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Abstract 

in response to changes within a refonned health care system, nursing 

initiatives have been sought to redesign the delivery structure of inpatient care 

services to improve the organizaiion and integdon of episodic health care 

management. One such solution has been the deveIopment and impIementation of 

the Care Co-ordinator Mode1 (CCM) on two addt medicine, clinicd teaching units 

within an urban tertiary care facility. 

A quasi-experimental study design was used to compare the outcornes of the 

CCM on two experimental units with a TotaI Patient Care nursing system. One- 

hundred and nineteen subjects were recniited. S tructured questionnaires. archival 

records and an interview schedde colkcted data on the foIlowing dependent study 

variables: patient and staff satisfaction, patient post-discharge rates of hed th care 

senice utif ization, and total unit operating expenditures. 

Results of the study found no significant differences between the two nursing 

organizational systems in reported patient satisfaction or in patient rates of post- 

discharge hedth care semice utilization from pre- to posttest. A significant increase 

in reported satisfaction with job autonomy fiom baseline to posttest was found for 

staff nurses on one of the two experimental units @<.02). However, ail three groups 

of nurses reported a significant decline in satisfaction with job worùi over time 

@<.OZ). Interdisciphary staff on one of the two experimental units reported a 

sipificant increase in satisfaction with the quality of nursing care fiorn pre- to 

posttest @<.05). Finally, study analysis found thaî total unit operating expenditures 

on the two experirnentd units increased by more than 26% during the budget year 

foflowing implementation of the CCM than in cornparison with 1997 cost figures. 



The study highlights the contemporary practice mie of nurses within tertiary 

care centres and provides an initial contribution to our understanding of the 

eficacies of similar work d e s i g n  models. nie implications for nursing practice and 

fùture research are made based upon these study results. 
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Chapter i 

Statement of the Problem 

Introduction 

A cd1 for systernic and fiindamentai refom of the provincial health care systern was 

sounded in the late 1980s that emphasized a sb f i  in focus away fiom the high-end costs of  

t e r t i q  care. towards c o m m u n i t y - b d  prirnary care (Manitoba Health. 1 997). By the early 

1990s, system-wide provincial restru-ng was weii uudmay to enbance the cost- 

e ffectiveness of a beleaguered health care economy. The breadth and depth of these sweeping 

refoms were captured in Winnipeg newspaper headlbes such as: "Medicare systern on 

Criticd List" (The Winnipeg Sun. 1993). 

Nearing a decade of ongoing provincial reforms that have paralleled changes to 

health care systems world-wide. t d a r y  care centres have sustained substantiai reductions in 

bed capacities, length of patient hospital stays, labour forces, and materiai resources; while 

haking witnessed a concurrent rise in patient acuity and hospital readmission rates (Frdic, 

1 992; Kuby & Gad& 199 1 ; Shindul-Rothschild, Berry & Long-Middleton, 19%; Stichfer, 

1994: Taft & Stearns. 199 1). Not coincidentally, the advent of tightening bureaucratie. 

bottorn-luie hospital management has increased reported dissatisfaction with work 

environrnents among the majority of staR nurses who experience continued constraints on 

professionai autonomy, participation in decision-making, and professionai control over the 

content and context of work (Attridge & Callahq 1990; Hinshaw. Srnelzter & Atwood. 

1987; McCIoskey, IWO; Shindul-Rothschild et al, 1996). 

in response to the current clirnate within tertiaq care centres, nursing initiatives have 

been sought to redesign the delivery structure of inpatient a r e  services which enhance 

professional autonomy, and improve the organization and integraiion of episodic health care 
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management One suçh nms@ initidve has been the deveiopment and pilot implementation 

of the Care Co-ordinator Model (CCM) on two adult acute care medicine units, in a large 

uban t e acbg  hospitd in centrai Canada Mernbership on the CCM planning cornmittee 

comprised seven general duty staffnurses, with one education inservice CO-ordinator and two 

unit managers who served as program advisors. Formai approval for pilot implementation 

of the mode1 was granted by the director of patient services, medicine, in July of 1997. 

The CCM was envisioued as a unit-based nursink iededip modd which integarates 

clinical nursing functions, discharge planning, and inpatient resource managemen4 in order 

to ensure a mrdinated, muitidisciplinary approach to total patient me. The 

f a t u m  of the CCM were founded upon a rnodifïed p r k q  nursing care d e l ,  and solidly 

grounded in the concept of differentiated practice which recognizes professionai staff nurse 

expertise based on experience, educatioi and cornpetence (Lyon, 1993; Verna & Oldaker, 

1994). Within the research setting, the widely praceised system of organiziag nursing care 

delivery had been previously based upon a total patient care model. 

As an organidonal system of nursing care delives: primay nursing has received 

considerable attention in the literature since the t h e  of the concept's first inception in 2969 

by innovator Marie Manthey (Manthey & Kramer, 1970). However, ngorous studies 

documenthg the outcomes of primary nursing have with few exceptions, suffered fiom 

considerable methodological and conceptua2 limitations (Giovannetti, 1980; Thomas & 

Bond, 1991). Therefore, the a h  of this study was to provide a s r n a t i v e  evduation of the 

pilot phase of implementation of the CCM with the intention to contribute substantive 

evidence of the outcomes of a p ~ m a r y  nursing-based modeI. The research problem chosen, 

the purpose of the evaluative study and the significance of the research will be addressed in 

this chapter. 



Research Problem 

During the 
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1 997 fiscai year, the research setting reported a 9 1 .8% occupancy of the 

400 adult medical-surgicd beds avaiIabIe. The average Iength of stay for adult acute-care 

medical-surgicd patients was 1 1 -25 days for a total volume of 13 i. 1 77 inpatiem care days 

(The Centre's Annud RepoR 1998)- From 199 1 to 1996, the average length of patient stay 

was reduced by 1 37 days (The Centre's Annual Reports, 199 1 - 1 996). Comparative analysis 

of the hospital data during the years 1 994 to 1 996 reveaied the foUowing trends: ( I ) a decline 

in the totd number of available beds, and average patient length of stay; and (2) a concment 

rise in bed occupancy rates and total volume of inpatient care days. As discussed earlier. 

these trends were neither unique or peculiar to the research setting. However, concems have 

abounded in the literature with regard to the relationship between shortened inpatient hospital 

stay s, increased patient acuity, and higher readmission rates arnong general medicine patients. 

The rates of recidivism have been found to be staggering given thai Arnerican stucfies 

have estirnated 17% to 38% of ali medical patients will experience a non-elective 

readmission within six months of hospitai discharge (Fethke, Smith & Johnson, 1986; Land, 

Wray, Friedland & Ashton, 1982; Smith Norton & McDonald 1985; Schroeder, Showstack 

& Roberts, 1979; Twaddle & Sweet, 1970). Two studies with random samples of 933 and 

2.238 subjects, reported that repeated hospitalizations of patients for the same disease 

accounted for 47% to 60% of the total annual hospital charges. with subsequent readmissions 

costing on average 240h to 55% more than the initial perïod of hospitaiization (Schroeder et 

al, 1979; Zook, Flanigan-Savickis & Moore, 1980). 

Risk factors associated with both delayed hospitd discharges and recidivism among 

medid patients have ban cited in the literature to include: gender, age, marital status, 

incorne, personal heaith habits, patient compIiance. severity and chronicity of illness, 
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inappropriate physician dizignosis and m e n t ,  inadequate discharge planning and follow- 

up, and discharge location (Fethke et al, 1986; Naylor, 1990: Smith, Weinberg-, Katz & 

Moore, 1988; Twaddle & Sweet, I W O ) .  Fethke et ai (1 986) and Robinson, Robinson and 

Lewis (1992) have a w e d  that given the rates and asçociated costs of recidivim, coupled 

with a scarcity of pre- and pst-discharge planning resources, there is an urgent need to 

develop a mode1 intended to identie and manage patients who are at hi& risk of re-eriq uito 

the h d t h  care system, Research has demonstrated that professional nurses who have 

identifiecl planned and CO-ordinated pre- and pst-discharge planning resources for t e r t i q  

care patiemts have effected substantial reductions in both hospital length of stays and 

readmission rates (Ethridge & Lamb, 1 989; Marcfiette & Holloman, 1 986; Winstead-Fry, 

Bomolini & Keech, 1995). 

The issues of CO-ordinated and intepteci systerns of heaith care -ce detivery are 

relatively new in the Iiteraîure, and have arisen due to the followuig: (1) an unprediciabie and 

rapidl y changing practice environment, and (2) di fferentiation among heaith care team 

members (Allred, Arford & Michel, 1995; Stichier. 1994). The provincial movement 

towards system-wide integration and CO-ordination of hedth care seMces was Iaunched in 

1997 with the establishment of the regional and local Hedth Authority Boards (Provincial 

Health, 1997). The CCM was conceived as a micro-levei, organizational change to facilitate 

the integaiion of comprehensive inpatient services through the development of c ~ r d i n a t e d  

communication patterns among diverse team specialists. 

The CCM Mode1 

The overarching programmatic goals of the CCM were twofold: (1) to deveIop an 

organizaîional systern of nursing care delivery that accentuateci the current professional 

practice role of staff nurses in a tertiaty care setniig, and (2) to address the need to deveiop 
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a mechmimi to d u c e  hgmentation of inpatient aire and promote timely and appropriate 

hospitai discharges. 

The CCM is defined as a unit-based nursing delivery system in which qualified 

staff nurses assume the leadership role of care CO-ordinators (CC) for a maximum caseload 

of three patients from the time of their admission to discharge, witb community foliow-up 

as needed The CCcs are formally consultexi to assess and screen patients, wtio at the time of 

admission may present with: ( 1 )  complex health care needs: (2) fiequent hospital 

readrnissions; (3) history of non-aIliance to rnedid treatrnent; (4) may be at risk for 

problematic discharge; a d o r  (5) require palliative c m .  The CC iiaisons with, and co- 

ordinates an inter-disciplinary approach to cornprehensive patient care planning that 

effecbvely addresses present and anticipâted heaith issues. The mechanisrns for co-ordination 

involve: (1) direct supervision of sub-ordinates, (2) verbal communication and 

documentation, and (2) tearn andior famiIy planning conferences 

CCs develop in conjunction wiîh patients and tearn members fandy-centred and 

culturally appropriate care plans. and are held accountable 24 hours a day for nursing process 

outcornes, discharge planning and inpatient resource management. The CCs assume 

responsibility for the seIection and rnentorïng of associate nurses who participate in the 

holistic Gare and management of the CC's assigned caseIoad of patients. The CC may 

sanction the associate nurse to pdorm specific liasioning and CO-ordinating fundons in 

hisher absence. The CC may choose to provide or deiegate direct patient w e  to associate 

nurses, odier CCs. staff nurses and unlicensed assistive personnel but, full accountability is 

retained for ongoing care planning, evaiuation and revision. This accountability is 

uninterrupted from the time of patient admission to disposition of the case. 
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The CCM is operationalized in the following marner. The CCs may be forrnally 

consdted by any professional team mernber. Using an on-cal1 roster system. CCs on each 

expenmental unit will altemate responsibility o n  a weekly basis for responding to formal 

consdts within 24 to 48 hours of receipt. Within 72 hours of the initial consuIf the "on-call" 

CC will assess the patient and designate a CC or place the patient on a waiting list pending 

the availability of the unit CCs. Documentation on the patient's chart indicatïng the 

interdisciplinary plan of care will be completed in writing by the designated CC within the 

stated 72 hours. A label wilI then be attached on the fiont of the patient's hospital chart 

cleady communicaMg the name of the designated CC for each assigned patient. Evaluahons 

andor revisions to patient care plans will be assessed and co-ordinated by the CC and 

formally communicated as required by either the CC or associate nurse throughout the course 

of the patient's hospital stay. Disposition of each case will occur foflowing the patient's 

fransfei hospitai discharge or death. However. this does not preclude the CCs from uifomal 

follow-up contact with the patient anaor family. 

The selection criteria for CCs is founded upon the concept of differentiated practice 

and includes the following registered nurse charactexistics: (1) a professional who 

exemplifies proficient or expert Ievels ofpractice, (2) demonstrates strong leadership abilities 

and negotiating skills. (3) exhibits "system sawy" or the ability ta utilize organizational 

protocols and policies to effect desired patient outcornes (4) is committed to onoing formai 

education. and (5) who's emplopent status is not exclusive to full tirne. 

The essentid features of the CCM were based upon a modified primary nursing 

system- as describeci by Lyon (1 993). Histotically. the enactment of a p r imq  nming -stem 

required that: (1) an al1 registered nursing staff provided direct patient care to an assigned 

caseIoad of approximately six to eight patients: (2) primaxy nurses assumed 24-hour 
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accountability for nwsing process ou tmes ,  and (3) al1 patients were assigneci a primary 

nurse upon admission (Hegyvary, 1977; Richard & St- 199 1 ). 

The CCM ciiffers on four important aspects when compared to the traditional system 

of primary nursing: (1) unlicensed assistive personnel function as technicd assistants in the 

provision of direct patient m e ,  (2) the CC is accountable for nuning process outcornes, 

inparient resource management, and multi-disciplinary discharge planning (3) the CC may 

use discretionary powers in detennirüng the frequency of direct pati-ent are, and (4) al1 newly 

adrnitted patients are screened to determine the appropriateness of assigning a CC. Manthey 

(1 988) and Zander (1985) have argued thar the adaptation of a second generation of prirnary 

nuning to staffmVc patterns will not threaten the system's integrity as long as the issue of 24- 

hou  professional accountability rernains unchangeci. 

William James cited by Canfield, Hansen, Rogerson, Rutte and Clauss (1996) is 

quoted as saying: "A new idea is 6rst condemned as ridkù!o- and then dismkxi as trivial 

until findly, it becornes what everybody knows." Primary nursing is not a new concept. 

Since the concept's inception nearly 30 years ago, a rnyriad of descriptive reports and 

anecdotai evidence have suggested that the implementation of primary nursing effects 

ùicreased quality and conhnuity of patient are ,  irnproved staff and patient satisfaction, and 

has been purported to be cost-effective (Binnie. 1987; Lathlean, 1988: Pritchard 1 993; 

Thompson, 1 990). However, a review of the fiterature presented in C hap ter three, found that 

limited attention has been placed on ~ ~ O ~ O U S  comparative and non-comparative research 

çhidies of primary nursing (Blair, Sparger, Walts & Thompson, 1 982; Carlsen & Malley, 

198 1 : Gardner, 199 1 Giovannetti, 1980; Jones, 1975; Marrarn, 1976: Perala & Fientinen, 

1989; Ventura, Fox, Corley & Mercurio, 1982). intelligible interpretation and synthesis of 

these published studies has been complicated by the multiplicity of research designs, 
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variables, instrumentation, and senings utiIized. These studies have produced widely 

inconsistent resuits and with few exceptions have suffaed fiom methodological limitations 

related to s m d  sampfe size, undisclosed inshument reliability and validity, and lack of study 

p u p  comparability. In addition, dl reviewed research on prirnary nursing, when disclosed 

by the ùivestigator(s), was found to be based upon the traditional, rather than a modified 

approach to organizing primary nursing care delivery. These factors indicated a cIear 

imperaiive for a more rigorous evaluation of a primary-based, nursing care delivery model. 

Purpose of tbe Study 

The changing chnate within the health Gare system has necessitateci the exploration 

of clinical innovations sirnifar to the CCM which are intended to redesign the delivery of 

inpatient care services in a comprehensive, integrated and cost-effective manner. A revieui 

of the fiterature failed to yield either descriptive reports or empirical evidence refated to the 

outcomes of a similar modified primary nursing model. Whether an apptied mode1 is 

borrowed or created, nursing pro fessionals are cautioned against adopting prernature 

innovations pnor to a systematic evduation (Armstrong & Stetler, 1991). Therefore, the 

purpose of this study was to provide a summative evaluation of the outcomes of the CCM 

on two addt acute care medicine units in cornparison with a Total Patient Care nursing 

system on the following dependent variables: (1) patient satisfaction; ( 2 )  staff nurse 

satisfaction, (3) interdisciplinary team satisfaction, (4) patients' post-discharge rates of 

hospital readrnissions, emergency room use and unschedded physician visits, and (5) totd 

unit operating expenditures. The data coliected fiom the sununative evaluaîion are intended 

to provide the CCM planning cornmittee with the needed information regarding the value of 

the program and contribute to decision-making regarding the program's continuation, 

termination, expansion, or contraction ( H m a n ,  Monis & Fitz-Gibbon, 1987; lngersoll, 



Bazar & Zenter, 1993; Johnson & Olesulski, 1995). 

Significance of the Study 

The persistent gap in outcomes r-ch of innovative care delivery approaches has 

been identified as problematic in the iiterriture (Allred et ai, 1995; Heaman & Loewen, 1996). 

The discipline is only now beginning to recognize this growing research imperative- In the 

absence of empiricd evidence. the merits of my clinical Liovation rernain nebuious. The 

redts of this study d l  not oniy be brought to bear on the program but, ma). also have 

impfications for a wider audience in nursing administration, eduation and research. 

Firstiy, the fïndings of this study are iatended to be utilized to evaluate ruid revise the 

CCM prior to initiating wider-scaie, clinicd impiementation. The results may pIay a 

significant role in the r e - c o n c e p ~ o n  of the staff  nurse role in tertiary hedth Gare 

sethngs. Hospital administrative practices and policies may need to be reconceived to create 

and enhance organïzational mvironments that support the leadership, autonomy, and 

centrality of professional staff nwses in health Gare service delivq.  In addition, hospitai 

administraiors may use the findings to spawn new and creative solutions to enhance the cost- 

effectiveness of service delivery through reductions in lm-gh of hospital stays and 

readmission rates in adult medicai inpatients. 

Secondly, the study hdings may be incorporated by nurse educators to expand their 

theoretid knowledge of cwent professiond practice models in order to better prepare fiiture 

sra.fhurses for Ieadership roIes in tertlaxy care sethgs. Finaily? the frndings of this study will 

be an initial contribution to the discipline's begianing endeavour to bridge the gap between 

innovative practice designs and outcomes resaxch. in doing so, the study will add to our 

growing understanding of the eEwcies of work redesign modeis. 



The Research Hypotheses 

The specific research hypotheses that guided this study were as follows: 

1. Patients on the experimental vernis comparison unit(s) will report greater 

satisfaction with aspects of their hospital stay after implementation o f  the CCM. 

2. CCs and associate nurses di report greater job satisfaction with the content and 

context of their work environments, post-implementation of the CCM, than staff nurses 

employed on the cornparison unit. 

3. lnterdisciplhaty team members on the experimental units will report greater 

satisfaction with nursing practice following implementation of the CCM, than comparai to 

team memberç on the comparison unit. 

4. Post-implementation of the CCM, patients on the experirnental vernis cornpaison 

unir(s) will report significandy fewer unscheduled physician visits; ernergmcy room visits; 

or hospital readmissions after hospitd discharge. 

5 .  Total unit operaiing expenditures on the experimmtai units will not v q  fiom pre- 

to post-implementation of the CCM- 

Assumptions UnderIying the Shidy 

niere were several üiiplied and explicit assumptions underlying this midy and these 

included: 

1 .  Nursing is a pivotal health care discipline that effects outcomes in patient care 

delivery. 

2. The implementation of the CCM will produce outcomes that c m  be objectively 

obsenfed and rneasured. 
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3. The CCM provides a visible clinicd leadership role for staff nurses that f o d  y 

acknowledges variations in individuai cornpetencies and aptitudes. 

4. The redesign of work environments that faciMate professional autonomy and 

accountabi 1 ity will enhance staff nurse satisfaction. 

5.  The CCM creates a structural and process change to ensure p a t e r  integration and 

co-ordination of tertiary care services to effect positive patient outcomes. 

6. Self-reporthg data provides valid descriptions of nurses', patients' and 

interdisciplinary tearn mernbers' views. 

Limitations 

The a h  of this study is to detemine whether the CCM provides for greater M a g e s  

and inteption of inpatient Gare services to effect positive outcornes on variables such as 

patient and staffsatisfaction, hospital readmission rates and total unit o@g expenditures. 

One limitation which the author has identifiai is that the contributions of multiple Gare 

providers in the tertiasf care setting to patient outcomes, are not distinguished in this study. 

Secondiy, the findulgs of this study are intended to reflect îbe perceptions of 

patients, nurses, and interdiscipIhary team mernbers who participated in this research 

endeavour. Consistent with the methods outfined in Chapter IV, generdkbility of the 

findu2gs is limited. The author proposes that those who rad  this study must make their own 

determinations in regards to the applicability of these hdings to non-acute care, non- 

teaching or rurai seiîings. 

Thirdly. the researcher of this study understands the nuances of the CCM well due 

to her direct involvement on the planning cornmittee. Johnson and Olesinski (1 995) caution 

that an intemal evaiuator may lack the objectivity required to ensure study rigor. Cognizant 

of the need to rninimize bias, the involvement of the researcher was constrained by the 
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following self-irnposed measures: (1)  the researcher ensured that the thesis cornmittee 

reviewed the evaiuation study for potentid bias; (2) the researcher focused solely upon the 

planning and implementation of the evaluation and was not involveci in the rlay-to-day 

operations of the program; (3) the researcher removed herself from ongoing CCM planning 

cornmittee meetings during the &ods of pre- and post data collection; (4) the researcher was 

responsible for the dissemination of the study findings to the CCM planning cornmittee but, 

had no direct or indirect involvement in the cornmittee's determination of the continuation, 

revision or termination of the program. 

Definition of Terms 

The following are the operational and conceptual definitions of ternis used in this 

study. The concepnial definitions were consensually derived by the CCM planning 

cornittee. 

Ooerational Definitions 

1. Patient Satisfaction: Patients' perceptions of how well aspects of their hospitai 

care were provided in accordance with their e m o n s ,  as measured by the Patient Hospital 

Stay R a ~ g  Questionnaire. 

2.  Staff Nurse Satisfaction: Staff nurses' evaluations of the quality of their job 

properties and work environment as measured by the Work Quality index. 

3. hterdisciplinary Team hfember Satisfaction: hterdisciplinary staff' perceptions 

of the degree to which aspects of the nwsing care delivery system met their expectations, as 

measured by the Interdisci plinary Collaboration Questionnaire. 

4. Total Unit Operating Expenditures: Actual unit costs expended on non-medical 

base salaries and general medical supplies. Non-medicai base salaries are paid for regular 

hours worked by registered nurses and unlicensed assistive personnel; and Vary accordmg to 
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staff senionty. Paid regular hours are inclusive of the a d  time worked, sick tirne, 

overtime, and vacation but excludes, paid employee benefits. General medicd supplies 

include purchased costs of dressing trays, intravenous administration sets, Luinary and çuction 

catheters, @oves, needies and syringes, and central he s .  

Conceptual Definitions 

1. Leadership: A process whereby the registered nurse influences one or more 

persons to achieve specific goals in the provision of nursing care for patients and families. 

Leadership is dependent upon the ability to inspire trust and confidence, to influence the 

efficiency and effectiveness of the heaith care team. Leadership involves creativity and 

imagination to generate alternatives and strategies in the provision of patient care services. 

Leadership requires motivating social and organizational transformation by cultivating an 

environment that encourages tisk-taking and diversity in pro bIem-solving among rnem bers 

of the health care team. 

2. Accountability: To assume a mord and legd responsibility for the outcomes of  

one's ideas and actions within an interdiscip1imry approach to health cm.  One demonstrates 

a willingness to participate in ongoing personai and professiond performance evaiuation 

through self-refletion, employee appraisai, and peer review. Accountability involves 

adherence to both provincial standards of professional practice and the Canadian Nurses 

Association, Code of Ethics. 

3. 24-Hom Accountability: To ensure the interdisciplinary plan of care is 

implemented and evaluated on a 24-hour b s i s .  This responsibiIity is operatioaaiized by 

means of verbal communication, anticipatory reporting, and writîen documentation with 

patients, families and other members of the health care team. 
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4. Expert: Expertise is developed ody  when the clinician tests and refines 

theoretical and practical knowledge in actual situations. Expertise occurs through a process 

of comparing sidar and dissimilar nuances of clinic. situations with one another to deveIop 

a deeper understanding of past and paradigm cases (Benner, 1 984). 

5. Proficient: The proficient professional perceives ciuixcd situations as wholes, 

rather than in terms of aspects. Less important nuances of the clinicai situation may be 

selectively ignored by the proficient performer. Analytid decision-making is l e s  laboured 

due to their experiential knowledge but, an intuitive grasp of the situation remains 

undeveloped (Benner, 1984). 

6. Competent: A stage of ski11 acquisition that is typified by conscious, analpc, 

contemplation of the problem that achieves effrciency and organization in care planning. 

important aîûibutes of the current and conternplated situations are considered but, the abitity 

to perceive situations holistically is not yet developed (Benner, 1984). 

7. Associate Nurse: In collaboration with the CC. the associate nurse wili participate 

in the holistic care and management of assignai patients fiom admission to discharge, with 

comrnunity follow-up as necessary. The associate must minirnally pratice at the ievel of a 

cornpetent practitioner (Benner, 1984). The role of associate nurse is not restricted to MI- 

time registered nurses. 

C hapter Summarv 

Nursing leaders are actively seeking and designing chnicd innovations to: ( 1 )  

efficiently manage finite labour and material resources, (2) improve the comprehensiveness 

and cost-effecn'veness of inpatient services through a cmrdinated and integrared approach, 

(3) enhance patient care outcornes, and (4) advance professional practice roles. The identified 

gap in outcornes research of clinicai innovations based upon a modified prirnary nursing 
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system has necessitated the need to evaiuate the pilot irnplernentatîon of the CCM. The 

geatest importance of testing and refining work redesign initiatives may lie in highlighting 

the profession's unique and pivotai connibution to a refonned Canadian health Gare system- 



Chapter I ï  

Conceptual Framework 

Introduction 

Previous research has examined pnrnary nursing from a vm*ety of theoreticai 

perspectives: ( 1 ) Change and Role Theory (Sella & Macleod. 199 1 ); (2) Motivational nieory 

(Carlsen & Mallq.. 198 1): (3) Organizational Theory (Alexander, Wiseman & Chase, 198 1 ; 

Parasuraman, Drake & Zarnmuto, 198 1; Reed, 1988); (4) Job Design Theory (Joiner, 

Johnson & Corkrean. 198 1); and (5) Decision-making Tiieory (Felton, 1975). Severd of 

these theoretical models were deemed by the researcha not to be sufficiently inclusive to 

allow for sirnuitaneous consideration of the outcomes of a unit-based innovation in nursing 

care sexvice delivery within the  context of the larger system of hedth care organization. 

Given the above consideration, the Evaluation Mode1 of Nursing Care Service 

Delivery adapted by Evans and Brown (198 1) fiom the earlier Starfield Mode1 of HeaIth 

Services Delivery was selected to guide this research inquiry (Figure 1). This conceptual 

madel provided the sensititing framework to examine the research probIem and smed to 

guide the interpretation, evafuation and integration of the study findings (Lobiondo-Wood 

& Haber, 1990). The conceptuai framework is based upon a systems approach and was 

on@naily modified to be applied to evaluate a primary-based nursing system. The mode1 

conceptudizes that the three main components which comprise any system of nursing care 

deIivery are structure. process, and outcomes. The nature of the relationskp between these 

factors and the relevance of the conceptual framework to the study are fùrther elaborated 

upon, in the following discussion. 
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An Evaluation Mode1 of Nursing Care Service DeLivery 

The researcher concurs wiib those authors who have q u e d  that the driving force for 

the genesik of work r e s t r u h g  in healtb a r e  organizations has been the escalating costs of  

human and materd resources (Fralic, 1992; Johnson & Olesinski, 1995). As a result of this 

focus on cost Hord ability, unprecedented O-onal changes within t e r t i ~  care centres 

have occurred- These changes have included and p r o q  amalgamation. rniddle 

management flattening licensed labour force reducti-on% operahng budget cutbac ks. 

contracting-out of services. bed closures. and hospital occupancy rate increases. (Tafl & 

S t e m .  199 1 ). Nursing dt=partments due to their large size and comsponding expenditures, 

have historicaIly been ear marked for many of these reforms by hospital administration. 

OrganiAonal changes of this magnitude have directiy influenced the uni-t-based processes 

of professional nursing practice. In the absence of adequate human and material resources, 

the predominating philosophy of having nurses work barder, do more, and accept greater 

responsibility for larger numbers of both auxiliary staf'fand acutely iI1 patients has resulted 

in less time for the provision of basic nursing care, completion of documentation, and 

consultation with interdisciplinary team members. A survey of 7,560 Arnerican nurses 

indicated that since the on-slaught of  tightening economic constraints on health care 

organktions these nurses have reported many deûimentai outcornes that included: increased 

work related injuries and patient complaints; sub-standard quaiity and continuity of care; and 

unexpected patient readmissions and deaths (Shindul-Rothschild et ai, 1996). Evans and 

Brown's (198 1 ) conceptual fiamework makes explicit this inalricable Iink and tumultuous 

relationship between structure, process and outcomes of nursing care savice delivery. 

The chosen mode1 to guide the research endeavour highIights the contextuai variables 

within the larger context of health care that continue to be an impettis for new visions in the 
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o r ~ * z a î i o n  of nursing care service delivery. n i e  conceptual model postulates that the 

reorganization of episodic adult health care management proposed under the CCM will 

directiy dter the staff nurse's accountability and autonomy to effect an intepteci and co- 

ordinated process to inpatient care. The mode1 permits delineation of the outcomes of the 

CCM to be uniquely discussed fiom the viewpoints of the intended audience (eg 

professionds, administrators, patients and families). Accordhg to Evans and Brown ( 198 1 ). 

outcome variabk such as patients' perceptions of adequaq, professional satisfaction and 

cost-effectiveness are the ultimate test of the structure and process effectiveness of primary- 

baseci nursing systems. 

This conceptual fiamework was chosen for two reasons. First, Evans and Brown 

(1 98 1 ) forthnghtly acknowtedge the cornplex intmelationship between the heaith care 

climate, orgiuiizational structures. processes of unit-based nursing care, and outcomes. They 

argue little can be gleaned about the process of nursing care delivery if attention is solely 

lirnited to the end results. Secondly, the mode1 highlights the ceniraiity of professional 

nursing care in effêcting system-wide outcomes as perceived by pab'ents, families, inter- 

disciplinary team members and hospital administrators. 

The major hi ta î ion  of this conceptual fiamework is that the model assumes the 

effect of stnicnire and process on outcomes is unidirectional. The CCM was developed in 

colIective response to perceived concerns regarding observeci chicai outcornes under a total 

patient care system of organizing nursing care service delivery. The notion that outcornes 

may influence the implementation of redesigri initiatives, suggests that the relationship is in 

fact bi-directional. The National Forum on Heaith (1997) spotlighted the obsoleteness of 

health care delivery structures that are insular and unresponsive to the views of interested 

stakeholders. The way we conceive of, and deliver health care semices is being chdenged 



20 

today to be more in tuned and responsive to di intzrests: personal, professionai and 

corporate. 

