinii pneumonia. If the patient met those criteria, •
sº."

then the next step was to inform the doctor of the study at the

university medical center; and at the community medical center, the

physician was asked for written permission to approach the patient

for participation in the study. Once this process was completed,

then the research assistant would contact the patient to explain the

purpose of the study and that participation was voluntary. Written

permission from the patient for active participation in the study

was obtained prior to asking the nurse to participate. The research

assistant would then approach the nurse assigned to the patient that

day to ask him or her to participate in the study.

In the final steps, the purpose of the study was described to

the nurse. Written consent for participation was obtained from the

nurse. Participation by the nurse consisted of two phases: (a) the

individual interview with the research assistant which took
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approximately 5 to 10 minutes, and (b) the recording of her/his oral

intershift report to the oncoming nurse for this specific patient. The

research assistant only attended the shift report which pertained to

the enrolled subject in order to maintain the confidentiality of other

patients on the floor.

Responses to the questions were recorded as closely as

possible to the exact words said by the nurses. Although other data

were also collected by the research assistant for the Grant

objectives, only the data collected by the above described procedure >

were used in this study. Data for this study were collected by º
several research assistants on the Grant. :
Reliabili f ion

-
º

The Grant methodology included the initial training of •

research teams to gather the data. The data were collected by

registered nurses. Periodically, new research assistants needed to

be trained by the Project Manager. The Project Manager would

perform inter-rater reliability activities with the new research

assistant to ensure that the data were being collected correctly.

Regular meetings were also held to perform chart audits to assure

that consistent data were being collected.

The reliability of the intershift report recording may be

questioned because the research assistant is rapidly recording what

is being said. Data could be omitted due to the time constraints or

because the research assistant could be selective in what is

recorded. In addition, the nurses could be so conscious of the

presence of the researcher that they altered their reporting

behavior. The interview procedure prior to the intershift report

<

*

s 2
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allowed the nurses to clarify their thinking about the patient and

they may give a more complete intershift report than they might

otherwise have done. These limitations were recognized and

considered when the data were analyzed.

º:. :
**
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CHAPTER 4

RESULTS

Introduction

This chapter is divided into five sections. First, the sample

demographics were analyzed and a profile obtained. Then, the

qualitative data for the identified problems and nursing care

activities were coded, retrieved, and analyzed by the researcher

aided by the Ethnograph (Seidel, Kjolseth, & Seymour, 1988)
* -

- - - - - -- **
software program. These qualitative data were quantified and 2.

analyzed using nonparametric statistics to answer the research **

questions related to: (a) the identification of patient problems, **

(b) the use of nursing diagnoses, and (c) the types of nursing care

activities done to alleviate the problems. Each of these sections will

be discussed.

Demographics of Sample

The convenience sample of registered nurses were located at

two sites: (a) Site 1 which was a community medical center, and

(b) Site 2 which was a university medical center. Table 5 displays

the total demographics for this sample and Table 6 displays the

demographics for the nurses according to work site. There were 67

nurses and 67 patients in the total sample with 40 nurses and

patients at Site 1 and 27 at Site 2.

The nurses were divided into the categories of professional

nurses (n = 27) and technical nurses (n = 40) according to their

nursing education. The two sites were not significantly different in

proportions of nurses in the professional and technical categories.

s
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Table 5

in i 1Sier -

n (%) n (%)

Highest Nursing 27 (40.3) 40 (59.7)
Degree

Gender Female 21 (78) 33 (82)
Male 6 (22) 7 (17)

Highest Academic *** *

Degree * *
Grad. 1 (04) 4 (10)** **
Bach. 26 (96) 12 (30)** ** *

Assoc. 0 11 (27) * *

None 0 11 (27) º
Registry Nurse 5 (18.5) 4 (10.0) º

Float Nurse 4 (14.8) 3 (7.5) •

Experience with ***

AIDS Patients

>10 23 (86) 40 (100)
5 - 10 2 (07) 0
3 - 4 2 (07) 0

M (Range) M (Range)

Age in Years 33.0 (23 - 61) 35.0 (23 - 59)

Length of 2.4 (.0 - 10) 3.9 (.0 - 23)
Employment in
Years at Sites

Note: * Indicates that from 1 to 3 RNs gave no response
**Represents number of technical nurses with higher academic

degrees other than nursing.
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Table 6

D hi f Regi l N : li
Site of Employment (N = 67)

RN Variables Site 1: Site 2:
-

C
-

Med Uni
-

Med
Center Center
n = 40 In = 27

n (%) n (%)

*"
Number of Nurses Prof 12 (30) 15 (56) **
at Sites Tech 28 (70) 12 (44) sº

- *
Registry Nurse 6 (15) 3 (11)

--

Gender Female 29 (73) 26 (96)
Male 11 (27) 1 (04) as

Technical Nurses 11 (28) 5 (18) **

with Higher
Academic Degrees
Other than

Nursing

Float Nurse 4 (10) 3 (11)

M (Range) M. (Range)

Age in Years Prof 37 (24 - 61) 29 (23 - 37)
Tech 35 (23 - 59)* 35 (23 - 48)

Length of Prof 1.70 (.0 - 8) 3.11 (.0 - 10)
Employment at Tech 4.97 (.0 - 23) 2.73 (.25 - 13)*
Sites in Years

Note: * Indicates that from 1 to 3 RNs gave no response.

N.
-

yº,

>
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Nurses were included in the professional category if they had a

baccalaureate degree or master's degree in nursing. They were

placed in the technical category if they had an associate degree or

diploma in nursing (even if they had a higher academic degree in

another field). Thirty percent of the nurses at Site 1 were in the

professional category as compared to 56% at Site 2. The difference

may be due to the fact that Site 2 is a university medical center.

There tended to be more diversity in the technical group on highest

academic degree. Forty percent of the technical nurses had 2.

baccalaureate degrees or higher in other fields and more technical ".
nurses with higher academic degrees were located at Site 1. This

high academic level of the technical nurses could obscure any effect r

of technical versus professional comparisons in areas of judgment
º

and decision making.

Males were equally represented in both the technical group

(18%) and professional group (22%). Of the 12 males in the study,

11 of them worked at Site 1, the community medical center (Table

6). Because of the equal representation in both nursing education

groups, gender probably did not affect the results of this study. A

total of only nine nurses from both groups were registry nurses and

only seven were float nurses. Thus, these two categories were not

correlated with the patient problems and nursing care activities due

to the low sample size. The average age of the professional nurse at

Site 1 was 37 years, whereas, it was 29 years at Site 2. This

difference is not as important as it might seem, since Site 1 had two

nurses who were 59 and 61 years respectively which affected the

average age for this group. The technical nurses at both sites were
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similar in age (M = 35 years). The ages for all nurses ranged from

23 to 61 years.

The professional nurses at the university medical center (Site

2) had a longer length of employment (M = 3.11 years) versus the

professional nurses at the community medical center (M = 1.70

years). The technical nurses at the community medical center had a

mean of 4.97 years as compared to a mean of 2.73 for the university

medical center technical nurses. The length of employment

differences could affect the results as much as educational
ºr

background. All of the nurses had experience with º
-

AIDS patients. In fact, the majority of both the technical and :
professional nurses had experience with 10 or more AIDS patients. º

This variable was not submitted to statistical analysis due to the .

lack of variation.

Classification of Qualitative Data

Retrospective qualitative data from the RN Questionnaire (RN

Q) (Appendix A) and Intershift Report Form (IRF) (Appendix B)

were divided into categories according to problems and nursing care

activities. Various resources were researched to determine the

clearest categories for the classification of this data. Sparks and

Taylor's (1991) classification model was chosen because they have

clearly delineated the categories which are in common use today.

These categories consist of (a) NANDA's Taxonomy I revised nursing

diagnoses, (b) surgical procedures, (c) therapies and diagnostic

procedures, (d) Gordon's functional health patterns, (e) Maslow's

hierarchy of needs, and (f) Orem's universal self-care demands
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(p. 436-481). The authors have cross-referenced nursing diagnoses

with these various categories. After reviewing the data that were

collected on the RN-Q and IRF, the problems and nursing care

activities were categorized and coded on Ethnograph software. A

discussion of the classification of the problems and nursing care

activities follows.

ification i l

The major categories for problems were (a) nursing diagnosis,

(b) medical diagnosis, (c) signs and symptoms, and (d) other. The 2.
problem was included in the nursing diagnosis category if it º
included any or part of the NANDA 1990 approved nursing .

diagnostic categories (summarized by Lederer, Marculescu, Mocnik,

& Seaby [1991] on the inside cover of Care Planning Pocket Guide). ex

A problem was identified as a medical diagnosis if it fit into the

medical diagnoses categories as outlined in Sparks and Taylor (1991,

pp. 436-465).

Problems identified as signs and symptoms consisted of

fevers, respiratory symptoms, nausea and vomiting, skin rashes and

lesions, altered laboratory values (hyponatremia, proteinuria,

hematuria, leukopenia), diaphoresis, psychological symptoms (i.e.,

weird affect, withdrawn, depressed, really sad, confusion), poor

appetite, symptoms of infection, and weakness. Some problems

could be classified as both signs and symptoms and nursing

diagnoses. These problems included pain, fatigue, anxiety, diarrhea,

fear, constipation, urinary incontinence, and urinary retention. But

all of these problems are part of the NANDA diagnostic categories

and were therefore classified under nursing diagnoses. Thus,

.

*:
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included in the signs and symptoms category are only those

symptoms not formally defined as diagnoses by NANDA or Sparks

and Taylor.

The "other" problem category consisted of all others. Many of

these problems can be identified as related to therapies and

diagnostic procedures as summarized by Sparks and Taylor (1991).

Categories pertinent to these data included: (a) confinement to

intensive care or cardiac care unit (which this study changed to

confinement to hospital); (b) drug therapy specific to AIDS; 2.
(c) frequent monitoring of vital signs; (d) IV fluid therapy; ~.

*

(e) oxygen therapy; (h) prolonged bed rest; and (i) restricted food or * *

fluid intake. Additional groupings in this category included
º

(a) discharge planning management; (b) financial problems, and .

(c) patient management problems (smokes, refuses diet or

treatment). The author recognizes that these responses did not fit

logically with problems and appear to be more consistent with

nursing activities but the nurses did identify these as problems.

Therefore, for consistency in categorizing the problems, these

categories were used. Problems were placed in one category only.

ification of i iviti

The term interventions did not fit all of the activities that

were performed by the nurses in this study. Bulechek and

McCloskey (1987) define interventions as "treatments designed for

specific nursing diagnoses" (p. 37). The activities reported by the

nurses in this study included assessing the effects of a treatment or

medication, assisting with activities, monitoring treatments such as

intravenous feedings (IVs), and intervening in the sense defined
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above. Therefore, the term "intervention" as defined by Bulechek

and McCloskey (1987) was too limiting for this study. The term

"nursing care activities" presented a broader picture of the services

that these nurses in the study provided.

The nursing care activities were divided into three categories.

These categories were (a) independent nursing activities,

(b) interdependent nursing activities, and (c) dependent nursing

activities.

In ndent Nursin re Activiti

These activities are defined as "interventions which fall within

the purview of nursing practice and do not require a doctor's

direction or supervision. Most nursing actions required by the
.patient care plan are independent interventions" (Sparks & Taylor,

1991, p. 21). Some examples include patient teaching, health

promotion, counseling, and helping the patient with activities of

daily living.

