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ABSTRA: [

AN EVALUATION OF THE QUALITY OF NURSING RECEIVED BY
PATIENTS IN SELECTED HOSPITAL WARDS.

JACKSON, Geraldine Elizabeth Negroni, B.A., D.N.Ed.,
D.N.Ad., University of the Witwatersrand, 1985.

This is a descriptive study of patient care in six
selacted adult wards of a 200C-bed academic hospital. The
observational methcd was used, and the Quality Patient
Care Scale (Qualpacs), designed to measure the quality of
nursing received by patients while the care is in
progress, was the instrument used.

The cobjectives of the study wc.e:

(1) to accumulate quantitative and qualitative data in
order to identify the nature of the patient care
activities and to rorm an opinion about the gquality
of care;

{ii) to evaluate the measuring instrument.

The observations were carried out in 3 surgical and 3
medical wards over 6 weeks, with 3 consecutive midweek
mornings spent in each ward. The 2 hour cbhservation
periods were 8h00-10h00 and 10h30-12h30. Altogether 54
patients were observed, and 11 repeat observations were
carried out, giving a total of 65 observations.
Co-observrrs concurrently obscrved 43 of them.

A considerable amount of data was collected. This was
processed to produce information about the nature of the
natient care activities, the time fluctuations of the
activities, and the caregiver involvement in them. The
Qualpacs scale yielded scores which were used to form an
opinion about the standard of care. Computer analyses
were included in this aspect of the data processing. 1In
addition, tests were carried out toc assess the reliability
of the scale.

From the data the candidate was able to draw conclusions
about the nature of the patient care activities, the time
and caregiver dimensions of care, and the standard of
care. She also evaluated the research instrument, and
made recommendations for its future use in the hospital
setting.
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PREFACE

As a nurse dceply interested in the vocation of nursing,
the candidate has always been aware of the complex issues
surrounding the profession. Over the years nursing
practice has changed. Theories and models have been
devised, philosophical issues debated, ideas discussed and
discarded; but as quickly as answers are found, changing
circumstances produce new questions requiring new
solutions.

In this study the student has returned to the age old
question: "What is nursing?" She has takern a primary
factor in nuvrsing, the patient. She has gone into a
primary setting for nursing practice, the hospital ward
run by the ward sister, where admission procedures
transform people into patients. She has observed the
patient, recorded the patient-centred activities and used
a rating scale to measure the quality of patient care.
Under the guidance of her supervisors, also nurses, she
has attempted to find for herselt some of the answers to
the question, "Wwhat is nursing?"

Because of the limited scope of the research ttudy the
answers are incomplete. However, it was possible to
tdentify the nature of some of the patient care
activities, to form an opinion about the quality of care
and tou critically evaluate the measuring instrument. It
is hoped that some of the findings in this project will be
of use to others in the search for a deeper knowledge and
understanding of the practice of nursing.
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AN EVAUUATION OF THE QUALITY OF NURSING RECEIVED BY
PATIENTS IN SELECTED HOSPITAL WARDS

I INTRODUCTION

1.0 The Nature and scope of this Study

This ie a descriptive study of patient care in selected

hospital wards carried out in order to identify the nature
of that care and to determine its gquality.

The method chosen was direct observation. A convenient
and tested scale had been developed in America to evaluate
the quality ot patient care while the care was in
progress. This seemed a suitable tool to use for this
study, and at the same time to assess its usefulness as a
measuring instrument for future use in establishing and
maintaining standards of care.

There are many limitations to the study. There are the
deficiencies of all observational studies, and the
restrictions of insuftficient time, money and assistants.
There was also the researcher's own lack of knowledge and
cxperience.

For these reasons it was decided tu keep the research
design small. The research boundaries were set close to
the patient, and no attempt was made to examine such
things as ward staffing, off duties, etc., etc. The
research instrument enabled a value measurement to be
ascribed to patient care activities and also ylelded 2
considerable amount of quantitative data. It was expected
that the findings would be of use in future research into
patient care.

1.1 The Motivation for this Study

when the study was carried out there was no established
system in the wards for measuring the care being received

by patiernts.

Iin any large, busy modern hosplital thera is little time to
stop and examine the system. Hundreds of people arrive at
the hospital with a problem and are processed into
becoming patients. They are numerically coded, assessad,
examined, investigated and given a diagnostic label.
Treatment ls carried out and response to treatment
monitored as they progress towards recovery, chronicity or
death. 1In all this time, as patients, they are in the
care of the hospital workers who direct, control and
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process them for their own ultimate benefit. As wage
earners, taxpayers or merely as citizens of the state, the
public ultimately bears the cost of this expensive
service.

In recent years there has been an 1ncreasing awareness of
the need to review the system constantly in terms of both
cost and quality to ensure that it is rendering an
efficient cost-effective service. Numerous ways of
checking on the system have been devised in all fields of
hospital work, including nursing.

Professional nurses have always striven to provide a high
standard of care for their patients, no less in South
Africa than in cther parts ot the world. But rapid
changes have had their impact on nursing as on every other
aspect of modern society. It has become necessary to
review the nurse's role and to adjust nursing ideas and
practice in keeping with the vast evolutionary changes
that have taken place.

This hes led to a whole new concept ¢f nursing practice.
Tasks which used to be important have become an
insignificant part of the nurse's daily work. Concern
with the essentially physical aspects of care has been
broadened to accommodate psychological, social and
philosophical aspects of the patient's being. More and
more nurses are accepting a systems theory based
problem-solving approach to nursing which is generally
known as the Nursing Process.

At the time of this study nursing practice in the hospital
had taken only a few tentative steps in this direction.

It seemed to the researcher to be opportune to take an
cbjective look at current nursing practice in the wards in
order to identify its present state and to make
recommendationc for its future development.

1.2 The Objectives of the Study

1.2.1 The ¥rimary Objective

The primary purpose of this study was to observe
patient care in action in a hospital ward in order
to accumulate data about that care. It was
concerned with evaluating the qual ‘ty of care,

Quality is defined as "the nature, character,
property or kind" or ndegree of excellence" of
something, while to evaluate is "to ascertain the
worth of " or "to find a numerical expression for'".
(1,2,3,4)
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A great deal has been published 1n this field, and
in a review of the literature sheila Openshaw says:

n_..the measurement of health provision is by no
means an easy undertaking...it may not be possib
to measure the adequacy of care in an overall

1=

fashion tor some vonsiderable time...The challenge
lies in identifying alternative ways of looking at
the research guestion, in starting again right at

the becinning, and asking what central component

is

common to all nursing care, and then tackling that

question in a smaller design."(5)

There is little doubt that an important central
component commcn to all nursing care is the

patient. 1In this study the researcher has focused
on the patient. She has observed the patient care
activities and endeavoured to guantify them and to

ascribe a quality rating to them in order to
identify the nature of the activities and to
determine their worth.

The Secondary Purpose of this Study

A secondary purpose was to assess the measuring

instrument. It is claimed by its authors to have

potential in several areas. They say:

nQualpacs may be used to determine the level of
quality of nursing care p ovided by any nursing
program or subunit of a larger program.

Qualpacs may be used to serve administrative,
supervisory, and educational purposes, many of
which are suggested in the following:

For administration, it may be used at the levels

of

the board of directors, the agency administration,

or director of nureing service:

To provide information about the level of
quality of care peing recaived by patients.

To account for the execution of & sarvice
responsibility to:

board of directors
agency administrator
payment agencles
accreditation agency
grantors

community served
etc.
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A great deal has been published in this field, and
in a review of the literature Sheila Openshaw says:
n,..the measurement of health provision is by no
means an easy undertaking...it may not be possible
to measure the adequacy ot care in an overall
fashion for some considerable time...The challenge
lies in identifying alternative ways of looking at
the research question, in starting again right at
the beginning, and asking what central component is
common to all nursing care, and then tackling that
guestion in a smaller design." (5)

There is little doubt that an important central
component common to all nursing care is the
patient. In this study the rescarcher has focused
on the patient. She has observed the patient care
activities and endeavoured to quantify them and to
ascribe a quality rating to them in order to
identify the nature of the activities and to
determine their worth.

The Secondary Purpose of this Study

A secondary purpose was to asseus the measuring
instrument. It is claimed by its authors to have
potential in several areas. They say:

nQualpacs may be used to determine the level of
quality of nursing care provided by any nursing
program or subunit of a larger program.

Qualpacs may be used to serve administrative,
supervisory, and educational purposes, many of
which are suggested in the following:

For administration, it may be used at the levels of
the board of directors, the agency administration,
or director of nursing service:

To provide information about the level of
quality of care being received by patients.

Toc account for the execution of a service
responsibility to:

board of directors
agency administrator
payment agencles
accreditation agency
grantors

community served
etc.
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For supervisors, it may be used:

To account to administration for the level of
quality of the nursing program.

To identify strengths and weaknesses, which may
pe used as bhases for providing inservice
educational programs, supervisory assistance,
modifications of programs, and improvements in
equipment, facilities, and staff utilization.

To determine effectiveness of changes in
program, staffing, or equipment.

For educators, it may be used:

To determine eftectiveness of a teaching
program.

To alert personnel to often-neglected elements
of care.

As a teacihing aid, to improve alertness in
observations.

Essentially, Qualpacs serves the interests and
purposes of persons concerned with the care ot
patients, at all levels of responsibility: the
board of directors of the agency, the
administrator, the director of nursing, and the
gtaff members on individual patient-care arseas.

Qualpacs has been demonstrated to be particularly
useful to instructors in beginning nursing
education programs, when used by students who are
learning to observe patients in the patient-care
setting. Students as well as instructors have
reported enthusiasm for the effectiveness of the
tool so used." (6)

in this study the researcher proposed to asaess the
practicability of using the scale for these or
other purposes.
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II LITERATURE SURVEY

2.0 Introduction

A great deal has been written about quality assurance in
the health care services, including nursing. For the
purposes of this study the researcher has selected
material which is relevant to the following aspects of the
topic:

1. A brief historical survey of the development of
guality assurance in nursing.

2. Recent literature on quality assurance in nursing.
3. Published reports on the Quality Patient Care Scale.

4. Theories and concepts relating to this study.

2.1 Historical Survey of the Development of Quality
Assurance in Nursing.

Although the modern implications of the term ngquality
assurance" would probably be totally foreign to her,

b Florence Nightingale's concern when she went to the Crimea
= in 1854 was with the quality of health care there. Her
written reports and her use of morbidity and mortality
statistics helped "to persuade a national government to
alter its health services."(1l)

originally performance appraisal was the main form of
quality assurance. "It has been associated with work for
centuries."(2) As early as 1000 BC the Chinese used an
evaluation system for selecting civil service leaders. (3)
in the developing West performance appraisal was
assoclated with task performance and 'time and motion'
studies, during the early part of the twentieth century,
but gradually other dimensions were added. (4) Rating
scalss vere introduced during World War I, and leadership
skills were evaluated.(5) Personality and behaviocural
elements were added in the 1930's and 1940's.(6) During
wWorld War II John Flanadan introduced the use of the
icritical Incident Technique'(7) and by the mid 1950's
'management by objectives' (MBO) was making an "impact on
the performance evaluation system of many
organizations." (8)

All these developments had their influence on quality
assurance in nursing, but until the 1970's nuraing
retained "a relatively narrow perspective in the
evaluative field."(9)

9
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A working group of the World Health Organization, which
met from 18th - 21st October, 1977 to evaluate inpatient
nursing practice, reported (1979): "on review of the
current status of evaluation of inpatient nursing practice
in the various countries represented, it was agreed that
it was inadequate.'"(10) The representatives were all from
European countries.

AR In America, a few years later, veninga (1982) said,"the
5 ‘ health system .......1s undergoing a series of revolutions
% tvsesse (which) relate directly to the quality of life of

« every citizen."(11l) The foundations of these changes were
ol laid "in the 1950's when Paul A. Lembcke developed what he
H called medical auditing by scientific methods," a
£ precursor "of the best patient care evaluation

33 methodologies in use today."(12) At about the same time
g (in 1952) the Joint commission on Accreditation of

“ Hospitals (JCAH) was tormed, "an organisation destined to
49 have a profound impact on the delivery of health care in

the United States."(13)

®In the 1960's the impact of JCAH stand: ~ds grew' as
hospitals sought accreditation in order to be eligible for
medical aid reimbursements, (14) and in 1970 new JCAH
standards were added in nursing and other health

gservices. (15} Also in 1970 Professional Standards Review
organizations (PSRO) were established by Congress in each
State "for the purpose of monitoring all medical services
reimbursed under provisions of the Social Security
Act.(16)

Thus, "the 1970's provided an atmosphere of rapid growth
for various types of objective medical care
evaluation® (17) and "the malpractice insurance crisis of
1974-1976" caused many hospitals to establish risk
management programmes which are now seen as an integral
part of quality assurance." (Monagle,1980)(18)

it can be seen, then, that nattempting to measure the
effectiveness of care is a relatively recent activity"(19)
in nursing, with its main impetus coming from the United
states "where legislation concerned with accreditation of
hospitals" caused hospitals to adopt "an organized policy
for reviewing thelir professional performances" (20) and
paving the way for American nurses to lead the world in
developing systems for the evaluation of nursing care.

At present the accreditation system in America is under
criticism. "Many states have begun to reform their
credentialing practices."(21) In 1981 Congress declded to
curtail PSRO activity(22) and Professional Review
organizations (PRO's) are being substituted in thelr
place. (23) Computers are enabling complex new systemas to
be used such as a "Prospective pricing System (PPS)"(24)
which is being linked to a computer-based patient
classification system "Diagnosis Related Groups (DRG's) "
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(25) and nurses are moving into the computer world in all
fields of health care.

Lee (1982) says:"No computer has ever cared for a patient
or performed a nursing function."(26) But computers can
process patient data and nursing information in a way that
promotes the quality of care.(27) "New applications are
being developed .....constantly so the plcture changes

daily."(28)

In a lecture delivered at the Royal College of Nursing,
London, 6 June 1984, Susan Pembrey concluded with these

words:

"We have so much good to build on as we now take the
decisions about the patterns of nursing education that
will lead us into the 21st Century."(29)

And from Phaneuf an American view: "Nursing can be the
health profession that leads the way in earning a new,
deeper, and well-founded public trust if it works
ethically, morally, without fear or compromise of
principle, and with high visibility in quality
appraisal." (20)

2.2 Recent Literature on Quality Assurance in Nursing

In 1976 and 1977 the editorial staff of the Journal of
Nursing Administration published a set of 3 works entitled
IQuality Control and Performance Apraisal' volumes I, II
and III. These contained 25 articles which had appeared
in the Journal from 1971 to 1977(31,32,33) and repraesented
the most promising of the current work on quality of care
in nursing. Together with American Nursing Assoclation
publications on quality assurance(34) and a ‘Quality
Assurance Workbook' based on the Lang model (35) these
writings have formed the basis for subsequent debate and
research leading to present ideas on guality assurance,
not only in America but also in Europe.

A survey of the literature shows that the volume of work
on this topic has steadily increased since the 1950's,
with some input from Europe but the bulk of the work
coming from America.

In 1979, Rebecca Bergman (Israel) spoke at the Second
confarencea of European Nurse Researchers in Copenhag.n on
the evaluation of nursing care. She believes that "the
evaluation of nursing care is an expression of the
accountablility of individuals, agencies and professions
for the nursing services that they have undertaken to
provide." The four major beneficiaries are "the
reciplents of care, providers of care, sponsors of care
(the agenclies) and the profession."(36)
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Lang's model for quality assurance: implemenzation of standards. Adapted from Lang, N. A Model for
Quetity Asswrance it Nuraing, 1974. Reprinted from Amenean Nurses' Amsociation (1975), p. 5.
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Doris Bloch's model (1975) emphasizes the interaction of structurse, process and
outcome. Specifically, Bloch is concerned with what outcomas are important and how to
mensure them: what processss are used and how to mensure them; and tha relationship
between them.

c)

Process A *=—————e Process B

Outcome A === Qytcome B

FIGURE 2.1: Models for the Evaluation of Patient Care
(from Bergman (38))
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Sshe mentions the PRSO (Professional Review Standards
Organization) in America which uses a systematic, audit
approach. Critics of this system suggest that reviews
should be more flexible in selection of topics and
methods, and that audits should be concurrent rather than
retrospective. (37)

She discusses three of the best known American models for
the evaluation of nursing care - Norma Lang's ANA model
(1975), Avedis Donabedian's model (1976) and that of Doris
Bloch (1975) (38) (Figure 2.1), and describes some of the
evaluation instruments saying: "I would strongly
recommend that we carefully study these and other
instruments, see if they meet ~'r needs in general, and if
so, adapt them to the European situation. There is no
need to rediscover the wheel over and over again."(39)

Alsc from Europe, van Maanen of the Netherlands(l9R0)
sald:"If nurses want to review the quality of nursing
care, they have to develop standards and criteria to be
used as a yardstick for evaluation....Nurses....mostly use
and refer to the standards and criteria published by the
American Nurses' Asssociation."(40) The American systam of
Nursing Audit has also been followed in Europe with great
interest and nurses there are beginning to work on these
ideas. The Rush-Medicus(1979) evaluative instrument has
been translated into the Norwegian language and
researchers in Belgium, Britain and the Netherlands have
been working on the development of their own evaluation
tools. (41)

In Britain, Dominique Wright (1984) quotes a well-known
passage from a WHO working group(1979) that ".....nursing
per se has never really been identified and such nursing
as is done is performed in a ritualistic and mechanical
fashion. s a result little or no emphasis has been
placed on the need to define objectives and measure
outcomes in terms of patients progress.'(42) However,
Wright says, "nursing has been defined and redefined over
the years" and several models of nursing care have been
published. (43)

On quality assurance, Wright quotes the same three models
as Bergman(38) - the Lang/ANA model, Bloch and Donabedian
- and mentions that the Lang modal was further developed
in Canada. (44) She also describes the best known American
evaluative instruments - the Phaneuf Audit, the Slater and
Qualpacs scales and RUSH-Medicus. (45)

In 1970 the Royal College of Nursing, London, published
the work of Jean McFarlane who reviewed 54 methods of
criteria development and considered them all to be
invealid. (46) The 'process' methods were rejected becauss
there was no consensus between the experts who judged
them, and the 'outcome' methods because it was assumed in
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them "that patient weltare was solely due to nursing
care."(47)

Dealing with the evaluative instruments, Wright criticises
the Phaneuf Audit because, while good recording may
correlate with good care in America, where good record
keeping is a legal requirement, it is doubtful whether
this would apply in Britain.(48) She describes the use of
Qualpacs at Burford Hospital in England, and concludes
that Qualpacs "could be used as @ basis for constructive
criticism and praise." The accounts show that this
American instrument can be used in Britain.(49) On
RUSH-Medicus she mentions that an 'Anglicized' version has
been developed by Goldstone and Collier, 1982. (50)

Other major developments in Britain discussed by Wright
were concerned with Nursing Managemert Audit (NMA). 1In
Doncaster an audit was developed over 10 years and
evaluated by Huczynki for 2 years. Although she found the
audit was usefiil(1977) other nurses havzs found it too
specific to be used in their own areas. (51) C.her audits
were the 'Nursing Audit of Ba<ic Care (ABC)' in Blackpool
(Wiseman,1976) and the Exeter system (Elliot and Fisher,
1979). In Birmingham a ward appraisal system was
described by Oxby and Davies in 1975..2).

Thes® three articles (Bergman, Van Maanen and Wright) show
clearly the strong American influence on the work being
done on evaluation of nursing care, and the progress that
has been made during the 1970's. The evidence is less
clear in South Africa.

In 1978 an article by Mellish called "Evaluating the
Quality of Care™ was published in the South African
Nursing Journal.(53) She discussed "three forms of
evaluation methods which have already been developed". (54)
They were a utilisation review which measures the extent
to which facilities are used, concurrent quality
monitoring, and the nursing or patient care audit.(55)

she described a workbook which had been recently
developed, entitled 'Check the Quality of Care', saying
"(this) seems to me tc be a ver, useful means of
concurrent quality care monitoring......If every
responsible registered nurse in charge of a unit were to
work through such a check book only once a vear, she would
by able to evaluate the type of care she is ensuring in
her unit."(56)

Mellish paid particular attention to the nursing audit,
describing it in some detail and concluding that "it is
very dependent on good record-keeping (but).....by
pointing out deficlencies in care it is a valuable tool in
initiating corrective action, and later in evaluating the
effectiveness of that corrective action."(57)
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In conclusion, she said nursing has "a long and proud
tradition of service..... geared to care....(and) directed
to QUALITY care. Let us all then louk for means of
evaluating that care, so that nurses can continue to
strive constantly to improve it. Excellence of care
should be at the summit of tne mountain, which every nurse
is striving to climb in her nursing practice." (58)

Later in 1978, in the new South African nursing journal
called Curationis, Bergman discussed evaluation, using the
Donabedian model ot structure, process and outcome. (59)

However, six years later, in 1984, van Huyssteen said:
"The only guideline published by the South African Nursing
Association on quality assurance is a workbook "Check the
Quality of Care."(60) This .s widely used by students in
nursing administration. A policy statement on quality
assurance has ai~o been formulated by the Assoclation.

However, very little - arch has been done in this field
and it should be se priority for the future."(61)
on 25 June 1985 the s .nt visited the South African

Nursing Association headquarters in Pretoria. She found
that the policy statement oun guality assurance had not yet
been finalised. In the library only 3 local studies on
qguality assurance were listed and only one of these, an
unpublished thesis, had been printel. (62)

Perhaps an explanation for this 1.V ... »rogress may he
found in the UNISA study guide tor ' © ' year students ir
nursing administration which says, in a chapter on the
problem of quality assurance programmes in nursing: "Many
matrons, ward sisters and tutors in South African
hospitals used 'check lists' to teach senior student
nurses how to control the quality of the care they

gave." (63) "Instruments for checking the quality of care
erployed at present in South Africa are not derived from
the Slater instrument, but from the pre-World War II check
1igts and from the instrument prepared by the 1952 class
of Diploma in Nursing Administration students."(64) "Our
nurse teachere in the early thirties had the right idea
about guality control and assessment."(65)

It appears that quality of patient care in this country
has been largely related to check lists and, more
recently, to the nursing audit. A recent major work on
the Nursing Process describes the nursing audit as "the
ultimate aspect of evaluation" in the Nursing Process(66).
It qguotes: "Although good records are not proof of good
patient care there is a relationship between the quality
of the record and the quality of the care. Good charting
(and recording) is often a sign of good nursing" (67) and
advocates a movement away from "the old task-centred
ttraditional' approach to nursing."(68)
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2.3 The Quality Patient Care Scale

"Many methods have been used to evaluate health care, in
general, and nursing care, in particular. Some have
concerned themselves with identifying those elements in

S the setting which are thought to influence performance.

" Oothers have measured the outcomes of care defined as
states of health or well-being. Still others have

0 examined the process of care itself in search for evidence
Tl that bears on professional judgement and performance. The
5 debate on which of these approaches is the more

5 appropriate is largely academic. Surely, all are needed
& if one 1s to understand the many aspects of health care in
' a given situation and to take corrective or preventive
action."({69)

- From all the literature that was produccid on evaluation of ;
g : nursing care during the 1970's, four methods of evaluating . ¥
354 the process of care have received the most attention. (70)
w3 T ese are the Phaneuf Audit, the Slater scale, Qualpacs
i3 t:d RUSH-Medicus. The Phaneuf Audit is "a retrospective
j§ ! examination of nursing records by a nursing audit

ﬂﬁ' committee using audit schedules."(71) The Slater nursing A
e competencies rating scale is "designhed to measure the DA
e competencies displayed by a rurse as she pe:forms nurse '
F actions in providing care to patients."(72) The scale may -
pe used for on-the-spot ratings or for retrospective S
iy rating of past performance.(73) The Quality Patient Care o
Qg, Scaln was derived from the Slater scale, and was designed R
4 to rate the care received by the patient as it occurs. (74) P
2 RUSH-Medicus consists of 220 criteria, some patient
%ﬁ ‘ specific and some unit specific, randomly distributed ‘
v across days and times of the day.(75) Y.

e

In 1972 Wandelt and Phaneuf published an article in i

e Hospital Topics publicizing the Slater Scale, Qualpacs and )

a the Phaneuf audit. They described each tool, its

J&; sdvantages and the tcommonalities' of the three.(76) They
; concluded by saying "there are many questions about any ]

- instrument that purports to provide measurements of .