Action Research 

It has been suggested in the literature that one of the deficiencies with nursing 

research is that the process of inquiry ofien does not set out to create change or intervention 

in the practice setMg studied (Simmons, 1995). Action research has been argued to be an 

authentic rnethodology that aflows ntlrsing to advance the profession's scientific and practicai 

tenets while fùlfilling its social contract to ef'fii change for public health (Rasmussen, 1997)- 

Adon research has been Iocated tmder the new paradigm tradition of coilaborative research 

in which scientific inquiq is not an esoteric activity indulged in by researchers ifi isolation 

of those who are studied. Rattier, the researcher sacrifices detachment and independence so 

as to collaborate with the corporate, profession and client systems to produce vaiid are 

useable information for contextual change (Kappeli, 1988; Sirnmons, 1995). A requirernent 

of action research is that the researcher as an interventionkt must be both a competent 

scientist and pro fessiond practi tioner (Kappeli, 1 988). 

Nursing professionals are increasingly i d e n t i w g  and responding to perceived 

organizationd issues. No longer are bureaudcaIIy irnposed policies, programs and senrices 

accepted as status quo when they are deerned not to be contextually relevant or sustainable 

in addressing proliferaiing work life issues. 

h 1995, a local unit-based initiative was undertaken to explore and resolve pressing 

work Iife concerns that were informdly identified by mernbers of the CCM ad hoc planning 

committee. These concerns were summarized to revolve around the five following core 

areas: ( 1 )  lengthened and cosrly patient hospitai stays due to discharge planning failures, (2) 

repeated patient admissions for the same medical problem, (3) impoverished inter- 



2 1 

disciplinary care planning for the cornplexity of patients' medicd issues, (4) hctmed 

communication patterns among team members, patients and families, and (5) a diminished 

profile of the professional nursing pratice role in tertiary care centres. 

Action research provides a legitimate h e w o r k  to guide the investigation of the 

outlined research problem, while highlighting a two year process undertaken at a ~assroots 

level to introduce change in the tertiary care environment The ultimate plrrpose of this action 

research is to provide valid concIusisns about the effectiveness of the CCM. In turn, this 

knowledge will provide a theoretical and practical basis for practitioners, administrators, 

educators and researchers to use in advancing our understanding of the eficacies of similar 

work redesign modeIs. 

Today's climate in Canadian hdth care has been referred to as the era of 

"permanent whitewater," in which the îuhulent forces of change in seMce organizations are 

swifi, numerous, and unpredictable (Skelton-Green, 1995). Research that fails to leave the 

setting more responsive to these cment changes has litcle meaning for a pratice-based 

discipline such as nursing. The conceptualkation of the research problem within the two 

chosen fkmeworks will dtimately ailow for conclusions to be drawn regarding the 

effectiveness of the CCM. In tum, the study outcornes may Uifom professional practitioners, 

hospital administrators, nursing educators and acadernic researchers to effect changes in 

hedth care organizations at a gras roots level. 



Chapter III 

Review of the Literature 

in this chapter, the literature is reviewed to provide a context for considering the 

research problem, and is presented under the following t w ~  mak topic areas: ( 1 )  

organizationai systems of nursing care delivery; and (2) an overview of primary nwsing 

research. 

Organizational Sys tems of Nursing Care Delivery 

There are five organizationai systems of nursing care delivery that have 

predominated in Canadian hospitais since the 1920s: ( 1 )  functional assignment, (2) case 

method, (3) team nursing, (4) total patient care, and (5) primary nursing (Hegyvaqr, 1977; 

MacPhail, 199  1 ). According to Brown (1 99 1 ), the delivery of nursing care under the earliest 

systems offinctional assigmnent and case methoci was orgaaized accordhg to technical tasks 

and in the latter case, to severity of patient iIlness. In the 1 %Os, team nursing emerged as a 

r d t  of the nursing shortage thaî occurred during World War II as an organizaiional system 

by which fewer available registered nurses (RNs) CO-ordinated the efforts of a diversified 

skill-mix of professional and non-professional staff (Sherman, IWO). 

Criticisms were Ievelled at these three eariier organizationd models for a perceived 

failure to adequately provide for professional autonomy, and for a "piece-meal" approach to 

patient care services (Roberts, 1980). These criticisms serve4 as the impetus for the 

emergence of two altemative delivery systems, beginning in the laie 1 960s and 1 970s: total 

patient care and prirnary nursing. 

Total patient care was organized on the basis that an RN assumed total responsibility 

for patient care during the duration of the shifi worked but, the patient assignment was 

variable dependent upon acuity Ieveis (MacPhail, 1991). Total patient care was also 
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subjected to disapproval because of the fhgmentation of patient care that resdted corn 

différing RN shi fi assignrnents (Hegyvay, 1 977). 

As an alternative method, priniary nursing was proposed to overcome the 

weaknesses of previous nursing systems. The concept of professional accountability was 

central to primary nursing (Hegyvary, 1977). Innovator MarÏe Manthey grounded the 

organization of primary nursing in a phiIosophy of pdent-centred professionai practice that 

possesseci four essential design elements: (1)  accountabiiity; (2) autonorny; (3) mrdination 

and (4) comprehensiveness (Manley, 1990; Manthey & Kramer, 1970; Gilbert-Mayer & 

Bailey, 1979). These design elements were not found to be entirely present in competing 

organizationai systems of nursing care delivery. 

The reviewed Iiterature suggests that there is no one preferred definition of primary 

nursing; although Uiere is substantial consistency arnong nursing authors on the concept's 

attributes (Anderson & Choi, 1980). Warlans (1993) provides the followuig definition of 

primary nursing: A system whereby the registered nurse assumes 24 hour responsibility and 

authority for planning, hplernenting, evduating and co-ordinating dl aspects of care of an 

assigned group of patients fiom the time of their admission to discharge. 

T e ,  fùnctional, case method, team, total patient care, and primary nursing -stems 

rernain the preferred modalities of organizing professionai nursing services within hospitals. 

In recent years, these models have undergone modification to incorporate aspects of case 

management. Hospitai-based case management utilizes critical pathways within specific 

diagnostic related groups @RG) as the mechanism by which existing models of nursing 

service delivery enhance continuity of patient care, CO-ordinate resource allocation, and 

ensure timely patient discharge for the expressed purposes of cost containment (Bair, 

GnswoId & Head, 1989; Cohen, 199 1 ;  Cronin & Maklebust, 1989; Knoilmueler, 1989; 
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Lyon 1993; M c K e ~ e ,  Torkelson & Holf 1989; Olivas, Ce1 Togn~hanascu ,  Erickson 

& Harter, 1989; Rheaume, Frisch, Smith & Kennedy, 1994; Stillwagon, 1989). Despite the 

wide variety in hospital-based case management models, all share simïlar f e e s  in regards 

to the role of nurse case managers (NCMs). Hospitd-based NCMs are responsible for 

monitoring, cu-ordinating, and docating resource utilization for a caseload of patients fiom 

admission to discharge to ensure specified outcomes are met within predetermined time 

fiames (Cronin & Makfebust, 1989; Lyon, 1993). NCMs are not usually direct- providers, 

and their assigned caseload spans throughout a number of inpatient care units (Lyon, 1993). 

Two Kev Concepts of Prirnary-Based Nursing Svstems 

Based upon the preceding discussion, professional autonomy and co-ordination of 

patient care have been argued to be key elements in primary-based nursing rnodels. The 

literature provides ernpincal support of the relevance of these organizational features on both 

staff satisfaction and patient Gare outcomes. 

Professional autonomy is derived f?om specialized knowiedge that pemiits initiative 

and independent decision-making to infiuence both the context and content of work-related 

activities (Schutzenhofer, 1987). Studies with sarnple sizes of 257 to 11597 nurses have 

identified personal variables such as age, gender, work-reIated experience and education as 

influentid on professional autonomy (Cameron, Hors burgh & Armstrong-S tassen, 1 994; 

Hinshaw et al, 1987: McCloskey & McCain, 1988; Schutzenhofer, 1987; Sullivan-Havens, 

1994). Arnong the various organizational features within hospitals citai; one's position, area 

of speciality, and rigidity of hierarchid structures have d l  been bIamed for nurses' 

inabilities to control the content of their practice (McCloskey, 1990; Prescott, Demis & 

Jacux, 1987; Roedei & Nystrom, 1988). Several researchers studied urban and d hospital 

nurses (n=32 to 3,500) and found the inability to act upon one's knowiedge and expert 
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judgernent to control clinicai practice was an influentid detenninant of nursing job 

dissatisfaction, psychological buniout, and propensity to leave the profession (Cameron et 

ai, 1994; Himhaw et ai., 1987; Kramer & Schmaienberg, 1988; Sanger, Richardson & Larson, 

1985; Wandelt, Peirce & Widdowson, 198 1 ). hvestigators have reported job autonomy to 

be ranked by sarnples of 150 to 279 staff nurses as the most important component of work 

satisfaction, although hospital-ernployed nurses have not been found to firncîion as 

autonomously as their colIeagues in community health nursing (Taniowski-Goodell& Van 

Ess Coeiing, 1994; Slavitt, Starnps, Piedmont & Haase, 1978; Wood, Tiedje & Abraham, 

1986). Canadian researchers have f'urther substantiated tbat professionai autcnomy is 

perceived by nurses as one interna1 dimension of organizations that contributes to qudity 

work enviroments (Attridge & Callahan, 1 990; McGirr & Bakker, 1 995; O' Bnen-Pallas & 

Bauman, 1992; Villeneuve et al, 1995). 

Porter O'Grady (1987) has been an outspoken critic of rigid organizations with 

extensive policies, procedures and task-listed job descriptions designed to constrain the 

inherent behaviours of professional nursing pracbce. He strongly advocaîes for organizationai 

rnodels based on the principte of shared governance, wfiich enhance the profession's p-ce, 

accountability, authority and autonomy in this new era of health care services delivery. 

Shared governance is defined as the arrangement by which pradtioners not administrators, 

maintain controt for practice, worlang conditions and professional &airs within the context 

of the agency's overd mission (Sullivan-Havens, 1994). Studies with sarnple sizes of 45 to 

850 su bjects have demonstrated thai the restruchtring of hospitais to provide staff nurses with 

the legitirnate authonty and accountability for nurçing practice has inmased job satisfaction, 

organizationai cornmitment, professionaiism, and staff retention (Bland-Jones, Stasiowslci, 

Sirnons, Boyd & Lucas, 1993; Kovner, Hendrickson, Knickrnan & Fïnkler, 1994; Ling, 
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1996; Spence-taschinger & Sullivan-Havas, 1 996; Westrope, Vaughn, Bott & Taunton, 

1995). The phenornenon of job satisfaction is compIex and no one sinple factor can be 

isolateci as uie explanatory variable. However, the consistencies of the above fmdings have 

suggested that organizaîiond systems which maxirnize professional autonomy will effect 

greater staff satisfaction and retention. 

The second key feature of primary-based nursing systems is the co-ordination of 

patient care senrices. Co-ordination is defined as the rnechanisrn by which a colIaborative 

team of heaith care professionals develop a single patient tare plan (Munson & Clinton, 

1979). Singeton and Nail (1 984) argue that the interfacùlg of nursing with a collaborative. 

rnulti-disciplinary team requires a nursing delivery system that ensures patient care is CO- 

ordinated over the course of a hospital stay- Aked et al (1995) state thaî h e e  o r g ~ o n a l  

mechanisrns are predominantly used by nurses to achieve CO-ordination: ( I ) supervision of 

sub-ordinates; (2) inforniai verbal and oral communication; (3) fonnd tearn planning 

conferences. Empirical evidence has demonstrated that the extent to which CO-ordination is 

achieved has drarnatic effects on patient care outcornes. Knaus, Draper, Wagner and 

Zimmerman (1986) compared the outcornes of a convenience sarnple of 5,030 critical care 

patients at 1 3 di fferent American hospitais. Mu1 ti-variate andysis demonstrated that when 

the type of specidized treatment was controlled for, the predicted and observed death rates 

of patients at three hospitais were most signîficantly influenced by the degree of CO- 

ordination arnong professional staff(pc.000 I). Baggs, Ryan, Phelps, Richeson. and Johnson 

( 1  992) prospectively studied a sample of 393 patients, medicai residents and nurses in an 

urban intensive care unit. Whife controlling for seventy of patient iliness. the researchers 

found when nurses reported transfer decisions were CO-ordinateci and fùlly collaborative, the 

predicted rates of death or readmission fell fiom 16% to 5%. Two additional studies have 
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suggested that nurses, co-ordinating multi-diçciplinary team discharge planning, do effect 

statisticaily si=-ficant reductions in patient Iength of stays. Marchette and Holloman (1 986) 

conducted a retrospective review of 500 medical charts in a rural hospital &g. Using 

multi-variate analysis, the researchers compared patient diagnoses and found that the 

extensivemess and timing of discharge planning done by staff nurses was strongly correlaîed 

to an average decrease in patients' length of hospitai stays by 0.8 days (r= -. 77). Winstead- 

Fry et al (1 995) prospectively evduated the implementation of a nursing clhical care co- 

ordinator program to co-ordinate inter-disciplinary discharge planning at a 188 bed regional 

hospitai. Reporteci multi-variate anaiysis demonstraed a agni ficant reduction of 0.6 mean 

hospital days for intemal medicine patients, following irnplementation of the nursing 

initiative @>0.05). 

In an increasingly unpredictable. complex and rapidly changing practice 

environment. organizarionai systems of  nursing care are being calleci upon to provide for 

professional autonomy and CO-ordination of rnulti-disciplinary -ce delivery to effectively 

resolve patient care problerns within finite time and resource parameters. The question 

remains: 1s there empirical evidence to suggest that one system of nursing care is more 

responsive to meeting the currmt demands of patients and professionds? 

Ovemew of Primary Nursing Evaluative Research 

Since the inception of primary nursing in die late 1960s- the literature has been 

replete with descriptive reports touting the benefits of this nursing care delivery system in 

acute medical, sur@caL critical are, psychiatrie, and long-term care semngs. Anecdotal 

evidence has reported primary nursing to enhance the following: ( 1 ) quality of patient care 

(Binnie, 1 987; Lathlean, 1988); (2) continuity of patient care (Pritchard, 1993); (3) 

communication among staff and patients (Kaban & Thornpson, 1990; McGreevy & Coates, 
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1980; Pritchard, 1993); (4) patient satisfaction (Thompson, 1990); (5) staff satisfaction 

(Lathlean, 1988; McMahon, l989), and (6) to be cost effective (Binnie, 1987). Further 

anecdotal midence suggests primary nming reduces: (1) patienr anxiety (Thompson, 

(2) nursing absenteeism (Kaban & Thornpson, 1990); and (3) length of hospital 

(Lindsay, Woodrow & Lee, 199 t ). 

1990); 

stays 

Giovannetti (1 986) underîook a comprehensive Iiterature review of over 150 

empiricai works on prirnary nursing and fomd oniy 20% to be researcti based. ?bis identifieci 

gap between descriptive Iiterature and research on prùnary nursing was M e r  substantiated 

in this chapter. For presentation, 36 research studies were included in the current literature 

review and grouped for discussion accordulg to the major variables of interest under the 

folIowing headings: (1) perceptuaI outcornes; (2) quaIity of m e ;  and (3) costs of m e .  These 

studies included non-comparative and comparative studies of primas. nursing. 

Percmtual Outcornes of Primarv Nursinq 

To date, the major focus of research on primary nursing has exarnined the 

satisfaction and perceptions of nurses and patients. MacGuire and Botting (1989) have 

suggested that given the basic tenets of prirnary nursing, the focus of research on the 

perceptual outcornes of nurses and patients is appropriate and easily amenable to 

psychometric evaluaîion. Synthesis of the reviewed literature has demonstrated a multiplicity 

of research designs, variables, instrumentation and settings utilized in examining this area. 

In oniy three çtudies were operational defrnitions provided of the independent variable: 

primary nursing ( H e  McGowan, f otts & Streekstra, 1988; Perala & Hentinen, 1989 Selia 

& Macleod, 1991). These variations may have partiaily accounted for the apparent 

inconsistencies in reported studies fhdings. 
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Non-Comoarative Studies. Eight studies in dl have evatuated the IlnpIementation of 

p r i m q  nursing on the perceptuai outcornes of patients a d o r  nurses. HafE McGowan, Pot& 

and Streekstra (1 988), and Sella and Macleod (1 99 1 ) conducted non-experimental, one year 

long retrospectwe studies tu evduate the opinions of h d t h  a r e  prcviders and consumers 

post-implementaîion of primary nursing. The settings included long-terni and tertÏary care 

facilities with convenience samples ranging fhm 37 to an undisclosed number of subjects, 

reçpectively. Data was collected using newly designed interview schedules and self- 

adrninistered questionnaires. The researchers found the majority of patients, families, nurses 

and aliied heai th care pro fessionals perceived positive changes d e r  the implementation of 

primary nursing. The most fiequendy improved areas noted by respondents were: (1 )  

continuity of care, (2) communication, (3) awareness of patient issues, and (4) individudized, 

anticipatory care planning. Whether these differences were dsticaily significant was not 

disciosed. 

Two ethnographie studies provided M e r  evidence of the positive outcomes of 

prïmary nursing on the perceptual outcomes of staff (MacGuire & Botting, 1990; 

McCorrnack, 1992). These studies were conducted in rnedicai-surgicd settings six monchs 

and two years post-implementation of primary nursulg. The researchers found prim;rrv nurses 

reported increased accountability and autonomy, greater satisfaction, and stronger personai 

ties with patients and famifies. However, Sella and Macleod (1  99 1 ), MacGuire and Botting 

(1990) and McCormack (1992) reported that nursïng sta f f  perceived factors such as 

hadequate staffmg patterns, insufficient tirne, heavy workloads, lack of teamwork and 

bureaucratic management styles as limitations to the fiilfiIrnent of the prirnaxy nursing role. 

The experimental pre- and postiest research designs of Blenkarn, D'Arnico and Virtue 

( 1988), and Perala and Hentinen (1 989) provided concurrent findings related to nurses' 
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perceptions of prirnary n e g .  Using convenience samples of 27 and 62 subjects 

respectively, bi-variate andysis demonstrated statistidly significant inmeases in ratings of 

job satisfaction @<.O0 1 ), and greater oppomuiities to provide individualized, holistic patient 

care after the transition to p r i m q  nursing. On the other hand, the main disadvanrage 

associated with the change to prÏmq nursing was perceive- to be die labour intensive nature 

of the primary nursing role. Peraia and Hentinen suggested this rnay be due to the lack of 

organizational supports for primary nurses rather than the system of nursing care delivery. 

Other researchers have found less favourable results. Blair et al ( 1 98Z), and Ventura 

et ai (1982) studied a convenience sample of 75 iuid 46 medical-surgical patients 

respective1 y, using experimental control designs. Bi-variate analysis of the data showed no 

statisbcaily significant ciifferences on pre- and post-test scores on the Risser Patient 

Satisfaction Scale. However, Blair et ai fond statisticdly significant reductions in patients' 

ratings of anxiety as measured by the State-Trait Anxiety inventory (pc.05). in addition, 

Blair et al docwnented a statisticaily significant increase in nurses' ratings of satisfaction, 

measured on the Job SatisfatiodJob Dissatisfaction Quedomaire (pC.02)- Ventura et al 

concluded fiorn the limited variability in study scores that patient satisfaction may aione, be 

a reIatively insensitive criterion to use in evaluating prirnary nursing. 

Limitations in al1 of the previousiy discussed quantitative studies include: small 

sampte size (Blenkarn et al, 1988; Ventma et & 1982), undisclosed instrument retiability and 

validity (BI& et al, 1982; BIenkarn et al, 1988; HafY et al, 1988; Peraia & Hentinen, 1989; 

Sella & Macleod, 199 1) and lack of study group cornparability (BIair et ai, 1982; BIenkam 

et al, 1988; HaEet al, 1988; Perala & Hentinen, 1989). The findings have suggested that the 

implementation of primary nrirsing may have an impact on specific aspects of professional 

practice (ie. communication). While these changes have been documenteci to enhance overdl 
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staff satisfaction and d u c e  patient anxiety, global measures of patient satisfaction with 

nursing care have not been show to be significantly improved with the ùnplernentation of 

primary nursing. The foliowing section M e r  explores perceptual outcornes by cornparhg 

primary nwsing to other systems of nursing care delivery. 

Comparative Studies. Fourteen studies in dl have mmpared pnmary nursing with 

0 t h  modalities of nursing care on staffand patient satisfaction outcornes, producing mixed 

results. Ciske (1 974) utilized a descriptive research design to compare staff satisfaction on 

primary units with team and functiond units, while Reed ( l988), R y m  Poster, Auger, Davis 

and Ringdahl ( 1 988), and Sellick, Russel1 and Beckmann ( 1 983) utilized experirnentai 

designs. interview schedules and qu&*omaires were admuiistered to convenience samples 

of 23 to 4 15 subjectq with three studies having over 90 participants. Reed and Ryan et al 

utilized the Job Description Index while the other two studies used undisclosed tools to 

measure nursing job satisfaction. The settings included medical-surgical and psychiabnc 

in patient units- B i-variate anaiysis demonstrated equivocal findings in al1 four of these 

studies- Primary nurses perceived their roles to provide pater opportunities for self- 

actualization (ie. accountability, independent judgernent, and participatory decision-making). 

StafT nurses were found to have reported higher overall ratings of job satisfaction than 

compared to the functional and team units but, this difference was statistically significant at 

the pC.05 level in only one sîudy (Ryan et ai, 1988). in addition, Ciske fowid dramatjcally 

lower turnover rates on the primary versus team units but, failed to disclose whether this 

difierence was statisbdy significant. 

Ryan et al d e r n o ~ a t e d  that interdisciphary staff were significantly more satisfied 

wiîh professional communication and nursing seMces under the primary versus tearn system 

(p<. 05). The major source of p a t e r  interdisciplinary staff satisfaction with primary nursing 
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was in relation to the perceived level of care planning coordination performed by nurses. 

Carlsen and M a k y  ( 198 1 ) found slightly Iess favourable results in their midy of a 

convenience sample of 327 primary and team nurses- While these investigators reported 

higher overall ratings of satisfaction for primary nurses as measured by Munson and Heda's 

Job Satisfaction Tool, bi-variate analysis demonstrateci that this difference was onIy 

statistically significant for single, older, diplorna prepared nurses (p<.05). However, the 

equivalency between study g~oups was not addressed by the researchers. 

Seven other researchers have not substantiated the above findings related to nursing 

satisfaction. Aiexander et al (1 98 1 ), Betz (1 98 1 ), Giovannetti (1980), Joiner et al (1 98 1 ), 

Parasurarnan et al ( 1  98 1 ). Steckel, Barnfather and Owens (1 980), and Wilson and Dawson 

( 1 989) employed descriptive and experimental research designs with convenience sarnples 

of 5 1 to over 600 wbjects frorn t d a r y  and long-term care semngs. Bi-variate statistics were 

used to surnrnarize data collated from a mdtitude of self-administered questionnaires and 

interview schedules. Six of these seven studies faiIed to find any statistically significant 

differences on reported levels of nursing job satisfaction among the various care modalities 

examined (Alexander et al, 1 98 1 ; Betz, 198 1 ; Joiner et ai, 198 1 ; Parasurarnan et al. 1 98 1 ; 

SteckeI et aL 1980; Wilson & Dawson, 1989). One study reporteci lower levels of overaII job 

satisfaction among primary versus tearn nurses as measured on the Job Description 

(Giovannetti. 1980). Contrary to earlier fuidings, Alexander et al ( 198 1 ), Betz ( 198 1 ). 

Giovannetti ( 1980). Joiner et ai ( 1  98 I), Steckel et al (1 980), and Wilson and Dawson ( 1  989) 

found either no differences or increased rates of nursing absenteeisrn and turnover on the 

primary study units in cornparison to team. functional and total patient care units. 

Three midies offer w explandon for these conaadictory findings on job satisfaction 

(Betz 198 1 ; Joiner et al. 1 98 1 ; Parasuraman et al, 198 1 ). These researchen documented that 



primary nurses have perceived theïr rote responsibilie'es to accompany increased 

psychological job stress and work demands in the absence of an adequate compensatory 

system of wages, promotions, and acknowiedgements. The investigators concludeci that the 

intrinsic rewards nurses have reported to experience under pnmary nursing were 

overshadowed by general dissatisfaction with financiai compensation, multirtg in reduced 

overail ratings of job satisfaction. higher absenteeism. and increased turnover rates. Another 

plausible explmation can be offered. The notable lack of congruency in instrumentation, 

methodology. and failure to provide operational definitions of primary nursing may have 

accounted for the spurious findings within the Iiterature. 

Several of the aforernentioned studies. in addition to the empirical works o f  Watson 

(1 978). have exmined parient perceptions and satisfaction outcornes arnong care modalmes 

with equally contradictory results. Ciske (1  974). Sellick et al ( 1  983) and Watson ( 1  978) 

found sîatistically sipïficant greater rahngs of patient satisfaction on prirnary units than 

compared to tearn and fictional units on items related to the information-givinp empathy, 

individualized are.  and discharge planning of nuIsing sMW.05). Ryan et al (1 988) faiied 

<O find any reported differences in patient satisfaction between the primaiy and tearn nuning 

uni& These researchers suggested that the personal qualities of the practitioner rnay be the 

strongest determinant of patient satisfaction. Therefore, measures of phent satisfaction rnay 

be relatively insensitive to changes in the mode1 of nuning m e  service delivery. 

Researchers have also documented differences arnong various care modalities 

regarding the perceived importance, duration and Frequency of nursepatient contact. 

Giovannem ( 1980) and Reed ( 1988) found t e m  nurses view direct patient care time as more 

important than do primary nuMs and subsequently, spent more time engaged in direct p&nt 

care activities. These findings have not been replicated by other researchers. Alexander et 
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al (198 1 ), Hamera and O1Comell (1  98 1). and Ryan et al (1988) found no staîistidly 

significant differences between study units in ternis of the patterns of direct nursing activities, 

or the fiequency and dmtion of nurse-pahent contact. In contrast, Watson (1978) found 

primary patients reported statisticdly sipificant longer durations of contact with nurses 

@<.004). 

Thirteen of the fourteen aforementioned comparative studies are weakened by 

m&odoIogicaf issues arising fiom unreportai instment reliability and validity (Betz 1 98 1 ; 

Ciske, 1974; G i o ~ a r t n ~ .  1980; Joiner et al. 198 1 ; Reed. 1988; Ryan et ai, 1988: Sellick et 

al, 1983; Steckel et al; 1980; Watson, 1978; Wilson & Dawson 1989), non-addressed 

equivdency of study groups (Cari sen & Mailey, 1 98 1 ; Ciske. 1 974: Harnera & O 'Conneli. 

1 98 1 ; Joiner et ai, 198 1 : Parasuraman et ai, 198 1 ; Reed, 1988; Ryan et al, 1988; Watson, 

1 978: Wilson & Dawson. l989), and srnall sample size (Harnera & 07Conne11, 198 1 ; Red, 

1988). In light of the non-comparative and comparative studies' findings, there is limited 

evidence to suggest that primary nusing does enhance professionai autonomy and 

accountability and this is perceived by staff and patients to effect irnprovements in 

information-giving, c o n ~ u i t y  of individualized are. and discharge planning. As suggested 

earlier, gi O baI rneasures of nurse and patient satisfaction rnay be reiatively insensitive criteria 

to evaIuate pnmary nursing. However, given the numerous Iimitations and inconsistent 

findings, fUrther empiRcal evidence is warranted before dehitive conclusions can be drawn. 

OuaIitv of Primm Nursing Care 

Non-Cornvarative Studies. The second category of research to be explored concems 

the effect of p n m q  nursing on the quality of nursing care outcornes. Two experirnental 

studies examined the quality of nursing care pre- and post- implementation of primary 

nursing during a two year period ( Culpepper, Richie, Sincfair, Stephens & Betz, 1986; 
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Eichorn & Frevert, 1979). n i e  settings for data collection Uicluded 22 uni& in an adult 

tertiary care centre and two medical-surgical units in a pediatric hospital, with convenience 

çamples that rangeci f?om an undisclosed number of participants to 66, respectively. 

Culpepper et al ( 1986) utilized the Medicus Nwsùig Productivity and Quality 

Assessrnent Tool (NPAQ) to compare pre- and pst-hplementation q d t y  assuance mean 

scores and found a statistically significant increase ( p K . 0 5 )  across ail primary study units on 

five of the eight minor categories measured: patknt orientation duMg admission, wellness 

teaching respect for pnvacy and civiI rights, social courtesy, and communication The 

categories which irnproved but, failed to yield significant re-uits hcluded Gare p1-g CO- 

ordination, documentation, and family inclusion. Extraneous variables such as average 

census, standard acuity, staffrnix, and percentage of nurse vacant positions were not found 

to be predictive of quality scores. 

Similar findings were reported in the earkr study conducted by Eichorn and Frevert 

( 1979). These researchers compared mean pre- and post-hplernentation scores obtained on 

the Quality of Parient Care Scde (QuaIPaCS) and found statisticdly sipificant increases in 

quafity of care d g s  for pediatric medicd and burn patients @<.O 1). The increase in quality 

of care scores for surgical patients was not found to be significant. The researchers podated 

that due to the longer hospitalization p i o d  of medical patients greater tirne is allowed for 

the prirnary nursing process to be refiected in the qudity of care. 

These studies suggest that the hplernentation of primary nursing may effect 

improvements in the quality of nursing care provided. However, Kent and Larson ( 1 983) 

have suggested fiom their descriptive study that simply implementing a primary nursing 

structure may not in and of itself effect quality of care. Multiple regession andysis 

demonstrated a strong positive correlation between the degree to which the standards of 
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primay nursing care are met and ihe quality of patient care (pc.04). In odier words, when the 

prirnary nursing structure is furictioning wetl, the quality of nursing m e  is improved These 

researchers aIso found that when the quality of nursing care is hi& nursing staff report 

geater job satisfaction (pc.05). 

Comparaiive Studics. Ten comparative studies in total have produced mixed results 

related to the reported differences in the quality of nursing care arnong primary, team and 

totai patient care units (Chavigny & Lewis. 1984: Daeffler, 1975: Felton. 1975; Gardner, 

199 1 ; Giovannetti, 1980: Hegedus, 1980; Howard, 198 1 ; Shukla & Turner, t 984; Red, 

1988; Steckel et al. 1980). SampIe sizes of the six previously unrepctned studies ranged fiom 

an undisclosed number to over 1,200 witb four shidies havîng eniisted over 50 subjects. The 

insûumentation for data colletion was varied and included settings in pediatric, adult tertiary 

cm,  and Iong-term care centres. 

Two experimental studies exarnined quality of nursing care through cornparison of 

paiienis' reporteci omissions in nursing care received DaefBer (1975) employed the Checkiist 

for Patients Questionnaire, a self-administered, closed and open-ended questionnaire to 

compare a canvenience sample of 82 medical-surgical patients' reporteci omissions in nursing 

care on primary and team unïts. Bi-vanate analysis of coIIated data demonstrated that patients 

on the prirnary unit reported fewer numbers of omissions in nursing care but, this difference 

was onIy statistically sipificant on the item related to dietary needs (pc.0 1). Daemer aiso 

reportai that aithough patients on the prirnary versus team units were generally more satisfied 

with the nursing care received only the category of information-giving was statistically 

signifieant @<.O 1). 