Data were grouped into similar activities and a name given to

the subcategory. The independent nursing activities subcategories

are: (a) assisting with activities of daily living (ADLs); (b) assessing

and aiding with activity level (includes activities such as moving

patient, minimizing activities to conserve oxygen); (c) assessing and

monitoring physical condition; (d) providing comfort and rest;

(e) providing appropriate education; (f) monitoring patient's

elimination; (g) providing emotional support; (h) maintaining

infection control; (i) assessing mental status; (j) maintaining and

sustaining nutrition; (k) assisting patient with respiratory function;

(1) decreasing risk factors; and (m) ensuring safety.
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In ICT ndent Nursin iviti

These nursing activities are defined as "performed in

collaboration with other professionals" and include "following

protocol and carrying out standing orders" (Sparks & Taylor, 1991,

p. 21). Interdependent nursing activities were subdivided into the

following categories: (a) assisting with ambulation (includes

activities associated with physical therapy, walking), (b) monitoring

diet, (c) monitoring intake and output, (d) assessing respiratory

status, (e) assisting with referrals, (f) monitoring vital signs, 2.
(g) decreasing fever, and (h) other. º

Il Nursi T iviti º

Dependent nursing care activities are "based on written or oral

instruction from another professional--usually a doctor" (Sparks & * *

Taylor, 1991, p. 21). These nursing care activities were subdivided

into the following categories: (a) administering and monitoring

medication; (b) collecting and monitoring laboratory specimens and

tests; (c) providing and monitoring treatments (drug therapy

specific to AIDS, IV fluid therapy, and oxygen therapy); and

(d) other. All of the nursing care activities are mutually exclusive.

The activities were only placed in one category, but there could be

more than one nursing care activity for the identified patient

problem.

Analysis of Quantitative Data

The quantitative data for this study were analyzed using

frequencies, percentages, and nonparametric statistics. Parametric

statistics requires that specific distributional assumptions of

normality be met (Shott, 1990). Since there was a limited range of

s
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possible values for some responses in this study, the data may not

fit the parametric assumptions of a normally distributed population

and equal variances. Parametric testing may not be appropriate for

the data in this study; therefore, nonparametric statistics were used.

The demographic variables of the nurse used in this study

were (a) nursing education level, professional or technical; (b) age;

(c) gender; (d) highest academic level; (f) hospital site; (g) length of

time worked at hospital; and (h) the nurse's rating of patient's

physical status. 2.
Three nonparametric tests were used to analyze the º

quantitative data in this study: (a) the Mann-Whitney U test, *

(b) the Kruskal Wallis test, and (c) the Wilcoxon test. The Mann

Whitney U test was used because it is "immune to the violation of s

the assumptions about normality and equal variance" (Witte, 1980,

p. 237). It measures the differences between the means of two

independent populations. According to Siegal and Castellan (1988),

the Mann-Whitney U test is a robust rank-order test. The Mann

Whitney test was used to measure the correlations between the

demographic variables of sex, hospital site, and RN degree and the

problems and activities on the RN-Q and IRF tools. According to

Siegal and Castellan (1988), when the sampling distribution of U is

less than 12, then Table K is used. As the sample sizes increase, the

distribution of U approaches that of the unit normal distribution

and therefore Table A is used and these are Z scores (p. 139-140).

A Z score is a measure of the probability that the null hypothesis

could have given the result observed. A Z score was used because

the sample size exceeded 20.
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The Kruskal-Wallis test is similar to the Mann-Whitney test

and has the same assumptions. It tests the differences among three

or more independent populations. It was used for the variables of

academic degree, age, and length of employment at the site. These

variables were categorized into groups for ease of calculation.

Highest academic degree had four categories: (a) graduate,

(b) baccalaureate, (c) associate, and (d) no degree. Age was also

divided into four categories: (a) 23 - 27 years, (b) 28 - 32 years,

(c) 33 - 37 years, and (d) 38 - 61 years. Length of employment at :
the site was categorized as: (a) 0 to .25 years; (b) .26 to 1.0; (c) 1.01 º
to 4.5; and (d) 4.51 and up. º

This study asked if there were differences between the two

reporting methods (RN-Q and IRF) for problems and nursing care
**

activities. A t-test could not be done because the assumption of a

normal population of differences could not be established and the t

test is used to test hypotheses about the population mean

difference. The Wilcoxon signed rank test was used instead to test

hypotheses about the population median difference between the

two reporting methods.

Analysis of Qualitative Data

The qualitative data consisted of responses to questions on the

RN-Q and the IRF. Both patient problems and nursing care activities

were solicited from the nurse. Questions 1 through 4 on patient

problems and Questions 8 through 11 on nursing care activities will

be discussed in this section. The data in this section were derived

from the qualitative data collected on the RN-Q and IRF by using the

categories described in the previous section.
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nalysis of litative D Il ient Probl

Questions 1 through 4 (pp. 58 - 59) address the categorization

of the patient problems and whether the nurse was consistent in

reporting the same problem on the RN-Q and IRF.

Table 7 displays the number of problems classified for each of

the chosen subcategories for the RN-Q and the IRF. The last column

titled "% of RN Consistency" indicates the percentage of identified

problems consistently reported on both the RN-Q and the IRF.
: º"Total number" is the total number of problems reported in either
º *

tool. The denominator in the last column is the total number of º
different problems reported.

The number of signs and symptoms reported was the largest

(43%). The next largest category was nursing diagnoses (27%).

Other problems related to therapies, diagnostic procedures, and

patient management was 17%, and medical diagnoses, 13%. The

consistency or agreement of reporting the same problem on both

tools was low for all categories. Reporting of signs and symptoms

had the highest consistency at 21%.

Nursing diagnoses were used two times more often than

medical diagnoses (x2 = 64.9, df = 3, p <.001). However, there was a

difference of only 3% on the consistency of reporting of the

problems for both of these categories. It is notable that the

tendency to report more nursing diagnoses is actually stronger on

the RN-Q compared to the IRF. On the RN-Q nursing diagnoses were

used almost three times more often than medical diagnoses (x2 =

41.3, df = 3, p <.001). But signs and symptoms were reported more
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Table 7

Types. Numbers, and Percent of RN Consistency on the RN-Q and IRE of All
C ies of Patient Probl N = 67 RNs for 67 Patients.

Category of Problem No. No. Total % of RN
on RN-Q On IRF No. Consistency *

Signs and Symptoms 75 104 179 31/148 = 21%

Nursing Diagnoses 71 41 112 17/95 = 18%

Other Problems Related 33 41 74 9/65 = 14%
to Therapies and
Diagnostic Procedures :

ºr

Medical Diagnoses 23 32 55 7/48 = 15% *

TOTAL 202 218 420 64/356 = 1.8% g

Note: *The numerator in the "3% of RN Consistency" column represents the
number of RNs who named the same problems on the RN-Q and IRF within
each category. The denominator represents the total number of problems per
category for both tools minus the number of nurses who were consistent
(who were counted twice in the total number of problems reported). The
percentages were rounded to the nearest whole number.

than nursing diagnoses and medical diagnoses combined indicating

that nurses more often perceive patient problems in terms of their

signs and symptoms rather than the diagnoses of their problems.

These data answer the question of whether the problems are more

consistent with nursing diagnoses or with medical diagnoses.

P
-

f D for the Sul
•

f Nursing Di

Table 8 displays the data for the subcategories of nursing

diagnoses. Forty-five nurses identified 1 - 3 nursing diagnoses as

patient problems on the RN-Q. Whereas, only 25 nurses identified 1

- 4 nursing diagnoses as patient problems on the IRF. Twenty-four .

º
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different nursing diagnoses were identified by the nurses. The two

highest categories were "anxiety" and "nutrition, less than body

requirements." The four nursing diagnoses which were reported

most by the nurses are consistent with the problems of a patient

diagnosed with PCP. In the two highest categories, more nurses

reported these nursing diagnoses on the RN-Q (70%) than on the IRF

(30%). In addition, nurses reported more nursing diagnoses overall

on the RN-Q (63%) than on the IRF. These results may be due to the

method of reporting patient problems.

The nursing diagnosis with the highest percent of consistency

was diarrhea (63%). Anxiety had 41% agreement between the two

tools. In the nutrition category, there was only 9% agreement

Table 8

Nursing Di N = 67 RNs for 67 Patients)*

Nursing Diagnosis No. No. Total % of RN
on RN-Q On IRF No. Consistency
(n = 45) (n = 25)

Anxiety “* 17 7 24 7/17 = 41%

Nutrition, Less than 17 7 24 2/22 = 9%
Body Requirements

Diarrhea “* 7 6 13 5/8 = 63%

Pain: Acute” 4 6 10 2/8 = 25%

Coping: Ineffective 3 1 4 0
Individual

Activity Intolerance 2 2 4 1/3 = 33%

Social Isolation 3 1 4 0

º:
º

º

:
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º

s

Fear * * 2 1 3 0

Breathing Pattern 1 2 3 0
In effective

Constipation** 0 3 3 0

Skin Integrity: Impaired 1 1 2 0
High Risk

Gas Exchange Impaired 2 0 2 O

Sleep Pattern 1 1 2 0
Disturbance

Infection: High Risk 2 0 2 0

Thought Processes 2 0 2 O
Altered

Body Image Disturbance 1 1 2 O

Self-Esteem, Situational 1 0 1 0

Injury, High Risk 1 0 1 0

Bowel Incontinence 0 1 1 0

Denial, Ineffective 1 0 1 0

Fluid Volume Deficit 0 1 1 0

Urinary Incontinence, 1 0 1 0
Total **

Urinary Retention** 1 0 1 0

Mobility, Impaired 1 0 1 0
Physical

TOTAL 71 41 112 17/95 = 18%

Note: *The numerator in the "% of RN Consistency" column represents the
number of RNs who named the same problem on the RN-Q and IRF within
each category. The denominator represents the total number of problems for
both tools minus the number of nurses who were consistent (who were
counted twice in the total number of problems reported). The percentages
were rounded to the nearest whole number.

**These nursing diagnoses could also be classified as signs and symptoms.



84

between the two tools. Overall consistency for nursing diagnoses

was only 18%.

roupin Nursin iagn nd Signs an II]

As was explained in the introduction of this chapter, some

nursing diagnoses could also have been classified as symptoms.

These are marked with ** in Table 8. These patient problems

consist of anxiety, diarrhea, pain, fear, constipation, urinary

incontinence, and urinary retention. When the nursing diagnoses
** *

which could be in both categories are placed in the signs and :
symptoms category, this category increases from a total of 179 to -

234 and the nursing diagnoses category decreases from a total of

112 to 57. Table 9 shows how the recategorization affects ranking

of patient problems and the consistency between the two tools.

Signs and symptoms now become 56% of all reported patient

problems and nursing diagnoses are only 14%. The redistribution

has made the total results for reporting of nursing diagnoses (14%)

similar to reporting of medical diagnoses (13%). But, more nursing

diagnoses (n = 39) were still reported on the RN-Q than medical

diagnoses (n = 23) and the reverse was still true on the IRF with

more medical diagnoses (n = 32) than nursing diagnoses (n = 18).

Signs and symptoms were reported almost four times as often as

any of the categories.

These data emphasize the importance of the researcher clearly

stating the criteria for inclusion into certain categories. The results

also highlight the need for the development of definitive nursing
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Table 9

1 N =

Category of Problem No. No. Total % of RN
on RN-Q on IRF No. Consistency *

Signs and Symptoms 107 127 234 45/189 = 24%

Other Problems Related 33 41 74 9/65 = 14% ºs

to Therapies and **

Diagnostic Procedures -*

Nursing Diagnoses 39 18 57 3/54 = 6% *

Medical Diagnoses 23 32 55 7/48 = 15%

TOTAL 202 218 420 64/356 = 18%

Note: *The numerator in the "% of RN Consistency" column represents the
number of RNs who named the same problems on the RN-Q and IRF within
each category. The denominator represents the total number of problems per
category for both tools minus the number of nurses who were consistent
(who were counted twice in the total number of problems reported). The
percentages were rounded to the nearest whole number.

diagnoses. For this study, the nursing diagnoses which also could be

signs and symptoms were kept in the nursing diagnoses category.

The next category of problems was identified as medical

diagnoses. On the RN-Q, 20 nurses identified medical diagnoses as

problems. The IRF also had 20 nurses identifying medical diagnoses

as patient problems. There were 12 different medical diagnoses

reported in the data. Pneumocystis carinii pneumonia was

s
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identified the most (49%) (Table 10). These data are not surprising

since only patients diagnosed with PCP were used in the study.

Cytomegalovirus and thrush were next at 9% each. Medical

diagnoses were identified 42% on the RN-Q and 58% on the IRF.