% quality of car:."(77) There are guestions about audit SR

evidence, about the Qualpacs and Slater standards of -
measurement, about validity and rater subjectivity in all Y]
three. (78) T

But, they say, "either some subjectivity will be accepted,
or there will be no attempt to measure." (79) "Data from
thousands of evaluations with each tool have been
analyzed.....Tests show each to be a reliable, valid,
gtable, discriminating instrument for providing
quantitative measuremen*s of the quality of nursing
care." (80)
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In her letter to the researcher Dr. wandelt adds, about
the standard of measurement used in Qualpacs: "This is a
new concept to nurses in measurement and it is rather
difficult for some nurses to be convinced that that is the
feasible way to go." (Appendix F)

p] Because of the continued interest shown in the use of
i Qualpacs by a number of researchers, Ventura and Crosby,
g . in 1978, developed a programme to prepare nurses to act as

observers. An adeguate level of interrater aareement is
an important requirement for using the scale and little

4 . work had been done in this area. (81) The researchers
¥ developed a videotape programme, with a training manual.

b The course consists of five 2-hour seminars, followed by
s, two simulated experiences. After 5~8 4 hour practice

,&4 gessions by each trainee, they participate in a series of
R fixed paired observation sessions to determine whether

b each of the participants has reached an adequate level of
A interrater reliability.(82)

gy

3 _ In 1976 Weinstein with some colleagues attempted to devise
gt 2 measuring tool at The Hospital for cick Children in

g Toronto, which they called 'Selected Attribute varlable
bes Evaluation' or 'SAVE'. They used Qualpacs to check the
i concurrent validity of SAVE and found that "SAVE did not
T match well with Qualpacs."(83) They finally discarded 75%
Ba of the SAVE items, and combined the remaining 25% with 25%
X5 of the Qualpacs items to develop a 22 item instrument

ﬁ: nthat satisfies almost everyone concerned." (84)

k3

i A number of interesting articles by various authors have
'@§; been published from the Children's Hospital National

e Medical Centre (CHNMC) in W agton,D.C. In 1972 the

s nursing department there p ;ad to change the nursing

system in the hospital anc .o introduce a new system which
they called 'primary nursing', with "the goal of improved
T nursing care."(85) They decided to monitor the effacts of
= the change and an outside nurse researcher was invited to
e conduct an evaluation using three instruments, Qualpacs,
4 the Slater scale and the Phaneuf Nursing Audit., Over the
il . years these articles have described the planning and
implementation of change (86), an assessment of the
quality of nursing care resulting from the change (87) and
an evaluation of the 'primary nursing' system which had
been introduced.  88)

Ry . In one of these articles Felton described her use of the

E three instruments to assess the change in the quality of
nursing. She reported no significant change when measured
with the Phaneuf Audit, some change on the Slater scale,
and a significantly higher Qualpacs gcore, (89) "with this
indication that Qualpacs conld be used to appraise the

e effectiveness of the new sy-~tem, a decision was mades to

. conduct a prospective study, using the Qualpacs, on four

nursing units before and after the implementation of
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primary nursing.'"(90) The same group of raters evaluated
the care. There were many variables which could not be
controlled, but it was hoped to be able to "quantitatively
evaluate trends and broad change:s in the overall guality
of nursing care."(91)

Using Qualpacs they were able to show pre- and postprimary
nursing differences, not only in the overall score, but
between surgical, medical and burns patients as well as in
different subsections of the scale. They concluded that
nthe Qualpacs evaluation instrument can be a valuable tool
in a quality assurance programme which stresses evaluation
and, particularly, quantitative measurement of the nursing
care that patients receive."(92)

In England a similar study was carried out at Burford
Hospital, but on a much smaller scale. Five patients were
observed in September 1981, before the arrival of a new
nursing officer in charge of the hospital, and repeated in
November 1982, by the same two observers. There was a
significant increase in the overall mean score from 2,6 to
4,1 with the observers "gshowing remarkably close agreement
in their judgements."(93) However, there appears to be 2
strong element of subjectivity in the report,viz. "it was
ocbvious to both observers....this was not the same
hospital that they had observed....(the) year
before.....The actual interpretation of the differences
between the two years must be left to the staff at
Burford."(94) The editors of the Nursing Times recelved a
number of letters in response to these articles, asking
about Qualpacs. In their reply Wiles and Wood concluded
py saying: "The use of USA scales by British nurses is
questionable, although these are all we have at prasent.
Tools more suitable to our own nursing culture could both
increase the validity of quality assurance and make it
more acceptable to British nurses." (95)

Not all studies have found Qualpacs an effective me ire.
Describing a study in Buffalo, New York comparing Qua.pacs
and the Phaneuf Audit, Ventura says the Intraclass
Correlation Coefficient (ICC) "values for subscales and
total scale score for Qualpacs were less than anticipated
and less than acceptable"....."Applying the srlteria
(established for this project by the researchers) revealed
that Qualpacs did not meet the criteria in any one of 28
instances." On the other hand "the Phaneuf Audit met the
criteria in seven out of eight instances."(96) The Pearson
product moment correlation between the two instruments for
97 cases was poor(0,0l).(Q?)

1n a sacond study, with Fox, (1984) the internal
psychom~tric characteristics of Qualpacs were examinad.
Using analysis of varlables they found the patient
di{ferences accounted for 46,2% of the variance, while
observer inconsistency only accounted for 1,6% of the
variance. This suggested that observer standarde were
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adeguate. The subscales were also examined and appeared

. "to possess adequate discriminant validity.'"(98) The

' authors conclude: ' (However) there is a need for further
validation of this instrument against other indicators of
the quality of nursing care.... when assessment of the

process of carc is more tinely focussed and similar
improvements in structure and outcome measuremeats are
made, attention can turn to untangling the web of
interrelationships amony the structures, processes, and
outcomes of the delivery of nursing care."(99)
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>3 2.4 The Conceptual Framework of this Study

2.4.1 Definitions of Nursing and the Function of the
Nurse

Under this heading Henderson and Nite discuss a
wide variety of definitions, ranging from that of
Florence Nightingale in 1860: Nursing has to "put
the patient in the best condition for nature to act
upon him" (100) to that of Shirley Chater in 1976:
"Nursing is a process through which CARE is
provided to individuals, families, or community
groups PRIMARILY around circumstances and
situations that arise from health-related
problems." (101)

There have been a great many other definitions over
the years of varying content and complexity, and
probably the most widely known is that of Henderson
and Nite themselves: "Nursing is primarily helping
people (sick or well) in the performance of those
activities contributing to health, or its racovery
(or to a peaceful death) that they would perfo.m

’ unaided if they had the necessary strength, will,
or knowledge. It 1s likewise the unique function
of nursing to help people to be independent of such
assistance as soon as possible." (102)

The theme running through all is the helping
function of the nurse. The question is how she

carries it out, and there have been mary attempts
to answer this too.

| A number of nursing theories and models have been

4 developed over the years, with gradual changes in
trend and emphasis.(103) Earlier models were those
of Peplau(1952) who focused on interpersonal
relationships and Orlando(1961) who used

. communication theory. Johnson's model(1961)

s identifled equilibrium as important and Roger(1970)

based her model on adaptation to the
environment. (104)
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In 1971 Orem described a self-care model (105) .

Roy, in 1974, a stimulus-response model (106) and in
1976 Roper described the nactivities of living"
(AL) model. (107)

In discussing conceptual models, Riehl and Roy
ntake the position that many of the current nursing
models present a similar view of the human and the
environment."(108) They say: "A unified nursing
conceptual framework to the recipient of nursing
care may be stated as follows: A person is a
unified whole composed of subsystems, with a
flexible and normal line of defense; his internal
regqulating mechanisms help him to cope with a
changing environment; he functions by the
principles of homeodynamics." (109) "The goal of
nursing is to maintain the system of the person and
to help this individual realize his maximum
potential.” (110) This is done through a
problem-solving process.(11l1) This problem=-solving
process is known as the Nursing Process. It has
its roots in the problem-oriented medical record
(POMR) which was "developed by Lawrence Veed as a
means of organizing the patient's chart on the
basis of the PATIENT'S problems rather than on the
source of data about them.(112) Nurses in many
countries who are using the Nursing Process "are
finding it a very practical way of individualising
nursing for each patient,”(113) but it is strongly
record-based and problem-oriented and nurses are
currently seeking ways of making it more relevant
to the PRACTICE of nursing. (114)

while these definitions and trends in nursing are
important to the broader contextual framework of
this study, at the time of the study nursing in the
nospital had not reached these levels of
development. Nursing was still task-centred and
concepts relevant to the setting are concerned with
the patient and patterns of care, levels of care
and the process model of quality evaluation.

Patterns of Nursing Care

"A pattern of nursing care is defined as that
system used for the delivery of nursing care to
patients/clients."(115) These patterns vary
according to the orgarisational structure of the
agency. There are 4 basic patterns in nursing
services, according to Douglass. (Figure 2.2)
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case nursing (Figure 2.2(a)) is the oldest of the
systems. One nurse is assiygned to one patient for
the delivery of total care, tfunctioning within the
system of nursing care used by all the staff. It
is a method frequently used for teaching student
nurses, under the supervision of a clinical

tutor. (116)

Functional nursing (Figure 2.2(b)) is a task
centred approach. The charge nurse delegates
duties to members of the work group. It is an
authoritarian system, using established protocol
and procedural manuals, in which the ward sister
carries responsibility for staff control, patient
care, and ward administration. It is conslidered by
many to be the most economical way to deliver
nursing services.(117)

In team nursing (Figure 2.2(c)) a professional
nurse is the leader of a group of health care
workers. The ward sister delegates responsibility
to the team leader for a specific group of
patients, and acts as coordinator of the teams'
efforts. 1In most hospitals using this method a 3-5
man team can care for 10-20 patients.(118)

Primary nursing (Figure 2.2(d)) is the fourth basic
pattern described by Douglass. It is defined as "a
cont inucus and coordinated nursing process in which
a primary nurse provides the initial patient/client
care assessment and assumes accountability for
planning comprehensive twenty-four hour care for an
individual patient/client for the length of
hospitalization or for the duration of care
needed."(119) Primary nursing is still in an early
stage of development, and while there have been
enthusiastic reports about it its merits have still
to be confirmed.

The patterns of nursing care apply to several
aspects of the present study. Of particular
interest is the functional pattern because this was
the system in use in the wards when the

observat ions were carried out. Case nursing was
also used in the wards on occasion for teaching
gtudent nurses, and the writer believea it would
lend itself to the use of Qualpacs 28 a teaching
tool.

While primary nursing was not practiced in this
setting, it is an important variszble in a research
study conducted by Felton et al using Qualpacs as
one of the research instruments, and is described
earlier in this chapter (2.3).
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Patient Classification Systems and Levels of Care

Hegvary and Haussmann(1975) describe how, in trying
to identify criteria to evaluate aspects of nursing
care, they found categorisation by type of ward or
by disease entity were not satisfactory.

Eventually they found that criteria based on the
intensity of the patient's illness were the most
meaningful(120). Abdellah and Levine discuss this
concept in some detail.(l121)

They describe 'patient classification' as "a
scaling system in which the underlying continuum
can be conceptualized as expressing a quantitative
statement of a patient's requirements tor nursing
services," ranging from maximum self-help ability
to minumum self-help ability. It fits into a
"level of wellness" continuum in which at a certain
point the person seeks medical help and becomes a
patient(122). (Figure 2.3)

Patient classification is centuries old. It ranges
from a broad division into hospitals according to
the type of patient, eg. psychiatric hospitals,
acute general hospitals, etc., through
classification within the hospital according to sex
or illness groups, to classification within the
unit according to level of care requirements. (123)
The "progressive patient care" concept of hospital
organisation is bacgad upon '"grouping patients
according to their medical and nursing needs. ™ (124)

Many methods of patient classification have been
developed over the years. Abdellah and Levine
describe several of them(125), while in the more
rccent American literature, articles describing
PCT, a patient classification tool used to measure
productivity(126), DRG (diagnostic related groups)
and computerization of patient activity and nursing
care planning(127) represent the current trend
towards using classification with computers to
streamline the health services and make them more
cost-effective.

Abdellah and Levine say that the attention given to
patient classification systems in nursing and
patient care is probably because inpatient care,
which represents the largest consumer of nursing
skills, has so many uses for them. They "represent
& methodological approach tailor made to the field
of nursing"(128). "“Berause of its distinctive and
authentic nursing flavor, much interest has bean
engendered in pursuing the development of patient
classification and patient needs methodology."(129)
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The concepts attached to patient classification
have several applications to this study.

In the research setting, patients were already
classified by coming to a general hospital. They
were allocated co the wards according to sex and
diagnosis. The progressive patient care system in
the hospital ensured that none of them required

intensive care, nor did they require long term care
in this setting.

Another application relates to the "level of
wellness continuum" described by Abdellah and
Levine. They say that there is a point in the
continuum when a person becomes a patient. For the
patients in this study, not only had they reached
this point in the continuum, but their patient
stat s was reinforced by admission into the
hospital setting. Hardy says "a social
organization such as a hospital may be defined as a
system of roles."(130) Thus, the patient role with
all its connotations, is part of the focus of this
study, together with the compl imentary caregiver

role. Riehl and Roy refer to this patient role as
"patiency". (131)

A third application of patient classification to
this study involves the 'Levels of Care' table
which was included among the adjunct materials of
the Quality Patient Care Scale(132). The student
used a modified version for this work and found
patterns emerging from the data, which led her to
believe that this could be a promising area for
future research.

The Process Model and Quality of Care

Much has been written about what should be assesed
in the avaluation of the quality of care.
Generally the following 5 areas are included:

1. Outcome - alteration in health status of the
individual.
2. Content - nursing care given to the individual.

3. Process - the nature and sequence of patient
care activities.

4. Structure - unit and hospital staff and
resources.

5. Efficiency - the cost-benefit ratio. (133)

Nursing audit is frequently carried ocut as an
ocutcome model using chart review.
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A survey of 108 quality assurance studies carried
out in a Pennysylvania hospital over 7 years
(1975-1982) showed that 86,1% were retrospective
chart reviews.(134) while "the literature abounds
with references to quality assurance," the
effectiveness of quality assurance programmes is in
question. (135) Retrospective quality assurance
studies based on chart reviews are NOT evaluations
of the quality of care dezlivered, but of the
quality of documeatat.cn.(136) While evaluation in
all 5 dimensions is ideal, it is not always
practicable and there is a trend towards advocating
more utilization of the process model and less of
the chart review.

"In 1970 the National Commission for the Study of
Nursing and Nursing Education put torward, as its
first recommended priority, the study of nursing
practice problems.......Tuey advocated the position
that the essence of research is in everyday nursing
practice and that the business of research is to
examine, describe, define, explain and predict that
practice and the environment in which it takes
place." (. /)

Five ycars later Hegvary and Haussmann s2id that
"the most valid measure of the quality of nursing
care is that which focuses on the nursing
activities performed in the actual delivery of
nursing care to the individual patient: the process
model of patient care."(138)

In this study the process model of patient care
appraisal was used. The researcher focused on the
patient and the patient care activities. She found
that the patient care activities contained two
major components - the activities themselves and
the care element in the activities. The activities
were relatively easy to observe, record and
subsequently quantify. The care element which is
fundamental to quality assessment in Qualpacs, was
less easy to identify.

Bottor f and D'Cruz describe nursing as an
int-ractive, social-relational process, shared with
other health professionals. Some aspects are
unique to nursing. N'rses are "licensed to touch,
to share health and illness experiences, and to
maintain an intensity and duration of contact
rarely experienced by any ot.,=zr....The
possibilities for knowing, caring and sharing are
limitless....through caring nurse and patient help
each other to grow."(139)
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A PERSON may be ill, dying, dead, without calling
for thce presence of another person. A PATIENT
suggests the caring, service and skills of health
worlers, NURSING when a certain kind of service is
needed. (140) Nursing is concerned with helping the
patient to maintain everyday functioning and cope
with illness.{141]) Studies confirm that nursing
responsive to patients rather than to their
illness, is more effective in helping patients to
cope with ill health.(142)

Thus, while the patient care ACTIVITIES are
important to the well-being of the patient, the
unique CARING function cr the nurse, which is sco
difficult to measure, is at least as important.
Instruments designed to measure the guality of
patient care must take into account both these
components of patient care. Bergman says: "I
believe, and I am sure you agree, that evaluation
in nursing is a combinatiocn of .....objective
measurement of concrete phenomena, as well as
subjective perceptions and opinions of the
"feeling" of care...."(143)

In this stu.y the adjunct materials of the Quality
Patient Care Scale(vide Chapter III, 3.5.9) were
the source of the quantitative data collected while
the scale 21f, designed to rate the CARE
component the patient care activities, produced
the scores from which a value opinion was furmed
about the quality of patient care.
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III THE INSTRUMENT

3.0 Introduction

The following is a descriptive summary of the Quality
Patient Care Scale manual, emphasising those aspects which
are of particular relevance to this research project.

3.1 The Background of Qualpacs

The Quality Patient Tare Scale(l) was developed from the
Slater Nursing Performance Rating Scale(2). Together with
the Phaneuf Audit(3) these nursing publications represent
a major movement in America in the early 1970's towards
finding a system for measuring and evaluating the gquality
of nursing care. The Slater Scale looks at the nurse's
performance, the Phaneuf Audit is a retrospective review
of patients' nursing care records and Qualpacs is designed
to observe and evaluate patient care while it is in
progress.

Other tests and scales have been devised and tried out,
but these three have achieved prominence. <Considerable
work has gone into their development and testing.

3.2 The Choice of Qualpacs

Qualpacs was the instrument chosen for this project for
several reascns. It is readily available in printed form,
with comprehensive directions and suggestions for its use.
It has been extensively tried and tested in a variety of
sltuations.(4) It is particularly comfortable to use
because it focuses attention on the patients rather than
the staff, so it constitutes less of a threat for ward
staff, and can be used without interrupting nursing care
procedures in a busy ward.

It appears to be an efficlent tool, being relatively
simple to use and claimed to produce a reliable
measurement from the scores of as few as 5-6 patients in
4-6 hours of observation.
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3.3 The Scale (Appendix A)

Qualpacs contains 68 items arranged into 6 categories:
Subsection I: PSYCHOSOCIAL - INDIVIDUAL 15 items
Actions directed towards meeting the psychosocial needs of
individual patients.

Subsection II: PSYCHOSOCIAL - GROUP 8 items
Actions directed towards meeting the psychosocial needs of
patients as members of a group.

Subsection III: PHYSICAL 15 items
Actions directed towards meeting the pi ysical needs of
patients.

Subsection IV: GENERAL 15 items
Actions that may be directed towards meeting either
psychosocial or physical needs of the patient or both at
the same time.

Subsection V: COMMUNICATION 8 litenr

communication on behalf of the patient.

Subsection VI: PROFESSIONAL IMPLICATIONS 7 items

Care given to patient reflects initiative and
responsibility indicative of professional expictations. (5)

Fach item is rated on a 5 point scale, 'Best Care' to
'Poorest Care' with additional! columns for 'Not
Applicable' and 'Not Observed'.

Extensive suggestions for the use oi the scale are given
in the manual, including a 'Cue Sheet' containing examples
to illustrate each of the 68 items, directions for rating,
for scoring, for observing, appioach to the ward, etc.

The subsections are divided into two major groups.
Subsections I-IV refer to care given directly to the

patient and deal with physical and psychological aspects
of this care.
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Subsections V and VI deal with the therapeutic structure
of the ward in terms of assessing, planning, evaluating,
referring and communicating for the benefit of the
patient.,

The instrument does nut ! fine the standardes of the
measurement, and these .:r open to the interpretation of
the individual observor/itater. The scoring system
converts the item .atings into item scores, subsection
scores:, patient scoruvs and ward scores.

3.4 = Word from the Author

Althouch permission is granted in the manual to use the
scale and its adjunct materials, "either in exact copy or
as modified to meet local interests and needs" (6) the
authors were approached as matter of courtesy. In her
reply Dr Wandelt said "....I have no additional (hints or
suggescions) outside of those in the book. We did test
the scale extensively and it was used over at least a
three year period before the final writing of the
instructions." (Appendix F)

3.5 The Design and Use of the Scale

3.5.1 The Design of Qualpacs

Qualpacs has bee: designed to measure the quality
of care received by patients in any setting,
regardless of the category of caregiver, while the

care is .n progress.(7) The standard of measurement
is descrioed as "the guality of care expscted to be

provides by a first-level staff nurse"(8) and
first-level staff nurse is defined as '"a nurse who
traditionally is charged with providing care that
is safe, adequate, therapeutic and supportive for

meeting nursing care needs of pat.ents" and who has
been prepared for her resporeibilitiea by a nursing

education pradramme which leads to state licensure
as a registered nurse. (9)

3.5.2 The Observer-Raters

These should be suitably qualified nurses who are
competent to judge the quality of nurse

actinns. (10) There should be at least two observars

who should work, together and individually, to
Jomiliarise themselves with the scale, and to
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practice and evaluate each other until they feel
comfortable and use the scale reliably.(l1l) They
can ther work separately in rating patient care,
but can give each other guidance, advice and moral
support.

The Standard of Measuro-ment

The authors say "a difficulty frequently iacentified
«+..1n evaluating the clincical competence of
nurses is concern about subjectivity in
measurement."(12) They deal at some length with
this concern and suggests that nurses should have
the confidence "tou realize that they 2re capable of
making infermed iudgements based on observed
facts."(13) They regard 'standard of measurement'
as a concept too complex to be precisely defined in
this context, as each observer-rater will have her
own 'yardstick' by which she will judge and measure
the guality of care in the observed nursing care
activities, (14)

However, various testings cf the scale have shown a
high level of inter~-rater agreement in a variety of
situations. (15) It has been found "that nurses
competent to judge the quality of nursing care
displayed in nurse-patient interactions hold common
conceptions of care expected of a first-level staff
nurse."(16)

Frame of Reference

A "frame of reference'(17) is included in the
manual to help the observer-rater to conceptualise
her standard of measurement concretely and thus
more readily keep her 'yardstick' constant.

Usiny the Scale

The 68 items in the scale can each be rated through
from '5 - BEST CARE' to 'l - POOREST CARE' with
columns for items 'not observed' or 'not
applicable'.(18) There are detailed guidelines for
using the instrument including a 'Cue Shuet' with
concrete examples to {llustrate each of the

items. (19)
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3.5.6 Rating the Activities

The manual states that observers shculd rate
observed patient care activities in terms of the
CARE elements in each interaction and their
appropriateness to the patients iieeds. Thus,
observers will focus not on tn~ qualities of
individual caregivers, nor on their performance,

but on the CARE factor in the interaction. (20)

If care is given by persons other than nursing
staff, it is still included in the rating if it is
considered to meet the nursing care needs of the
patient or can be regarded as part of the nursing
care plarn for the patient. (21)

3.5.6.1 Rating when care is omitted:

X
If there are omissions of care, the manual ;
states: "When particular care and interventions }
and appropriate parts of the care provided for R
the patient are not performed, the pertinent {“4¢
items should be rated in the 'Poorest Care' CA
column.”(22) These omissions may be noted during c
the observation period or inferred from the pi
records or confirred by questioning the nursirg '”1f
staff. i

3.5.6.2 'Not Observed' and 'Not Applicable' items:

The 'Not Observed' (N/O) column should be used if
the care was given but not observed by the
evaluator and so could not be rated.(23) Where
appropriate, interactions which were not directly
observed may be inferred from the recorcds or from
information given by patient, staff or

family. (24)

The 'Not Applicable!(N/A) column refers "to
situations...in which certain actions itemized
would not be likely to take place."(25) For
instance, item 10 (vide Appendix A) would not
apply to a premature infant. N/O and N/A items
are NOT counted in calculating the scores.

3.5,.6.3 Interactions/Interventions

The patient care activities which are observed
and rated in Qualpacs the authore call
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"nurse-patient interactions" or "nurse
interventions". (26) Their terminology here is not
clearly defined, but the major points made in
this regard are as follows:-

Single episodes of care wmay contain a variety of
care components, involve a number of patient care
activities, several staff-patient interactions
and be carried out by more than one caregiver.

A rating may be ascribed to an item each time an
appropriate interaction takes place, and one
interaction may permit ratings to be ascribed to
several different items on the score sheet. (27)
Thus, to guote the authors, "as few as four
nurse-patient interactions may provide ample
observations to allow rating a sufficient number
of items to provide a reliable score" and
"ratings of as few as 30 items will yield a
reliable measurement ....." (28)

Calculating the Score

Detailed directions are given for cal:sulating the
score. The score for each item is the average of
the ratings in all the columns of that item. The
mean score for each category of items is also
calculated and the total mean score for each
patient. (29)

The figures thus derived can be used to compare
item scores, category scores, total mean scores of
individual patients, and ward scores.

The Patients under Observation

The authors say that "since the observaticns are a
part of the nursing service program and can in no
way be expected directly to influence the care of
the patient who is subject to observation, there is
no need to secure the patient's permission for the
procedure.' (30)

Adjunct Materials

An "Information Face Sheet" is included in the
manual as a guide to the sort of informat on the
observer may require about the patient an. his
condition which may be pertinent to his care needs,
or affect the findings. (31) This includes personal
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d:tails about the patient, diagnosis and condition,
and position in the ward. It also includes a
"Level of Care" table whi~h may be modified or
omitted depending upon the requirements of the
particular project being carried out.(32)

Provision is also made on the face saeet for a
personnel code and census. (33) This enables the
researcher to accumulate data about the categories
of staff involved in the care of the obsarved
patients. By coding the ratings as they are
recorded, scores can be linked to the caregivers,
producing an evaluation of the guality of care
given by the various categories of staff.

Carrying out a Ward Evaluation

There are suggestions for carrying out an evaluation
project in the ward.

Planning the Project

The authors say that evaluation of as few as 5
patients will yield a valid and reliable
measurement. (34) Each patient observed requires 3
hours of observer time - 1 hour for pre~ and
postobservational records and 2 hours for direct
observation. However one observer can chserve and
rate up to 3 patients at once if they are "within
ready view and earshot." (35)

Observation sessions should take place when there
are likely to we numerous nurse-patient
interacticns. Extending them beyond 2 hours
ngeldom results in ratings for additional items."
(36)

In summary, it is suggested that two-hour
observation periods on 2-3 patients during a fairly
busy period of the day may be carried out on 2-3
consecutive days. At least 5 or 15% of the
patients should be observed in a unit, to yleld a
"yvalid and reliable measurement." (37)

Selecting the Patients for Observation

The manual recommends modified random selection ams
complete ran:-misation is uneconomical. This is
because 2-3 patlient- who are near anough to one
another to be seen and heard by one strategically
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placed observer «an be rated during a single
observation session. A guide is included in the
book for identifying eligible patients and randomly
selecting those for ocbservation.

Approach to the Ward

A "Fact Sheet About Qualpacs'(38) contains
information intended for distribution to ward
staff. The authors say that both staff and
patients should be told about the proposed study
and be given relevant information about the "plan,
purpuse and process of the evaluation.'"(39) They
should be reassured abnut their anonymity in the
study and be given opportunities to ask questions
about it.(4C) Staff should also be reassured that
this is not a personal efficiency rating.(41)

The observers shouid be as inconspicuous as
possible in the ward.(42) They will get relevant
information about the patients from the Kardex and
files, and may request help from staff in obtaining
any further details they need.(43) They should be
introduced to all the patients in the ward, without
any indication of which patient(s) will be under
observation. (44) They will select an unobtrusive
cbservation position, and will remain uninvolved in
patient care. Ward staff should ignore their
presence in the ward. (45)

3.7 Tests Carried Out on the Quality Patient Care Scale

A chapter by J.W. Ager, co-author of the manual, deals
with the statistical testing carried out on the scale. (46)

3.7.2

Reliability

Inter-rater agreement was tested in 3 different
studies using the intraclass correlation as the
index of acreement.

Intraclass Correlation

At Harper Hospital, Detroit, 8 raters were randomly
paired and randomly assigned in pairs to
independently observe 96 patients in 21 wards of
the hospital. The intraclass correlation of the
observers for the 96 patients was 0,74.
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A smaller study in another hospital! produced an
intraclass correlation of 0,91 for 6 patients.

In a third study ot 11 patients the intraclass
correlation was 0,64,

T.me Sampling

In the Harper study (above) each palr of raters was
assigned to watch 5 patients for half a day on a
time sampling basis. Their time schedules did not
coincide so they ohserved different scts of care.
For 55 pairs of ratings the intraclass correlation
was only 0,39, considerably less than that for
continuous observation.

Internal Consistency Reliability

Using 88 observations from the Harper study, itenm,
subscale and total score variances and covariancas
were computed for 5% items (out of the 68) which
had been rated for at least 20 of the patients.
The Kuder-Richardson reliability score was 0,96,
showing a high degree of correlatiomn.

Of these 55 items, 40 correlated higher with itens
in their own subscales than with the other items.

Stability

In the Harper study 5 of the patients were rated hy
one cbserver on two consecutive days. The
correlation for the successive ratings was 0,98,
showing a high deqree of stability.

Concurrent Validity

At Harper Hospital, the ranked order of 21 wards
using 8 senior staff as judges was compared with
the ranked order of the same wards from the
Qualpacs study.

