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Abstract

The purpose of this descriptive correlational study was
to describe the attitudes of general duty, registered nurses
(RNs) who practise in acute care settings in an urban
Manitoban centre toward writing nursing care plans (NCPs)
and their self-reported NCP writing/revising behaviour. The
relationship between the identified attitudes toward writing
NCPs and the self-reported NCP writing/revising behaviours
also was examined. It was anticipated that answers to these
questions would assist in determining the degree of
acceptability of the nursing care plan (NCP) as a
communication tool to practising, general duty RNs and its
utility to them. As well it would describe whether the RNs
reported writing/revising NCPs as prescribed by both
professional nursing and hospital accreditation standards.

A modified version of Shea’s (1986) conceptual
framework was used. A random sample of 350 general duty RNs
was surveyed by telephone using a structured interview
schedule. The interview schedule was comprised of a Nursing
Care Plan Attitude Scale (Oetker Black, Taunton, Thomas &
Krampitz, 1989; Thomas, 1984; Yurchuk, 1976); a self-
reported NCP Writing/Revising Behaviour questionnaire; a
professional and demographic characteristics questionnaire,
and a few open-ended questions.

The use of the nursing process, described as the core
methodology of nursing practice, and the documentation and

use of a NCP for each patient by the professional nurse have
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been incorporated into Canadian professional nursing and
hospital accreditation standards (Canadian Nurses
Association, 1987; Canadian Council on Health Facilities
Accreditation, 1992). The literature reveals that
historically the ideological and practical uses of both the
nursing process and the NCP have been debated and that NCPs
are not written consistently. Continuity of individualized
nursing care is jeopardized when the RN is required to
document and revise planning in a manner which is deemed
ineffective by the RN. 1In addition, requiring the RN to
document a plan of care, in a format that is not used by RNs
in a clinical area, is an inefficient use of nursing time.

The results indicated that the RNs had positive
attitudes towards writing/revising NCPs; however, NCPs were
not written/revised for patients on a regular basis. A
weak, positive linear relationship existed between the two
variables (xr = .2334 p =.01). Over 75% of the RNs used NCPs
to help them provide patient care. Qualitative analysis
revealed themes related to the RNs’ thoughts about the NCP;
how they used or why they did not use the NCP as a guide;
and information desired on a NCP. Based upon these findings
implications for nursing practice, education, research,

administration and nursing were discussed.




Acknowledgements

The achievement of my goal, the completion of this
thesis study, has been made possible through the guidance,
encouragement and unfaltering support of many persons.

A special thank you is extended to my committee
members, Dr. Janet Beaton, Chairperson; Dr. Ina Bramadat,
Internal Committee Member; and Professor Evelyn Shapiro,
External Committee Member. They have employed the
principles of andragogy - providing guidance and insightful
suggestions while allowing latitude to this adult learner.
Their respective expertise and sincerity have been most
valued.

A sincere thank you is offered to the nurses who
volunteered to participate in the survey. Hopefully the
activities they left behind for those few minutes did get
done. Their caring was most evident and appreciated.

To my colleagues, friends and friends’ family members
who listened to my ideas and provided some sage advice - my
sincere appreciation. My deepest gratitude is expressed to
my family: my research assistant daughter - Susan, my
computer consultant son - Grant, and my ever optimistic
husband Adolph, for their constant support and willingness
to go the ‘extra mile’. To my father, Ken McKillop, thank

you for your lessons in tenacity and scholarship. I wish to



vi
acknowledge, posthumously, the encouragement of a wise
mother and educator, Bertha McKillop. Learning is indeed a

life long venture!




TABLE OF CONTENTS

BB T RACT . .ttt ittt e i e e e et e e e et e e
ACKNOWLEDGEMENTS . . ..ttt it i i ittt i ittt it iaese e ennnnns
LIST OF TABLES. .. ittt ittt ittt ittt ittt iee e

LIST OF FIGURES. . ... ittt ittt ittt iee e

Chapter

1. INTRODUCTION. . ..t vttt eteenoeoeeoesosnssosnsoosonns
Statement of Problem........... ...,
PUE PO . i ittt ittt tee sttt ee e
Research QuUestions. .. ...t ittt i i ti e i,
Definition of Terms.........c.uiiiimeeneennnnn
Conceptual Framework......... e e e et
Summary and Organization of

The ChaphersS. . oottt ittt ettt ettt enneeaannn .

2. LITERATURE REVIEW. . ...ttt tteeeeeeesaeneanaenan
History of the Nursing Process
and the NCP. ... ...ttt ittt ennneaaann
Benefits of and Barriers to the Use of
the Nursing Process and the NCP...............
Debate Surrounding the Nursing Process
and the NCP..... ...ttt ittt iteneinennnn.
Nurses’ Attitudes Towards Writing Nursing

Care PlalS. i i ittt ittt ittt ittt teseteneennenn

vii

13

15

16

18

23

24

25

33

39

53



3.

4. RESEARCH FINDINGS

Data Collection Procedure............ccvvuu...
Protection of the Rights of Human Subjects....

ASSUMPEIONS. . . ittt ittt it it i i et e

Context of Study...... oo,
Data Analysis................ e
Reliability Data......uiuiiiiiiiiiinnieennnns
Description of the Sample....................

Scale Response Patterns.......... ... ...,

Self-Reported NCP Writing/Revising

Behaviour Scale........ [

Nursing Care Plan Attitude Scale...........

The Relationship Between Attitude Towards

Writing NCPs and the Reported Writing/

Revising Behaviour..........cciiiiiieennnnn

Associations Between NCPAS Mean

and NCP Writing/Revising Mean and Professional

and Demographic Characteristics .............

................

...............................

viii

69

73
73
76
79
87
92

95

96
96
99
105
107

119

119

127

137

143



Chapter

Responses to Open-Ended Questions.............
Expressed Thoughts About NCP..................
How the NCP Was Used to Help Provide

Nursing Care..........oouiininiiiiinnnneennnnn.
Reasons for Not Using NCP When Providing
NUTrSing Care. .. v ittt ittt ittt eeneeneaeeennenns

Summary of the Findings.............iiuoo...

DISCUSSION, CONCLUSIONS and IMPLICATIONS.........
DiSCUSSION. « i ittt ettt e et et et
Limitations. ... ...ttt e i
Implications. ... ..ttt ittt ieeenennnn

Nursing Administration..... e e e
Nursing Research.......... ...,
Nursing Practice..........c.cuiiiiuiiiinnnnnn.
Nursing Education............iiinunnnnnn
11116 a3 S 1 « T SN

REFERENCES. . .ottt ittt ittt ie et etiieeeenan

APPENDICES

Appendix

A. University of Manitoba Faculty of Nursing
Ethical Approval ........c.iiiiiiitieennnennnn.

B. MARN Board and Research Committee Approval.

ix

150

151

158

163

169

172
174
203
207
207
210
214
215
219
222

236



Appendix

C. Self-Reported Nursing Care Plan Writing/

Revising Behaviour Questionnaire.............. 241
D. Nursing Care Plan Attitude Scale.............. 243
E. Professional and Demographic Characteristic

Questionmaire. ...... ..ttt 247
F. Interview Schedule One........... ..o .. 250
G. Interview Schedule TWO........c.itiiiinnne.. 263
H. Letter to Dr. R.L.Taunton ...........cocie... 276
I. Permission to Use the NCPAS................... 278
J. Open-Ended Questions ..........c.ociiiinuennnnn 280
K. Interviewer Instructions ..................... 282
L. NCPAS Means for Professional and

Demographic Characteristics................... 285
M. NCP Writing/Revising Behaviour Means for

Professional and Demographic Characteristics.. 288

LIST OF TABLES

Table
1. Reliability Data.....oueiviiiiniiinnnneennnns 106
2. Refusal to Participate Reasons................ 108
3. Sample Distribution by Clinical Area.......... 110
4. Distribution of Sample by Employment Status... 111
5. Sample Distribution by Age................. ... 111

6. Sample Distribution by Years of Nursing

Experience as RNS........coiiiiiiiiiinnnnnnnn 112



Table

10.

11.

12.

13.

14.

15.

16.

17.

18.

Sample Distribution by Years of Nursing
Experience in Clinical Area...................
Sample Distribution by Initial and Highest
Level of Nursing Education....................
Distribution of Sample by Where Initial
Education in Nursing Process and Writing
NCPs Was Received. ... ...t iiiiiinnnnnnn.
Distribution of Sample by Shift NCPs
Regularly Written/Revised....................
Distribution of Sample by NCP Behaviour
= o o = o o
Pattern of NCP Behaviour by Clinical Area....
Distribution of Sample by the Reported
Pattern and the Writing/Revising Behaviours..
NCP Writing/Revising Behaviour Scores for the
NCP Patlterml. . ...ttt ittt ittt ittt onanens
Pattern NCP: NCP Writing/Revising Behaviour
Mean Scores by Variables Clinical Area and
Whether Use NCP to Help........cct ...
NCPAS Category A - Item Means > 4 Rank
Ordered. ... ...ttt ittt
NCPAS Category B - Item Means > 3 - <4
Rank Ordered. . ... ...ttt ittt ennennean
NCPAS Category C - Item Means <3 Rank

Ordered. . @ittt et e e e e e e e e e e e e

xi

113

114

116

118

120

121

123

125

126

131

132

133



Table

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

NCPAS Mean Scores and Standard Deviations....

NCPAS Mean Scores by Clinical Area and

Whether Use NCP to Help........ccuveveo...
NCPAS and NCP Writing/Revising Mean Scores by

Clinical AXa. . v v it ittt ettt et ettt tiene e

NCPAS Mean Scores by NCP Writing/

ReViSINg SCOTES. ...ttt ittt e teaeenaennnnn

Results of ANOVA Using NCPAS Mean Scores

by Levels of Pattern and Professional and

Demographic Characteristics..................

Tests of Homogeneity of Variances............

Results of ANOVA Using NCP Writing/Revising

Behaviour Means by Levels of Professional

and Demographic Characteristics..............

NCP Writing/Revising Behaviour by Levels

of Employment....... ... .t iieieeeennnn.

NCP Thought Themes by 1lst, 2nd and

Combined Response to ‘What is your first

Sample Distribution by ‘Whether Use NCP

to Help Provide Care’ by Behaviour Pattern...

Frequency of the Response ‘Elements’ to

the Question ‘How do you use the NCP to

help provide nursing care?’ ........c.c.ceeeunn.

xii

136

136

138

140

145

146

149

149

157

158

159



xiii
Table
30. Distribution of Response Themes to Why

NCP Not Used. ... .. ittt it ittt ittt ittt ennnaes 165

LIST OF FIGURES

Figure
1. Model of Conceptual framework................. 7 22
2. Recency of Highest Nursing Education.......... 115

3. Distribution of Nurses by Years of Practise
and Years Writing NCP as RN................... 117
4. Scatterplot: NCPAS Means by NCP Behaviour

(S T= 5 1. 141



Chapter 1

INTRODUCTION

Since its introduction in the 1960s, the nursing
process has been described as the very core of nursing
practice because it was accepted as the methodology for the
delivery of individualized nursing care to patients, and was
applicable to any nursing situation (Kozier, Erb & Blais,
1992; Oermann, 1991; Shea,v1984b; Yura and Walsh, 1978;
1988. In 1988, Yura and Walsh stated that it was now
accepted as the "mode of nursing practice on both the
national and international levels" (p.ix). It comprises
four or five steps or phases which include (1) assessment,
(2) diagnosis, (3) planning, (4) implementation, and (5)
evaluation. The four-step description includes diagnosis as
the final component of the assessment phase (Kozier et al.,
1992; Oermann, 1991). The steps are interrelated,
interdependent, and recurrent (Kozier et al., 1992; Kozier,
Erb, & Olivieri, 1991; Oermann, 1991; Ziegler, Vaughan-
Wrobel, & Erlen, 1986). According to Aspinall and Tanner

(1981) "the sequence of steps depicted in the nursing '



process reflects the systematic use of problem-solving
methods in clinical practice for the purpose of resolving,
reducing or preventing health problems, and for promoting
the client’s adaptation to those problems" (p.1l). Tucker
(1994) stated that this clinical decision-making framework
is the process of nursing care.

The Canadian Nurses Association (CNA) defines nursing
as "a dynamic, caring, helping relationship in which the
nurse assists the patient to achieve and maintain optimal
health" (CNA, 1987,p.iii). The nurse applies nursing and
related knowledge to the helping relationship through the
use of the nursing process (CNA, 1987). The use of the
nursing process is based on the following assumptions: the
nursing process is the methodology for providing continuity
to individualized nursing care; a written nursing care plan
(NCP) is the tangible operationalization of the nursing
process; and the use of the nursihg process in the practice
setting provides a framework for nursing accountability to
the patient, to colleagues, to the clinical unit, to
administration and to the professional statutory nursing
body (Kozier et al., 1992; Shea, 1984b; 1986; Ziegler et
al., 1986).

The nursing process has been incorporated into
professional nursing associations’ standards for practice,
education, administration and research (de la Cuesta, 1983).

Standard II of the Canadian Nurses Association’s Standards



for Nursing Practice was formulated to state that "Nursing
practice requires the effective use of the nursing process"
(CNA, 1987,p.1l). The expansion of Standard II confirms

that the registered nurse (RN) is responsible for the
communication of the NCP to other nurses and to other health
care professionals. The plan for nursing action is based
upon identified actual and potential patient problems.

These statements imply that a NCP is written for each
patient.

The CNA’'s Nurse Registration/Licensure Examination
Committee (1993), in the development of the Blueprint for
The Criterion-Referenced Nurse Registration/Licensure
Examination, approved a list of 238 competencies which a
"beginning nurse is required to possess in order to practice
safely and effectively" (p.3). These competencies are to
provide the content domain for the examination. Two
competencies, labelled very important and important
respectively, are that:" the nurse documents the plan of
care" (p.24) and "the nurse revises the plan of care as
indicated" (p.31) by the evaluation.

As of March, 1994 the Manitoba Association of
Registered Nurses’ Standards of Nursing Practice: Direct
Care Provider state that the RN is to develop a plan of care
for each patient and to ensure that the plan is revised.

The RN is to plan and provide safe, reasonable care through

the use of a problem solving approach (Process Standard I,



MARN, 1994). Prior to the 1994 MARN Standards publication
the nursing process was the first of three dimensions upon
which the Manitoba Association of Registered Nurses
Standards of Nursing Care was based (MARN, 1983). Through
the inclusion of the nursing process in the standards it was
clearly implied that a NCP would be written for every
patient. The 1994 standards do not limit the RN to the use
of one problem solving methodology, but do hold the RN
responsible and accountable for a plan of care for each
patient and the documentation and revision of the plan.

The use of the term ‘plan of care’ rather than NCP also
deemphasizes the use of the nursing process as the sole
methodology for planning and providing safe, reasonable
nursing care. The current study being described was
completed prior to the publication of the 1994 Standards and
was based upon the 1983 Standards which prescribed the use
of the nursing process and the documentation of a NCP for
each patient by the professional nurse. Furthermore, a
written NCP for each patient is a requirement for hospital
accreditation by the Canadian Council on Health Facilities
Accreditation (CCHFA, 1992; Shea, 1986) and this plan is to
be maintained as a separate document in the patient’s
clinical record according to CCHFA (1992). This
requirement, according to Shea (1986), implies that NCPs
"have a basic role to play in the delivery of nursing care"

(p.149) .



As part of the planning phase of the nursing process
the professional nurse, in collaboration with the patient,
develops and writes a plan of care based upon the nursing
assessment and nursing diagnosis(es) (Kozier et al., 1991;
Shea, 1986; Ziegler et al., 1986). The NCP documents
nursing’s decision making and problem solving processes as
well as changes in planning over time (Kozier et al., 1992;
McCloskey & Grace, 1990; Shea, 1986). According to Niziolek
(1991) it has become "the cornerstone of clinical practice"
(p.145) .