Only 15% of the nurses were consistent in the identification of

medical diagnoses on both the RN-Q and IRF.

Data for Sign In

The third category of problems was signs and symptoms.
s'* *

Fifty-one of the 67 nurses reported signs and symptoms as

problems for their patients. On the RN-Q, 17 nurses identified 2 - 4

signs and symptoms and on the IRF, 34 nurses identified 2 - 5 signs

and symptoms for their patients. The largest number of identified

problems were in this category (43%). Various terms were used by

the nurses for the signs and symptoms and these terms were

grouped according to major headings of signs and symptoms. There

were 11 headings under signs and symptoms. Table 11 displays the

data for these subclassifications of the signs and symptoms. The top

four headings comprised 56% of the signs and symptoms identified

by the nurses. These were (a) fever, 18%; (b) respiratory other than

shortness of breath, 13%; (c) nausea and vomiting, 13%; and (d)

shortness of breath, 12%. These signs and symptoms are typical of

the signs and symptoms experienced by a patient diagnosed with

PCP. More signs and symptoms were identified on the IRF (58%)

than on the RN-Q (42%). This result may be due to the institutional

protocol for intershift report.

**

■
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Table 10

Types. Numbers, and Percent of RN Consistency on the RN-Q and IRE of
Medical Di N = 67 RNs for 67 Patients)*

Medical Diagnosis No. No. Total % of RN
on RN-Q On IRF No. Consistency
(n = 20) (n = 20)

Pneumocystis carinii 13 14 27 4/23 = 17%
pneumonia (PCP)

Cytomegalovirus (CMV) 1 4 5 1/4 = 25%

Thru Sh 2 3 5 1/4 = 25%

Pneumoth orax 1 3 4 0

Kaposi's sarcoma (KS) 1 2 3 0

Mycobacterium avium- 0 2 2 0
intracellulare (MAI)

Tuberculosis (TB) 1 1 2 0

AIDS Related Complex 1 1 2 0

Fungal Infection: Foot 1 1 2 1/1 = 100%

Pseudomonas 1 0 1 0

Asthma 0 1 1 O

Neuropathy 1 0 1 0

TOTAL 23 32 55 7/48 = 15%

Note: *The numerator in the "% of RN Consistency" column represents the
number of RNs who named the same problem on the RN-Q and IRF within
each category. The denominator represents the total number of problems for
both tools minus the number of nurses who were consistent (who were
counted twice in the total number of problems reported). The percentages
were rounded to the nearest whole number.

º
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Table 11

Signs and Symptoms No. No. Total % of RN
on RN-Q On IRF No. Consistency
(n = 17) (n = 33)

Fever 15 17 32 5/27 = 18%

Respiratory Other Than 10 14 24 4/20 = 20%
Shortness of Breath

Nausea and Vomiting 8 15 23 4/19 = 21%

Shortness of Breath 9 13 22 6/16 = 38%

Related to Ingestion and 7 7 14 1/13 = 8%
Digestion Other Than
Nausea and Vomiting

Exhausted or Lethargic 6 7 13 1/12 = 8%
or Weak

Psycho-social symptoms 6 6 12 1/11 = 9%

Chills and Sweats 3 7 10 2/8 = 25%

Skin Symptoms 4 6 10 3/7 = 43%

Symptoms Related to Lab 3 6 9 2/7 = 29%
Results

Other 4 6 10 2/8 = 25%

TOTAL 75 104 179 31/148 = 21%

Note: *The numerator in the "% of RN Consistency" column represents the
number of RNs who named the same problem on the RN-Q and IRF within
each category. The denominator represents the total number of problems for
both tools minus the number of nurses who were consistent (who were
counted twice in the total number of problems reported).
were rounded to the nearest whole number.

The percentages

º
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The symptom with the highest amount of consistency between

the problems identified by the nurses on the RN-Q and IRF was

shortness of breath (38%). Nausea and vomiting was the next

highest category (21%). The overall consistency for the category of

signs and symptoms was 21%. There was more consistency among

signs and symptoms than any other category of problems.

Presentation of Data for Other Problems Related to Therapies and

Diagnostic Pr T In ient Managemen

The fourth and last category of problems is "other problems

related to therapies and diagnostic procedures and patient

management." Twenty-three nurses identified problems on the RN

Q for this category and 16 nurses did on the IRF. The problems in

this category were divided under 11 headings (Table 12). Three

headings had a total of over 10 problems. They were (a) oxygen

therapy, 22%; (b) patient management, 19%; and (c) IV fluid

therapy, 15%. More problems in this category were reported on the

IRF (55%) than on the RN-Q (45%). The reason for reporting more of

these problems on the IRF may be due to the type of problems.

These problems usually have nursing care activities that are

dependent in nature (i.e. requiring a doctor's order or a

standardized procedure). Thus, the oncoming nurse would want to

know if the treatments were completed during the prior shift

needed to be done or monitored. The consistency in reporting

problems on both the RN-Q and IRF ranged from 14% to 50%.

overall percentage of consistency was 14%.

OT
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Table 12

Other Problems Related No. No. Total % of RN

to Therapies and on RN-Q on IRF No. Consistency
Diagnostic Procedures (n = 23) (n = 16)

Oxygen Therapy 9 7 16 2/14 = 14%

Patient Management 5 11 16 3/13 = 23%

IV Fluid Therapy 1 10 11 0

Confinement to Hospital 4 1 5 1/4 = 25%

Drug Therapy Specific to 4 1 5 0
AIDS

Discharge Planning 4 1 5 1/4 = 25%

Vital Sign Monitoring 2 2 4 0

Financial Problems 1 3 4 1/3 = 33%

Chest Tube 1 2 3 1/2 = 50%

Emotional Life and Needs 2 1 3 0

Lab Problems O 2 2 0

TOTAL 33 41 74 9/65 = 14%

Note: *The numerator in the "% of RN Consistency" column represents the
number of RNs who named the same problem on the RN-Q and IRF within
each category. The denominator represents the total number of problems for
both tools minus the number of nurses who were consistent (who were
counted twice in the total number of problems reported). The percentages
were rounded to the nearest whole number.

&
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Questions 8 through 11 (pp. 59 - 60) are covered in this

section. These questions address the categorization, clustering, and

reporting consistency of the nursing care activities.

The nursing care activities were divided into three categories:

dependent, independent, and interdependent. Table 13 displays the

three categories. The largest number of nursing care activities were

performed in the dependent category (49%), with independent next

at 34%, and interdependent last at 17%. Dependent activities also

Table 13

C ies of Nursing Care Activities (N = 67 RNs for 67 Patients)*

Category of Nursing No. No. Total % of RN
Care Activity on RN-Q On IRF No. Consistency

Dependent Nursing Care 125 149 274 66/208 = 32%
Activities

Independent Nursing 132 59 191 16/175 = 9%
Care Activities

Interdependent Nursing 66 30 96 9/87 = 10%
Care Activities

TOTAL 323 238 561 91/470 = 19%

Note: *The numerator in the "3% of RN Consistency" column represents the
number of RNs who named the same activities on the RN-Q and IRF within
each category. The denominator represents the total number of activities for
both tools minus the number of nurses who were consistent (who were
counted twice in the total number of activities reported). The percentages
were rounded to the nearest whole number.
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had the most consistency at 32%. This result is not surprising

because dependent nursing activities originate from physician's

orders and standard protocols. What is surprising is that the

percent consistency is so low. Independent activities were reported

more on the RN-Q (69%) than IRF (31%).

Presentation r In OICI) i iviti

Dependent nursing care activities was the largest category

(49%). Fifty-five nurses identified from 1 - 6 dependent nursing

care activities on the RN-Q with 41 identifying from 2 - 6 activities.

There were 48 nurses who identified dependent activities on the

IRF with 34 naming from 2 - 8 activities. There were six groups

under this category (Table 14). The largest group was medication

administration (47%). The distribution between the RN-Q and the

IRF was almost equal for medication administration but there were

only 39% who were consistent in reporting medication

administration on both tools. These results were unexpected

because the nurses who reported it on the RN-Q must have thought

that it was an important nursing care activity for the problem that

they identified. Yet, for the most part, they did not think it

important to tell the oncoming nurse.

The next largest group was oxygen therapy (26%). This group

was also evenly distributed between RN-Q and IRF. Oxygen therapy

also had the highest percentage of consistency of reporting with

40%. Patients with PCP are often on oxygen therapy and monitoring

of their treatment is important. It is surprising that the consistency

is so low on this nursing care activity. Slightly more activities were

given on the IRF (54%) than the RN-Q (46%).

*
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Table 14

Types. Numbers, and Percent of RN Consistency on the RN-Q and IRE of
Dedendent Nursin are Activiti N = RN r Patients)*

Dependent Nursing Care No. No. Total % of RN
Activities on RN-Q On IRF No. Consistency

(n = 55) (n = 48) º

Medication 63 66 129 36/93 = 39%

Administration -" -

º

Oxygen Therapy 32 38 70 20/50 = 40% -

IV Fluid Therapy 8 20 28 5/23 = 22% º

Drug Therapy Specific to 15 12 27 5/22 = 23%
AIDS

Laboratory Specimens 4 10 14 0
and Tests

Other 3 3 6 0

TOTAL 125 149 274 66/208 = 32%

Note: *The numerator in the "30 of RN Consistency" column represents the
number of RNs who named the same activities on the RN-Q and IRF within
each category. The denominator represents the total number of activities for
both tools minus the number of nurses who were consistent (who were
counted twice in the total number of problems reported). The percentages
were rounded to the nearest whole number.

r Il Nursi T iviti

Table 15 presents the various categories that were classified

as independent nursing care activities. Fifty-two nurses identified

from 1 - 8 independent nursing care activities on the RN-Q and of
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Table 15

ing Care Activities (N = 67 RNs for 67 Patients)"

Independent Nursing No. No. Total % of RN
Care Activities on RN-Q On IRF No. Consistency

(n = 52) (n = 33)

Emotional Support 50 9 59 5/54 = 9%

Nutrition 20 18 38 3/35 = 9%

Assessment 14 14 28 4/24 = 1.7%

Activities of Daily 11 4 15 1/14 = 7%
Living and Patient's
Activity Level

Other: Risk Factor 8 7 15 0

(decrease), Referral,
Mental Status, Infection
Control, Elimination

Comfort and Rest 10 4 14 2/12 = 1.7%

Education 9 2 11 1/10 = 10%

Safety 5 1 6 0

Respiratory Function 5 0 5 0

TOTAL 132 59 191 16/175 = 9%

Note: *The numerator in the "% of RN Consistency" column represents the
number of RNs who named the same activities on the RN-Q and IRF within
each category. The denominator represents the total number of activities for
both tools minus the number of nurses who were consistent (who were
counted twice in the total numberof activities reported).
were rounded to the nearest whole number.

The percentages

:
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those 52 nurses, 39 named more than one. On the IRF, 33 nurses

identified from 1 - 5 independent nursing care activities with 14

naming more than one.

Emotional support had the largest number (31%) of nursing

care activities reported with more activities on the RN-Q (85%) than

the IRF (15%). The next highest category addressed activities

associated with nutrition (20%). The numbers for nutrition on the

RN-Q (n = 20) and IRF (n = 18) were similar, but the percentage of

RN consistency for both was only 9%. Reporting of nutrition on both

the RN-Q and IRF is congruous with the types of problems that

patients with PCP exhibit but the low consistency rate is again

surprising. Percentage of consistency for independent nursing care

activities ranged from 7% - 17% with the overall consistency of 9%.

resentation for In Nursi T iviti

Interdependent nursing care activities accounted for only 17%

of all activities (Table 16). Forty nurses gave interdependent

nursing care activities on the RN-Q with 15 giving 2 - 4 activities.