The average rank-order correlation among pairs of
judges was 0,24. Reliability of ward ranks
averaged over *the 8 judges was 0,56. Correlation
between these and Qualpacs scores was 0,44.
Corrected for attenuation with 0,56 as estimated
reliability the correlacion became 0,52.
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It is apparent from this chapter of the manual that
ex.ensive tests have been carried out on the scale, and
the authors express the hope that more will be carried
out, mentioning particularly —ross validation studies with
the Phaneuf Audit. Throughout they are generous in thelir
readiness to encourage any research that will add to the
authenticity of the scale,.

Chapter III
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IV THE RFSEARCH DESIGN

4.0 Objectives of the Study

The primary objective of this study was to observe patient
care in a hospital ward while it was taking place in order
to accumulate data about that care. It was expected to he

able to ldentify the nature of the patient care activities
and to form an opinion about the quality of care.

A secondary objective was to critically evaluate the
measuring instrument.

4.1 The Setting

"Qualpacs measures the quality of nursing care received by
patients in any setting where nurse patient interactions
occur. " (1)

In this study it was used in the adult wards of a 2000-hed
academic general hospital. Restrictions on the cbserver's
time limited the numbe: of wards to 6, and it was decided
to use 3 medical and 3 surgical wards.

Hospltal records showed that there were 13 sultable 3l-bed
adult wards, 6 surgical and 7 medical. The hospital was
net full and the bed state at the time was 28 or 31 in the
surgical wards and 25 in all the medical wards. (See
Table 4.1)

TABLE 4.1: Ward Selectlsn

"Xvaillable | Number | Belected | Wumber | Avallahlc | Number | Belected | Numbatr
LMards _Lof beds | werdg |gf ~Xasde  lofl peds | Wards | of |
‘ swgery 1| 2| wedical 1| 23 M 111 23
2] 1 | st 31 R N1
3l n = 3| s M It 28
R T o 4| 2
» 8 2 81 28 « 8] 3
* s 10 st | 28 o | 18
* 1l 23 | m 23
Surgical | 180 3] vadical 178 [ ™

Thise surgical and three medical wards were randomly
selected by the supervisors and randomly ordered SI, MI,
MII, 8II, S8III, and MIII. Permission was obtained from
the university and the hosplital authorities to carry out
the study, but neither the researcher nor the ward staff
knew beforehand which of the wards had besn selected. The
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student sought approval furom thc zone matron concerned
before she approached the selected ward.

4.2 The Observer-rateru

For economic reasons the research student was the main
observer throughout. It was hoped that by using a single
ohserver a relatisely stable standard of measurement would
be obtained. To avoid observer pias she did not discuss
the standard of care observed with anyone.

To test her rater reliability at least half the
observations in each ward were concurrently observed and
rated by co-observers. Authority to train the
co-observers was refused so no attempt could be made to
work towards an interrater correlation of scores.
Instead, all ratings were left to the independent
judgement of each rater.

Nine registered nurses trom the hospital and universaity
departments of nurcing education volunteered to act as
independent co-obgservers.

Test-retest reliability was tested by repeating an
observation at the same time the following day at least
once in every ward.

4.2.1 Qualifications of the Observer~raters

According to Qualpacs they should be suitably
qualified nurses competent to judge the qualiry of
nursing c re.(2) The observer and all the
co-cbnervers were qualified nurses registered with
the South African Nursing Council. BSome wers
registered tutors and all were involved in clinical
teaching with experience in assessing student nurse
performance.

4.2.2 Preparation of Observer-raters

In accordance with the Qualpacs directions the main
observer familiarised herself with the scale and
established for herself a standard of measurasment,
using the Qualpacs frame of reference. (Appendix
B.2)

co-observers were each issued with a folder
containing copies of the cue sheets, the
observation recording and rating forms, the check
1ist and the frame of refereace.(Appendix B) The
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procedure was cxplained to each individually and
they were asked to {amiliarise themselves with the
gcale. Each was asked to determine her own
standard of judgement. Any questions asked were
answered.,

The following points were made:

‘4 i. Each co-observer would use her own judgement
k. - in ratina the activities.

wir 1{1i. The observations would be highly contfidential
53 and should be discussed with no one other

3 than the researcher.

% {ii. The co-observer's ratings would be used as a
t comparison to test those of the observer and
the standard of care observed should not he

o discussed with anyone.

% iv. The co-observer should be as inconspicucus as
& possible in the ward and take no part in

¥ patient care activities.

<

4.2.3 Standard oi Measurement

in Qualpacs the standard of measurement is defined
as "the quality of care expected to be provided by
a first-level staff-nurse." (3) In this study it
was defined as 'the quality of care expected to be
provided by a registered nurse.'

4.3. The Data Collection Instrument

For each ubservation session each cbserver was issued with
a folder cuontaining copies of the cue sheets, check list
and frame nf reference: the recording sheets and a set of
Qualpacs riting sheets for each patient under cbservation:
and information about the patient(s) to be ubserved. Each
observer had previously been glven a set of the forms, and
wes familiar with them. Examples of completed recording
and rating sheets are shown in Appendix C.

4.3.1 The Cue Sheet (Appendix B)

In addition to the printed copy of the Qualpacs cue
sheet (Appendix B.l), the observer drew up a
modified version for this project. 1In this version
the cues were simplified and adapted to the local
situation and 'Poorest Care' cues were included for
each of the 68 items.(Appendix B.3)
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4.,3.4

It was believed that the introduction of 'Poorest
care' cues would clarity the standard of
measurement for the cbservers, and that the adapted
cues would be easier to use. Each observer
received a copy of each set of cue sheets to study
pefore participating in the observations, as well
as a copy for each observation sessior, to serve as
a guide and reference sourca while carrying out the
obrservations. A check list was also

included. (Appendix B.4)

The Frame of Reference (Appendix B.2)

A simplified version of the Qualpacs "Frame of
Reference" was included to serve as & guide to the
rating system to be used.

The Recording Sheet (Appendix B.5)

This was an adaptation of the adjunct materials
presented in the manual. 1In the present study the
recording sheet was used to record the date and
time of the observation period, the identity of the
observer, and information about the patient
including ward, room and bed position, diagnosis
and level of care. The convept 'levels of cars' is
described more fully in Appendix E (Definition of
Terms) .

It was originally intended to attach the patient's
sticker to the recording sheet, but this idea was
digcarded as these personal details were of little
significance to the prasent study and represented
an unnecessary intrusion into the patient's
privacy.

Below these base line data there was proviaslon for
recording the patient care activities cbservead.
These were ordinally numbered with columns for
noting down the time of each activity, the
categories of persons involved and the purpose of
the activity observed. Specimens of completed
recording sheets are included in Appendix C.3.

Que Lpacs Ratina sheets (Appendix B.6)

Qualpacs items were ccpied on to 6 loose rating
sheets, one for each subsection. This arrangement
made it easier for observers to find their way
among the 68 items.
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There were 5 columns for evaluating patient care
labelled "Best Care", "Between", "Average'",
nBetween" and "Poorest Care", and 2 additional
columns headed "Not Applicable" and "Not Observed".
For greater clarity all the titles were repeated at
the foot of the appropriate columns. There were no
numerical indices given to these headings but the
n"Frame of Reference" indicated the numerical values
of the standards of care. (See Appendix C4 for a
sample of a completed rating sheat.)

4.4 The Observation Schedule

Qualpacs states that observation sessions should be
carried out on 2-3 consecutive days(4) and should take
place during busy periods(b) . Extending them beyond 2
hours seldom results in ratings fo additional items. (6)

T two~hour observation periods . ‘e scheduled for
£,,00-10h00 and 10n30-12h30 on Tuesaay, Wednesday and
~hursday each week, tor 6 consecutive weeks, one week in
each ward.

Each of the nine independent co-observers volunteered to
participate in as mary of the two-hour ubservation
gessions as possible. They slotted into the schedule
whenever they had the timc. Thus 43 of the 65
cbservations carried out by the st dent were concur ‘ently
co~cbserved.

4.5 Approach to the Ward

Each Friday morning the researcher found out which ward
rad been randomly selected for the following week. She
contacted the zone matron, then took a letter to the ward
sister giving brief details about the project. (See
Appclix C.1) She explained the project to her in more
deta: ., answered questions about it and asked for her help
in carrying it out.

Having received the ward sj.ter's consent, che chserver
went through the Kardex on Monday morning and made brief
notas about all the patients in the ward. She then vent
round the ward introducing herself to patients and staff
end explaining that she would be carrying out a nursing
care study, and answering questions about it.

The observer also attended the 13h00 nursing staff
handover repurt. At this stage patie .ts had not been
selected for observation.
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4.6 Selection of Patients for Observation

Modified random selection was carried out in accordance
with Qualpacs procedure. All patients were regarded as
eligible. Each patient in the ward was assigned his own
bed position number, A3, B4 etc. Eight patients were
selected for initial observation. The order of tii2ir
selection was adhered to. Random selection was continued
until there were at least 12 numbers available.

Patients were observed in the order of thelr random
selection. Where a second observation could be carried
out in the same rcom the randcm list was consulted for the
identity of the second ;itient. If the bed was empty, the
patient in the next bed vas observed.

when a patient was moved to another room during the coursa
of the observation the observers moved with the patient.
However, if there were two patients under observation they
remained and continued to observe the remaining patient.
Likewise, if a patient was taken to theatre or left the
ward, they remained in the room. Patient care activities
usually continued in the patient's absence, such as making
the bed, putting lunch aside, etc. Thuse were recorded
and the observers continued the observations when the
patient returned.

Where a repeat observation was carried out the observers
went into the room of the patient regardless of where the
initial obs -vatrion had taken place.

1f a selected bed number was empty the next randomly
selected number was used.

4.7 The Pilot Study

A pilot study was carried out in ¢ atypical medical ward.
This led to the following modific ..ions of the originel
design:

4.7.1 It had been intended to use a tape recorder as an
additional aid. However, it proved awkward to set
up and caused disproportionate anxiety among the
gtaff. As it did not add much to the information
gained through observation, the idea was akandoned.

4.7.2 It had been intended to use a stop watch to time
the interactions taking place. Once again, the
stop watch was difficult to handle while recording
observations. The presence of another observer to
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time the transactions would have made the ."hservers
more conspicuous. In addition, it was fou:1 that
most of the intcractions wvere extremely br:ef,
rarely as long as a minute, s0O it was dec‘Jed
simply to record the time each activity - ccurred.

It was found that the Not Applicable (N/A) and Not
Observed (N/O) observations could not be recorded
without discussion and agreement among the
observers. As this may have influenced co-observer
objectivity it was decided to record only observed
interactions in this study and to ignore the 'N/A'
and 'N/O' columns, particularly as these items are
not counted in calculating Qualpac scores.

The recording sheet was redraftad slightly so that
the order of the activities was automatically
recorded. This ordinal number was then used in the
ratings making it possible later to trace the
various activities on the rating sheets and thus
provide additional useful data.

4.8 Processing the Data Coullected

Forms were designed for processing the data collected by
the observars. (Appendix D) These were:

1. Timetables

2, Activity Records

3, Qualpacs Score Sheets

4.8.1

Timetahles (Appendix D.3)

These recorded the time of each activity, the type
of activity and the persons involved. Observer and
co-observer recrrdings were set alongside each
other in the foirm of a timetable for clearer visual
comparison of their observations. From these forms
information was gained about the times of the
activities, and opserver’/co-cbserver discrepancies
in the chservations.

Activity Records (Appendix D.2)

These recorded the item ratings of each activity
using the activity ordinal numbers. They generated
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information about the nature of the careglivers'
activities and their ratings.

4.8.3 Qualpacs Score Sheets (Appendix D.4)

All item ratings were entered on these score sheets
and the scores calculated in accordance with
Qualpacs directions. The data thus obtained
produced information with several usses.

They included the total of the ratings of each item
and the number of times each was rated. From this
could be calculated the mean rating of each item,
subsection scores, patient scores and ward scores.

Used in combination with the activity records the
data produced additional information about the the
caregivers' activities and the quality of their
care.

From these score sheets it was also possible to
derive numeriral data about the items and the
observer and co-observer perceptions of them.

4.9 Application of Qualpacs Guidelines to this Project

The authors provide guidelines for using the scale and tha
adjunct materials(7), and make it clear that these may be
adapted according to local interests and needs. The
following is a summary of the ways in which the Qualpacs
guidellnes were adapted and used for this project:

APPLICATION OF CQUALPACS GUIDFLIMES TO THIS PRUHCT

CULMCES RECOMEMONTIONS FESEARCH PROJECT ADAPTIONS

i+RE s Thal
[ onad to messute care raceived in any setting al Unex] In 3 mexiical and 3 surgics! wards of & general
hoapital

b} ... regacdless of the category of the careqgiver. b} All care was reootded regardless of the cetegiver
but the category of the caregiver wes recorded. This
inclixled other patients, viszitors and selfoare where

o late.

c) The standacd of messurement is the quality of c) The standard of care expected of & qualifiod rures
care esxpected of & 'first-level stefl-mnurse’ - who 18 registered with the South African Nursing
sonve who treditionally la charged with providing Courcril.
cate that is ssfe, adequate, therespeutic and
supportive for meeting nuralng care needs of

tients® srxi has been prepered for her respona-
bilities by & nursing educetion programme which
jsads to "state licensure as & tegisterw) nuree”.

a) These sultably qualified rurses ... a) Al! tim chearvers wore registered nurses ...
B) who are competent to judge the quality of b) who wete all involved in clinical teeching and

nursing cate. ansesmment of student nurses.
a) There should be st least two observers. e) For ecorcmic reasons there was only one cbserver.

However, thete were 9 registered nurses who acted *
as {ndeperdent co-chaerve:s where possible.
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3. The Standard of teasurement 1. The Standard of Measutement

a)] BubJectivily - "nurses muat realize that they af the slingle dmerver made ol 2ffort to remain
are capable of making informed judgements baseld fmgact ial and unblased.  She did not discuss the
on observed [acts”. standard of care with anyone, arnd tried to keep
het measur ement o wistant .,
b) A 'Frame of Reference' ls provided. b) The cheerver establiriud ber own frame of reference,

using the Qualpacs form as a quide. Co-cheervers
vore jeawed with a copy of the frame of reference.
c) Murses compatent to judge the quality of nursing c) Indeprident co-otservers co-rated at least half the

care ... have shom a high level of Inter-rater absetvat ions In cach watd., The inter-trater agreement
eqgresment., will form one of the investigations in this study.
4. Using the Scalv 4. Using the Scale
al & 'Ensi Sheot' 1s suppllied in the manual, 3l i coy of the Cue Sheet wua issued tc each observer,
In «kiition, the diwerver Jdrew up a mxiifled version
of the cue shect and isoud a copy to each co-dheerver b ]
to study and use for refetence. She aleo made herself st
tamtliar with the cues, an! teferred to them whenever o
necessaty.  She enclosed an {tem check 1ist in the S
servatfon Folder. L
b} Cbeerved patient care activities should he rated b1 AL the activities were recorded and those with CARE S
in terms of the CARE elements and of thelr amunents were rated on Lhe Qualpacs scale. g
appeopr Lateness to the patient's needs. $uy
¢} The 'Not (tmetved’ culumn is for care given tut ) The "Nt (tmetved' and 'hot Applicable’ oolumns "
not observed and the ‘Not Arplicable’ onlumn for wete ot used because they would have required -
jtems which do not apply to thie particular case. setver o obsetver concui rence which was not feacible fov,
in this study. These culumns wete ignored. Yo
d} Interactions may te inferced from recotds ot d) mly cheerved intetactiong were recotded and rated 3"
information given by patient, stalf or family. by the cbhservers. $

3. lnurmlm‘mtemtia\o 5._Interactions/intervent ions
e 8 Were terme for activities observed a} For the purposes cf this study the following terms

and rated. Episcdes of care mey contain several wore usodi

intecactions/intervent lons. i ‘PATIENT CANE ACTIVITIES' for the actions ‘N
involving the patient which may or may rot SR
contain & rateable care component. R’

11) "TRANSBACTIONS' for patient core activities
when relerring to the caregiver aspects. i
111) ' INTENACTIONS/INTERVENTIONS' for activities

which include a care ccrponent and are rateable. ‘I
b} One interaction may permit ratings to tm ascrilxd b) One interaction often allowed several ratings, which -
to several relevant items. could also vary from 'best care' to 'poorest care'. -
8§, Calculating the Scoce 6. Calculating the Saxe
Detalled directione are included in the menual for pliections for calculatIng the sotes were followed,
caloculating the scores. arx! the mutes cmpared as suggested,
7. The Patients for Cbwervation 7. The Patients for Cheervation
a7 The patlcnt's peralssion doss mot need to be 2} Patlents wore told aluut the nursing care study
secuted. ary! asked {f thoy would mind taking part. There ware
ey b joct fons,
bl An 'Information Face Sheet' is incluied in the b) The following information was recotded on the 'Mecording
menual, as & mxdel for the collectlion of the Gheet 't
following informations
{) Patient data. 1 Patient's name was not recorded, but other
televant data were inclucked.
11} Rxm socmroiation. {1) fxm accnmxiation, ward end bed numbar wete
all part of the patient'n fdontifying data.
111) Diegrosis ard condition of the petient. 111) Dlaqrosls was inclded end other pertinent focts
: such as 'patient anfused' or 'for thestre
at 10h00', etc.
iv) ‘'Level of Care' is defined. iv)  'tevel of Care' definition was modified -
see ‘Definition of Terma'.
v} Information about the unit. v) Relevant unit information wes obtained.
vi} Personnel code ard census. v Personnel involved in cate were identified on

the activity recotding sheet.
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8. Carrying out a Ward Fvaluation
2 Az f[ow as 5 patlents wlil yleld a valid and
taliable measurement.

b) Nxuit 1 hour is reulted for pre- and post-
vheervation recotds for each patient.

e) Ohoervation sessions should tazke place during
laigy periods ...

d) #xterxing them byl 2 houts neldam results

in ratings for akiitional [tems.

(toorvations sixuld be carried out on 2-3

cansecut lve days. ‘

§) At least 5-6 patients sixu'd be rated in each
unit.

9, Selecting the Patients for Glwetvation

The manua] recvammonds mxiifled Tankm selection
of patients and includes directions for cactyimg
this out.

10. ocach to the Ward staff
act t Nt Qualpacs’ {s included in the
morual, as a model containing the information
that should be given to the watd stalf. The
following information is inciuded:
3)  Staff amd patients shxuld be told stout the
progosed suirdy and abtout the ‘plan, purjose
ard provess of the evaiuation'.

1t} Stalf and patients should be resssured about

ancrrywmi ty

ity (xrotvnu.dmld = #8 wxbtrusive as pnsaible.

iv] Chescvers should temein unirvolved in patient

cate and should te igmxed.

v  Staff should intraduce cheervere to all the
patients without any irdication of which
petients will be under cbeetvation.

48b

B, Carrylig o a Ward Evaluatlon

a) ‘the {rtm;t Lon wan tn pate 6 patients in each ward.
With Incteasing amlidence in using the scale sl the
hetp of the oo obsetvers, up to 11 patients were rated
tn a wordd aned an avetage of 18 patlent cbservationa
pet o weee et fed oat,

b} 1* wr .oed that ateat b hours pre- and post-cheervetion

thur guot wored was sevuired,

€} U tvat ton nessions took place from 8h00-10h00 and
10030 T/0i0 on 3 (nsecy: {ve mid-week mornings.,

d) The rbeetvat lon pericis were all 2 hours esch.

e} The amervatlons In exh ward were cartled out on
crnsecut lve Tuenday, wedoesdiy andd Thur eday sotnings.
$ix patients were rated in the first werd, thecsafter
9-11.

f

9. Selectimg the Patd nts (ot (Imetvation
#ebifind taedm gol.ction was carrled aut in accocdance
with the directions.

10. Agproach to the Ward Staff

A beief Jescriptive rote was qiven to the ward sister
ared the progosed study discussed with her. Once her
promission was granted:

i} The reseaicher explained that a nursing care study
was to te cattbed out, its putpose and aims, ard
answered quest ions atout it

11} Statf aml gutients were reassured atout confident-
tality and ononymity.

111) (heetvers chree an incanspicucus piace to sit and
azmared to e engrossed In pagerwork.

tv] (teectvers wece uninvolved in patient cate ard stall
an! jutlents pald them very little attention.

vl  Moither stalf moc patients knew which pstients were
teing chemerved, (bwervers introduced thewselves
to each of the patients in the ward.

iy

by,
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Chapter 1IV
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\'4 THE RESEARCH DATA

5,0 Introduction:

"The primary objective of this study was to observe
patient care in a hospital ward while it was taking place
in order to occumulate data about that care.'(Chapter
IV,4.0)

Tt was found that a great deal of material was collectud
from the study. This was processed and selected

information concerning the patients and thelr setcing, the
observers and the observations is presented below.

5.1 The Patients

TABLFE 5.1: lhe Patient Sample

5ED
8tD OCCUPANCY PATIENTS

MARD STATE | Hon Ih

3 28 3| 22 ‘
i1 31 al L 10
siil as | 24| 19 ’
SURGICAL 87 s8] 37 13
| M1 23 23 24 9
M1 s | ] 2 11
mitt 3 3| 19 9
| KEDICAL i) M| e 29

sewm | 182 | 139] 121 54

Prom Table 5.1 it can be seen that out of a total bed
state in the 6 selected wards of 162, there was a hed
occupancy at the time of the study of 139 (&8 surgical and
71 medical patients). However, between the initial Monday
count and the final Thursday observations thers were
usually several discharges resulting in a final figure of
121 (57 surgical and 64 medical patients). This trend was
particularly marked during the last 3 weeks of the study
when SII, SIII and MIII discharged 5, 5 and 6 patients
respectively in these few days.

Observations were carried out on 54 of the patients, 23 in
the surgical wards and 29 ln the medical wards.
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Thus using only the initial Monday figures, 49% of the
patient population was in the surgical wards and 51% in
the medical wards. Almost 39% of the patients were
observed, 46% of them in the surgical wards and 54% in the
medical wards.

5.1.1 Room Accommodation

Table 5.2 shows the dispersion of the patients in
the wards. Once again using the Monday census,
(Total=139) it can be seen that the patlients were
usually nursed in Room B (36) followed by C (3:)
and A (28). Thus, 71% of the patients wera nursed
in these 3 rooms, 14% in Room D and 15% in wards E,
F, G and H together.

TABLE 5.7: Room Accommodation

JURGICAL WARDE MEDICAL. WARDS SURGICAL + WED
VAR
| HUHSER NUMBER | NUNBZR | N ]
WUNBBR or | MUMBER OF WUMBE or J or or NUHBRR O
ROCH | OF PATIENTS | PATIENTS or PATIENT rarrztzj PATIENTS | PATIENTS
JEOS | Wog th | opserven | 8Epg | Hon [Thur| OBSERVED Hon Thur | OBSERVED |
A | s 13ty |6 ] 15113 ] 8| 26 4
B & 18113 ‘ ) 8|17 8 36{ 10 14
c ¢ 1781 6 3 17) 14 (] 4| as 14
o ¢ 16 o 3 - 10 ¢ 4 10| 17 ?
] -/ 31| 2 1 2 2| 2 - ] 5 1
r 2 1 2 2 1 4 4 - S 6 2
[ 2 Il 1 - ] 21 2 1 ] 3 1
X =23 1.3 } 1 343 - ¢l 6 1
a8/31 TREY 25 2 71| 64 29 139 | 121 54

Of the 54 patients observed, 42 of the initial
observations were in rooms A, B and C (14 in saca),
7 in room D and 5 in rooms E, F, G and H. This

gives percentages of 7% in A, B and C, 138 in D
and 9% in the side wards.

85.1.2 Personal Details

Although the name, age, sex and diagnosis of each
patient were recorded at the time of the
observations these detalils have not been included
in this analysis. Because of the nature of the
hoapital, patients were diastributed among the wards
sccording to sex and diagnostic category. With so
few wards to choose from the random selection of
the wards was not controlled for either of these
factors. However, approximately half the patients

in the study group were male (69) and half female
(70) .
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Condition of the Patient

The diagnosis/sex distribution of patients resulted
in clusters of patients in the wards with the same
diagnosis, although at difterent stages of the
condition. Thus, while sharing a commen diagnosis
the care needs ot each patient were highly
individual.

For this study the researcher used tne concept of
1level of care' as provided in the Quality Patient
Ccare Scale manual(l) but modified it.(Appendix E)
Before each observation she assessed the level of
care requirements of each patient from Kardex,
handover report and personal observation, and each
patient was designated either TC {total care), MC
(medium care) or SC (selfcare).

Level of Care

The researcher found that 'level of care’
influenced the patient population in 2 ways:

a) It played a part ir determining room
accommodation. Patients requiring increased care
were moved into rooms A or B and then moved back to
rooms C or D when their care needs lessened.
Occasionally, they were moved to a side ward for
‘specialling’.

b) It affected the 'repeatability' of observations,
because a patient requiring one level of care
during the initial observation mey have a totally
different set of care requirements the following
day. Thus, a young man requiring total care post
operatively one morning, was up and ready to go
home the following morning. For this reason the
level of care table includes repeat observations as
independent observations.

v‘



TABLLE 5.3: Level of Care and Rooum Accommodation

TOTAL PER
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The level of care table (Table 5.3) deals only with
the observer's observation sessions. It shows that
of 65 cbservations 29 (45%) required medium care,
19 (29%) total care and 17 (26%) were able to cars
for themselves.

Most of the 'total care' patients were cared for in
A and B (7 and 8 respectively) 1 in C and 3 in side
wards F,G and H.

'Medium Care' patients were more evenly spread, 9
in B, 7 incC, 6 in A and 5 in C, with only 2 in
side wards E and F.

Most 'Selfcare' patients were in C (7) followed by
B (5), 3 in D and 2 in A. There were none in the
side wards.

5.2 The Observers (Table 5.4)

There was one observer and 9 co-observers. All were
registered nurses who were engaged in nursing education,
and the observer and 3 of the co-observers were ragistered
nursing tutors. All had experience in the clinical
evaluation of student nurses. Altogether they carrlied out
108 observations.
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TABLE 5.4: The Observers
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In 36 observe*ion s.ssions the ohserver carried out 65
cbservations, 43 (S561) of tnem cuncurrently observed by
the co-observers. Fifty four (23%) were inlitial
observations, 34 (6-%) of them co-observed, and 11l (17%)
were repeat observations, 9 (82%) of them co-observed.

7he co-observir: were volunteers who gave their time
whenever they could fit it in. Two of them gave 5
sessions each, two 4, four gave 2 sessions each and one
gave one session. rhus, between them they participated in
27 observation sezsions (54 hours) over the 6 weeks nf the
study. In this time two of them carried out cbservations
on 9 patients each, one on 7, one on 5, three on 3 and two
on 2 patients each, a combined total of 43 patient
oksexrvetions.