Shukla and Turner (1984) replicated the above study with a random sarnple of 60 

patients while controlling for nursing cornpetencies, staffing levels and workload variabies. 
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These researchers failed to subsbntiate the earlier hdings  of Daeffler (1975). On three of 

the seven categones reiated to dietary needs, reaction to therapy, and contact with nurses, 

patients on primary units were found to have reporteci significantly more omissions in nursing 

care (pc.05). In addition, the investigators faiIed to find statiçticdly significant differences 

in paîient satisfaction raiings behveen units. The researchers asserted that the greater 

fiequency of omissions on primary nursing units rnay be attributable to fewer support 

systems that are traditiondly found in team nursing. With Iess o p p o h t y  to delegate 

responsibilities to others. p r i m q  nurses rnay inadvertently overlook or give a low pnority 

to such items as the dietary needs of patients. in addition, the investigators failed to find 

statisticaily si p i  ficant di fferences in patient satisfaction ratings between uni ts- They 

concluded îhat nurses' chical and interpersonal skills are more influentid deterrninants of 

patient satisfaction than the stmcturai organization of nursing care. 

Felton (1975), Howzrd ( 198 1 ), R d  (1 988), and Steckel et ai, ( 1980) cunducted 

experimentai studies using convenience and/or random sarnples of subjects to compare the 

quality of nursing care performance on primary units with team and total patient Gare units. 

The variety of instruments used to measure qudity of care were: the Qudiîy Patient Care 

Scale (QualPaCS) by Wandelt and Ager, 1970; the Slater Nursing Cornpetencies Scale by 

Slater. 1967; and the Phaneuf Nursing Audit (PNA) by Phaneuf, 1974. Bi-variate data 

anal ysis indicated staîisticalIy tignificant higher ratings of the quaiity of nursing care and care 

plan documentation on the prirnary nursing units @<.OS). In coneast, Chavigmy and Lewis 

( 1 984), Gardner ( 1 99 1 ), and Hegedus (1 980) found no significant differences between 

Qual PaCS or PN A scores between primmy, team and functionai study units. Gardner ( 1 99 1 ) 

controIled for nursing cornpetencies across study miîs. 



Nine of the ten above cited studies, suffer fiom limitations around a lack of 

comparability of staff and patients between units (Chavigny & Lewis, 1984: Daemer, 1975: 

Felton. 1975; Giovametti, 1980; Hqedus, 1980; Howard, 1981; Reed 1988; Steckel et al, 

1980). undisclosed instrument reliability and validity (Chavigny & Lewis. 1984; Daeffler, 

1975; Hegedus. 1980; Howard, 198 1; R d  1988; Shukia & Tuma, 1984; Steckel et al, 

1980), and m a l 1  sample sizes (Daeffler, 1975; Felton, 1975; R d  1988). In addition none 

of the studies off& conceptual definitions of the dependent variable. In light of the research 

inconsistencies. an exphnation for these discrepancies is needed. 

Several investigators have suggested f5om their ftndings that enhanced conhnuity of 

care under primary nursing resdts in greater quality of nursing care (Hegedus. 1980: Felton, 

1975). However, Gardner (1 99 1 ), and Shukla and Turner (1 984) provided the evidence to 

suggen that the cornpetencies of nursing staff, as opposed to the organization of nursing m e  

delivery are the mongest determinant of the qudity of patient care. The failure of eight 

studies to controt for this variable is presumed to have created the spun'ous resuIts. 

The tuid question that will be addresseci in this chapter is that of cost .  1s there 

evidence that pnmary nursing is a cost-effective organizational system? This is the focus of 

the remaining area of examination. 

Primarv Nursing Care Costs 

Comparative Studies. The one area of research on primary nursing that has 

historically received little attention is related to operating costs. Earlier research has eluded 

to increased staff orientation costs associated with primary nursing as a result of higher 

professional absenteeism and turnover rates (Be% 1981). Three previously cited 

experimental studies conducted by Fei ton ( 1 975), Gardner ( 1 99 1 ) and Giovannetti ( 1 980) 

comparai "nursing cos& per patient day" between pRmary and tearn nursing units. Costs per 
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patient day were caicuiated by dividing the average monthly total staffsalary expenditures, 

by the average monthly unit occupancy rate. Giovannetti demonstrated the a d  costs per 

patient day were higher on the p r ù n q  study unÏt, although this ciifference was not reported 

to be statistically significant. in con- Felton and Gardner reported lower nursing costs 

per patient cfaV on the primary versus team units. However, in ail cases, the researchers failed 

to control for standard patient acuity when nursing costs were tabuiated and compared. 

Chavigny and Lewis (1 984) have subsîanbated that the influence of patients' diagnoses and 

need for physicai care are more predictive of costs than the organizition of nrnsing services. 

Only four comparative studies had prirnary objectives aimed to investigate the 

question: is p r i m q  nursing more cost e f f d v e  than team nursing? Arnong the numerous 

variables that Jones (1975) exarnined the hvestigator cornpared length of stay, cost of 

hospitaiization and post-operative complication rates among 19 randomly assigned rend 

transplant patients. The hdings were cfrarnatic. Primary patients expen'enced 2 1.8 fewer 

mean days of hospitalization and an average of 3.2 fewer post-operative compIications which 

resulted in a total cost sawigs of $61,084 dollars. Other researchers have faiied to 

demonstrate similar findings regarding pst-operaîive complication rates (Chavigny & Lewis, 

1984). Despite the positive resuIts, Jones' (1975) shidy is plagued wïth metiiodologicd 

limitations regarding undisciosed statistical tests, a Iack of study group comparabilïty, and 

smdl sample size. 

With sirnilar resuits, Mairam (1 976) demonstrated that the six month total operating 

expenditures including salaries, supplies, and maintenance repairs on a medical-surgicd 

prirnary unit was $7,780 dollars iess than compared to a team unit. Men the total operating 

expense of each unit was divided by the nurnber of beds, the "per bed cost" was found to be 

$850 dollars l e s  than the prirnary unit during the study period. The study n i t s  did not differ 
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on master stafflilg patterns, nor on patient and staff ~baracte~stics. Marram (1976) afso 

found 26 1 hours less spent on the primiuy unit for "extra nursing hours" (overtime, sickness, 

vacation and holidays). inservice and educational costs for staff was not fond to differ 

between units. Osinski and Powals (1 980) concluded fiom their study that cornpared total 

staffing costs of surgical units in 35 hospitais, an al1 RN prïmary study unit was comparable 

to the median costs incurred wiîh ail other nursing care moddities and staffmixes. 

AIthough Marrarn (1 976) atternpted to match study uni6 according to the usual 

levels of nursing Gare required, in no case was the actual daily patient acuity levei conirolied 

for in c o m p a ~ g  nursing costs. This discrepancy prompted the following researchers to 

explore the effect of patient acuity on nursing care costs. Wolf, Lesic and Leak (1986) 

compared direct nursing care costs between primary and team medicd-surgical unis across 

speci fic patient diagnostic-related groups ( DRGs). Direct nursuig care costs were defined as 

total unit s d q  expenditures, inclusive of staff nurse and u n i i c d  assistive personnel costs. 

,4 convenience sample of 190 patients representing 34 DRGs was used with the average 

length of stay, acuity and direct niirsing costs cdcdated according to each DRG. These 

investigators found a 28% greater acuity level across DRGs on the primary study unit with 

a conesponding 24% increase in patients' length of stay (pC.0 1). Despite these ciifferences, 

Wolf et al did not find any statisticaliy signifiant difference between units in direct nursing 

care costs per patient DRG . Mdti-variate analysis demonstrated that patient acuity IeveIs 

and length of stay were the strongest predictors of direct nursing care costs accounting for 

76% of the variance in expenditures @<.OS). 

Within the curent conte* of health care reform, the viability of a newiy 

implemented nursing a r e  delivery system will undoubtedly be ttireaîened without adequate 

ernpincai support to demonstrate cost-eflectiveness. The above studies contribute to this 



discussion but, fhrther research is warranteci. 

The chapter has provided a context for the cwent study through examination of the 

ernpirical evidence on prirnaq- nwsing. Primary nming was founded upon the tenets of 

accountability, autonomy, CO-ordination and cornprehensiveness, and was designeci to: (1 ) 

enhance the profession's decision-making authority, and (2) facilitaie patients and families 

througb a cornplex, fiagmented and ofh i  confusing inter-disciphary, hospital setting. The 

widespread acceptance of p b a r y  niirsing has been largely based upon andotal reports as 

the empirical evidence has been demonstrated to be limited in riumber, and weakened by 

methodoIogical limitations. Giovannetti (1986), and Thomas and Bond (199 1 )  argue that 

with few exceptions primsny nursing studies are flawed by failure to appropriatety 

operationalize the independent variable, and by use of hadequate instrumentation. The 

studies reviewed ia this chapter are neither conclusive nor convincing of a cIear relationship 

between primary nursing and increased staffand patient satisfaction, qudiiy of care, or cost- 

effeçtiveness. In view of the inconsistencies, the lack of substantive evidence, and the need 

for more ngorous research, the presetit study was undertaken to evaluate the hplementation 

of a modified primary-based nursing systern on two adult, acute-care medicai wiits. 



Chapter W 

Methodology 

introduction 

Polit and HungIer (1995) have argued that the most essentid rnethodological 

decision made by the researcher in conduchg a study is in d e t d n g  the research design: 

"From the research design, the essentid form of the study is stipufated" (pp. 139). This 

chapter outlines the study design, sampling techniques, data collection methods, and data 

analysis plans undertaken by the researcher to evaluate the CCM model. 

Design 

A quasi-experimentai design, non-equivdent contro1 group with pre- and posttest 

was undertaken to measure the outcornes of the CCM mode1 in cornparison with a total 

patient care nursing system on the following dependent variables: patient, staff nurse, and 

interdisciplurary tearn member satisfaction; post-discharge patient rates of unscheduied 

physician visits, emergency room visits, and hospital readmissions; and total unit operating 

expenditures. 

The god of quasi-experimentai research is to test cause and effect reIaîionships when 

true experimentation is impractical (Massey, 1995). The hallmark propexties of quasi- 

expeximentai research designs include the manipulation of an independent variabIe to obsme 

for efféct, in the absence of either a control group or randorn selection of subjects (Mateo & 

Kirchoff, 199 1 ). 

Quasi-experimental research designs have three notable strengths: ( 1 ) the design is 

conducive to the chical setting, (2) engages the direct involvement of the researcher, and (3) 

allows for Iimited generalizabiIity of the findings (Massey, 1996). On the other hand, ihe 

major weakness of this research design has been cited in the Iiterature to be the investigator's 
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restncted ability to exercise "control of variance," or control over mnfounding factors due 

to the absence of randomization a d o r  a control group (Dempsey & Dempsey, 1992). As 

a resdt, the researcher cannot draw infereuces about cause-and-effet with certainty; thus 

necessitating exploration of alternative expianations for study outcornes. 

Setbng 

The study facility is a 800 bed, urban tertiq care medical centre located in Central 

Canada (The Centre's Annual Report. 1998). During the 1997 fiscal year, the facility 

admitted 20.609 adult patients (l'le Centre's Annual Report, 1 998). The three uni ts seiected 

for this study are dl clinical teaching units (CTüs) wi th a staff mix of registered nurses and 

unlicensed assistive personnel (UAPs) that serve an adult acirte care medicine patient 

population. The unis do not differ significantly related to bed capacity. The cornparison 

unit has a total bed capacity of 36, and the experimental units have a total of 33 and 34 beds 

respectively (J. Malcolm, C.  Rodstrom & S. Sanders, personal communication, Decem ber 

1 7. I 997). The three study units each have 28 beds that are designated as clinical teaching 

beds with die remainder (5-8 beds) that are used for non-chcal teaching patient admissions. 

The master statlïng rosters of  registered nurses on the three units are not substantiaily 

different, ranging fiom a totai of 26 to 30 nurses per unit The cornparison unit employs a 

total of 10 full-time, 14 part-time and 4 casuai staff nurses (S. Saunders, persona1 

comïmraiicaîion, January 1 2, 1 998). Of the two experimental nits, Unit A ernploys a total 

of 1 1 MI-tirne. and 15 part-time staff nurses; while Unit 5 empioys 12 fùll-time and 1 8 part- 

time staff nurses (J. Malcolm & C. Rodstrom, personal communication, Febniary 09, 1 998). 

Neither of the experimental units ernploy casual staffnurses. 

Dwing the 1 996 fiscal year, these three units collectiveiy admitted or transferred in 

2,583 patients, who accounted for a totai of 49,573 inpatient hospital days, with an average 



44 

length of stay of 19.2 days @. Wiebe, personal communication, Jmuary 13,1998). Of the 

total nurnber of admissions and transfers received by the CTUs during the 1 996 fiscal y-, 

1,682 patients or 65% were dischargeci home @. Wiebe, personal communication, January 

13, 19%). The typical age of adult patients hospitalized on these units is between 55 and 75 

years of age (J. Malcolm, C. Rodstrom, & S. Sanders, personal communication, September 

16, 1 997). The five most wmmon adrnitting diagnoses of the CTU general medical patient 

population during the 1996 fiscd year were: congestive hart  failure, pneurnonia, acute 

myocardial infartion. unstable angina, and acute cerebrovascuiar accident (D. Wiebe, 

personal communication, Jani~~uy 13,1998). AIthough these three units admit comparable 

patient populations in terms of age and medical diagnoses, the cornparison unit is the only 

hospital ward to admit patients for the purposes of rend transplantation- Therefore, these 

patients were excluded fiom the study sarnple as outlined in the eligibility criteria. 

Sarnote 

A total sarnple size of 1 19 participants were enrolled in this study fiom three addt 

acute care medicine teaching irnits: patients (n=49); staff nurses (n=4 1 ); and interdisciplinary 

staff ( ~ ~ 2 9 ) .  The researcher obtained cornpiled lists of eligible staff nurses and 

interdiscipIinary team mernbers fkom the respective unit managers. The patient census list 

from each unit was reviewed in consuItation wïth the unit managers to determine patient 

eligibility. From these lists, a combination of probability and non-probability sampIing 

techniques were utilized to obtain the desired nurnber of participants. 

A non-probability sampling technique (eg. convenience sampling) was chosen for 

the practicality, feasibility and inexpense. However, this method is considered to be less 

rigorous and Iess representative than probability sampling rnethods (Brink & Wood, 1983). 

The mclusion of a probability sarnphg method (eg. simple random sarnpling) sbengthened 
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the generalizability of the findings by controlling for the influence of exfraneous variables 

(Cook & Campbell, 1979). 

Pretest Phase. The pretest phase of data collection involved a simple randorn sample 

of  32 adult acute care medicine patients fiom the two experimentd units @=2 1) and one 

comparison unit b=lI). Fou. patients were later excluded for non-retumed questionnaires, 

resulMg in a finai &a-generaîing sarnple of 28 subjects or 88% of the original sample. 

A totai of 4 I staff  nurses were recniited into the study using a convenience sample 

fiom the experllnentaf units (n=26), and a simple random sample f?om the cornparison unit 

(11= 1 5 ) .  The convenience sampie of staff nurses remited fiom the w o  experimentd units 

were pre-designated as care CO-ordinators @=6) and associate nurses (11=20) for pilot 

irnplernentation of the CCM. Three nurses were later dropped fiom the study due to non- 

returned questionnaires, resuiting in a final study sample of 38 subjects or 93% of the original 

sarnple. 

A convenience sample of 29 interdiscipi inan/ tearn members was recniited fiom the 

experimentai unifs a= 19) and the comparison unit (n= I O). No subjects fiom th is  original 

simple were excluded during pretesting. 

Posttest Phase. A fksh  sarnple of 17 adult acute care medicine patients was recnrited 

using a convenience sample fiom the two experimental units (n=7), and a simple random 

sarnple h m  the comparison unit @=!O). Due to patient death, three respondents were 

dropped fiom the study resulting in a final data-generating sample of 14 subjects or 82% of 

the original sarnple. 

From the onginal pre-test samples, 82% of staff nurses (g=3 l ) ,  and 83% of 

interdisciplinary tearn mernbers (n=24) participated in the posttest phase of data collection. 

The reasons for subject attrition during the posttest phase of data coiletion ïncluded Ieave 
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of absence fiom the workplace, job reassignment, and non-retumed questionnaires. 

Eliibilitv - Cite&. For purposes of this study, the eligibility criteria for adult 

medicine patients were based upon the following: (1 ) memtzdly dert and oriented as evaluated 

by the researcher in consultation with nursing staff: (2) eighteen years of age or older, (3) able 

to read and write English, (4) admittecl to the study unit at least 48 hours prior to recruitment; 

(5) admitted for any reason other than for rend transplantation, and (6) scheduled to retum 

home, pst-discharge. in addition to meethg the above criteri% addt patients recniited fiom 

the experimental units during posttesting were required to have bezn assigned a care co- 

ordinator during their hospital stay. Staff nurses fiom the two experimental uni& were pre- 

designated as either care co-ordinators (CC) or associate nurses pn'or to the pilot 

implernentaîion of the program, based upon the criteria outlined in Chapter one. Therefore, 

the eligibility criteria for staff nurses tiom the cornparison unit were as folIows: (1) a 

minimum of one year of professional nursing experience, (2) employed on their present unit 

for at least six months, and (3) employed on either a fiill or part-time basis. 

The study 's eligi bility criteria for interdisciplinary team mern bers were outlined as 

the following: (1) employed in their present position for a minimum of six months at the 

study facility, (2) affiliated with one of the three study units for a period of at kast 4 weeks, 

and (3) by virtue of their position, they were not Iirnited to exclusively interacting with the 

nursing staff on any one of 'three inpatient shidy units- 

Instrumentation 

Three methods of data collection were seiected by the researcher to be used in this 

study: stnictured questionnaires, interview schedule, and arctrival records. Questionnaires and 

archival records are noted for administrative efficiency in t m s  of tirne, energy and experzse. 

However, the fiterature has cited the main disadvantage of questiomaires and interview 
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scheddes is the reliance won sel f-reporthg data (Massey, ! 995). Self-reporhg da& has 

historicaily been viewed with cynicisrn by researchers due to concm related to %spondent 

bias" or the tendency for participants to favourably distort their answers (Solso & Johnson, 

1984). Respondent biases are subtle and dificult to detect but, the literanire has suggested 

carefüily worded questions and an atmosphere of anonymity may çuccesst'ully combat the 

problem (Polit & Hungler, 1995). 

In total, eight instruments were utilized in this study for data collection: 

(1) Patient Information Form (Appendix H); (2) Patient Hospital Stay Rating Questio~aire 

(Appendix 1); (3) Chart and Kardex Data Collection Form (Appendix J); (4) Telephone 

Follow-up Questionnaire (Appendix K); (5) Nurse information Form (Appendix L); (6) 

Work Quality Index (Appendix M); (7) hterdisciplinary Collaboration Questionnaire 

(Appendix N) and (8) archival records- These instruments are bnefly discussed below. 

1. Patient Information Form (PIF): The literature has suggested that risk factors 

associated with bath delayeci hospitd discharges and recidivism among medicine patients 

include gender, age, education, marital status, incorne, and discharge location (Fethke, Smith 

& Johnson, 1986; Naylor, 1990; Smith et al, 1988; Twaddle & Sweet, 1970). The eight- 

item, self-adrninistered PIF ascertained infonnation related to the above sociodemographic 

variables. The PiF was administered to patients to be completed on the day of  their 

scheduled discharge. 

2. Patient Hospital Stav Ratinn Ouestionnaire (PWSR): The IO-item, self- 

administered instrument was developed by Deatrich and Frost (1997) fiom the Quality 

Resource Deparment at the study facility (J. Deairich, personal communidon, October 02, 

1997). The instrument was designeci to measure patients' perceptions of how well aspects 

of their are were provideci during their hospitalization (J. Deatrich, personal cornmlrnicatiort, 



48 

October 02, 1997). These aspects of hospital care included the technical Ws, interpersonal 

manner, and information-giving of the staff. Content validity of the instrument was 

established through: (1) A review of the literaîure, and (2) a pilot study, with a sample of 30 

adult patients that ascertained what aspects of hospital care were ranked as most important 

to them (J. Deatrich, persunal communication, October 02, 1997). The PHSR Questionnaire 

continues to be pilot tested at the study facility in a variety of inpatient care settings. 

However, preliminary data analysis on 55 completed questionnaires has found the toof to be 

reliable, with a reported Cronbach's alpha of -89 (J. Deatrich, personal communication, 

December 12, 1997). 

The PHSR Questionnaire was provided to patients to be completed on the day of 

their discharge home. Patients were Uiçtructed to read each statement carefully and then select 

with an X, their raihg of the hospitai care received. Patients' ratings were chosen on a Likert 

scale of (5) being excellent to (1) being rated as poor. All items were weighted equaily in 

caiculating a final PHSRQ score. 

3. Chart and Nursin~ Kardex Data Collection Forrn: The risk for recidivism arnong 

generai medicine patients has been found to be related to die following factors: (a) severiiy 

and chronicity of disease, and (b) discharge planning failures (Fethke et al, 1996: Naylor, 

1990; Smith et al, 1988; Twaddle & Sweef 1970). The l i t~ature has suggested that the 

principal medical diagnosis, surgery, cornorbidity, age, length of stay, and nursing intensity 

measures are used as indicatorç of the severity and chroniçity of illness (Bostrorn & Mitchell, 

199 1; Hom, Chachich & Clopton, 1983; Mion, McClaren & Frengley, 1988). The snidy 

centre has utilized the PRN system (Progressi for Research ui Nursing) for rneasuring nursing 

intensity. The instrument lists over 2 14 indicaiors or tasks that nurses complete on behalf of 

patients during a 24-hour period indicators are rated on a daily basis and given a point value 
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that reflects the lengîb of nursing care time required; each point is equated to five minutes. 

A higher point value indicates geater amounts of nursing care. 

The f O-item tool was developed and used by the researcher to record information 

fiom the patients' charts and nursing kardexes pertahing to the above varizbles. in addition, 

the number and type of postaischarge health care -ces required by each patient were aiso 

recorded. Patient records were initidy accessed and reviewed by the researcher following 

written consent by participants and again on the day of the patient's scheduled discharge. 

4. Telahone FoIlow-Up Questionnaire (TFQ): The Literature has estimateci that 17% 

to 38% of a l i  medicine patients wiU experience a non-elective readmission within six months 

of hospital discharge (Fethke et al, 1986; Land et al, 1982; Smith et al, 1985; Schroeder et 

al, 1979; Twaddle & Sweet, 1970). The TFQ was deveioped by Franklin, O'Rourke and 

Loschiavo in 1995 and utilized by staff nurses to evduate the effectiveness of discharge 

pianning on one of the experuriental imits (C. Franklin, personal communication, October 02, 

1997). For this study, the o~ginal  36-item TFQ was modified by the researcher into a 12- 

item interview questionnaire to ascertain the fiequency and reasons for patients' utilization 

of unscheduled p hysician visits, ernergency rwrn visi ts, and readmissions, three months post- 

hospital discharge. Each item was read by the researcher over the telephone, and patients 

were asked to respond 'ves" or *'no" to each statement. Completion of the interview schedule 

required approximately 10 minutes. There was no available data on the reliability or vdidity 

of the instrument. 

5. Nurse Information Forrn (MF): Research has found that the inabi li ty to act upon 

one's expert judgement, participate in institutional policy making and obtain adequate 

rnonetary recognition were infiuential in determining ovedl nursing job dissatisfaction. 

(McCloskey, 1990; Prescott et ai, 2987; Roedel & Nystrom, 1988; Wandelt et ai, 1988). 
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Personai variables such as age, gender, work-related experience and educaîion have been 

noted to influence perceptions of nursing job satisfaction (Hinshaw et al, 1987; McCIoskey 

& McCain, 1988; Tarnowski-GoodeIl & Van Ess Coeling, 1994). The NIF was completed 

by subjects before, and four months post-implementation of the CCM. 

6. Work Qualitv Index (WQI): The original 96-item WQI was devetoped by 

Peddicord-Whitley and Putzier (1 994) based upon focus group discussions and an extensive 

lit- review. The original WQI was piloted in a large tertiary care facility using a m p I e  

o f  245 acute care nurses and subsequently distilled by the researchers into a 38-itm1, self- 

administered insirument. The WQI was designed to measure the satisfaction of nurses with 

the quality of their work and work culture on six subscales: work environment, autonomy, 

work worth, relationships, role enactmenf and benefits. Peddicord-Whitely and Putzier 

( 1994) reported the Cronbach's Alpha of the overdl tool as -94; with the six subscales 

ranging in reported reliabifity of -72 to -89. Factor analysis was used to establish the 

c o n m c t  vdidity of the WQI. 

Participants completed this form prior to, and 4 months post-implementation of the 

CCM. Subjects were asked to indicate witb a circle the corresponding number on a seven- 

point Likert scale, with ( 1 ) being exîremely satisfied and (7) extrernel y dissatisfied. that best 

reflected their present Ievel of satisfaction with each staternent read Al1 items were weighted 

equally in arriving at a final WQI score. 

7. lnterdisciplinarv Collaboration Ouestionnaire (TCQ): Joy and Maiay ( 1 992) 

designed and utilized this instnirnent in a study with an undisclosed sample size to elicit 

interdisciplinary staff evaluations of the outcornes of professional nursing practice in an 

inpatient care setting. The ICQ contains a total of  seven-items that reflect several core 

concepts of primary-based, nursing m e  deIivery systems. The specific components of 
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professional practice evaluated by the ICQ include coilaboration, authority, accountability, 

and continuity of patient care. Bethe1 and Ridder (1  994) used the ICQ witb a sarnple size 

of nine in a replication study. However, there is no reported instrument reliability or validity 

available. 

Respondents completed this f o m  both pre- and four rnonths post-implementation 

of the CCM. Subjects were asked to carefiilly read each staternent Two-itms required the 

respondent to check the most appropriate ansver. The five rernaining items asked participants 

to circle the best answer to each statement- Of these five remaining items, four were scored 

on a three-point Likert scale: ( 1) always to (3) never. The iast item asked respondmts to rate 

the overail quality of nursing care on a four-point Likert scale: (1) excellent to (4) poor. The 

ICQ required approximateiy five minutes to cornplete. 

8. Archival Records: nie snidy facility has cornpiled monthly Cost Centre Summary 

Reports that contain the budgeted and a d  operating expenditures on a unit-by-unit basis. 

Operating expenditures are i temized according to salaries, empIoyee benefits, 

medidsurgical supplies, dmgs, chernicals and lab supplies7 linen services, repairs and 

maintenance, and office supplies. The Cost Centre S m a r y  Reports provide monthly cost 

fiCgtres from the previous budget year for comparative purposes. These reports were collected 

fiom January O I to Septern ber 3 1, 1 998 fiom the two experirnentd uni&, and later used by 

the researcher to compare total unit operating expenditures fiom pre- to post-irnplementation 

of the CCM. 

Data Collection Protocol 

Final approval fiom the University of Manitoba, Faculty of Nursing Ethical Review 

Committee was ganted on Decernber 09, 1997 (Appendix O). Access approvd fiom the 

study facility was fomally obtained on Decernber 19, 1997 (Appendix P). Participant 
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a c c d  for the pre-test phase of daîa collection began on January 05, 1 998. The pre-test 

phase of data collection terrninated on February 23, 1998. Pilot implementation of the CCM 

mode1 was initiated on the two experirnental uni& on March 0 1, 1998. The posttest phase of 

data collection cornrnenced four months tater, on June 24, 1998 and was completed by 

Septernber 30, 1998. 

A third party utiIized scripted dialogues to recniit patients (Appendix A), staff  

nurses (Appendix D), and interdisciplinary team members (Appendix F). The third party 

obtained verbal permission fiom potemtial participants for release of their names to the 

researcher. Patients who were agreeable to having their names released were left a written 

letter of invitation fiom the researcher thai contained additionai study information (Appendix 

B), The researcher met at a mutually convenient time with the patients, staf f  nurses and 

interdisciplinasr team members to expIain the project, and answer any questions. Patients 

were asked to sign a written consent form (Appendix C) to provide the researcher with mess  

to their hospital chart and nursing kardex; and to secure permission to contact thm 12 weeks 

post-discharge to participaie in a telephone interview. Following a review of the appropriate 

wrÏtten ciisclaimers, staff nurses and interdiscipiinq team rnembers were requested to 

provide verbal consent to participate in both the pre- and posttest phases of data collection 

(Appendices E & G). 

Patient records were initidly accessed once written consent was obtained, and the 

data recordeci on the Chart and Nursing Kardex Data ColIection. This fonn was completed 

in it's entirety on the final day of the patient's hospitai stay. The researcher provided the 

Paîient information Form and the Paîient Satisfaction Questionnaire to participants with the 

instruction that the forms be completed on the day of their hospital discharge. The Iength of 

time required by patients to complete these instruments was approximately ten minutes. 
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Twelve weeks pst-discharge, the researcher contactecf the patients to administer a telephone 

survey to ascertain the fkequency, and rasons for unscheduled physician visits, ernergency 

room visits, and/or hospital readmeadrmssions. f i s  protocot was repeated as outlined above with 

a fiesh sarnpIe of 17 patients during the postt&g phase of data collection. 

Following verbal consent h m  staff mernbers, the researcher administered the Nurse 

Information Form in January 1998, and the Work Quality Index in J a n w  and June of 19% 

to participaihg stafï nurses. interdisciplinary team rnernbers cornpleted the interdisciplinary 

Collaboration Questionnaire in January and June of 1998. The tirne required by participants 

to cornplete these forms did not exceed 20 minutes on the two occasions. 

Throughout the study period, rnonthly cost centre reports were provided by the unit 

managers fiom the two experirnentai units at the researcher's request. These reports were 

stored and analysed at the end of the study to compare pre- and post-implementation total 

unit operating expendi tues. 

Data Analysis 

Quantitative rnethods of data analysis were used in this study. The cornputer software 

chosen for data andysis was the Statistical Package for the Social Sciences. Prehinary data 

analysis examined the data for skewness, kurtosis, and outliers. Descriptive statistics were 

used to surnrnarize the sampies of patients and staff nurses according to sociodemographic 

variab1 es, and to sumrnarize the means, rnedians, standard deviations and variances of the 

items on the questionnaires. Cronbach's Afpha Coefficient assessed the intemal consistency 

reliability of the Patient Hospital Stay Rating Questionnaire and the Work Quality Index. 

Determination of two or three group cornparisons was dependent upon the sample 

sizes, and homogeneity of the experimental groups of patients, nurses and interdisciplinary 

staff on dernographic variables and satisfaction measures. Non-parameûic statisticai testing 
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Whitney U and Kniskal-Wallis Tests compared differemces between sampie groups in the 

mean rank ordering of pre- and posttest satisfaction scores. The Mann-Whiîney U and 

Friedman Tests were used to test for statistical ly sigii ficant differences within sarnple groups 

in the mean rank satisfaction scores fiorn baseline to posttest measures. The Chi Square test 

was planned to be utilized to examine the relationship between categorical variables such as 

patient rates of pst-discharge health care utilization and the type of nursing care 

delivery system. The level of statistical significance was set at the pc.05 level. 