On the IRF, 17 nurses identified interdependent nursing care

activities with 6 giving 2 - 4 activities. More interdependent

nursing care activities were reported on the RN-Q (69%) than the

IRF (31%). The only activity which was higher on the IRF than the

RN-Q was referrals. This result may be due to the nature of the

activity. Referrals require follow-up activities and therefore would

be reported more often on the IRF so that the oncoming nurse could

follow through with the referral. Vital signs was the highest overall

category (22%). Monitoring of vital signs is a standardized protocol
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and an expected nursing activity. The overall percentage of

consistency for interdependent nursing care activities was 10%.

Table 16

Interdependent Nursing Care Activities (N = 67 RNs for 67 Patients)*

Interdependent Nursing No. No. Total % of RN
Care Activities on RN-Q on IRF No. Consistency

9–tº–a–■ º
Vital Signs 15 6 21 3/18 = 1.7%

Other 12 7 19 2/17 = 12%

Intake and Output 8 5 13 1/12 = 8%

Respiratory Status 10 3 13 0

Diet 9 2 11 0

Referrals 3 5 8 2/6 = 33%

Decrease Fever 6 1 7 1/6 = 1.7%

Ambulation 3 1 4 0

TOTAL 66 30 96 9/87 = 10%

Note: *The numerator in the "% of RN Consistency" column represents the
number of RNs who named the same activities on the RN-Q and IRF within
each category. The denominator represents the total number of activities for
both tools minus the number of nurses who were consistent (who were
counted twice in the total number of activities reported). The percentages
were rounded to the nearest whole number.

f istency i ing for All

ien nd Nursin iviti

The degree of consistency between the nurse's reporting on

the RN-Q and IRF on patient problems and nursing care activities

§
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was low. The highest degree of consistency for all of the categories

occurred in the dependent nursing care activities. These nursing

care activities were based on the orders of a doctor. The overall

percentage was 32%. This is a low result considering that the

activities originate from doctor's orders. But the nurses may not be

reporting the obvious activities, only those out of the ordinary. The

next highest category on consistency was signs and symptoms (21%)

in the identified patient problems. Nursing diagnoses in the

identified patient problems was third with 18%.

The results on consistency were very low for all categories.

This indicates that the two tools did not elicit the same kinds of

information. These results may be more representative of

differences in institutional routines than the educational level of the

nurses. The differences may also be due to the nature and purpose

of the intershift report which is to communicate pertinent problems

to the oncoming nurse.

Analysis of Quantitative Data for Patient Problems

and Nursing Care Activities

Questions 5 through 7 require quantitative correlations

between the responses about patient problems and the demographic

variables of the nurse. Questions 12 through 14 require similar

correlations between nursing care activities and the demographic

variables of the nurse. These data will be discussed in the above

groupings.

lysi ion 5: f ing Diagn

Question 5 asks whether the use of nursing diagnoses is

correlated with the nurse's demographic variables. The Mann
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Whitney U test was used to determine if there were any significant

differences in the use of nursing diagnoses and the variables of

(a) level of nursing education, technical or professional; (b) gender;

and (c) hospital site. This test is used when there are two

independent variables being correlated and when there are ordinal

data. Table 17 displays the results of the Mann-Whitney U test for

the three variables. First, the test ranks the number of nursing

diagnoses for all subjects in each of the variables (i.e., nursing

education level, or gender, or hospital site) and according to tool

(RN-Q or IRF). Then a mean rank is calculated for each independent

variable for the RN-Q and IRF. A calculated U value is computed

and a critical value of U is determined by using specific statistical

tables. The critical value of z was used in this study because both of

the sampled groups were larger than 20 (Huck, Cormier, & Bounds,

1974).

The results of the Mann-Whitney U test indicate that there

were no significant differences in the use of nursing diagnoses and

the variables of (a) level of nursing education, professional or

technical; (b) gender; and (c) hospital site (Table 17). The means for

using nursing diagnoses as reported on both tools were higher for

the technical nurses (M = 1.125 on RN-Q and .825 on the IRF) than

the professional nurses. (M = 1.000 on RN-Q and .555 on the IRF).

The nurses at the university medical center (Site 2) identified

slightly more nursing diagnoses on the RN-Q (M = 1.148) than the

nurses at the community medical center (Site 1) (M = 1.025), but

they were similar on the IRF; Site 1 had a M = .650 and Site 2, M =

.593.
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Table 17

l
-

vel i

Em In Cn is an nder wi f Nursing Diagnos N = RNS for

Patients)

Nursing Diagnoses

Nursing Diagnoses on RN-Q Nursing Diagnoses on IRE

Statistic Females Males Females Males

(Gender)

NO. RNS 54 13 54 13
Mean R 32.76 39.15 33.74 35.08
U 284.0 337.0

Z 1.12 p <.26 0.261 p <.79

Statistic Site 1 Site 2 Site 1 Site 2

(Site)

NO. RNS 40 27 40 27
Mean R 33.44 34.83 33.73 34.41
U 517.5 529.0

Z 0.304 p <.76 0.165 p <.87

Statistic Professional Technical Professional Technical

(Nursing RN RN RN RN
Educ.)

No. RNS 27 40 27 40
Mean R 32.50 35.01 30.94 36.06
U 499.5 457.5

Z 0.547 p <.58 1.234 p <.21

Note. None of the p values were significant at the .01 level.
The n was larger than 20, therefore the z table for critical values was used.

>
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Nursing diagnoses were also tested for correlations with the

nurses' highest academic degree, length of time employed at the

site, and age of the nurses. Each of these variables had four groups.

The Kruskal-Wallis one-way analysis of variance of ranks was used

because it is similar to the Mann-Whitney U but is used to

determine whether three or more independent samples come from

the same population. It does not require an equal number of

subjects or measurements for each sample. It is also used when the

number in each independent sample is small (less than five) or

when the measurement is weaker than the interval level (Huck,

Cormier, & Bounds, 1974).

There were no significant differences in the use of nursing

diagnoses and the nurse's highest academic degree as measured by

the Kruskal-Wallis test. The results of the Kruskal-Wallis test for

highest academic degree and nursing diagnoses on the RN-Q were

not significant (x 2= 3.53, df = 3, p_<.32). Nor were the results

significant for the IRF (x 2 = 2.030, df = 3, p <.52). In order for the

results to be significant on the Kruskal-Wallis test at the .01 level,

the score should be equal to or greater than 11.345.

Nurses with a BSN or baccalaureate degree in another field (n

= 38) reported more nursing diagnoses on the RN-Q (M = 1.24), but

nurses with an associate's degree (n = 11) reported more nursing

diagnoses on the IRF (M = 1.00). Highest academic degree was

transformed from four levels (graduate, baccalaureate, associate,

and none) to two levels (any baccalaureate and higher, and associate

and none). A Mann-Whitney U test was done on all of the problems

identified by the nurses and the new two-level variable of highest
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academic level. Nursing diagnoses on the RN-Q approached

significance (p = .06). The nurses with any baccalaureate degree or

35.91) than

27.29).

higher identified more nursing diagnoses (Mean rank

did nurses with a lesser academic degree (Mean rank

These results indicate that the use of nursing diagnoses does

increase with educational level but not necessarily with nursing

degree level.

A further analysis was done to see if there were differences in

the use of nursing diagnoses by nurses according to academic level.

A 2 x 2 chi-square analysis was performed to investigate the use of

nursing diagnoses by nurses with a BSN (n = 27) and by associate

degree nurses with a baccalaureate degree in another field (n = 16).

There were no significant differences in the use of nursing diagnoses

by these two groups of nurses (x2 = 1.06, df = 1, 40 < p >.30).

The variable of age was also correlated with nursing diagnoses

on the RN-Q and IRF using the Kruskal-Wallis test. No significant

effects were found for age and nursing diagnoses on RN-Q (x 2 =

1.389, df = 3, p <.71) nor age and nursing diagnoses on IRF (x 2 =

6.181, df = 3, p <.10).

Similar results were also found for the variable of length of

experience at the specific hospital. When length of experience at the

specific hospital was correlated with nursing diagnoses on the RN-Q

(x2 = 1.184, df = 3, p <.76) and IRF (x2 = 4.123, df = 3, p. <25), no

significant effects were observed.

The Wilcoxon signed ranks test was used to determine the

difference scores for nursing diagnoses on the RN-Q and IRF. There

was a statistically significant difference between the RN-Q and IRF

s
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on nursing diagnoses (T = 2.88, p = .005, N = 67). More nursing

diagnoses were used on the RN-Q (M = 1.075) than the IRF (M =

0.63). The results on the use of nursing diagnoses indicated that

nurses tended to report nursing diagnoses on the RN-Q more often

than on the IRF. Again, the methods of reporting may have

influenced these results. In addition, the method of classifying signs

and symptoms and nursing diagnoses may have influenced these

results. Some of the problems could have been classified as signs

and symptoms or nursing diagnoses (i.e., pain, fatigue, anxiety,

diarrhea, fear, constipation, urinary incontinence, and urinary

retention). For the purposes of this study, they were included in the

nursing diagnoses category. This method of categorization may have

diluted the results. If more of the problems which could be either

nursing diagnoses or signs and symptoms were named by technical

nurses, then their means for nursing diagnoses could be higher.

nalysis of ion IIC, W . i robl

rses' Demographic Variabl

Two questions will be discussed together in this section.

Question 6 asks: Is there a relationship between the patient

problems reported by the nurse on the RN-Q and the nurses'

demographic variables? Question 7 asks: Is there a relationship

between the patient problems reported by the nurse on the IRF and

the nurses' demographic variables?

The Mann-Whitney U test was used to see if there were any

differences between the nurses on certain demographic variables

(RN degree, gender, and site) and the categories of patient problems

that they identified on the RN-Q and IRF. Table 18 compares the Z
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Table 18

Resul f C
-

f N Variabl ith Pati Probl Usi l
Mann-Whitney U Test (N = 67 RNs for 67 Patients)

COMPARISON

Nurse Variables Subscale z”
(RN-Q = RN Questionnaire)
(IRF = Intershift Report)

Professional vs. Symptom RN-Q 0.23
Technical Symptom IRF 0.91

Medical Dx RN-Q 1.25
Medical Dx IRF 1.93

Nursing Dx RN-Q 0.55
Nursing Dx IRF 1.24
Other RN-Q 0.18
Other IRF 2.11”

Male vs. Female Symptom RN-Q 0.21
Symptom IRF 1.00
Medical Dx RN-Q 1.31
Medical Dx IRF 0.93

Nursing Dx RN-Q 1.12
Nursing Dx IRF 0.26
Other RN-Q 1.29
Other IRF 0.83

Site 1 vs. Site 2 Symptom RN-Q 0.22
Symptom IRF 1.50
Medical Dx RN-Q 0.30
Medical Dx IRF 0.17

Nursing Dx RN-Q 1.28
Nursing Dx IRF 1.61
Other RN-Q

-

0.91
Other IRF 2.32**

Note. *Since the larger n is greater than 20 in all comparisons, the z value
was used.

**Significant at 3.05 level.
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scores for each category of the patient problems and the nurse

variables of (a) professional versus technical, (b) male versus

female, and (c) Site 1 (community medical center) versus Site 2

(university medical center). The Z-score was used because the

larger n was greater than 20 in all comparisons. There were only

two scores that had significant levels: "Other IRF on nursing

academic degree" (p = .03) and "Other R on Site" (p = .02). Other

problems consisted of problems related to therapies and diagnostic

procedures, such as: oxygen therapy and patient management.

More "other problems on the IRF" were reported for Site 1

(community medical center) and more "other problems on the IRF"

were reported by technical nurses than professional nurses. There

were more technical nurses (70%) at Site 1 than professional (30%).

Therefore, significant findings on both site and RN degree with

"other problems on the IRF" would be expected if the results were

significant for either. This category of problem is related to

therapies and diagnostic procedures which are skill oriented

problems. This finding is congruent with the literature that

indicates that technical nurses are more skill oriented.