5.3 The Observations (Table 5.5)

Table 5.% is & descriptive summary of the observations
carried out.
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TABLE 5.5: The Observations

R;;im- mm;xm EXTFEATS [ SURBOAYS | WEDAREDAYS | TRURSDAYTS - m LEVEL OF ;Aﬂ POON  AGCOHHON ' mﬁ!\'nn;
[MARD | GREKKYED | Qb | CRQM LML CCRR.LCU.LC0RR L G, LSR5 | -mI-J - R LALLLS LR A
[ 24 ¢ 4 ) 3l 2 21 ) | 4 q 1) 3] 4 4 4 1131412 k; )
[ 24 n Y] 11 3 1] 4 4] 2 at 4 2 [] [ 3] 3 H élajaja [} )
sxad_ 9 el Ll L i ) 18 1l oot el alaials 31! 4
s . n“%rdu.;ﬁﬂ; ol _alie . et e b gyl a2l nﬂmpg
" ’ o ) V 4] 2 i) 3| ¢ 1] 4 1 s L3 ) 3 1) ylajajse 27| s
e u ¥ U [ B b 3 ] LR 3] ¢ 3 § il s ] ? J|ajaal s 18
1 ) ) 1ol ol sl gl sl 4l 3 1l sba L sled 2l alalygls IRl aag
R S N T Ty N e e e e B S B 1 {saaloge
3 ’ j ¥ i ey J
o ] o ) ¥ ]
) ] A ey e ey L T
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From this table it can be seen that:

5.3.3

5.3.4

Fifty-four patients were observed, 25 in surgical
and 29 in medical wards. Thirty-four of them wvare
concurrently co-cbserved and there were 1l repeat
observations, 9 of them with . <o-cbserver.

Thus, there were 108 observations carried ocut
altogether, €8 (81%) of them initial observations
and 20 (19%) repeats. Sixty-five (60%) were
observer cobservations and 43 (40%) were carried out
by the co-observers.

Fifty one (47%) of the observations were carried
out in the surgical wards and 57 (53%) in the
medical wards,

Thirty seven (34%) of the observations were carried
out on Tuesdays, 3. (30%) on Wednesdays and 39
(36%) on Thursdays.

Fifty-five (51%) were observed during the exrly
sesslions (Sesalon I) and 53 (49%) during the later
seseions (Session 1I). Session I observat .nas
conslated of 27 (49%) surglical and 28 (51%) medical
ward patients and Session II of 24 (45%) surgical
and 29 (55%) medical ward patiente.
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5.3.5 Counting repeat observations as independent
observations (a total of 65 observatlons), 19 (29%)
of the observed patients required 'total care’

(TC), 29 (45%) 'medium care' (MC) and 17 (26%0 were
able to care for themselves (SC). Eleven (58%) of
the 'total care' patients were in the medical wards
and 8 (42%) in surgical wards, while medium and
self care patients were fairly evenly divided
between the two.

5,3,6 Onca again regarding repeat obsarvations as
independaent observations, 22 (34%) of the cbserved
patients were in Room B, 15 (23%) each in Rooms A
and C, 8 (12%) in D and the remaining 5 (8%) in the
side wards.

5.4 The Patlent Care Activities (Table 5.6)

TABLE 5.6: The Number of Activitles Recorded 0
[ WL ACTivitiEd ngcomo
o, or N " gug T oM 2:1!‘1"’7’ ouMERVER u._g“
.1 a— 01§ SOOF | ol ﬂu,n Blrerae | 3 i! Tomy 1 Al L AL
& 4 b1 ? ¢ 1$ 301 9 100 11 (13 ” (1] L1 113
:gl l: : : 124 8| 2 71 1 ) 13 "L s 131 &¢ ] [ 2B X} (1} 108
| 1844 L] % H L 4 10 1Y [} 1? ) 82 121 W] M 49 91 b1 176
] mzm‘ % 1% 1 27|18 s N 1) 28 5t 19% | 182 | n 19313171200 31
| 1l 3 o ] 18 | 0] sa| 137 mi oM sziinnt ol oan ]
‘ g:z l: : : 10f ¢ ] 11 1 ] b3 Mg 4S 119 ¢8| 4l WL |134] 88 22¢ i -
Bite L} 4 [} 10t s 1] ! 3 ¢ [ IR 186 PR 1) 192|128 138 t11] Wg
| HEDICAL i) i 18 ‘ |1 13 1 3 HH 37 Ml 412 ] 1281 140 268 | 368 | 12 77 ;
i W,
Y . w1 al 3111 12 111 & 431 184 | 1 19t 2421 231 dspleax l sas L 1229 o

The number of activities observed and recorded over the
108 observation periods was 1228, an average of 11,37 per
period. Of these, 770 were recorded by the observer over
65 observation periods (an average per period of 11,85)
and 458 by the co-ocbservers over 43 paeriods (10,6% per
pariod).

In the surgical wards 551 activities over 51 obsaervation
periods shows an average of 10,8 per period, and 677 in 57
medical ward observations gives an average of 11,88 per
period. Of these, the observer recorded 358 over 31
periods (11,55) in surgical and 412 over 34 (12,12) in
mnadical wards, while co-observers raecorded 193 in 20
obsaervation periods (9,65) surglical and 265 in 23 (11,52)
meadical ward observation periods.
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Table 5.6 also shows that in the Session I observation
periods, 682 activities were recorded over 55 periods, an
average of 12,4 per period. The observer averaged 12,79
(435 activities in 34 periods) and the co-cbservers 11,76
(247/21) .

In Session II the total average was 10,3 (546 activities
in 53 periods) with the observer's average 10,8 (335/31)
and the co-observers' 9,59 (211/22).

From these data it can be meen that the observar
consistently recorded more activities per observation
period than the co-cbservers. There were also
consistently fewer activities per observation period in
Session II than in Session I.

5.5 Further Analysis of the Patient Care Activities

Using only the observer's records, Table 5.7 showa a
further break down of the patlient care activities.

Table 5.7(a) shows that the most activities were recorded
in ward MIII(156) and the least in S1(100), showing a
range of 56. The mode was 137(SII and MI), the madian 129
and the mean 128.

The medical wards were noticeably more active than the
surgical, the medical ward range being 119-156, while the
surgical ward was 100-137, although the range in both
cases was the same (37). The medical ward medlan and mean
ware both 137, the same as the highest surgical figure,
while the surgical median was 121, and the mean, at 119,
was the same as the lowest medical ward total.

TABLE 5.7: Number of Patient Care Activities Observed

a) In each ward:

BN ICAL
$it 1 11y 1Y - 168 37 121 119
si11 $ 121
| 34
HEDICAL BEQICAL
Hilt 1 i8¢ 16t - 119 37 137 137
Bl Iﬂ&&ﬁ:
R

i8¢ - 100 " 129 12
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b) In each observation period:

WORBER OF

| wmo  |wiom - cow |nasor [ous. PEnioos |acTiviTiss |maw |agoraw| woop |
1 is - ] 7 ] 100 11.11 11 11 9
sIt 16 - lg 1: ii 137 iia _i: l; lg

1 . "

:l!ﬁuu H‘ T i ) Bt,n.ﬂ 11 I
Hl 16 - 9 7 11 117 12.4% 13 1)
HIt 17 - $ 13 12 119 3.93 9.8 1

{ 310 - ] 32 11 13§ 14:18 \1 S ¥
A8 - I iy pe 111 17,14 13 14
W, @) M | I It i RV § W Y I

Table 5.7 (b) shows that the number of activities in each
two hour observation period ranged from 5 to 30, with an
avarage of 11,85 per period. The medical ward range (25)
was greater than the surgical range (13) and the medical
ward average (l12,12) was higher than the surgical (11,55)
although MII had the lowest ward mean of 9,92.

5.6 Interactions (Table 5.8)

The Qualpacs manual refers to the rated patient care
activities as "interactions/interventions". The rated
activities will be referred to here as interactions.

TA e 5.8: The Number of Activities Rated (Interactions)

~WEKRD | WO OF | W0, OF UBSERVATIONS | WO. ACTIVITIES ., OF INTRRACTIONS |
PATIENTS B _ | COOB | TOTA QB | COOB | TOTAL | OB | COOB MMOTAL |
81 [] [ ] [ 19 100 75 178 1 1 69 154
81 10 11 8 1% 137 69 208 119 [-1:] 188
| BII% s 11 ] 17 131 49 178 118 47 163
43 31 40 81 ( 338 183 581 323 182 S04
-4 [ ] 11 § 16 137 §2 199 132 47 169
KHiz 11 12 [ ] 2l 119 101 220 101 83 18¢
HITI 9 11 8 Q 136 103 438 148 8l | 22%
43 34 43 71 412 263 §771 4411 213 584
T O B B O O L
¥ i 3
54 [ 41 44 148 110 438 1238 693 ‘

Table 5.8 showa that out of 1228 patlent care activities
racordod by all the observers, 1088 (89%) were rated. In

the surgical wards 504 (91%) of the activities were rated,
and in the medical wards 584 (86%).

The observer consistently rated 90% of the activities she

obsarved, 322 surgical, 371 medical and a total of 693 of
the 770 activities she recorded.
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The co-observers rated 395 (86%) cf the observed
activities, 182 (94%) surgical ward activities and 213
(80%) medical.

5.7 Conclusion

2 Chapter V dealt with the descriptive data collected. It
. shows quantitative information apout the patient sample,
the setting, the observers and the observations.

Examination of the data revealed a discrepancy between the
number of activities recorded and the number rated. It
was evident that none of the observers rated all the
activities recorded. The main observer rated 90% of the
racorded activities while the co-observers rated, on
average, 86% of them.

In the following chapters the 2 sets of figures will be
dealt with separately.

1) The Patient Care Activities: These are all the
activities recorded. They will be examined further in
order to identify the nature of the activities and to

\ derive guantitative information about them. (Chapter VI)

2) The Interactions/Interventions (the rated activities):
They will be processed in accordance with the Qualpacs
directions in order to evaluate the quality of care.
(Chaptar V1I)

Chapter V
References:
1. Wandelt, M.A. and Ager, J.W.: Quality Patient

Care Scale. New York: Appleton-Century-Crofts,1974.
p.74
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' TABLE 6.1: Tne Number of Patient Care Activities

Ha. oF “RO. oF | RORNEENOr T
OBS ACTIVITIES COMPONENTE
NARD plerlroraL | D] ITITOTAL) Il II] TOTAL|
$I L 9 80 %0 100 ] 66 (1] 131
811 6| 8 11| 77| s0 137} 93 80 173
&I1I 1] & 1] s8] 83 1211 w9 83 182
SURGICAL | 18 | 13 31| 198 | 162 388 | 248 | 208 488
HI s 3 11)] 83| 34 137132 1 187
W11 6| s 12] M| 45 119 { 101 53 184
MIlZ 6] 3 1} 3y 7n 186 | 108 83 1980
MBOICAL 18] 18 34 [ 240|172 412 | 327 | 204 831
T 8 LA L B L N AL R R L T
- PERCENTAGES S8y 42y 1
N ~ ) 1008 !

TABLE 6.2: The Nature of the Patient Care Activities
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VI THE NATURE OF THE PATIENT CARE ACTIVITIES

6.0 Introduction

"It was expected to bc able to identify the nature of the
patient care activities...."(Chapter IV,4.0)

The patient care activities recorded by the observer over
65 observation sessions were broken down further into
their conscituent elements.When she analyzed them the
regsearcher found that one patient care activity recorded
sometimes had more than one component. For example, a
sister checked the patient's chart when she gave an
injection. Another sister renewed a dressing and made the
patient comfortable at the same time. On another occasion
the sister discussed the patient's diet as she gave her
her medication. Thus, it was found that the 770 patient
care activities produced 987 components . (Swe Table 6.1)

6.1 Lidentifying the Nat 're of the Patient Care Activities

Whe:n tLhe patient care activities were grouped
homogenecusly, they were found to fall into 8 broad
categories, as shown in lable G.2.

From the “able it can be seen that 'Monitoring and
Observation/ Investigation' formed the largest part of
patient care activities. Together with 'Charting' they
made up almost one third (31,4%) of all the activities.

The nature of the activities and the number of times they
occurred in Session I and Session II are described in more
detall beslow. The caregiver involvement in each group of
patient care activities, included in these descriptions,
is extracted from the Tables 6.3, 6.4, 6.5 and 6.6,
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6.1.1 Monitoring/Observation/Investigation: 189
Components (19%)

Session I : 103(54%)

Session II: 86(46%) T,

MOMITOR,/OBSERVATION .

y ] g

Within this category, ——JEATIGATION L BERSION X
chacking on the patient's T ERE
condition by observation and CHRCK PATIEMT 31 | 26 e
enguiry was the most frequent T.P.R. 1 21{ s o
activity recorded(57 - 30%). R mOUND HE

CHBCK IV THEBRAPY 10|12 N
Teamperatura, pulse and ;mg/wrwr : ’ 0t
respiration were monitored 26 MEDICAL EXAMIMATION 1l 6 v
times (14%) and bloocd DRBSSIKHGE -1 3 L
pressure 19 (10%). The SXa%A & sucTIoN -3
observed patient was included ::é' - {
in a ward round 25 times by :
(13%). The intravenous drip ‘"&Siﬁ"oﬁ'ééﬁgwmu ! 1
was checked 22 times (12%). WEIGHT =11

CHBCK DRAINAGE 1 l; :
Intake and cutput checks were -1 ]
nade 9 times, blood specimens

taken 8 times, and doctors
carried ocut a medical
examination on the patient 7 .
times. Three times each, dressings wers checked, oxygen =

and suction checked and electrocardiographs carried out w;,
on cbserved patients. "
Twice the focus was on the pain the patient was suffering. o

once only activities in this category were: collection of b,
& urine specimen; aspiration of bone marrow; checking on o
lavel of consclousness) welighing a patient: checking -
drainage. 8

The staff most involved in these activities were student .
nurses (92 transactions) and it was their most common -
activity after comfort activities. Sisters were also :
highly involved (64 transactions) and it was their major “
activity after 'treatment'. It was the major activity of 0 ]
doctors 46(66%) on thelr rounds. .

Observing the prtisnt's welfare was also a major task of
the zone matron (9 - 50% of her care activities) and
investigating the cerdiac condition the only task of the
electrocardiographist (3 - 100%).

The ward clerk checked on the patient's condition once and b
on 3 occaslons the observers became involved in the i
activity. Ward maids were sean to be involved on 2 -
occasions. 2
pr ]
B %
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6.1.2 Comfort, Privacy and Safety: 144 Components (15%)

Session I : 85 (59%)
Session II: 59 (41%)
The patients' toilet needs COMPART AND
were the main group of . PRIVACY gggsiou |
activities observed under 1|11
this heading (45-31%). ‘They
included using the bedpan or BECPAN LR I
urinal, going to the toilet Pt "
and on two occasions VOHITING 2f -
recsiving care when vomiting. B e KING H I
On 2 occcasions air freshener CHANGE LINBN -l s
was sprayed after bedpan use. %ﬁgﬁﬁﬁﬂ Jé E
Another large group of CHANGE GOWN -1 1
comfort activities (35 -24%) ittt 4 B
revolved around making the PINGERNAILS -] 1
patient comfortable in bed. ‘““;ﬁn“ .‘, :
They included changing linen, pRaWING cumrtarms] 171 4
arranging pillows and on one COTS 1028 2| -
occasion connecting up a et i
ripple mattress. PAIM -1 3
e 2|
The third largest group of T
activities in this category 1

involved personal cleanliness
(33-16%) mostly using a wash
basin or having a kedbath(l2),
or going to the bath or shower (6). A patient was shaved
or shaved himself 4 times, and once a patient's
tingernails were cut and cleaned.

Included in this category was patient privacy through
screening (21 times -~ 15%) and safety through erecting
cotsides (2). Other comfort activities included back
care, (7) adjusting an uncomfortable bandage (2) and
dealing with a patlent's pain (3).

Recreational activities were also included here and
involved reading (3 times) and listening to a radio(2).

Comfort activities were the major concern of student
nurses (107 transactions). Sisters were sometimes

involvad (24 transactions) and ward malds occasionally (7
transactions).

On 3 occasions a doctor was involved in this group of

activities, a physiotheraplst twice and a clincial sister
twice.
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The patients looked after their own comfort on 28
occasions and each other's twice. The observer was once
involved in a comfort activity on behalf cf the observed
patient.

6.1.3 Charting: 121 Components (12%)

Session I ¢ 79 (65%)
HE

Session II 2 (35%) T

CHBCKING AND
This included all activities JMMHE!LLH&LMLBMHN%
in which staff members 1! 11
checked or recorded items in .
the fille or chart. The SEPCACE romss | 13 sz
commonest activity observed RECORD 1/0 9| 8
was checking the records (69 s i
- 57%) and replacing forms " IV THBRAP -
(15 - 12%). 1Intake and :S:i’:‘l’?ig"‘ 11 1
output was recorded 14 times  soove | 1
(11%), temperature, pulse and i N
respiration 9 timea (7%) and B
blood pressure 5 times (4%). S— —_—

Intravenous therapy records were entered 4 times,
injections twice, urine specimens twice and a blood
specimen once.

Those involved in this activity were mainly sisters (63
transactions) followed by student nurses (51
transactions). Ward maids were never involved.

Doctors ware involved 5 times, the pharmaciet and the ward
clerk 4 times each.

A physiotherapist was involved on one occasion and once a
patient filled in his/her own chart.
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6.1.4 Conversation: 120 Components (12%)

Session I : 72 (60%)
Session II: '8 (40%)

Verbal communication

accompanied most of the 1.

activities observed and was gﬁ@@iumzum 1ou
not recorded in these cases. :

However, there were many 1]11
occasions when verbal SOCIAL CowvERSATION | 32| 30
communication was the sole INPORMAT o 17{ 1
identifiable activity in ENQUIRIES/INSTRUCTIONS 12 | 3
which the observed patient REASSURAMCE, COMFORT

was participating. It was

recorded as such and was —

subsequently found to make up

the fourth largest category ——— b et

of patient activities.

Social exchange was the commonest form of communication
(62 - 52%). It usually occurred among the patients but
staff members were occasionally involved.

Giving information (24 - 20%), and making enquiries or
requests or giving directions (15 - 12,5%) formed a
further one third of the verbal communication.

Greetings, introductions and saying goodLye were 5 (7,5%
of this category) and reassuring, encouraging and
comforting the observed patlents were 10(8%).

Most of these verb-1 exchanges were fairly brief, but
there was one prc ssional counselling session with a
social worker which lasted almost 15 minutes.

Conversation was the major transaction contributed by
other patlents (42 transactions) and the only one of
visitors (11 transactions). On 5 occaslons observed
patients were talking audibly to themselves.

Of the staf?, student nurses were involved In conversation
with the observed patient 36 times, sisters 16, doctors 12
and the physiotherapists 8 times. The observers were

drawn into conversation with patients under observation 4
times.

Ward maids, although thay worked quite closely to the
patients, were naever seen to enter into verbal
communication with them, and the black nursing assistants
contributed almost nothing to this categury of care.
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'6.1.5 Food and Fluids: 114 Components (11,5%)

Seselon I : 78 (68%)
Session II: 36 (32%)

There was a major meal in

LI
POOD AND PLUID

=~

accounted for a further 39
(34%) of the food/fluid
activitlies.

__mm_____.-—-mﬂlﬂt
each sesslon, breakfast at |11 s
about 8h00 and lunch at 12ho00 ‘ :
and these two meals accounted BREAKPAST 30 27
for 57(50%) of the activities g;'%o"“ 7 39
in this category. WATER/FRUIT JUICE 3|
SWEETS ! %
Tas/coffee was served after i S 2| -
breakfast and again about an FEEDING 2y -
hour later (9h30) and CHRCK DIBT E

The other activities of the patient undir observation were
drinking water or fruit juice (9), and eating sweets (3)
or frult (1).

Twice en observed patient wes fed by staff, and twice was
'nil per mouth'. The patient's diet was the subject of
another observed activity.

gtudent nurses nad the highest involvement in this aspact
of patient care (59 transactions) followed by ward malds
(38 transactions) and sisters (15 transactions).

Pstients attended to their own food/fluid needs (selfcare)

12 times and helped aach other once. An chserver was
brought in to this aspect of patient care once.
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6.1.6 Cleaning and Tidying: 114 Components (11,5%)

Session I : 73 (64%)
Session II: 41 (36%)
The main activity observed cm,,,g,;m AND _
was cleaning and tidying the ‘ 108 |
area around the patient's bed | 11
(47 - 41%). This included
the bedside locker, the LOCKSR HE
cardiac table and the bed CARDIAQ TRAY -2
itself. On 4 occasions the REMOVE TRAYS ) 9}
washbagin beside the bed was R I
included, and the en sulte " macivergl 1| 1f
bathroom once. cLErd J@Q:AW 13 of
« wWap.BABIM | 2| 2
The next most common activity *  BATHROOM il -
was removing used articles gniﬂ,cﬁ‘.:ﬁg'wnm.i "
(38 = 33%) usually the ]i
breakfast or lunch tray, but l 4

also cups, washbasins,
raceaivers ard kadpanre.

Carafes and thermometers were cleaned and replaced on 3
occasions.

Clsaning the floor arcund the bed of the obecrve!l patient
occurred 21 timea (18%).

The staff most commonly involved in this category of
activities were the maids (63 transactions) followsed by
student nurses (54 transactions). Sisters were sometimes
involved (18 transactions) and on cne occasion the patient

(selfcare). NO one else was seen to carry out these
activitias.
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6.1.7 Rest and Exercise: 93 Components (9%)

Session I : 58 (62%) ' T,
] REST, MOVEMEHNT,
Session II: 35 (38%) | bxencian sEssION
Tha main activities under I 3
this heading (59-63%) were GETTING UP el 3
getting up out of bed, INTO A CHAIR s| 3
getting into & chair, walking it bt 1 H
around the ward and getting LEGS OVER BIDB - i
back into bed. On 2 LEAVING THE WARD -
occasions the observed . ‘."";::‘;S{,?:g H 3
petient sat up with his legs g-rrgslz:émmgg.:anan : :{
ovaer the side of the bed. O TKING SUITCASE 3| -
BREATHING BXERCIOES 1| 1
A smaller group of activities HOWKEY CHAIN | !i:-_ﬁ
included under :his heading 31
wvere leaving the ward or L :

returning to it., This
occurred 18 times, 7 times in

a wheelchalir and 4 times on a stretcher and 4 times on
foot.

Other activities included in this category were getting
dressed (9) and packing a sultcase tuv gc home (3).
Supervised breathing exercises were dune twice and the
patient was shown how to use the 'monkey chain' twice.

Most of these activities were 'selfcare' activitieé (54).
The student nurses helpea 32 times, sisters on 9 occaslons
and ward malds twice. Physiotherapists were involved 5
tines.

On 9 occasions a porter helped with tranaporting the
patient in a wheelchair or stretcher.
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6.1.8 Treatment: 92 Components (9%)

Session I : 27 (29%)
Sassion II: 65 (71%)
v.
Under this heading were HEGICATION 810N
included taking medication e
(29 - 31%) receiving an pu
injection (13 =~ 14%) and ORAL MEDICATION 7|22
recelving intravenous therapy isﬁggiggg 1% 1%
(19-20%) ,which together DRESS INGS 3]s
accounted for over two-thirds :umg:g %uman - g
(65%) of these actlivities. orTIETRR [SATION | 2
EMEMA -
OXYGBN 2| 2
Dressings were done 12 times OX e 1w ol I
(13%). HASO GASTRIC TUBR | 1| -
HALTER -1
Bladder and bowel procedures gzigé
(10) included bladder —
drainage, bladder wash out,

cuthaterisation and an enema.

Other treatment procedures (9) included oxygaen
edministration, suctioning, passing a naso-gastric tube
and fitting a halter.

This was the only group of activities which took place
mora often in Session 1I (65) than Session I (27).

The sisters were the main caregivers in this category (69)
followed by student nurses (31). Prv-iotheraplists carried
out 5 treatment activities and dor ;s 4.

Twice & patient carried ocut his/ . own treatment
procedura, and a pharmacist, a zone matron, a clinical

sister, and a stomatherapist were each involved once in
one or other aspect of an observed patient's treatment.
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6.2 TItems Not Included in the Patient Care Activities

("Oother"\

Session I ¢ 5 items

Sassion II: 13 items

These waere activities in

which, the presence of the I

obsarved patient was ‘"w“l

coincidental. They could e

not, in the opinion of the AN L acriv HE

observer, be seen to be PATIENT WOH-

diracted to the patient in a merictran L) 7

meaningful way. MTINITY MO ewrtid 1| 3
alu

The main group (ll) were Jn

activities directed at the

patient in which the patient

was unable to participate.

They included the arrival of

a visitor when the patient

+a8 out of the ward, the delivery of flowers which, in the
patient's absence, were left lying beside the bed. On
another occasion voluntary workers offered snacks which
the patient was incapable of accepting, and on another a
stretcher was wheeled in and left beside the patient's
bed.

A second group of activities under this heading (7)
related to staff education and ranged from a group of
doctors discussing symptoms to 2 sisters checkling a
student nurse's dressing. In these and the other related
incidents the focus was on the clinical teaching and not
on the health care needs of the patient.

6.3 The Time Factor

Initially it was intended to time tne patient care
pctivities taking place and a stopwatch was obtained for
this purpose. However, the pllot study showed clearly
that this was impracticable because most of the patient
care activities were very brief and it was impossible to
cbserve and record activities accurately and manage the
stopwatch as well., The research design had ton be modifiaed
and it was decided to record instead the time of each
activity and the order in which they occurred. From this
information a timetabla was developed which ahowed which
activities occurred in each 10 minute subdivision of each
2~hour observation period.

Using this information together with the data contained in
the foregoing analysis of the nature of the patient care
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activitie., graphs were drawn up showing the number of
components of patient care activities in each category
during each 10 minute periocd. From these graphs (Figures
6.1 and 6.2) a composite description was developed of the
activities involving the observed patients during the
observation sessions. (See Figures 6.1 and 6.2)

6.3.1 The Chronological Seguence of Patient Care I
Activities (The number of components are shown in L
brackets)

Session [ (575 Components)

8ho0o - 8h1l0 (75):

This was the busiest time of the day, with food by
far the most important activity (30). Comfort
activities (14) were also high, with some patients
finishing off their washing and shaving and a
couple using bedpans.

Monitoring activities (8) had started with some
doctors and sisters checking up on patients. There
was a little cleaning and tidying (7) after the
washes, but that hadn't yet reached its peak.