For purposes of this mdy, total mit operathg expenditures for the two experimaital 

units were calculated for a Nne rnonth period inclusive of îhe dates January O 1 to Septanber 

3 1 for the 1997 and 1998 budget years. The actud budget costs for each expmhnental unit 

widiin the two major cost categories of non-medical base salaries and medicaVsurgical 

supplies for 1997 and 1998 were tabuiated and compared. The perceniage o f  change in total 

unit operating expenditures between the 1997 and 1998 budget years was calculated 

according to the following formula: 

Time 2 Number - Time 1 Number X 100 = Percent of Change. 
Time 1 Nurnber 

The total unit operating cos6 were divided by the total number of patient admissions and 

trmsfen in during each budget year to render an average coa per patient on each unit. The 

percentage of change for each unit in average costs per patient fiom the 1997 to 1998 budget 

years were then compared. 

Ethical Considerations 

Patients. staff nurses and interdisciplinary team members were informed of the 

voluotary nature of their participation, and the right to withdraw frorn the study at anytime. 

Assurances were provided that non-participation would in no way influence: (1) the care 
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patients received duhg their hospitalization nor (2) the employment status of  staff nurses 

and interdisciplinary team rnembers. 

Written consent for study participation and permission to access medicd information 

was obtained fiom patients. Verbal consent for participation was secured from staff nurses 

and interdisciplinary team members. Copies of the signed patient consent forms were stored 

in a Iocked drawer. accessible only to the researcher. AI1 participants were assured of 

confidentiality. Information forms and questionnaires were coded by number and not by 

name to msure the anonpity of respondents. The oniy known risk to shidy participants was 

a perceived loss of privacy. There was believed to be no direct benefit incurred by 

respondents as a resul t of their study participation. 

IdentiQing data was stored separate from participant responses and only the 

researcher and her thesis chair had access to this information. The data was intended to be 

stored in locked drawers for seven years and then destroyed. Al1 subsequent written or orai 

reports that emanated f?om this study were based soleiy upon aggregated data 

Ethicai consideration of the researcher's position of  power over potential participants 

arose as result of the researcher's involvement as: (1) a member the CCM planning 

cornmittee: (2) a part-time generaI duîy registereci nurse on one of the experimental wùts; and 

(3) a part-time Clinicd Education Facititator. whose teaching assi-grment was within the 

study facility. The process of  planning an useful evaluation requires rapport trust, and 

fkquent interaction with the program administrators (Heman. Lyons-Moms & Fitz-Gibbon 

1987). Howeveq these authors argue that intemal evaluators must devise viable means to 

maintain the integril. O bjectivity, and an appropriate sense of di fferentiaîion. Therefore: the 

researcher was voluntarïly compelled to take numerous measures to circumvent the paceived 

position of power vis-a-vis the participants: (1) participation in CCM planning cornmittee 
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meetings was suspendeci during the duraiion of the study, (2) involvement on the study unit 

during pre- and post data cokction periods was confineci exclusively to research endeavours, 

(3) assigunent of clinical teaching was confrned to a non-study unit within the facility, (4) 

recmitment of participants was perfomed by a third party to minhnize perceived or actual 

coercion and (5) patients previously hm to the researcher were exchded fiom the stuciy. 

Chavter S u m -  

"Step-by-step chah of reaso~ng" is a tenn that has been used to characterize the 

process of scientific inquiry that proceeds fiom the problern statement to the communication, 

and utilization of the study fmduigs (Dempsey & Dempsey, f 992). ms chapter has outlined 

one facet within this systematic process: the research methodology. 

The essential features of quasi-experimemtal designs have served to probe causal 

hypotfieses about substantive issues in bodi basic and applied research (Cook and CampbeU, 

1979). The design typolop~~ utirized in this study is considered appropriate given the problem 

statement, and the design's amenability to limitations within the clinical setting. The intent 

of this research methodology is to achieve confidence in the grnuinenes and interpretability 

of the effect of the CCM mode1 on the dependent variables of interest. In the end. the 

generation of this laiowledge wilI be directly relevant, usable and applicable within the 

professional pracb'ce setting. 



Chapter V 

Presentation of the Findings 

The presentahon and statistical andysis of the study's findings have been organued 

under the foilowing main headings: 

1. Description of Sample Characteristics: 

( 1 ) Patients 

(2) Nurses 

(3) lnterdisciplinary staff 

11. Statisticai Analysis of Pretest Findings: 

( 1) Patient satisfaction with hospitai stay. 

(2) Patient utilization of post-discharge hedth care services. 

(3) Nurse job satisfaction. 

(4) Lnterdisciplinaty s ta f f  satisfation with nursing care delivery. 

III. Statistical Anal ysis of Posttest Findings 

(1 )  Patient satisfaction with hospital stay. 

(2) Patient utilization of post-discharge health care services, 

(3) Nurse job satisfaction. 

(4) Interdisciplinaxy s t a f f  satisfaction with nursing care delivery. 

IV. Statistical Analysis of Pre- and Posttest total unit operathg expenditures. 

The study samples of patients, nurses, and interdisciplinary staff will be discussed 

collectively, and as youps in relation to demographic and outcome variables. 



1. Description of Sample Characteristics 

1. Patient Demoeraphics 

Pretest Sample. n i e  random sainpie of patients (N=32! recruited into the pre-test 

phase of the midy was comprised of e q d  numbers of men b=16(50%)] and women 

[n=16(50%)]. The mean are of respondents was 56.8 1 years. with a range of 18 to 78 years 

(h4dn=58.50, 1 5-50). The majonty were reported to be man-ied [0= 1 6(50%)]' having 

attained Iess than hi& school education b= i i (34%)]. E Ï @ t p n e  percent of the total sampie 

@=26) resided in an urban centre. versus a nual or northem c o m u n i ~ -  The largest 

proportion of subjects b= I3(4 1%)] reported their annual goss income as less than $15000. 

The derno--hic characteristics of the patient sarnple are illustrated in Table 1. 

Table 1 

Derno-pphic Characteristics of the Pretest Patient Sample 

Total Sample 
Demographic (N=32) 

1 N Yo 1 N 1 N Yo 1 N O h  

1 Gender 1 

Characteristics : , (N=ll)  , (N=9) , Unit (N=8) 

(Exqenmental Units) I 

-- - 

Column Total ( 32 1 100% 1 I I  1 10û?! 1 9 1 100% 1 8 1 100% 
Ag e 1 

Unit A 

Male 
I Female 

Unit B 

16 
16 

5 
4 

O 
1 
1 
- 7 
1 
4 
O 
-- 
9 

18-27 
2 8 3  7 
38-47 

Corn parison 

55.5% 
44.5% 

3 
5 

1 
- 7 

3 

3.1% 
6.2% 
9.4% 

50% 
50% 

3 7.5% 
62.5% 

12.5% 
12.5% 
12.5% 
12.5% 

O 
O 
1 

- 1 1  

48-57 1 5 ! 15.6% 

5 
6 

- 
- 

9.1% 
7 

Il-IYo 
11.1% 

58-67 
68-77 

45.5% 
54.6% 

18.2% 

I 
1 

lI.I% 
14.5% 
- 
-- 

100% 

' 6 1 54.5% 
O 1 - 

22.3% 1 1 
9 
6 

78-87 

28.2% 
18.8% 

Li 7 6.2% 
12.5Y0 

2 ) 25.0% 
'? - 1 25.W 
0 1  - 

Unknown 1 4  
1 Colurnn Total 1 3 2  

- 3 1 18.2% 
-- ) -- -- 

8 100% 1 I l  1 100% 

- 
100% 



Table 1 Contïnued 

l 

Demographic 
Characteristics 

Level of Education 

Total Sample 
(N=32) 

N Y0 

(Expenmental Units) 

University Grad 1 1 
Unknown 1 S 
Column Total 1 32 

Unit A 
(N=l1) 

N O h  

Maritai Status 

c Hi.& School 
High School 
TechnicaüTrade 

, 

The length of hospital stay for the entire sample ranged &orn five to 76 days, with 

1 1  
7 
5 

a mean of 1 7.38 days (Mdn=12.50, -1 4.73). The tbree most cornmon adrnitting medicai 

Unit B 
(N=% 

N O h  

Never Married 
Common Law 
Married 

50.0% 
25 0% 

T?%-i 
3.1% ' 0 1  - 1 0 1  - 

Residence - - - -  - 

i 

$35,000-$3 9.999 
>$40,000 

diagnoses among respondents were congestive heart faiiure b=5 ( 16%) 1, pneumonia 

Corn parison 
Unit @=8) 

N Y0 

O 
1 
8 

34.4% 1 5 

1 
O 
8 

15.6O/0 
100% 

t 

City 
Town 
RuraVNonhern 
CoIumn Total 

-- 
6.2% 

O 
- 3 

k5(16%)], and acute rend faiIure h=3(9%)]. A total o f  26 patients (8 1 %) had a past 

6 
1 
16 

21.9% 
15.6% 

12.5% 
- 

100% 

history of the current admitting medicd diagiosis. Only 12.5% of the total sample of  patients 

- 
9.1% 
72.7% 

Divorced 
Widowed 
Un known 
Column Total 

18.8% 
3.1% 
50.0% 

4 
- 3 

1 

45.4% 
27.3% 
18.2% 

3 
2 

1 1 / 9.1% 
1 1  ( 100% 

Unknown 
Column Total 

(~4) underwent a surgical procedure during their hospital stay. These surgical procedures 

I 8.296 
- 

2 1 22.2% 
2 1 A.--i- ' 7 9 %  

2 f 22.2% 

O - 
9 1 100% 

26 
3 

Annual incorne 

0 1  - 1 O 

2 
O 
3 

6 18.8% , L. 7 

72.7% 
9.1% 
1 8.2% 
100% 

-3 15,000 
$1 5,000-$19,499 

-- 
- O 

4 IO 
32 

3 
1 2 

1 
32 

81.2% 
9 -4% 

22 -2% 
100% 

- 1 0  
31.4% 
100% 

- 1 0 .  
- 100% 1 9 

22.2% 
- 

33 -3% 

8 
1 

3 i 9.4% 
, 32 f 100% 

6 

23 
3 

O 
7 

36.4% 

33.3% 
1 1.2% 6.2% O 

2 
I I  , 

$20.000-$24,999 , 1 

-- 
25.0% 

O 
8 

2 
1 1  , 100% 

- 
100% 

3 
O 
3 

3.1% 
100% 

66.7% 

- 
100% 9 

37.5% 
- 

37.5% 
O 
1 

O 
I I  

8 100Y0 

40-6% 1 5 145.4% 4 

- 
12.5% 

1 
8 

2 22 .PA0 

3.1% 

44.5% 1 4 / 50.W 

12.5% 
100% 

1 
O 1 - 

9.4% 

11.1% O 
9 , 100% 1 8  

, 1 9.1% 

O ,  - 
12.5% 
- 

11.1% 
11.1% 

- 
1OO0h 

1 
1 

1 
O 
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inctuded artenovenous fistula insertion; toe am?utaîïon and debridement of foot uicer, bowel 

resection: and carpal tunnel repaire Admitting medical diagnoses and fiequencies of surgical 

interventions among the patient sample are displayed in Table 2. 

The Ievel of patient acuity, or severity of illness was measured by PRN points. 

Admission PRN points for the entire sample ranged fiom 60 to 250 with a rnean of 1 10.63 

points (Mdn=104.507 ==39.33). At the time of discharge- the mean PRN points for the 

patient sample was 79.13 with a range of 46 to 1 14 points (Mdn=80.007 SJ= 16.19). 

Table 2 

Admitting Medicai Diagnoses and Srugicai interventions 

f 

1 Patient 
i Cbamcteristics. 

Acute Rend Failure 
Cancer 
Pulrnonary Embolus 
COPD 
Crohn's/Colitis 
Diabetic Ketoacidosis 
Unstable Angina 
Hypersensitivity 
Adb pain NYD 

To taï 
Sample 
(N=32) 

Pr ?40 

' 
Asthma - - 

I 

Seizures 1 3 . 2  O - O 1 - O 1 - 
Diabetic Foor UIcer 1 / 3.2% 1 O - 1 111 .1% O / -- 

+ CoIumn Totd 32 / iOOO/, 1 11 iOO"% 9 1 99.9.h 8 iOOOh 
Pasr History of the Admirring Diagnosis 

I Admitting Diagnoses 
/ Congestive Hain Failure 5 1 15.6% 2 1 12% 1 1 11.1% 2 / 25.0% 

3 
2 
2 
2 

I No i 25 
Column Total 1 3 2  

(Experirnen tal LJnits) 

Yes 26 1 81.2% 

Unit A 
(N=ll)  

Pl yo 

I Pneumonia 
9.4% 

. 6.2% 
6.2% 
6.2% 

Surgical Procedure 
Yes 1 4  112.5% 1 1 1 9.1% [ 3 1 3 3 . 3 %  1 O 1 -- 

7 
4 
11 

No 6 

87.5% ) 10 
100% 1 1 1  

5 1 15.6% 3 1 27.2% 1 O 

2 1 6.2% 

18.8% 

Unit B 

Column Total zl-Ïi%r 

90.9% 
100% 

Corn panson 

- 
1 1 9.1% ' 1 

8 1 LOO0/& 
O - 
8 1 100% 

63.6% 
36.4% 
100% 

6 1 66.7% 1 8 1 100?6~~ 
9 ( 100% 1 8 1 100% 

(N=9) Unit (N=8) 
ff ?40 N 'Yo 

1 1 t25% 

1 / 6.2% 2 18.2% O 
p. 

2 ( 6.2% O - i 
2 ) 6.2% 1 9.1% 1 

1 1 . 1 % '  O 1 - p 

1 / 9.1% 

11.1% 
11.1% 
11.1% 

1 
1 
1 
1 

O ' - 

11.1% 

9 1 100% 

1 1 3 . 2 %  O 1 - . O /  -- / 1 1 12.5% 

' O 

O 1 - 
- 

I l .  1% 

O 
, 9 

1 
1 
O 

- 

O 1 - 
1 1 12.5% 

-- 
10o0/, 

13.5% 
12.5% 
- 1 ) 9.1% 

1 1 . 1 %  1 O 1 -- 
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Of the total sample, 28% of patients @=9) received community-based health care 

services during the Iast two weeks, prior to their hospital admission. The most fiequent pre- 

admission services were: Victorian Order of Nurses b=2(22%)], Home Care fn=2(22%)], 

or multiple services [n=2(22%)]. At the rime of discharge, 44% of the total sarnple ( ~ = 1 4 )  

were to receive cornmunity-basecf health care services with the majority of these patients 

requiring multiple seMces b=8(57%)]. Multiple services was defined as two or more types 

of health care services. The "other" category under pst-discharge services rdm to subjects 

who had been transferred fiom the study facility to wal health care institutions for M e r  

convalescence prior to home discharge. Pre-admission and postdischarge cumunity-based 

services received by the patient sample are surnmarized in Table 3. 

Table 3 

Community-Based Health Care Services 

Type of Health Cam 
Services 

- - 

Total Sample 
f N = X )  

Pre-Admission SeMces 

(ExperimentaI Units) 

Mental Hedth Worker 
Social Worker 
Dialysis 
Multiple SeMces 
CoIumn Total 

Although 32 patients were recmited into the study, four subjects were later dropped 

VON 
Home Care 

- 

Pest Discharse Services 

due to non-retumed satisfaction questionnaires, resulting in a final çample of 28 subjects. The 

Corn parison 
Unit (N=8) 

Unit A 
(N=l 1) 

20.0% 
20.00? 

1 
1 
1 
2 
9 

Unit B 
(N=% 

1 
1 

O 
1 

2 
2 

1 
1 
O 
2 
1 
5 

Home Oxygen 
VON 
Home Care 
Multiple SeMces 
Other 
CoIumn Total 

- 
50.0% 

il.l%1 1 

20.0% 
20.0% 
- 

40.0% 
20.0% 
iOO?! 

22.2% 1 1 
22.2% 1 O 

50.0% 
- 
- 
- 

100% 

11.1% 
11.1% 
22.2% 
99+9% 

O 
O 
1 
2 
O 
3 . 

1 
1 
2 
8 
2 

. 14 , 

50.0% 
- 

O 
O 
O 
2 

- 
- 

33.3% 
66.7% 
- 

10% . 

7.1% 
7.1% 
14.3% 
57.2% 
14.3% 
10% 

O ]  - 
O 
1 
3 
1 

O 1 - 

- 
20.00h 
60.0°/a 
20.W 

O 
O 
1 
O 
2 

1 
O 
3 
5 

5 1 1000h 

- 
- 

50.0% 
- 

100% 

20.00! 
- 

40.00/0 
1 000/o 
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respondents who failed to complete the pretest phase of the study were m o d y  men 

b=3(75%)], mamed b=2(50%)], and ai1 resided within an h a n  centre b=4( I 00%)]. Using 

the Mann-Whitney U Test, no statistically signifiant differences were found between these 

subjects and the remaining data-generating sampie in regards to the level of patient acuity, 

length of stay, or age. 

Comparative anaiysis by study units revealed a refatively homogenous group of  

patients &J=28) on several of the sociodernographic variabIes. However, statisticdly 

sipificant differences were found in relation to respondents' !en@ of hospitd srays, and 

acuity levels. Using the KNskal-Wdis Test, a statistically sipificant difference at the F.05 

Ievel was found in patient length of stay between Experimental Units A and B. The mean 

Iength of hospitai stay on Unit A was 12-27 with a range of five to 29 days (M&= 10.00, 

SD=7.55), compared with a mean of 23.1 1 days and a range of nine to 43 days on Unit B - 

(Mdn= 19, -1 1.37). The comparison unit's length of stay varied fiom five to 76 days, with 

a mean of 19-88 days (Mdn=12.50. ==23.15). 

in addition, a staiistidy significant Iowa Ievel of patient acuity @<.O 1) was found 

on the comparison unit (M=83.00, Mdn=85.00. SJ=15.04) in relation to the experirnentd 

units: Unit A &f=l12.73, Mdn=106.00, SD= 17.91); and Unit B (M-12233. Mdn=I 12.00, 

SD=4 1.70). Consistent with the above finding, discharge PRNs were significantly higher - 

@<.O 1) on the experirnental unlts A &l=90.09, Mdn==90.00, ==lO.43) and B (M=84.00, 

Mdn=83.00. SD= 1 1.6 1) when analysed against the comparison unit (M=59.75, Mdn=57.50, 

S B 1  i -39). - 

Posttest Sample. A total of seventeen patients were recruited during the posttest 

phase of  the study using a combination of probability and non-probability sarnpling 

techniques. The sarnpIe was comprised of 1 O men (59%) and seven women (4 1%). ranging 
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in aga fiom 30 to 84 years (M=6 1.30; Mdn=65.00, p16.24). The majonty resided in an 

urban centre h=33(77%)3 with the largest proportion reported to be either widowed 

b=6(35%)] or marrieci ~ 4 ( 2 4 % ) l .  Of the total simple, 53% @=9) reported having anained 

l e s  than high school education, with 35% (n=6) of respondents havkg reporteci their annual 

gros incorne as l e s  than 6 1 5,000. The dmopphic  characteristics of the parient sample are 

illustrated in Table 4. 

Table 4 

Demographic Characteristics of the Postîest Patiknt Sample 

Cornparison Unit 
(N=IO) 1 1 Dernognphic 

1 Characteristics 
N Y0 N % 1 N Y0 

Gender 

Age 

Totai Sample 
(N=I7) 

Maritai Status 

Experimental 
Units 
(N=7) 

57.1% 
42.9% 
100% 

Male 
Female 
CoIumn Total 

- 
10.W 

6 1 00.0% 
4 1 40.0% 
10 1 100% 

58.8% 
41.2% 
100% 

1 O 
7 
17 

10.0% 
- 

, 30.0% 
10.0% 

4 
3 
7 

O 
O 

18-27 
38-37 

-- O 

Never Married 
Comrnon Law 

3 8-47 
48-57 

- 

2 
1 

0 1 +- 

1 

3 
1 

Divorced 
Wido wed 
CoIumn Total 

58-67 
68-77 
78-87 

1 
e 3 

1 
- 3 

O 

38.6% 
14.3% 

17.696 
5.9% 

Marieci ! 4 

1 ( 5.9% 
6 1 35.3% 
17 ( 100% 

' 5.F/o 
11.8% 
5.Y? 

28.6% 
-- 

O 0 - 

, 1 IiO.O% 

I 
O 

23 .SOA 

O 

5 
4 
4 

1 

3 
1 

-- 

1 1 14.30A 

1 Column Total 1 17 

10.W 

1 

2 
7 

Separated 14.2% 

28.6% 1 4 40.0?40 
lOOO! IO 1 100% 

2 1 11.8% 

iOOO/~ 1 7 

29.4% ' 2 28.6% 3 30.0% 
23.5% 
23.5% 

1 OO0h IOO0h 

O 
3 

-- 4 \ 4 0 . 0 %  

1 O 
10.0% 42.8% 1 



Table 4 continued 

1 Level of Education 1 

Demographic 
Characteristics 

1 Column Total 1 17 j 100% ) 7 1 100% ) 10 / 100% 1 

Total Sample 
(N=17) 

- -  - -  -. . . .  - 

I 
(N=f O) 

I (N=7) ! Experimental 
Units 

5 
I 
1 
O 
O 

< High School 
' High School 

 esi id en ce 

The lengîh of hospital stay for the entire posttest sarnple ranged fiom two to 209 

days with a mean average Iength of stay of 40.65 days (Mcin=2 1.00, SD=50.07). The four 

most common admithg rnedid diagnoses that accounted for 47% @=8) of the total sarnple 

were pneunonia, acute rend failure, diabetic foot ulcers, and rhabdomyolosis. A total of 1 1 

patients (65%) had a history of the curent admitting medical diagnosis. Eighteen percent 

@=3) of the total sample undment a surgical procedure during their hospitd stay which 

included surgical debridernent of a foot uicer, open liver biopsy, and surgicd reduction of 

a fracture. Admitting medical diagnoses and fiequemies of surgical interventions among the 

posttest patient sample are displayed in Table 5 (pp. 65). 

Cornparison Unit 

I City 
Town 
RuralMorthem 
Column Total 

>$40,000 
Unknown 
Colurnn Total 

71.4% 
14.3% 
14.3% 
- 
- 

9 1 52.9% 
3 

13 
3 

O 1 -  

17.6% 
1 1.8% 
1 1.8% 
5.9% 

4 1 40.0% 

Tec hnical/Trade 1 2  
- 7 

1 
7 

1 
Some University 
University Grad 

76.5% 
17.6% 

O 

20.0% 
10.0% 
20.00? 
10.0% 

7 

1 , 

I S.% 

7 1 31.1% , 2 
17 1 100% 1 7 

- 

60.W 
30.0% 

7 
O 

28.6% 
100% 

10.00/o O 

O 

100% 17 1 1 0 0 % ,  7 

1 00. 00/0 - 

- 
5 
10 

6 
3 

- 

50.P4 
100?! 1 

1 
100% 10 



Table 5 

Adrnithng Medical Diagnoses and Surgical Interventions 

7 
Cornparison Unit 

(N-IO) 

1 N YO 1 N ?40 1 N YO 
Adrnitting Dia+poses 

The average level of patient acuity arnong the total posttest sample at the tirne of 

Experimen ta1 
Units 
W=7) 

Patient Characteristics 

Cerebrai Vascular Accident 
Column Total 

admission was 98.29 points (Mdn=92.00, SD=S8.14) with a range of 62 to 153 points. At 

Total Sample 
(N=17) 

the tirne of discharge, PRN points ranged fiom 50 to 122 points with a mean of 79.23 points 

I 

1 
2 
2 
O 
1 
1 
O 
1 
O 
1 
O 
O 

Diabetic Foot Ulcer 
Pneurnonia 
Acute Rend Failure 
Rhabdomyo~osis 
Chronic R e d  Failure 
COPD 
Congestive Heart Failure 
G1 Blood 
Sepsis 
Hyponatrernia 
Fracture 
PancreatÎtus 

1 1 S.% 
17 199.9% 

Of the total sarnple, 47% (n=8) of patients received community-based health care 

10.0% 
20.0?/0 
2 0 . m  
- 

10.0% 
1 O.@!! 
- 

10.00! 
-- 

10.00/o 
- 
- 

11.7% 
11.7% 
1 1.7% 
f 1.7% 
5.m 
5.9% 
5-9% 
5.9% 
5.9% 
5 -9% 
5.Yh 
5 -9% 

2 
2 
2 
2 
1 
1 
1 
1 
1 
1 
1 
1 

Past History of the Adrnitting Diagnosis 

services during the two weeks preceding their hospital admission. These preadmission 

O 
7 

senices were most tiequently provided by Home Care b=4(50%)]. At the tune of discharge, 

1 1 14.3% 

70.W 
30.0% 
1000h 

Yes 
NO 

55% @=9) of the sarnple required community-based health care services with the majority 

O 
O 

- 
1W! 

to receive multiple senices b=5(56%)]. The "other" category refws to subject(s) transfmed 

- 
- 

11 

1 6 

Surgjcai Procedure 

1 
1 O 

I Column Total 1 17 

2 1 28.5% 

O 1 - 

10.PA 
90.04? 
1 000h 

Yes 
No 
Column Total 

O 
1 
O 

10.0?/0 
100‘" 

7 
3 

64.7% 
35.3% 

- 
14.3% 
- 

' 

10 lOOa/o 

1 1 14.3% 
O 1 - 
1 1 14.3% 
I 1 14.3% 

4 
3 

3 
14 
17 

57.1% 
42.9% 

7 

28.6% 
71.4% 
1 O W  

100% 

1 
9 
1 O 

17.6% 
82.4% 
100% 

2 
5 
7 
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fiom the study facility to a long term care facility. Pre-admission and post-discharge 

comrnunity-based services are surnmarized in Table 6. 

Table 6 

Cornmunity-Based Heaith Care Services 

Type of H d t b  Cam 
Services 

Due to patient death, three of the 17 patients recmited into the posttest phase of the 

study faiIed to compIete study participation. The Mann- Whitney U Test failed to find any 

statisticdly sipificant differences between these subjects and the remaining data-genera~g 

çample in regards to patient acuity levels, Iength of stay, or age. 

Comparative analysis by mdy units reveaied a relatively hornogenous group of 

phents @J=l4) on almost ail of the sociodemographic variables, with the exception of 

patient acuity levels. A statistically signifiant higher level of patient acuity waç found on 

the experimentai versus cornparison unit(s) at both the tirne of hospitai admission and 

discharge @<.O 1). 

Toui Sample Units 1 Cornparison Unit 
(N=I7) I 

(N=10) 

1 N N YO 1 N 'Y0 
Pre-Admission Services 

25.û?? 
50.0?! 
- 
- 
- 

25.00h 
100% 

VON 
Home Care 
Mentai Health Work. 
Social Worker 
Dialysis 
Multiple Services 
Column Total 

12.5% 
50.0% 
- 

12.5% 
- 

25.W 
1000/o 

1 
4 
0 
1 
O 
2 
8 

Post Discharge Services 

O 
2 
O 
1 
O 
1 
4 

1 
1 

Home Oxygen 
VON 
Home Care 
Multiple Services 
Other 
CoIumn Total 

- 1 1 
SO.OO! 1 2 

20.0% 
20.W 

11.1% 
11.1% 
11.1% 
55.6% 
11.1% 
IW? 

1 
1 
1 
5 
1 
9 

- 
25.W 
- 

2 5 . a  
1 OO?? 

O 
O 
O 
1 
4 

O 
O 

i 
2 
O 

- 
- 

20.W 
40.W 
- 

5 1 1 00% 

O 
3 
1 
4 

- 
7 5 . W  
25.û?! 
1 000h 



2. Nurse Demograohics 

Prelirninary analysis of the dernopphic variables for the total sample of staff nurses 

@=38) revealed ihat h o s t  entirely. these subjects were womem b=37(97%)J. The majority 

of respondents were reported to be manied b=22(58%)J, having compIeted some post- 

secondary education @=23(6 1 %)]. The mean age of staff nurses was 3 5 -66 years with a 

range of 22 to 50 years (1Mdn=34.50, SlJ=7.63). The length of tirne o f  professional 

employment ranged f?om one to 37 years, with a mean of 10.13 years (M&=9.50, -5.38)- 

The mean nurnber of years that the sample of staff nurses had been empfoyed on the study 

units was 8-17 years with a range of one to 22 y- CM&= 8.25, SD=4.23). The 

demographic characteristics of the nurse sarnple are outlined in Table 7. 

Table 7 

Dernographic Characteristics of the Nurse SampIe 

1 Gender 1 

i Nurse Total Sample (Expenmental Units) 

Male 
F e d e  
Column Total 

Marital Status 

Dernogrmphics 

. 
Unit A 

O 
1 1 
1 1  

1 
37 
38 

Never Man-ied 1 7 

m=38) 1 ( ~ = l l )  
Unit B 

- 
1000! 
100% 

2.6% 
97.4% 
100% 

1 ColumnTotal 1 38 1 IOm 1 1  1 100% 1 12 1 100% 1 15 l1000h 1 

Common Law 
Married 
Separated 
Divorced 
Widowed i 

Cornparison 

6 
22 
1 
2 
O 

18.4% / 1 
15.8% ) I 
57.9% ' 9 

(N=12) 

O 
12 
12 

2.6% 
5.3% 

Unit (N=15) 

9.1% 
9.1% 

O 
O 

+ 

1 000/o 
100% 

4 ] 26.7% 
3 1 20.0% 

- 

2 
2 

7 
1 
O 
O 1 0 1  - 

1 
14 
15 

16.7% 
16.7% 

46.7% 
6.6% 
- 
- O 

6.7% 
93.3% 
100% 

50.0% 
- 

16.6% 

81.8% 
- 
- 

6 
O 
2 



Table 7 Continued 

Nume 1 TotaiSinpie 
(N=38) 

Demographics , 

3 1-35 
36-40 
4 1 -45 
46-50 
CoIumn Total 

Comparative d y s i s  by study uni& dernonstrated a reIativefy homogeneous sample 

(Experimental b i t s )  

1 Years of Employment on the Snidy UNts 

03 demographic variables. The mean age o f  staff nurses was 37.18 years on Unit A 

- 
Unit A 
(N=l1) 

9 
- 7 
8 
6 

38 

(Mdn=35.007 -.24); 35.08 years on Unit B (MU=30,50, -8.05); and 35.00 years on 

1-5 
6-10 

the comparison unit (Mdn=3 1.00, s 4 . 5 3 ) .  Although sIightly variable, the mean years o f  

Unit B 
(N= 12) 

23.7% 
5.3% 

21.P! 
15.8% 
100% 

- 
63.6% 

professional experience was found to be comparable between Unit A (M=11.95, Mdn= 10.00, 

Cornparison 
Unit (N=15) 1 

10 
20 

SD=5.24); Unit B (M=8.67. Mdn=8.75, SJ=4.40); and the comparison unit (M=9.97, - 

Mdn=9.00, = 6.1 0). However, a sîatisticafly significant difference was found at the F.05 - 

6 
I 
1 
2 
1 1  

2 
8 

IeveI between Unit A (M=10.18, Mdn= IO. 18, -2.79) and the cornparison unit (M=6.93, 

26.4% 

Mdn=5.0, SD=5.39) in reIation to the mean number of years staff nurses were employed on 

O 

each o f  the study units. 