The Kruskal-Wallis test was used for the nurse demographic

variables of highest academic degree, age, and length of experience

at institution. Each of these variables was transformed into four

categories and correlated with the patient problems. Table 19

compares the H values between the three demographic variables

and the patient problems. The results of the Kruskal-Wallis test

indicated a significant effect between the highest level of education

and the problem category of "other" on the IRF (x2 = 10.86, df = 3,

s
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Table 19

- -
V

- -
ri

DEMOGRAPHIC PROBLEMS H VALUE ON H VALUE ON

CATEGORY4. RN-Q** IRF * *

Highest Academic Nursing
Degree Diagnoses 3.53 2.30

Medical Diagnoses 2.35 0.96
Signs and 2.50 0.12
Symptoms
Other 6.93 10.86% +*

Length of Experience Nursing
at Site Diagnoses 1.18 4. 12 * .

Medical Diagnoses 2.06 2.19
Signs and 1.76 4.09
Symptoms
Other 1.65 4.99 sº

*

Age Nursing

Diagnoses 1.39 6.18 Fº
Medical Diagnoses 4.57 2.15 s
Signs and 3.19 5.95 – 1
Symptoms
Other 2.51 7.03 º

Note.

sk Each demographic variable contains four groups. º
** Value required for significance at .05 level, df = 3, is 7.82. Nº.

***Significance value for *** value in table is p = .012.
* ,

\",

p_<.012). Nurses with an associate degree (n = 11) named 53% more

"other" problems on the IRF than graduate degree nurses (n = 5);
-

º
69% more than baccalaureate nurses (n = 38); and 43% more than

e;

nurses with no college degree (n = 11). Two nurses did not answer

the academic degree question. This significant effect may be due to >

educational preparation. According to the literature, the associate
Y.

º
*

L
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degree in nursing is more technically oriented and the "other"

category had problems related to therapies and diagnostic

procedures which are skill oriented problems.

The H value for "other" problem category on the RN-Q for

highest academic degree approached significance at the .05 level (H

= 6.93, df = 3, p = .07). In this category nurses with a graduate

degree named 68% more "other" problems than baccalaureate

degree nurses; 37% more than associate degree nurses; and 19%

more than nurses with no degree. Of the five nurses with any type

of graduate degree, two nurses had a diploma in nursing, two nurses

had an associate degree in nursing, and one had a baccalaureate

degree in nursing. Although the sample is small, these results are

suggestive of the premise that associate degree in nursing or

diploma nurses are more technically oriented. But compared with

the results of "other" on the IRF, there is an opposite tendency

occurring. On the IRF associate degree nurses named 53% more

problems in this category than graduate nurses.

None of the H values for the demographic variables of length

of experience at the site and age were significant. The "other"

problem category on the IRF for age approached significance at the

.05 level (x2 = 7.03, df = 3, p = .07). Group 2 which included nurses

from 28 to 32 years of age named 38% to 82% more "other"

problems on the IRF than any of the other three groups. Six of the

nurses in Age Group 2 were professional nurses and 11 were

technical nurses. These numbers represent 22% of the professional

nurses and 27% of the technical nurses. This result is probably due
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to chance since there is little difference between the distribution of

the nurses by nursing education level.

lvsi ion 12: Relationshi Nursin

iviti veri f Patient' ndition

All of the nurses were asked to rate their patient's physical

condition at the time of the interview on a 10-point Likert scale

with 1 being very poor and 10 being excellent. The physical

condition variable was divided into two groups: (a) 0 - 5.5 = Group

1, severely ill to moderately ill, and (b) 5.5 - 10 = Group 2, better to

excellent. A one-sample chi-square test was used to determine

whether the frequency of nursing care activities differed among the

two levels of patient severity. The obtained x 2 = 59.47, df = 1, was

significant at less than the .0005 level for combined nursing care

activities. Table 20 displays the observed and expected frequencies

of each category of nursing care activities for the RN-Q and IRF

falling in the two levels of patient severity rating groups with the

chi-square values. The expected frequencies were just the mean

number of activities cited for each category.

There were significant chi-square results for patient severity

and nursing care activities in the categories of (a) dependent

activities on the RN-Q, p <.0005; (b) dependent activities on the IRF,

p <.0005; (c) interdependent activities on RN-Q, p <.0005;

(d) interdependent activities on IRF, p <.0005; and (e) all nursing

care activities on both the RN-Q and IRF, p <.0005. A large chi

square statistic indicates large discrepancies between the observed

and expected frequencies (Shott, 1990, p. 207). The nurses

identified more activities of all types for patients that they
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Table 20

r i
-

iviti lli

veri
- -

NUMBER OF ACTIVITIES
ASSOCIATED WITH PATIENT

SEVERITY LEVEL

CATEGORIES OF TOTAL
NURSING CARE NUMBER

ACTIVITIES OF Severely to Better to CHI
(RN-Q = RN ACTIVITIES Moderately Ill Excellent SQUARE
Questionnaire)
(IRF = Intershift
Report)

Observed Frequency
(Expected Frequency)

Dependent RN-Q 152 51 101 16.45*
(76) (76)

Dependent IRF 142 47 95 16.23*
(71) (71)

Independent RN-Q 130 52 78 5.20% +
(65) (65)

Independent IRF 59 23 36 2.85
(29.5) (29.5)

Interdependent 62 17 45 12.64*
RN-Q (31) (31)

Interdependent 30 5 25 13.33*
IRF (15) (15)

All Nursing Care 575 195 380 59.47+
Activities (287.5) (287.5)

Note: *Numbers enclosed in parentheses are expected values assuming no
correlation. A score of 12.116 was significant at the .0005 level.

* p <.0005 **p <.05

: a

* .

yº.
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identified as less severely ill. More activities were identified for

patients that were rated as better to excellent (n = 380) than

severely ill to moderately ill (n = 195). These results did not follow

the logical assumption that as a patient's condition declines then

more nursing activities would be required. It may be that the

nurses perceive that they have less to do if the patients are too sick.

Analysis of Q ion 13 and 14: Nursing C

iviti º hi iabl

Two questions will be discussed together in this section.

Question 13 asks: Is there a relationship between the types of

nursing care activities reported by the nurse on the RN-Q and the

nurse's demographic variables? Question 14 asks: Is there a

relationship between the types of nursing care activities reported

by the nurse on the IRF and the nurse's demographic variables?

The Mann-Whitney U test was used to see if there were any

differences between the nurses on certain demographic variables

(RN degree, gender, and site) and the categories of nursing care

activities that they identified on the RN-Q and IRF. Table 21

compares the Z-scores for each category of nursing care activities

and the nurse variables of (a) professional versus technical; (b) male

versus female, and (c) Site 1 (community medical center) versus Site

2 (university medical center). Again, the Z-score was used because

the larger n was greater than 20 in all comparisons. There were no

significant levels in the Z-scores. In order to reach significance at

the .01 level, a Z-score of 2.576 or higher would be needed. The

category of independent nursing care activities on the IRF and RN

degree had a p = .019. It was the only activity that was near the .01

s
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Table 21

Nurse Variables Subscale
(RN-Q = RN
Questionnaire)
(IRF = Intershift Report)

Professional vs.
Technical

Male vs. Female

Site 1 vs. Site 2

Independent RN-Q
Independent IRF
Dependent RN-Q
Dependent IRF
Interdependent RN-Q
Interdependent IRF

Independent RN-Q
Independent IRF
Dependent RN-Q
Dependent IRF
Interdependent RN-Q
Interdependent IRF

Independent RN-Q
Independent IRF
Dependent RN-Q
Dependent IRF
Interdependent RN-Q
Interdependent IRF

0.57
2.34*
0.41
0.18
0.45
0.48

1.02
0.00
0.78
0.59
1.02
0.69

0.09
0.05
1.53
0.10
0.43
0.58

Note.
was used.

*Since the larger n is greater than 20 in all comparisons, the z value
None of the Z-scores were significant at the .01 level. A z-score of

2.576 or higher would be needed to reach the .01 level of significance.

level of significance set for this study. More professional nurses

(Mean rank = 40.24) than technical nurses (Mean rank = 29.79)

reported independent nursing care activities on the IRF. This result

is consistent with the literature that supports the hypothesis that

baccalaureate prepared nurses participate in more independent

practice.
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The Kruskal-Wallis test was used for the nurse demographic

variables of highest academic degree, age, and length of experience

at institution. Each of these variables was transformed into four

categories and correlated with the nursing care activities. Table 22

compares the H values between the three demographic variables

and the nursing care activities. None of the H values were

significant at the .01 level. These results indicate that there were no

significant correlations between these three demographic variables

and the three categories of nursing care activities for the RN-Q and

IRF.

º



Table 22

for 67 Patients)

DEMOGRAPHIC PROBLEMS H VALUE ON H VALUE ON

CATEGORY4. RN-Q** IRF * *

Highest Academic Independent 4.59 2.22
Degree Dependent 0.39 0.86

Interdependent 3.96 0.33

Length of Experience Independent 2.40 0.09
at Site Dependent 3.13 3.99

Interdependent 1.27 3.41

Age Independent 1.75 1.10
Dependent 3.25 2.99
Interdependent 1.86 2.29

Note. *Each demographic variable contains four groups.
**Value required for significance at .05 level, df = 3, is 7.82.

5.



1 13

CHAPTER 5

DISCUSSION

This study investigated whether there was a relationship

between the level of nursing education and the types of problems

and nursing care activities that nurses identified for AIDS patients

with PCP. The findings from this study will be discussed and

conclusions drawn. This chapter will also describe the significance,

limitations of the study, and its implications for nursing.

Findings

The conclusions for this study are drawn from the synthesis of

findings from both qualitative and quantitative data. The findings

will be discussed as they relate to the conceptual model of the

relationships between differentiated nursing practice and the study

variables. Referring to Figure 1 on page 8, the nurse is part of

differentiated nursing practice and she/he comes to the setting with

certain demographic variables that affect the way she or he makes

clinical judgments or decisions about the patient's problems and the

patient's care. These demographic variables include highest nursing

degree, highest academic degree, age, gender, length of experience

at institution, and site. The discussion of the study findings will be

divided into the following sections: (a) qualitative data for patient

problems reported by the nurse; (b) qualitative data for reported

nursing care activities, (c) use of nursing diagnoses, (d) consistency

of data on RN-Q and IRF, (e) nurse's demographic variables and the

identification of patient problems, (f) nurse's demographic variables

and the reported nursing care activities, and (g) nursing care

activities and the relationship to severity of patient's condition.
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litativ r Patient Probl

The patient problems were reviewed and grouped according to

similar patterns. These patterns were then compared with the

literature on problem identification and categories were established

for classification. Some of the problems that were placed in nursing

diagnoses could also have been placed in signs and symptoms (pain,

anxiety, diarrhea, fear, constipation, urinary incontinence, and

urinary retention). When these nursing diagnoses were

recategorized into the symptom category, then the percentage of

nursing diagnoses dropped from 27% to 13%. Since the problem fit

in a NANDA approved diagnostic category, it was classified as a

nursing diagnosis. Anxiety, diarrhea, and pain were among the top

five nursing diagnoses categories. The signs and symptoms category

had the highest total number of patient problems (n = 179) and

would have been even higher if the above problems had been

included in the signs and symptoms category. The fact that signs

and symptoms were reported by the nurses 43% on both tools and

72% on the IRF (n = 104 versus n = 75) indicates that the nurses in

this study may be more technically oriented or report only the

problems that require dependent nursing care activities to oncoming

nurses during intershift report.

In addition, nurses reported some problems that were more

consistent with nursing activities than patient problems. Since the

nurses identified these as problems, the "other" category under

problems was developed and the problems included in this category

were related to therapies and diagnostic procedures (n = 74). Three

subcategories in the "other" category with the highest total number
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of patient problems were oxygen therapy (n = 16), patient

management (n = 16), and IV fluid therapy (n = 11). Oxygen

therapy problems are consistent with a patient with pneumonia. It

seems logical that more patient problems would have been

identified in oxygen therapy for patients with pneumonia. The

small number may be due to the fact that this is a typical problem

and therefore the nurses only reported unusual problems.