The format of the prototype written NCP and its storage
method may vary from agency to agency. The format usually
has categories or columns which denote nursing diagnoses,
goals, nursing interventions and outcome or evaluation
criteria (Kozier et al., 1992; Oermann, 1991). The NCP may
be stored in a central Kardex system, in the patient’s
chart, in a computer, or in the medical record (Kozier et
al., 1992; Oermann, 1991; Ziegler et al., 1986). Regardless
of the format or storage system of the NCP, it remains the
central source of information about the patient’s nursing
needs (Oermann, 1991). It contains the details of, and
facilitates the organization of, independent and
interdependent (or collaborative) meaningful holistic
nursing interventions required by the patient (Kozier et
al., 1992; Oermann, 1991). Consequently, the written NCP

serves as a communication vehicle for nurses in the



direction of individualized nursing care, and aids in the
maintenance of continuity in the patient’s nursing care
(Christensen & Kenny, 1991) because as Christensen and Kenny
state "a well-developed plan can prevent the use of time
consuming trial and error, avoid duplication of effort, and
alleviate costly and timely omissions of care" (p.209). The
plan serves as a blueprint for the evaluation of care
(Taptich, Iyer & Bernocchi-Losey, 1994). Measurement
(evaluation) criteria, the expected outcomes of the
specified nursing interventions and hence measures of the
quality of the nursing care (Kozier et al., 1992; Oermann,
1991; Shea, 1986) are clearly delineated in the plan.
Hodges and Icenhour (1990) claim that evaluation of the
process and the outcomes of the nursing care (whether to
individuals or to groups) serves to substantiate the
effectiveness and to solidify the value of nursing to
society. Clearly, a current, well documented, permanent NCP
for each patient would assist the nurse researcher in
substantiating the effectiveness of nursing interventions.
This, in turn, would enhance the profession’s ability to
demonstrate the impact of nursing interventions on a system
wide basis.

Since the introduction of the nursing process and the
written NCP into the practice setting, the utility of the
written NCP has been diverse and multidimensional. In

addition to serving as a communication channel among nurses




to enhance the quality of care and ensure its continuity,
the written NCP has served as a guide for: the documentation
of patient care; the allocation of nursing resources
(staffing and scheduling of nursing care personnel);
costing of nursing services through the linkage of patient
classification systems with nursing diagnoses and/or
independent nursing interventions; the provision of
information for accreditation and quality control
(Fischbach, 1990; Hinshaw, 1989; Karshmer, 1991; Kozier et
al., 1992; McCloskey & Grace, 1990; Oermann, 1991; Shea,
1984a; Sliefert, 1990; Turner, 1991). Clearly, the written
NCP is being utilized by nurses and by health care
institutions to deal with issues of professional and
institutional accountability as well as fiscal
responsibility.

In 1987 Henderson stated that the NCP was originally
devised as an educational tool and was introduced into the
practice arena as a means of demonstrating nursing’s
autonomous holistic model of care. It was a communication
tool which assisted practising nurses to provide continuity
to planned, individualized nursing care. Its usefulness in
the measurement of the outcomes of nursing care and its
effectiveness in the determination of the time required for
optimum patient service was and is hailed by nurse
educators, nurse administrators, and nurse researchers

according to Hodges and Icenhour(1990) and McCloskey and



Grace (1990). McCloskey and Grace (1990) contend that
ultimately, the description of these outcomes of nursing
care and their cost effectiveness to society will firmly
establish the value of nursing’s method of clinical service
in the health care delivery system of tomorrow.

Institutions ought to, and are, linking patient
classification systems with nursing care plans (Karshmer,
1991). The NCP is becoming the key ‘building block’ in
patient classification (Karshmer, 1991). In turn, these
classification systems are being used to determine nurse
staffing needs and to forecast nursing departments’
requirements for health care dollars (Hinshaw, 1989;
Karshmer, 1991; Shea, 1984b). Additionally, institutions
are assuming that the presence of a written NCP is
synonymous with the provision of optimal patient care by the
nurse (McCloskey & Grace, 1990). Therefore, the written NCP
appears to lie at the core of nursing service as well as
professional and institutional accountability. The
evaluation of nursing care, an ongoing proéess, determines
whether the goals of planned care have been achieved (Kozier
et al., 1992). Thus, the measurement of the effectiveness
and efficiency of nursing care is closely linked to
information documented on the written care plan. McCloskey
and Grace (1990) assert that the demonstrétion of optimal
and efficient nursing activity is the newest challenge for

nursing. If the written NCP is to serve these identified



needs then it must constitute a current, concise and
complete document.

The nursing profession has allocated the responsibility
and accountability for writing/revising the NCP to the
practising registered nurse (CNA, 1987; MARN, 1987, 1994).
The nurse must first write the NCP stating the nursing
diagnoses, expected outcomes, and nursing interventions, and
then, must utilize the NCP for its identified purposes. The
plan is begun following the first contact with the patient
and should be readily accessible and kept current (Taptich
et al., 1994). Sovie (1989) emphatically wrote that if this
does not happen, requiring a written NCP for each patient is
a ritual which must cease. The utility of the NCP, as the
operationalization of the methodology of nursing, as well as
the professional and accreditation standards which require a
written NCP as evidence of delivery of high quality nursing

care, require scrutiny.

Statement of the Problem

The literature review supports the finding that despite
seemingly positive attitudes towards the nursing process,
nurses either write incomplete NCPs or fail to write and
employ NCPs to organize care (Kerfoot, 1990; Moss,1988;

Nolan & Burgoyne, 1990; Shea, 1986; Sovie, 1989; Turner,
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1991). According to Brider (1991), McCloskey and Grace
(1990), McHugh (1991), and Sovie (1989) more time is spent
today trying to get nurses to write or complete care plans
and problem lists in order to comply with hospital
accreditation requirements and nursing standards than any
other activity. Yet, the nursing process and NCP have been
accepted, by nursing, as a means of demonstrating nursing’s
unique role in today’s dynamic health care delivery system
in addition to being a systematic approach to nursing care.
If practising nurses do not totally subscribe to this
systematic approach and do not write or revise NCPs for
every patient, the nursing process and NCP will serve as
vehicles by which nursing can achieve these objectives.

Nursing care plans are written by staff nurses only
about 50 percent or less of the time, and of those written,
only about 50 percent are actually used by nurses in to help
provide care (Shea, 1984b, 1986). Shea (1984b; 1986) also
noted that the number of NCPs written increases at audit
time. Anecdotal evidence from acute care nurses employed in
Manitoba indicates that written NCPs are incomplete, often
not current and are frequently perceived as not being
important. As recently as 1991, Turner (1991) pointed out
that this NCP writing problem will not go away. In a spot-
check for written NCPs on patients’ charts (N=21) Turner
(1991) found that "only 16 (76 percent) had a NCP and only 9

(43 percent) had care plans that used nursing diagnoses"
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(p.240). Turner (1991) contended that this lack of written
NCPs jeopardizes the hospital’s accreditation standing,
makes the quality of nursing care questionable, and severely
weakens nursing administration’s information system
foundation. Furthermore, it has been suggested (Koch, 1992;
Shea, 1984a) that practising registered nurses do not value
the NCP as a necessary tool for the provision of quality
nursing care but view it an as administrative tool.

Without a written or current plan of care, the plan
cannot be clearly and purposively communicated to all other
nurses and health team members, therefore resulting in the
compromise of continuity of planned nursing care. In
addition, incomplete, outdated, or unwritten plans have the
potential for camouflaging the value of nursing’s
contribution to the promotion of health for Canadians. As
well, intended outcomes of the nursing process for the
patient, nurse, administration, clinical unit and for
nursing as a whole may or may not be realized. Shea (1984a;
1984b) and Turner (1991) alleged that if not documented,
these outcomes cannot be purposefully validated. Therefore,
in order to enhance and maximize the utility of the NCP as
the operationalization of nursing’s methodology, the NCP
must be scrutinized. The utility of the NCP to the patient,
the care giver and the institution must be clearly evident.

According to Brider (1991) and McHugh (1991) evidence

of the NCP’s usefulness to the nursing practitioner as a
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mode of planning and communicating the developed nursing
strategies to provide individualized care is limited. 1If
this is so, then one must question why the care plan remains
a component of professional and accreditation standards.

One must also question how nurses do communicate with each
other in order to promote the continuity of individualized
care. It may be that nurses are using tools other than the
NCP which are serving the purposes for which the NCP was
intended.

Appropriate standards or interpretation of the
standards must be established so that the nurse is able to
provide nursing care based on each patient’s needs
unencumbered by tools that are ineffective and inefficient.
Kerfoot (1991) stated that a major source of dissatisfaction
for nurses was bureaucratic regulations that "do not appear
from the nurse’s perspective to guarantee quality" (p.275).
Institutional accrediting standards need to be melded with a
nursing system so that the whole makes sense to the nurses,
facilitates patient care, and is valued by the institution
(Kerfoot, 1990). Nurses need to be key players in the
development of these standards.

Clearly, a thorough evaluation of the written NCP is
timely. A positive evaluation of a health care innovation/
service/technology requires that the innovation is
efficacious, effective and efficient (Tugwell, Bennett,

Feeny, Guyatt & Haynes, 1986). Efficacy requires that the



13
innovation work (Drummond, Stoddart, & Torrance, 1989).
Effectiveness mandates the acceptance of the innovation by
the parties who will use it, and to whom it will be offered,
as well as its practical utility (Drummond, Stoddart &
Torrance, 1989). To date, there is a paucity of research
regarding the acceptance of the NCP as the
operationalization of nursing’s methodology or of the NCP
writing/revising behaviour of the registered nurse (Shea,
1984b). The lack of consensus between the practising
nurse’s NCP writing behaviours and nursing practice and
administrative standards which require a written NCP for
each patient as evidence of the operationalization of the
nursing process caused questions to be asked. What are
Manitoba nurses’ attitudes towards writing/revising NCPs?

What are their NCP writing/revising behaviours? What is the

relationship between the nurses’ attitudes towards NCPs and

their NCP writing/revising behaviours?

Purpose of Study

The purpose of this descriptive correlational study was
to identify practising, general duty, registered nurses’
attitudes towards writing nursing care plans and to describe
their self-reported NCP writing/revising behaviours. It was

anticipated that answers to these questions would delineate
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whether nurses accept the NCP as a useful communication tool
and whether nurses write/revise NCPs as prescribed by both
professional nursing and hospital accreditation standards.

A further purpose of this study was to determine the
relationship or correlation between the two variables. A
‘weak positive or negative correlation between the attitude
of nurses towards writing/revising NCPs and NCP writing
behaviour would suggest that other variables, for example,
in the nurses’ work environment or associated with the NCP
system, were impacting upon the NCP writing/revising
behaviour of nurses. These, in turn, could be studied so as
to effect changes that would facilitate the writing/revising
of NCPs by nurses.

The description of nurse attitudes, self-reported NCP
writing/revising behaviour and the correlation between these
variables would facilitate the identification of desired
changes required by nursing administration, educators, and
clinicians in order to optimize the utility and efficiency
‘of the written NCP. It was possible that this study would
also indicate that the written NCP, as currently formatted,
was not written and was not a valued adjunct by the
practising nurse to the provision of nursing care. The
standards may be inefficient and they may not guarantee high
quality nursing care. The standards might need revision in
order to reflect the current reality of acute care nursing.

Further research would be required to determine how nurses
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do communicate care plans to each other so that care is
individualized and consistent. Furthermore, if the NCP was
not written as standards and policies prescribe, nursing
administrators would be required to develop means of
measuring nursing workload and staffing needs that are more
accurate and acceptable to general duty nurses. Lastly, if
documented nursing care outcomes are vital to demonstrate
the effectiveness and efficiency of nursing care to the
health of the community, other means of documenting process
and linked outcomes which are acceptable to the practising

general duty nurse would be required.

Research Questions

1. What are the attitudes of general duty, registered nurses
who practise in acute care hospitals in an urban Manitoba

centre towards writing/revising nursing care plans?

2. What are the self-reported NCP writing/revising
behaviours of general duty, registered nurses who practise

in acute care hospitals in an urban Manitoba centre?

3. What is the relationship between the attitudes of these
nurses toward writing/revising nursing care plans and their

self-reported NCP writing/revising behaviours?
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Definition of Terms

Registered Nurse: "a person who is registered to actively
practice nursing. Only active practising nurses can
identify themselves as a Registered Nurse (RN)" (MARN,

1991).

Value: "a belief that a specific mode of conduct or state
of existence is personally or socially preferable. The

intensity of a value often can be measured by how much time
and energy the person is willing to expend on it" (McNally,

1990.p.91) .

Attitude: the organization of several values, beliefs that
predispose an individual to act towards an object in a
specific manner (Ajzen & Fishbein, 1977). "What is
important or valued and what is seen in a positive light is
more apt to be incorporated into one’s repertoire of

behaviours" (Fitch, Rogers, Ross, Shea, Smith, & Tucker,

1991,p.25).
Nursing Care Plan (NCP): "a written guide that organizes

information about a client’s health into a meaningful whole;
it focuses on the actions nurses must take to address the
client’s identified nursing diagnosis and meet the stated

goals. It is begun on the client’s admission to hospital and
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ideally is constantly updated and revised throughout the
client’s hospitalization in response to changes in the
client’s condition and evaluation of goal achievement"
(Kozier, Erb, & Oliveri, 1990, p.215). The steps of the
nursing process are recorded on the nursing care plan (MARN

Standards as Applied to Nursing Care Plans, 1987).

Standard Care Plan: a prewritten guide for nursing care
which is developed,usually through committee consensus and
incorporates the agency’s standards of practice (Fischbach,
1991). It includes all possible usual nursing diagnoses,
interventions, and expected outcomes associated with common
medical diagnoses seen on the particular nursing unit
(Nichols & Barstow, 1980; Shea, 1984a). It is not
individualized until client specific data is added by the
nurse (Shea, 1986). It is the situation which is standard,

not the patient (Shea, 1984a; 1984b).

Nurse NCP Writing/Reviging Behaviour: the initiation of a

written NCP for a client upon admission of the client to
hospital and/ or the revision of it throughout the client’s

hospitalization as changes in the client’s condition occur.
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Conceptual Framework

Shea (1986) developed a conceptual framework, based
upon a general systems model, for the study of the use of
nursing care plans (Fitch et al., 1991). The framework,
developed on the premise that there are multiple variables
in a nursing situation which influence the nursing care plan
behaviour of nurses, identifies the variables so that they
can be manipulated and adapted to promote positive nursing
care plan behaviours (Shea, 1986). According to Fitch and
colleagues (1991) the nurse and patient participate in an
interaction within a patient care environment. The
interaction results in outcomes of consequence to the
patient, the nurse, the clinical unit, administration, and
nursing. The NCP writing/revising behaviour occurs in the
interaction (Shea, 1986).

Motivating factors influence behaviour through their
influence on modifying factors. The modifying factors may
influence both the motivating factors and the desired
behaviour. The behaviour includes both the writing of the
NCP and the use of the NCP to help provide patient care. In
the language of open systems, motivating factors are the
input and modifying factors are the throughput. As a result
of the writing and using behaviour there are outcomes for
the patient, the nurse, the clinical unit, administration

and nursing (Shea, 1986). To support this framework linking
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attitude to action, Shea (1986) used the 1975 work of
Fishbein and Ajzen which points to "a definite correlation
between attitudes and beliefs and intent to act" (p.155).

Administrative valuing of nursing’s methodology would
be demonstrated by its support of the nurse in his/her use
of the nursing process. Evidence of this support, according
to Shea (1986), would be in the reinforcement received by
the nurse from the head nurse (a representative of hospital
management) when a NCP was documented and current. 1In
addition, the organization would endeavour to incorporate
the time required to write and revise the NCP into the daily
administrative responsibilities of the RN. If the nurse
knew that the organization, as well as the professional
nursing body, supported the use of the nursing process, then
professional and organizational valuing of the nursing
process and the NCP would be perceived to be congruent by
the nurse. Hence, professional values would be reinforced
by the organization’s, and the nurse’s attitude towards
writing NCPs would be more positive, resulting in a
situation that was more conducive to the writing of NCPs.

There are two assumptions underlying Shea’s(1986)
framework. The first is that both the writing and the use
of the NCP by the professional nurse are the
operationalization of the nursing process. The second is
that the professional nurse has the appropriate degree of

knowledge and skill to use the nursing process.
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While the above framework is beneficial in order to
view the complexity of the issue, it was modified in order
to clarify the factors which were to be investigated in this
study. The assumptions remained unchanged.

The desired behaviour or the dependent variable (DV)
was the practising registered nurse’s NCP writing/revising
behaviour. The behaviour of using the NCP to help provide
care was separated from the writing behaviour so that
writing/revising behaviour could be studied as the sole
dependent variable. The desired NCP writing behaviour
constituted the initiation of the written NCP for each
patient on admission to an acute care facility and its
revision over the course of the hospitalization according to
the changing needs of the patient. As it documents the
nursing care required by the patient, the completed and
current NCP facilitates consistent, optimal and
individualized nursing care for the patient.