8hl10 - 8h20 (61):

Breakfast activities had subsided (13), with tea
or coffee being offered around. Comfort
activities were still going on at the same level
(14). There was a little more monitoring (10) and
people were beginning to talk to esach other more
(10) cleaning and tidying was still carrying on
(at 6).

gh20 - 8h30 (51):

Conversation had risen to peak level (12) with an
increase in charting activitias (8). Monitoring
and cleaning were still going on (7 each) and
patients were getting out of bed and moving around =
(6). Fonod was down to 5. L

8h30 - B8h4U (62):

Cleaning and tidying had become the major activity
(18) with comfort (10), monitoring (9), charting &
and conversation (8 each) fairly active. Food had o
moved up slightly again to 6. AN

8h40 - 8h50 (51): %
Monitoring had reached top position (14), with -
charting activities next (10). Conversation was 40N
fairly high (9), but comfort and cleaning have '
dropped to 7 and 6 respectively. Food
interactions had stopped altogether (0).
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8h50 - 9h00 (58):

Monitoring had dropped to 13 but was still the
main activity, followed by charting (11). A steep
rise in patient activity trom 2 to 1l showed that
patients were getting up and moving around.
Comfort activities were moving up as patients went
to the toilet, etc.

9h00 - Shl0 (39):

comfort activities had reached a peak (11l) and
patient activity was at 7. Monitoring activities
have come down to the lowest yet (6), and food was
still very low at one. There was a relative 1lull.

ohl0 - Sh20 (39):

This was still a relatively guiet period, with
monitoring the highest, at 8. Patiants were
becoming more talkative (7), comfort and clsaning
activities were continuing, at 6 each and there
was still some interest in the charts and files

(%) .

9h20 -~ 9h30 (48):

There was a slight resurgence of activity.
Monitoring had risen to 11, and the conversation
jevel had risen to 9, with charting close bshind
at 8. Patients were moving around more (6) and
food activities had risen as patients were offered
tea (5). Cleaning and tidying activities were
steadily diminishing (4).

9h30 ~ 9h40 (44):

Apart from monitoring and charting (10 and 12)
things were gquietening down agaln. Patients were
moving around a bit (7) and food activities ware
still at 5.

9h40 - 9h50 (28):

Patient care activities were subsiding further.
Food activities reached a small peak at 7, and
patient movement was at the same level, but the
other activities were at a very low level

(1 to 4).

gh80 - 10hud (19):
There was a small upsurge in cleaning to 6, but

all the other activities were at 3 or less. There
was no conversation and the ward was quiet,
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Session I1 (412 Compounents)

This was a much quieter part of the day than
Session I, with no activity reaching higher than
13. The predominant activity in this session was
monitoring the patient.

10h30 - 10h40 (14):

This was still a very quiet period, with comfort
activities the highest, at 5, and some
conversation going on (4). Charting and food
activities were at zero.

10h40 - 10h50 (41):

Food activities remained at zero, and cleaning was
still low (1) but the other activities were
beginning to rise. For the first time treatment
activities began to feature (6). Monitoring
reached a peak at 12 and more conversation was
taking place (8). There was a fair amount of
comfort activity (6) and charting had risen to 5.

10h50 - 11h00 (44):

Things were still fairly busy, with monitoring the
main activity, at 10. Treatment was still at 6,
and cleaning was going on at the same level.
Patients were moving around (6). Charting
remained at 5 and the conversaticn level was thue
gsame. Comfort activities had dropped to 4, and
food was still low at 2.

11h00 - 11hl0 (34):

Things were quietening down again, with monitoring
down to 8. Treatment activities went on steadily
at 6, and there were comfort activitles at the
same level. Conversation remained at 5, charting
down to 4 and the other activities remained low
with food once more down to zero.

11h10 - 11h20 (25):

Very quiet now, monitoring had dropped to 6,
treatment was down to 5, and patient activity was
the same. All the remaining activities were low.

11h20 = 11h30 (43):

Monitoring had risen suddenly to its highest peak
at 13, and treatment had also peaked to 11,
Charting had risen to 6 and comfort activities to
5, Food activities were at zero, and there was
hardly any conversation (1l).

il MHI.J _




11h30 - 11h40 (34):

Activities were subsiding again with monitoring
down to 9. Treatment had dropped to 3, while
comfort and cleaning activities had both risen to
7. cCharting had joined food activities at the low
level of 1.

11h40 -~ 11h50 (36):

A subdued level of activity continued, with
monitoring, comfort and treatment activities all
taking place at level 7. Patients were mov.ing
around again (6), charting was taking place (at 5)
and there was some cleaning and tidying (at 4).
There was no conversatioun and food activities were
also at zero.

11150 ~ 12h00 (33):

A sudden upsurge of food activities to 7 heralded
the lunch-time peak. Treatment activities
svbsided a little to 6, conversation had swung up
to 5. The other activities had all subsided to a
fairly low level, with monitoring down below 5 for
the first time since this session started.

12h00 - 12hl0 (38):

Monitoring had swung up again to 8, food
activitios remained at 7. Comfort and
conversation were fairly active at 6. Charting
and treatment were still going on, at level 4.
Patients had stopped moving around (1).

12h10 - 12h20 (37):

Food had swung up to the top, at 12, with all the
other activities at a fairly low level -
monitoring and charting were going on at 3,
treatment at 4, and there was sone conversation at
the same level.

12h20 = 12h30 (33):

patient activity had dropped to zero, and
monitoring back to its initial level (at 10h30) of
2. Tidying and cleaning had risen to 8, with the
removal of trays beginning, although there were
atill some food activities at 5. Treatment
activities were still fairly active (at 6) and
comtort activities had risen to 5. There was a

little charting (at 3) and the conversation level
remained at 4.




6.3.2 Summary

From these figures it can be seen that there was a
distinct time element to the patient care
activities.

Predictably, the food related activities reached a
peak at meal times and plunged, sometimes to zero,
in between.

At 8h0O both food and comfort activities were at e
their highest as breakfast coincided with the last s
of the morning bedbath and toilet activities, to 3
create the highest activity level of the morning. Lo e,

e

X
e ST

Monitoring activities never ceased and maintained a
relatively high level throughout. Comfort
activities also continued throughout, although at a
somewh... lower level than monitoring.

There was a general lull in the activities at 9h50 .
(19), just before observation Session I ended, and e
this dropped even lower to 14 at 10h30 when Session
I1 commenced, producing the lowest activit: level
of the morning.

Session I activity levels averaged 48 per 10 minute o
period, while Session II levels averaged only 34. K
The overall average was 41 per 10 minute period. .

PR v beglli %, ok

%  All the activities in Session Il showed an average
[N drop of 29 from the Session I levels except for

treatment activities which showed a 38 point risa
from 27 in Session I to 65 in Session II.
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6.4 The Patient Care Activities and the Caregivers

Using the observer
those participating

'e records of 65 observation periods,
in patient care activitlies were

identified and the figures analyzed.

There were 20 categories of persons who were involved in
patient care activities:

a)

c)

d) outsiders who were involved in Patient Care
Activities

1.Student nurses

2.8isters
3.ward maids

Regular Caregivers

4 ,Doctors

Constant Caregivers

(462
(278
(112

(70

5.Physiotherapists (24

6.Porters

7.2Zone . .rons

g.vWard clerks
9,Pha.,macists

(11
(10
(5
(5

10.Clinical sisters (3

Occasional Caregivers

11.ECG technicians
12.Stomatherapists
13,.Soclal Workers
14 .Radiographers

15.Librarians

trensactions)
transactions)
transactions)

transactions)
transactions)
transactions)
transactions)
transactions)
transactions)
transactions)

(3
(1
(1
(1
(2

16.Voluntary workers (1

17.alfcare

13.0ther patients

19.Visitors

20.The observers

transactions)
transaction )
transaction )
transaction )
transactions)
transaction )

(103 transactlons)

(45 transactions)
(11 transactions)
(9 transactions)
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TABLE 6.3: The Constant Caregivers

- SURGICAL MEDICAL ~ 8 &R
i ONSTANT CAREGIVER I 111 | TOTAL 1! IX | TOTAL 11 11| TOTAL |
1. §TUDENT NURSES
l. Monitor/0s58 19117 38 ag | 28 56 47 | 4% 92
2, Comfart a4 |2l 45 40 | 22 62 64 ] 43 107
3. Charting 18 2 20 1110 3l 39 12 L)
4. Conversation 10 4 14 1210 22 221} 14 k11
$. Pood 18 ) 20 al | 18 39 3¢ | 23 3¢
6. Clean & Tidy 18 § ad M 7 39 41 | 13 54
7. Rast & Exercise 18 3 a1 (1 S 11 2 ] 32
§. Treatment 4118 19 111} 23 3. 36 31
P T NIA) a29 | a22 DLl 484 1 27h 08¢ Y ¥
2. _SISTERS
1. Meritar/Qns 18 { 28 40 1311 24 181 3¢ L 1)
2. Camtort 1 L] 10 7 7 14 g1l "
3. Charzing 16 | 14 i0 19 | 14 33 35 | 28 §3
4, Conversation S 3 | 7 1 8 12 4 16
S. Pood 1 - 1 14 - 14 15 - 13
6. Clean & Tidy 4 4 8 | 7 10 711 18
7. Rest & Exsrcise 3 2 S 3 1 4 [ 3 9
8. Trestaent 13138 49 7! 1) 20 40 1 49 &9
51 WK BE Y I W Y i har T ot
}. MARD MAIDS
1. Monitor/08S - - - - 2 2 - ] F|
1. Comfort 1 1 2 ] - ] [ 1 7
$. Pood 14 2 16 1¢ 6 22 30 8 38
8. Clean & Tidy as | 1n 38 13118 as 384 2% 63
7. Rast & Bxsrcise - - - P4 - 3 b - Pd
40 1 L3 Al Ak 2% ) JR1 48 Al
;’;;'m LAl L R O ORI —ktune ] ORI ———
& 1 E ) ! 1 1
| ‘ Comloz [T 8% [Tteatment 87 [Clean & Tidy |
2 $2 |Monitor/Obs (1] Monitor/Obs is Food
3 %8 |PFood 83 Chatting 7 |[Comlort
4 8¢ |Clean & Tidy 24 [Comfort 4 (Monitor/obs
S 31 [Charting 18 Clean & Tidy 2 Rest & Bx
[} 3¢ [Conversation 16 Conversation
7 32 |Rest 3 Ex 18 Food
| 3l |Treatment 9 Rest & Bx
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In the analysis of these fiqures, the researcher found
that there were 1157 caregiver actions in the 770 patient
care activities. On examination it appeared that thece
were frequently 2 or 3 caregivers involved in a single or
a sequence of patient care activities. This was
particularly so with nursing staif, who often functioned
as a team. Four example, on one occasion a student nurse,
a scholar nurse and a ward maid together helped a patient
out of bed -1d into a chair. On another a sister and a
physiotherapist helped a patient to move higher in the
bed. Getting a patient ready for theatre, getting a
blocked intravenous infusion running again, changing a
dressing, are all instances of the many examples of
cooperative action. To avoid confusion, the caregiver
actions will be called transactions in this study.

Tables 6.3, 6.4, 6.5 and 6.6 summarise the data collected.
They show the number of transactions in each category of
care for each group of caregivers. They include the

Session I and Session 1I figu' , in the surgical and the
medical groups of wards and 1 . ombined totals. The
ranked order indicates which the tasks were most often

carried out by each caregive: qroup

6.4.1 The Constant Car. vers (See Table 6.3)

student nurses, ward sisters and ward maids were the
caregivers most constantly involved in patient care
activities.

The student nurses frequently worked in groups of 2 or 3,
sometimes with a sister, sharing out activities or helping
each other with them. In terms of the aumber of
transactions, this has produced a student nurse total of
462, 40% of the 1157 caregiver transactions.

The sisters also shared tasks with other caregivers,
usually with student nurses, but sometimes with other
sisters, a doctor, a physiotherapist etc. They were
invonlved in the second highest number of transactions,
(278 or 24%).

The ward maids sometimes worked in teams, particularly in
thelr cleaning activitien. Tray accounted for 112 (10%)
of the tranmsactions.

Together these 3 groups were involved in almost 74% of the
caragiver transactions.
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6.4.1.1

6.4." 2

student Nurses: 462 (40% of the transactions)

Session I : 278 (60%)
Session II: 184 (40%)

This group was composed of all categories of
student nurse, including college and university
students who were working in the hospital for
their holidays.

In 2 wards, one surglcal and one medical, tha
student nurses had been withdrawn and replaced by
black nursing assistants. For this project they
were also included in this category of ‘'student
nurse'.

The student nurses were the group most involved
in patient care activities, and were involved in
evary category of care activity.

Their highest involvement was in comfort
transactions (107) followed by monitoring and
observation (92}.

Sisters: 278 (24% of the transactions)

session I : 131 (47%)
Session II: 147 (53%)

This category included all trained nursing staff,
either registered or enrolled with the South
African Nuriing Council. Most of them were
reglstered nurses, and mcitly female.

1t was the group second most involved in patient
cere activities, after the student nurses, and
together they gave almost two thirds (64%) of all
the care in the ward. This group was alac
involved in all 8 categories of care activities.
It was the only major group of caregivers who had
more involvement in Session Il (53%) than in
seseion I, possibly baecause its main involvemant
was in treatment activitles, which tendad to teake
place more during Session II. The main
transactions of this group were treatment (69)
monitoring and observation (64) and charting (63)
which together made up over 70% of the
transactions of the group.
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TABLE 6.4: The Reqular Caregivers
SURGICAL MEDICAL T ¢ N
REGULAR CAREGIVERS 1111 ]| TOTAL I | II| TOTAL 1] 17 TCTAL |
4 DOCTORS
1. Moniter/COBS 9 L) 14 28 7 32 34712 46
32, Comfort - - - 3 - 3 3 - c {
3. Charting 1 1 2 2 1 3 3 2 5
4., Conversation 2 2 4 7 1 8 9 3 12
8. Tresatment 1 2 3 1 - ) 2 2 4
3110 23 36 9 LY S1 119 70
3. PRYSICTRERAPISTS
1. Honi<or/0BS - - - 1 2 3 1 2 3
2. Comtort - - - 1 1 3 1 1 2
3. Charting - - - 1 - 1 1 - 1
4. Conversation 1 - 1 ] 2 7 ] 2 8
7. Rest & Exercise 2 4 - 1 1 2 3 H)
8. Treatmant - - - 2 3 H 41 3 ]
31 2 ) 10 ] 19 13111 24
§. PORIEZRS
4. Conversation 2| - 2 -] - - 2| - ‘2
7. Rest & Exarcise P i 4 2 B 3 4 3 S
4 P} [ d 3 3 s 5 S
7, _LONE MATRONS \
L. Honitor/ORS 1 (1 7 - 2 1 1 8 $ i
8. Treatment - 1 1 - - - =1 1 1
1 7 [ -1 2 2 1 ] 10
8, MARD CLERKS
1. Monitor/ORS - - - 1 - 1 1 - 1
3. Charting 3 - 3 1 - L 4 - 4
3 - 3 2 - 4 s - 3
3, Charting - 2 2 2 ] 2] 2 4
8. Treatment - - - i - i i1 - Py
-] 4 p] 3 4 d ] L)
49, CLIRICAL SISTER
2. Comiort - ] 2 - - - -] 2 2
§. Treatment L 1 =1 = - ol Y 3
3 == - CH . § i
m [ PRYSTOMIERANTATE — [ PORTERS — 1 JONE NMATRORS ‘
_9.&?3& MWMM_MM RE—— |
Mo onversation est & EX Fonl{tor /Obs
2 12 Conversatio L] Remt & Ex F Conversation 1 Treatment
3 S Charting s Treatmant
4 4 Treatmeant b ) Monitor/Obs
L] 3 Comfoct b Comfort
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6.4.1.3

6.4,2

6.4.2.1

Ward Maids: 112 (10% of the transactions)

Session I : 76 (G8%)
Session II: 36 (32%)

This category of caregivers included ward maids,
cleaners and 'pink caps'.These were maids who had
been promoted on merit and were allowed to help
with certain nursing tasks in the wards. They
were identified by their pink striped uniform.

The major task of this group was cleaningy and
tidying (63 - 56%). The group also helped with
food activities (38 transactions) and carried out
a few comfort (7) and monitoring transactions(2)
ard occasionally helped the patient to move
around (rest and exercise - 2),

They were never involved in treatment, or
charting, and were never observed to carry on a
conversation with the patients.

Regular Caregivers (See Table 6.4)

Doctors: 70 (6% of the transactions)

Session I : 51 (73%)
Session II: 19y (27%)

This category included all those functioning in
the doctor's role, whether professors,
consultants, registrars or medical students.
After the nursing staff and ward maids they were
the category of caregiver most involved in
patient care activities.

The number of persons in this category who
visited the patient was much higher than 70,
because they tended to move round in groups of 5
or more (on one occasion, 15). However, as a
rule only one or two of them interacted with the
patient while the rest of the group looked on.
For this project the observer noted the number in
the group, but recorded as transactions only
those in which there was an identifiable
transaction with the observed patient.
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6.4.2.2

6.4.2.3

6.4.2.4

6.4.2.5

6.4.2.6

The major activity of this group was that of
monitoring and observing the patient's condition
(46 - 66%). On 12 occasions they conversed with
the patient without any other identifiable care
transaction. The other activities of this group
included working with the files and charts (5),
treatment (4) and comfcrt transactions(3).

They were never seen to be involved with food
transactions, cleaning and tidying or helping the
patient to move around (rest and exercise).

Physictherapists: 24 (2%)

Session 1 : 13 (54%)
Session II: 11 (46%)

This category of caregiver, who usually worked
alone, was involved in rest and exercise and
trc atment transactions (5 each). Conversation
feature. high (8) nd they were occasionally
concerned with monitoring/observation and
charting transactions.

The above 5 categories of staff,student nurses,
sisters, maids, doctors and physico-therapists,
waere the main caregivers, providing 82% of the
patient care transactions. The remaining
proviuers of care who belonged to the hospital
services were:

Porters (ll1): Were mainly involved in fetching
patients in wheelchairs or stretchers, and
bringing them back.

Zone Matrons (10): Were concerned with ward
rounds and, on one occasion, with treatment.

Ward Clerks (5): Wera concerned with the files
of the observed patients.

Pharmacists (5): Checked the files and ware
concerned with the patlient's medication.




TABLE 6.5: Occasional Caregivers

e A

JURGICAL MEDICAL TiH
pytz(TomaL | rlzriToval |} tlII|TOTALY
: { |
' 1}, ELECTROCARDIOGRAPH TECHNICIAN
1. Monitor/OBS - - - - ' 3 - 3 k]
12. STOMATEERARIL .,
8§ reatment i - 1 - - - 1 - 1
13,  SOCIAL WORKEY
4 Conversation - 1 - - 1 1
14, RADIOGRAPHER
§. Treatmant - - - - 1 1 - 1 1
13, LIBRARIAN
4. Conversation - - - 2 - - ] - 2
3§, VOLUWTARY WORKFRS
4, Conversatcion - 1 - - - - - 1 1
ABLE 6.6: ovutsiders Who Gave Care
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§. Cleaanting & Tidy 1l - 1 - - - 1 - 1
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‘ a7 Sl 49 | 43 %4 | 331 30 103
1. Comfart - - - 2 - 2 2 - 2
4. Convarsation 134 12 2 11 1 ié FTRRIDS | 42
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3 y A L] =1 = - i
RE 'mi%} Arine  —  |RUMBEA|NKTUR L |
REA [NATUR RUMBER[HATURE r - Nt —
It MWU*F.H‘F——H—'@EVH-MW 1T [Convetsatlion mm onvetsation |
\ i a8 Comfort N Comfort ] Monttot/Chs
£ 3 12 Fo | 1 |[Food 1 |Comfort
4 § |Converaation 1 |Pood
3 % 2 |Treatment
§ 1 Charting
¥ 7 1 |Clesn & Tidy
e -
|
- AN~ T o BN o P N .

[

oy

P



6.4.2.7

6.4.4

S.4.4.1

6.4.4.2

6.4.4.3

Clinical Sisters (3) ¢ Were obiserved to be
involved in comfort and treatment activities,
together with the student nurses.

Occasional Caregivers (No.ll - No.1l6)

These are shown in Table 6.5. They gave service
each according to her own designated role.
Together they were responsible for 9 patient care
transactions. (0,8%).

Outsiders who gave Care (See Table 6.6)

Selfcare: 103 (9%)
Session I : 53 (51%)
Session II: 50 (49%)

Patients often looked after their owrn neads,
particularly in terms of rest and exercise(54)
and comfort activities (28 actions). They alsc
dealt with their own food needs (12). ©On
occasion they carried out their own treatment (2)
and their own charting once, and once tidied
their own area.

Other Patients: 45 (4%)

Session I : 26 (58%)
Session 1II: 19 (42%)

Patients were sometimes involved with each
cther's care needs. Most of this took the form

of conversation with the observed patient, but on

2 occasions they helped with comfort transactions
and once with food,.

Visitors: 11

This conslsted entirely of conversation with the
observed patient.
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6.4.4.4

The Observers: 9

Although the observeis had asked staff and
patients to ignore them there were a few
occasions when they were drawn into interaction
with the patients under observation. On 4
occasions this was simply conversation, and on 3
occasions it involved monitoring/observation
transactions, once "food" and once "comfort."

i A
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VII THE QUALPACS RATINGS

7.0 Introduction

This chapter deais with the ratings ascribed by the
observers to the patient care activities they recorded.
in Chapter V, Table 5.8 shows that during 108 observation
sessions observer and co-observers rated 1088 of the 1228
activities recorded (89%), 504 in the suraical and 584 in
the medical wards.

The values attributed by the observer and co-observers to
the single observed episodes of patient care were entered
on the score sheets and the icores were calculated in
accordance with the directions in the Quality Patient Care
Scale manval. Thus scores were derived for each of the 68
jtems, and for each of the 6 Qualpacs subes tions for each
of the 108 observation sessions. These t iqures were
further processed in accordance with t' .natructions to
produce a mean score for each patient, tor each ward, and
for the surgical group and the medici! jroup of wards.

Tre calculation of the scores and analysis of the data are
described in this chapter and discussed in Chapter VIII.

7.1 Analyzing the Data

The data were submitted to the Institute for Biostatistics
(Transvaal Branch) of the south African Medical Research
Council for computer analysis. (See their report,
Appendix F) Their findings are summarised in Table 7.1.
In their table=s Group 7 - Group VI refers to the Qualpacs
subsections, Svbsections I-VI. They refer to the medical
wards as "general wards" and Genl, Gen2 and Gen3 are the
same as MI, MII and MIII in this work, while Surgl, Surg2
and Surg3 are SI, SII and S1II. "Avcor", the corrected
average and "Important Variable" are explained in their
report, Appendix F.

The analyses can be divided into 2 sections:

Part I: The Qualpacs Scores and the Quality of Cara,
This deals with the Qualpacs item ratings and the
informatinn derived from them about the standard of the
car~ observed

part II: The Quality Patient Care Scale. This includes

the reliability findings from the repeat observations and
the comparison of observer/co-observer scores.
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TABLE 7.2:

RESULTS OF REPEATASILITY STUDY CF EVALUATOR ONE ON 11 SUBJECTS.

VARTABLE CONS '™ ¢ ¥ D | Mean Difference t-value | p-value
lsE-an evalu-
ation
GCroup 1 0,39%00 2,74 0,021
Group 11 0,2636 0,63 0,542
Group 1II 0,4627 5,23 0,000
Group 1V 0,5245 2,10 0,062
Group V 0,2827 0,88 0,397
Group VI 0,0018 0,01 0,939
AVERAGE 0,4164 2,45 0,034
Group I (Corrected Procedure) 0,4118 2,18 0,0%4
Group Il (Corrected Procedure) ' 0,636 0,63 0,542
Group I[1l (Corrected Procedurs) 0,3518 1,39 0,195
Greup 1V (Corrected Procedure) 0,6600 2,24 0,049
Group V (Corrected Procedure) 0,4618 1,70 0,121
Group VI (Corrected Procedure) -0,2718 -0,97 0,35
AVERAGE (Corrected Procedi.re) 0,4164 2,45 0,034
IMPORTANT VARIABLE 0,3591 1,47 0,173
AVERAGE va AVERAGE CORRECTFD Group 1 0,5491 6,05 0,000
AVERACGE vs AVERAGE CORRECTED Group 2 0,6791 4,91 0,001
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PART I: THE QUALPACS SCOREUC AND THE QUALITY OF CARE. "It
was expected to be able ..... to form an opinion about the
quality of care." (Cnapter 1V,4.0)

7.2 Calculating the Scores

The Quality Patient Care Scale mantal gives directions for
calculating the scores. The score for each item ls "tre
average of the ratings in all the cells of the item."(1)
The "total mean score is the measure of the guality of the
nursing care received by the patient" and is calculated by
"adding the mean scores ot all the items rated and
dividing by the number of items that had ratings, carried
to one decimal place."(2) 1In this study the student
refers to the total mean score as the 'patient score'.

The scores were calculated according to the directions but
carried to 2 decimal places.

The manual also refers to "single category mean scores"
which are calculated by "adding the mean scores of all
items rated in the category and dividing by the number of
items rated."(3) The 'single categories' refer to the 6
subsections into which the 68 Qualpacs items are divided.

v tnis work the student refers to them as 'subsection
scores !t .

The manual points out that patient scores cannot be
calculated from the average of the 6 subsection scores but
must be calculated from the item mean scores. (4)

In the computer analysis of the data collectad for this
study two methods of calculating the mean score for each
patient were considered:

i) ‘'Average’': The total of all the ratings
divided by the number of ratings.

1i) ‘'Avcor!' (the corrected average): An average
score was ohtained for each item and then an
average over all items of these averages was
calculated as the final value. [his method
corresponds with the Qualpacs scoring system.

The report states that from the last 2 lines of Table 7.2,
when Average is compared to Avcor it can be seen that both
in the first and second observations of the patients the
Average is statistically significantly higher than Avcor.
(Appendix F)
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The report concludes that "in calculating the mean score
of the patients by means ot the two methods
described....significant statistical differences were
observed. The corrected procedure" (which corresponds
with the Qualpacs scoring system) "ten-ded to have lower
averages than the other method of calculation." (Appendix
F)

7.3 Interpreting the Scores

Although there are instructions for rating items and for
calculating the scores, the student could find no
directions for ascribing quality to the final scores. In
order to examine and describe the data about the qual.ty
of care an empirica! system was devised which classified
the Qualpacs scores into the same 5 categories as the
Quality Patient Care Scale. Foi greater clarity "Between"
became "Above Average' and "Below Average' respectively.