The classification of problems for this study mirrors the

difficulties that nursing is having in attempting to create a

taxonomy for patient problems. Kim (1986) states "developing a

nursing diagnosis taxonomy that is theoretically sound and clinically

useful is one of the most complex and difficult tasks that the nursing

profession has ever faced" (p. 2). Kritek (1986) gives eleven general

guides that must be addressed in nursing's pursuit of a taxonomic

structure and some of those guides were used in this study: (a) be

logical, concise, and consistent; (b) avoid overlap; (c) identify central

themes and concepts; and, (d) be descriptive, objective, detached,

and neutral. This study attempted to meet these general guides.

litativ i T iviti

The model described by Sparks and Taylor (1991) and

Wesorick (1990) for the classification of nursing care activities was

used in this study. The three categories of nursing care activities

consisted of dependent, independent, and interdependent. The

nursing care activities were classified according to the above

categories. Overall, these categories were useful and the nursing

care activities appeared to fit into the categories more easily than

the categories for patient problems.

-º i
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More nursing care activities were performed in the dependent

category (49%). Much of the care of the hospitalized PCP patient

originates from physician's orders and standard procedures and it

appeared very high on both the RN-Q and IRF. It is not surprising

that more independent nursing care activities were noted on the

RN-Q than IRF because more nursing diagnoses also occurred on the

RN-Q than IRF. These results may be due to any combination of

reasons: (a) the nurse was being interviewed by a nurse researcher;

(b) the interactive, individualized interview environment lent itself

to freer expression by the nurse; or (c) the nurse may have reported

what she thought the researcher wanted to hear. The technique of

asking what the nurse identifies as the four major problems of the

patient and what nursing care activities were provided is similar to

the technique of the nursing instructor quizzing the student nurse

about her/his activities in the clinical setting. Whereas, the nurse in

the intershift report is stating facts to the oncoming nurse and not

being asked to evaluate her/his care. If she/he is asked a question,

it is usually associated with whether a certain treatment or

medication was given.

The results on dependent nursing care activities are consistent

with those found by Haggerty (1987) who found no differences in

immediate response effectiveness on videotaped situations between

senior ADN and BSN students. The results in this study consisted of

immediate responses from the nurses and therefore may not have

discriminated between the levels of nursing practice that may have

occurred with further follow up.

5 2
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Independent nursing care activities were the second highest

category of nursing care activities (34%). The highest subcategory

of independent nursing care activities was emotional support of

which 82% were reported on the RN-Q. The 50 emotional support

activities on the RN-Q were reported by 20 technical nurses (32

activities or 64%) and 11 professional nurses (18 activities or 36%).

Technical nurses performed 28% more nursing care activities

associated with emotional support on the RN-Q than did professional

nurses. Only 9 emotional care activities were reported on the IRF

by four professional nurses (7 activities) and two technical nurses

(2 activities). Emotional support has been identified as an

important nursing care activity that is consistent with independent

nursing practice (Primm, 1986a) and is usually associated with the

professional level of nursing. These data were unexpected since the

literature indicates that professional nurses use more psychosocial

skills than technical nurses (Gray et al., 1977; Hover, 1975; Johnston,

1982; Vincent & Davis, 1987).

More independent nursing care activities were reported on

the RN-Q than the IRF. This result may be due to the way the

questions were asked on the RN-Q. A nurse researcher spoke face

to face with the participant. The participant may have been

answering the way she thought that the researcher wanted her to

answer. The reporting of patient information in the intershift

report may vary according to the established protocol of the

institution.
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Use of Nursing Diagnoses

Nursing diagnoses are a part of the nursing process which is a

problem solving process. The definition used for nursing diagnosis

in this study came from Bulechek and McCloskey (1985) and states

"Nursing diagnosis is the identification of a patient's problem that

the nurse can treat" (p. 5). Nursing diagnoses were the second

highest category of patient problems identified by nurses. They

were used 2 times more often than medical diagnoses (x2 = 64.9, df

= 3, p <.001) overall, and 3 times more often than medical diagnoses

on the RN-Q (x2 = 41.3, df = 3, p <.001). The top four nursing

diagnoses categories (anxiety, nutrition, diarrhea, and pain) were

congruent with the problems that Henry and Holzemer (in press)

described for hospitalized AIDS patients diagnosed with PCP.

No significant correlations were found between the use of

nursing diagnosis and the demographic variables of the nurses. The

nonparametric Mann-Whitney U test was used for the variables of

level of nursing education, gender, and hospital site. The Kruskal

Wallis test was used for the variables of highest academic degree,

age, and length of time employed by the institution. When the

variable of highest academic degree was transformed from four

levels (graduate, baccalaureate, associate, and no academic degree)

to two levels (baccalaureate and higher, and associate and no

academic degree), nursing diagnoses on the RN-Q approached

significance (p = .06). Nurses with any baccalaureate degree or

higher identified more nursing diagnoses than did nurses with a

lesser educational degree. These results indicate that the use of

nursing diagnoses may increase with academic level but not
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necessarily with nursing degree level. This result only partially

supports the results of Vincent and Davis (1987).

Vincent and Davis (1987) measured competencies of the

nurses in primary care. They wanted to determine if differences

exist between BSN-nurses and non-BSN nurses in relation to the

social problems that they identify, or the actions that they take

when social problems are identified. They found no significant

differences between the two levels of nurses, but BSN nurses were

able to identify more social problems and to make more concise

decisions regarding those problems than were non-BSN nurses. This

study did not confirm the results of Johnston (1982) who found that

BSN staff nurses used analytical questions, formulated nursing

diagnoses, and interpreted outcomes more often than ADN staff

In Ul ISC S.

nsisten f D n RN-O and IRF

A major finding of this study was the high rate of

inconsistency between the data on the RN-Q and the IRF.

Consistency is defined as the number of patient problems or nursing

care activities that were reported on both the RN-Q and the IRF by

the same nurse for the same patient. The consistency rate indicates

the degree of importance to the nurse of a certain patient problem

or nursing care activity. If the problem is reported by the nurse on

both tools, then it can be perceived as being very important to the

patient. The overall rate of consistency for patient problems was

18% and nursing care activities was 19%. The subcategory with the

highest rate of consistency in patient problems was diarrhea (63%),

but the actual frequency in the diarrhea subcategory was low (n = 7

S
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on RN-Q, and n = 6 on IRF). Oxygen therapy had the highest rate of

consistency (40%) in the subcategory of nursing care activities, but it

also had a larger sample (n = 32 on RN-Q, and n = 38 on IRF).

The highest degree of consistency for all of the categories

occurred in the dependent nursing care activities (32%). Since

dependent nursing care activities are based on the orders of a

doctor, this is a low rate. But nurses may not be reporting the

obvious activities that they perform and are only reporting those

activities which are out of the ordinary. They may also have

censored their own reports. From the results, it is obvious that the

two tools did not elicit the same kinds of information and may be

due to the nature and the purpose of the task (the intershift report

is to communicate what was done to and for the patient). It

therefore may not reflect the educational level of the nurses.

º mographic Vari nd Patient P

The results for the Mann-Whitney U test for differences

between the nurses on the variables of RN degree, gender, and site

and the categories of patient problems indicated no significant

correlations except for two subcategories. The "other problems

related to therapies and diagnostic procedures" subcategory on the

IRF had significance at the .05 level for RN degree and also

significance at the .05 level for site of employment. More "other

problems on the IRF" were reported for Site 1 (community medical

center) and more "other problems on the IRF" were reported by

technical nurses than professional nurses. There were more

technical nurses (70%) at Site 1 than professional. Therefore, these

results would be expected if either of the results was significant.

7.
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The "other" problem category is related to therapies and diagnostic

procedures which are skill-oriented problems. This finding is

congruent with the literature (Gray et al., 1977; Johnston, 1982).

Johnston (1982) found that ADN staff nurses measured bodily

functions and performed more skill-oriented activities more often

than BSN staff nurses. Gray et al. (1977) also found that senior BSN

students had sightly lower scores than ADN senior students on

technical skills.

The Kruskal-Wallis test was used for the nurse demographic

variables of highest academic degree, age, and length of experience

at institution and patient problems. Again, the only significant

result (p = .012) occurred in the "other" subcategory of problem on

the IRF and the highest academic degree. This result is consistent

with results described above for RN degree level and site of

employment. Nurses with an associate academic degree named

more problems in this subcategory than the other three groups did.

rses' mographic Variabl nd Nursin r iviti

Nursing care activities were described above as being divided

into dependent, independent, and interdependent nursing care

activities. There was only one significant result on the Mann

Whitney U test for differences between the nurses on RN degree,

gender, and site and categories of nursing care activities. The

category of independent nursing care activities on the IRF and RN

degree was significant at the .019 level. More professional nurses

than technical nurses reported independent nursing care activities

on the IRF. This result is consistent with the literature that supports

the hypothesis that baccalaureate prepared nurses participate in
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more independent practice. Deback (1986) found that BSN staff

nurses demonstrated more independent behaviors than ADN staff

nurse. Waters et al. (1972) also found that BSN nursing practice was

consistent with professional nursing practice which encompasses

independent nursing care activities.

None of the results on the Kruskal-Wallis test for the nurse

demographic variables of highest academic degree, age, and length

of experience at institution and nursing care activities was

statistically significant. Retrospective data were used for this study.

An additional variable of the length of time working as a nurse

would have been helpful but was not available from the

retrospective data. This variable could have been correlated with

educational level and the patient problems and nursing care

activities to determine if Benner's (1984) competency-based model

would be supported. Having these additional data may also help to

substantiate McClure's (1991) premise that use of the competency

based model would result de facto in differentiation according to

educational preparation in the practice arena (p. 109).

Nursi iviti ionshi

The nurse's rating of the patient's physical condition at the

time of the interview was correlated with the nursing care activities.

The results of a one-sample chi-square test indicated that there was

a significance of less than the .001 level for all of the nursing care

activities combined (x2 = 67.06, df = 3, p <.001). Significant chi

square results were also found for (a) dependent activities on the

RN-Q, p <.01; (b) dependent activities on the IRF, p <.001; (c) inter

S
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dependent activities on RN-Q, p <.01; and (d) interdependent

activities on IRF, p <.01. The nurses identified more activities for

patients that they identified as less severely ill. These results did

not follow the usual assumption that as a patient's condition declines

then more nursing care activities would be required. These results

may be due to the fact that as a patient becomes less ill, they

become more vocal in their demands and therefore receive more

nursing care activities. Hover (1975) found that as education

increased, the nurses showed greater preference for active patients

and were more interested in providing teaching and supportive

care. The individual nursing care activities that were correlated

with the severity of the patient's condition were dependent and

interdependent activities. It may be that since the patient was

more ill, the focus was on cure and the nursing care activities were

less likely to be independent. These activities included medication

administration, oxygen therapy, and other activities that required a

physician's order or a standardized procedure. It is possible that as

the patients became more cognizant of their routines and

treatments, they wanted more control of when and how things were

done. These demands may have translated into more nursing care

activities being performed by the nurses, thus accounting for the

unexpected reverse result obtained in this study.

Significance

This study may have an impact in several ways. First, it

focused on nurses practicing in a clinical setting. Second, it provided

information about the problems that nurses identified for people

with AIDS hospitalized with PCP. It also identified the types of

s
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nursing care activities provided by the nurses. These factors are

important because of the scope of the AIDS problem and its recent

emergence as a disease of epidemic proportions. More information

about the types of problems that these patients have and the types

of interventions that are needed will help clinicians in their practice

and educators in preparing the future clinicians.

This study also provided evidence of the usefulness of the

categorization of patient problems and nursing care activities. As

was stated earlier, categorization of patient problems was more

difficult than nursing care activities. Some of the patient problems

did not fall readily into a single category. This study validated the

limitations of labeling and categorizing of patient problems as

described by Lindsey (1990).

Nursing care activities were easier to classify than patient

problems under the model proposed by Wesorik (1990) and Sparks

and Taylor (1991). It may be easier to specify into which category a

nursing care activity should be because of the standards of care and

protocols that have been developed by nurses in recent years.

McCloskey (1990) would probably disagree with this premise

because she states that the categorization labels and definitions for

nursing care activities are too limited. Bulechek and McCloskey

(1989) advocate the following categorizations: (a) nurse-initiated

treatments, (b) physician-initiated treatments, and (c) performance

of the daily essential functions for the client who cannot do these (p.