The independent variable (IV) was the nurse’s attitude
towards writing NCPs. The nurse’s attitude toward writing
NCPs and his/her use of the nursing process influences the
nurse’s own NCP writing behaviour (Shea, 1986). If the
nurse valued the'nursing process as the methodology of
nursing then the nurse would have a positive attitude
towards writing NCPs to guide and communicate patient care.

That is, the nurse would be predisposed to write NCPs

(Shea, 1986; Fitch et al., 1991). A negative attitude
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towards using the nursing process and writing /revising NCPs
to guide and communicate patient care, could predispose the
nurse to write/revise fewer or no NCPs, or to inconsistently
write/revise NCPs. Consequently, fewer, incomplete or no
NCPs would be written/revised.

Professional characteristics such as level and recency
of nursing education, area of clinical practice, years of
nursing experience, or past history with NCPs may positively
or negatively influence the nurse’s attitude toward
writing/revising NCPs and the NCP behaviour. Similarly
nurse demographics may influence the nurse’s attitudes
towards writing/revising NCPs as well as the NCP behaviour.
The modifying force of each of these variables would be

amenable to further investigation.
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Figure 1

MODEL OF CONCEPTUAL FRAMEWORK FOR STUDYING
ATTITUDES OF REGISTERED NURSES
WHO PRACTICE IN
ACUTE CARE SETTINGS IN MANITOBA
TOWARDS

WRITING NURSING CARE PLANS

ATTITUDES OF REGISTERED NURSES TOWARDS WRITING/REVISING

NURSING CARE PLANS

SELF-REPORTED NCP WRITING/REVISING BEHAVIOUR
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Summary and Organization of the Chapters

The first chapter includes the fundamental elements of
the study. The problem was stated and its background
presented. The purpose and the importance of the study was
stated. A conceptual framework and possible interactions of
the independent variable on the dependent variable were
proposed.

A review of relevant literature and studies in relation
to the research questions is presented in chapter two. A
summary is presented which relates the literature review to
the areas of concern presented in the first chapter. A
brief rationale for the study concludes the second chapter.

The third chapter presents the methodology and
procedures used in this study. The research design is
explained and data collection approaches are presented.

The context of the study and research findings are
presented in chapter four. Tables are used to demonstrate
and élarify the data.

The fifth chapter presents the discussion and
conclusions derived from the findings. The chapter
concludes with the presentation of implications of the
findings for nursing administration, research, practice,

education, and the profession of nursing.



Chapter 2

LITERATURE REVIEW

The purpose of this study was to investigate the
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attitude of practising RNs toward writing/revising NCPs and

their self-reported NCP writing/revising behaviour so as to

determine the acceptance of the NCP by the nurses and its
utility to them. The relationship between the attitude
towards writing/revising NCPs and the self-reported NCP
writing/revising behaviour also was explored.

In order to fully explore the issues related to the
nursing process and the written NCP, a review of the
literature and related studies was undertaken. Their
histories; the benefits of and barriers to their use; the
debateé surrounding their use; nurse attitudes toward the
nursing process, the written NCP and to writing NCPs; and
studies related to these topics were examined. The
following literature review presents a summary of the

findings.
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History of the Nursing Process and the NCP

Florence Nightingale (cited in Ziegler et al., 1986)
stated that the nurse's role included "assessment and
intervention according to a plan of care, followed by
evaluation" (p.10). Lydia Hall is attributed with being the
first to speak of nursing as a process in 1955 according to
de la Cuesta (1983), McHugh (1986), and Ziegler et al.
(1986) . Orlando described the nursing process in detail in
1961 and Yura and Walsh outlined the four step process in
1967 (de la Cuesta, 1983). Nursing diagnosis became a
separate fifth step in the process during the early 1970s
(Kozier et al., 1991; Ziegler et al., 1986). McHugh (1986)
stated that since its development in the late 1960s and
early 1970s, the nursing process "has become the primary
method and focus of nursing practice" (p.22). One of the
main reasons for nursing to employ the nursing process,
according to Yura and Walsh (1988), was nursing's own
concern for its responsibility to provide quality service.

De la Cuesta (1983), using content analysis of American
and British nursing literature and interviews with nurses
(British N=29; American N=22), studied the genesis, social
context, diffusion, and current state of the nursing
process. With its component parts, nursing diagnoses,
nursing interventions, and patient outcomes, the process was

seen primarily as an educational tool to be used to teach
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and explain the practice of nursing as distinct from the
practice of medicine (de la Cuesta, 1983; Palmer, 1990;
Shea, 1984; Ziegler et al., 1986). It was an ideology of
the time when nursing, discontent with the general status of
nursing and with the quality of nursing care, was attempting
to move toward professional status and demonstrated quality
care (Brider, 1991; de la Cuesta, 1983; Palmer, 1990).

The diffusion of the nursing process from the
educational arena to the practice arena was enhanced by the
movement of the American Nurses Association (ANA) to reform
nursing education by incorporating the nursing process, and
by the perception that the use of the nursing process had
the potential to reform the practice of nursing as well as
to improve the level of nurses' job satisfaction (Brider,
1991; de la Cuesta, 1983; Palmer, 1991). Walton (cited in
Henderson, 1987) questioned whether the extent to which the
nursing process was being hailed was due to its potential as
"a means of improving patient care or its potential as a
means to raise the status of nurses by increasing their
independence, their accountability and responsibility"
(p.657) . Accqrding to Henderson (1987) the fact that the
nursing process was based upon the scientific process was
reassurance to nurses that nursing did indeed have a
scientific base. De la Cuesta (1983) claimed that the
rapidity of the diffusion of the nursing process from the

educational setting to the practice setting was a most
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remarkable sociological phenomenon, and that it achieved a
mass resocialization of already practising nurses. However,
this claim is challenged by Sheehan's 1991 study which
questioned whether nurses had really made the transition,
conceptually, from a task-oriented approach to nursing to a
nursing process approach since the introduction of the
nursing process in the 1970s.

Based upon the fact that this conceptual change would
require nurses to restructure their views of nursing
knowledge, Sheehan (1991) used grounded theory methodology
and a focused interview approach to elicit senior nurses'
conceptions regarding the nursing process. Characteristics
of the nursing process identified in Sheehan's (1991)
literature review were: the elements Qf assessment,
planning, implementation, evaluation and problem-solving as
well as the descriptors: holistic; scientific and
individualized.

A non-random opportunity sample of 40 tutorial and
clinical staff nurses from two English regional health
authorities were interviewed by Sheehan. According to
Sheehan (1991), the degrees of concordance and discordance
between the concepts held by the study interviewees and
those identified from the nursing literature raised
questions as to whether the study nurses had really
restructured their views of nursing knowledge to accommodate

the change - or whether the empirical practice setting had
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somehow interfered with this accommodation.

Generalizability of Sheehan's study is difficult due to
the small non-random sample and the difference in settings
(cultural, sociological and economical). However, the study
does raise questions about the differences in
conceptualization of the nursing process between nurses.
Individualization was a universally identified
characteristic of the nursing process; holistic was not.
Planning, decision-making, negotiation, scientific and
problem solving were not identified by all, yet according to
Ziegler et al. (1986), the planning process involves
decision-making, negotiation, scientific and experiential
knowledge to arrive at the product of the planning step, the
written NCP. Despite the non-generalizability of Sheehan's
(1991) study's results beyond its subjects, one must ask
whether the steps of the nursing process are synonymous and
inclusive of the practice of nursing in other nursing
settings. If the nursing process is not held to be the
methodology of nursing by practising nurses then the value
of the NCP to the provision of quality patient care could
also be suspect. This is especially true in light of the
conflicting points of view evident in the literature
regarding the utility of the nursing process as the
methodology of nursing to the practising nurse.

Rapid structural changes, such as "the expansion of

tertiary education, the emergence of the women's liberation
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movement, the growth of knowledge in the medical and social
sciences, the increase of other health occupations and the
rise in the public expectations towards them" (de la Cuesta,
1983, p.367) occurred in American society and in medicine
during the 1960s and 1970s. De la Cuesta (1983) voiced the
opinion that the nursing process incorporated these changes.
To this end, declared de la Cuesta (1983), the use of the
nursing process by professional nurses was a professional
strategy as well as a means of improving nursing care.

Prior to the use of the nursing process, nursing care
had been driven by physicians' written orders based upon
specific disease conditions or the medical model (Kozier, et
al., 1992; Ziegler et él., 1986) . Nursing students, the
primary workforce in hospitals during the early 1900s, were
taught nursing care by physicians and it was based upon
medical case studies (Fischbach, 1990; Hegedus, 1991).
Kozier et al. (1992) and Ziegler et al. (1986) stated that
intuition and practice wisdom garnered from experience drove
nursing interventions, but they were incidental to the care
based upon medical orders. Hedegus (1991) outlined that
this practice existed from the early 1900s through to the
1940s with some continuation into the 1970s and 1980s.

With the use of the nursing process, independent
nursing interventions were purposively delineated (Kozier et
al., 1992; Oermann, 1991; Ziegler et al., 1986) and were

based upon individual patients' perceptions, feelings, and
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responses to illness rather than solely upon the medical
model (Kozier et al., 1992; Ziegler et al., 1986). The
nursing process, claimed de la Cuesta (1983) and McHugh
(1991), with its four or five steps and the NCP, provided
nursing with a vehicle by which it could explain its
cognitive process. It promised to describe and systemize
nursing so that the meaning of nursing could be transmitted
not only to the public but to the practitioner, from
beginner to expert (de la Cuesta, 1983).

By the 1970's nursing had generally accepted that high
quality nursing care would ensue if the nursing process was
used as the framework for independent nursing decision
making (McHugh, 1991). Shea (1984a) concurred, stating that
the written NCP was perceived as an integral part of the
process and that it was tangible evidence that the nursing
process had been used. Tanner (1986) noted that "by the
early 1970s the nursing care plan was being widely adopted
by nurse educators as a method of both teaching and
evaluating students' use of the nursing process" (p.8). As
nursing service had not had experience with anything quite
like the systematic nature of the hursing process, the
educational tool, being the only NCP format with which
nurses were familiar, was added to the existing service
communication tool, the kardex (Shea, 1984a). According to
Shea (1984a) the use of this educational tool in the

practice setting was not necessarily a logical progression.
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NCPs developed, according to Kramer (1972), "in
response to a highly standardized, mechanistic practice of
nursing" (p.30) called team nursing, which utilized the
influx of untrained auxiliary workers after World War II
(Kramer, 1972; Hegedus, 1991; Ziegler et al., 1986). The
written NCP was a team responsibility, to be developed when
the team had a patient care conference (Shea, 1984a). The
plan, in this situation according to Cuica (1972) provided
guidelines for non-professional care givers as well as
professional nurses, and as such was a communication tool.
The professional nurse was given the responsibility for
writing the plan. Some years later NCPs were "recommended
for use with any system of nursing organization" (Kramer,
1972, p.30). Kramer (1972) stated thgt the phrase nursing
care plan became a common one in the "nursing vernacular"
(p.30).

The incorporation of the nursing process and the
written NCP into nursing education and practice standards by
the professional associations and hospital accreditation
standards (Brider, 1991; McHugh, 1990; Shea, 1984b) gave
legitimacy to the idea of using the nursing process as the
methodology of clinical nursing practice (Ziegler et al.,
1986) and made it mandatory for nursing practice and hence
an administrative need (Ciuca, 1972; de la Cuesta, 1983).
Yet, a decade after the birth of the nursing process and its

incorporation into care standards in North America, de la
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Cuesta (1983) found that "the nursing process was not
implemented as one would expect from the theoretical
prescriptions" (p.368). Both Ciuca (1972) and de la Cuesta
(1983) stated that NCPs were neither written on a consistent
basis nor were they used as information sources.
Furthermore, they (Ciuca, 1972; de la Cuesta, 1983)
asserted, when NCPs were written, nursing orders were rarely
included and the focus continued to be upon medical
diagnoses and orders.

By the 1970s, according to Henderson (1987) and Shea
(1984b; 1986), the written NCP had become an integral part
of quality assurance programs within hospital nursing
departments. Harris (1990) reported that nurses were
rewarded for the existence of written.plans, but not
necessarily for their quality. Nursing care plans were not
a permanent part of the patient's record, and nurses did not
see the relationship between a written NCP and the patient's
welfare (de la Cuesta, 1983; Nolan & Burgoyne, 1990).
Clearly, claimed de la Cuesta (1983) NCPs were not valued by

nurses or by their health care organizations.
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Benefits of and Barriers to the Use of the Nursing

Process and the NCP

Over the years nurse authors and researchers have
attributed specific benefits to accrue as a result of nurses
and nursing using the nursing process and NCPs. As a result
of the plan being written specifically for a patient and
his/her family, the nursing care for each patient is highly
individualized and comprehensive according to Case and
Rooney (1982), Christensen and Kenny (1990) and Fletcher and
Mulligan (1982). Continuity of this care for each patient
also results if the plan is followed by other nurses
(Kramer, 1972). Effective communication through a written
document, of independent nursing action (diagnoses, expected
outcomes and nursing orders) to other nurses and other
health care professionals involved in the patient's care
benefits the patient and the nurse as duplication or
omission of care is prevented according to Case and Rooney
(1982) . As a result of the comprehensive planning and
involvement in both the planning and determination of
interventions, Yura and Walsh (1988) postulated, there is
improved patient and family satisfaction with nursing care.
As well, there is increased nurse satisfaction with the
nursing care provided and the process through which the care
was devised. The nurse is encouraged to be creative and

resourceful in problem solving. Additionally, the plan
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enables priorization of care and hence has the potential to
decrease the feeling of frustration associated with trial-
and-error nursing care. Increased job satisfaction should
also result when stated measurable outcomes are achieved as
well as from the respect afforded when colleagues follow
one's plan. Improved peer relationships, a unifying respect
for nursing care by nurses, could ensue as nurses use and
discuss plans with their colleagues (Shea, 1984a).

Professional growth for the practising nurse and the
student nurse can also be a benefit, according to Yura and
Walsh (1988). With the use of the process and the plan
nurses can determine and demonstrate the most effective
nursing strategies for patients and document it. The NCP
guides documentation of nursing care outcomes. As a result
of the ability to explicitly demonstrate effective nursing
interventions there is the benefit of demonstrating
nursing's contributions to patient care to other health care
providers and society (Yura & Walsh, 1988). The enhancement
of nursing theory through the evidence of autonomous nursing
cognition and quantified independent nursing functions would
be a benefit according to Shea (1986) and Yura and Walsh
(1988) . Lastly, improved nursing management information
could be a consequence of a well documented, current NCP
according to Karshmer (1991). It would facilitate nurse
resource decisions, at the unit level as well as at the

overall facility and societal level, to be based upon
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patient classification systems using nursing diagnoses/
interventions which truly reflect actual patient care
situations.

However, in the report of a survey by Shea (1986), the
benefits of improved care, organized and directed care, and
a means to communicate a plan of care between nurses so as
to promote continuity/consistency of care were valued by
only 20 percent of a convenience sample (N = 54) of
practising nurses in a Canadian hospital. According to
Kramer (1972) these benefits are the reason d'étre of the
NCP and are why NCPs are essential for quality patient care,
yet the majority of Shea's (1986) convenience sample of
nurses did not value these benefits. De la Cuesta (1983),
Kramer (1972), and Shea (1984a) contepded that by demanding
so many ends or purposes of the nursing process and the
written NCP, barriers to its application have been created.

The acute care hospital environment generates many
obstacles to the implementation of individualized nursing
care via the use of the nursing process according to de 1la
Cuesta (1983), Henderson (1987) and Rosenow (1983). One
obstacle is that task assignment, not patient assignment is
the focus and because of this a situation is created in
which the practising nurse adapts the nursing process to the
realities of the work setting. As a result, according to
Rosenow (1983), the written NCP may be viewed as unimportant

or non-essential by the nurse, and professional values may
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succumb to organizational values. The NCP will not be
written or used.