Since the Qualpacs scores ranged from 1,00 to 5,00 the §
categories were contained within this range (4,00)
producing intervals of 0,80. The resulting classification
of the scores was as follows:

Best Care: More than 4,20
Above Averaqge: 3,4. - 4,20
Average Car-=: 2,61 - 3,40
Below Average: 1,81 - 2,60
Poorest Care: Less tr . 1,81

This classification, which is purely arbitrary, has
enabled the student to give quality labels to the scores
and thus to quantify, identify and more readily compare
the values of the Qualpacs scores. In discussing
quelitative scales, Runyon and Haber say, "it is debatable
that many of our scales achieve interval measurement (but)
most behavioural sclientists are will‘ng to make the
assumption that they do(5), while Abdellah and Levine
digscuss the use of evaluative terms, saying
"Non-quantitative data....can be most useful in enriching
the analysis of the research and in providing insights
into the meaning of the phencmena being observed."(6) For
the purposes of this project these descriptive labels will
be used as a means of discussing the standard of the care
observed.
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TABLE 7.3:

The Item Scores

BAME | K. | ZIRH | MEAM JCORE | S/S
1 |6 1 3.4 } 1
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7.4 The Item Scores (Appendix E)

When the item scores had been calculated by the student
according to the Qualpacs formula, each was evamined for 2
factors. The one was the Qualpacs value of the item and
the other the frequency with which each item recelived a
score in the 65 observations. The findings are summarised
in Table 7.3.

From the 65 observations carried out by the observer there
were 199¢ item scores. It can be seen that Items 1 and 3
were scored ln every observation session (N=65). Seven
items were never rated anud 12 items were scored fewer than
10 times.

Three items were rated "Best Care', all in Subsection V
which 18 concerned with ‘communication on behalf of the
patient." These items were:

Item 58 - Patient's behaviour accurately reported
(N=3)

Item 61 - Patient's needs met through referrals
(N=13)

Item 54 - Ideas, facts, feelings and concepts about
the patient are clearly communicated in
speech (N=21)

o

These items were rated in 3, 13 and 21 respectively of the
65 observations.

Six items were rated 'Above Average' all from Subsections
IV, V and VI. 1In rank order from highest toc lowest, they
were:

Item 60 - Effective communication and good
relationships with other disciplines. (N=16)

LR Item 43 - Resources within the milieu used to provide

;o opportunities for problem solving (N=3)

£ Item 49 - Patient with slow or unskilled performance

F . is accepted and encouraged (N=1l4)

o Item 67 - Flexibility in rules and regulations (N=20)

o . Item 50 - Nursing care goals are recognized and
supported (N=9)

Item 63 - Evidence of insight intoc deeper needs of
patients (N=34)
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TABLE 7.4: The Subsection

Scores per Patient
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The three items which receivec 'Below Average' ratings
were:

Item 18 - Encouraged to participate in group
activities (N=2)

Item 21 - Helped to vent emotions in a socially
acceptable way (N=2)

Item 40 - Patient and family involved in planning for
care and treatment (N=1)

It can be seen that these 3 items received very few

ratings as well as low scores, and appeared to be in a
neglected area of patient care.

7.5 The Subsection Scores

The subsection scores were calculated according to the
formula:

sum of Item ratings per subsection
Number Of Item ratings

The scores were processed and 2 sets of figures have been
derived. Table 7.4 shows the subsection scores per
patient, their range and central tendency in each ward and
the highest and lowest patient scores in each subsection.
Table 7.5 shows the mean subscction score in each ward and
the ward ranking in each subsection as well as the overall
rankings.

From these figures the following information was obtained:

7.5.1 Subsection Scores per Patient (Table 7.4)
Sibsection I: Psychosocial (Individual) 15 Items

all 65 patients had items rated in this subsection,
which had the second most high scores, am well as
the most low scores. FEight of the patients had
‘Best Care' ratings (above 4,20) and 6 had 'Balow
Average' ratings (below 2,61).

Subsection I1I: Psychosocial (Group) 8 Itenms
only 11 of the patients received ratings in this

category. Of th se, one was assegsed as ‘Best
care' and rated 5,0 and one was 'Below Average'.
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! 1 TARLE 7.5: The Subsection Scores per Ward
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TABLE 7.6: The Patient Scores
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Wards SI and SIII were rated higher in Subsection
II -~ Psychosocial (Group) with a score of 3,5 each.
Ward SI also had the highest rating in Subsection V
(Communication) with a score of 3,79.

Subsection 1 - Psychosocial (Individual) in ward
MIII(3,8) was the highest rated subsection,
followed closely by Subsection vV (Comumunication) in
Ward sI (3,79).

Subsection 11 received no rating in ward MIII and
was rated lowest in MI and SII (2,75 each). The
next lowest score was Subsection III in MII.

7.5 The Patient Scores

Table 7.6 summarises the patients scores calculated from
the Qualpacs item ratings of 65 observation periods
cariied out by the observer.

Table 7.6(a) shows that there ware 31 surgical patient
scores, 16 during the early (8ho0 - 10h00) session and 15
during the later (Session II), and 34 medical patient
scores, 18 in Session I and 16 in Session II. The Session
I and Session II means in the surgical group of wards were
close at 3,38 and 3,4 respectively, but there was a
difference within the medical group with the Session I
mean (3.53) righer than Session II (3,26).
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The surgical and medical group means were very close at
3,39 and 3,4 respectively and the medians werae both 3,3
(Takhle 7.6(b)), but the combined (Surgical and Medical)
means of Session I and Sessjon 11 are 3,46 and 3,33

respectively, once aga‘n suggesting a higher standard of
care in Session I.

- ;.».—g;

Table 7.6(c) shows that } patient scores were in the 'Best
Cara' category. These were Patient No. 12 in Ward SII,
(4,32) Patients No. 46 (4,37) and No. 48 (4,26) in Ward
MIII. No patient scores were rated below average.

In the surgical wards 17 of the patients received

'Average' ratings (55%) and 19 (56%) of the medical ward
patients, making a to*al of 3s (55%).

'Above Average' scores were ascribed to 13 surgical
patients (42%) and 13 medical (38%). Thus, altogether, 2%
(45%) of the patient scores were above average, 3 of them
(53) in the 'Best Care' category.
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TARLE 7.7: ‘[he Ward Scores
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7.7 The Ward Scores

Table 7.7(a) shows the means of the scores per session in
each ward and the means per ward. It can be seen that
while the ward means ranged from 3,68 (MIII) to 3,24 (MII)
there was a greater ranue over the individual sescions
from 3,74 (Session I, MIII) to 2,9 (Session II, MII).

While there are too few ward scores ior reliable
conclusions to be drawn, the table suggyests that the care
glven the observed patients in MIII rated the highest
(3,68) particularly in Session I (3,74), while the MII
patients received the lowest rated care (3,24) cspecially
in Session II (2,9). This last finding is confirmed in
Table 7.6(a) where the ranked order of the scores in MII
show that all the scores in Session 1I except one fall
well below the Sessicn 1 scores.

Table 7.7(b) shows thut 3 wards were rated 'Above
Average,' SI, SII and MIII, while the other 3 rated
'Average'. None of the wards scored below 3,00,

Ward scores were also compared in the computer analysis.
For this comparison the six wards were considered as
treatments and the patient scores in the wards as
replicates. Only the patient scores in the initial
observations carried out by the main observer were used in
this analysis.

The results are summarised in Table 7.7(c). 1t was found
that the surgical grou;, of wards did not differ from the
medical group of wards in any statistically significant
way.

For some of the variables, especially the more important
ones, namely Average, Avcor and Important Varisbles, it
was found that there was a significant difference between
individual wards. Comparing the wards with one another,
using & much lower test level (U,005) since so many
comparisons were made, it was found that medical ward
MIII, in three cases was stalistically significantly
higher than surgical ward $II1 and medical ward MII,

=

i:t%“

The comparison between surgical and medical wards was
rspeated by considering a ward as an cvbservation. Thus
there wern 3 observations for surgical wards and 3 for
medical wards. An ordinary t-tost was applied but in none
of the variables was a significant difference found
betwean types of wards.

In summary it was found in the computer analysis that when
comparing surgical with medical wards no significant
statistical differences scemed to be present in the
quality of care.
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TABLE 7.8: The Caregivers and the (Oua’ "ty of Care

&) RANGE AND CENTRAL TENDENCY OF MAJOR CAREGIVERS
1. STUDENT WURSE CATEGORY (483)[ HIiGH < Low [‘ﬁﬁc‘.ji'”"“m’i'{%g@ {EA .
Student Nurses 3,56 - 3,26 3 13,79 4 3.4
Scholar Nurses . 2,91 - 2,88 ,03 5.79 2 2.8
3lack Nursing Assistants 3,12 - 3,0 12 §.12 2 3,08
2, BSISTER CATEGORY 278} 1,7 - 3,07 .631) 20,0 § 3,33
3. WARD MAID CATEGORY (112)
"Pink Caps" 3,31 - 3,08 W23 §18,8) [ 3,14
Ward Maids 3,0 - 2,%7 43 ]111,49 4 2.8
4. DQCTQOR CATEGORY (70} 3,94 - 2,68 1,26 | 20,18 § 3,3
Bl KANK ORDER OF CAREGIVERS
YER | REGULAR CAREGIVERE ~ { OCCABIONAL CAREGIVERE
R CATEGORY BCORE CATEGORY
St, Nurses fone Matron | 5,0 Soclial Worker
Sisters Phy-tothornplltﬂ 4,46 Stomatharapists
Pink Cape Pharmacists 3,28 Voluntary Workers
BNA's 3,36 | Doctors 3.1 Radiographers
Scholar Nursewm 3,US | Porters 3,04 ECG Techniclans
C 1 ] -—-M—-& o

[c7 OVERALL RANK ORDERN
 EANE T IRORE | CATEGORY [ BVALUAYTION |
1 1 | $.0 |8ocial worker | Best Care
2 | 4,40 | Stomatherapist . .
3 3,77 | t.ne Matron ~ [XBove Kverage
4 3.79 | Physiotherapist . "
S 3.49 | Btudent Nurses " b
L 3,43 | Pharmacist . .
7 3.38 | Dectors Average (upper)
| 3,311 8iatars .
9 3.78 { voluntary Worker .
1o .04 ! Pink Caps .
11 5 Raodlographor .
12 3.05 1 BUA's .
x: 3,081 Porters .
14 3,04 | ECG Technicianas -
13 3.0 {Librarian T TKverags
18 2,86 | 8chnlar Murses .
1?7 2.87 | Mard Maids "
AL 2,83 {werd Clochs .
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However, there were differences between the wards 5
themselves with, in most cases, MIII being rated higher A
than SIII and MII, a finding confirmed in the Table %
7.7(a). ﬁ

63

"}.,};1!‘@,451;

7.8 The Caregivers and the Quality of Care

Using the activity records (Appendix D2) the category of
caregivers involved in each recorded interaction were
ldentified and ]‘nked to the item ratings of that
interaction. It must )e emphasised that these ratings
were ascribed to the interactions and not to the
caregivers. There were occasions when different
categories of caregiver shared the rating ascribad to an
interaction. As a matter of interest the student has
processed these ratings to derive the mean of the ratings
linked to each category of caregivers.,

Table 7.8 summarises these ratings. It can be seen that
student nurses were rated the highest of the constant
caregivers, the zcne matrons highest of the regular
caregivers anc the social workers the highest of the
occasional caregivers. The interactions involving the
soclal workers and the stomatherapists were both in the
'Best Care' category, while those of the zone matrons,
physiotherapists, student nurses and pharmacists were
'Above Average'.

However, i must be pointed out that from Chapter VvI,s.4,
the social workers and the stomatherapists received their
high scores in only one trancaction each, the pharmacists
in 5 and the zone matrons in 10, while the
physiotherapists scored above average over 24 tranaactions
and the student nurses over 462. This last relatively high
rating over so many transactions seems to indicate that
student nurses were giving a particularly satisfactory
level of patient care on the Qualpacs scale,
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TABLE 7.9: The Repeatability Study
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PART II: THE QUALITY PATIENT CARE SCALE
"a secondary objective was to critically evaluate the
measuring instrument." (Chapter IV, 4,0)

In this study two aspects of Qualpacs reliability were
tested. It was decided to repeat at least one patient
observation in each ward, and touv have an independent
co~observer concurrently rate at least half the
observations in each ward. Thus, test-retest reliability
and observer/cc-observer reliability tests were carried
out.

7.9 Test/Retest Reliability

In order to test the reliability (i.e. consistency) of the
scale over time the observer carried out 11 repeat
observations, in which the came patient was observed ovar
the same period of time on the following day. Table 7.9
summarises the outcome of this part of the study. It is
evident that when the patients were observed a second time
the observer tended to ascribe lower scores than those
given to the initial observation.

In the computer analysis a paired t-test was....applied to
the first and second repeats of each observation for all
of the different variables. The results are summarised in
Table 7.9(b).

Except for Group VI (Corr), the first evaluation of
patient care tends to be higher than the second, some of
them statistically significant. Especially Avaerage and
Avcor. To quote from the report: "Since we cbservad that
in general the first observation was higner than the
repeat observation, we also calculated the correlation
coefficlients between these two for the major variables.
The results are summarised in Table 7.9(c). In two of the
variables there are strong relationships, in two further
variables reasonable, and in one there was not a strong
relationship.™" (Appendix F)

Thesa findings suggest that the observations on a patient
are not repeatable. The tendency seems tou be to evaluate
patient care more strictly the second time.
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TABLE 7.10: Observer/Co-observer Scores -
a) Scores
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7.10 Observer/Co-observer Reliability

In order to examine the reliability (consistency) between
observers, 43 of the patient observations carried out by

the main observer were concurrently observed and rated by
the co-observers, 20 observations in the surgical wards

and 23 in the medical. The scor ¢ :re summari.sed in Table

7.10(a). From the table it is apparent that the main
observer consistently scored the interactions higher than
did the co-observers.

Table 7.10(h) shows the outcome of the computer analysis,
which used 1% of the surgical and 22 of the medical
patient observations. From this table it is noted that
the main observer tended to evaluate the care as being
better than the co-observers did. This tendency is
statistically significant re Average, Avcor and Important
Variables. The same trend is evident in surgical and
medical wards. Thus, when these two are compared and a
difference is found the preference of the main observer
for the one or the other type of ward can be ruled out.
(Appendix F)

7.11 vValidity

There are reports of validity studies, particularly of a
cross~-validation study between Qualpacs and Phaneuf's
Nursing Audit, (7) but these are beyond the scope of this
study.

7.12 Conclusions

The Qualpacs item ratings were used to calculate the
Qualpacs scores, and it was possible to use these scores
to make assumptions about the quality of care. However,
reliabllity of the nscale could not be conclusively shown
in either the test-retest or the observer/co-cbserver
comparisons and the accuracy, constancy and precision of
the scale is in question. This will be discussed further
in the next chapter,
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VIII : DISCUSSION OF THE FINDINGS

8.0 Introduction

The primary purpose of this study was to observe patient
care in action in a hospital ward in order to accumulate
data about that care. The research student focused on the
individual patient, observed and recorded the patient care
activities and rated them, in order to use the data to
determine the nature ot the care and to form an opinion
about its quality.

G b

For convenience the patient care activities will be callaed
PCA's in this chapter.

g 0 %x,af e

8.1 The Accumulation of Data

From Chapters V and VI it can be seen that a great deal of
data was collected by the researcher. buring 36 two-hour
observation periods 54 patients were observed and 11
repeat observations were carried out (Table 5.4). From
these 6% records the researcher found that there were 770
patient care activities (PCA's) with 987 components (Table
6.1). Further examination showed that they involved 1157
caregiver transactions (vide Chapter vi,6.4). Of the 770
PCA's, 693 perceived as containing the care component were
ratad on the Quality Patient Care Scale. They were
jabelled "interactions" (Table 5.8), and were dealt with
separately to produce an evaluation of patient care. The
snalysis of these data is described in Chapter VII.

In their directions for using the Qualpacs rating scale
the authors recommend that there should be at lesast 2
observers working together on a project. They "are
usually comfortable and use the scale reliably after
observing and rating 4 or 5 patients, or at the end of two
days of tryouts and discuseions.™(l) They may then carry
out observations separately, each contributing "ratings to
the total project."(2)

3.

"4
S
e
?
®
lF .
§ .

This was not possible in this project (see Chapter IV,
4.2) and only the researcher's ratings have been used to
arrive at the Qualpacs scores. However, there vere 9
independent co-~observers who observed, recorded and rated
43 of the observations concurrently with the researcher.
(Table 5.4) Thelr records produced a substantial amount
of additional data which were used for the purposes of
comparison in order to verify the maln observer's
findings.

ks
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The descriptive information in Chapter V was accumulated
from the details set out in the upper section of the
recording sheets (described in Chapter IV, 4,3.3). These
included the date, day, time of the observation period,
and identity of the observer. The ward, room and bed
position of the patient were also recorded, and diagnosis
and level of care of the patient. Personal detalls about
the patient and extracts from the Kardex were recorded on
a separate sheet of paper. They were omitted from this
analysis because there were sufficient data for the
purposes of this project without them. This will be
discussed later in this chapter (8.5).

Thus it can be seen that, while a great deal of data were
accumulated, the limitations of this research project
restricted their use. A more ambitious project, based on
a similar research design, carried out by a trained team,
well planned and computer aided, cvould precduce a wealth of
information about various aspects of patient care in the
wards.

From the data collected in this project, the findings in

Chapter V suggest several promising avenues for further
research:

The differences between the patient capacity of the
wards, the bed state and the bed occupancy, as well
as the consistent drop in patient numbers between
Mondays and Thursdays, would be an interesting area
of investigation. (Table 5.1)

Similarly, the ratio of surgical to medical beds in
the 3 surgical and 3 medical wards was 87:75 (Table
5.1) Bed occupancy using Monday figures was 68:71
and 57:64 using Thursday figures.

What are the reasons for these discrepancies? Doas
this thin spread of patients make for efficient and
effective staff utilization? 1Is it cost-effective?
Does it reflect the real surgical: medical patient
ratio? Is it constant or seasonal? Planned or
unintentional?

confirmation of these figures and investigation of
the reasons for the discrepancles, if they are
confirmed, would probably be very useful to
hospital management.
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8.1.2 The information in 5.1.4 (Table 5.3) seems to
indicate that nursing stafi are using progressive
patient care in the wards, although some of them
have since said that they pelieve this system to be
outdated.

Further research could reveal whether the system is
used consciously and deliberately or intuitively.
Is it useful? Does it make patient care more
effective? Efficient? Is it outdated?

8.1.3 Tables 5.6 and 5.7 demonstrate the number of PCA's
that were recorded. From these tables it appears
that there are an average of 11,37 PCA's over a
two-hour period on midweek mornings. The earlier
session (Sessi n 1, with an average of 12,4 PCA's)
appears to be busier than Session I1(10,3 PCA's).
Although the range is identical, the medical wards
had more total PCA's (119-156 with a total of 412)
than the surgical wards (100-137,total 358). Many
guestions arise. what are the relaticnships
between the number of PCA's and the standard of
care? Between surgical PCA's and medical? Between
session I PCA's and Session 11? How do PCA's
relate to ward staffing? Or to quality of care?

8.1.4 Table 5.8 indicates that only 86%~30% of the PCA's
recorded were rated. This discrepancy occurred
consistently in the co-observer as well as the
observer records. What were the reasons for this?
was it due to the short-comings of the observers,
or were there indeed PCA's without a guality
component?

These and many other questions arise trom the findings
described in Chapter V, and give an indication of the
range of material that could be investiyated in a ressarch
project of this kind.

8.2 The Nature of the patient Care Activities

The information in Chapter V was derived from the records
on the upper portion of the Recording Sheets (described in
Chapter IV,4.3.3). For Chapter VI the information was
obtaired from the remaining soction of the Recording
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Sheets, where observers recorded the patient care
activities as they saw them occur. The research student
tabulated .11 the activity components, including the
persons involved, and grouped them. From these groupings
quantitative information was derived about the nature of
the patient care activities and the caregivers involved in
them.

From the 770 PCA's the research student identified 987
components. %wWnen the components were grouped
homogeneously they fell into 8 broad categories which are
described in detail in Chapter Vi, 6.0 - 6.2 and the
supplenentary tables. The time element is described in 6.3
and the caregiver involvement in 6.4.

For the research student this information provided new
insights into the nature of the patient care activities,
and new areas for further investigation. She has selected
some of the.e for discussion below:

8.2.1 Activities related to monitoring, investigating and
assessing the condition of the patient were the
most frequent throughout. Together with charting
they formed almost one third of all the activitlies.
Is this indicative of the importance of this caring
function of the nurse? How does it relate to the
assessment/evaluation aspects of the Nursing
Process? Can it be usetully linked to the concept
of 'nursing diagrosis' which is currently the
subject of controversy in nursing? What is its
significance to the independent, interdependent and
dependent functioning of the nurse? How important
is it to primary nursing? Case nursing? Do we
give sufficlient emphasis to this aspect of nursing
practice in our teaching?

8.2.2 Conversation - as the sole PCA, not where it
accompanied other PCA's - was the fourth most
common activity. 1t most usually occurred bstween
the observed patient and other patients or
visitors, often with student nurses, less often
with sisters and doctors, hardly ever with black
nursing assistants, never with ward maids. It was
the main activity of zone matrons (90%) a major
activity of doctors (66%) but third last for both
sisters and student nurses (6% and 8%).

This was a serendipitous finding in this study and
would need to be confirmed by a more careful
investigation.
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8.2.1

Although verbal communication is not necessarily a
therapy, it has potential for being therapeutic.
The conversation with a social worker on one
occasion received a very high rating (5,0) and on
another a young doctor transformed a ward of
apathetic male patients into a lively group when he
introduced the topic of "the races" into the
conversation. Psychotherapists and occupational
therapists are aware of the therapeutic potential
of verbal communication. Nurse theorists such as
Penlau, Orlando and Altschul have focused on lt.

in the hospital wards it could be given therapeutlc
meaning b:

i) Teachiiy student nucses to listen to their
patients and to deve.op meaningful
nurse-patient relationships.

{i) Forming discussion groeups with the patients,
to focus on dealing with their needs and the
problems associated with their conditioen.

iii) Using the hospital situation to form
educa. ional groups to reinforce the primary
(preventive and promotive) and tertiary
(rehabilitative) aspects of health care.

There are many ways in which an aware nursing staff
could maximise the therapeutic potential of verbal
communication.

Treatment activities were mostly carried ou: by the
sister and more often in the later part of ‘he
morning (Session II). The hierarchical nature of
the work from the humbler duties of the most junior
student nurses through to the more skilled
treatment PCA's carried out by the sister was
e7ident in these findings. Table 6.3 shows that
treatment activities were bottom of the list for

student nurses (7% of their PCA's) and top tor the
sisters (25%).

Also, with only 92 components, this was the
smallest category of PCA's. (See Table 6.2). The
most frequent activities under this heading werse
giving out medicines (32%) and giving injections
(14%) (6.3.8). The more skilled procedures
totalled only %0 of the 987 componants of the
pcA's. If these activities make up so little of
nursing practice, they should he examined further
in relation to student nurse education. 8Should
less time be devoted to teaching seldom usaed
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procedures? Should specijalist nurses be employed
to carry them out in the apprepriate groups of
wards?

These, then, were some ot the inferences that could be
drawn from the patient care activities identified by the
observer from the records she had made. These are only
some of the findings from one study, conducted by a single
observer and they would need to be confirmed by others.
But iLf they are, it would be well tc examine our nureing
education programmes in relation to our nursing practice
and establish whether our teaching bears any relation to
that practice. Do we give too much attention to low
profile activities? Or, on the other hand, should changes
be made in our practice?

8.3 The Time Element

Early in this study the research student found that most
of the PCA's were birief, "rarely as long as a minute"
(vide Chapter 1V, 4.7.2) and could not be accurately
timed. However, the time of occurence of each PCA was
recorded and she later constructed a timetable to racord
over 10 minute intervals the PCA's in each observation
period. (See 4.8.1) While they were ot as precise as a
stopwatch would have been the timetabirs did give an
indication of the time fluctuations ¢t the PCA's. These
fluctuations are described in Chapter "I, 6.3 and Figures
6.1 and 6.2 illustrate the time factor in Session I and
session 11 respectively.

From these graphs an impression can bhe formed of tne
patient timetable in the wards. For instance, it appears
that 8h00-8h10 was a period of intense activity, while
10h30-10h40 was the all-time low of the morning. It was
found that Session I activity levels were generally higher
than Session 11, except for treatment activities. Another
observation supported by the records was that morning tea
often followed ridiculously close behind breakfast,

8hi0-8h40 for breakfast tea/coffee with morning tea at
9h20~10h00.
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These may appear to be trivialities, but the ward
environment is known to t ve a potent influence on the
well-baing of patients. A letter published in the Nuraing
Times called "Hospitals should do the patient no harm"
says: "A friend of mine would have discharged himself
from hospital if the medical staff had not taken pity on
him and allowed him to go home"... "After a few days in
the peace of his own home" his condition improved..."He
swore never to be admitted to hospital agaln."(3)
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Time studies of this nature would enable nurses to examine
the ward timetable from the patients' point of view and to
restructure it to maximise its therapeutic potential for
the patient. An activity timetable could be the source of
much useful information:

How does the ward timetable affect the patient? Can
problem areas be identified and altered for the patients'
penefit. eg. quiet periods used for the patients to rest,
periods created for group discussion? Meal and
refreshment times more evenly spaced?

can it be examined from the staff point of view? Peak
activity periods staggered? Or staff maximised at these
times and given opportunities for off-ward activities
during the lulls. Would an activity timetable be a useful
form of time and motion study in the wards?

The introduction of the timetables into these patient care
observations gave an added dimensicn to the findings on
the nature of the PCA's. While not as accurate as
stopwatch timing, they were much eas.er to incorporate
inte the observational system that was used, and produced
useful information.

8.4 The Caregivers and the Patient Care Activities

The observers recorded the occupational identity of the
peorle whe interacted with the observed patients. Because
they had worked in the hospital for some years and most of
the people who came to the ward wore distinctive garb, the
obsarvers were able to identify them with relative easa.
In the few cases where they were unsure the observers
checked with each other or with some other person after
the cbservation period was over. Thus, quantitative
information zbout the nature of the PCA's was linked to
the identity of the caregivers involved in them. The
researcher found that there were 1157 caregiver actions in
the 770 PCA's, and to avoid confusion she has called them
ntransactions". They are described in Chapter VI, 6.4
together with the relevant tables. (Tables 6.3, 6.4, 6.5
and 6.6)

From the records the researcher found that there were 20
categories of persons involved in caregiver transactions.
Four of these categories were not official caregivers, but
did indeed participate in PCA's, and she labelled them
noutsiders Who Gave Care". The major caregiver in this
group was the observed patient himself who frequently
attended to his own needs - his own rest and exercise, his
own comfort needs and his own food needs, in par“icular.
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The other 16 caregiver groups were divided into the
constant caregivers, i.e. the ward nursing and domestic

staff,

the regular caregivers who were attached to the

ward, and the occasional caregivers who came to the ward
to give their particular services.