54.5% ' 1 f 8.3% 

53.3% 
33.3% 52.6% , 7 

16.7% 

9.1% 
2 113.3% 

8 

9.1% 
18.20/0 
100% 

1 

664% 5 

6.7% O 1  - 
4 
1 

33.4% 3 20.0% ( 
8.3% 

12 ) 100?40 
3 20.0% 
1s 1 100% 



3. hterdisci~harv Dernographics 

The convenience sample of înterdiscip linary staff ( w 9 )  represented 1 2 different 

professional departmenfi from within the sttidy facility. The large* percentage of 

representation was fiom the following departments: Social Work &5(17%)]; Medicine 

In=4(14%)]; Home Care b4( 14%)1; Chicai Nurse Specialists b=4( 14%)]; Physiotfierapy 

b=3(l O%)]; Dietetics h=s(l O%)], and Abonginai Services b=3( 1 O%)]. Table 8 depicts the 

various departments represented in this study. 

Table 8 

lnterdisciplinary Staff Departments 

' ~ o t P l  Simple 

Social Work 
iMedicine 

Departrnents 

(Exgerirnen ta1 Units) 

Clinid Specialists 
.4boriginal SeMces 
Physiotherapy 
Dietetics 

( Speech Therapy 1 1 1 3.4% ] 1 1 10.0% ( O ( - -- 

(N=29) Unit A 
(N=LO) 

Occupationai 10.0% 
Therapy 

Unit B 1 Cornparison Unit 
(N=% i (N=lOj I 

N Y0 

IL STATISTICAL ANALYSIS OF PRETEST FINDINGS 

1 .  Patient Satisfaction 

Previously documented reIiabiIiiy testing o f  the Patient Hospital Stay Rating 

Questionnaire (PHSRQ) reported the Cronbach's Alpha Coefficient to be -89 (J. Deatrich, 

personai communication, Decernber 12, 1997)- For purposes o f  this study, the Cronbach's 

Alpha Coefficient was calcuIated for the PHSRQ and found to be -92. 

5 
4 

O 

' Pharmacy 
Column Total 

17.2% 
13.8% 

N Y0 

10.0% 
10.0% 

1 
1 

4 1 13.8% 

- 

1 
1 

3 

1 
29 

10.0% 
10.0% 

N O h  

3 / 33.4% 1 O 1 -- 
10.4% 

N O h  

1 
1 

3 
3 

3.4%0 O 1 -- 
100% i 10 1 100% 

' 3 11.1% 
11.1% 

10.4% 
10.4% 

1 
1 
O 

1 
2 

30.0% I 

t 1.1% 
11.1% 
- 

1 
1 
1 

10.0% 
20.0% 

1 
9 

L. 7 20.0% 1 

10.0% 
10.0% 
10.0% 

11.1'3'0 
100% 

O 
IO 

-- 
100% 
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Desaiutive Staîistics. Among the total sample of patients recruited into the pre-test 

phase of the çhidy (N=28), the rnajority rated the technical cornpetence b= l4(SO%)] and the 

personal manner b=12(43%)] of the hospitai staff who cared for them durùig their stay as 

"exceUent." in terms of explanations offered regarding tests and procedures, patients 

overwhelmingly perceived this aspect of their care to be "exce11entW In= 12(46%)]. in con- 

the information given to the patients regarding hospitai discharge was perceived less 

favourably- Respondents were found to be equally likely to rate information-giving of staff 

as "very good" [n=7(30%)] or "good" h=7(30%)]. 

In regards to corrifort measures provided. and Iength of time for cal1 betls to Le 

answered, the= was less agreement and greater disparity arnong respondents' ratings. The 

majority of patients were found to be as likely to rate cornfort measures provided as 

"excellent" [r~=10(36%)] or "good" [n=10(36%)]. The [en@ of t h e  d l  beIIs were 

answered was rated by 33% of patients (@) as L c ~ e r y  g004" while 22% ( g 4 )  stated this 

aspect of care was "fair." However, greater agreement arnong respondents was found on 

items relaîed to pain management and privaq. Pain management was rated by respondents 

as "very g o o d  [rl= 1 1(34%)] or "excellent" b=8(25%)]. while pnvacy provided to patients 

was viewed by the rnajority of subjects to be 'exceiient" b=14(50%)]. On the remaining two 

items, the rnajority of patients [r~=11(39%)] rated their overall hospital stay as "veq good," 

and the meals provided as "good" @= 1 l(4 1 %)]. The fiequencies of response ratings on the 

PHSRQ for the pretest patient sample are ihstrated in Table 9 (pp.7 1 ). 



Table 9 

Pretest PHs RQ Response Frequencies 

Exceltent Very Good Cood Fair 1 Item Frequenrier I N  % I N  % I N  % IN % I N  % 

1 Comfort Masures - 1 

1 Colwnn Total 1 5 1 100% 1 9 1 IOû?? ( 5 ( 100% 1 6 1 10W 1 1 1 1OOSb 1 
1 Pain Manarrernent - 1 

Y 1 

Unit A 
UNt B , 

Cornparison Unit 
Colurnn Total 

2 
1 
2 
5 

- 4 O . W  
20.0% 
40.W 
1000/o 

5 
1 
1 
7 

50.0%, 
- 

50.0% 
100% 

71.4% 
14.3% 
14.3% 
1000/o 

33-3% 
66.7% 
- 

1004/0 

2 
2 
3 
7 

1 
O 
1 
2 

28.6% 
28.6% 
42.8% 
lOP? 

1 
2 
O 
3 
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Table 9 Continued 

1 

~ o s ~ i t a l  M ~ S  

Total PHSRQ scores were tabulated for 23 completed questionnaires. Five 

questionnaires were excluded due to  rnissing response items. The total sarnple of patients 

(n=23) achieved a mean score of 24-22 on the PHSRQ (Mdn=22-00, SD4- 1 9). Comparative 

analysis of mean PHSRQ scores by units dernonstrated that patients on experirnental Unit A 

(M=21.82, Mdn=20.00, *7.78), and Unit B (M=25.60, Mdn=29.00, ==7.50) were 

generdly more satisfied wiîh aspects of their hospitd care. as  indicated by Iower mean 

scores, than patients on the cornparison unit &l-27, Mdn=25 -00, == 12-23). 

Through analysis of the rnean scores obtained on each of the 10-items of the 

PHSRQ, ciifferences and sirniladies between units were noted. The PHSRQ item and totd 

mean scores by units are presented in Table 10 (pp.73). Patients fiom the experimentai n i t s  

were found to report greater satisfaction, as indicaîed by Iowa mean scores, on items reIated 

to privacy, cornfort measures, pain management, technical competency and personai manner 

of the a explanaiions of tests, meais, and overait hospital stay. 

In contrast, patients' mean satisfaction scores on items reIated to len@ of cd1 bells 

and information-giving of staff were more vanable among the experimental and cornparison 

unit(s). Despite this variability, in dl cases patients fiom the comparison unit failed to rate 

their level of satisfaction as greater than respondents on either Unit A or Unit B. 

Very Good 
N % 

Excellent 

OveraIl Hospital Stay 

1 Item Frequeneies 
N % 

Good f Fair 
N % I N  % 

6 
4 
1 

1 1  

Unit A 1 O 

Unit A 
Unit B 

Poor ' 
N % 

- 
- 
- 

Unit B 
Cornparison Unit 

3 
2 

54.5% 
36.4% 
9.1% 
100% 

O 
O 

5 171.4% / 2 
2 ] 28.6% ( 4 

3 
1 
3 

Colurnn Total 

50.0% 
33.3% 

18.1% 
36.4% 

42.8% 
14.4% 
42.8% 

7 O 1 - 

16.7% 
100% 

45.5% 1 1 
IOOS/O 1 6  

Cornparison Unit 1 O 
C O I U ~  Total 1 7  

100% 

2 1 40.0% 

1 ) 33.3% 
1 1 33.3% 

- 1 5 
100% 1 1 1  

O 
O 
4 

3 
O 
5 

- 
-- 

100% 
60-0% 
- 

100% 

01 - 

1 
3 

4 1 100% 

O 
1 
1 

33.3% 
99.9% 

- 
100% 
100% 



Pretest PHSRQ Item Mean Scores 

Unit A I I  3.00 1.41 Unit A 11- 1.91 1-22 --- 
Unit B 8 2.25 1.04 Unit El 8 1.75 1.03 

/ TotalSample 1 27 ( 3.26 1 1.09 1 Total SampIe ( 28 1 2.00 1 1.07 1 
Cornparison Unit 1 8 1 2.75 1 1-49 

Hos~i td  Meais 

/ Unit A 1 I l  1 2-90 1 0-70 1 UnitA 

Cornparison Unit ] 7 ( 2.57 1 1.40 
Overail Hos~itd  Stav 

- .  - -  - - --  - - 

( Cornpan-son Unit 1 8 1 3.62 1 1.50 1 Comparison Unit 1 8 1 2.75 1 1.16 1 
1 Totai PHSRO Scores 1 1 

1 Cornparison Unit 1 7 1 27.00 1 12.23 1 - - - - 

- - -- - - - - - - . I 

ïnferential Statistics. The Kniskal-Wallis Test was used to detect for statisticdly 

Total Sample 
Unit A 

signifiant differences betwm pretest groups on total mean satisfaction scores. Non- 

parametric testing was carried out due to the mal1 sample sizes of pderits, and non-nomal 

distribution o f  sample demographic and outcome variables. No staiisticaily significant 

23 
I l  

differences were found between the patient groups in reported satisfaction with their hospitai 

- 
- 

stays (Table 1 1, pp. 74). 

- 
- 

24.22 
21.82 

9.19 1 - - 
7.78 1 - - 



Table 1 1 

Kniskal Wdlis Test for Pretest Patient Satisfaction 

( Cornparison Unit 1 7 13.64 1 - 1 - 1 - 1 

2. Patient UtiIization of Post-Discharne Hedth Care Services 

Descriptive Staîistics. Of the data-generating sample of patients recnrited into the 

pretest phase of the study @=28), only 43% of respondmrs (g=12) participated in the 

teiephone interview, conducted uiree months after their initiai hospital discharges. Patient 

response rates varied between the three study units, ranging fiom a maximum rate of 64% 

on Unit A @=7) to a minimum response rate of 25% on the cornparison unit @=2). The 57% 

overail attrition rate of study subjects (11'16) was due to the folfowing factors: unable to 

reach by phone (n= 14); hospital readmission @= 1); and/or patient deaîh (n= I )- 

Of the 12 respondents successfùlly contacted by telephone, seven patients (58%) 

reported not having received any community-based, home h d i h  care seMces irnmediately 

following their initiai hospital discharges. Five respondents (42%) indicated that they had 

received home hdth  care services upon discharge, of which the majority reported receiving 

multiple services b=4(80%)]. At the time of the telephone interview, ail five patients 

reported either a decreased or continuexi level of home heaith care services. in other words. 

in no case did respondents report an increase in the amount of health care services received 

at home during the three month period following their initial hospital discharges. 

Ali 12 respondents denied having utilized hospital emergency room visits during the 

three month period foiiowing discharge. Two subjects (17%) reported having been 

Degrees of 
F d o r n  

2 
- 
- 

Chi-Square 
Statistic 

1.24 
- 
- 

Study 

Totd PHSRQ Scores 
Unit A 

Ltvel of 
Sig. 
0.54 
- 
- 

I 

N 
Sample 

I l  

Mean 
Rank 

10.36 
I 

UNt B 1 5  13-30 
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readmitted to a tertiary care facility during this perïod for ongoing chemotherapy treatments. 

Only one of the 12 respondents (8%) accessed a walk-in clinic for the reason of obtaining 

medications. Finaliy, of the 1 2 respondents successfully reached by telephone, eight (67%) 

reporteci havhg attended scheduled foIlow-up appointments with physicians within three 

months of their initial hospitai discharge. However, in no case did these subjects report th& 

due to hedth concems they were required to see a physician prior to the assigned date and 

t h e .  The fiequencies of post-discimge health aire service utilizahon by the patient sarnple 

are outlined in Table 12. Due to the attrition rate of subjects. inferentiai statisticd analyses 

were precluded fiorn being conducted to compare the thrce study groups on post-discharge 

rates of heaith care service utilization. 

Tabie 12 

Frequencies of Post-Discharge Service Utilization by Patient Sample 

1 Services Initiallv Provided Post-Discharee 

Comm unity-Based 
HeaIth Care Services 

Cornparison Unit O - O 1 - 2 28.6% 
Column Total 4 100% 1 100% 7 100% 

Yes 

N Yo 

Unit A 
Unit B 

1 CoIumn Total 1 0 )  - 1 5  1 1 0 W 1  7 h000 /a  

No 

N ?40 

4 
1 

Increase in Post-Discharge Services 

Not Applicable 

N ?40 

80.0% 
20.W 

Cornparison Unit 

Unit A 
Unit B 

- O 

- 
- 

O 
O 

3 
2 
2 

Column Total 

4 
1 

Com~arison Unit 

Change in the Level of Post-Discharge Services 
Unit A 1 4 1 l O P !  1 O 1 - 1 3 1 42.8% 

7 5 1 100% 

O 0 1 -  

- 
- 

42.8% 1 O 

80.00/0 
20.0% 

- 
28.6% 
28.6% 

- 

- 

O 
O 

100% 

3 
2 

O 

42.8% 
28.6% 

2 28.6% 



Table 12 Continueci 

1 
Community-Based 

Health Care Services 
, 1 

Emergency Room Visits I 

1 Hospital Readmissions 1 

Yes 

N % 

Unit A 1 O 
Unit B O 

' Cornpanson Unit 
CoIumn Total 

O 2 1 ' O Cornparison Unit - 20.0% - 
CoIumn Total 2 1 OP/O 10 ) 10W O - 

Walk-in Clinic Visits 
Unit A 1 O 1 - 1 7 / 63.6% 1 O -- 

1 

No 

N Y0 

O 
O 

) Unscheduled Physician Visits 

Not Applicable 
6 

N % 

1 1 7 58.3% 0 1 -  
, 

- 1 2 1L6.70,; 1 O 1 -- 

Unit B ï O 

3. Nurse Job Satisfaction 

The Cronbach's Alpha Coefficient for the total WQI was previously reported to be 

-94 with the six subscale reliabiiity measures ranging frorn -72 to -87 (Peddicord-Whitley & 

Putzier, 1994). Ln this study, the wmputed Cronbach's Alpha Coefficient for the total index 

was -93. The s u  subscales of the WQI were found to have Alpha Coefficients ranging fÏom 

.69 (professionai role enactment) to .9 1. 

25.0% 
- 

O 

- 

- 
I OO0/o Cornparison Unit 

CoIum Total 

Unit A 
Unit B 

Descriptive Statistics. On baseline measures, the totd sample of staff nurses (N=3 6) 

achieved a total mean WQI score of 136.75 (M&= GO-00, SD=29.24). Comparative anaiysis 

of total WQI mean scores revealed that staff nurses h m  Unit A (M lM,-iO, Mdn= 1 39.5 0, 

SD=3-7.33) and Unit B (M=144.55, Mdn=139.00, SJ=23.93) achieved higher mean scores - 

indicaîing lower overai1 satisfaction with the quality of their work and work environment dian 

' - - 

12 1 100% 1 0 1 -  

i 
1 

3 

3 
1 

O 
O 

cornpanson unit I O 
Cohrnn Total O 

100% 

27.3% 
9.i0/~ 

- 1 4  1 SO.O% 
-- 3 37.5% 

O 1 1  1 

O 
O 

3 
O 

, 

lOO% 

-- 
- 

75.0% 
- 

12.5% j i 25.0% 
1OO0h 1 4 1 L0O0h 

-- 
-- 

1 
8 



in relation to nutses on the cornparison unit (M= 125.87, Mdn= 126.00, &D=24.73). 

Comparative anaiysis of the six WQI subscale rnean scores reveded the differences 

and sidarities between the three study groups. On five of the six subscdes, stafT nurses 

from the cornparison versus experirnental unit(s) were reporîed to be more satisfied, as 

indicated by Iower mean scores. with the autonomy o f  their p-ce; work benefits; work 

environment; professional relationships; and work worth. Only on the subscafe rneasun'ng 

saîisfaction with professionai role enactmmt were nurses fiom Unit A reported to be more 

satisfied than subjects fiom either Unit B or the cornparison unit. The total and subscaie WQI 

satisfaction scores for the three groups are dispiayed in Table 13. 

Table 13 

Pretest WQi Total and SubscaIe Mean Scores 

WQr 1 N 1 Median 1 Mean SD 
; Autonomy of Pranice 
, UnitA 
- UnitB 

Cornparison Unit 
Total Sarnpie 

Cornparison Unit 

6.63 
5.56 
2.76 

I I  1 13.00 1 14.82 

: Work Benefits 
38 

UnitB i 12 

Unit 8 1 12 1 17.00 1 16.58 ! 3.45 l 
i 

13 
15 

15 

Total Sample 1 38 

1 1 -50 

Total Sample I 3 6 

Cornparison Unit ! 15 32.00 l 3 1.93 9.39 1 I 3 1 .O0 1 33 -67 

13-00 
1 1-00 

7.40 

, Professional Roie Enactment ! 34.00 

12.33 
I I .20 
12.60 

Work Environment 
Unit A 1 11 t 35.00 36.00 1 5.74 

I 

6.98 34.00 

33 -66 1 7.84 

4.38 
4.32 

1 
I 

, Cornparison Unit 1 15 16.00 
Total SampIe 38 1 16.00 

5.12 

I 
8.74 I 

34.33 
36.00 

16.20 
16.10 

37.28 



Table 13 Conbiued 

WQI 

inferential Staîistics. Nthougti the three study samples were found to be relatively 

N 1 Median 1 Mean 1 SD 

hornogenous in relation to demogaphic variables, prelirninary screening of outcorne 

Unit B 
1 Cornparison Unit 
[ Total Sample 

variables revealed the presence of outliers and non-equal variability between groups. To 

Professional Relationships 

144.55 
125.87 

1 I 1 139.00 
15 126.00 
36 130.00 

1 

detect for statisticdy signifiant differences between the study samples on the mean pretest 

23.93 
24.73 

totai and subscale nurse job satisfaction scores, the Knrskal-Wailis Test was utilized. No 

9.89 
5.1 1 
5.70 
7.38 

136.75 1 29.24 

statistically sipificant differences were found behveen groups on the ranked mean total job 

Unit A 
Unit B 

satisfaction scores. However, on the subscale related to work benefits, a statistically 

1 1  
12 

29.00 1 28.55 

Work Worth , 

significant difference in reported satisfaction was found at the c.05 levei between Unit B 

26.00 
Cornparison Unit 1 15 24.00 
Total Sample 1 38 24.00 

and the cornparison unit (TabIe 14). 

26.08 
22.73 
25.76 

Unit A 1 11 

Table 14 

kuskal-Wallis Test for Pretest Nurse Job Satisfaction 

' TotdSarnple 1 38 1 10.00 1 10.32 1 7.38 
i 
i 

~ o t a l  WQI Score I 

10.00 
10.50 
9.00 

Unit B 12 
1 1 .O8 
10.68 
9.47 Cornparison Unit 1 15 

WQI 

5.19 I 

5.1 1 
5.70 

Mean 
Rank 

Chi-Square 
Statistic 

Autonomy of Practice 

Degrees of  
Freedom 

Unit A 
Unit B 
Cornparison Unit 

0.33 
-- 

2.20 l 2 
1 1 
12 
15 

- 23.56 
19-25 
16.87 

- 
- 
- 

- \ 

l - 
- 1 - 
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( Total Score O. 16 I 

i 

Level of 
Sig. 

4. Intmdiscblinarv Staff Satisfaction 

, Work Benefits 7.42 2 0.03 * 

Degrees of 
Freedom 

- 
- 
- 

O. 10 

Unit A 
Unit B 

1 Cornparison unit 

Descriptive Statistics. On base line rneasures. the total sarnple of respondents 

Chi-Square 
Statistic 

r 

WQI 

@=29) moçt fiequentiy reported that the primary source of patient information was the 

Mean 
Rank 

IO 
H 
15 

interdisciplinary staff surveyed, 72% (g=21) indicated that assigned staff nurses are 

Professional Relationships 

"sometimes" perceived to be howledgeable of the patient's status. Of those surveyed, 55% 

16.30 1 - 1 - 

4.71 f - 7 

23.91 
21.29 

l - I - 1 - Unit A 1 Il 

@=16) reported that nurses "always" have the authority to make patient Gare decisions, with 

[ Cornpanson Unit , 15 14.83 
Professional Rote Enactrnent 

- 
- 

Unit B 

4 I % In= 13) having indicated this was me ody "sometimes." The contrast in item responses 

- 
-" 

25.64 1 - 

12 

- 

related to nurses' knowiedge and authority is of particdm interest. Althou& interdisciplinary 

14.73 

- 
- 

17.05 1 - 1 - Unit A 

s ta f f  perceive nurses to "aIways" possess the authonty to make patient care decisions, nursing 

-- 

- 
- 

1.36 , - 7 

11 
O. 50 

Unit B 12 22.33 1 - I - 
Cornparison Unit 

- 
- 15 , 19.03 
0.65 
- 

- - 
Work Worth 

Unit A / I I  ) 20.50 
Unit B ! 12 ) 21.17 

' Cornparison Unit 1 15 1 17.43 
Work Environment 

0.89 2 
I 

- - f 

- 

i 2. 17 

-- I - 

Unit A 
Unit 8 

- 
2 
- 

l -- 

-- 
0.34 

1 - 
, -- 

Cornparison Unit 15 , 16.90 1 - 1 -- 

1 1  
12 

- 

23.36 1 - 
19.21 / 
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deçisions are v i d  to be bas& upon "sornetimes" lirnited knowledge of the patient's status. 

The Iargest proportion of interdisci plinary staff b= 1 9(66%)] reported that "never" 

is one staff nurse viewed as accountable for each patient's total care fiom admission dirough 

to discharge. Despite this perceived lack of nursing accountability, 62% of  respondents 

@=la) reported that "sometimes" nursing care was CO-ordinated to facifitate discharge 

planning. On the two final survey items related to the quality of nursing care, the largest 

proportion h=20(o9%)] rated the overall quality of nursïng m e  at the study facility as 

a-good" while 66% of subjects @= 19) perceived the qudity of nursing care on their affiliakd 

inpatient uni& as ''good" The ICQ item response fiquencies for the total sample are shown 

in Table 15- 

Table I5 

Pretest ICQ Item Frequencies 

Unit B Corn parison 
1 ICQ ~tems 1 I 
1 Prirnarv Information Source 1 

Assi.gnedNurse 1 16 ] 55.2% 

Sometimes 
Never 

P 

Never 1 1  
Column Total 1 79 

50.0% 1 
30.0% 
10.0% 

31.0% 
10.3% 

Patient Record 1 9 

21 
O 

10.0% 
100% 

5 150.0% 

' Patient 

Colum Total 1 29 

3.4% 
00% 

Nurse's Knowiedge of the Patient's Status 

3 
' 6 166.7% 5 

3 

72.4% 1 8 
- ) D i  

- 

4 

O 
9 

Nurse's Authonty to Make Patierrt Care Decisions 
Ai ways 1 16 ) 55.2% 1 7 / 70.0?40 1 5 1 55-65/. 1 4 ( 40.0% 

100% / 10 1 100% 

O 1 - 
10 i 1000/0 

40.0% - 7 

Nurse Manager 

80.0% 
-- 

, 1 
22.2% 

1 - 
100% 

3.5% 

9 

O 
9 

IO.O?/o 1 

I Column Total 
1 
10 

O 

6 
O 

- [ 1 10.0% 
100°/. 1 10 ( LOO0/i 

1 1.1% i 1 

29 100% 

100%! 10 

101 100% 

100?! 

66.7% 1 7 
-- O 

70.0% 
- 



Table 15 Continued 

) Co-ordination of Nuning Care to Facilitate Discharge Planning 

ICQ Items 

L 1 - 

Nurse's AccountabiIity for Patient Care From Admission to Discharge 

Unit B 

~i ways 
Sometimes 
Never 
Column Totd 

1 Overall Quality of Hospital Nursing 1 

TotaI Sample Compariso 1 
n Unit 1 

Aiways 

Unit A 

1 
9 
19 
29 

11 

1 Excellent 
1 Good 

Comparative analysis of the findings between the three study units highlighted 

s e v d  noteworthy ciifferences. Although the prïmay source of patient information on Unit 

B (n=6(67%)] and the cornparison unit b=5(50%)] was the assigned staff nurse, Unit A 

interdisciplinaq staffwere decidedly less in agreement between utilizing the assigned nurse 

[n=5(50%)J and the patient record b=4(40%)]. in regards to staff nurse accountabifity, the 

Iargest proportion of respondents fiom Unit A b=6(60%)] and the cornparison unit 

[11'8(80%)] concurred in their assessments that "nevern is one nurse perceived to be 

accountable for each patient's total care, fiorn admission ttirough to discharge. in contrast, 

Unit B interdisciplhary staff were dmost equally split between rating staf f  nurse 

accountabiiity as "sometimes" b4(44%)] and "never" b=5(56%)]. In ternis of staff nurse 

authority to make patient care decisions, the majority on Unit A b=7(70%)] and Unit B 

Sometimes , 18 

, 

3.5% 
3 1.0% 

O 
4 
5 
9 

37.9% ) 4 

2 
20 

- 
44.4% 
55.6% 
100% 

O 
2 
8 
10 

62.1% 1 6 

Poor 
Column ~ o t d  

- 
20.0% 
80.0% 
1 0 0 % ,  

I 
3 

40 .W 1 4 1 44.4% 

6.9?/0 
69.0% 

1 Poor 1 O 

' 10.0% 
30.0% 

Never 

O 
39 

' 60.00/0 
100% 

65.5% 
100?/a 

3 
60.0% 

2 
8 

Overail Quafity of Unit Nursing 

- 

6 
10 

30.0% 
7 5  1 5 5 . 6 %  

- 
100% 1 Column Total 29 100% 1 10 

O 

- 
looO/o 

70.0% 
O 
10 

O 1 - 
, 9 1 100'30 

- 1 O 

20.00%~ j O 1 - 
80.0% i 6 1 66.7% 

Excellent 6 
Good 1 19 

- 
100% 

O 1 - 
6  1 60.0% 

0 1  - 
r O 1 IOOO/O 

O 1 - 

11.1% 
77.8% 

O 
Fair 4 

20-7% 
65.5% 

O 
9 

3 1 30.0% 

- 
13.8% 

2 
8 3 

O 1 - 

- 
100% 

40.0% 
20.0% 1 1 

O 
10 

3 ! 30.0°/o O 
80.W0 

- 
1oo0/o 

' 7 
- I ( 11.1% 
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b=5(56%)j weed this was the case "aiways." However. on the cornparison unit, the 

majority of interdisciplinary staff b=5(5O%)] reported this to be me onIy "sometimes." 

One final difference between groups was found in relation to the reported quatity of 

nursing care on afXIiated inpatient units. On Unit A &8(8O%)I, Unit B [g=7(78%)], and 

the comparison unit k4(40%)], the largest proportion of respondents rated the inpatient 

quaiity of nursing care as '$ood." However. greater disparity was O bserved in responses on 

the cornparison unit, with equal ratings of the quality of nursing care havuig bem 

docurnented in the caregories of "exceI1ent" [n=3(30%)J and "fair" b=3(3O%)J. 

Two subscale scores were tabulaieci fiom the KQ. In regards to items relared to 

staff nurse knowI edge, accountability, authority and co-ordination of patient care. the mean 

score for the entire sarnple was 7.45 (Mdn=8-0, -1 -24). On items related to the quality 

of nursing care, the totai sarnple's mean score was 4.10 (Mdn= 4.0, ==I .O 1 ). 

Comparative analysis of the mean pretest scores on the ICQ dernonstrated that 

interdiscipIinary s t a f f  on Unit A (M=7.20, Mdn=7.0, == 1-03} and Unit B (M=7.22. 

Mdn=8.0, -56) were generally more satisfied with aspects of nursing care knowledge, - 

accountability, authon'ty and CO-ordination of care. as indicated by Iowa mean scores, than 

siibjects on the wmparison unit @=7.90, Mdn=8.0, =l. 1 O). Similady, respondents fiom 

Unit A (M=3.6, Mdn4.0 ,  ==.70), and Unit E3 ( E 4 . 3 3 ,  Mdn4.O. SD=.87) reported 

pater ~ a t i s f ~ o n  with the quality of nursing care at the çnidy facility o v d L  and on 

affiliated inpatient units than in relation to respondents fiom the comparison unit (M=4.40, 

Mdn=4.0, SD= 1 -26). The ICQ item and subscale mean scores are presented in Table 16 @p 

83)-  



Table 26 

Pretest ICQ Item and Subscaie Mean Scores 

1 Subscde 2 1 4.10 1 1.01 1 3.60 1 0.70 1 4.33 1 0.87 / 4.40 1 1.27 / 

ICQ Items 

Accountability 
Authonty 
Co-ordination 
Knowledge 
Quality of Hospital 
Quality of Unit 
Subscale 1 

lnferentiai Statistics. Given the relatively smdi sam?!e sks, h o w n  distribution 

of  dernogqhic variables among subjects, and non-nomal distribution of outcorne variables, 

the Kmskal-Wallis Test was used to detect for statistically signifiant differences in mean 

Total Sample 
(N=29) 

Mean SD 

rank satisfaction scores on the two subscdes of the ICQ. No statistically signifiant 

2.62 
1.48 
1-62 
1-72 
2.17 

differences at the ~ c . 0 5  level were found (Table 17). 

Unit A 
(N=1 O) 

Mean SD 
0.56 
0.57 
0.49 
0.46 
0.54 

Table 17 

2.50 
1.30 
1.60 
1.80 
1.80 
1-80 
7.20 

Kruskal-Wailis Test for Pretest interdisciplinary Staff Satisfaction 

0.71 
0.48 
0.56 
0.42 
0.42 
0-42 
1.03 

Unit B 
w*) 

Mean SD 

1.93 
7.44 

2.56 
1.44 
1.56 
1.67 
2.33 
2.00 
7.22 

Corn parison 
Unit (N=10) 

Mean SD 

0.59 
1.24 

0.53 
0.53 
0.53 
0.50 
0.50 
0-50 
1.56 

2.80 
1.70 
1.70 
1.70 
2.40 
2.00 
7.90 

Sample Groups 

0.42 
0.68 
0.48 
0.48 
0.52 
0.82 
1.10 

Fi 

Cornparison Unit 1 10 1 18.05 
ICQ Subscale 2 

- 
3 .O7 
- 
- 
- 

Unit A 
Unit B 
Cornparison Unit 

Mean 
Rank 

ICQ Subscaie 1 2.2 1 
- 
- 

Unit A 
Unit B 

- 
2 
- 
- 
- 

10 
9 
10 

Chi-Square 
Statistic 

10 1 12.85 
9 1 14.00 

- 
0.22 
- 
- 
- 

11.50 
16-50 
17.22 

2 
- 

0.34 
-- - 

Degrees of 
Freedom 

- 1 - 

Level of 
Sig. 