An additional barrier, according to Kerfoot (1990), is
related to the fact that the NCP is viewed by quality
assurance programs as an end in itself. Consequently, the
focus is on the process or tasks of care, not on the
outcomes of the planned nursing care (Kerfoot, 1990).
Furthermore contended de la Cuesta (1983), the method of
allocating nursing manpower in health care institutions
(larger staff numbers during the morning) reinforces this
emphasis on task allocation and on physiological care, and
devalues the hoiistic focus of nursing care. Both Kramer
(1972) and Niziolek (1991) argue that by viewing and
treating nursing's means of achieving high quality care as
an end rather than as a means, health care institutions have
been able to define the nurse's role and function according
to the institution's needs. Kramer (1972) called this goal
displacement, and suggested that it would continue until the
individual nurse was made responsible for writing/revising
NCPs for a limited number of patients, with the patients and
their families, from admission to discharge, and was
sanctioned to do so by the hospital. The nurse responsible
for the development of the NCP should also be responsible
for the periodic evaluation of a random number of the plans
(Kramer, 1972; Kerfoot, 1990). Gordon (cited in Ziegler et

al., 1986, p.41l) asserted that nurses must perceive that
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autonomy and accountability are characteristics of the
profession before they are able to fully use and realize the
benefits of the nursing process in order to plan
individualized care with the patient. 1In fact, Shea (1984a)
stated "the reported use and disuse of NCPs reflects nurses'
attitudes and feelings of powerlessness. To make a plan
implies power, control and authority" (p.159). De la Cuesta
(1983) stated that the nurse correctly perceived
"accountability through written care plans as a threat to
her status amongst colleagues" (p.369) and consequently
avoided this threat by not writing NCPs.

The many other barriers to writing NCPs as identified
by practising nurses and cited in the literature are: (a)
they take too much time away from patient care; (b) they are
impractical and are a waste of time as no one uses them; (c)
there is a lack of positive reinforcement from nursing
administration for the provision of planned, consistent
care; (d) the responsibility and accountability for writing
or using them is unclear; (e) the NCP is not valued by
anyone in the clinical setting - no signature is required,
it may be written in ink or pencil, it may or may not be a
part of the permanent record; (f) there is no connection
seen between the written care plan and actual patient
outcomes; (g) the writing of NCPs can be a threat to one's
status amongst peers and other health professionals - your

knowledge and writing skills are open to criticism and in
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addition, may be resented; (h) there is a lack of knowledge
on how to write nursing diagnoses; (i) there is no specific
time allotted in a nurse's shift to write/revise NCPs or to
use them; rather task completion is rewarded; (j) the nurse
is conditioned to dislike writing NCPs by the extensive use
of complex NCP assignments in nursing school; (k) the
nursing ‘job' descriptions and evaluations do not entail or
reward the use of the nursing process or the writing/
revising of NCPs ; and (1) NCPs are unnecessary for short
stay patients; rather individualized Standard Care Plans
(SCPs) would be appropriate and cost effective (Brider,1991;
de la Cuesta, 1983; Huckabay & Neal, 1979; Kramer, 1972;
Leddy & Pepper, 1989; Shea, 1984a; 1984b; 1986; Thomas,
1984; Wesorick, 1990).

De la Cuesta (1983) stated that "the major barrier to
the full application of the nursing process concerned the
care plans" (p.368). The plans were considered superfluous;
an imposed formality by the bureaucracy with no rewards for
a good plan; a means of control over the nurse and not
beneficial to patient care (de la Cuesta, 1983; Shea,
1984a). According to Shea (1986) other factors which affect
the use of the NCP are its location and accessibility; it
needs to be close to the place where nursing care is given.
When espousing that the NCP be a permanent part of the
patient's chart Fischbach (1991) stated that "a copy of the

care plan is kept at a convenient, accessible location"
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(p.9). De la Cuesta (1983) professed that the theoretical
benefits of the nursing process will only be realized when:
(a) the content of the nursing process (and NCP) is aligned
with a specific use of the nursing process, (b) changes in
the structure of the health care system and nurse
interactions are made to facilitate the use of the nursing
process by nurses, and (c) when nursing and the nurse's role
in health care are valued by other health team members,

administrators and patients.

The Debate Surrounding the Nursing Process and the NCP

The ideological and practical uses of the nursing
process and the written NCP are in conflict according to de
la Cuesta (1983) and the literature reflects this
controversy. Ideally, a written NCP should help the nurse
to provide individualized holistic care to the patient and
communicate information to others in order to promote the
continuity of the holistic care (Henderson, 1987; Shea,
1984a; 1984b). 1In addition, if used with nursing theories
or models, the nursing process serves to distinguish
professional nursing practice from technical nursing
practice (Derdiarian, 1990). However, McHugh (1991; 1986)
argued that the process is linear and mechanical, "divisible

into discrete parts" (McHugh, 1986, p.22), and that a NCP
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assures uniform but not quality practice. It assumes that
all nurses, given the same data, should develop identical
plans of care; that experience and practice knowledge have
no part in the process (McHugh, 1991).

The contention that the nursing process is linear has
been refuted by several authors. Ziegler et al. (1986)
contended that, because each step of the process developed
independently of the others, the interrelationship between
the steps was difficult to see. The parts of the nursing
process are described and taught as sequential steps, but
are interrelated and interwbven, with movement back and
fdrth between the steps (Aspinall & Tanner, 1981; Kozier et
al., 1991; Kozier et al., 1992; Leddy & Pepper, 1989;
Oermann, 1991; Yura & Walsh, 1988). The process is viewed
as being dynamic (Kozier et al., 1992); and is not linear
(Leddy & Pepper; Ziegler et al., 1986) although it is
sometimes portrayed as such in the literature (Oermann,
1991; Ziegler et al., 1986). Others claim that it is the
way nurses use the nursing process which determines its
linearity. If a rigid sequence of steps is always
undertaken to problem solve, then it is linear according to
Erickson, Tomlin and Swain (1983). Erickson et al. (1983)
claim that if the nursing process is used in an interactive,
interpersonal exchange between the patient and the nurse
while care is being given there is no linearity. 'Henderson

(1982) argued that if students are taught to think that the
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analytic step-by-step process is the nursing process then
they will feel guilty and inadequate as graduates when they
make a nursing decision using practice wisdom rather than
using the nursing process. In addition, practitioners may
loose faith in their own planning abilities when the desired
outcomes do not result, because they were taught that the
‘right' plan results in the desired results (Stevens, 1972).
Several authors contend that the nursing process should not
be the sole framework for practice (Benner, 1983; Henderson,
1987: 1982; McHugh, 1986) and nurses, stated Stevens (1972)
as well as their head nurses and supervisors, must recognize
that many approaches exist which have the potential to
achieve a desired patient outcome and that there is no one
‘right way' to achieve the desired outcome.

If the nurse is empowered to exercise discretionary
judgement and expert opinion, a patient care plan can be
developed without the linear structure of the process
(Niziolek, 1991). According to Niziolek (1991) the current
written NCP discourages the use of this discretionary
judgement and expert opinion. Benner (cited in Niziolek,
1991) concurred; noting that the NCP "is reflective of the
idea that it is possible to capture all that one knows in
writing" (p.145). McHugh (1991) claimed that "the nursing
process may also limit the practice of the professional and
ensure that the cognitive process of nursing remains at a

relatively low level" (p.22). Niziolek (1991) extolled the
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use of a patient care plan which is developed
collaboratively with the patient, is patient centred,
flexible, utilizes a multidisciplinary approach, and is
outcome driven. Sovie (1989) urged nurses to discard
"outdated management tools (such as nursing care plans)"
(p.81) in favour of practices that make a difference in
patient outcomes. Hinshaw (1990) noted that measures of
quality nursing care - standards, sets of value and role
expectations, must be redefined by the profession as the
nurse's role continues to evolve and change.

Tanner (1986), in an article which explored (a) whether
the nursing process accurately reflects the processes by
which beginning and competent nurses make clinical
judgements, and (b) whether the writtgn nursing care plan
was the most effective way to teach clinical reasoning,
stated that a few studies had suggested that the linear
sequence of thought described by the nursing process was not
used by nursing students or clinicians. She also stated
that the effectiveness of the NCP as a teaching tooi had not
been investigated, but did note that there was "accumulating
literature and criticism in the opinion literature that the
underlying nursing process may not reflect the complexity of
thinking needed for clinical judgement" (Tanner, 1986, p.9).
According to Tanner (1986) "there is far more to the process
of clinical judgement than what has been characterized by

the nursing process" (p.9). However, Shea (1984a) stated
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that at that time "the nursing process has emerged as the
undisputed methodology for the delivery of nursing care
(p.145). By 1989, Shea, Rogers, Fitch et al. stated that
the nursing process was just that, a process, but that its
use had enabled nurses to describe nursing practice,
research and theory from a common viewpoint.

Henderson (1982; 1987a; 1987b) had argued that by
focusing on independent autonomous nursing interventions the
NCP fails to stress the value of nurses participating in a
collaborative model of primary health care with other health
care professionals and patients/clients. The nursing
process and the nursing jargon of today's nursing record
"creates a barrier between the giver and receiver of health
care" (Henderson, 1987a, p.17). According to Henderson
(1987a) the NCP more often than not emphasized psychosocial
problems rather than physical problems, and "fails to
authorize the nurse to give primary care" (p.17).

Therefore, Henderson (1987) felt the nursing process must be
modified to promote rather than to impede the goal of the
nurses as a provider of primary care.

Henderson‘(l982; 1987a) and others (Tanner, 1986;
Ziegler et al., 1986) argued that the nursing process, by
focusing on the scientific, problem-solving cognition of the
nurse, belittles the intuitive aspect of nursing care and
the practice wisdom gleaned from nursing experience and from

nurse experts. In contrast, Oermann (1991) contended that



44
all three types of nursing knowledge - scientific knowledge,
ethics of practice, and "practice-wisdom or knowledge based
on intuition, tradition and experience" (p.133) guide the
use of the nursing process. Benner (cited in Oermann, 1991)
determined that nursing decisions made by nurse experts in
the clinical setting are often intuitive based. McHugh
(1991), using Benner's five levels of nursing skill
proficiency, concluded that the nursing process and the NCP
served the Novice and the Advanced Beginner. The Novice
needs step by step procedures to follow while the Advanced
Beginner, just beginning to discern recurrent, meaningful
patterns, needs help in setting priorities (McHugh, 1991).
The Competent Practitioner still requires guidance in
clinical decisions but the Proficient{ and Expert
Practitioners perceive situations as a whole and respond to
them intuitively and with practice wisdom (McHugh, 1991).
Thus, argued McHugh (1991; 1986) and Sovie (1991), when
compelled to use the rigid and restrictive nursing process
to arrive at nursing practice decisions, the expert and
advanced practitioner may be frustrated. Hence, McHugh
(1991) propounded that the nursing process should not be the
sole framework for nursing practice.

Still others protest that the format of the NCP is not
right. Schools of nursing have long emphasized the nursing
process as the methodology of nursing practice and the use

of the written NCP to teach students how to conceptualize
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nursing care and its process (Fischbach, 1991; Mayers, 1978;
Shea, 1984; Ziegler et al., 1986). This teaching NCP is a
long document detailing the care provided by the student and
is used by the teacher to teach the nursing process and
evaluate the student's progress in the provision of
individualized theory based care (Fitch et al., 1991; Shea,
1984a). It was used by the educator to demonstrate the
difference between nursing care and medical care (Palmer,
1990) . The prototype.NCP now in use in many hospitals, with
its columns for nursing diagnoses, interventions and outcome
criteria, originated as this educational tool. It is
considered by many to be too rigid, too long and too
repetitious for the expert nurse to use at the bedside (de
la Cuesta, 1983; Mayers, 1978; McHugh{ 1986; Shea, 1984a;
Wesorick, 1990). |

The goal of the NCP in the practice setting is to
communicate relevant information about the patient's care,
quickly and efficiently, to other team members in order to
promote continuous quality care (Mayers, 1978; Shea, 1984a).
It is a working document, a written statement of the nursing
process as it occurs, and consists of succinct statements
which direct and assist in the evaluation of the care (Shea,
1984a). While Shea (1984b) contended that "educational
plans should be called nursing care studies instead of NCPs"
(p.45), both Mayers (1978) and Shea (1984a) felt the

differences which exist in the structure and function of
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NCPs used in the educational and service settings need to be
recognized and understood. Shea (1984a) felt that nurse
educators and administrators were likely unaware of the
practising nurse's felt despair at the task of writing NCPs;
and that nurse educators and nurse administrators have not
taught or provided adequate orientation to the required
transition from the educational to service tool.

The traditional form of the NCP in the nursing
workplace, and the most frequently used form of NCP today,
is the Kardex according to Ferguson, Hildman and Nichols
(1987) . This tool usually includes an area for physician
orders and tests as well as an areas for nursing diagnoses,
nursing orders ahd activities of daily living. Shea (1984a)
noted that, since the educational NCP tool was an ‘add on'
to already existing nursing communication tools on the
nursing wards, such as the Kardex, nurses' notes, and
change-of-shift report, the NCP "should list priorized
nursing diagnoses, expected outcomes and interventions"
(p.149) . However, Christensen and Kenny (1990) speak of the
Kardex as a working form, a "fluid document subject to
frequent change" (p.210) and as one to be completed in
pencil so that it can be used as a quick, ready reference
and can be readily changed. The NCP, on the other hand,
according to Christensen and Kenny (1990) should be a part
of the patient's permanent record and completed in ink as it

is the "key vehicle to nursing care" (p. 210). This
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permanent, formal record of a patient's nursing orders and
decisions would better communicate the patient's progressive
care to other practitioners and facilitate research into
effective nursing interventions (Stevens, 1972). It is
evident that NCPs and Kardexes are not identical in purpose
and yet in the clinical setting the NCP may only be written
on a kardex, in pencil, and discarded when the patient is
discharged. This is one of the problems of the NCP, and is
often stated as a reason that it is not valued by nurses (de
la Cuesta, 1983; Henderson, 1987; Shea, 1984a; 1984Db; 1986).
Whatever the type of NCP, its "rigid format and ambiguous
terminology affect the nurse's motivation and creativity in
using it" (Shea, 1986, p. 155). Henderson (1982), noted
that, as yet, a realistic useful writ;en plan of care has
probably not been designed. Sovie (1989) advocated that
nurses revolutionize nursing systems such as the NCP and
documentation requirements so that the nurse is freed to
give high quality patient/family care. She saw the current
NCP, based on its apparent disuse by nurses and the time
required to write/revise it, as needing to be replaced by a
collaborative nurse-physician care plan which would manage
episodes of illness.

Shea (1984a) and Sovie (1989) claimed the NCP consumes
valuable' hands on' nursing time as well as record space,
and that the quality of patient care has not been related to

the presence of a written NCP. Conversely, Oetker Black,
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Taunton, Thomas, and Krampitz (1989) stated that positive
patient outcomes of nursing care do correlate with written
NCPs. Sovie (1989) further contended that the NCP should
influence the quality of nursing care or the practice of
writing/revising NCPs should be stopped. However, evidence
of the use of the NCP, and of its usefulness to the nursing
practitioner in planning and communicating strategies to
provide individualized nursing care is limited (Brider,
1991; McHugh, 1991). Shea (1986) wrote that "no one has yet
proved that lack of a written NCP diminished the quality of
care or that the presence of a written care plan ensures
high quality care" (p.149). 1In fact, Shea asserted that
many patients receive quality care despite the absence or
disuse of NCPs. Others (Toptich et al., 1994) contend that
today, more than ever, as nurses provide care for more
acutely ill patients in a shortened time frame, with fewer
regources, a plan of care is essential.

Chiarella (1983) questioned whether the nursing process
was a tool or a rule for nurses; and whether the NCP was
working for nurses or if nurses were using it properly.
Clearly, according to some authors (Harris, 1990; Henderson,
1987; Niziolek, 1991) the written NCP has become an end
rather than a means; a control over the nurse's role and
function in the hospital setting rather than the nurse's
tool to manage continuity in individualized nursing care.

Quality of patient care standards, both professional and
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institutional, demand that on each shift the nurse use a NCP
to guide each patient's care. The NCP is to be written by
the nurse and updated as needed (CCHFA, 1991; Turner, 1991;
Yura & Walsh, 1974). The Joint Commission on Accreditation
of Healthcare Organizations in the United States, partially
in response to the lack of consensus on the utility of the
prototype NCP to all its purported benefactors, recently
revised its nursing standards (Brider, 1991). The prototype
NCP which was used in nursing schools is no longer required
in the practice setting; the nurse must have a plan of care
based on patient needs and document the delivery of that
care appropriately on the patient's chart (Brider, 1991;
Palmer, 1991). However, Taptich at al. (1994) stated that
NCPs remain in existence as other regulatory agencies
require them and many nurses feel they are essential.