25). They also state that the core of nursing interventions should be

nurse-initiated treatments. The findings of this study do not

substantiate this position. More of the nursing care activities in this

>



1 25

study were in the physician-initiated treatments category. But, this

study did provide data sets to document nursing care activities in

two settings, a community medical center and a university medical

center in a large metropolitan community. McCloskey and Bulechek

(1990) agree that the documentation of basic data sets is necessary

in order for standarized data sets to be established.

This study did not support some of the literature regarding

differentiation of nursing practice by nursing education level.

However, there were findings that the higher education academic

degree did make some difference in the way a nurse practices.

Thus, it may not be nursing education, but it may be the

baccalaureate education that makes the difference.

The Primm (1986) model of differentiation of professional and

technical competencies of nurses was also not supported by this

study. The nurses tended to perform activities that were more

setting specific than competency driven. This result also supports

AONE's findings (1990) that "the competencies which describe

associate degree nurses were being practiced by most nurses in the

project institutions and that most of the baccalaureate competencies

were not part of the practice activities of the nurses, regardless of

their educational or experiential background" (p. 5-6).

Another important finding in this study was that the nursing

care activities reported for the patient increased for patients who

the nurses rated as less ill or excellent in physical status. This result

could be due to the way it was asked, but it does raise future

questions that must be answered.

º
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Limitations

The limitations of this study include design issues, sampling

and validity concerns, and data collection strategies. This study was

a retrospective correlational design. Inherent in retrospective

studies is the problem of being able to use only the data that have

been collected. The variable of length of nursing experience was not

available in the data that had been collected. This variable has been

linked to competencies by Benner (1984) and Toth (1986) and may

be a confounding variable since it was not identified.

The sample came from a larger grant sample and represented

only two of the three sites used in the larger study. This sampling

was purposeful because there was only a limited number of nurses

participating in the study. Some of the nurses were not included in

the study in order to eliminate a confounding variable. In one site,

nurses on a certain floor record their intershift report and do not

give it in person to the oncoming nurse. These nurses were

removed from the study.

Reliability of the data collection methods was addressed by

the initial grant. The grant staff trained the research team members

and all of the data were collected by registered nurses. Interrater

reliability checks were done periodically by the grant staff and

regular meetings were also held to perform chart audits to assure

that consistent data were being collected.

The consistency of results from the RN-Q and IRF was very

low. The two methods of reporting patient problems and nursing

care activities were different. One method relied upon the nurse

researcher to record the exact words of the nurse during a personal
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interview. The nurse researcher had the time and opportunity to

clarify answers with the participant nurse. During the intershift

report, the nurse recorded key words and was not able to clarify

answers with the nurse due to the setting. Therefore, only key

words were recorded and some data were lost due to inadequate

time to record the responses. The IRF was influenced by a setting

specific process for giving intershift report.

Nonparametric statistics were used because some of the

frequencies in the subcategories were lower than 5 per cell. A

conservative alpha level of .01 was used for this study in order to

ensure that a Type I error of rejecting the null hypothesis when it is

true would be less likely to occur. Therefore, there may have been

fewer significant results because of this decision.

Implications for Nursing

This study focused on nurses in clinical practice and their

reports of patient problems and nursing care activities to alleviate

the patient problems. It was done to determine if the reports of the

nurses differed according to level of nursing education, technical or

professional. This study lends support to the premise that the lack

of differentiation of practice by educational nursing degree exists in

these two acute care medical institutions. This information is

important not only to clinicians but also to educators. The agency in

which the nurse works strongly influences her/his practice mode.

The intershift report provided validation that a medical model was

being practiced at these two institutions. It also reflected what the

nurses perceived as important to report to other staff nurses. The

reporting of signs and symptoms and dependent nursing care

º
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activities predominated the intershift report that was given to the

oncoming nurse. Yet, nurses in this study were aware of and

reported independent nursing care activities to the nurse researcher

during the interview. But, they did not to report them on the

intershift report to the oncoming staff nurse.

The staff nurses also identified parts of the nursing process

(i.e. nursing diagnoses and independent nursing care activities)

during their interview with the nurse researcher, but did not in the

intershift report. If the nursing process is an important part of

nursing practice as stated in the ANA Social Policy, then why is it

not being fully used in some acute care institutions? Educators and

the NLN accrediting body have emphasized in the nursing

educational institutions the importance of nursing process as the

problem solving basis for nursing practice. If nursing process is

really important to nursing practice, then it would be reflected in

the process structure of acute care institutions. In addition,

educators need to be aware that the students may be experiencing

conflict during their clinical rotation because the model that they

are being taught in the educational institution is different from the

model being practiced at the clinical agency.

In addition to implications for nursing education, this study is

important for the care of AIDS patients with PCP. It provided

information about the types of problems that PWAs with PCP have

and what types of nursing care activities are needed by these

patients. It also uncovered a pattern that the nurses reported more

nursing care activities for these patients as they became less ill.

This information may indicate that the patient's needs for support

s *

s

*

º

s
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activities may be more time consuming than dependent activities

such as doing a treatment or giving a medication. AIDS patients

have a variety of problems, many of them very complex. This

information is useful when the nurse is planning and organizing care

for her/his patients. It is also useful for the head nurse who is

making patient assignments.

Educators need to be more aware of the influence of the

agency. This awareness needs to be transmitted to the student who

will be entering practice with one set of tools (the nursing process)

and faced with a divergent mode of practice. Yocum (1987) states

that the practice patterns of nurses are shaped by client needs. This

study would also add that it is shaped by agency needs.

Differentiation of practice models are currently being tested in

various acute care institutions in the United States. The results of

those efforts should illuminate whether differentiation of nursing

practice can exist in medical model settings.

Future Research

As with much research study, more questions were raised

than answered. This study looked specifically at whether level of

nursing education had an effect on nursing practice in two acute

care institutions. It did not at the .01 level. But, an interesting

statistically significant result did appear and was related to the

variable of highest academic degree. It was found that nurses with

a higher academic degree reported more nursing diagnoses. This

leads one to ask whether researchers should be addressing

baccalaureate nursing education or the baccalaureate academic

degree. Do the characteristics of the baccalaureate-prepared

s

º
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graduates make the difference in practice or is it the nursing

baccalaureate degree? Do nurses with baccalaureate degrees in

other fields practice similarly to BSN nurses? A comparative study

needs to be done addressing these questions. The educational

variable also needs to be studied with the variable of length of

experience as a nurse in order to answer the question of

competency-based practice versus educational level practice.

Nursing educational level and the reporting of independent nursing

care activities almost reached significance (p = .019) at the .01 level.

More professional nurses than technical nurses reported

independent nursing care activities on the IRF. The near

significance does indicate that baccalaureate education may have

some effect.

Another study might be done in different institutions to

determine if nurses would report the same way on the interview

and the intershift report. Such a study would validate whether the

reporting of dependent nursing care activities is agency specific or

more global. It would also provide information about the use of the

nursing process in another acute care setting.

Additional studies need to be done to provide data sets for

nursing care activities. Since there is a focus nationwide on this

task, individual data sets become very important to determine the

similarities and differences that occur for the care of certain

patients. If these data sets have similarities, then nursing care

activities can be standardized and classified. If they do not have

similarities, then more than one classification system may be

needed.



131

REFERENCES

Abdullah, F. G. (1973). Research on career development in the

health professions: Nursing. Occupational Health Nurse, 21,

12- 16.

American Association of Colleges of Nursing. (1986). Essentials of

11 nd universi i r fessional nursing.

Washington, D.C.: Author.

American Nurses' Association. (1965). Educational preparation for

nurse practitioners and assistants to nurses: A position paper.

New York: American Nurses' Association.

American Nurses' Association. (1973). Standards of nursing

practice. Kansas City, MO: American Nurses' Association.

Anderson, J. R., (1982). Acquisition of cognitive skill. Psychological

Review, 89(4), 369-406.

Armstrong, G. D. (1981). Methodology Corner-Parametric statistics

and ordinal data: A pervasive misconception. Nursing

Research, 30(1), 60-62.

Bairan, A., Brown, L., Chally, P., & Farnsworht, B. (1985).

Performance differences in graduates of associate and

baccalaureate degree programs. In Issues in associate degree

nursing: Bridge O success. Education and service: A

partnership for associate degree nursing. Battle Creek, MI; SN

Kellogg Foundation, 22-26.

s

~ s



132

Bargagliotti, L. A., & Trygstad, L. N. (1987). Differences in stress and

coping findings: A reflection of social realities or

methodology? Nursing Research, 36. , 170-178.

Beatty, P. R. (1987). Attitudes and perceptions of nursing students

toward preparation for interdisciplinary health care teams.

Journal of Advanced Nursing, 12, 21-27.

Benner, P. (1984).
- II: wer in

clinical nursing practice. Menlo Park, CA: Addison-Wesley.

Boggs, D., Baker, B., & Price, G. (1987). Determining two levels of

competency. Nursing Outlook. 35 (1), 34–37.

Bottoms, M. S. (1988). Competencies of liberal education and

registered nurses' behavior. Journal of Nursing Education, 27

(3), 124-130.

Bulechek, G. M., & McCloskey, J. C. (1985). Nursing interventions:

Treatments for nursing diagnoses. Philadelphia: W. B.

Saunders.

Bulechek, G. M., & McCloskey, J. C. (1989). Nursing interventions:

Treatments for potential nursing diagnoses. In Carroll

Johnson, R. M. (Ed.), Classification of nursing diagnoses:

in f th igh feren N American Nursi

Diagnosis Association, (pp. 23–30). Philadelphia: J. B.

Lippincott.

Bulechek, G. M., & McCloskey, J. C. (1990). Nursing intervention

taxonomy development. In J. C. McCloskey & H. K. Grace (Eds.),

Current issues in nursing (3rd ed.) (pp. 23-28). St. Louis, MO:

C. V. Mosby.



133

Bullough, B., & Sparks, C. (1975). Baccalaureate vs. associate degree

nurses: The care-cure dichotomy. Nursing Outlook, 23 (11),

688-692.

Carlson, J. H., Croft, C. A., & McGuire, A. D. (1982). Nursing diagnoses.

Philadelphia: W. B. Saunders.

Carrieri, V. K., & Sitzman, J. (1971). Components of the nursing

process. Nursing Clinics of North America, 6, 115-124.

Chamings, P. A., & Teevan, J. (1979). Comparison of expected

competencies of baccalaureate- and associate-degree

graduates in nursing. Image, 11 (1), 16-21.

Commission on Nursing Education (1981). ional preparation

for nursing: T . (Publication No. NE-10

5M4/81) Kansas City: American Nurses' Association.

DeBack, V. (1986). Does the baccalaureate make a difference:

Differentiating nurse performance by education and

experience. Journal of Nursing Education, 25 (7), 275-285.

DeBack, V. (1991). The National Commission on Nursing

Implementation Project. Nursing Outlook, 39 (3), 124-127.

Douglas, D. J., & Murphy, E. K. (1990). Nursing process, nursing

diagnosis, and emerging taxonomies. In J. C. McCloskey & H. K.

Grace (Eds.), Current issues in nursing (3rd. ed.) (pp. 17-22).

St. Louis, MO: C. V. Mosby.

Dreyfus, H. L., & Dreyfus, S. E. (1986). Mind over machine: The

W intuition ise in the era of

computer. New York: The Free Press.

Edwards, W., & Tversky, A. (1967). lectiv ings: Decision

making. Hardsman, Worth, & Penguin.



134

Giger, J. A. N. (1986). Conceptual and theoretical approaches to

patient care: Associate versus baccalaureate degree prepared

Ilul ISC. (Doctoral dissertation, Ball State University, 1986:

Ann Arbor, MI: University Microfilms International (No.

86.13034).

Goldmark, J. (1923). rsing and nursin ion in th ni

States. New York: Macmillan.

Goldstein, J. O. (1980). Comparison of graduating AD and

baccalaureate nursing students' characteristics. Nursing

Research, 29, 46-49.

