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effectiveness in the use of the nursing process: type of nursing 

preparation, age, and experience. Each of these variables was tested 

for its impact on the following set of questions: 

1. Do nurses differ in their knowledge of the nursing process 

prior to the beginning of in-service training? 

2. Do nurses differ in their knowledge of the nursing process 

upon completion of in-service training? 

3. Do nurses differ in their change scores on common items from 

pre-test to post-test? 

4. Do nurses differ in their perceptions of their understanding 

of the nursing process? 

5. Do nurses differ in their compliance with nursing process 

directives as determined by chart audits? 

The Sample 

The total sample of newly-employed nurses (n = 102) was partitioned 

into two subsamples: the audit sample (n = 82), and those whose job 

assignments did not permit auditing patients' charts for compliance with 

nursing process procedures (n = 20). All nurse participants attended 

one of the four-hour nursing process classes taught by the researcher. 

The sample was comprised of 95 registered nurses, 39 with Associate 

Degrees in Nursing, 20 with Diplomas in Nursing, 36 with Baccalaureate 

Degrees in Nursing, and 7 Licensed Practical Nurses. The ages of the 

participants were divided into four groups: 14 were over 44 years, 15 

were in the 35-44 age group, 68 were in the 25-34 age group, and 5 were 

under 25 years of age. Nursing experiences of the group ranged from 18 
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who had more than 10 years of nursing experience, 31 who had 6 - 10 

years of nursing experience, and 53 who had less than six years of 

nursing experience. All the nurses had been hired to work in all three 

of the major clinical arenas: Medical/Surgical, Maternal/Child, and 

Critical Care. The sample contained four nurses hired for management 

positions. 

Instrument Construction 

Four instruments were constructed. The auditing tool was designed 

specifically for this study. Construction of the tool was based on the 

four forms designed to facilitate the use and documentation of the 

nursing process by staff nurses. The Characteristics of Nurse Sample 

form was designed to supply specific demographic data about each nurse 

and attitudinal responses relative to how the nurse perceived the 

nursing process as a model for nursing care. Finally, the pre-test and 

post-test were constructed as evaluative components of the inservice 

training program; they contained questions for both theoretical and 

operational nursing application. 

Methodology 

All participants attended one of the nursing process workshops 

designed to teach the basic principles of the nursing process, to 

acquaint nurses with nursing process procedures and forms used in the 

hospital, and to help nurses understand the importance of nursing 

process in patient care. Each participant was administered a 

Characteristics of Nurse Sample form and a pre-test at the beginning of 
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the class and a post-test at the end. For the audit sample of nurses, 

an audit was performed four weeks after completion of the nursing 

process class for each nurse in the sample. 

The auditor examined three patient charts that contained 

documentation by the nurses who had responsibility for those charts 

(total staff nurses) and for completeness by the audit sample nurses of 

those items which they should have completed. The data yielded the 

following measures: (I) pre-test, post-test, and perceived 

understanding scores for all nurse participants and the audit sample; 

(2) post-test common scores (items of the post-test which comprise the 

pre-test), difference scores (between the pre-test and the post-test), 

and percent of appropriate entries completed as determined by the chart 

audits for the audit sample; and (3) for each item on the audit forms, 

the number of completed entries on the audited-patient charts as a 

measure of total nursing staff compliance with the directives concerning 

nursing process. 

Means and standard deviations were calculated on the pre-test, 

post-test, and understanding variables for the total participating 

sample and for the audit sample. Means and standard deviations were 

calculated for the post-test common scores and the percent complete 

measures of the audit sample. For each calculated mean, a 95% 

confidence interval was constructed. A related samples t-test was used 

to test the significance of the differences between the pre-test mean 

and the common-items post-test mean. 

For each item on the four audit forms, the percent of the total 
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number of audited charts which had completed entries was calculated. A 

95% confidence interval for the population percent was then calculated 

for each of the item percents. Crosstabulation and chi-square by 

clinical arena were performed on each item of the four forms, using an 

alpha level of .05 for each statistical test. 

For each type of nursing education, means and standard deviations 

for the total participant sample and the audit sample were computed on 

the pre-test, post-test, and understanding scores. For each sample, an 

analysis of variance, followed by Scheffe'S test (when appropriate), was 

performed on each dependent variable. 

For the audit sample only, the above procedure was used with two 

additional dependent variables: post-test common and percent complete. 