IU Statistical Analysis of Posttesf Fiodings 

I . Patient Satisfaction 

Descriptive Statistics. Of the total posttest sarnple of patients @=14), 57% of 

subjects (n=8) rated the technical competency of the staff as "very good" while 50% (n=7) 

judged the personal manner of the staff who cared for thern as "excellent. " Fi fty percent of 

respondents perceived staffs explanaà-ons of tesis and procedures @=7); aud the provision 

of pain management w). cornfort masures @=7). and privacy (3=7) as "vexy good." The 

largest proportion of patients raieci the infodon-giving of M a s  "exceiient" h4(29%)]  

or 'tey good  b=4(29%)]. The lm& of time cd1 bells were answered was reported by 

55% @=5) of the sample as "excellent" or ''very good" On the finai item, 50% of patients 

(5=7) rated their overall hospitai stay as "very good." 

In contrast to the above responses, patient ratings of hospitai meais dernonstraîed 

considerable disparity. Sixty-one percent of subjects (n=8) rated hospitd meds as "good 

to excelleut" while 39% @=5) were reported to rate the meah as ody "fair or poor." The 

frequencies of response ratings on the PHSRQ for the posttest patient m p 1 e  are illustrated 

in Table 18. 

TabIe 18 

Posttest PHs RQ Response Frequencies 

ltem Frequencies 

Technical Competency 
. N  % N % N % I N  % [ N  % 1 

Excellent 

1 Personnel Manner 

Very Good 

ExperimentdUnits / 3 
Cornparison Units 1 2 

0 ( - / 0 ( - 

Good 1 Fair 1 Poor 1 

1 coiumn ~ ~ t d  j s  1 1 0 0 %  

3 
5 

60.0% 
40.0% 0 1  - 

O 
O 
O 

Experimentd Units 
Cornparison Units 

- Column Total 

O !  - 

1 1 100% 
O 1 - 
1 1  100% 

- 
- 
- 

37.5% 1 1 ) 100% 

3 
4 
7 

8 
62.5% j O 

O 1 - 
I 

0 1  - 
- 

42.8% 
57.2% 
100% 

O 
O 

O 1 - 100% j 1 

3 1 50.0% 
3 1 50.0% 
6 1  100% 

-- 
-- 

100% 



Table 18 ConnIiued 

1 C o d o n  Masures 
1 Exnerimentai lhits 1 O - 1 3 1 42-8% 1 3 1 75.0% 1 1 

1 Excellent 
Item Frequencies 

/ N  % 

Length of Cal1 Bell 

1 Information Givine ! 

Poor 
N Y0 

Very Good / Good ' Fair 

Privacy Provided 

N % N % N %  

Experimentd Units 
1 Cornparison Units 

CoIumn Total 

100% 
- 

100% 

Experimentai Units 

Experimental UNts 
Cornparison Units 

Totd posttest PHSRQ scores were tabdated for 12 of the 14 completed 

50.00/. ' 2  

Pain Management 

! Expianation of tests 

questionnaires. Two were exchded due to missing response items. The total sample of 

O 
2 
2 

50.0% 
100% 

0 ( - 

O 
O 
O 

3 

j C O I U ~ ~  Total 4 IO0?40/4 100% 3 100% 3 100% O -- 

' 

1 

patients achieved a mean score of 21.50 points (Mdn=22.00, ==5.76). On baseline 

O 
1 

! O 
O 

Experimentd UnÎts 
Cornparison Units 
Column Total 

- 
- 
- 

O 
O 

, O  
Cornparison Unirs , 1 

2 / 50.0% ( 2 

measures, the pretest sarnple's rnean satisfaction score was slightly higher at 24.32 points 

- 
- 

O 
2 
2 

- 
- 
- I 

75.0% 

50.0% 
50.0?"o 2 

(Mdn=22.00, ==9.19). Comparative analysis of posttest scores between study units, 

33.3% ( 1 
66.7%) 1 
100Y0 1 2 

- 
100% 
100% 

- 
100% 
100% 

25.0IA 

50.0% j 2 

revealed that patients fiom the cornparison m=20.71. Mdn=22.00, ==5.94) versus 

1 
2 
3 

1 
2 

1 
O 
1 

Experirnentai Units 1 O 
Cornparison Units 1 2 

1 
5 
6 

2 100% 

3 / 100% 

2 / 66.7% 

Column Total / 4 /  100% 1 7  

2 

4 ( 57.1% 
3 ( 4 2 . m  
7 /  100% 

- 
100% 

Hospital Meals 

' 2  
O 
2 

16.7% 
83.3% 
100% 

O 
2 

1 33.3% 
100% 

40.0% 
5 

100% 
- 

Colurnn Total 1 2 1  100% 

' - 
100% 

60.û% 

33.3% 1 2 

2 
2 
4 

' O  / - 
O ( - 

10096 
-- 

100% 

66.7% 
33.3% 66.7% 

50.0% 
50.0°/0 
100% 100% / O /  - 
33.3% 
66.7% 
100% 

Experimental Units / 1 1 50.0% 

1 

ComparisonUnits ( 1 
C O I U ~ ~  ~ o t a l  ( 2  

Overall Hospital Stay 

O 
O 
O 

O 
O 

1 
2 
3 

2 
1 50.0% 

100% 

Experirnentai Units 
Cornparison Units 

- 
- 
- 

- 
- 

66.7% 
. 33.3% 

2 ( 50.0% 
2 1 50.0% 
4 1  100% 

O 1 - 
3 j 100% 

1 

. I 

2 

1 

100°/o 
100% 

Column Total 3 

66.7% 
33.3% 
100% 

- 
-- 

2 
2 

7 i  100% - 

3 O 
O 

100% 1 0  

42.8% 1 O ) - 

4 

42.8% 

- i O 
57.2% 1 O 4 , 57.2Y0 - 
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experimental units u = 2 2 . 6 0 ,  Mcin=22.00, SD=5.98) achievd a Iower mean score, 

indicating greater overall satisfaction with their hospital care. This result was found to 

contradict ~ I i e r  results obtained during the pretest phase of the study. Analysis of the mean 

posttest scores obtained on each item of the PHSRQ highIighted the diffmces and 

similarities between study groups. These statistics are presented in Table 19. 

Patients fiom the cornparison unit were more likeIy to be satisfied with aspects of 

hospitd care that included the personal manner and information-givuig of staff. cornfort 

measures, pain management. and length of cal1 beII responses. In contrast, the experimental 

group was reported to be more satisfied with the provision of pnvacy, explanabon of tests, 

hospital meals, and their overdi hospitd stay. No differences were found between study 

groups on raiings of satisfaction with the technicd competency of & 

Table 19 

Posttest PHSRQ Item Mean Scores 

[ Total Sample 1 14 1 1.71 1 0.61 1 TotalSample 1 12 1 2-33 1 0.98 / 
1 Experirnental Units 1 7 1 1.71 1 0.76 1 Experirnenral Units 1 5 1 3.20 ( 0.84 1 

f Emrimental Units 1 7 1 2.71 1 0.76 1 Exmrimental Units 1 7 1 2.43 1 1.27 1 

Cornparison Unit 7 / 1.71 1 0.49 
Personai Manner 

Cornparison Unit 1 7 1 1.43 1 0.53 
Cornfort Measures 

Total Sarnple 1 14 / 2.57 1 1.02 

1 Cornparison Unit / 7 1 2.43 1 1.27 1 Cornparison Unit 1 7 1 2.29 / 1 .1  1 1 

Comparison Unit 1 7 / 1.71 ) 0.49 
Privacy Provideci 

Total Sample / 14 
Experhental Urrits 1 7 

Cornparison Unit 1 7 f 2.00 / 0.58 
Information-Giving 
Total Sample / 14 12.36 ( 1.15 

Total Sarnple 
Experimentai Units 

1.57 
1-71 

1 Experimental Units 
I Corn~arison Unit 

0.65 
0.76 

13 
7 

1.93 1 0.73 
1.86 ) 0.90 

6 
7 

3.00 
3 -29 

1.67 
1 -50 

Experirnental U ~ t s  
Com~arison Unit 

7 
7 

2.00 1 0.82 
2.14 1 0-69 



Table 19 Continued 

- - - 

I Item I N I X I S D I  Item ( N ( X ( S D ~  

lnferential Statistics. The Mann- Whitney U Test was used to detect for statisticdIy 

sipi ficant ciifferences in patient posttest satisfaction scores between the experimen td and 

/ Total PHSRQ Scores 

cornparison groups. Patients fiom the two experimentai w*ts were subsequentIy grouped for 

- 
- 
- 

analysis based upon preliminary screening of data. Non-parametric testing was carried out 

Total Sarnple 
Experimental Units 
Cornparison Unit 

due to the smali sarnple sue, and non-nomd distribution of sample dernographics. No 

statistîcdly significant differences were found between the two posttest patient goups in 

reported satisfaction with aspects of their hospitd stays (Table 20). 

- 21.50 
22.60 
20.71 

12 
5 
7 

Table 20 

Mann-Whitney U Test for Posttest Patient Satisfaction 

5.76 
5.98 
5.94 

- - 

The Mann-Whitney U Test was used to detect for statistically significant differences 

- 
- 

- 
- 

Sample Groups 

1 Expenmental Units 1 5 
j Cornparison Unit 1 7 

in satisfaction ratings within the two patient groups f?om basefine to posttest measures, As 

- 
- 

Sun of 1 Mann-Whitney 1 Mean 

displayed in Table 2 1 @p. 88), no statistically significant differences at the ~ c . 0 5  level were 

Lewel of Sig.(Ooe- 

6.70 

found. 

Tailed Probability) . 
0.876 1 

Rank 

33.50 

Ranks 

6.36 , 44.50 

U Test Statir 
Studv Samoles 

- 
16.50 

- I 

- - 1 

I 



Table 2 1 

Mann-Whitney U Test for Patient Satisfaction 

2. Patient Utilization of Post-Discharee Health Care SeMces 

Level of Sig. (One- 
Tailed Probabiiity) 

Descriptive Statistics. Of the data-generating sample of patients recmited into the 

Sample Groups 

Experirnental Units 

posttest phase of the shidy (N=14), only 29% of respondents @=4) pvticipated in the 

N 

39.00 
- 
- 

17.50 
- 
- 

telephone interview, conducted three rnonths after their initial hospital discharges. Patient 

Mano-Whitney 
U Test Siatic 

Mean 
R.nk 

0.97 
- 
- 
0.38 , 
- 
- 

10.94 1 175.00 
11.20 f 56.00 

Pretest 
Proîiest 

response rates did not v q  between units. The 7 1% o v d l  attrition rate of study subjects 

Sun of 
Rank 

16 
5 

@=IO) was due to the following factors: unabte to reach by phone @=7(70%)]; plamnent 

Cornparison Unit 

to long terrn care facility [~1=1( IO%)] andlor patient death [~=2(20%)]. 

Pretesî 
Prottest 

Of the 4 respondents successfidly contacted by tetephone, one subject (25%) 

indicated having received multiple comrnimity-base4 home health care services ünmediately 

7 
7 

followuig hospital discharge. At the t h e  of the telephone interview, this subject reported 

8.50 1 59.50 
6.50 1 49.50 

a decrease in the level of home health care services initiaily provided. Two of the four 

subjects (50%) reported visits to hospital ernergency rooms, and were subsequently 

readmirred to rertiary care facilities because of feeling unwell during the three rnonih period 

foUowing discharge- Ln no case did subjects report having accessed a medical walk-in clhic. 

Three of the four respondents (75%) reached by telephone reported having attended 

scheduled follow-up appointments with physicians within three months of their initial 

hospital discharge, Two (67%) of these subjects were required to see a physician earlier than 

scheduled due to health concerns. The frequencies of post-discharge health care service 
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utilization by the paa'ent sample are outlined in Table 22. Due to the attrition M e  of subjects, 

inferential stabstic.1 analyses were preduded f?om being conducted to compare the two study 

groups on post-discharge rates of hedth Gare senrice utiIization. 

Frequencies of Post-Discharge Service Utilization by Posttest Patient Sample 

/;munity-Bpsnl 
/ Rtahh Cam Services 

1 increase in Post-Discharge Services 1 

i No / Not Appliabk 

N % I N  % I N  ?40 
SeMces Initidly Provided Post-Discharge 

l c01um.n Total I O t - I 1 1 1 0 0 %  i 3 1 100% 1 

Experimental Units 
Cornparisun Unit 
Column Total 

Experimental Units 
Comoarjson Unit 

1 Emergency Room Visits 1 

1 
O 
1 

1 Experimental Units ) 0 1 - 1 2  10Wh 1 O 1 - 

O 1 - 
O - 
O I - 

100% 
- 

100% 
Change in the Level of Post-Discharge Services 

O 1 - 1 1 1 100% 1 1 1 33.3% 
O - 

I 

Expenmental Units 

Cornparison Unit 
Colunm Total 

33.3% 

O 
O 

O 1 - 

Hospital Readrnissions 

- 3 , 66.7% 
3 1 1000/o 

1 

2 66.7% 

- 3 1 100% 
2 1 1000/0 

Unscheduled Physician Vsits 

- 
- 

100% 
Cornparison Unit O 

- CO~U~YUI Total i 1 

- 
- 
- 

L 

1 33.3% 
3 1 66.7% 

O I - 
- 

150% 

O 
2 

Experimental Units I ( 50.0% 

3 t 50% 

- 
1 O P ?  
100% 

Experimentd Units 
Cornpaison Unit 
Column Total 

Walk-in C h i c  Visits 

Cornparison Unit 1 1 

- 
1W/o 

O 
O 

, O 

2 
O 
2 

O 
2 
2 

50.0% 
1 50.0% 

1 OO0/o 
- 

100?/0 

Experimental Units 
Cornparison Unit 
CoIumn Total 

O .  
O 

, ColumnTotal 2 
1 

O 
O 

-- 
- 

O 
50.0% 

- 1 
- I 

- 
- 
- 

O 
O 

t O 

50 .O% 
50.0% 
100% 

-- 200% l 2 

O 
O 

, O 

100% 

- 1 2 
- 2 
-- b 4 



3. Nurse Job Satisfaction 

Of  the totai sample of 38 nurses sweyed during the pretest phase of the study, 3 1 

subjects successhlIy completed study participaiion during posttesting. The 18% overail 

aîûition rate of study subjects was artributed to the following factors: Ieave of absence fiom 

the workplace @= 1 ), and non-retunied satisfaction questionnaires @=6). Subject response 

rates were found to Vary dramaticalIy between study uni& from greater than 90% on Unit A 

(n= 10) and the cornparison unit (n= I4), to a minimum response rate of 58% on Unit B (n=7). 

Of those nurses who failed to comptete the study @=7), the majority were married 

@=5(7 1 %)], hawig compIetd some university edudon b=4(57%)]. These subjects were 

not found tû significantly differ fkom the remaining data-generaiing sample in age, years of 

professional experience, or number of years ernpIoyed on the study units. 

Descriptive Statistics. On posttest measures, the entire sample of staff nurses (N=3 I ) 

achieved a total WQI mean satisfaction score of 133.74 points (Mdn=133.00; -24.56). 

The totai sample's posttest mean score on the WQ[ was s1ightIy lower in relation to the 

pretest, baseiine measure of 136.75 points. Comparative analysis of the totai WQI mean 

posttest scores between study groups revealed that nurses fiom Unit A b= 1 0) achieved a 

Iower mean score (M=I 26-90, Mdn= 128.50, =2 1 S), indicating greâter overdl 

satisfaction with the qudity of their work and work environment, than in relation to nurses 

(g=14) fiom the comprison unit (M=13 1.14, Mdn=I27.50, 19-80}. From the pretest to 

postteçt phases of data coffeciion, Unit A's total mean job saiisfaction score fell 17-60 points. 

in contras staf f  nurses fiom Unit B &=7) obîained the highest posttest total WQI mean score 

w= 148.7 1. Mdn= 1 39-00, *33 -4 1 ), indicaihg the Iowest overdl reported job satisfaction 

among the three study groups. This latter fmding was consistent with badine  results. 



Comparison of the six WQI subscale rnean scores highlighted the major ciifferences 

between the three groups on posttest measures. On four of the six subscdes, çtaffnurses 

fiom Unit A reported greater satisfaction witb the autonomy of their practice (M=10.80, 

Mdn= 1 0.50, -.6 1 ); work benefits (M=32.80, M d ~ 3 4 . 0 0 ,  SD=5 .O 1 ); work environment - 

/1M=3 1-30, M d ~ 3 2 . 5 0 ,  =5.29); and professiond role enacfment (M=14.40, Mdn=13.50, 

SW-4-62) than compared with nurses £rom either Unit B or the cornparison unit- On ody - 

two subscales did respondents fiom the cornparison versus experïmental nits obtain lower 

posttest rnean scores, indicaeing greater satisfaction wirh professiond relationships @J=22.35, 

Mdn=22.50, -.07), and work worih (M=13.00, Mdn= 13-00, SD=2.93). These findings - 

contrasted with pre-test rneasures, in which subjects fiom the cornparison unit reported the 

greatest saî isfdon arnong the study groups on five of the six WQI subscdes (autonomy of 

practice, work benefits. work environment, professional relationships, and work worth). 

Congruent with pretest results, Unit B nursing staff rated their posttest Ievel of job 

satisfaction on al1 six WQI subscales as the lowest among the three samples. Totai and 

subscaie WQI posttest mean scores are illustrated in Table 23. 

Table 23 

Posttest WQI Total and Subscale Mean Scores 

WQI N 1 Median ( Mean 1 SD 
Autonomv of Practice 

1 Companson Unit 1 14 10.00 1 11.14 3.30 1 
1 Total Sarnple 3 1 10.00 1 1 1-32 4.56 1 

I 

1 Work Benefits 1 

Unit A 
UNt B 

10.50 
12.00 

1 O 
7 

[ Totd Sample 1 3 1 35.00 1 3 7.03 7.24 1 

UNt A 

10.80 
12.43 

4.6 1 
6.80 

10 
Unit B 
Cornparison Unit 

5 0  1 34.00 
7 
14 

8.58 
6.20 

32.80 
43.00 42.7 1 
37.50 37.21 



Table 23 Continued 

Work Environment 1 
Unit A 1 10 32.50 3 1.30 1 5.29 I 
Unit B 
Cornparison Unit 
Totai Sample 

1 Cornparison Unit f 14 1 15-50 1 16.28 1 5.00 1 

Professionai Roie Enactment 

7 
14 
3 1 

4.62 
4.03 

Unit A 1 I O  
Unit B I 7 

Total Sample 1 3 1 15-00 i6.00 1 4.70 
Professional Reiationships 

[ Cornparison Unit 14 1 13.00 1 13 .O0 1 2.93 1 

32.00 
32.50 
32.00 

I 

' Work Worth 

13.50 
19-00 

Unit A 1 1 O 

1 Total Sarnple 3 1 133.00 133-74 24.56 1 

35.00 
33.79 
33.26 

14.40 
17.71 

26-00 
29.00 
22.50 
24.00 

Unit A 
Unit B 
Cornparison Unit 

1 6.26 26.1 O \ 

27.57 1 6.92 

T o t a i  WQI Score 

Inferential Statistics- In addition to the mal1 sampIe sizes, preliminazy screening 

of the posttest data revealed non-nad distriiutions o f  outcorne variables among the groups 

of respondents. Ttierefore, non-pararnetric testing was conducted to detect for statisticdly 

sipificant differences between the three groups on the mean total and subscale nurse job 

satisfaction scores. As presemted in Table 24, the Kniskal-Wallis Test failed to find any 

statistically significant differences at the ~ c . 0 5  Ievel (pp.93). 

10.92 
8.63 
8. I6 

10 
7 
14 22.36 

24.74 Total Sample 1 3 1 
4.07 
5.80 

3 -92 14.00 

21 -53 
33.4 1 
19 -80 

4.50 
14.40 

Unit B 7 15.00 

I 

126.90 
148.7 1 

t 13 1.14 

C'nit A 1 10 1 128.50 

t 15.57 

Unit B 7 139.00 
Cornparison Unit ! 14 127.50 



Table 24 

Kniskaf-Wdlis Test for Posttest Nurse Job Satisfaction 

WQI 

- - - -- 

The Friedman Test was used to detect for statistidly signifiant diflerences in nurse 

job satisfaction scores £tom badine to posttest measures within the t h e  studj samples. No 

statisticaIIy signi ficant ciifferences were found within study groups between pre- and posttest 

total WQI mean rank satisfaction scores. However, a statisticaily signi ficant decrease in 

reported job satisfaction related to work worth was found for al1 three groups at the ~ c . 0 2  

levei. A smtiszicdly signifiant increase in reported job satisfaction with ailtonomy of practice 

at the gc.02 level was found for onIy expenrnentd Unit A (Table 25, pp. 94). 

* 
Autonomy of Practice 0.1 1 

- 
- 
- 

5.89 
- 
- 
- 
0.68 
- 
- 
- 

Unit A 
Unit B 
Cornparison Unit 

1 Total WQI Score 

Mean 
 al< 

Unit A 
Unit B 
Cornparison Unit 

2 
- 
- 
- 
2 
- 
- 
- 
2 
- 
- 
- 

10 
7 
14 

0.37 
- 
- 
- 

2.02 
- 

CbLSquare 
statistic 

0.95 
- 
- 
- 
0.06 
- 
- 
- 
0.72 
- 
- 
- 

2 
- 
- 
- 
3 
- 
- 
- 
2 
- 
- 
- 

15.25 
16.64 
16.21 

Work Benefits 

4.20 
- 
- 
- 

1-98 
- 
- 
- 

1.86 
- 
- 
- 

Professionai Relationships 

2 
- 10 

7 
14 

0.13 
- 
- 
- 
0.38 
- 
- 
- 

0-40 
- 
- 
- 

Unit A 
Unit B 
Cornparison Unit 

14.15 
20.21 
15.31 

Degreesof 
~reedom 

18.45 
19.79 
12.36 

Unit A 1 IO 

- 
- 

Level of 
si& 

10 
7 

Unit 33 

- 
- 

11.20 
22.00 

Work Environment 

7 

Profaional Role Enactment 

14 1 16.43 

Unît A 
Unit B 
Cornparison Unit 

Cornparison Unit 14 

Unit A 
Unit B 
Cornparison Unit 

IO 
7 
14 

10 
7 
14 

14.05 
1 6.93 
16.93 

13.30 
19.57 
16.14 

Work Worth 
Unit A 10 17.00 
Unit B 7 19.14 
Cornparison Unit ) 14 , 13.71 , 



Table 25 

Friedman Test for Nurse JO b Satisfaction 

WQI 

Unit A 
Unit B 
Cornparison Unit 

fretest 
MeanRank 

Unit B 
Cornparison Unit 

9 
7 
14 

Professional Role Enacmient 
Unit A 1 IO 1 I ,65 

Posttest 
MeanRank 

Autonomy of Practice ! 

Professionai Relationships 
Unit A 1 10 1 1-50 

7 1 1 -50 
14 1 1.46 

4. Interdisci~linarv Staff Satisfaction 

5.44 
0.20 
0.33 

Unit A 
Unit B 
Cornparison Unit 

1.75 
1.57 
1.36 

1.35 

Cornparison Unit 1 14 1 1.43 
Work Worth 

Of the total sample of ïnterdisciplinaxy staff(N=29) who parhcipated in the pretest 

O.OZ* 
0.65 
0.56 

Chi-Square 
Sîatistic 

1.50 
1.54 

1.57 

1.90 
2.00 
1.86 

Unit A 
Unit B 
Cornparison Unit 

Totd WQI Score 

phase of the study, 24 subjects or 83% of the original sample completed study participation 

0.48 
0.26 
0.09 

Level of 
Sig. 

Work Benefits 

1 O 
7 
14 

I .O0 1.50 

1.00 

1.33 
1.57 
1.71 

Unit A 
Unit B 

during posttesting. Subject attrition during posttesting was not found to V a r y  between the 

Unit A 1 9 '  1.39 

O. 10 
0.71 
0.29 

0.00 

1.25 f 2.70 

0.00 
0.08 

0.32 

0.29 

6.40 
7.00 

1 O 
7 
14 

thee study unies, and was soieiy due to either non-returned questionnaires or job 

1.85 
1.57 
1.57 

1-61 
1.71 
1-71 

Unit B 1 7  
Cornparison Unit 1 14 

1.43 
4.64 

I .O0 
0.79 

0.60 

O.OZ* 
0.01 * 

1.10 
1 .O0 
1.14 

I .O0 
O. 14 
2.57 

9 
7 

reassignment within the study façility. 

1.15 
1.43 
1.43 

0.50 
1 -29 
3.00 

1 -29 
1-39 

0.14 
1.14 

7.14 1 0.01. 

0.32 
0.71 
0.1 1 

1.67 
1.43 

Cornparison Unit 1 14 

1 Work Environment 

1.29 
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Descriptive Statistics. On posttest measures, the total sample reporîd that the 

primary source of patient information continued to be die assigned staffnurse fg=12(50%)J 

followed by the patient's record [n= lO(4S%)]. The simple rnajority b=13(54%)] perceived 

staff nurses to "always" have the a~thonty to make patient care decisions, while 67% of 

respondents @=16) uidicated that assigned staff nurses were onIy "sometimes" 

knowledgeabIe of the patient's statu- The majority of respondents h= 16(67%)j reported 

th& "sometimes" nming care was cosrdinated to facilitaie discharge planning. On survey 

items related to the quality of  nursing care, the sample majority rated the overall qudity of 

nursing Gare at the study façility b=16(67%)] and on their afiliated inpatient units 

@= 1 5(63%)] as "good." These results were consistent with badine, pretest findings. 

The most notable change fiorn pre- to posttest was related to respondents perceptions 

of staffnurse accountability. On badine measures, 66% of M @ = 1 9 )  reported thai "never" 

was one nurse perceiveci to be accountable for each patient's total Gare fiom admission 

through to discharge. However, posttest responses indicated that 58% of interdisciplinary 

staff @=I4) viewed that this was "sometimes" the case. The item response fiequericies for 

the total sarnple are summarized in Table 26. 

Table 26 

Posttest ICQ Item Frequencies 

Assigied Nurse 1 12 1 50.00! 1 2 1 25.W 1 4 ) 50.W 1 6 1 75.W 

ICQ Items 

Pnmarv Information Source 

Total Sample 

N vo 

Patient Record 
Patient 
Care Co-ordinator 
Coiumn Total 

Unit A 

hi ?'O 

10 
1 
1 

24 

Unit B 

N % 

41.6% 
4.2% 
4.2% 
100% 

Corn parison 
Unit 

N ?40 

6 
O 
O 
8 

75.0% 
- 
- 

100% 

3 
O 
1 
8 

37.5% 
- 

12.5% 
100% 

1 
1 
O 

12.5% 
12.5% 
- 

8 1 IO@?? 



Table 26 Continued 

] Nurse's Authority to Make Patient Care Decisions 1 

1 Total Sample 
ICQ Items 

Pl % ) 

Unit A 

N yo - 

~l ways 

Overall Quality of Hospital Nursing 
Excellent 1 ( 4.1% 1 O 1 -- 1 1 1 12.5% ] O 1 -- 

Nurse's Knowledge of the Patient's Status 

COIUXM ~ o t d  / 24 j 100% ( 8 / 100% i 8 1 100% / 8 100% 
Co-ordination of Nursing Care to Faditate Discharge Planning 

Unit B 

N ?40 

Aiways 
Sometimes 
Never 
Column Total 

13 1 54.2% 

Al ways 
Sometimes 
Never 
Column Total 

Corn parison 
Unit 

Pl O h  

, Good 
Fair 
Poor 
CoIumn Total 

Cornparison ôf responses between study units revealed several major ciifferences. 

5 1 62.5% 
Sometimes 
Never 

Poor O 
CoIumn Tot& 1 24 

Interdisciphmry staff ffom  UN^ B b=4(50%)], and the cornparison unit h=6(75%)] 

8 
16 

8 
16 
O 

16 ( 66.7% 
7 (29 .2% 
O - 
24 1 100Y0 

continued to favour the assigned nurse as the prirnq source of patient information, while 

6 
3 I I  

O 

25.0% 
75.0% 
- 

Overd Quaiity of Unit Nursing 

- 
100% 

75% of subjects fiom Unit A @=6) rcported that the hospital record remained the preferred 

O 
24 

2 
6 

2 

8 / 100% Column Total 

37.5% , 45.8% 
- 

33.3% 
66.7% 
- 

7 
1 
O 
8 

Excellent 
Good 
Fair 

information source. 

25.0% 
75.û% 

4 
4 

33.3% 
66.7% 

25A0% 
75.0% 

75.0% 

24 

2 
6 
O 

O 
10 

50.W 
50.00h 

2 
6 

25.0% 

, 

O 

4 
4 
O 

25.0% 
75.0°/0 , 

8 

87.5% 
12.5% 
- 

100% 

100% 

- 

2 

- ( O  
100% ) 8 ) 100% 24 

10û% 100% 

- 1 O 
100% 1 8  

O 
8 

25.W 
6 

100% 1 8  
Nurse's Accountability for Patient Care fiom Admission to Discharge 

50.0% 
50.0?40 
- 

5 
2 

1 
5 
2 

- ! O  
100%/ 8 

75.0% 
O 

Always 
1 Sometimes 

8 

r 

2 
6 
O 

3 
5 
O 

12.5% , 
62.5%l 
25.0% 

7 1 29.2% 

- 
100% 

O 
8 

- 
IOP! 

- 

62.5% 
35.0% 

37.5% 
62.5% 
- 

3 
5 
O 

15 
2 

- 
100% 

100% 

37.5% 
62.5% 
- 

62.5% 
8.3% 

O 
8 

O 
14 

8 , 100% 

4 
4 

O 
8 

- 
1000/0 

O 1 - 
6 1 75.0% 

- 
58.3% 

50.0% 
50.0% 

O 
8 

- 
100% 

- 
100% 1 

O 
4 

- O 
50.0% f 4 

- 
50.0% 
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Respondents fiom Unit B and the cornparison unit respectively, were equaily divided 

in their views that staff nurses were "sometimes" k4(5O%) J and "never" b=4(5O%) J 

perceived as accountable for total patient are .  In contradiction to pretest measures, the 

majority of  Unit A subjects b=6(75%)J were found to have indicated staff nurses were 

"sornetimes" versus "never" accountable for total patent care fiom admission through to 

discharge. SimiIarly. respondents fiom Unit B and the cornparison unit respectively, 

concurred that "sometunes" nursing a r e  was co-ordinated to facilitate discharge planning 

[n=6(75%)]. In contrat, staff on Unit A were equally likely to report that the nursing care 

was CO-ordinated "always" b=4(50%)] and "sometimes" b=4(50%)]. 

Consistent with pretest resdts. Unit A [11=5(63%)] and Unit B b=6(75%)] subjects 

report& that staf;fnurses %iwaysW have the authority to make parient Gare decisions while 

those firom the cornparison unit indicated this was "sometimes" the case b=6(75%)]. Staff 

nurses continueci to be viewed by the majority as "sometirnes" knowledgeable of the patient's 

statu on Unit A and Unit B respectively b=6(75%)J, wfule respondmts fiom the cornpanson 

unit were divided between their &gs of "always" b=4(50%)] and "sometimes" 

@4(50%)). 