The practising registered nurse cannot escape from the
debate surrounding the value of the NCP. Clearly, according
to McNally (1990) there must be congruence between the
valuing of the nursing process and NCP by the health care
organization, by the nurse, and by the nursing profession
for the nurse to be willing to allocate some direct patient
care time to documenting nursing diagnoses, interventions,
and evaluation criteria on the NCP. 1In addition, argued
Ferguson, Hildman and Nichols (1987), the cost of requiring
nurses to document a plan which is not used to promote

continuity of quality care is a concern in today's hospital
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environment

To this end the effect of three types of nursing care
planning systems on selected patient outcomes was studied by
Ferguson, Hildman and Nichols in 1987. If quality patient
and nurse outcomes were the result of the writing and the
use of NCPs by the nurse, the time (cost) spent preparing a
NCP would be worthwhile. Using a pre and post test quasi-
experimental design (N= 9 nursing units/each with
approximatelyvss -100 beds and an average of 28 RNs and
Licensed Practical Nurses (LPNs)), these researchers found
that the presence or non-presence of written Nursing
Diagnoses (ND) and Nursing Orders (NO) on any of the three
NCP systems had essentially no significant effect on patient
and nurse outcomes. The three NCP systems were: (1) A non-
permanent central kardex with dependent nursing functions,
basic nursing functions and no NDs or NOs; (2) a non-
permanent standardized NCP (SCP) with individualized NDs and
NOs on the chart and on a central kardex; and (3) a
permanent NCP on the chart with written NDs and NOs. Using
data from existing documents and Analysis of Covariance
(ANCOVA) to control for other influences on the nurse
outcome (length of time required for end of shift report)
and patient outcomes (length of stay, number of readmissions
within 30 days for the same or related diagnosis, number of
nosocomial infections, incident reports related to patient

safety, medication or treatment errors by nurses, number of
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analgesics administered, acuity level upon discharge) there
was no significant difference (p=0.05) among the three
purposive experimental groups on the outcome variables. The
researchers suggested that ND and NO identification was a
cognitive process and that the quality of care was not
dependent on their appearance on the written form (Ferguson
et al., 1987). Secondly, the authors suggested that the
influence of differences in the one step of planning, as
measured in this study, on patient outcomes is very minimal,
and that it is the sum of the nursing process steps that
influences patient and nurse outcome variables. Thus,
differences in form of the NCP were not reflected in the
outcomes measured in this study (Ferguson et al., 1987). To
increase internal validity, the resea;chers suggested that
nurses be surveyed, after a replication study, to determine
their self-reported use of the various NCP systems during
the study. If the replication study were to support the
1987 findings, Ferguson et al. (1987) suggested that
standards requiring a NCP for each patient be reconsidered.
"Writing NCPs is a time consuming and, therefore costly
actiVity. Theoretically it is a valuable activity; however,
in practice, it may not be necessary" (Ferguson et al.,
1987, p.35).

Ferguson et al.'s (1987) study did not describe the
demographic characteristics of the nurses on the

experimental units. This limits comparability with other
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studies on the basis of years of nursing experience,
experience with the nursing process and the age of the
nurses. Additionally, the focus on the three types of NCP
systems within one facility may have influenced the nurses'
NCP and care giving actions. This threat to internal
validity was noted and addressed by the investigators
(Ferguson et al., 1987).

To summarize, the debate surrounding the value of the
nursing process and a written NCP to the patient, the nurse,
and the other purported benefactors of this methodology
centre upon whether the methodology is the only methodology
for nursing and whether nurses use it initially in their
practice but move on to including other elements such as
practice wisdom and intuition. 1In addition the assumption
that the educational format will serve in the practice area
may be wrong. The idea that the care plan should be a
collaborative health team plan for each patient's episode of
illness care in the acute care hospital, kept at the bedside
and take different formats in the various speciality areas
may be more accurate. One study (Ferguson et al., 1987)
found that NCP format made no difference to the outcomes of
care measured in their study. Clearly, the debate about the
nursing process as the methodology of nursing and the NCP as
the operationalization of this methodology is an issue and
has been one since the nursing process was introduced in the

early 1970s. Practising nurses cannot but help to be
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influenced by the debate and the professional obligations to
write and revise NCPs for patients on a daily basis may
indeed succumb to more pressing priority nursing care

issues.

Nurses Attitudes Towards Writing Nursing care Plans

Leddy and Pepper (1989) state that "beliefs about
nursing shape the way nurses practice" (p.269).
Additionally, according to Ajzen and Fishbein (1977),
beliefs, values and attitudes are important cognitive
variables which influence behaviour. Consequently, basic
values, beliefs, and assumptions provide a meaningful
perspective through which the hurse experiences and
understands his/her world (McNally, 1990; Fitch et al.,
1991).

An attitude constitutes the organization of several
values and beliefs which predispose an individual to act
towards an object in a specific manner (Ajzen & Fishbein,
1977) . According to Fitch et al. (1991) "what is important
or valued and what is seen in a positive light is more apt
to be incorporated into one's repertoire of behaviours"
(p.25). Ajzen's planned behaviour theory (cited in Savage,
1993) posits that attitude towards the behaviour, the

cultural perception of the behaviour and the individual's
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sense of control over the behaviour lead to an intention to
behave in a specific way. According to Savage (1993),
although individuals usually behave as they intend,
particular circumstances in specific situations may
interfere with the intended behaviour being carried out.

An individual's values, although unique to some degree,
are usually grounded in the core values of the culture
(McNally, 1990). The nurse's professional culture, which
values the nursing process and the constant pursuit of high
quality patient care, and the bureaucratic culture, in which
nursing is practised and which may or may not be perceived
by the nurse to value the nursing process, may conflict
(Harris, 1990; Hinshaw, 1990). Hinshaw (1990) stated that
the two cultures must be seen as valuing the nursing process
as the methodology of nursing practice by the practising RN
or professional values will succumb to those of the
organization. Rosenow (1983) described the organizational
needs as providing service to medicine and other
professionals. According to de la Cuesta (1983), Leddy and
Pepper (1989) and Rosenow (1983), nurses in institutional
settings are primarily rewarded for fulfilling these
organizational needs and tasks rather than for planning and
providing individualized nursing care. According to de la
Cuesta (1983) and Hinshaw (1990) this will continue until
the organizational culture changes to support nursing's

professional values.
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Shea (1984a) suggested that the three types of problems
commonly associated with the NCP can be related to nurses'
attitudes towards the NCP. Shea (1984a) based her premise
on the fact that nurses often state that writing NCPs is a
waste of time and the messages written on the NCPs seem to
have little influence on the behaviour of other nurses. The
three problems as identified by Shea (1984a) are: technical
problems, language or meaning problems and efficiency
problems. Inaccurate or untimely message transmission
(technical problems) are linked to the format of the NCP;
its components; whether nurses write, use or rarely use the
given information; and to the accessability of the NCP
(where it is kept). Unclear message transmission (language
or meaning problems) results from the_use of technical words
or jargon. | Lastly, if the message fails to influence the
behaviour of others positively, the tool has efficiency
problems. "A measure of the success of the communication
would be the degree to which another person acts as desired
or predicted" (Shea, 1984a, p.151).

Huckabay and Neal (1979) studied possible relationships
between demographic characteristics of nurses, environmental
valuing of the written NCP as evidenced by reinforcement and
incentives received by nurses for a well written NCP, and
nurses' knowledge and valuing of the process on the
behaviour of writing of NCPs. The sample (N=76) from 15

American states was divided into high NCP writers(n = 53;
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more than the mean of 3.3 per week) and low NCP writers (n =
23; less than 3.3 per week) on the basis of self-reported
writing or revision of NCPs per week. Over 80 percent of
the nurses reported unknown or no reinforcement in the way
of promotion or salary increase for writing NCPs. However,
high NCP writers did report receiving significantly more
positive reinforcement from their head nurses (Mann-Whitney
U-Test, U=754, significant at 0.05). The high NCP writers
were also found to have significantly more knowledge of the
necessary learning sets required to write NCPs; reported a
higher incentive value on writing NCPs; and were younger
nurses who had learned the nursing process in their basic
nursing education program. However, despite the fact that
80 percent of the nurses reported the NCP as valuable for a
patient with overt physical and/or emotional problems, only
50 percent of them viewed the NCP as valuable in helping the
patient adapt to an illness or hospitalization, and only 27
percent reported the NCP as extremely valuable in
individualizing care. Despite the fact that 72 percent of
the nurses knew that the writing of NCPs was a nursing
responsibility and was included in their job description,
NCPs were rated as being extremely valuable in evaluating a
nurse's performance by only 14 percent of the nurses. The
small sample size and no reported method of sample selection
do not allow generalization of the study findings. An

opinion article by Kramer (1972) noted that "the writing of
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a nursing care plan is not reinforced either by other
nurses, physicians, directors of nursing, or the evaluation
system" (p.32).

Bowman, Thompson,and Sutton (1983) found that a
structured inservice education program created positive
attitudes towards the nursing process. Nurses on three
distinct units of a large teaching hospital in Great Britain
(N = 115) which had implemented the nursing process using
structured and unstructured staff preparation strategies
were surveyed. Nurses on the unit with a structured pre and
ongoing inservice program had a statistically significant
(p<0.005) higher attitude score toward the nursing process
than those on the two units with an unstructured
introduction of the nursing process. ‘The head nurses of all
units were found to have more positive attitudes toward the
nursing process, therefore organizational influences as well
as continued educational support for staff nurses may have
been at play. The effect of structured inservice education
programs on actual NCP writing/revising behaviours was not
determined in this study. This would have been an
interesting dependent variable, and an important one. Did
the more positive attitudes toward the nursing process and
NCPs result in a NCP being written/revised for every
patient?

Building upon the work of Bowman, Thompson and Sutton

(1983), Savage (1993) carried out a descriptive study to
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measure the attitude of ward based psychiatric nurses (N =
59) towards the nursing process. Although not statistically
comparable, Savage did find that the mean attitude score was
similar to that found by Bowman et al. in 1983. As the 1993
scores were ordinal, Savage noted that it was difficult to
state what a score of 70 out of 100 actually meant. Savage
(1993) did find that individual characteristics such as
ward, nurse grade and rank, and years on the same ward were
not significantly correlated with attitude at the alpha
level P = 0.05. The qualitative data, collected from three
respondents with a generally positive attitude toward the
nursing process, demonstrated two themes. The staff felt a
lack of involvement with the introduction of the use of the
nursing process in the clinical area and a lack of
maintenance activities to support the positive attitude
towards the nursing process and the behavioral changes
required for its use on the wards. Savage (1993) concluded
that the wide range of attitude scores and the perceived
lack of involvement in implementation plus the few
maintenance activities had implications for nursing practice
within the wards. This study is of interest in that it
lends support to the Bowman et al. (1983) study which found
significantly higher attitude scores in areas where
inservice programs for the nurses on the implementation and
use of the nursing process in clinical areas were planned

and provided before and after the actual implementation.
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The nursing value was supported by a cultural valuing and
intended behaviour was supported so that it could become an
actual behaviour; the power to behave in a specific manner
was with the individual. Savage's (1993) sample
demonstrated a slightly lower mean attitude score than
Bowman et al.'s (1983). Could this be attributed in part to
the perceived lack of cultural valuing of the behaviour or
to the effect of a smaller sample size? Bowman et al.'s
(1983) sample size (N = 115) was almost two times greater
than that of Savage.

Thomas (1984), using a modification of Yurchuk's (1976)
Nursing Care Planning Attitude Scale (NCPAS) and a
demographic questionnaire, studied the effects of two
staffing patterns on rural American registered nurses'’
attitudes towards writing NCPs. Both the functional pattern
group (n = 30) and the primary pattern group (n = 28) were
found to hold positive attitudes towards writing NCPs
(Thomas, 1984). Using Pearson's product moment correlation
coefficient Thomas (1984) found seven nurse characteristics
to have statistically significant (p= .0001) relationships
with nurses' attitudes towards writing NCPs. These were (a)
a negative relationship between attitude and length of time
in a particular position, (b) an inverse relationship
between attitude and age of the nurse, (c) a positive
relationship between attitude and recency of graduation from

a nursing school and with higher levels of nursing
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education, and (d) a positive relationship between attitude
and an emphasis of the nursing process in the nursing
education program (Thomas, 1984). Again, NCP writing
/revising behaviours were not described. However, the
contention that non-common nursing education and
socialization backgrounds yield different values and beliefs
regarding nursing care which are difficult to reconcile
(Weaver, Bynes, Dibella & Hughes, 1991) supports Thomas's
finding that more positive attitudes were associated with
higher levels of nursing education.

Hildman and Ferguson (1991) studied nurses' attitudes
toward the nursing process and written/printed NCPs using a
comparative descriptive design and a summated rating scale
questionnaire with a Crombach's alpha reliability of 0.74.
The sample (N = 60 registered nurses) had a more positive
attitude towards the nursing process (mean rating 4.0) than
towards the written/printed NCP (mean rating 2.4), and
reported using the nursing process in their patient care
(mean ranking 4.0) (Hildman & Ferguson, 1991).
Interestingly, the findings that "there were no significant
differences in attitudes by either nursing education or
highest degree earned" (Hildman & Ferguson, 1991, p.45) were
in direct conflict to the findings reported by Thomas
(1984) .

Upon examining the scores for the entire scale,

Hildman and Ferguson (1991) found that nurses with one year
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or less of experience had "significantly higher scores than
those nurses who were employed 10 years or more" (p.45).
Thomas (1984) also noted this finding in her study. Hildman
and Ferguson (1991) speculated that this was because of
recent immersion in the nursing process and NCPs in nursing
school and to the more ideal attitudes towards the nursing
process held by the less experienced nurses. In light of
the other studies one must question whether this significant
difference (significance level not reported) is related to
the more experienced nurses' use of practice wisdom and
intuition in decision making, and the consequent frustration
(less positive attitude toward the written NCP) with a
method of decision making such as the nursing process.
Despite the non-generalizability of the findings due to
small sample size, this is yet another investigation which
questions the value and effectiveness of the NCP as a
communication vehicle to promote continuity of high quality
nursing care. These studies have identified some factors
which appear to affect nurses' attitudes towards the nursing
process and the NCP but they do not describe NCP writing/
revising behaviours or attempt to link attitudes with
behaviours.

Shea (1984a) explored registered nurses' feelings and
thoughts toward NCPs in four general hospitals in a Western
Canadian city. Specifically, Shea (1984a) used a Likert

scaled questionnaire to obtain answers to the following
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questions: the frequency of NCP use by the nurses, the
frequency of the belief that NCPs improve patient care, the
frequency that continuity of care is improved, the nurses'
feelings towards writing NCPs, where NCPs should be kept on
the patient care unit, the components of the NCP, and a
semantic differential scale to measure nurses' attitudes
towards the NCP. Seventy-nine percent of the convenience
sample (N= 313) reported using a NCP in nursing school, but
47 percent reported using them occasionally to never as
graduates. Fifty-nine percent reported having mixed or
negative feelings to the writing of NCPs. Shea (1984a)
reported that NCPs were considered a waste of time by the
nurses, were only useful if patients were really sick, and
were unnecessary as the "nurse ought to know how to care for
patients without writing everything down" (p.154). A
possible interpretation of these statements, according to
Shea (1984a) is that the nurses felt nurses should know
nursing by virtue of being an educated professional nurse
and that nursing colleagues who write NCPs do not believe
this to be so. Shea (1984a) described this as a problem of
interference in the communication process. According to
Shea (1984a) collegial interactions and evaluations which
are supposedly a part of professional autonomy, are not
included in the socialization of nurses as professionals.
Hence, nurses do not treat each other as colleagues in a

trusting, confident manner.
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Despite the fact that 79 percent of the nurses reported
using NCPs as students, only 23.6 percent identified the
correct components of the NCP (Shea, 1984a). This is an
interesting finding in light of Sheehans' (1991) study which
suggested that nurses had not restructured their views of
nursing knowledge to accommodate the change in nursing
practice and questioned whether a factor or factors in the
environment prevented the accommodation. It is also
interesting from the perspective of Thomas's (1984) and
Hildman and Ferguson's (1991) studies which identified that
nurses of one year or less experience had significantly more
positive attitudes towards writing NCPs.

Twenty six percent of the registered nurses in Shea's
(1984a) study agreed that NCPs always~enhance patient care
while 31 percent agreed that continuity of care was always
improved with the presence of a NCP. These low percentages
link with the findings that only 19 percent of the nurses
used a NCP and almost 60 percent had mixed feelings about
the NCP (Shea, 1984a).

Using a oneway analysis of variance (ANOVA) to analyze
the semantic differential scale data, Shea (1984a) found
that the nurses in two hospitals had statistically
significant (p=0.05) negative attitudes toward the NCP on 13
of the 14 pairs of bipolar adjectives. These results
according to Shea (1984a) "strongly suggest that factors at

work in the hospital environment influence the attitudes
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nurses have towards NCPs and this may influence the
frequency with which they are used" (p.157). The hospitals
with nurses who had more positive attitudes towards the NCP
"also reported higher usage and belief that NCPs improve
care" (Shea, 1984a, p.157).