In addition, analysis of variance and covariance was performed on the 

post-test scores of the total sample, using the pre-test as a covariate. 

For the audit sample, an analysis of variance was performed on the 

change scores. 

The procedure discussed in the previous paragraph was replicated 

for the total sample, using age and experience as independent variables. 

For the audit sample, an analysis of variance was performed on two 

dependent variables (change scores and percent complete), using age and 

experience as independent variables. 

Results 

For the total participating sample, the pre-test mean was 9.78, the 

post-test mean was 19.04, and the understanding mean was 3.37; for the 
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audit sample, the means were 10.09, 10.85, and 3.39, respectively. The 

statistical hypothesis that the pre-test and common-items post-test 

population means are equal was rejected (1 = 3.22, £ < .01); for the 

audit sample, the common-items post-test mean was greater than the pre­

test mean. For the audit sample, the percent of completion of 

appropriate items on the nursing process forms was 78.98. 

Percent completed for the total nursing staff on the items of the 

Nursing Assessment form ranged from a low of 52.0 on Ills all information 

filled in?1I to a high of 91.5 on "ls there evidence that the patient's 

immediate needs were assessed by a Registered Nurse?1I The percent 

complete on the items of the Problem List-Nursing ranged from a low of 

4.3 on "ls there evidence that problems have been resolved?" to a high 

of 53.5 on "Does each problem have a Roman numeral as a designator?" 

percent completed for the Patient Progress Notes ranged from a low of 

64.6 on "ls there documentation of discharge planning for the patient 

when necessary?" to a high of 98.8 on the first three items ("Are dates 

and specific times indicated with comments for each shift, followed by 

signatures with titles?" "Are pertinent observations and communications 

recorded using S.D.A.P. format?" and "Are nursing interventions recorded 

accurately?"). On 76.4 percent of the charts, there was evidence of 

"documentation of one or two items flowing from the plan on this sheet," 

the one question on the Flow Sheet. 

The percent completed on each item of each form was calculated for 

each clinical arena. On the Nursing Assessment form, the percent 

completed ranged from 52.5 to 90.0 for the Critical Care nurses, from 
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47.5 to 90.8 for the Medical/Surgical nurses, and from 58.1 to 93.0 for 

Maternal/Child nurses. For each group, the low completion item was "Is 

all information filled in?" and the high completion item was "ls there 

evidence that the patient's immediate needs were assessed by an RN?" 

The only significant difference among the groups on this form was on 

Item 6 ("Are there goals specified on the initial assessment sheet?"), 

with Medical/Surgical having the lowest percent (63.3) and 

Maternal/Child having the highest percent (80.2). 

On the Problem List-Nursing, the percent completed ranged from 2.6 

to 46.2 for Critical Care nurses, from 3.6 to 41.7 for Medical/Surgical 

nurses, and jrom 6.2 to 78.6 for Maternal/Child nurses. For all three 

groups, the smallest percent completion was on Item 4 ("ls there 

documented evidence that problems have been resolved?"). For the 

Critical Care nurses, the greatest compliance was on Item 1 ("ls there 

documentation of the patient's problems on the Problem List-Nursing 

using a nursing diagnosis?"); for the other two arenas, the greatest 

compliance was on Item 2 ("Does each problem have a Roman numeral as a 

designator?"). 

Significant differences among arenas were found on five items: "ls 

there documentation of the patient's problems on the Problem List­

Nursing using a nursing diagnosis?", with the Maternal/Child arena 

having the highest percent (56.0) and the Medical/Surgical having the 

lowest (29.2); "Does each problem have a Roman numeral as a 

designator?", with the Maternal/Child arena having the highest percent 

(78.6) and the Critical Care arena having the lowest (35.9); "Is a 
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nursing diagnosis a statement of a problem that may be treated through 

nursing intervention?", with the Maternal/Child arena having the highest 

percent (45.2) and Medical/Surgical having the lowest (23.3); "ls there 

evidence of new problems being documented 3 days after the admission of 

the patient?", with the Maternal/Child arena having the highest percent 

(31.4) and the other two arenas being about the same (approximately 

12%); and "ls there evidence of the patient's problems being resolved 5 

days after admission?", with a 28.6% compliance for the Maternal/Child 

arena and 3.4% for the Critical Care arena. 