One final difference was found in relation to perceptions of the overall quality of 

nursuig care at the study facility. The sample majority fiom Unit A b=7(88%)] and Unit B 

b=5(63%)] viewed the overail quality of hospital nursing care as "good" while stafTfiom 

the compan'son unit were equalIy split in rating the care as "good b=4(50%)J or "fair" 

k4(50%)] .  Again, these findings were comparable with badine rneasures. 

Two subscaie scores tabulated fiom the ICQ revealed that the total sample achieved 

a mean posttest score of 7.2 1 points (Mdn=7.00, ==1.18) on items reIated to staff nurse 

knowledge, accountability, authority, and co-ordination of patient are .  In regards to the 



quality of nursing care, the total sampie's posttest mean score was 4.04 points (Mdn4.00 ,  

S W . 9 1 ) .  Although slightly lower, these hdings were consistent with the sarnple's pretest - 

mean scores of 7.45 points on subscaie 1, and 4.1 O points on subscde 2. 

Analysis of the posttest mean ICQ scores demonstrated that interdiscipIinary staff 

on Unit A @=6.88, Mdn=7.00, ml. 13) and Unit B (M=7.25, Mdn=7.50, e 1 . 2 8 )  were 

generaily more satisfied with aspects o f  nuning *ne howledge, accountability. auaiority md 

co-ordination of care, as indicated by lower mean scores, than compared with respondents 

fiom the cornparison unit (&7.50, Mdn=7.50, 1.20). Similarly, subjects fiom Unit A 

(M=3.75, Mdn4.00, m . 4 6 )  and Unit B &l=3.75, Mdn=4.00, SD4.89) reportecl greater 

satisfaction with the quality of nursing care at the study faciIity overail, and on afiliated 

inpatient uni& than staff f?om the cornparison unit m4.63, Mdn=4.50, 1 -06). Posttest 

ICQ item and subscale mean scores are depicted in Table 27. 

Posttest ICQ Item and Subscde Mean Scores 

ICQ Items 
Unit B 
W=8) 

Total Sample 
(N=24) 

Unit A 
(N=8) 

Corn parison 
Unit (N4) 

lnferential Statistics. Given the srnall sample sues, unhown distribution of 

demographic variables and non-normal distribution of outcorne variables die KruskaI-WaIlis 

Test was used to detect for statistically significant diffmmces among study groups in mean 

satisfaction scores on the two ICQ subsdes. Sirnilar to the reported badine findings, no 

' Mean SD 
Accountability 
Authority 

Mean 
2-25 
1.37 
1.60 
1.75 
2.12 
1.62 
6.87 
3.75 

2.42 
SD 

0.46 
0.51 
0.52 
0.46 
0.35 
0.52 
1.13 
0.46 

Mean 
2.50 0.59 

SD 
0.53 

Co-ordinates 1 1.67 0.48 
1.46 1.25 1 0.46 

1.56 ] 0.53 
1.75 1 0.46 

0.51 

2.12 
1.62 
7.25 
4.00 

0.48 
0.53 

Knowledge 
Quality of Hospital 0-64 

0.52 
1.28 
0.89 

1.67 
2.25 

Quality of Unit 
Subscale 1 
Subscale 2 

1.79 
7.21 
4.04 

0.59 
, 1 . 1 8  

0.91 



a*sticatiy signifiant differences in posttest scores were found among the three samples on 

either subscale 1 or subscale 2 of the ICQ (Table 28). 

Table 28 

Kniskd- Wai Iis Test for Posttest Interdisciplinary Staff Satisfaction 

The Friedman Test was utilized to compare for statistically significant différences 

within study groups in mean satisfaction scores on the two ICQ subscales fiom pre- to 

Sample Groups 

ECQ Subscale 1 
Unit A 
Unit B 

posttest. A statisticafiy significar~t increase in reported satisfaction with the quality of nursing 

Degrees o f  
F d o m  

2 
- 
- 
- 
2 

care was found only for Unit B (Table 29). 

8 

Level of 
Sig. 
0.6 1 
- 
- I 
- 

0.12 

Table 29 

- 1 I - 

Friedman Test for Interdisciplinary Staff Satisfaction 

- 
4.30 
- 

Mean 
Rank 

10.63 

11.00 
16.25 

Cornparison Unit 1 8 
ICQ Subscale 2 1 

Unit A 8 
Unit B 
Cornparison Unit 

ChLSquare 
Statistic 

1-01 
- 

14.00 

10.25 
8 
8 

- 
- - 1 - 

1 ICQ Subscaie 1 ! t ! 1 1 I 

- 8 

- 

Sample Groups 

12.88 

- 

, . Mein Rank Mean Rank 1 Statistir Sig. 
r 1 

Pretest 

Unit A 1 8  

Posttest Chi-Square 

1 .56 
1.56 
1.56 

Unit B 
Cornparison Unit 

' ICQ Subscale 2 
Unit A 1 8  

Level of 

8 
8 

1 -44 
1.75 
1 .50 

Unit B 
Cornparison Unit 

1-44 
1 -4-4 
1 -44 

8 
8 

1 1 

O. 15 
0.20 
0.15 

1.56 
1.25 
1.50 

0.71 
0.66 

I 
0.71 

0.34 
4.00 
0.00 

0.57 
O.OS* 
1 .O0 



IV. Total Unit Operating Expeadiâures 

Actuai totai unit operaîing expenditures were defined to inciude costs based on two 

major expense categories: nonmedical base salaries, and rnedicdsuf@cal supply costs. The 

budget years of 1997 and 1998 were each based on a totaI of nine months inciusive of the 

dates Januaq 0 1 to September 3 1. The 1998 actuaI total unit operating expenditures were 

tabulated and compared with the 1997 cost figures (Table 30). As illustrated, total unit 

operathg expendihires rose by %329,28 1 doUars on Unit A and by $356,879 dollars on Unit 

B fiom 1997 to t998. This represented an overail ùicrease of over 26% in total unit 

operating expenditures for both units. The category of non-medicd base salaries versus 

medicaVsurgica1 supplies represented the largest source of  cost increase for each unit. The 

1998 expenditures associatecl with non-medicd base salaries rose over $300,000 dollars per 

unit, or 27% above the 1997 budget year figures. 

Table 30 

Act& Unit Operating E,upenditures 

Actual Unit Operating 
Expeudituns 

1 Non-Medicd Salaries $1,279,434 [ $1,628,382 1 $384,948 1 27.3% 1 

Exphenta1 Unit A 
Non-Medicd Saian'es 
Med. / Surgid  Supplies 
Total Operating Costs 

At the same time that total operating expenditures increased, comparative anal ysis 

1997 

Med. 1 Surgical Supplies 
Total Operating Costs 

revealed that the total number of patients admiited and transferred onto each unit declined 

Cost 
Difierence 1998 

Experimentai Unit B 

S 1,165,937 1 $1,482,092 
$57,173 1 $70,299 

$1,223,110 1 $1,552,391 

fiom 1997 to 1998 by 8% @=63) on Unit A and by 6% ( ~ 4 3 )  on Unit B. For both 

% Change 

$83,744 
$1,363,208 

experimental unit% the categoxy of transfers in accounted for a 10% to 12% decline in overaI1 

$316,155 
$13,126 

$329.28 1 

27-1% 
23 .OOh 
26.9% 

$91,705 1 S7,96 1 
$1,720,087 1 $356,879 

9.5% 
26.2% 



patient nurnbers in 1998. TabIe 3 1 displays the total number and percentage of change in 

patient admissions and msfers  in per unit during the budget years of 1997 and 1998. 

Table 3 1 

Total Patient Admissions and Transfers 

Patient Census 

Admissions 
Transfers In 
Total 

Table 32 

Ex~erirnentd Unit A 

1997 

Expecimental Unit B 

Average Costs Per Patient 

614 
156 
770 

1998 

Admissions 1 605 

1 Expenmental Unit A 1 

566 
141 
707 

Art average cost per patient was caiculated based on the total costs expended overail 

and per major category, divided by the number of patient admissions and transfers in during 

that budget year. Table 32 illustraîes the average cost per patient and the differences between 

1997 and 1998 figures. Comparative anaiysis found that the average total costs per patient 

increased by $607.29 dolIars (38%) on Unit A and by $614.32 dollars (34%) on Unit B. 

Both major expense categories displayed percentage inmeases in average costs per patient. 

However. the category of non-medicd base sdaries versus rnedical/surgical supplies 

accounted for the Iargest average cost increase per patient in 1998, ranging fiom $582.1 1 

dollars (38%) on Unit A to $596.33 (35%) on Unit B. 

580 
128 
708 

Transfers In 
Total 

Average Costs per Patient 

Difference 

146 
75 i 

1 Total Unit Emendiîures 1 $1 -588.45 1 $2.195.74 1 $60729 1 38_2% 1 

% Change 

-48 
- 1  5 
-63 

-25 
-18 
-43 

1997 

Salary Costs 
Med. / SurGcal Suudies 

- -  

-7.8% 
-9.6% 
-8.2% 

4.1% 
-12.3% 
-5.7% 

1998 

$1.5 14.20 
$74.25 

cos t 
Difference 

$2,096.3 I 
$99.43 

% Cbaoge 

$582.1 1 
$25.18 

38.4% 
33.9% 



Table 32 Continueci 

( Experimental Unit B 1 
1 Average Costs p r  Patient 1991 1998 

Chavter Summarv 

Descriptive statistics revded tfiat overd, patients were generally satisfied with their 

Salaïy Costs 
Med. / Surgicd Supplies 

, Total Unit Expenditures 

hospital stays. On both pre- and posttest measures, patients reported during their hospital 

Cost 
Differenee 

stay that they were most satisfied with the s t a f f s  technid competency and personal manner. 

% Change 

L 
- .- 

$1,703.64 
$1  11.55 

$1.8 15.19 

in contrast, patients were found to consistentiy report hospital meals as the least s a b s m g  

aspect of their admission. This study failed to frnd a statistically significant difference in 

reported patient satisfaction between the cornparison and experimental groups, four months 

after implementation of the CCM. 

The study findings also indicated that nurses fiom the experirnental units reported 

an overd increase in nursing job satisfaction fiom pre- to post-implementation of the CCM. 

However, this difference was only statisticaliy significant related to job autonomy for one of 

the two experimental groups. A noteworthy Gnding was the significant decline over time in 

nurses7 satisfaction with work worth arnong d l  three study goups @<.02). 

The study documentai thaî interdiscipiinary staff on the experimental units were 

35.0% 1 
16.1% 
33.8% 

$2,299.97 1 $596.33 

generally more satisfied with the nursing care delivery systern both pre- and post- 

5 129.53 
$2,429.50 - -  

impiementaiion of the CCM. However? on posttest measures a significant increase in 

$17.98 
- $6 14.3 1 

interdisciplinary s t a f f  satisfaction on one of the two experimental units was reported in 

relation to the quality of nursing are. 

Fùially, comparative analysis of costs reveaIed that fiom 1997 to 1998, total unit 

operating expenditures had increased by more than 26% or over $325,000 on both 
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experimental units. Non-medicd base salaries accounted for the Iargest percentage increase 

in total unit operating expenditures in 1998. Due to a reduction of between 5% to 8% in the 

total nurnber of patient admissions and transfers in on each unit, the totd average çost per 

patient increased in 1998 to more than $600 doIlars above 1997 figures. 



Chapter VI 

Discussion of the Findings 

Ttiis study failed to find evidence to support the hypothesis that a statisticaily 

signifiant increase in patient satisfaction wodd be reported among the experimentai groups, 

four rnontfx d e r  irnplementation of the CCM. This resuft was not unexpected given the 

contradi ctory, and inconclusive findings of previo us research studies pertaining to patient 

satisfaction under a primary-based, nursing care deiivery system. The finduigs of this study 

related to patient satisfaction rnay have been infiuenced &y several factors: (1 )  the inclusion 

of non-probability sarnpling techniques; (2) small sample sizes; (3) unrelated pre- and 

posttest sample groups; and (4) the limited tirne in which the CCM was operationaiized prior 

to commencing the posttest phase of the study. Kovner, Hendnckson, Knickrnan and Finkler 

(1994) have suggested that it rnay take up to one year for new initiatives in nursing care 

delivery to be fUy implernented, and the expected outcornes realized. 

0 t h  variables that rnay have been infiuential on reporred patient satisfaction in this 

study include: (1) patients' expectations of what consbtutes dsfactory hospital care an4 (2) 

heafth care outcornes experienced during the patient's hospitd admission. Neither of these 

variables were controlled for in this study. However, earlier research has documented that 

patient expectations may not be well formulated pnor to hospitaliration and therefore, staff 

have a significant opportirnity to shape patient perceptions of care (Harper-Petersen, 1988). 

Despite this argument. there remains serious concerns arnong researchers regarding global 

measures of patient satisfaction (eg. "how satisfied were you with .....") as being inadequate 

to meaure a rnultidimensionai phenornenon, and raise questions about which facer of 

satisfaction any group of respondents may be rating (La Monica, Obetst, Madea & Wolf 

1986). The lack of ~ i ~ f i c a n t  ciifference in patient satisfaction may aiso be explauied by the 
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absence of patient exposure to both systems of nursing c u e  deIivety and thus, patient 

opinions are limited to their experience with the singular model. 

Anodier possible explanaiion offered by Daeffler ( 1 975) and Uyan et al ( 1 988) may 

be that if intravening variables such as adequate staffing levds and nurse competencies are 

equiiable, any system of nursing care deiivery can be mutually satis&hg to patients. in ottier 

words, nurses' clinical and interpersonal skiIls rnay be more influentid determinants of  

patient satisfaction than the structural organizaîîon of nursing care. Althou& the researcher 

did atternpt to match the study units based on patient populations and mffïng patterns, it was 

not within the scope of this study to control for nursing competencies among the three 

groups. 

There are also methodologicai issues related to the inabiIity of the researcher to 

control for the impact of multiple health care providers on patient perceptions of hospital 

care. Patient ratings of aspects of hospitd care outside the control of direct care providers 

rnay be erroneousiy attributed to them. This calls into question the mherent Iogic of 

combining patient responses to obtain an overalf satisfaction scare that equally weights items 

such as the technid cornpetency of the staffwith the quality of the meals. 

Another intravening variable to consider in light of the study 's hdings, includes the 

operationatization of patient care co-ordination under the CCM. Mark ( 1995) has suggested 

bat the structures and processes of nursing care may change without subsequent changes in 

outcomes when no causai links occur between them. In other words, the redesigning of the 

structure and process of nursing care delivery to ensure greater CO-ordination among health 

care providers may not necessarily alter how patients and families perceive their levet of 

satisfaction with direct m e .  So although the process of nursing care delivery has changed 

this change may not be visible to patients and families and thus. has no overaIl impact on 
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patient satisfaction. It was also not withui the scope of the shidy to have controlied for the 

way in which each individd care CO-ordinator (CC) operationalized the mode1 with assigneci 

patients under the guideluies established by the CCM Planning Cornmittee. 

A finai but, equally plausible explanation for the study findings may have involved 

the reluctance of patients to compkte questionnaires with negdve r a ~ g s  despite assurances 

of anonymity. Subject response bias cannot be disnissed as a possible extraneous vanable 

in survey stuclies even when counter rneasures are undertaken by the researcher to minïmize 

the effect. 

In summq7 patient satisfaction is believed by the researcher to be a legitimaîe 

outcome measure to use in gauging the qdity of nursing care delivery but admittedly, it may 

not be suficiently sensitive to evafuate the impact of organizational change irnplemented 

uuder the CCM. Patient judgements of specific aspects of hospital care dl1  remauis 

invaluable in ailowing clinicians to utilize the feedback so as to irnprove service deiivery. 

The second research hypodiesis was pdally supported by die study findings. It had 

been hypothesized that staff nurses on îhe experimental urîits wouid report greater satisfaction 

with their work and work environment following implementation of the CCM. Although no 

statisticaily significant increase was found related to overd1 nurse job satisfaction fiom pre- 

to postiesting, biere was a significant hcrease in reported satisfaction with job autonomy for 

staffnurses on one of the two experimental units. 

Researchers have found that the most signifiant extrinsic predictors of nursing job 

satisfaction uiclude opportunities for advancement; adequate praise and recognition; sense 

of control and responsi bility ; and nonroutinzation of tasks (Blegen & Mueiler, 1 987; MueUer 

& McCloskey. 1990; Slavitt, Stamps, Piedmont & Haase, 2978). Fraiic (1992) found that 

nurses who practice care CO-ordination report increased feelings of autonomy, confidence, 
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amuntability, and interdisciphq coifaboraîion. The question m a i n s  as to why the study 

failed to find a sîatistically sigiificant inaease in overail nurse job satisfaction? 

Previous research cuntradicted the hdings of this study by reporting a statistically 

significant Uicrease in nurse job satisfaction d e r  the implementation of a primary-based 

nurçing system (Blair et al, 1 982). htravening variables which rnay have been influentid on 

nurse satisfation outcornes in this study include: ( 1 ) bias resdting fiom the non-randorn. 

selective recruitment of nurses into the ~ w o  experhental groups, (2) bias Erom the Hawthorne 

effect, (3) srnail sarnpIe sizes, (4) the novelty effect of systern change, (5) the infliience of 

researcher as 'insider,' and (6) diRering degrees to which staff nurses operationalized the 

care CO-ordinator role. 

hother plausible explmation for the study's contradictory fhdings may aise 

directiy fiom the reality of nurses7 work [ives. The argument has been made in the fiterature 

that the increased complexity and acuity of patient heaith care needs has necessitated that 

staff nurses assume greater responsibility for the co-ordination of inpatient Gare (Atack & 

Kenny, 1998). However. researchers have found that factors such as health care under- 

resourcing, heavy paîient workloads, and the inability to exercise controI over the pace and 

content of work. ail combine to effectively negate feeIings of enfianced nursing job 

satisfaction that resuit f?om increased professional autonomy and decision-making in the 

workptace (Blegen & MueIler, 1987). Perala and Hentinen (1 989) f o n d  that 80% of the 

nurses (7542) surveyed in their study reported dissatisfaction with their roles under a 

primary-based mode1 due to a cited Iack of organizational support. Similarly, Sella and 

Macleod (199 1) reported that 39% of nurses (N=96) felt that insuficient t h e ,  heavy 

workloads, inadequate staffing and a Iack of team work were constraints on the prirnary- 

based nursing role, This argument is M e r  supporteci by the theoretical h e w o r k  used in 
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this study which postulaies that the organkational structure (eg. s ta fhg patterns, labour 

saving technologies) must adequately support the processes and outcornes of patient care for 

the system to be effective (Evans and Brown, 198 1). In fact, during the trial period of the 

CCM, the research seîting faced a mitical shortage of staffnurses, necessitating contingency 

planning over the s u m e r  months. The exact impact of the staffZng crisis on nurse job 

satisfaction as measured in this study can not be hown. 

By evaluating the researcch findings within the contex-i of the iarger heaith care 

structure, it may then not be surpRsing that the study fomid a statistidly sipificant decline 

over time arnong al1 three groups in nurse satisfaction related to woric worth. Work worth was 

measured by four scale items related to how nurses perceived the skill varïety of their roIes 

in addition to thcir sense of contribution to the hospital, profession and own personal 

achievernent irrespective of wages. The changes envisioned under the CCM occur at the 

level of patient care, with no red impact on the structure or process of îhe overarching 

hospitai bureaucracy. Thus, the cwent  philosophy of asking nurses to assume additional 

clinicd responsibilities, do more with les, work harder and faster, may only work to 

suffocate any feelings of personal andlor professional achievernent, Further support for this 

argument was found in the research of Carlsen and Mdley (198 1) who reported that 

regardless of the type of nursing system employed (eg. tearn or primary nursing systems), 

neither was deemed sufficient in affording nurses with opporfunities for prestige, self- 

actudization or fairness in working conditions. This directly calIs into question stnicturaf 

factors thaî extend beyond the issue of sùnply how nursing care is organized Coincidental 

to the study. much coverage was garnished in the media regarding the following issues: locai 

nurses' union coniract negotiations with the provinciai government; hospitai bed closures: 

staffing shortages; and time deiays in patient surgeries, and hospital admissions. To what 



2 O9 

extent the media coverage of these issues idluenceci nurses opinions regarding their level of 

curent job satisfaction can o d y  be surmised. 

Fuially, there mains  at an intuitive level a lingering question regarding the 

weighting of al1 the cornponents ofjob satisfaction in the study as rnutuaily exclusive. e q d y  

saliem and totaiiy encompassuig of what makes nurses' work satisf@~g. This study did not 

attempt in any way to control for individuai's perceptions of what aspects of professional 

practice are most influentid in determinhg personai satisfaction with work life. 

The study found only partial support for the third research hypothesis that a 

staîistically significant increase in interdisciplinary çtaff dsi :k t ion with the nursing care 

delivexy system wodd be reported four months d e r  implementaiion of the CCM. On the 

subscale related to the quality of nwsing care, a statistically significant uicrease in 

interdisciplinary staff satisfaction was found for one of the two experhental units. This 

fnding m u t  be interpreted cautiously as the particular subscaie encompassed rabngs of 

nurçing care quaiity on both the specific study unit, and within the hospital overdf. Therefore, 

one cannot conclude that the quality of uursing care improved on the study unit as a resuit of 

the implementation of the CCM. 

Previous researchers, ushg survey and audit toofs, have documented statistically 

significant increases in ratings of nursing care quality following implementaiion of primary- 

based deIivery rnodeIs (Culpepper et ai. 1986; Eichorn & Frevert, 1979; Ryan et al, 1988). 

intravening study variables that may have influenceci the findings include: (1) the lengtb of 

the trial period; (2) mal1 sarnple sizes; and (3) non-probabitity sampbng techniques. Perhaps 

the most notable intraveniag variable in this study on interdisciplinary staff outcornes was 

identified by the researcher to invoIve the issue of instrumentation. 
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Respondents commented that the sirrvey instrument used in this study failed to 

provide sufficient choices in response categories, calling into question the sensitivity of the 

hstniment to detect any changes over tirne in staffsatisfaction with the nursing Gare delivery 

systern. A pilot of the instrument pnor to the commencement of the study would have 

forma11 y identifieci and al Ieviated this issue. 

Of particular interest were the remarlis of severai interdisciplinary staff. who 

perceived one of the benefits post-impiementaiion of the CCM to be the enhanced ease of 

communication among tearn rnembers regarding patient care issues. This administrative 

efficiency was beiieved by subjects to have resulted fiom being able to easily identi@, and 

cornmunicate with one staff nurse (CC) who was cognizant and up-to-date on an assigned 

patient's health care issues. This particular fmding has been previously documented and 

supported by researchers (Ciske. 1974; Haff, 1 988; Ryan et al. 1988). 

The fourth research hypothesis was neither suppclrted nor refùted by the study's 

findings. It had been hypothesized that post-implementation of the CCM, patients f?om the 

two experhental units wouid report a statisticaily significant reduction in post-discharge 

rates of hospitd readrnissions. emergency room use and unscheduled p hysician vi sits. three 

months after discharge. Recniitment of a smafl patient sample size, combined with an ovedl 

patient attrition rate of 62%. precluded testing for statisticaily significant differences in 

subject rates of post-discharge healtfi care service usage. A telephone follow-up inteMew 

versus survey mail-out was considered by the researcher as the least expensive alternative, 

and one that wouid have ensured a higher subject response rate. However, a more reliabIe 

approach that may have offset the difficulties encouriterd in this study, would have been to 

access the computerized records of the ProvinciaI Eiealth Monnation Services Branch. The 

cost of conduting this type of cornputer search was considered prohibitive in this study. 
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Lady, the study faiied to find evidence to support the fifth and final research 

hypothesis that total operating expenditures on the two experimental units would not Vary 

h m  pre- to posttesbng. Analysis of the 1 998 total unit operating expenditures inclusive 

of the months January to September, revealed substantid increases of more than $325,000 

dollars above 1997 cost figures. The category of non-rnedicai salaries of nurses and unit 

assistants accounted for the Iargest percentage increase in 1998 operating expenses. This 

categosf of expense is inclusive of paid regular hours worked, sick tirne. over time and 

vacation hours. The study did not control for differences in expenditures between 1997 and 

1998 related to paid regu1a.r hours versus those hours accrued fiom sick time. over time 

andior vacation. 

Non-medicd base saiary expenditures are variable and dependent upon the level of 

staff seniority. In this study, the sample of RNs surveyed had on average 1 t -95 years of 

professional work experience on Unit A and 8.67 years on Unit B. However. incrernental 

changes in d a r y  differentiais related to years of professionai work experience faii to provide 

suficient explanatory value for the extent to which 1998 unit operating expenditures 

increased above the previous budget year. 

The bed capacities on Unit A (33 beds) and Unit B (34 beds) were unchangeci fiom 

1997 to 1998. Master staffing patterns on each of the two experirnental units rmained 

consistent throughout January to September of 1998 (J. .Malcolm & C. Rodstrom, personal 

communication, Novernber 29,1998). in cornparison with 1997 master staffing patterns Unit 

A had increased badine staff requirernents in 1998 by one unit assistant and two RNs on day 

shifh, and one RN on nights. Similady, Unit B increased baseline staff by t RN on &y and 

night shifts, and one unit assistant on days dunng the 1998 budget year. tn addition. master 

staffing patterns on both units are adjusted daily to accommodate increased patient-generated 
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workloads. The overall change in master çtaffing patterns; flucruating daily demands for 

additional staffl, and criticai staffhg shortages necessitating overtime hours, partially explain 

the increased saiary expenditures, 

An aiternative explanation for the study's findings may be that the overail reduction 

in totd patient admissions and transfers in during the 1998 budget year was reffective of 

increased levels of  patient acuity mandating longer length of stays. Wolf, Lesic & Leak 

(1986) documented that the two strongest predictors of nursing care costs were nursing 

workload and length of patient stays (e<.05). Wolf et al (1986) found that these factors 

together accounted for 76% of the variance in nwsing care costs. Chavigq and Lewis ( 1984) 

found in their study that di Rerences in cost between prirnary and team units were not related 

to staffing patterns or the nwnber of discharges but rather, patient diagnosis and required 

level of nursing care. This expIanation was not vdidated by the findings since the study faiied 

to control for patient PRNs and length of stays during the 1997 budget year. The lack of 

control for patient acuity levels has consistently been a limitation within previous pubIished 

nursing research related to prhary-based nursing systems (FeIton, 1 975; Gardner, 1 99 1 ; 

Giovanneti 1980; & Marrarn. 1976). 

Using a similar line of reasoning, increased patient acuity levels could conceivabIy 

drive up costs associated with medicaVsurgica1 supplies. Based upon the findings of this 

study, the percentage of change in medicdsurgical supply costs fiom 1997 to 1998 ranged 

fiom 16% to 34%. Inflationq costs and new purchase contracts during the budget year 

couId account for a percentage increase in these expenditures annualIy. 

In theory, pilot irnplementation of the CCM did not require an alteration in the 

master staffing patterns on either of the two units. However, heavy patient workloads 

occasiortally necessitated CCs to utilize up to four paid reguIar hours per week to dedicate 
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ody to m e  ceordinating tùnctïons. Costs asmiated with relief RN staffing for those hours 

ultimately added to the overdl 1998 budget expenditures but are not sufiCient to explain the 

total increase. At a recent CCM Planning Cornmittee Meeting, s e v d  CCs stated that the 

additional time required to CO-ordinate patient care resulted from a jack of clan'ty regarding 

the associate nurse's role. The Planning Cornmittee has begun to address this issue through 

planned CCM education forums and staffmeetings on each of the n i t s  beginning in January 

1998, 

In summary, the study failed to find statistically signifiant diffaences in ratings of 

o v d I  satisfaction among the patient and nurse sarnples fiom badine to posttesting. In 

contras interdisciplinary stafffiom one of the two eqerimental n i t s  reporteci a statistically 

significant increase in satisfaction with the quality of nursing are, pre- to post- 

implernentation of the CCM. Total unit operating expendinires were found to have 

dramdcaliy increased on the two experimental uni& ftom pre- to post-irnplementation of the 

CCM. In the preceding discussion, a nurnber of possible threats to the interna1 vaiidity of  

the study were identifia and alternative explanations for the research findings discussed. 

Cognimt of the research limitations, the findings have been utilized by the CCM Planning 

Cornmittee in determining die program's merits and in planning for fùture development of 

the model. On the basis of this research, the implications for nursing research, education and 

p-ce can be extrapolated. 

Implications for Nursing Research, Education, and Practice 

Nursing Research 

The study is a fin in the research setting to make these particuIar comparisons. and 

is therefore limited in terms of the selected sample. in addition, dinical-based or applied 

research studies, unIike any other area of nursing research, are reputed to insufficiently 
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control for extraneous variables, again iimiting the application of study's findings to other 

settings (Beattie. Cheek & Gibson. 1996). Beyond the methodolo@cai concerns. applied 

nursing research can be frequently hampered by issues of coIlegiaIity and collaboration 

(Wilson-Bamett, Corner & De Cade, 1990). The researcher as organizationaf insider c m  

experience a rnarginalintion or the closing off fiom colleagues w*th their peers' imspoken 

word being "why you and not me" (Beattie et ai, 1996). This study was in no way immuned 

or exempted fiom such difficulties. Regular and frank discussions with interested 

stakeholders, awareness of the socio-political issues in the study settïng, flexibility and 

diplomacy. and sensitivity to not overburdening clinicai staff were key to the success of the 

research project. Despite the challenges of applied research the current era of health care 

reform dernands that innovations in nursing practjce are irnplemented with an appropriate 

mechanisrn for evaluation. The greatest value of undertaking applied research may lie in its 

ability to Iink science with practical utility through merging the worlds of researchers and 

practitioners. in doing so, we advance the profession M e r  towards the establishment of 

evidence-based practice. But 1 like other researchers, believe that in order to conduct a 

clinicdly relevant applied siudy, the researcher must possess practice credibility and research 

ability (MacGuire, 1990)- 

Aithough 1 atternpted to rigorously examine the outcornes of the CCM, the study 

clearly highlights the need for more Angent research to evaluate the questions generated. 

With the obvious difficulty in controlling for the impact of the organizational climate; and 

with limitations around conceptualization of study variables, research rnethodology and 

instrumentation, I suggest fiture research blend both quantitative and quaii tative approaches 

(eg. case studies). Based upon my earlier literature review of published satisfaction 

instruments there is aiso an important demand for research development in the area of patient 
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and nurse satisfaction tools thai accurately represent cment profesional functions of naff 

nurses in the pratice setting. 

This snidy has identi fied a num ber of new areas where future research is warranted. 

The CCM Planning CormniRee is k d y  aware that ongohg evaluah'on of the program is 

required, and is currently targeted to commence in March of 1999. Based upon preliminary 

group discussions, the following areas have been identified for evaluation: 

1. To cl- what out inpatients' and their families value as the most important 

'satisfiers' of their hospital experience through a qualitative approach. 

7 -. Identification of patient perceptions of nursing and nuning's rote in the adult 

acute care medicine area 

3. To investigate among our discharged patient population whether hospital 

readrnissions are preventable (eg. failure of the health care deiivery system) or non- 

preventable (eg. disease progression). 

4. To examine the Iength of extra hospital days incurred for our patient 

population as a direct resuit of delays in discharge planning versus medical care 

issues. 