As noted in Shea's (1984a) study report, the results
are limited as "they represent a limited segment of nursing
population and the study was exploratory and no effort to
correlate the variables was made" (p.157). Further study
wasArecommended to collect information needed to make the
NCP the communication tool which it has promise to be.
Preliminary results of interviews done by Shea (1984a) with
staff nurses in order to determine identifiable variables in
institutional and clinical settings which enhance or inhibit
the use of NCPs indicated several patterns. Staff nurses,
reported Shea (1984a), did not believe that writing NCPs
improves care, and were really not sure why they are asked
to write a NCP for each patient. Furthermore stated Shea
(1984a), staff nurses do not believe that the NCP is a
communication tool because no one reads them, but do state
that "if used correctly should be the best communication
tool on the nursing unit" (p.158). A definition of ‘used
correctly' was not provided.

These studies, although not generalizable due to small
sample sizes and non-random sampling methods, have

demonstrated that attitudes towards NCPs are somewhat
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positive, and can be made more so through environmental
support such as inservice education and reinforcement
strategies as well as through emphasis in initial nursing
education programs. In contrast, the opinion articles
emphasize that the use of long, complex nursing care
assignments in nursing school conditions nurses to ‘hate'
NCPs.

The studies by Bowman et al. (1983), Hildman and
Ferguson (1991), Huckabay and Neal (1979), Savage (1993),
Shea (1984a) and Thomas (1984), while lending some support
to the argument that the nursing process is too rigid for
the more experienced nurse who would be in a clinical area
longer and would most likely be older than the new graduate,
also suggest that other variables such as non-supportive
peer group culture or organizational culture were at play.
Opinion articles such as those by Henderson (1982; 1987a;
1987b), Kramer (1972) and McHugh (1991) seemed to imply that
nursing experience and practice wisdom negate or at least
decrease the need for a written plan for care.

Staff nurses' use of and attitudes toward the use of
Standard Care Plans (SCP) were studied by Nichols and
Barstow in 1980. SCPs very generally outline nursing
diagnoses, outcomes and interventions commonly associated
with particular medical diagnoses (Nichols & Barstow, 1980;
Shea, 1984a), and being very general must be individualized

for every patient in order that a detailed plan which can
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direct a patient's individualized care results (Shea,
1984a). Questionnaires, exploring the use of SCPs and
factors associated with nurses' positive and negative
attitudes toward the SCPs, were distributed through head
nurses to 520 nurses in a complex of two American acute care
teaching hospitals. Of the sample (N = 209), 149 nurses
were categorized as having a positive attitude toward the
SCP (Nichols & Barstow, 1980). Using Chi square and
Pearson's R, the positive attitude towards the use of SCPs
correlated with a promotional ladder centred around clinical
competence. Forty-nine percent of the nurses reported using
the SCPs for all or most of their patients; 51 percent used
them for some or few of their patients. The SCPs were used
as guides for conditions not usually met on the unit by 54
percent; as plans to be individualized by 51 percent; and
for nursing orders by 23 percent of the nurses. Open-ended
questions resulted in recommendations to make the SCPs
shorter and more accessible for the nurse. These
recommendations would support Shea's (1984a) contention that
SCPs are not useful plans of care due to their text book
generality and to their usual inaccessible (for the nurse)
location in a central file on the nursing unit.

Standardized and computerized nursing care plans (CNCP)
were thought to be practical solutions to the NCP problem.
Harris (1990) used qualitative constant comparative analyses

of interviews with staff nurses (N=14 from one community
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hospital and 1 pilot staff nurse from another hospital) who
had worked with (CNCPs) for a year or less in order to study
the perceived meaning of using CNCPs to nurses. She found
that CNCPs meant the loss of nursing autonomy, the loss of
individualization of care, and the loss of nursing expertise
in the planning of nursing care. A CNCP, according to
Harris (1990) is only individualized when nurses free text,
that is, insert personal patient data into the CNCP. Some
nurses felt that the longer free text CNCPs, which were
creative, individualized plans, were not encouraged or
rewarded by administration; they were too long and took too
much time (Harris, 1990). Thus, asserted Harris (1990) the
expert nurse's intuitive, context based, gestalt-view was
lost to routine, standardized machine»driven nursing care.
However, claimed Harris (1990), if the organization and
management, as a whole, valued NCPs, and were cognizant of
the meaning attached to this type of technology to nurses,
the implementation of CNCP need not be a threat to nursing
autonomy, expertise, and to individualized nursing care.

These studies do indicate that congruence between
professional valuing of the nursing process and visible
organizational valuing of the nursing process as a means to
individualize care does enhance the use of the written NCP
by the nurse. Nurse attitudes toward writing NCPs are more
positive in environments that support the professional

responsibility to use the nursing process, particularly for
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those nurses who have learned the process in nursing school.
The literature is also suggestive that Tanner's (1986)
assertions that the nursing process, as now used, is not
completely representative of the thought process involved in
making clinical nursing decisions. Additionally, the
literature appears to favour Henderson's (1982, 1987)
protest that the NCP does not represent the collaborative
model that nursing espouses to want to use in order to step
into the arena of primary health care as a full participant.
However generalizability of the findings is difficult due to
the variance in sampling techniques reported, to the use of
different research tools, and the increased sophistication
in the reporting style of the researchers through the years.

The most recent literature found is the work by Shea
(1984a, 1984b, 1986) and by Fitch, Rogers, Ross, Shea, Smith
and Tucker (1991). Shea's (1984a, 1984b, 1986) work details
possible factors which influence the use of the nursing
process and a conceptual framework to study these factors
which influence the use of NCPs by professional nurses.
Fitch et al. (1991) proposed a multisite collaborative,
longitudinal study "to document the impact on nurses,
nursing practice and nurse-patient interactions of
implementing a nursing conceptual model as the basis for
nursing practice within a hospital" (p.23). They use Shea's
1986 conceptual framework. It is postulated that nurses'

ideas and attitudes toward the nursing process and NCPs may
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shift as a result of utilizing a nursing conceptual

framework (Fitch et al., 1991).

Summary

The nursing process, with its component phases of
assessment, nursing diagnosis, planning, interventions and
evaluation, has been accepted as the methodology of nursing
practice in North America since the late 1960s and early
1970s. The NCP, the end result of the planning phase, is
purported to be the operationalization of the nursing
process. The nursing process, with its phases, was
incorporated into the standards for professional nursing
education, practice, administration and research. This gave
legitimacy to the use of the methodology in the practice
setting. However, even in the early 1970s opinion articles
appeared in the nursing literature which lamented the fact
that nurses did not write/revise NCPs as recommended.

The nursing process and NCP were also incorporated into
hospital accreditation standards. A care plan for every
patient became a necessary item for quality assurance
programs. Opinion articles still appear which question the
value of the nursing process and incomplete or out of date
NCPs to patient care, and whether the nursing process and

NCP are truly representative of the nurse's clinical
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decision making process. In addition, it is argued that the
health care institution, by mandating that each patient have
an updated written NCP, has made the NCP an end in and of
itself rather than a means for the nurse to ensure
individualized high quality patient care.

Few reported studies have been conducted to evaluate
the effectiveness of the NCP for the patient or for the
nurse. Those that have been done do not demonstrate that
the written NCP makes a significant difference to patient
care, and according to non-scientific surveys and opinion
articles, this is what the practising nurse knows. A few
studies have examined nurses' attitudes towards the nursing
process, writing NCPs and the NCP. The format of the NCP
does not appear to make a significant impact on the nurses'
attitudes towards writing NCPs nor upon patient outcomes.
Positive reinforcement from head nurses and the provision of
structured inservice education programs to help staff nurses
write NCPs appear to result in more positive attitudes
towards writing NCPs. At this time only one Canadian nurse
researcher has examined nurses' attitudes and other factors
related to the writing of nursing care plans. Shea's
(1984a) study was limited to four hospitals in one large
Canadian city, used a convenience sample, and was
exploratory in nature. Shea (1984a, 1984b, 1986) claimed
that institutional factors impact strongly upon nurses'

attitudes towards writing NCPs and upon actual NCP
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writing/revising behaviour. Shea (1984a) did not explore
nurse NCP writing/revising behaviour nor did she attempt to
correlate attitudes and behaviours. Huckabay and Neal's
(1979) study to describe NCP writing behaviours found that
even the nurses with high NCP writing behaviours did not
meet the standards' expectations of a NCP for every patient
and that they reported more positive reinforcement from head
nurses than did the low NCP writers.

The aim of the current study was to determine nurses'
attitudes towards writing/revising NCPs and their actual
self reported writing/revising behaviours. 1In addition, the
correlation, if any, between the dependent and independent
variables was to be determined. If nurses have positive
attitudes and write NCPs as the standards imply they should,
then the assumption can be made that this health care
technology (the NCP) is acceptable to the providers of
nursing care and that the standards depict appropriate
nursing thought and behaviour.

This current descriptive correlational study being
described was timely in that nursing in Canada was becoming
very much aware of the fact that nurses must be proactive in
determining cost effective nursing activities. If the NCP,
as presently used, was not perceived to be an effective tool
to the user (the nurse) and was perceived as having little
impact on the quality of nursing care provided to the

patient then it may well be that requiring a NCP for every
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patient is not an efficient use of nursing time. Nursing
may be required to examine and change its own professional
standards as well as influence examination and revision of
hospital accreditation standards. Nurse practitioners and
administrators will need to further evaluate the NCP in
light of other purported benefits of the written NCP. They
may need to examine their patient care information needs and
to devise useful formats for the communication of the

nursing care to meet these identified needs.
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Chapter 3

RESEARCH DESIGN AND PROCEDURES

Research Design

This study was designed to investigate the attitudes of
RNs, who practise in acute care centres in Winnipeg,
Manitoba toward writing/revising NCPs, and their self-
reported NCP writing/revising behaviour. Relationships
between these two variables were to be described and
correlations determined. A descriptive correlational survey
design allows the variables of interest to be identified and
described as they occur naturally, and their relationships
to be examined (Brink & Wood, 1989). Shelley (1984)
described this type of study as a descriptive, simple
correlational design as it includes only two variables,
attitude and behaviour, as they occur within one group of
subjects.

The literature search performed for this study yielded

no study that described the mean attitude of practising RNs
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working in urban Manitoba acute care hospitals toward
writing NCPs or their self-reported NCP writing/revising
behaviour. In addition, no study was located that
determined the correlation between the NCP attitude and NCP
writing/revising behaviour with this same population. Basic
descriptive knowledge about the research variables has been
acquired through a few qualitative and quantitative studies
in various geographic locations of the world (Bowman et al.,
1983; De la Cuesta, 1984; Huckabay & Neal, 1979; Savage,
1993; Thomas, 1984).

A modification of Shea's (1986) framework to study the
use of nursing care plans by the practising RN provided the
conceptual framework for the study. Shea's (1986)
conceptual fraﬁework proposed possible relationships between
nurses' attitudes towards writing NCPs and their NCP
writing/revising behaviours. Hence, a descriptive
correlational design was appropriate as this design implies
that a conceptual framework that supports the possibility of
relationships among the variables has been proposed (Brink &
Wood, 1989).

By describing the mean attitude of nurses towards
writing/revising NCPs and the mean NCP writing/revising
behaviour of the nurses, this study also portrayed urban
Manitoba RNs' acceptance of nursing standards and hospital
accreditation standards which require nurses to write a NCP

for each patient. Hence, by determining the mean nurse
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attitude towards writing/revising NCPs and the mean NCP
writing/revising behaviour of Manitoba nurses this study
also partially answered the evaluative question of whether
the policies which require the nurse to write a NCP for each
patient are effective in the real world. Do the
practitioners report that they accept and comply with them?
Thus the study could also be described as evaluative
(Drummond et al., 1989; Polit & Hungler, 1991).

The independent variable is not manipulated in a survey
design, (Brink & Wood, 1989), therefore, control, in the
form of investigator regulation of the research variables,
was achieved through the use of valid and reliable
instruments, sample selection procedures, and data analysis.
The descriptive correlational design also requires that the
plan, by which the investigator will maintain control during
data collection and analysis, be described before beginning
the study (Brink & Wood, 1989). This was done.

The study was retrospective as it examined the
variables as they occurred and have occurred, not as they
will occur. The data were collected at one point in time,
analyzed, described and examined for significant
relationships. This cross-sectional data collection met the
requirement for a descriptive correlational design.
According to Brink and Woods (1989), as external validity or
generalizability is the major concern of the correlational

study, the best sample for this type of study is a large
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random sample. In order to be able to generalize any
relationships discovered as a result of the data analysis to
the population in a descriptive correlational study the
sample must be representative of the population (Brink &
Wood, 1989). Thus a large probability sample was required

to meet generalizability requirements.

Sample

Sampling is the process of selecting a portion of the
population of interest to represent the population (Polit &
Hungler, 1991). The objectives in selecting a sample for a
descriptive correlational investigatiqn are to have a high
degree of representativeness and to minimize bias and error
(Brink & Wood, 1989). Bias and error decrease and
statistical significance of the findings increases as the
sample size increases (Brink & Wood, 1989).

The population of interest included all active
practising general duty RNs employed in Manitoba acute care
hospitals on a full time, part-time, and casual basis.
According to the standards set by the Canadian.Council on
Health Facilities Accreditation (CCHFA, 1992) and the
Manitoba Association of Registered Nurses (MARN, 1987),
these general duty nurses plan patient care daily, and are

required to write and revise NCPs to communicate that
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planning.

The accessible nurse population for this investigator
was composed of general duty RNs who practise in two large
tertiary care centres and five community hospitals within an
urban Manitoba setting. By limiting the sample to RNs in
one urban geographic area the investigation became more
feasible and was more practical in terms of time,
accessability, costs, and personal energy for the
investigator.

To be eligible for inclusion in this sampling frame the
nurse had to be a general duty nurse currently registered as
an active practising member of MARN. Additionally, the
nurse had to be listed on the 1993 MARN membership list as
being employed on a full time, part time or casual basis in
an acute care hospital within the designated urban
geographic area of Manitoba.

A randomized sample of general duty RNs who practised
within an urban Manitoba centre's acute care hospitals
allowed the investigation to meet the descriptive
correlational design requirement for external validity by
way of a large probability sample. In a random sample all
combinations of individuals in the population or accessible
population have an equal chance or probability of being
included in the actual sample (Blalock, 1979; Poiit &
Hungler,1991). A large sample size enhances the probability

that the attributes of the sample agree with those of the
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population (Polit & Hungler, 1991). Polit and Hungler
(1991) state that "with the use of an appropriate sample
size and sampling plan the researcher can be reasonably sure
that the sample is representative of the accessible
population, and that the accessible population is
representative of the target population" (p.269).

The sample was obtained from a sampling frame of 3613
nurses who were registered with MARN effective January, 1993
as active practising, general duty nurses in acute care
facilities within the city of Winnipeg, Manitoba. After the
proposed study gained approval from the University of
Manitoba Faculty of Nursing Ethical Review Committee
(Appendix A) and approval from the MARN Board and Research
Committee (Appendix B) this membership list was obtained
from the MARN. A representative sample size large enough to
account for a 20 percent non-response rate was estimated to
number 350 nurses (J.Sloan, personnel communication, March
12, 1992). A simple random probability sample from this
sampling frame was determined by using a table of random
numbers and, as the population consisted of 3613
individuals, selecting the random numbers from four adjacent
columns. The first element or case in the sample was the
first number between 0001 and 3500 that appeared. A number
was only used once in the assignment procedure. This method
was convenient and efficient and also met the requirement

for external validity of a descriptive correlational design
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as described by Polit and Hungler (1991). Replacement,
using the same random number procedure, was used when a no
response or refusal to participate was encountered. In this
manner a sample of 350 participants was achieved. This

sample was surveyed by telephone.

Instrumentation

Descriptive designs usually involve both qualitative
and quantitative data collection techniques, whereas
correlational designs employ quantitative methods only
(Brink & Wood, 1989). The survey design requires a highly
structured data collection method. What information is
wanted and how it will be collected must be specifically
stated at the design phase. The data collection design must
provide objective and easily quantifiable data. The
subjects must know of their subject status prior to the data
collection (Polit & Hungler, 1991).