Oonce again the researcher found that the records yielded a
considerable amount of data about the caregivers and the
pcA'e which is summarised in 6.4. Further aspects which
could have been investigated are:

I+ is not always realized what a variety of
caregivers are involved in patient care. The
sister in charge of the ward who is responsible for
the nursing care of the patient, usu.ally has to
coordinate the activities of all these people.

They are often activities which would be carried
out by the nurses themselves in a less
sophisticated hospital environment. It would be
worthwhile to examine the caregiver transactions in
more depth and from the patients' point of view, to
establish how therapeutically effective they are.
Also from the point of view of the ward sister -
how should she coordinate, control and utilize
these various services for the maximum therapeutic
benefit of her patients? ‘

The classification of the caregiver groups in this
project was very broad, and no attempt was made to
identify them in more detail. However, it was
apparent that there were quite a number of
subgroups. 'Sisters' were made up of enrolled and
registered nurses, usually female, but sometimes
male. 'Student nurses' were made up of first,
second and third year students and included black
nursing assistants and scholar nurses as well.
'Doctors' ranged from medical students to
professors. An indepth study could elicit further
information about the role and functioning of these
various subgroups.

Another noteworthy aspect of these findings was the
different ways in which the various carsgivers
tended to function. Ward nursing staff worked
cooperatively in pairs or small teams, whila the
physiotherapist usually worked alona. Doctors were
ofter in groups too, but with cnly one or two
carrying out a patient care function while the
others were interested (usually) onloockers. Whan
they functioned cooperatively it was to discuss the
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case together, usually at the foot of the bed,
rather than to interact with the patient. An
in-depth study of caregiver functioning could
produce insights into the characteristics of the
various caregiver groups.

8.5 The Patient Role and 'Patientology!’

In the beginning of this vhapter, mention was made of the
personal details of the patient, which were omitted from
this analysis.(8.1) If{ these detalls had been included it
would have been possible to derive a detailed patient
profile from the records. Such factors as the effect of
the patlient's condition, age, sex, bed position on the
PCA's could have been investigated. The research student
believes that 'patientology', the study of the patient,
could be as useful a subject to medical sociologlsts and
health workers as victimology is to criminoclogists, and
that in-depth studies on similar lines to the present one
could be used to yield valuable information about the
patient population.

8.6 The Qualpacs Scores and the Standard of Care

While Chapters V and VI dealt with the quantitative
aspects of patient care, Chapter VII entered into the far
mora difficult realm of quality assessment. In Chapter V,
Table 5.8 showe that the main observer rated 693 of the
770 PCA's (patient care act!vities) she recorded. These
she labelled 'Interactions/.nterventions' in accordance
with Qualpacs nomenclature, but they will be refarred to
as interactions in this discussion.

Chepter VII describes the analysis of the ratings ascribed
to these interactions. Part I deals with the

calculation of the Qualpacs scores by the ressearch student
and by computer. The research student devised her own
labelling system as a means uf interpreting the scores in
quality terms. Tables 7.1 - 7.8 illustrate the findings
in this section.

In 7.4 - 7.7 the findings are discussed in regard to item
and subsection scores, patient scores and ward scores.

The ward score findings were confirmed in the computer
analysis of the data(7.7). Dealing only with the Qualpacs
scores of the main observer, and disreqarding the
questions of accuracy, validity and reliability the
following points arise from these findings:
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Altogether there were 1998 item scores from the
observer's ratings. Only 2 items were rated in all
65 observations. Seven items were never rated at
all, and this could be investigated further. Did
the appropriate interactions never occur? Or did
the observer not recognize them? Do they represent
deficiencies in the rursing care? Or in the
instrument?

The 3 'best care' items were all to do with
communication on behalf of the patient, Subsection
V. However, ltem No. »8 was only scored 3 times,
No. 61 was scored 13 times and No. 54 was scored 21
times. Do the scores alone really indicate the
quality of care, or should they include a frequency
weighting? The greater the frequency of an ltem
score, the more likely it is to tend towards the
mean. Even a superficial examinatlon of Table 7.3
shows that 6 of the items in the 'least often'
column were scored in the top 20 while in the 'most
often' column Item No.7, with the highest score,
was only in the 25th position. 1Is this
coincidental? Or should this aspect be examined
further?

Analysis of the subsection scores indicated that
Subsection V, contained the largest nunber of ‘best
care' scores(l10), while Subsections VI and I
contained 8 'best care' scores aach. The ovaerall
means alsc indicate that the care in these 3
subsections in the same order, was rated tha
highest. Do these scores raflect the aspacts of
patient care that were well dealt with,
communication on behalf of the patient,
professional implications and psychosoclal
(individual) aspects ot patient care?

From the patient scores it would seem that Sesslion
1 scores were higher than Session II scores. Three
of the individual patients received 'best care',
none received less than average care. Although 7
of the items were never rated and 3 of them
raceived scores below average, and although some
patients received below average ratings in some of
+he subsections, these were avensd out in the
calculation of the patient scores. Nearly half the
patients (45%) received akove average scores, 3 of
them 'best care', and the remaining 55% received
average care.
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The ward scores suggest that, while there were no
significant differences between the medical group
and the surgical group of wards, there were
differences between individual wards. Medical
R ward MIII gave the highest quality of care,

TR particularly in Session I, and medical ward MII
T gave the lowest, particularly in Session II.
However, while the care in SI, SII and MIII was
above average, none was below average.

Thus it appears from these scores that the standard
of patient care in the selected wards was
satisfactory. However, while assumptions can be
made about the quality of care, witnout
confirmation of the accuracy of the measurements
they must remain only assumptions.

In summary, the findings described in Part I of Chapter
VII show that the rating of the interactions on the
Qualpacs scale did indeed yield scores, and these scores
wersa used to describe the quality of patient care. The
quality intervals devised by the research student to label
the scores can in no way be regarded as quality

© .asurements. They v~ re used purely as a means of
interpreting the scores in order to simplify the
¢iacussion. The accuracy of the measurements remains
uncertain.

8.7 Verifying the Findings

Part I[I of Chapter VII describes the attempts mada to
support the findings in Part 1. From 7.9 it can be saen
that, both in the the computer analysis and in the
candidate's observations, ithere was no agreement between
the initial scores and the 'repeat' scores (Table 7.9).
In fact, it was apparent that the circumstances
surrounding a patient could change completely between one
day and the next (vide Chapter Vv, 5.1.4). 1In addition,
the tendency to score the repcat observation lower than
the original suggests the possibility of observer bias,
From the findings in this section it appears that the
observations in this study were not repeatable.

e In 7.10 the patient scores of the obsarver and the

‘ co-observers were compared. (Table 7.10) The findings
suggest that the main observer's scores wers more
consistent, but that she tended to evaluate the care more
leniently than the co-observers. This is illustrated in
Figure 8.1 and the findings in this part of the study
remained inconclusive.
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8.8 The Quality of Care and the Caregivers

in Chapter VII, 7.8, the ratings ascribed to the
interactions were linked to the caregivers involved,
producing caregiver scores. It was stressed that the
ratings were ascribed to the interactions and not to the
personnel involved.

1t was found that student nurses were scored relatively
high over a large number of ratings, and it may be thought
that they were rated less strictly than trained personnel.
However, in discussing the standard of measurement,
Wandelt and Ager emphasize that it is important to hold
the standard of measurement constant. A flexible standard
of measurement would fail to reveal differences in the
standard of care.(4) The observer did attempt to keep her
'yardstick' constant, regardless of the category of the
caregiver, and this is borne out by the consistency of her
scoring.

Thus,

8.9 Conclusions

Apart from the foregoing tindings, the data were sxamined
in other areas:

the fact that interactions were rated and not the
caregivers, together with the constancy of the yardstick,
suggest that student nurses gave an 'above average'
quality of care. It would be worthwhile to investig:te
this further, and if this finding is confirmed, to find
out what the quality is that is lost when they become
sisters. ‘

The computer analysts considered the method of
calculating the patient scores and concluded that
'Avcor', the corrected average, which gives equal
weighting to all the items, tended to produce lower
scores that 'Average'. (vide Appendix F, for thelir
report) As 'Avcor' corresponds with the Qualpacs
method of calculating the scores, this was the
method used throughout.

The rasearch student, with the help of her
supecvisors, separated out several of the ltems as
being more important to the physical well-being of
the patient in the acute hospital setting. These
were included in the computer analysts' account
(Appendix F) but no significant findings were
reportad.
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8.9.3 The research student continued the analysis of the
observer/co-observer patient scores, separating out
the scores or individual co-observers and comparing

The graph (Figure 8.2) shows Clearly the tendency
of the observer to evaluate the care higher than
the co-observers, It also shows that, although the
correlation between the 2 sets of scores ig poor,
there are observable matching trends in the scores
between the observer and certain of the
co-cbservers, Unfortunately, there were too few
8cores for these observations to be conclusively

f-undation. with hindsight, this ig an aspect of
this project which the research student should have
dealt with more thoroughly. It would also be a
very worthwhile area for further research,

Overall, the data Ccollected in thig study yielded a
great deal of information about the patient care in
the selected wards. in this project it was dealt
with at a Superficial level, but it is clear that
there are many promising areas for further
investigation.

Chapter VIII
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(4) THE OBSERVATIONS
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FIGURE 9.11 The Patient Care Activities Model (PCA's)
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IX CONCLUSIONS

9.0 Introduction

A primary purpose of this study was to take an objective
look at current nursing practice in the hospital wards in
order to identify its present state and to make
recommendations for its future development (vide Chapter
I, 1.1). The candidate focused on the individual patient
and recorded the patient care activit.es (PCA's) involving
that patient. This produced data which fell into 4
categories as shown in Figure 9.1. The findings are
described in Chapters V, VI and VII and discussed in
Chapter VIII.

The observation and recording of the PCA's yilelded data
which were used to provide an overview of the patient care
experienced by the observed patients. This included
information about the number of PCA's, the nature of the
PCA's, the caregivers, the time factor and a quality
evaluation. Limitations in the s~ope of the research
prevented a more detailed study of any aspect of the
patient care, but it was clear that there were many areas
which could have been investigated in depth to produce
valuable information about nursing practice and patient
cara,

9.1 Appraisal of the Instrument

A secondary objective of this study was to evaluate the
measuring instrument. It is claimed by its authors to
have potential usses which are quoted in Chapter I (vide
1.2.2). The candidate proposed to critically assess the
practicability of using the scale for thess and otlher
purpcaes:

9.1.1 To Determine the Level of Quality of Nursing Care

The authors list several uses which can be included
under this heading - to provide information for
administrative purposes, to account for the
execution of a service responsibility and for
sup.rvisor~ to account to administration for the
level of guality of the nursing programme. (1)

From the findings in this study the scores derived
from the measuring instrument are not sufficiently
reliable to be used to determine the level of the
quality of nursing care. Apart from the wall-known
problems of observer bias, the derivation of mean
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scores from an ordinal scale is open to question,
and the use of an undefined standard of
measurement. All these shortcomings would lead any
reasonable person to doubt the authenticity of the
scores.

To Identify Strengths and Weaknesses

The authors suggest that the scale may be used to
identify strengths and weaknesses in patient care
or to determine the effectiveness of changes in
programme, etc, (2)

In the opinion of the candidate the Qualpacs
scoring system could be used tor this purpose, but
only by a suitably qualified team of trained
cbservers with an agreed standard of measuremant.
The effectiveness of tbeir obse. rations would
depend upon their nv ncwledge and their
ability to interpre ores in the light of
their experience. 1. ‘hey would be able to
identify the strengthe .iid weaknesses and determine
the effectiveness of change, using the scoring
system to support their opinicons.

fFor tEducational Purposes

The authors alaso suggest that the scel:: can be used
for educational purposes, to alart personnel to
often-neglected elements of care and as a teaching
ald to improve alertness in observations. (3)

As an educational instrument the candidate hellevaes
that Qualpacs scale has a great deal of potential.
Ir giving staff or students guidelines and the
opportunity to cbserve and evaluate patient care in
thelir wards it would help to develop skills in many
areas. It would develop thelr ocbservational
skills, increase their awareness and understanding
of patient care, particularly from the patient's
point of view. It has the distinct advantage of
being able to be used without interrupting the
routine of a busy ward, and of producing ample
material in only 2 houls of observation. Under the
guldance of a tutor and with the goodwill of the
ward sister, both trained staff and student nurses
would derive benefit from using this wmethod of
examining nursing practice and using their findings
as a basis for further discussion and the
introduction of appropriate educational programmes.
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Convenience

Not much has been published about the use of
Qualpacs in this country. The candidate found it a
very convenient instrument to use, as mentioned in
9.1.3 above, and because it is presented as a
manual clearly intended for this purpose. However,
there were shortcomings:

i) The scale in the appendix of the manual did
not clearly separate out the subdivisions of
the items. For this project the research
gtudent set out the items of each subsectior
on a separate sheet. This made it easier for
the observers to manage in the practical
situation.

ii) sixty-eight items were not easy to sift
through when rating interactions. For this
study a checkliist was provided which was
helpful to the cbservers, particularly in the
earlier observations

iii) The cues were clear, but gave only clues to
best care. The research student drew uon a
modified cue sheet which gave examples for
both 'best care' and 'poorest care'.

iv) There was no interpretation of the scores. In
this study th. student devised descriptive
labels for the various levels of scores (vide
Chapter VII,7.3). This was not intended as an
interval measuremen®, but was purely a
descriptive device, and it simplified the
discussion of the findings in this section.

The Methodology

i) Qualpacs has been designed to evaluate care
while it 1s in progress. 1In Donabedian's
terms it is a 'process' model (vide Chapter
11,2.3(69)) and in research terms it uses the
observational method.

The observational method is one of the oldest
forms of gathering data and has many
advantages and disadvantages. The effect of
observers on the situations they observe has
long been a matter of debate. Kerlinger says:
tIndividuals and groups seem -o adapt rather
quickly to an observer's presence and to act
as thay would usually act "(4) In this study
it was difficult to know how the observers
affected the patients and staff. They workad
in the wards as clinical teaching sisters and
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most of the ward staff knew them and appeared
to accept them. The doctors sometimes made
remarks about their presence in the ward and
seemed to be more aware of them than the other
people, who usually ignored them, Further
research would be necessary to measure the
impact of the observers on the staff and
patients in a study such as this one.

Qualpacs uses a numerical rating scala, which
is "perhaps the easiest to ....use, In
addition, because the numbers may represent
equal intervals in the mind of the observer,
they may approach interval measurement." (5)

Also, it is a graphic rating scale. These
nare probably the best because they fix a
continuum in the mind of the observer. They
suggest equal intervals. They are clear and
easy to understand and use." Guilford says,
nThe virtue of graphic rating scales are many;
thelir faults are few." However, all rating
scales are prone to constant or biased

error. (6)

In this study the recording and rating of the
observations was not difficult. Some of the
co-observers remarked that they found it both
interesting and enlightening to observe the
patient care. Some, hovwever, were very
critical of what they saw and it seemed as
though their opinions me wwe influenced
their ratings toward s of severity." On
the nthe. hand observs .o-oObserver
comparisons suggest that the main observer may
have exhibited 'error of lenisncy'. Thus
both these errors of bias may have b=sen
present in this study to invalidate the
£indings.

The authors of Qualpacs refuse to define the
gtandard of measurement because, they say:

- persons knowledgeable in the field identify
gimilar observable examples of " care
provided by a first-level staff nurse";

- there is genaral agreemant about nurse
actions that make up this standard of care:

~ there is high inter-rater agreement between
Qualpacs and the 8lator scale using the same
standard of measureme-t;
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iv)

- delineation of the many elements and
patterns would be so involved and lengthy
it would become unusable.(7)

They cite many example to support their
stand, and although they recommend that thire
should be 2 observer-raters who should study
and practice together their emphasis is on
their mutually supportive function rather than
on their training and correlation of
scores. (8) The authors stand firm in their
assertion that "nurses competent to judge the
quality of nursing care displayed in
nurse-patient interactions hold common
conceptions of care expected of a first-level
staff nurse."(9) "Findings from various
testings of the scale have demonstrated that
there is high inter-rater agreement in
measurements of the gquality of nursing
care."(10) For these and other reasons they do
not define the standard of measurement.

However, Polit and Hungler say,"If persons are
to become good 'instruments' for measuring
observational data, then they must be trained
+o observe in such a way that accuracy is
maximized and bilases are minimized. The
training of observers is a crucial phase in
the preparation for a study and should not he
neglected."(11)

In this project, the observer received no
observational training. She carried out the
observations and in order to test the
reliability of her findings suitably qualified
nurses concurrently rated at least half the
observations. As nurses engaged in clinical
teaching and accustomed to agsessing the
perfuormance of student rurses, while not baing
trained to use the instrument, these nurses
were judged to be compevent for the task of
evaluating the guality of care, Thelir scores
were intended to form a basis for comparison,
elther to substantiate or to invalldate the
observer's findings.

However, a comparison of the observer's and
the co-observers' scores, while showing that
the observer's scores were more consistent and
more lenient, was inconclusive. Thus, in this
study because there was no definite standard
of measurement the scores lacked credibility.

calculation of the Qualpacs scores is
stralghtforward, but it is based on the
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assumption that the scale has equal
intervals. Thus the derivation of a mean
score from an ordinal scale may also have
contributed to the lack of agreement between
observer and co-observer scores.

In the opinion of the candidate, the instrument may be
used for educational purposes and, with careful control,
as an alid to identify strengths and weaknesses in patient
care. However, the patient care activities (PCA's)
recorded by the observer yielded consliderably more
quantifiable data than the scale. It may be of more
value, in determining the level of the quality of nursing
care, to rely more on the observation of PCA's and to use
the scale descriptively, or even to rate the PCA's
directly on a 5-point scale.

9.2 Conclusions
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one of the aims of this study was to identify from the
observations, the current state of nursing practice in the
wards. (Vide Chapter I, 1.1) Intormation about the
current state of nursing practice in the wards at the time
of these observations, has been described and discussed in
the earlier chapters, and may be summed up as follows:

- ‘l . e 7

9.2.1 The wards were never full. The reasons for this
were not investigated, nor the effect on patient
care, but it is probably linked to the crisis in
the hospital services which has existed for some
years (12)(13) and an indication of the effect of
licio-oconomic factors on nursing practice at that
time.

¢g.2.2 Patient classification as described by Abdellah and
levine affected several areas of patlent care. (l4)
Patients in the ward were not in need of intensive
care or of long term care in this setting. They
wera clustered according to diagnosis. Their
condition influenced their position in the ward.
Thus nursing care tended to be specialised and
included modified progressive patient care
principles.

9.2.3 Interactions with the patient were ssen to be
brief, rarely lasting as long as a minuta, probably
in keeping with the task centred approach in the
wards at that tima.
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9.2.6

Thus,

9.3

Quantification of the PCA's showed that
monitoring/observing/investigating the condition of
the patient were the most common and treatment
activities the least. This is discussed in detail
in Chapter VI, 6.1, while 6.4 describes which of
the PCA's belonged to each group of caregivers, the
‘division of labour.'

This section shows the major role played by the
student nurses, ward sisters and ward maids in the
patient care, and also how many other persons are
involved in various aspects of patlent care in the
wards, With this splintering of patient care a
feature of current nursing practice is the
necessity to function cooperatively with other
caregivers and to coordinate all thelr activities
for the benefit of the patient. It also highlights
the trend toward the specialized functioning of
caregivers in the wards at this time, eg.
stomatherapists, electrocardiograph technicians,
librarians, etc.

Also in Chapter VI, 6.3 dealt with the time element
of the PCA's., From this a picture of the ward
timetable at that time emerged and the flow of
PCA's through the course of the morning were
described.

An attempt to measure the quality of care using the
Quality Patient Care Scale revealed that the laval
of care was average or above average, naver below.
Of the nursing staff, the stomatherapist, the zone
natrons and tha student nurses recaived above
average scores. However, these scores ware
unconfirmed and these findings were inconclusive.

it can be seen that the observations produced a

quantity of information about nursing practice in the
wards, limited only by the restricted scope of the study.

Recommendations

In Chapter I, 1.1 it was stated that there was no
established aystem in the wards for measuring the care
being received by patients. The .ntention of this project
was to teke an objective look at current nursing practice
in order to ildentify its present stats and to make
recommendations for ite future developmant.
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Based on the findings in this study, the research student
believes that an evaluation system could be introduced
into the hospital as a series of observational studies,
using the Quality Patlient Care Scale manual as a guide and
tool because it contains a great deal of useful material.
The rating scale may be used, but only as a support to the
main study.

‘"he student has drawn up a model, Figure 9.1, to illustrate
the form she would suggest for the observational studies.
They focus on the individual patient, and the patient care
activities (PCA's) are observed and recorded. 1In the
experience of the research student a great deal of useful
material can be derived from the observation of PCA's.

It would be important to lLiuve a small trained team of
observers, 2 - 4 would be enough, to decide on thelr methods
and standards and to make decisions about the significance
of their findings. The team would have to come together to
plan and coordinate their work. They should approach the
wards with consideration and tact and may possibly carry

out observations alone in order to avoid becoming a threat
to the ward staff. Findings should be dealt with in a
non-threatening way if the system is to function smoocthly.

The method advocated in the Qualpacs manual for carrying

out the observations has many advantages. It can be used

on a time sampling basis, with two-hourly observation periods
producing much useful material. It can be used without
interrupting ward routines. Because it focuses on individual
patients, it can be used in almost any setting, ranging

from the sophisticated urban hospital to a small cottage
hospital, to produce information about patient care

relevant to that setting.

The introduction of such an evaluation system into the
hospitals could be of enormous value to the health services,
and the potential uses of such a system are manifold,

for example:

- To form an ovpinion about patient care and to
act accordingly.

- To be used as a method of performance appraisal
in any unit, both for ward staff and for student
nurses.

- To examine nursing practice and make recommendations
for improvement.

- To examine ward timetables and make changes for the
benefit of the patients or staff.

- To create an awareness in staff of all the dimensions
of patient care.
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Such a hospital evaluation system could be used by nursing
management to identify strengths and weaknesses in patient
care, and as a means of motivating hospital staff towards the
improvement of patient care. As an educational aid, it can
be used by clinical teaching staff to help student nurses

to improve their observational skills and to gain a deeper
understanding of nursing practice. The Qualpacs rating scale
can be used to provide a quality score, or it may be possible
to rate the PCA's directly, using the same S5~point ratings

as Qualpace and the standard of measurement advocated by

the authors of the Quality Patient Care Scale. Despite

its shortcomings, Qualpacs has many good qualities. It can
be used effectively provided its deficiencies are kept

in mind.

From her experience in carrying out this research project,
the research student has formed the opinion that there is
great potential for the improvement of nursing practice in
the introduction of a patient care activities (PCA's)
system of evaluation into the hospitals.
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APPENDIX A: The Quality Patient Care Scale Items
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srcovding W tha tllat Un smitcstion s on Ye mtiae.

i by W patiers 19 repmiaied to quickly

Hrdieal Seesils 13 sserial ast la TElAMEh B pAAIER'S pareaml
yiow wd eadiig Swirenad.

Palies! ard sernlesi semis 1a eurvial ek dewrley tosemants sed
Rreisl prooaiwes.

PwirTEmn 18 nl«mm Wit givid e petler & fesllmy of
toirg sels and serwrs

utn‘mmmwmummmmm
himsei! or othaes.

Motabl totad tafnigus Der cala Shdnlstrstion of sadisstiers ard
peemtars] fivids irn sarriad swt.

m - Csmmiatien en bl of Um petiet,
{eslime, and svmepts shout
m claarly u'| dpoedh @ wnlleal arad pn-dl_l par el
P&u ' providal with % ommrunivy ler recigmmoil eswRnlant ion
mrairg sall,

10eat, lacta, and wroepts Sheat tha patisnt are elearly eowmmicstad
in dharting.

¥nll-developed nursleg esre plard A satihllied and irenreested
imo mrEing Aasigrmeans.

1 ﬂp!{! - Mtions diteted tomsd motisy peydosctal
pﬂlmll an samiers ol & g,

16. Pationt &8 8 motor of & Gty tewives wanth, intarest, and
steention tnm the sralf.

17. Patiant teceives Lm halp necessary o acurpk limits on his
tehaviour that are sxnential to grog wellare.

18, PaLisMt Iseives e uutegeent Lo particljmts In oF to plan
{or the groam's dally activitine,

19, The menier of the gvoup 1e provided with the ogortunity to sseme
romoraibhility accnrding to his cepability.

20. maf! prorossls for petient activities appwopriately reflect
tmerests and nowmis of the group webaers.

21. Petiam is Melpsd to verk Mo swotione in 8 socially scospuibla
why within the gragp.

21, Pyaise ded recognition ace given for schisvemant souwding to
trdividus] rerds and with resjert for othess in e grouy..

2). Ta rignts wl Integrity of the group mwetar ars prowscted within
the roup Btructure.

™V G - Acttone that mey be ditected towmrd mbetirg o ithas

sl or ptwelcal nemts of the patient or both &t the seme
N, Mtiea tecelves iratIuction 58 rEceseary.
0. Putiwt and lmnily age imolvert in plannirg for care ardl trestemt .
41, Pattova’s sonaitivitiwe Gedd right o privcy are protectad.

42, Putiam s helped Lo Soompt depwenh
o s rontition,

o/ Aredegp & Agprom Lite

43. fesasves within the atlisu are utilisedt w wovide e petiam with
apertunities for prablee slving.

4. mtiam Is given (roekm of cholice In activities ol daily livieg
vhwrwvar poosibie dral within patient's ability to mae obics,

8. Mttwa s srmxsuragpad 1o take part LR activities of duily livirg
thet wiil stimslats his potentisl for positive peychniogluil growth.

[ B g:wun are sdupead o physienl ard reivtal eapabllitiss of
o~

11, arstry cars i Miaad to patiant's Joval wd pees of dovelcpswiine.

4. Diversichal ard/et trasweim sctivitiss irs mids Bvallible w W
patient soewding to Nis repabliitise kel nands.

19, Petiont with sdow ar Wwhilied pmlowarse Le sosipesd wrd
v apedd .

M. Narsiry sace aals s setablisind ard betivities parfocead wiuech
rocrgnies nvl BaTort the tweapiat's plan of oars,

8. r‘numm with the patlent 1§ within Iremek of tha tharapsutie
plan,

$2. Close cheervetion ol Uw petierk 18 omevisd ot with Ainiml
disturhance

11, feapwes o tha patis 18 appivrlste in escgerwy slistions.

1 M Care given te gatiem rellscta
ative smreaibliity indlostive of prolsssianal
smpectations.

$1. Declslons Uwt are made by Mall redlect kewwlsdge of Paetw wd
ool gt ,

§1, Brideme ded) 18 glmnmrd
instght lmhq-pnblﬁulmdldmm

[1B in care ol care plamd reflect continuoos evikluation ef
romilts of murstig cars.