Goodwin, L. A., & Goodwin, H. L. (1984). Qualitative versus

quantitative research or qualitative and quantitative research.

Nursing Research, 33, 378-380.

Gordon, M. (1976). Nursing diagnosis and the diagnostic process.

American Journal of Nursing, 76, 1298–1300.

Gordon, M. (1982). Nursing diagnosis: Process and application. New

York: McGraw-Hill.

Gray, J. E., Murray, B. L., Roy, J. F., & Sawyer, J. R. (1977). Do

graduates of technical and professional nursing programs

differ in practice? Nursing Research, 26 (5), 368-373.

Gregory, S. J. (1985). AD/BSN competency differentiation. In Issues

in Associate Degree Nursing Bridge to Success. Education and

service: A partnership for associate degree nursing. Battle

Creek, MI; SN Kellogg Foundation.

Gross, Y. T., Takazawa, E. S., & Rose, C. L. (1987). Critical thinking

and nursing education. Journal of Nursing Education, 26 (8),

317-328.



13.5

Haggerty, L. A. (1987). An analysis of senior nursing students'

immediate responses to distressed patients. Journal of

Advanced Nursing, 12, 451-461.

Hannabury, D. J. (1989). Assessing the client's needs. In

Meisenhelder and LaCharite (Eds.), mfort in caring: Nursin

the person with HIV infection (pp. 109-128). Glenview, IL:

Scott, Foresman, and Co.

Henry, S. B., & Holzemer, W. L. (in press). Critical care management

of the HIV-infected patient with Pneumocystis carinii

pneumonia. Heart and Lung.

Hinds, P. S., & Young, K. J. (1987). A triangulation of methods to

study nurse-given wellness care. Nursing Research, 36, 195

1 98.

Holgarth, R. M. (1987). Judgment and choice: The psychology of

decision (2nd ed.). New York: John Wiley & Sons.

Holzemer, W. L. (1988). Quality of nursing care of people with AIDS.

Research Grant (NIH-NCNR 1 R01 NR02215). Washington, DC:

Department of Health and Human Services.

Hover, J. (1975). Diploma vs. degree nurses: Are they alike?

Nursing Outlook, 23 (11), 684-687.

Howell, F. J. (1978). Employers' evaluation of new graduates.

Nursing Outlook, 26, 448-451.

Huck, S. W., Cormier, W. H., & Bounds, W. G. (1974). Reading

statistics and research. New York: Harper & Row.

Johnson, J. H. (1986). Differentiation between levels of nursing

education: A quantitative synthesis. (Doctoral dissertation,



136

University of Illinois at Chicago, 1986). Ann Arbor, MI:

University Microfilms International (No. 862707).

Johnston, S. C. (1982). The use of the Rines model in differentiating

professional and technical nursing practice. Nursing an

Health Care, 3 (7), 374-379.

Jones, E. (1987). Translation of quantitative measures for use in

cross-cultural research. Nursing Research, 36, 324-326.

Kassirer J, P., & Gorry, A. (1978). Clinical problem solving: A

behavioral analysis. Annals of Internal Medicine, 89, 245

255.

Kim, M. J. (1986). Nursing diagnosis: A Janus view. In M. E. Hurley

(ed), Classification of nursing diagnosis: Proceedings of the 6th

Conference, NANDA. St. Louis, MO: C. V. Mosby.

Kritek, P. B. (1986). Development of a taxonomic structure for

nursing diagnoses: A review and an update. In M. E. Hurley

(ed), Classification nursing diagnosis: roceedings of th

Conference, NANDA. St. Louis, MO: C. V. Mosby.

Lawler, T. G., & Rose, M. A. (1987). Professionalization: A

comparison among generic baccalaureate, ADN, & RN/BSN

nurses. Nurse Educator, 12 (3), 19–22.

LeBreck, D. B. (1987). Clinical judgment: A comparison of

theoretical perspectives. In W. L. Holzemer (ed.) Review of

Research in Nursing Education, Vol. II. New York: NLN.

Lederer, J. R., Marculescu, G. L., Mocnik, B., & Seaby, N. (1991). Care

planning guide: A nursing diagnosis approach. Redwood City,

CA: Addison-Wesley Nursing.



1 37

Lindsey, A. M. (1990). Identification and labeling of human

responses. Journal of Professional Nursing, 6 (3), 143-150.

McCloskey, J. (1978, December). Teaching the nursing process.

Paper presented at the Second Annual Nurse Educator

Conference, New York, NY.

McCloskey, J. C., & McCain, B. (1988). Variables related to nurse

performance. Image: Journal of Nursing Scholarship, 20 (4),

203-207.

McClure, M. L. (1991). Differentiated nursing practice: Concepts and

considerations. Nursing Outlook, 39 (3), 106-1 10.

McMillan, S. C. (1985). A comparison of professional performance

examination scores of graduating associate and baccalaureate

degree nursing students. Research in Nursing and Health, 8,

167 - 172.

Meleis, A. I., & Dagenis, F. (1981). Sex role identity and perception

of professional self in graduates of three nursing programs.

Nursing Research, 30 (3), 162-167.

Meleis, A. I., & Farrell, K. M. (1974). Operation concern: A study of

senior nursing students in three nursing programs. Nursing

Research, 31, 311-313.

Mundinger, M. O., & Jauron, G. D. (1975). Developing a nursing

diagnosis. Nursing Outlook, 23, 94-98.

Murphy, M., & DeBack, V. (1990). Myths and realities. In American

Organization of Nurse Executives (Eds.), Current issues and

perspectives on differentiated practice (pp. 5-16). Chicago, IL:

American Hospital Association.



1 38

Murray, L. M., & Morris, D. R. (1982). Professional autonomy among

senior nursing students in diploma, associate degree and

baccalaureate degree nursing programs. Nursing Research,

3 1, 311-313.

National League for Nursing. (1979). Working paper of NLN Task

Force on competencies of graduates of nursing programs.

National League for Nursing (Pub. No. 14-1787), 1-15.

Nelson, L. F. (1978). Competence of nursing graduates-technical,

communicative, and administrative skills. Nursing Research,

27, 121-125.

Newell, A., & Simon, H. A. (1972). Human problem solving.

Englewood Cliffs, NJ: Prentice Hall.

Pankratz, L., & Pankratz, D. (1974). Nursing autonomy and patient's

rights: Development of a nursing attitude scale. Journal of

Health and Social Behavior, 15, 211-215.

Pardue, S. F. (1987). Decision-making skills and critical thinking

ability among associate degree, diploma, baccalaureate, and

master's prepared nurses. Journal of Nursing Education, 26

(9), 354-361.

Primm, P. L. (1986a). Entry into practice: Competency statements

for BSNs and ADNs. Nursing Outlook, 34 (3), 135-137.

Primm, P. L. (1986b). Defining and differentiating ADN & BSN

competencies. i
-

Nursi

Inc.. 1 (1), 1-6.

Rachlin, H. (1989). Judgment, decision, and choice: A

cognitive/behavioral synthesis. New York: W. H. Freeman.



139

Raymond, M. R. (1988). The relationship between educational

preparation and performance on nursing certification

examinations. Journal of Nursing Education, 27 (1), 6-9.

Richards, M. A. (1972). A study of differences in psychological

characteristics of students graduating from three types of

nursing programs. Nursing Research, 21, 258-261.

Rose, M. A. (1988). ADN versus BSN: The search for differentiation.

Nursing Outlook, 36 (6), 275-279.

Schutzenhofer, K. K. (1988). Professional autonomy and highest

level of nursing education. Research Presentation at Society

for Nursing Research, San Francisco, CA., January, 1988.

Seidel, J. V., Kjolseth, R., & Seymour, E. (1988). The Ethnograph

(Computer program and manual). Littleton, CO: Qualis

Research Associates (P.0. Box 3785, Littleton, CO 80161).

Shott, S. (1990). Statistics for health professionals. Philadelphia: W.

B. Saunders.

Siegel, S., & Castellan, N. J. (1988). Nonparametric statistics for the

behavioral sciences (2nd. ed.). New York: McGraw-Hill.

Snyder, M. (1981). Preparation of nursing students for health care

teams. International Journal of Nursing Studies, 18 (2), 115

122.
-

Sparks, S., & Taylor, C. M. (1991). Nursing diagnosis reference

Springhouse, PA: Springhouse Corp.

Stark, J. (1978). A comparison of the perceptions of associate

degree and baccalaureate degree nursing faculty and nursing

service administrators in regard to terminal competencies of



1 40

associate and baccalaureate degree nursing graduates.

Research in Education, February, 1977. ED 144 626.

Stevens, B. J. (1985). Does the 1985 nursing education proposal

make economic sense? Nursing Outlook, 33, 124-127.

Toth, J. C. (1986). The basic knowledge assessment tool (BKAT)

validity and reliability: A national study of critical care

nursing knowledge. Western Journal of Nursing Research, 8.

(2), 181-186.

Vincent, P., & Davis, J. (1987). Social problems encountered by PHN:

Identification and response differences according to education

and experience. Journal of Nursing Education, 26 (4), 144

149.

Waters, V. H., Chater, S. S., Vivier, M. L., Urrea, J. H., & Wilson, H. S.

(1972). Technical and professional nursing: An exploratory

study. Nursing Research, 21, 124-131.

Waters, V., & Limon, S. (1987). Competencies of the associate

ree nurse: Vali finers of rV-level nursing Dracti

(Pub. No. 23-21.72). New York: National League for Nursing.

Wesorick, B. (1990). Il Cla■ nursin : A model for

clinical practice. Philadelphia: J. B. Lippincott.

Western Interstate Commission for Higher Education. (1985). The

preparation and utilization of new nursing graduates. Boulder,

CO: The Commission.

Wilson, H. S. (1989). Research in nursing. Menlo Park, CA:

Addison-Wesley.

Witte, R. S. (1980). Statistics. New York: Holt, Rinehart, and

Winston.



141

Wooley, A. S. (1977). The long and tortured history of clinical

evaluation. Nursing Outlook, 25, 308-315.

Yocum, C. J. (1987). Practice patterns of newly licensed registered

nurses: Results of a job analysis study. Journal of Professional

Nursing, 3 (4), 199-206.

Yura, H., & Walsh, M. B. (1978). The nursing process. Assessing.

planning, implementing, evaluating. New York. Appleton

Century-Crofts.

Zimmerman, D. S., & Gohrke, C. (1970). The goal-directed nursing

approach: It does work. American Journal of Nursing, 70,

306–31 0.



142

Appendix A

RN Questionnaire (RN-Q)



1 4 3

Coder: - - - - -

PT Code: — — — —

T i■ ºe: 1 2 3 4 5

Nurse Quest ionnaire (RM-Q) Date: - - -

Demographic Data

1. Age – 2. Sex M. F

3. Mighest Nursing degree: _ LVN
_ Diploma
_ Associate
_ BSM

4. Mighest Academic degree: _ Associate
_ Bachelor's
_ Graduate degree
_ n/a

5. Are you with a Registry? – Yes – No

6. Are you floating from another floor? – Yes | No

7. How long have you worked in this hospital? years

8. How much experience have you had working with AIDS patients?
_ first experience
_ 3-5 patients before
_ 5-10 patients before
_ >10 patients before

Interview Questions:

1. What do you identify as this patient's 2. What are you doing about meeting
three or four major problems at this time? these problems at this time?
Problems. Actions/Interventions
1.

2.

3.

4.

3. On a scale from 1 to 10, where 1 = very poor and 10 = excellent,

a) Now would you rate the patient's physical status at this time?
b) How would you rate the patient's social support at this time?
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Appendix B

Intershift Report Form (IRF)
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Wealth

Intershift Recording Form ( 18? )

temp – color
resp – blood gases
pulse – nutrition
BP _ medications
ºv'■ tells okº

PT Code:

RM Code:

Coder:

Time: 1

Dete:

2 3 4 5

$tatus Indicators Moted (check those steted)

_ tests planned

Interventions Noted; Not
to Problems

Related

º

º

7/
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