5. To explore what issues nurses ernployed in the teniary care setting perceive 

to be irnpacting upon their quaiity of work life. 

6. To investigate what aspects of the s ta f f  nurse pradce role are most vaiued 

by nurses. 

7. To identifi the extent and con of time care CO-ordinators spend engaged 

in indirect and direct patient care activities. 
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The clinical practitioners involved in this study have fomally placed themselves on 

record as major conhibutors to heaith care by not only deiineating the fiil1 scope of their 

pfacfifacfice in die tertïary care setting but also througb th& cornmitment to identiQ and evaiuate 

ways to improve the deiivery of those services. To this end, the mernbers of the CCM 

Planning Cornmittee rem& dedicated. 

Nursing Educatioo 

Given the increrising complexity and acuity of patient care needs, fiture dinicd 

practitioners are required to possess the basic s k i k  required to effectively CO-ordinate the 

provision of inpatient savices delivered by a muItitudr of hedth care professionals. 

Academic insrinitions are calIed upon to evaluate current course offerings to ensure that 

students are provided with sound leadership abilities, interpersonal skiI1s. clinical decision- 

making aptitudes, and awareness for economic concerns in the delivery of health care 

services- Secondly, t h e  can not be an assurnption that al1 practising nurses are either 

educationaliy, experientially andor philosophicaily oriented to become patient care co- 

ordinators. For those nurses who seek additional ctinical autonomy and responsibility, the 

CCM provides for expert nurses to mentor stafftfirough the associate nurse role. However. 

there remains a need for health care faciIities, acadernic institutions. and professiond 

associhons to offer ongoing education inservices, forums, and workshops in the areas of 

leadership. management, and delegation to support ongoing professiond developmmt. 

Nursin~ Practice 

The CCM was founded upon the concept of diflerentiated practice that 

achowledges seaffnurse expertise based upon experience and education. In the context of 

salary compression and the absence of ciinicd iadders. there appears to be little 

organizational support for the concept. 1 beIieve it is time to revisit this debaie, and fomally 
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acknowledge as well as remunerate nursing practitioners bas& upon differing levels of 

education. autonomy, skill variety, and cornpetence. 

The CCM represented a grassroots nursing initiative tha? began in 1995. Staffnurse 

involvement in work redesign innovations and clinicd-based evaluation -dies requires a 

firndarnental cornmitment ftom agency administration to be successfiil. Organizational 

support in the f o m  of flexible scheduling of  hours, protected staf f  time dedicated to non- 

parient Gare activities, and work space in the clinical area outfined with cornputer and 

software technology are required to foster continued professionai staff development. 

Work redesign rnodeis are at best a bandaid solution when at the heart of the issue 

may lie inadequate human resourcing within health care organizations. Govemments. 

academic institutions, heaith Gare facilities, and professional associations are cailed upon to 

collaborate in developing recruitment/retention strategies to ease current and forecasted 

staffing shortages. Concurrently, nurses cannot abandon theu professional responsibility to 

vocdize current workplace health and safety issues, and to lobby government for the 

allocation of  hite h d i n g  dollars uito the heaitb care economy. 

Chapter Summarv 

The CCM embodies a philosophy of nursing care, and as such. contains important 

ideas for the way in which we approach contemporary professionai practice. The significance 

of the study in docurnenting the scope of  nursing practice within the t d a r y  care setting 

cannot be nepted. There are however, obvious difficulties as discussed earlier in controlling 

for the effects of the organizational culture and climate when evatuating the outcomes of 

clinical-based nursing innovations. On the other han& studies such as this spotlight hose 

organizarional factors that are inextn'cably linked and ultimately influentid upon the 

processes of  nursing care, staff work Iives, and patient care outcomes. 
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Appendu A 

Explanatioa For The Patient Recruiter 

A research study is being conducted to evaluate the outcornes of a newly 
implementcd mode1 of nming are  delivery that alrers the approach to coordinathg ths 
professional care patients receive while in hospital. The snidy is being conducted on three 
adult acute care medicd units, and is being conducted by Kimberly Jabusch, who is a 
registered nurse and a graduate nursing student at the University of Manitoba She is 
conducting this study in partial ~ ~ e n t  of her Master of Nursing degree program. 

As part of the research project, Kimberly is interested in obtaining the opinions of 
adult medical patients regarding their satisfaction with their hospital stay. Patients who agree 
to participate ïxï this study, would be required to complete an information f o m  and 
satisfaction questionnaire on the day of hospiîaf discharge. A tekphone interview w i U  take 
place s e v d  months later to inquire about the heaith care Services you have required since 
retuniing home. Your participation in this study is strictly voluntq. The total t h e  required 
to participate in the study wi1I be approximatety 20 minutes. 

Would you like to meet with Kimberly so that she can provide you with additional 
information about her study, and answer any of your questions? 

May 1 give Kimberly your name? 

If  yes. your narne will be subrnitted to the researcher. Thank you for your time and 
CO-O peration. 

If no, thank you for your time. 



An Invitation To Patients 

I invite you to take part in a research project entitled "A Pilot Study o f  the 
Implementation of a Mdti-discipluiary Approach to the Episodic Health Care Management 
o f  Adult Acute Care Medical Inpatients." This study is being conducted to help health care 
professionals understand how hospital services can be better co-ordmated for their patients. 
I am conducting this study as the basis of m y  thesis in the Master of Nursing Program, at the 
University o f  Manitoba The Ethical Review Committee at the University of  Manitoba, 
Faculty of Nursing, has approved this study. 

If you agree to take part in this study, your participation will involve two parts. Fust, 
you wiil be asked to take ten minutes to cornpiete a satisfaction questio~aire and information 
form on the day you are discharged fiom the hospital- The questionnaire inquires about how 
satisfied you were with the care received whiIe in hospitai. The information form wilI ask 
about your gender, age, marital status, education and health services received at home, prior 
to your hospital adrnissiori. With your permission. your hospital charts will be reviewed to 
obtain the date of  your admission and discharge; pst and present medical diagnoses; surgery 
(if applicable); Ievel of nursing care required; health care services needed upon going home; 
and your telephone number. 

The second part of this study will involve being contact& by telephone 
approximately 12 weeks after your discharge. You will be asked whether or not, you have 
unexpectedty seen a doctor; gone to an ernergency room; or been readmitted to a hospital. 
This will take approximately ten minutes of your bme. 

Your participation in this study may be of  no direct benefit to you. There wilI be no 
financial cost to you as a result of participating. The only known risk m y  be some loss of 
pnvacy. However, to ensure confidentiaiity, the information collected fiom you will be 
coded by number, not by name. At no tirne, will it be possible to identi@ individuals in 
wrïtten or oral report fkom this study. On@ myself (Kirnberly Jabusch) and my thesis advisor 
( Dr. Erna Schilder) wiil have access to identi-g &ta Your signed consent f o m  wiii be 
kept separate fiom your answ- and aii information wilI be kept in iocked drawers for seven 
years and then destroyed 

You are under no obligation to participate in this study. Whetber or not you 
cboose to participate, wiü in no way effect the care you receive in hospital. Should you, 
at any time choose to withdraw fmm this study for whatever reason, you are free to do 
SO. 

I f  you decide to take pari in this study, d i d  you for your time and CO-operation. 1 
will be in contact with you shortly, to discuss your participation. Shouid you have any 
questions conceniing this study, please feel fke to contact Kirnberly Jabusch (837-20 10) or 
Dr. Erna Schilder (474-9664) at the University of  Manitoba 

Kim bedy Jabusch, RN, MN student, Faculty of Nursing, University of Manitoba 



Patient Consent Form 

I , agree to participate in the research project 
entitled "A Pilot Study of the hplementation of a Multi-disciplina~y Approach to the 
Episodic Health Care Management of Adutt Acute Care Medicai Inpatients." This study is 
being cmducted by Kimberly .labusch, Master of Nursing student in the F a d t y  of Nming 
at the University of Manitoba This study is being conducted to help hedth care 
professimals understand haw hospital savices can be better ceurdinated far their patients 
I have been invited to participate in this study as rny opinion is valuable to the researcher. 

I understand that my participation in this study is strictIy voluntary- In the first part 
of the stuciy, I will be asked to take ten minutes to cornpiete a &sfm-on questionnaire and 
infarmatiaa fonn on the day that 1 am discharged fiam the hospitai. The questiomaire 
inquires about how satisfied I was with the care received while in hospital. The information 
fomi asks about my gender, age, marital statu, educaticm, and health services received at 
home pnor to my hospital admission. 1 understand that KunberIy wiII have access to my 
hospital charts to callect infinnation regarding my date of admissian and discharge; p s t  and 
present medicd diagnoses; surgery (if applicable); Ievel of nursing care required; health care 
services needed upon going hame; and rny telepime numba. in the secund part ofthe study, 
1 wilt be contacteci by telephone approximately 12 weeks &r my discharge. 1 will be asked 
whether or not 1 have mexpectdy seen a do-; gone to an emergency room; or been 
readmitted to a hospital. This will take approxirnateiy ten minutes of my time. 

My participation in this study may be of no direct benefit ta me. Thae will be na 
financial cost to me as  a result of participating. My only risk ma. be some Ioss of privacy. 
Kimberly will cade my name by a oumber. At no time will it be possible to identi* 
individuais in written or oral reports fiom this study. Only Kirnberly and her thesis chair Dr. 
EI-M S d d e r )  wili have access to rny i d e m g  data My signed consent fann will be kept 
separate fiom my answers, and ail infomtion wiIl be kept in Iocked drawers for seven years 
and then dcstroyed, 1 undersiand that the care 1 receive during my haspital stay will in no way 
be effected by choosing to participate, or not in this study. 1 also understand that I am fiee 
to witàdraw f h n  this study at any tirne- t am aware thaî this study has ben approved by the 
Ethicai Review Committee of the FacuIty of Nursing, University of Manitoba. I know that 
I am fixe to amtact Kimberly (204-837-20 10) ar Dr. Erna Schilda (204-474-9464) if 1 have 
any questions about this study. 1 have been ofXerd a copy of the summaq of the project. 

My signature below indicates my willingness to participate in this study. 

Date: Send To: (Name) 
Patient Signature (Address) 
Researc her S igname 



Explanation for the Nurse Recruiter 

A research study is being conducted to evaluate the outcornes o f  a newly 
impiemente- mode1 of nursing Gare delivery that alters the approach to m-ordùiating the 
professional care patients receive while in hospital. The midy is being conducted by 
Kimberly Jabusch, who is a registered nurse and a graduate nursing student at the University 
of Manitoba She i s  conducting this study in partial fuifdment of her Master of Nursing 
degree program. 

Your name has been selected fiom a list provided by your unit manager. As part o f  
the research projecc Kimberly is iuterested in obtaining the opinions of registered nurses 
employed in adult medicine, regarding their satisfaction with their work and work 
environment. Your participation wodd require a total time commitment of approximately 
20 minutes. Staff nurses who agree to participate wil1 be requested to complete an 
information form and satisfaction questionnaire in January and June of 1998. Your 
participation in this study is vol un ta^^. 

Would you iike to meet with Kimbedy so that she can provide you with additional 
information about her study, and answer any of your questions? 

May I give Kimberly your name? 

I f  y-, your narne d l  be submitted to the researcher. nid you for your time and 
co-operation- 

I f  no, thank you for your t h e .  



Appendix E 

Disclaimer for Nursing Staff 

A research study entitied "A Pilot Study of the hplernentation o f  a MuIti- 
disciplinary Approach to the Episodic Health Care Management of Addt Acute Care Medicd 
Inpatients" is being conducted to evaluate the outcornes of a newly irnplemented model of 
nursing care delivery. This model alters the approach to coordinating the professional care 
patients receive while in hospital. The: redts of thjs study rnay help healtb care professionals 
better understand the eficacies of simirar inpatient care service deiivery models. 1 am 
conducting this study as the basis of my thesis in the Master of  Nursing Progam, at the 
University of Manitoba The Ethical Retiew Committee at the Faculty of Nursing, 
University of Manitoba, has approved this study- 

1 would like to personally invite you to take part in this research study. I f  you agree 
to take part, you wili be asked to respond to an information sheet and satisfaction 
questionnaire. The cornpletion of  these foms  wilI take approximately 1 O minutes of  your 
tune. The information sheet asks for demographic information such as your gender, age, 
education, marital status, and number of years of work experience. The questionnaire is 
designed to obtain your opinion regarding the degree of satisfaction you presentiy have with 
the nature of your work and work environment. As part of this study, yoii will be asked to 
complete this satisfaction questionnaire in Janiisuy and June of 1998. 

Your participation in this study rnay not be of any direct benefit to you. There wü l  
be no personal financial costs incurred as a result of your participation in the study, and the 
only known risk rnay be some loss of pnvacy. However, to ensure confidentiality, you will 
not be asked to write your name on the study items. The data wilI be coded only by ninnber. 
AU Somat ion  will be analysed and presented in such a way that it will not be possible to 
ide&@ individual respondents. Only mysei f (Kimberiy Jabusch) and my thesis cornmittee 
chair (Dr. Erna Schdder) will have access to identimg data. Your disclaimer form will be 
kept separate fiom the study item results. During and after the research saidy, ai l  i n f o r d o n  
obtained will be kcpt in locked drawers for seven years and then destroyed. 

Your participation in this study is strictiy voluntary. You are not obligated at 
anytime to continue in this sîudy, should you decide for what ever reason to withdraw. 
Your employment status wüi in no way be effected by your decision to participate or 
withdraw from the study. At no time will your unit manager be aware of  who has 
chosen or no4 to participate. 

Should you have any questions, please fiel £iee to contact Kimberly Jabusch (837- 
20 IO)  or Dr. Ema SchiIder (474-9664) at the University of Manitoba You have been offered 
a copy of the summary of the project 

Date: Send to: O\lame) 
( Address) 

Researc hm: 



Appendix F 

Explanation for InterdiscipIinary Staff Recruiter 

A research study is being conducted to evaIuate the outcornes o f  a newly 
implemented mode1 of nursing care seMce delivery that alters the approach to coordinaîing 
the professional care patients receive while in hospital. The study is being conducted on three 
adult acute care medical units by Kimberly Jabusch, who is a registered nurse and a graduate 
nursing student at the University of  Manitoba She is conducting this study in partial 
fiilfilment of her Master of Nursing degree program. 

AI1 interdisciplinary staff fkom GA4, GD4, and GH4 are being invited to participate 
in this study. A List of  names has been provided by the unit managers. As part of the 
research p r o j a  KimberIy is interested in obtaining the opinions of interdisciplinary team 
members regarding their preSent levd of satisfiicîion with the nursuig service deiivery system 
on these inpatient care units. Your participation would require a totai time cornmitment of 
approximately 10 minutes. Interdisciplinary team members who agree to participate will be 
requested to complete a satisfaction questionnaire in January and June of 1998. Your 
participation in this study is strictly voluntary. 

Would you iike to meet with Kimberly so diai she can provide you with additionai 
information about hm study, and answer any o f  your questions? 

May 1 give Kimberly your narne? 

If  yes, your name wi11 be submi tted to the researcher. Thank you for your rime and 
CO-operation. 

I f  no, ttiank you for your tirne. 



Appendix G 

Disclaimer for hterdisciplinary Staff 

A research study entitled "A Pilot Study of the lmplementation of a Multi- 
disciplinary Approach to the Episodic Health Care Management of Aciult Acute Care Medical 
Inpatients" is being conducted to evduate the outcornes of a newiy implemented mode1 of 
nursing care delivery. This mode1 altas the approach to coordinating the professional care 
patients receive whiie in hospital. The reailts of this study may help h d t h  Gare professionals 
better understand the efficacies of similar inpatient care service delivery models. 1 am 
conducting this midy as the basis of my thesis in the Master of Nursing Progrm. at the 
University of Manitoba The Ethical Review Cornmittee at the Faculty of Nursing, 
University of Manitoba, has approved this study. 

1 would like to personally invite you to take part in this research study. If you agree 
to rake pm you will be asked ro respond to an Interdisciplhary Collaboration ~ u e s t i o ~ a i r e  
which wilI take approxirnately five minutes of your time to complete. The questionnaire is 
designeci to obtaia your opinion regarding the degree of sarisfdon you presently have with 
the nursing care deiivexy system on one of three aduit acute care medical units. As part of this 
study, you will be asked to cornpiete this satisfaction questionnaire in Jmuary and June of 
1998. 

Y our participation in this study may not be of any direct benefit to you. There wil1 
be no perçonal hancial costs incurred as a result of your participation in the study, and the 
only known risk may be sorne loss of privacy. However, to ensure confidentiality, you wilI 
not be asked to write your name on the study iterns. The data will be coded ody by number. 
Al1 information will be analysed and presented in such a way that it wilI not be possible to 
identi* individuai respondents. Only myself (Kimberly Musch) and my thesis commitîee 
chair (Dr. Ema SchiIder) will have access to identifjmg data. Your disciaimer fom will be 
kept seprrrate fiom the study item results. During and a f k r  the research study, ail information 
obtaineù will be kept in locked drawers for seven years and then destroyed. 

Your participation in this study is stricîiy voluntary. You are not obligated at 
anytime to continue in this study should you decide for wha t ever mason to withdraw. 
Your employment statu will in no way be effected by your decision to not participate 
or to withdraw h m  the study. 

I f  you have any questions or require additionid information concerning this study, 
please feei fiee to contact Kunberly Jabusch (837-20 IO) or Dr. Erna Schilder (474-9664) at 
the University of Manitoba You have been offered a copy of the summary of the project. 

Date: Send to: (Name) 
( Address) 

Researcher: 



Patient Information Form 

Thae questions are for sîatistical purposes only. These answers will be kept strictly 
confidtntial You are nquested & to write your name on this form. Please use a 
check mark to select the most appropriate aoswer from those provided. You are 
rquired to fiU in your age (Question #2). Be sure to aaswer d l  the questions. 

1 .  Your gender? Male FemaIe 

2. Your age ar rhe rime ofyour lasr birthdqv? Y ears 

3 
3 - Your annual gross incorne? Less than $15,000 doflars 

$15,000 to $19,999 doIIars 
$20,000 to $24,999 dollars 
SZ5,OOO to $29,999 dollars 

More than $40.000 douars 

4 .  Your marila! srarus? Never Mam'ed 
Common Law 
Manied 
Separated 
Divorced 
Widowed 

5 .  Your levez of educarion conzpfeteb! 

Less than High SchooI 
High School Graduate 
TechnicaVVocationai Schoo 1 
Some University 
University Graduate 

6.  The location oîyour home residence? 

City 
Town 
Rurmorthern Community 



7. With rvhorn do you live? 

8. Wirhin the fast nvo iveeh before fhis hospird ~ d m i ~ ~ k ~ n ,  did you require any of 
fhe following services al home? 

VON Home Nuirition Program 
Home Care Home Oxygen Program 
Meak o n  Wheels Physiotherapist 
D i a l ~ i s  Program Dietician 
Mental Health Worker Social Worker 
Home PJ Program Private House Cleaning 

Private Nurse or Aid 

Other (Please Specie) 



Appendù 1 

Patient Hospital S tay Rating Questionnaire 

Your opinion is important. On the next page are severaï questions about your stay in 
the hospital Please rcad aïi the questions carefii11y, and place an X under the category 
tbat b a t s  reflects how you would rate eacb aspect of your hospital stay. Be sure to 
answer ali the questions. 

Thank you for taking the fime to complete this questionnaire. 

Poor 

I 

- 

Aspects of Your 
Hospitai Stay 

' i .The cornpetence 
of the staffwho 
cared for you ( e g  
technical skills, 
thoroughness and 
carefulness). I 

Excellent 

I 

Very 
Good 

X 

I 

Good 

I 

Fair 



1. The competence of 
the staff who cared for 
you (eg. techical skills, 
thoroughness and 

1 
Aspecâs of Your 
Hospital Care 

I l - . -  
2. The personal 

A monner of the çtaff who n 

cared for you (eg. 
courtesy, sensitivity, 
fiendliness). 

A 

1 meusures provided to 1 11 

Excellent 

you (eg. positioning, 
personal hygiene). 

Very 
Good 

Good 

4. The length of tirne 1 for your d l  bel1 to be I( 
5. Management ofyour 

pain ( control of pain)- 

Fair 

you (eg. curtains &am 
when washïng, door 
closed when on bed- 
pan). 

Poor 

7. Inform~ion given to ' I 

you about going home. 

8. Explanution of 
what was done to you. 

9. The meals served to 
you (eg. vatiety, taste). I- 
l 10. The fiospita1 stay 

o v d l .  II 



Appendix J 

Chart and Kardex Data Collection Form 

1. Patient ID Code #: 
2. Home Telephone #: 
* 
3. Date of Admission: 
4. Date of Discharge: 

6.  S urgery Performed 
(Date & Type) 

8. Admission PRN 
Points: 

9. Discharge PRN 
Points: 

1 0. Post-discharge 
Services Required: 

VON 
Home Care 
Meds on Wheels 
Dlaiysis Program 
MentaI Health Worker 
Home IV Prograrn 

Home Nutrition Program 
Home Oxygen P r o g m  
Physiotherapist 
Dietician 
Social Worker 



Telep hone Foiiow-u p Questionnaire 

Hello, Mr./MsJMrs ( ). This is Kimberiy Jabusch who is the nurse researcher conducting 
the research project entitled a pilot study o f  the implementation of a muiti-disciplinaxy 
approach to the episodic health care management o f  adult acute care medical inpatients. 
Several rnonths ago, while you were in the hospital, you agreed to take part in this study. The 
day of your discharge, you completed an information f o m  and patient satisfaction 
questionnaire. As the second part of the study, 1 would like to take appro>amately 10 minutes 
to conduct a telephone interview with you regarding the health care services you have 
requûed since your discharge. 1s this a good rime for you? 

If no, or patient is unavailable, ........... when would be the best time to cd1 back? Thanlc 
you for your tune. ('The to c d  back) 

(Reason unavailabie) 
If refused ,....... may 1 ask why? Thank you for your time. Good-bye. 

(Reason Refüsed) 

I f  yes, ........ proceed with the interview questions. 

The following questions requise you to respond "yes or no* or provide short answers. 
Please k p  in mind, tbat aii your nsponses WU bc kept strictly confideatial. 

1. Were any of the following senices arranged for you when you Ieft the hospitai? 
Home care Home Oxygen Program 
VON Physiotherapist 
M e - s  on Wheels Dietician 
Dialysis Program Sociai Worker 
MentaI Health Worker Pnvate House Cleaning 
Home IV Program Private Nurse or Aid 
Home Nunition Program M e r  (speci &) 

3 -. Has the helped you've received changed since leaving the hospitai?. . . . . ...Yes/No 

if no, go to #4 

3. Has the helped you've received increased?. . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . .. YedNo 

4. Have you gone to an Emergency Room since you lefi the hospitai?. . . . . . . . . Yes/No 

If no, go to #6 



5.  Did you go to the Emergency Room because: 
a) you felt unwell? ............,..,..... ....,.... ,., ............................................ Yes/No 
b) you needed medication or medical supplies?.. ...................................... YesNo 
c) you were unable to manage at home with the help provided?.. ............ YeslNo 

.................. d) you had a questions about medications or treatments?.., Yes/No 
e) Other reasons.. ................................................................... Yes/No 

........ 6. Have you had to be readmitted to a hospital since your discharge?. .Yes/No 

if no, go to #8 

7. Were you prirnady readmitted because: 
a) you were feeling unwell?. ...................................................... .Yes/No 

........... b) you were unable to manage at home with the help provided?. ..Yes/No 

8. Have you gone to a walk-in clhic since yoc came home firom the 
hospitai?. ............................................................................. YedNo 

if no, go to # 10 

9. Did you go to the c h i c  because: 
a) you felt unwell?. ................................................................. Y e m o  
b) you needed medication or medical supplies?. ................................ YesfNo 
c) You were unable to manage at home with the help provideci?. ........... .Yes/No 
d) You had a question about medical or treatments? ........................... Yes/No 
e) 0 t h  reasons.. .................................................................. XesfNo 

10. Have you had a doctor's appointment since you left the hospitai?. .......... Yes/No 

if no, go to closing 

1 1, Did you have to see your doçtor before your appointment was onginally 
scheduled? .................................................................................... .Yes/No 

If no, go to closing. 



-3- 
................................................. 12. Wtiy did you have to go earlier?. YesR\lo 

............................................................... a) you felt unwell?.., Yes/No 
b) you needed medication or medical supplies?. ................................ Yes/No 

........... c) you were unable to manage at home with the help provided?. ..Yes/No 
....................... d) you h d  a question about medication or treatments?. Yes/No 

e)  Other reasons.. ................................................................... YedNo 

Thank you MrJMsJMrs. ( ) for taking the time to answer these questions. Your 
involverneni in this study is now compieted. Do you have arry questions you would iike to 
ask me cegarding this research project? Again, thankyou for your tirne and participation. 
Good-bye. 



Appendix L 

Nurse Information Form 

These questions are for statistical purposes on@ You are requested to write your 
name on this form. Aii of the foilowing information is stricîiy confidentiaL Please 
indicate with a check mark those items that apply to you, and fW in the biank spaces 
witb the appropriate mswers. Be sure to respoad to all the questions. 

Your M e r ?  Male Female 

Your age ai the tirne ofcvour lasr birthdy? Years 

Marital Starus? Never Married Separated 
Cornmon Law Divorced 
Married Widowed 

Hïghcsr Level of Education A t~ained! RN diplorna graduate 
Some university 
BN -eraduare 
Postgraduate 

The Number of Years you have been ernplo-ved as a nurse? 

The Nurn6er of Years workci on your presenz unit? 

Thank you for taking the t h e  to complete this form. 



Work Quatity index 

The following quedonnaire inquires about your present level of satisfaction with 38 job- 
relaîed factors. The questionnaire uses a numbered s d e  of 1 through 7 to rate your present 
levef of job satisfaction. A raîing of 1 comesponds to extrernely satisfitd with 7 being 
extremely dissatisfied. A score of 4 is neutral. Please indicate your level of satisfaction by 
circimg the most appropriate number. Your answers are strictiy confidenîial Please be 
sure to read the items carefidiy, and respond to al1 the questions. 

Sa tisfied Neu tral Dissa tisfied 

1. The work associated with your 
position, aUows you to make a 
contribution to: 

O 1. The hospitd. 
02. The profession 

03. Your sense of achievement. 1 

2. You receive adequate praise 
for work weU done from: 

O 1 .  Your peers. 1 
02, Hospital physicians. 1 
03. Nursuig administraiion. 1 

3. The work ossociated with your 
position provides you witlh: 

0 1. Opportunity to use a 1 
fùll range of nursing skills. 
02. A variety of clinical 1 
challenges 
03. The opportunity to be of 1 

service to others. 

4. The nursing practice environmenf: 

0 1 .  Allows you to make 1 
autonomous nursing care decisions. 
02. Aliows you to be fùlly 1 
accountable for those decisions. 



The nursing practice environment= 

03. Encourages to make 1 
adjustments in your nursing 
p-ce to suit paiient needs. 

04. Provides a stimuiating 1 
intel 1ectuaI environment. 

05. Provides time to engage in 1 
research if you want. 

06. Promotes a high level of 1 
clinicai cornpetence on your 
unit. 

07. Allows opportunity to receive 1 
adequate respect fiom nurses 
on other units. 

5. The hospital organiza tional structure: 

0 1. Alows you to have a voice in 1 
policy making for nursing 
service. 

02. Aiiows you to have a voice in 1 
the overail hospitd policy 
making. 

03. Facilitates patient care. 1 

6. You receive: 

O 1. Enough time to complete 1 
patient physical care tasks. 

02- Enough time to complete I 
indirect patient care tasks. 

03. Support for your work fiom 1 
nurses on 0 t h  shifts. 

04. Support fiom your peers for 1 
your rïursing decisions. 

05. Support fiom physicians for i 
your nursing decisions. 



7. Good working relationships exist 
beîween you and: 

0 1. Your supenisor. 
02. Yourpeers 
03. Physicians 

8. Nursing Service: 

0 1. Gives clear direction about 1 
advancement. 

02. Provides adequate opportunities 1 
for advancement. 

03. Decides advancernents for 1 
nurses f&Iy. 

9, Your job offers: 

01. Opportunity for professional 
growth . 

02. Satisfactory sdary 
03. Adequate hding for health 

care premiurns. 
04. Adequate additional financiai 

benefits other than salaxy. 
05- A satisfactory work hour 

pattern. 
06. Adequate vacation. 
07. Adequaie sick Ieave 
08. Adequate inservice 

opportunities. 

Thank you for completing this questionnaire. 



Interdisci piina ry Colla boraîion Questionnaire 

Piease respond to the following- questions about the present nu&g care delivery system on 
one of three adult acide care medical Mits. Your rcsponses are sârïctj.  confidenthi. Thank 
you for your tirne. 

1. Your primary unit o f  interaction is: (Check one) 

2. Wben you go to the patient care uni& with whom do you prharily cornrnunicate for 
information about the patient? (Check one). 

Nurse Manager Unit CIerk 
Patient Care Co-ordinatod Read the Patient's Record 
Associate Nurse Speak with the Patient 
Nurse Assigneci to the Patient Mer (SpecifL) 
Any Nurse who is on the Unit 

Please circle the answer to the 
following quesnons: 

3. Do you feel that the nurse assigned to 
your patient on any given &y has an 
adequate iarowiei&e of the patient's -tus? 

4. DO you fiel that one specific staff 
nurse is accoun~able for eacii patient's 
totd nming  care fiom admission through 
discharge? 

5. Do you feel that a staff nurse has the 
authoriîy to make detisions about the 
patient's nursing care? 

6. D o  you feel that the nursing care is 
CU-ordinafed to facilitate discharge 
planning? 

7. How would you rate the quality of 
nursing care: 

0 1. At the hospital in general? 
02. On the medical inpatient unit? 

Always Sornetirnes Never 

1 - 3 3 

Excellent 

1 
1 

Position 

Good Fair Poor 

Date 



Appcndix O 
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Appendix P 

Ms K Jabusch 
Principal lnvestigator 
75 Harnmond Rd. 
Winnipeg, Mû R3R 1 W 

RE: A PILOT STIIDY OF THE IMPLEMENTATION OF A MULtEOISCIPUNARY 
APPROACH TO THE EPISODIC HEALTH CARE MANAGEMENT OF ADULT ACUTE 
CARE INPATiENTS, 

MICS & M7I42  
RIC II= RJ97:130 

The abovenarned protocol, h u  been evaluated and amroved by the Research Impact 
Cornmittee. 

If your study is receMng fun& m d  Finance Division will be adrninistering the rnoneys, 
pieass contact the Finance Department for a 'Specific Purposes Account Application 
Fom'. it is imperaüve that you submit a copy of thk letter atong with your application to: 
Supervisor, Anallary Services, finance Division, so she is aware this has been approvôd &y the 

Research Department. 

PLEASE NOTE: THIS SPECIFTC RESEARCH ACCOUNT NUMBER CAN ONLY BE 
USU) FOR THIS PARnCULAR SNDY.  

My sinmm best wishes for muctl success in your study. 

~us&~heirnar,  MD. Ph.0.. FRCS(C) 
Di r of Research 

cc: Ms G. Dutchuk, finance 