€8, talf are reliabler follow twomh with responaibllitist (et tw

Pattirant looidents e the patimt's hauvicur during interoction with peiiant 's oare.

naft ace somritsly repctsd
nalf partinime in eonfereoes eomerning patlam ors,

B Iactive costmniostion and guod relatlicoshipe with othar dieciplinss
within the hoapital are setshlisied for the patient's bemelit.

Patisntty neadle orw Wi tive uss of relerrila; both to dwp-
sctwarts 0 tha loepital and to sther camunity sgpencies.
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8. Assigrad staf! hesp informad of the putlent'n cordition ard
vher sabrmta .

€], Care given tha lont rellects [lamibility in rules ard reg-
ulation &8 irdicatad by imitvidual pmtl rnda,

5. Creanisation and marsyerant of mirsing setivitisa ref\sst dsa
oongiderstion far patient neads,

1

o
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APPENDIX B: Preparation for the Observations

B. 1 The Cue Sheet

QUALITY PATIENT CARE SCALE
PSYCHOSQCIAL 1 INDIVIOUAL

ACTIONS DIRECTED TOWARD WELTING PEYCKOIOC | AL MEEDS OF INMBIVIDUAL BPATIENTS

1. Bariemr Rgegives MNumeg's Fuug Atrgurign {0)
=PATIENT 18 APPROPRIATELY RESPONDED TO, VYEABALLY AND WOk ERBALLY,
WITHOUT BEING ASKED TO REPEAT PHRASES,

= STAFP ASSUMES POSITIONS THMAT wilt AID N CURCRVATION AMP COMMUMICATION
witTu PatiEnty,

- ComvEimgavion OoF STArPF g RESTRICTF, TO PATIENT REZCE'VING CARE,

= TUISTIONE AREL PORID wrICM EMCOURAGE PATIENT TO EXPREIS FLELINAS,
- EviOTHCE 18 GINCNK OF ANMTICIPATION OF WKIEDE OF PATIENRTY,

2, P..s.;.x.u.x_u_nuxu.a_o_g, peoatyn) Ty 19 Exepatn Wig Fregingg (0)
- ACIAL EXPRESSION OF STAFF IMDICATED IMTEREIST

IH AMD UNDEASTANDINS
QF PATIENT,

- Patignt 18 21w: TIRE TO TALK,

~ Comvemgation 13 ENCOURAQGRD 8Y BRIEF COMMENTS OR LEADING QUEOTIONS
TO LET PATIENT KNOW THEY ARE LISTENING AND INTEANESTED.

“ CORVERSATION 18 TERMINATEDG Ik SUCK & MAMNER THAT PATEIENT UNLRETANDS
BEASBON FOR TERNMIMATION, LEAVYING PATIENT wilTH AN APPARENT ISILIQQ oF
QATIBFACTION 280UT OISCURSION (Juollnl FRAOM ®I8 EXPREESIGN

3.

A A 0 4141 N . E N £ N E B nEt i,v‘iv:i (0)

= STAFF SPTAR CLEARLY IM A SOFT, P PLQANT TONE OF voige.

~ PATIENT 18 CALLED BY MAME, AND CLEARLY SIVEN WAME OF HURSE.

o CAYING PATIINTE ART SHOWH PATIENCE ANO UNOERSTAMDINGS (vemmarrLy
AMD NORYEABALLY)

o PATIENTE ARE APPAQGASHER WITH A SMILE ARD CHECOURARING wORO,

« PATIENT 18 GIvEN GPPOATUNITY TO YEPRALIZE NEECDB.,

A,

= WITHDRAWN PATIERT |8 MELPLD TO COMBIDER VARIOUE HEANS POR INVOLVE=
HENT OA [ MTERACTIONS wiITH OTHEAS,

w KTTENTION OF PATIENT wHO 18 TEASING OR INTEAPERING WItH AGTIVITIES
OF OTnERS 1§ REODIMEETCD,

« PATIENT wNO ATPUSES EXAMENMATION OR TRCATHCMT I8 MGLAED TO THINK
TIROUEN YARIOUS ALTERNATIVES,

= Ex htssi6ns OF NOSTILITY ARE ACCEPTEO) OHANGES THAT GAN BE HADE
ARE, EXPLANATIONS wi!Y SOME TwiNQS CANNOT BL CHANGED ARE QIVEN]
INDICATIONS ANE QIVEN TO TWE PATIENT TMAT TME WURSE IK INTERCRTCLO
IM KEMOWIMQ® Tut PATICNT'S FECLINGS.,

- Starr COMNUMICATES [N AN ACCEPTADLE MAMNER, DIBLIRE OF ASUBIVE
OR PROVOKING LANSUARE OR BEmAVIOUR, .

5, Apeaqextacs ‘cvian iy Tasga in Ruarodsk 1o AnxikIv of Disrscas (071)

o« LEAGING Q¢ sTIOWHE ARE ASKEOD TO GUTEAMIMNE WHAT TME PATIEHT XNOWS
AGGUY THMERAPY AND T0 ALLOW MIA TO EXPRESSE FLAAS.,

w TiMg 18 SPENT wiTH THE PATICNT O ARRANEGEMENTS RARE TO WAVE ACMEONE
ELBE BTAY wiITH THE AMXIOUS PATIENTY,

o PHYBIFAL IHDICATOAS OF ANMXIETY ARE NOTEO.

- PA?I!NT'I REPEATED MREPERENCE TO A TORIB 18 HOTED AND RE I8 CENGOURAQJED
0 piscues IT,
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B. 1 The Cue Sheet (cont.) Page: 2

2

iny Rpgeives ExepawaTion awg Yeaway Rragsymangg wigh NRCOEQ (o/1)
RIATHEMT OR WURSING=CARE ACTIONS ARL EXPLAIMED AS APPROPRIATE,
= ATTZMBTS ARE MABE TO DESCRISE KIND HF SAIN OR OIBGOHFORT PATIENT
MAY TXPEGT, IMCLUDING ESTIMATED DUVATION AND wHAT wiLL 8C BONE,
AMD WMAT PATIEMT CAM 0O TO ALLEVIATE PAIN OR BISTRESS,
w PATIEMT I8 WELPED TO EXPLORE AMD UNGERETAND WHY WE PEELS OR
REMAVES A3 M DOCE TOWARDS OTNERZ, TOWARDS WIMBELFP OR TOWARDS
Wis ILLRESS,
= COMMERTS ARE MADE TO RIASBUAL NIM OF S18KE TOWAADS WELLMESSE,
« PATIENT ©8 TOLD wMEK BTAFF ARE LPAVING AND wHEN THEY wWilLlL RETURN,

7 ?Axxxax_n11LL1L1__11Ln{1*1_x11n_ﬂLL1nLz_lxlsninl_lﬂxaklsl_LnaA

un.unmr.uu
NURRE=PATIENT RELATIONEXIP '8 FOOUBED CN PATIENT 'S IHTERERTS,

« APPROSRIATIL FOMNG OF ADORCSS ARE UVSEO BY BOTH RATHER THaAk INX
INAPPROPRIATE TMOCARING TEOME,

- MONOPOLY OF TINE OF TITHER PATIENT OR MURSBE IS5 AvVEIDED,

= PATICMT CONSIDERI NG ALTCRNATIVES 18 LEBTERES TO AND CHNQOGURASES,
BUT ALLOWED TO »-(C OwN BECIBION} STAPP I8 NEITHER AUTHORITARIAN
NOR PATRONIZING,

8. bag walpgaaTies st 4 Meuage pr & famiiy  (0/1) :
o CARL AND TREETM * 4T TIMES THAT witiL LEAST INTERFERE WITH !
vigITInNG FAMILY FRIEMDS.
~ Famivy 13 Enco. 10 1O PARTICIPATE IN GARE OF PATIERT,

e« PatTignT 18 AS818T20 TO MAINTALN commyunICATI'ON WITH PRIENDS AND
COLLEASULS - COMFORTARLE AETTING POR YIBITORE, MELA WITH TELEPHONING
PLACE AMD MATEZRIZLS FON LETTER wRITING, PROHPT RaAIL DELIVERNY,

e RulLts ARE ABJUSTES YO MEET SPERIAL NECODE OF PATIERYT OR FAMILY

9. mew (o/1)
- PAtIENTS RELIGIOUS PLEIEPS AND PRACTICES ARE ATRFEGTES,

o RELIGIOUS ARTICLES ARE MAMDLES wiTH RESPECT,

« PASTOR 18 PRORPTILY CALLED wMEN PATIGENT wiISHEE TO SEE HIH,

o ABSISTANCE (3 OFPERLD AWD PATIGNT Ig ENGOURAGED TE ATTEND THE
SERYICES OF Mig FAITH AVAILABLE T WIR, wiTHIN WIS LIRITATIONE,

ﬂo-wmwww (o/1)
- ATICNT wMd AEFUSES TO TAEKXK 18 VYIBITED PREGQUENTLY BY NURSBE wHD

DIEPLAYS IMTTREST AND 81VvEE ASSumaneg OF 'Brine Tzat',

w WILLINGHESS TO UMBEABTAND PATIENT' POINT OF VIEW 18 GOHVEYED IN
RELATIOR 10 .LPUBED ACTIVITY OR TREIATMENT,

= PATIENT wiO® TURNS AWAY OR Snouts ™G0 aAwAY”™ I8 RERAINED WiTH,
SPOKER TO0 QUIETLY AND MEABBURINELY, AMO MELPRD wWITH RESOLUTION
OFf WERED T0 RTJEGT ATTENTION OGFFCALD,

= ATTEMPTS ARL WMADE TQ WNELP PRTIENT UNSERETAND REASORE FOR RURSE 'S
ACTIONS OR TREATMENT,

w BELL IS ANSWERED PROMPTLY AMD WITHOUT mOSTILITY DEEFITE FREQUENOY
oFr dtmanDs,

11.EL%LLII_BL&LL!LL.Qll&_llll.EEBEMELk&l&l.ﬂlllﬂ_&lﬂ-ﬂLLLLL& (D)
ATIENT I8 CARED FOR witTN KINONCSS AWD WELPPULNESS,

o |3 ENMCOURABED 10 MARE CmMOIBCE ANOUY ualuv CARE AND ALLOWED 11:HMR
10 MAKE DECISIONS AND ARESPORBES,

« REQuCsts AND NCEOS OF HMOPELEBSLY ILL ©% OVING PATIENT ARE MET WITH
TME $AME INTEREST A3 OTHEIR PATIENTS,

e MEaANS ANO OPPORTURITIES FOR COMMUNICATION ARE MAOE POSSIBLE EVEN
FOR PATIENT WwiTH COMMUNICATION PROBLEME,

e PHYSICAL MOVEMENT OF PATIENT (3 MAHAGED 80 THAT MINIRAL STAAIN I8
cAusto,

e PATIENT wiTH PERMANMENT 800Y DEFECT 18 CARED FOR IN THE SBARE WAV
Ag OTHER PATIENTS,
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B. 1 The Cue Sheet (cont.) Page 3

12, HEaLTuy AgepeTg or Tug PaTigny's Pgmgouap)ry ang Yrittyge (0/1)

= PATIENT RCCCIVES GUIOANCE I RESOLYING A PROBLEM TO DECAEASE
FRUSTRATION OF IMDECISION,

~ OPPORTUKITIES ART PROVIDEG FOM PATIENT TO RECEIVE BATISFACTION
THAOUGH MELPING OTHERS,

~ PATIENT'S ABILITIES ARE POINTED OUT, WHILE FOCUS ON HIS
DlsAsILITIES A8 AvOIDED.

« PATIENT 18 EWCOURABED AND MELPED TO ENLANBE HIE KNOWLEDBE IN
AMEAE OF InTEREST YO NIMW,

P Py

- Paticent's stust OF wumoum Ig r 'MIEO TO IH AH APPROPRIATE WAY,
« COmFERSATION I8 DIRECTED TOwWAS CoAMign,
13. An trnq!r!;n! gr Tmyst, Agctrran , ang Rpgeps { L RAY

Inih Poygf, PRpstigr ang Aytwonme_.y
= PaT1EINT 1y TRUSTED IN AS MANY WATS AS POSSINLE,
- ME 13 ALLOWED TO PFPFORM CARE ACTIVITIES WITHIR KIS CAPACITY,
« PATIENT 13 ALLOWE® 'O - RESS KIB OPINIONE, AND RESPECT FOM THEM
RCFLECTED (M WIS MURS! Anme,
e WITHROLOI NG TREATMENT ARE I8 MOT USED TO MAKE HIM COOPERATE,
- PaTi1Ent's COMYERSATION . ACTIVITIES ARE NOT HEEOLESSLY DISMUPTER
o INAPPROPRIATE COMMENTE OR ACTIONS BY TME PATIENT ARE OUIETLY
AND TACTFIULLY OLALT wilh,

14, Appmoerpiatg Toricg rom Comypmaaviom ang Cuoggn (O)
~ TOPICS OF KNOwh INTEREST T0 THE PATIENT AREC INTROOUCED
- fatitnt 13 EMCOURAQGLD TO TALK ABOUT PERSOMAL IHMTERCETRE AND
ConNCERNS,
« COMVERBATION IS SUIOED 0 MEUTAAL OR PISITIVE BUBJEST [P AAGUHENT
$2LNS 70 BL OEVELOPING,
= Discussiong ALL. 13TIC TO PLANE FON AMD FECLINES ABQUT THE PUTURE

ARE EMCOURAAIOD, wHETHMER EXPEICTATION RE RECOVLAY, LIRITATIONS OR
PEATH,

15, gnl.ﬂaiﬁnlilili_ﬁl_ﬁLllBlfgfffﬁl.ﬁAll&lIF11_5A51£T5§1_¥L1n_ln£
Ang RERRCEiruL T oan(®r Af Inl GOuASIOMR ZATi Nl
= HELP 18 BQUGMT IN mMUvING THE PATIENT wHEK NECEBSARY
~ Moving IS PLAYGRMED IN A 8AFL, QTWTLE MANNCE,

« COMYERRATION 1} FOCUSSED ON MATTERSE ABOUT THME PATIEMT ANDG WIS
CARE.,

- PATIENT 13 REFEMARD TO SY wMaME

PATIENT 8 SPOXENM TO (N A wCLL MODULATED vOlOE,

- COMDITION OR PROGMOSTE I8 NOT DIBCUSKFD 1M NI§ PREBENCE,

= ML 18 IMFORMED ABOUT TACATMEMT, IMBTAUCTIOMS OFPFCRED AMO INTEARET
SHNOWN 1M MELPING MIM 70 UMDERETAND

~ 1P 10 UMDELREO ANAEZSTHETIC, ANRIETY AQOUT REING UNCONEOIOUS 18
RECOGNIZEE AnD DiISCUSSED,

w Wil BE REASSUREM +BOUT CORPIDER IALITY OF HIS BEMAVIOUR AND
SORM/ERSATION wHILL ME I8 UNCOMSCIOUS,
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B.

1 The Cue Sheet (cbnt.) Page 4

PSYCHOSOCIAL 1 GROUP

Cane mrcciveo mervecTs RECOGNITION OF THE PATIEWNT'S PEYCHOSOCIAL NEEODS
A8 A HEMRBER OF A GAROUP,

16,

1

17,

18.

19.

20.

a.z%xauu.zau IALE "? , , ,
- OMVERSAZION OF GROUP IE LISTENED YO AHD COMMENTS MHADE THAT

PROMOTE PATIENTS' COMTINUED INTEREST,

EaCu MENBER OF Tn¢ GROUP 18 RICOGMIZES AND ACKHOWLEDGES MY THE

sTarr,

- PATITuTY RECEIVE ABPROSPRIATE IMFORMATION ANOUYT CHANGEE IH 8ROUF
sTRUCTURE,

~ MEw PATITNTE ARE IHYRODUGES TO TME BAQUP BY SKAFF.

o WMEK MORE TuaAN OKRE STAPF MEAGBER 19 wORKINGB wiliTtH A PAYIIHT. THE
PEYIENT I8 BIYEN RECOGKITION AR A PARY OF THAT SAGUR,

&muumnwuuuﬁuum%m&
ﬁLEuLRMLI!sALAqull!IJAL_U QN2 _WELEARL

EASOKS POM GREYING AULLY AND REQUALTIONS ARE IOENTIFIED.

= Gaour NLmBZA RECEIVES WECEESANY EXPLAMATION AKHO QUIDANCE REGARDING
BROUP Alnmg,

~ PATiENTS ARC WELPED YO PLAN ACTIVITIES THMAT INHGLUBE THOSE WiTh
PRYBICAL LIMITATIONS wiTuOUT PLACING UNDUE ATTENTION OM THE LATTER

~ MOBTILE TZPACSEIONS ARQUT LIMITATIONS ARE ACCEPYED, AUT STAFF
ART FIRM AmD CONBISTENTY wHEM MECEBSAKY

~ REagong FOR ZXCLUBION OF AN IMDIYIBUAL FROH A QROUP 13 EXPLAINED
wiTHOUT EMBARRABIMINT 10 EITHER TuE INDIVIDUAL OR SROUP,

EAWMIA&WI_LL(B RILGIPATC Jn 80 10 PLAb FQB
JEL.URQuP 8 RALLL ACD) (LILKY

ATIZNT I8 WELMED TO PLAN AGYIVITIES AND 71ME $CHEOULES
- PATIGNT IS TMZOURAGED TO HAKE PLANE MELAPING OTHERS 1N THE GAOUM,
= PATITINT'S BUSGCSTIONS AND ASSISTANCE ARL HOUBHT N HARING BHANGES
IH PHYRICAL SETTING E,8, FURNMITUNE ARRAMGERENTE, RTC,
= PATIEHT I8 NELMED 1O MAKE ARRAMBERENTS FOR SOME ROCLAL AOSTIVITIZS

ﬂxﬁmzmu;@m%&&nﬂmnm
JEREAIRLLLIT AGSQRRLNG. 19 NLA_SAZARILITY

QARCESIYE PRTIEMT I8 EMCOUNAGED TO STLRVE A8 A HEWMEER GF GOHMITTEE
GIviNg SUPPORY TO CMAIRMANM, QuT NOT 1D YAKE OVER GHAIAMAN'S DOTIES

FOR BEINS® AT THC RIGMT PLACE AT TKE RI&xT TIRE,

Patient I8 ALLOWED TO INMITIATE FACPAAATIONE FON HEALS, VIEBITS ON
BEOTIME wiTHOUT BEINE NEMIMDED EACH fImME,

o |8 ALLOWED TO WELP FTEO OTHIM PATIEHTS,

ﬁu.;ﬂmmx.nn_um
}uun..um.nuu.u_lu. B Lnagas
- MNYOLYEMENT OF CACM PATICHT 1IN SROUP ABTIVITICS If ROTED ANO

BUBTLE MODIFICATIONS BSUQECBYED TO EMRURE APBROPRIATE INVOLVEMENT
oFr ALL
= WAYS OF DIVIOING BROUP INTO SMALL GOMMON~INTEREET QROUPE KWAGESTED
= NEw DIABETIC 18 QUICED IH DISCUSSING wiTH CTHERE THE DIBEASE AND
IT8 MEANMING TO THER,
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PATIENT 18 QIVEN BCHCOULE OF MIS APPOIHTHENTS ANG QIVEN RESPONBIBILETY
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1.

22,

2%,

1

P.LILLBI_.LLHLL:*LH_!,
\:{Aé.'u'l tulu_1sg Gagye

AOUP |8 MELPED TO CSTABLISH GUIDELINES AND DISCUBSION OF EHOTION

m!!!&u:ﬁll { V

The Cue Sheet (cont.) Page 5

, ,
u%imamu.ﬁm“m&mm

LADEN 18SUES 18 ENCOURASED,

HOSYILITY 18 RECOGNMIZED AND ACTIVITIES OFFERED THAT BEHAND
PHYSICAL ENERGY AKD MOVEHENT,

Groumss CONFPINEC TO THME MOSPITAL FOR LONG PERIODS OF TIHE ARE
QUIDED IN OIICUBSING THREIR PLELIKAS ABOUT RESTAICYIONE ANHD
MELPES TO DEVISE ACTIVITICE APPAOPRIATE TO THE LIMITATIOND
tHPOSED.,

FATIENTS WNO HAVE SUFFIMED A CHANGL IN BOODY IHAGE ARE ALLOWED

79 GRIEVE wiTMOUT SEIHE FORCED TO PARTICIPATE 1k AGTIVITIES
SEFORE TuEy ARE AMEADY,

8AlR R uiylon Ase G - ACHISVENEHT AGE L.LM_%S
Lrigual Nogps_ang wiTu REaPEEI £CA OTuEAY 1h INE QARUE )
TAFF MOVYE QUICKLY TO HEXT ROTAVITY WwHMEN "BRAGGAART™ MAB BCORED

A POINT,

- PATIENT 18 HMELPEZSD TO RECOGHIZE HIg ACCOAPLISHHEMT IH RELATION

TO mis ABILITIES AND TwOBE OF OTHERS,

« M{ 1§ BUIDED TO RECOBMIZE ACHIEVEMTMTS OF OTHEAS,
« STAPF DISCUBD AMD NCLP PATICMT TO RECOBMIZE RELATIOHEHIP OF

SHALL ACCOMPLISMMENT YO POTEMTIAL FOR NEXTY (HORI ﬁlPFIEULT)
sTER,

L B8 ARE PROIKGIAR WIUTHIN

YORQATION ABOUT DEATM ARE RIODIRECTED 8Y BTAFF (T ONE OF THE
NEMBERS 18 DISPLAYING aAMXIETY,
THE GROUP AEHMBEZRE ARC IHFOAMED GF THI PROBLEHS OF THE RATIERTY
wHOBE COMDITION LINMTEAFEAESE wiTH wig PARTICIPATION, |
MERTTANY PATHEMTS ARE CHCOUMNAGED 1O JOIHW ACTIVITIES] LESS ADERTY
PATIINTS ARE ASSISTLD wiTwOU? TwE PCRFORMAMCE ACTUALLY BEING
BONE FOR TMEN,

« PROYISION 18 HABE FOR HAIMTAINING CONFIOERTIALITY WHEN PERSOHAL

MATTERS OF THEL PATICNT ARE INVOLVEDR,
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1 The Cue Sheet (cont.) Page 6

e A xipuas PaYlEuIs

£9 EAINEHI 0

- UFFICIENTY TIHE I8 ALLOWED AFTCHR PATltNT'S SMOK INB,; EATIKE OR
ORIMR I M8 wHEN TAKING ORAL TEMPERATURE,

- Euulpntn? AMD MATERIALS ARE ARRANMQED SESIOE DEDR iN A CONVENIENT
POBITION FPOR LEFT~MAMBED PATICENT TO HMAMABE HIS OwM TREATHMENTY,

w GENEMAL HMORMINE CARE OF THE OCPRESSIOD OR WANDICAPFPED PATIENT IS
LIPT TO LAST 80 MO ONE wiLL FCEL PRESSURE OF TIME AWND HMOVEHENTS
CAKN 8C MaDL SLOWLY,

- COLOSTOMY IRRIBGATION (3 DONE AT THE TIME THE PATIENT MOULD P IND
HOST COMVYEMIERT AT MOME,

: -5*"£l *'l.ﬂll Eﬁs

tarr OFFER TO COGHN HMAIR OF PATIEMT UKABLE TO 0O &0 FOR FHYBIBAL
OR FEYCHOLOGICAL REASONE,

w DISTURBED PATIENT I8 KELPED TO BHOWER, EHAYE AMD SELEGT CLEAN
eLOTNES,

- BCos18E ENMVIRONHERT 18 HADE HEAT ANO ORDERLY, BOILED KOWNS
CHMAHQED wnEN HEISLESSARY,

o ASRISSAMCE 18 OFFEAED WITH ORAL HYQIEME,

« DroDOMIZERS ARE PROVIDCD AS IMDIGATED,

M
llélillﬂ-lll LRII

o WITHBRAWAN PATIENY 18 CMEOURABED T0 YTALK OF SELF, INTERESTS OR
FPARILY WHILE RESEIVvVING DIRECT WMURSING GARL,

- Duming CAgw QONTACT STAPF ENQOURASE ANO ALLOW TIHE POA THE
PATICHT UMASLE TO0 SPEAR EASILY TO CONVEY HOME HESBAOR ANMD
REAPORD I AN UNHURRICD MANMNEAR,

o PATIENT I3 EHGOURABED TO OISCUBS WIS PROBHESS WHILE Humse 138
BUSY WITH WiIR 6R MARINS HIB 8C0y ETC,

o PATIEMT I8 ERGOURAGED TO ASSIRT,; EVEM IN A+ SHALL WAY, WITH
PARTICULAALY PAIRFUL OR UNCOHFORTABLE TRELTRAENT,

Eiglll&k_iznzllﬂ I.EELLLEQBTQnAnljj_Als.llxnlLllﬁﬂ_Aﬁl
lﬂllllll.ﬁall%ifiinih
= CTANOBIS 18 HOTED AND STAPF CWECKE FOR POBSIBLE CAVNES,

» MOTTLED TISEUES OVER BOMY PROMINEWCE ARE MOTED, AMD HEABUNES
TAREH TQG FPREVEMT PRESBURE POINT BREARDOWN,
~ UNDEGIMABLE wEIGHT LOSS (3 NMOTEO AKRD INVEATIRATED,

ZHAL GLATSEAL Syt a1 PATLENT L BLLEARLIL 10 QUIAKLEARD

%%%tnr i3 MOVED UP IN BED AND PILLOWS ADJULETERO TG PROVIDR A
COMPORTABLE POSITION AMD QOO0 800Y ALIGHMENT,

w COMPLAINT OF PAIKR OR BURNINMG AT BITEZ OF INPUSION PAROMPTS
IMVERTIOATION FOR INPILTRATION,

w SIOKD OF PAIM AAE MOTED AND ACTION TAKEN TO ALLEVIATE IT,

« RCEPIRATORY TRACT BECACTIOMS ARE HMELFEO BY DIEP BREATHIRG,
COUaHMING OR BUCTIONING,

- 124 -

/\/\M‘-A*/__AM’M"AMM‘ - S e T i el

s Y S,

ey ”

SR NI



Author Jackson G E N
Name of thesis An evaluation of the quality of nursing received by patients in selected hospital wards 1985

PUBLISHER:
University of the Witwatersrand, Johannesburg
©2013

LEGAL NOTICES:

Copyright Notice: All materials on the University of the Witwatersrand, Johannesburg Library website
are protected by South African copyright law and may not be distributed, transmitted, displayed, or otherwise
published in any format, without the prior written permission of the copyright owner.

Disclaimer and Terms of Use: Provided that you maintain all copyright and other notices contained therein, you
may download material (one machine readable copy and one print copy per page) for your personal and/or
educational non-commercial use only.

The University of the Witwatersrand, Johannesburg, is not responsible for any errors or omissions and excludes any
and all liability for any errors in or omissions from the information on the Library website.