The data collection for this descriptive correlational
survey employed the use of a structured interview schedule,
and a telephone survey. The structured data collection tool
consisted of closed-ended questions generating quantitative
data, and a few open-ended questions generating qualitative
data. The qualitative data were designed to enrich the

quantitative findings by providing some in-depth data about
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the variables as the réspondents perceived them. The
structured survey within the interview schedule asked direct
questions of the participants, was designed to be easy to
administer and analyze due to its format and pre-coding of
the questions, and required approximately 20 minutes of the
respondent's time. These aspects of the survey also
favoured the correlational descriptive study requirements
for quantifiable data, the respondents' requirement for
minimal time cost to complete the questionnaire (Crosby,
Ventura, & Feldman, 1989; Polit & Hungler, 1991), and the
telephone survey method's requirement for a time limit of 20
to 30 minutes (Blankenship, 1977; Kinnear & Taylor, 1987;
Shelley, 1984; Williamson et al., 1982).

The telephone survey method, using a structured
interview schedule, offers several advantages such as higher
completion rates and a higher response rate, over the
mailed, self-administered questionnaire (Blankenship, 1977;
Hash, Donlea, & Walljasper, 1985). It also offers more
control to the investigator so that the responses are truly
those of the respondent, rather than a response based on
discussion with others (Williamson et al., 1982). However,
the telephone interview, like the self-administered
questionnaire, does place limitations on the depth of the
responses through the use of closed -ended questions
according to Hash et al. (1985) and Polit and Hungler

(1991) . Open-ended questions which allowed the respondents
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greater depth in some responses were used to counter this
potential disadvantage.

Three short, structured questionnaires were utilized in
the interview schedule: a Self-reported Nursing Care Plan
Writing/Revising Behaviour Questionnaire (Appendix C), a
Nursing Care Plan Attitude Scale (NCPAS) (Appendix D), and a
Professionél and Demographic Characteristic Questionnaire
(Appendix E). There were two main concerns with the order
of the questionnaires in the interview schedule: first,
social desirability response bias, as a result of the
respondent having answered the NCPAS initially, could affect
the responses to the NCP Writing/Revising Behaviour
questions; and secondly, according to Herzog and Buchman
(1981), late placement of a scale in ;he interview schedule
could influence responses to the items in that scale. To
decrease the potential for social desirability response bias
to affect the responses to the NCP Writing/Revising
Behaviour questions as a result of the nurse having
responded to the NCPAS first, two interview schedules were
developed and used in the survey. Interview schedule one
(Appendix F) had the NCP Writing/Revising Behaviour
questions first, followed by the NCPAS and then the
professional and demographic chéracteristic and open-ended
questions. Interview schedule number two (Appendix G) had
the NCPAS first, followed by the NCP Writing/Revising

Behaviour Questionaire and then the professional and
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demographic characteristic and open-ended questions. The
ordering of the two main questionnaires in the interview
schedules also assisted in controlling for late placement of
either of the scales in the questionnaire. When a
respondent agreed to participate a schedule was taken
randomly from one of two batches of the schedules. The
schedules had previously been placed in each of the batches
in alternating order and face down. It was hoped that the
random selection of either survey one or two from either of
the batches, would also counter any tendency for social
desirability bias or fatigue from influencing the
respondents answers.

Rapport between the interviewer and respondent was
established through an informal approach commencing with
general questions of a neutral nature before progressing to
questions of a more sensitive nature which may lend
themselves to social desirability bias as suggested by
Blankenship (1977), Jagger (1982), Kinnear and Taylor (1987)
and Williamson et al. (1984). Despite the ordering of the
questionnaires, the respondents' reported NCP writing/
revising behaviours may have been influenced by a social
desirability bias and the self-reported NCP writing
behaviours may not reflect true NCP behaviours. Assurance
of anonymity for the respondents and of confidentiality of
their responses hopefully encouraged frankness in the

responses (Polit & Hungler, 1991). A characteristic of the
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telephone interview is frankness of response (Blankenship,
1977) as there is reduced interviewer bias due to the
absence of face-to-face contact during the interview (Hash

et al., 1985).

The NCP Writing/ Revising Behaviour Questionnaire

The NCP Writing/Revising Behaviour questionnaire
(Appendix C), consisted of four items developed by the
investigator. The first identified whether the nurse
reported using SCPs or hand written NCPs. If the nurse
reported using SCPs, items two and three relating to the NCP
were skipped; and conversely if SCPs were not used, items
two and three were completed. Items two and three formed a
5-point summative Likert type scale to describe whether the
nurse reported initiating writing individualized NCPs for
patients on admission to hospital or unit, and if the nurse
reported revising NCPs as required by changes in patients'
conditions. This summative scale, with a maximum positive
score of 10, was designed to determine a mean NCP writing/
revising behaviour. The five point Likert scale limits the
alternatives for the respondents in a telephone interview
according to Shelley (1984) and provided interval level
data. Additionally, this questionnaire determined whether

SCPs, if used, were individualized and to what extent, and
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whether the SCP or NCPs were more likely to be modified or
written/revised on any particular nursing shift. The
reliability of this scale, using Pearson's Product-Moment
Correlation test (Shelley, 1984), was determined as part of

the analysis of the study data.

The Nursing Care Plan Attitude Scale (NCPAS)

The NCPAS (Appendix D) was modified from Yurchuk's
summated scale by B. Thomas  (1984) and was refined by Oetker
Black, Taunton, Thomas, and Krampitz (1989). Permission to
use this modified scale was requested from Dr. R. L. Taunton
(Appendix H) and waé granted by B. Thgmas (Appendix I). The
NCPAS is a 30 item 5-point Likert type scale (strongly
agree- strongly disagree) questionnaire. The various
dimensions of attitude toward planning and writing nursing
care plans for nursing care reflected in the NCPAS are:
perceived value of planning to the individual nurse and
others such as head nurse, physician (16 statements),
conditions such as time and patient load under which
planning/writing would take place (one statement) ;
responsibility for planning (three statements); individual
confidence in ability to plan (three statements); and types
of patients for whom planning is necessary (seven

statements) (J. Thomas, 1984). Summated scales make it more
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possible to finely discriminate among respondent's different
points of view and this makes the scales quite powerful
(Brink & Wood, 1989; Polit & Hungler, 1991).

The acquiescence response set bias associated with
Likert type scales can be somewhat off set by using
negatively and positively worded items (Brink & Wood, 1989;
Polit & Hungler, 1991). Upon inspection, the NCPAS had
almost an even number of positively and negatively worded
items. The NCPAS was designed to produce a maximum positive
attitude score of 150 (Thomas, 1984). The amount of time
required to complete this written questionnaire was about 10
~-15 minutes (Thomas, 1984).

A secondary analysis of the Thomas (1984) data was
conducted by Oetker Black, Taunton, Thomas and Krampitz
(1989) to determine the scale's content validity, item
evaluation, explore its dimensionality and reassess its
internal validity. Support was found for Thomas's (1984)
high degree of internal consistency using Crombach's Alpha
statistic (0.934708) (Oetker Black et al., 1989). Content
validity, well above the criterion of 90 percent at 97.5
percent, was found by calculating the average congruency
percentage across expert raters for the total scale (Oetker
Black et al., 1989). The twelve strongest items "based on
their contribution to the usability of the scale and
potential to elicit responses across the agree-disagree

continuum were revised to change the intensity of the
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modifiers within the individual items, an approach
recommended by Deaton, Glasnapp and Poggio" (Oetker Black et
al., 1989, p. 93). This enhanced the quality and usability
of the scale (Oetker Black et al., 1989). This improved

scale was used for this investigation.

The Professional and Demographic Characteristic
Questionnaire

The professional and demographic characteristics
questionnaire (Appendix E), developed by the investigator,
was designed to describe specific characteristics of the
respondents. The descriptors related'to the respondents':
unit of clinical practice; years of experience in the
clinical practice area; employment status (fulltime,
parttime, casual, unemployed); basic nursing education;
highest nursing education level; recency of basic and
highest nursing education; years of nursing practice; where
the introduction to nursing process and NCPs occurred; the
nurse's experience with writing NCPs as a RN; the age of the
nurse and whether the nurse used the NCP to help provide
nursing care. These professional and demographic factors
have been found to be significantly related to nurse
attitude toward writing/revising NCPs in several studies

(Shea, 1984a, 1984b, 1986; Thomas, 1984). Additionally,
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these data were used for statistical comparisons with regard
to the independent and dependent variables.

To capture additional factors related to RNs' NCP
attitude and behaviours and to validate those being assessed
a few open-ended questions were asked (Appendix J). To
promote ease, accuracy and completeness of response to the
questions, the questionnaires were designed so that there
was uniformity in question format and response alternatives
(Williamson et al., 1982). The instructions were clear and
concise in order to minimize cost in time and effort to
complete the survey. These are known positive motivators
for the potential respondents to participate (Crosby,

Ventura, & Feldman, 1989).

Data Collection Procedure

The data were collected by means of a telephone survey
of a random sample of RNs from the sampling frame obtained
from the MARN. According to Shelley (1984) and Willianson
et al. (1982) the telephone survey method provides an
accurate, representative, and cost-effective option to face
to face interviews or mailed surveys. For clarity, the data
collection procedure is discussed under two distinct
headings, each having specific implications in the telephone

survey. Firstly, the methodology of the actual telephone
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survey is discussed. Secondly, the preparation of the
interviewer(s) for the actual interview, using the

structured interview schedule, is addressed.

The Telephone Survey

The sampling frame consisted of names, telephone
numbers and addresses, from the 1993 MARN membership list,
of the general duty registered nurses who nursed in acute
care hospitals within the geographic urban centre. The
possible random selection of nurses from the list with
unlisted and non-working lines was dealt with in the
following manner: if a name listed in_the sample had no
listed number the name was discarded and a new one drawn to
replace it; if a number was dialed and a none working line
reached, that number and name were discarded and replaced
with another drawn in the manner described in sample
selection. If the nurse no longer worked in an acute care
facility within the city, or nursed in a facility outside of
the designated geographic area the nurse was told that only
nurses who did work in acute care facilities within the
urban centre were being surveyed. Appreciation was
expressed to the nurse for being willing to participate and
the call was terminated. Another name was randomly drawn

from the sampling frame to replace the nurse just described.
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If the time for the initial interview call was not
convenient, then a call back was arranged at a mutually
agreeable time and this was noted on the interview schedule.
At the call back the interviewer again identified herself,
briefly explained the study and its significance to nursing
and the respondent, and then proceeded with the interview by
asking the nurse to respond to the questions.

If there was no answer to the first call attempt or the
line was busy, further calls were be made to the same number
to a maximum of three calls as recommended by Blankenship
(1977) . A call was terminated if there was no answer after
the fourth ring as it has been demonstrated that this is an
efficient nﬁmber (Blankenship, 1977). Activation of
telephone answering machines, usually on the fourth ring,
was treated as a no response and no message was left. If no
answer was achieved by the third call attempt, another name
was selected to replace the no answer name. This protocol
was followed until the required sample size was achieved.
The three call attempts occurred at different times of the
day based on the fact that nurses work 12 and eight hour
shifts. The first attempt was usually made in the early
evening. If no answer occurred on the first call, the
second was made the next day in the mid-morning. The third
call, if required, was usually made in the afternoon of the
second day. If, on the first call, the respondent nurse was

unavailable, the family member was asked to identify a
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possible good time to call and speak with the nurse. This
time was noted on the interview schedule and the call made.
If the nurse refused to participate in the survey, the
interviewer was instructed to thank her for her attention,
to note any reason given for non-participation on the
interview schedule so as to estimate result biases based on
sample characteristics (Polit & Hungler, 1991; Shelley,
1984) and to complete the call. The investigator was
assisted by a research assistant in making the calls and
conducting the interviews in order to minimize interviewer
fatigue and possible resultant data biases (Shelley, 1984).
Although it was proposed that the survey would be completed
within four weeks, it actually took a 45 day period of time
between June 2, 1993 and July 29, 1993 to complete. There
were eight days in which no dialings were attempted.

When the subject nurse was contacted, the interview
schedule was followed exactly as it was written so as to
provide standardization and decrease possible response error
due to variability on the part of the interviewer (Collins,
Given, Given, & King, 1988). In addition, each interviewer
completed, as much as was possible, the call-back
appointments made by herself so that each respondent
interacted with only one interviewer. This is recommended
by Frasure-Smith (1987) so as to avoid interviewer effects.
If it was not possible for the original surveyor to make the

call back the second surveyor made the call at the
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designated time and explained that the original surveyor was
unable to make the call and then the schedule was followed

as indicated previously.

Interviewer Preparation

The goal for the interviewer is to function as an
impartial data collector by maintaining consistency in the
interview techniques to ensure that reliable data are
obtained (Collins et al., 1988; Shelley, 1984; Williamson et
al., 1982). To decrease the possibility of interviewer bias
the interviewer had to be thoroughly familiar with the goals
of the investigation and the interview schedule as well as
the terms used in the questionnaire. The interviewer
followed the interview schedule exactly. The schedule had
specific guidelines and reminders interspersed throughout it
to enable the interviewer to obtain uniform, reliable
interpretable data (Blankenship, 1977; Fowler, 1988;
Williamson et al., 1982). 1In addition, the researcher and
research assistant (the interviewers) reviewed and discussed
the instructions for the interviewers (Appendix K) so that
all aspects of the actual telephone interview were
understood. The interview was role played so that the
interview procedure and schedule were familiar and the

interviewers were comfortable with them. During this role
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play the importance of a neutral tone of voice for the
interviewer was emphasized. As well, to maintain ethical
integrity of the investigation, the need for confidentiality
of responses and anonymity for the respondents was
emphasized during the preparation. The schedule was also
assessed for ease_of administration, time required for
administration, and potential interviewee questions so that
standard methods could be established to handle them.

Timing the interview over several role playing situations it
was found the survey took an average of 20 minutes to
conduct.

The extent to which departures could be made from the
interview schedule was discussed as well as how to manage
the verbatim recording required in the open-ended questions.
Additionally, debriefing meetings were held between the
investigator and the assistant on a daily basis throughout
the investigation so as to discuss concerns and identify
solutions. In this manner standardization of the interview

process was achieved.

Protection of the Rights of Human Subjects

To ensure that this investigation did not breach

fundamental ethical principles in the research process the

following safeguards were employed. Approval was sought and
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obtained from the Ethics Committee of the University of
Manitoba Faculty of Nursing and from the MARN Research
Committee as well as the MARN Board. This approval was
communicated to the participants during the introduction to
the telephone survey. All participants were provided with a
brief description of the study and with the investigator's
name and phone number in order to enable the participants to
contact the investigator with any questions concerning the
study. The respondents were asked to give about 20-25
minutes of their time to complete the questionnaire and were
advised of their right to refuse participation or to
withdraw from participation at any time during the
interview. Participation was voluntary and the interviewer
was instructed to not coerce the respondent in any way to
become a participant. Consent to participate was indicated
by voluntary verbal agreement to participate and this
constituted informed consent.

Confidentiality of responses was guaranteed to all
participants during the introduction to the survey. The
research assistant was obligated ﬁo maintain this
confidentiality. It was explained that completed
questionnaires would be stored in a locked filing cabinet to
which only the investigator had access. Once the data had
been coded and analyzed, and the study completed, the
nurses' names and telephone numbers were removed from the

questionnaires. The questionnaires are stored in locked
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files for a period of 7-10 years as recommended by the
Medical Research Council (K. Chalmers, personal
communication, April 12, 1993).

Participant anonymity also was maintained. The
introduction to the survey indicated that the respondent's
name was obtained from the MARN membership list. As
required by MARN's policy, the sampling frame was secured in
the locked filing cabinet. The list was not duplicated, and
unused membership material was returned to the MARN when the
thesis was approved. As a further precaution, only the
nurses' first names and telephone numbers were listed on the
interview schedule. These identifiers were deleted from the
surveys before being stored for the 7-10 years.

The research assistant only had access to the nurses'
first names and telephone numbers as listed on the interview
schedules and was requested to keep this information
confidential. During the investigation these schedules were
stored in the locked filing cabinet. 'The respondents were
informed that should this study be published, individual
responses would not be identifiable as only grouped data
would be reported. The respondents were also informed that
when completed, a bound copy of the thesis would be in the
University of Manitoba library, and that an abbreviated
report would be submitted for possible publication in the
Nurscene, the monthly newsletter of the MARN.

The study did not deviate from the original project as
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approved by MARN and the Ethics Review Committee of the
Faculty of Nursing, University of Manitoba. The
participants were at no physical or psychological risk as a
result of participating in the study. Furthermore, no

attempt was made to deceive the participants in any way.

Assumptions

The assumptions underlying this study were those
presumed by the conceptual framework developed by H. Shea
(1986) . They were: that both the writing and the use of the
NCP by the professional nurse are the operationalization of
the nursing process; and that the proﬁessional nurse has the
appropriate degree of knowledge and skill to use the nursing
process. In addition, it was assumed that the measurement
instruments and interview schedule would provide valid and
reliable data for this investigation. The use of the
telephone survey method, it was assumed, would provide
responses which were truly those of the respondents rather
than being influenced by social desirability bias or by

discussion of the item with others before answering.
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Chapter 4

RESEARCH FINDINGS

The context of the study and results of the data
analysis are presented in this chapter. Many of the
responses to the open-ended questions alluded to the
provincial health care environment in which the nurses were
working during the time the telephone surveys were
conducted. In addition several nurses refused to
participate in the survey because of their perceptions
related to the context. Therefore, before the data analysis
is presented, a brief description of the context of the

study is described.

Context of the Study

On May 14, 1992, the Minister of Health, Manitoba

Government announced a two year action plan entitled Quality

Health for Manitobans: The Action Plan. This plan would
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reform the provincial health care system to provide more
effective health care in appropriate settings for
Manitobans. The plan was to preserve Medicare and its five
founding principles as defined by the 1984 Canada Health Act
while providing a health care system that Manitobans could
afford. It proposed a shift from costly hospital care to
community based care and was to emphasize health promotion
and illness prevention rather than focusing on illness care
(Manitoba Health, 1992).

The two large teaching hospitals within the urban
Manitoba centre of interest and with the most expensive in-
hospital costs, had an immediate closing of 240 beds. 1In
the fall of 1992 a further 122 beds were closed in one of
these hospitals and 47 obstetrical beds were transferred
from this hospital to community hospitals; 50 pediatric beds
were closed in community hospitals and pediatric services
were centralized in one teaching hospital; 39 surgical beds
in a teaching hospital were closed for an enhancement of a
outpatient day surgery operation in the same facility; and
by July 1993 a further closure of 48 surgical beds in a
community hospital had taken place (Lett, 1993). The survey
telephone interviews were conducted from June to July of
1993, just one year into the health reform actions.

As a result of the bed closures fewer nurses were
needed. Consequently RNs from all the acute care facilities

within the urban centre experienced the effects of the
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downsizing and many of the respondents made reference to the
uncertainty of their nursing positions. The affected nurses
could apply to vacant positions in other areas of the
respective hospital or could "bump" someone junior to them
on the seniority list. The climate was one of not knowing
where changes were to take place next or whose nursing
position would be deleted next. Nurses employed within
these hospitals were bumped and found themselves in new
clinical areas where they had little expertisevand were
expected to provide safe nursing care. The hospitals, using
new patterns of staff mix, were supplementing the decreased
number of nursing staff with nursing assistants in an effort
to curb rising hospital costs (MARN, 1993). According to
Blegan, Gardiner and McCloskey (1992) this experimentation
with different staff mixes was not too unlike other acute
care hospitals in North America. Many of the respondents
alluded to these happenings while answering the survey
questions. Two refused to participate because of "health
care reform" and "paranoia".

Nursing opportunities in Manitoba and Canada remained
limited from November 1992 to February 1993 according to a
Memorandum issued by the Nursing Practice Consultant of the
Canadian Nurses Association (Nield, 1993). Dyck (1993)
reported that the environment was unsettled; there seemed to
be no plan to the reform and employed nurses were losing or

afraid of losing their positions as well as experiencing
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increased workloads. Many respondents reported they felt
that, as a result of the decreased staffing and increased
acuity of patients’ conditions, there was no time to give

anything but very basic nursing care.

Data Analysis

Data analysis was achieved through the use of
descriptive and inferential statistics. The descriptive
analysis of research question two, the self-reported NCP
writing/revising behaviour is presented prior to that for
research question one, the nurses attitudes towards
writing/revising NCPs. The analysis of the NCP Writing/
Revising Behaviour questionnaire created a variable
describing the format of care plan used by the respondents
in their respective clinical areas. This variable, called
Pattern, was used throughout the analysis of all three
research questions. Hence it is described first so as to
facilitate clarity in describing and interpreting the
findings to all three research questions. To aid the
interpretation of the findings and enhance clarity, tables
and graphs depicting the data are presented throughout the
data analysis. The data analysis is presented using the
following headings:

1. Data analysis procedures.
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2. Reliability data.

3. A summary of the professional and demographic
characteristics of the sample.

4, The respondent’s self-reported Nursing Care Plan
Writing/Revising Behaviour

5. The respondent’s attitudes towards writing nursing care
plans as measured on the Nursing care Plan Attitude
Scale (NCPAS).

6. The relationship between the attitudes of the
respondents towards writing NCPs and their self-

reported writing behaviours.

7. A summary of the responses to the open-ended
questions.
8. A summary of the findings.

Data from the completed interview schedules were coded
using a code book which was developed by the investigator,
and the coded responses were entered on a computer database
and then analyzed using the SPSS/PC+ Statistical Package for
the Social Sciences (Norusis, 1990). Descriptive and
inferential statistical procedures were used to derive
answers to the three research questions. Throughout the
presentation of the data analysis tables and graphs are used
to lend clarity to the presentation.

Responses to each of the professional characteristic
and demographic questions were summarized, using descriptive

statistics appropriate for the data. 1In response to
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research question number one, the scores of the Nursing Care
Planning Attitude Scales (NCPAS) were summed and described
by using descriptive statistics.

The mean NCPAS score and standard deviations were
determined for each of the demographic and professional
characteristics. 1In addition, the mean NCPAS score was
determined for the total sample. Likert scales, although
ordinal level, can be treated as interval level according to
Polit and Hungler (1991). This was done. It was proposed
that in summing the Likert scale, missing data would receive
the average of the other scores for that particular
questionnaire (Williamson et al., 1982); however this was
not necessary as the interviewers recorded responses to each
item in the schedule. The NCPAS mean score also was
determined for the different NCP Behaviours as identified by
research question two using the NCP Writing/Revising
Behaviour scale.

The respondents’ self-reported NCP writing/revising
behaviour, research question number two, was described,
using appropriate descriptive statistics. It was determined
whether the respondents worked with SCPs, NCPs or with
neither in their respective clinical practice areas. If the
SCP was used the respondent was asked whether it was
modified and to what extent. If the NCP was used it was
ascertained to what extent the respondent usually initiated

writing the NCP upon the patient’s admission to the unit and
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to what extent the NCP was revised as the patient’s
condition changed. The mean NCP Writing/Revising Behaviour
was determined for the respondents who reported using the
NCP in their clinical practice area. 1In addition, the NCP
Writing/Revising Behaviour mean was calculated and described
for each of the professional and demographic characteristics
for the'Pattern NCP nurses.

In response to research question three, the degree of
linear association between the overall NCPAS mean and the
overall NCP Writing/Revising Behaviour mean for those who
reported having the NCP Writing/Revising Behaviour, was
determined and described using Pearson’s product moment
(Pearson r) correlation coefficient statistic. This
required interval level data, and assumed that the
distribution was normal and that the association was linear
(Shelley, 1984). As recommended by Shelley (1984) a scatter
diagram, on which the summed scores for the NCPAS were
plotted on the X axis and the summated scores for the NCP
Writing/Revising Behaviour were plotted on the Y axis plot,
was used to determine whether the two measures were linearly
related. In addition, percent of variénce was determined
for the correlation in order to evaluate the strength of the
association between the dependent and independent variables.
As the relationship was linear, it was desirable to use
parametric tests to describe the relationship as these tests

have more power associated with them than nonparametric
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tests (Polit & Hungler, 1991).

In order to investigate the strength of the association
between the professional and demographic characteristics and
the mean attitude and the mean behaviour respectively,
several inferential statistical tests were carried out. The
mean NCPAS scores for the total sample (N = 350) were
determined by the levels of the professional and demographic
variables as well as for the item which asked whether the
respondent used the NCP to help provide patient care
(Appendix L). The mean NCP Writing/Revising Behaviour for
the respondents who reported the behaviour was similarly
determined by the levels of the professional and demographic
characteristics as well as for the item which asked whether
the respondent used the NCP to help provide patient care
(Appendix M) . As many of the professional and demographic
characteristics had more than two categories and were of
interval measure, the test of difference or association used
to determine whether there was a significant difference
between the means by the levels of the characteristics was
the analysis of variance test (ANOVA) or the one-way ANOVA.
In cases of dichotomous response items, a Difference of
Means test was used as the ANOVA is not appropriately used
with this level of data (Shott, 1990). The level of
statistical significance was 0.05. As a significant ANOVA F
ratio indicates only that the population means are probably

not equal but does not pinpoint where the differences are,
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Scheffé’s S post hoc comparison test was used to determine
which level of the independent variable was significantly
different from the other. According to Norusis (1990) and
Shelley (1984), this test is a conservative test for
pairwise comparison of means as it requires larger
differences between the means than do most other methods.
The assumption of equal variances required by the Scheffé’s
S test was first met through the use of Cochran’s C Test and
the Bartlett-Box F Test, both univariate tests of
homogeneity (Shelley, 1984). Both assume equal variances;
the obtained levels of significance must reach the .05 level
(Shelley, 1984). The Eta Squared correlation coefficient
(Eta?) was used to determine the magnitude of effect or
percentage of variance accounted for by the independent
variable on the dependant variable when a'significant
difference was found using the analysis of variance
(Shelley, 1984).

The content of the qualitative open-ended questions was
analyzed for themes. The frequency of responses in each
theme was presented. These findings were used to provide
richness and depth to the quantitative findings.

The internal consistency of the NCPAS was determined by
using Crombach’s alpha. The results were compared to those
found by Oetker Black, Taunton, Thomas and Krampitz (1989).
A Difference of Means test was used to determine whether

there was a significant difference between the overall mean
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NCPAS score and the overall mean NCP Writing/Revising
Behaviour score secured from each of the two versions of the
interview schedules. A significant difference could
indicate systematic bias as a result of the structure of the

survey or due to interviewer affects.

Reliability Data

The internal consistency of the NCPAS for the sample
used in this study was determined through the use of
Crombach’s Coefficient Alpha. The reliability coefficient
was 0.886. This coefficient was less than Thomas’s (1984)
alpha coefficient of 0.935 for the same scale, but was above
the 0.800 measure required by a mature scale (LoBiondo-Wood
& Haber, 1990). Thus it was sufficiently high to assure
confidence in the use of the scale and the resultant data.

The NCP Writing/Revising Behaviour scale consisted of
two summed Likert-type items as described in chapter three.
The reliability of this scale was determined through the use
of Pearson’s product-moment correlation test. Pearson’s r
measured .68 p <0.001 between the two items. This denoted a
fair but positive symmetric linear association between the
two items which made up this scale.

The Difference of Means test, done on the NCPAS mean

scores (N = 350) as well on the NCP Writing/Revising
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Behaviour mean scores for those who reported the behaviour
(n = 184), indicated there was no significant difference at
the .05 level between the two versions of the interview
schedules. As described in chapter 3, the two scales had
been systematically alternated on the two schedules so as to
decrease any possible bias associated with late placement in
the schedule or social desirability factors. This finding
of no significant difference between scores on the two
versions of the interview schedules also indicated that
researcher bias did not systematically affect the responses.

The reliability data are presented in Table 1.

Table 1

Reliability Data

Scale Measure/Test Result
NCPAS (N = 350) Crombach’s Alpha . 886
NCPWrit/Revis
Behaviour (n=184) Pearson’s r .6867
NCPAS (N=350) Difference of
(Survey #1, #2) Means test NS
NCPWrit /Revis Difference of
Behaviour (n=184) Means test NS

(Survey #1, #2)

Note: (¢ = .05)
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Description of the Sample

The total population identified by the 1993 MARN
membership list as being active, practising general duty
nurses in acute care settings within the city of Winnipeg,
Manitoba numbered 3,613 nurses. Of these, 1598 (44.2%)
nurses were listed as employed full time; 1687 (46.7%) as
part time; 2 (0.06%) as ‘unspecified’ and 326 (9%) as casual
or seasonal.

At the completion of the survey it was determined that
a total of 632 names had been randomly drawn in order to
obtain the 350 completed surveys. Two hundred and eighty-
two (44.6% of the 632) nurses to whom telephone calls were
made did not participate in the study for a number of
reasons: 87 refused to participate; 38 did not have working
lines, were reported as having moved, required long distance
calls or had unlisted numbers with MARN; 10 did not meet the
sampling criteria as they did not nurse in acute care
facilities within the stated geographic area and 147 nurses
were not contacted after three dialings or there was no
answer at the previously established appointed calling time.
Table 2 represents the reasons given by the 87 nurses who

refused to participate.
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Table 2

Refusal to Participate Reasons

Reason Frequency Percent
Going on summer holidays 12 13.8
Clinical area does not use NCPs 12 13.8
Felt uncomfortable doing survey 10 11.5
Not a convenient time; could not
predict a better time 29 33.3
Not interested/ rather not do 21 24.2
Deceased 1 1.1
Negative feelings about NCP 2 2.3

TOTAL : 87 100.0

The 12 nurses who refused to participate because they
did not use NCPs in their clinical areas reported the
clinical areas to be: the Recovery Room (n = 2); Labour &
Delivery (n = 3); Emergency (n = 1); Outpatient Surgery (n =
1) ; Operating Room (n = 1); IV Therapy (n = 1); not
specified (n = 3). Reasons given, by the nurses, for being
uncomfortable doing the survey were: "health care reform
paranoia", "too personal", "don’'t do surveys", and
"uncomfortable doing a survey over the phone." Thirty-one
(35.6%) of the 87 nurses who refused to participate nursed
in community hospitals; 55 (63.4%) in teaching hospitals and
for 1 (1.0%) place of work was missing from the sampling
frame. Employment status and gender for the 87 nurses were:
39 (44.8%) employed full time; 44 (50.6%) part time; 4
(4.6%) casual and 85 (97.7%) were female while 2 (2.3%) were

male.
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The Sample’s Demographic and Professional Characteristics

The responses of the 350 respondents to the
professional and demographic questions of the questionnaire
are summarized in the following text. 1In order to reflect
the responses to the question regarding the clinical
practice or speciality area of nursing work, the categories
were expanded so as to separate Labour and Delivery from
Ante and Post Partum care, and the Operating Room and
Recovery Room from Intensive Care. The clinical practice or
speciality area included in each were: Surgery (general
surgery, medical and surgical nurse float pool, orthopedics,
urology, outpatient day surgery, angiography) ; Medicine
(palliative care, nephrology, oncology, organ
transplantation, rehabilitative medicine, dialysis,
ambulatory care, geriatrics and psychogeriatrics, IV
therapy); Obstetrics and Gynecology (Obs/Gyne) (ante and post
natal, obstetrical outpatient clinics, gynecology) ;
Pediatrics and Neonatology (newborn nursery, neonatal ICU,
pediatric burn unit, pediatric RR); Psychiatry (general and
emergency psychiatry); Intensive Care (ICU) (medical and
surgical ICU, cardiac ICU, combined ICU/Emerg., ICU/RR,
pediatric ICU, Step Down Unit); Emergency (emergency and
Emergency/ Observation units); operating room (OR) and
recovery room (RR) (adult and pediatric, cardiovascular RR) ;

and Labour and delivery (L & D). Table 3 represents the
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distribution of the sample of 350 nurses by these nine
categories of clinical practice ranked in descending order.
The largest numbers of respondents were from the areas of
medicine and surgery with 79 and 68 nurses respectfully.

The smallest number of respondents (n = 10) was from the
area of psychiatry. Two of the seven acute care facilities

do not have specific designated psychiatric units.

Table 3
Sample Distribution by Area of Nursing Clinical Practice

Rank Ordered

Clinical Area Number of Nurses Percent
Medicine 79 22.6
Surgery 68 19.4
Intensive Care 49 14.0
Pediatrics & Neonatology 41 11.7
OR & RR 34 9.7
Obstetrics & Gynecology 32 9.1
Emergency 19 5.4
L &D 18 5.1
Psychiatry 10 2.9

TOTAL 350 100.0

Using data from the sampling frame, it was determined
that 214 (61.1%) of the 350 respondents nursed in acute care
teaching hospitals within the specified urban geographic
area; 119 (34.0%) nursed in acute care community hospitals
and 17 (4.9%) had this data missing.

The greatest number of nurses (n = 180) reported they
were employed on a part time basis in the hospitals while
four reported that they were unemployed at the time of the

study. Table 4 depicts the distribution of the sample by