On the Progress Notes form, the percent completed ranged from 53.3 

to 100 for the Critical Care arena, from 61.6 to 99.2 for the 

Medical/Surgical arena, and from 74.1 to 98.8 for the Maternal/Child 

arena. For each arena, the lowest percent compliance was "ls there 

documentation of discharge planning for the patient when necessary?" 

Although the order varied across arenas, the percents were above 97 for 

all these groups on the first three items ("Are dates and specific times 

indicated with comments for each shift, followed by signatures with 

titles?" IIAre pertinent observations and communications recorded using 

S.O.A.P. format?" and "Are nursing interventions recorded accurately?"). 

No significant differences by arena were found on the items on this 

form. 

The arenas differed significantly in their "documentation of one or 

two items flowing from the plan on this sheet" (Flow Sheet), with an 

89.5% compliance by Maternal/child, an 86.5% compliance by Critical Care 

nurses, and a 63.8% compliance by Medical/Surgical nurses. 
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Using Type of Nursing Education as the independent variable, the 

dependent variables data were analyzed separately for the total and 

audit samples. No significant differences among levels of nursing 

education were found for the total sample by the analysis of variance of 

the pre-test and post-test scores and the analysis of covariance. 

However, there were significant differences among the groups in self­

perceived understanding of the nursing process, with the mean for the 

ADN being significantly lower than the mean for the BSN. 

For the audit sample, no significant difference was found on the 

change scores, percent complete on audit, and self-perceived 

understanding. Significant differences among the types of nursing 

education were found on the pre-test and post-test, with the pre-test 

and post-test means for the LPNls being significantly lower than the 

respective means for the BSN1s, and the post-test mean for the LPNls 

being significantly lower than the post-test mean of the ADNls. 

Using age levels as the independent variable, the dependent 

variables data were analyzed separately for the total and audit samples. 

For the total sample, no significant difference was found on the pre­

test and self-perceived understanding. The age groups differed 

significantl, on the post-test, with the two older groups having 

significantly lower means than the youngest group. However, when the 

pre-test was used as a covariate, the statistical hypothesis was rejected 

in the analysis of variance and covariance, but no pair-wise mean 

comparison of the adjusted means was significant. For the audit sample, 

no significant difference was found on the two dependent variables 
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(change scores and percent complete). 

Using levels of experience as the independent variable, the 

dependent variables data were analyzed. For the total sample, no 

significant difference was found on the pretest and the self-perceived 

understanding variables. The groups differed significantly on the 

analysis of variance of the post-test and the analysis of variance and 

covariance of the post-test with the pretest as a covariate, with the 

mean (and adjusted mean) of the youngest group being greater than the 

means (and adjusted means) of the other two groups. For the audit 

sample, no significant difference was found on the two dependent 

variables (change scores and percent complete). 

DISCUSSION AND CONCLUSIONS 

Does the current training program used at Bess Kaiser Medical 

Center teach newly-employed staff nurses how to transfer nursing process 

theory to practice, and do these nurses then apply and document the 

utilization of nursing process in patients' charts? For the audit 

sample, the post-test mean was significantly greater than the pre-test 

mean, indicating that the nurses did acquire additional knowledge about 

the methodology used in nursing process as it is applied in clinical 

settings. Also, the audit of the charts of the patients of the 

participating nurses indicated that they did apply nursing process in 

their work with the patients (79% of the appropriate items were 

documented in the charts). If one extrapolates an overall compliance 

rate from the tables in the earlier study, Johnson (1982) found that 
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there was only a 54.8% compliance. Thus, these newly-employed nurses 

are more effectively documenting on their patients' charts the 

utilization of the nursing process than did the staff nurses in the 

earlier study. This supports an inference that the nursing process 

class is influencing the charting behavior of staff nurses; whether this 

apparent gain will be maintained over time is yet to be determined. 

Documentation of practice is an essential component of nursing 

process. It is the tangible evidence of the cognition and skill of the 

professional nurse practicing nursing. It is a statement of 

accountability and responsibility by the nurse. The legalistic 

environment in which today's nurse practices nursing emphasizes the 

importance of good documentation in the patients' medical records. The 

nurse who uses and documents effective use of nursing process while 

caring for patients meets first the professional obligations of nursing, 

and second the legal obligations of health care providers today. 

Total Staff Utilization of Nursing Process 

Nursing Assessment Form. Analyses of the staff RN's utilization of 

this form revealed that percent completion for the items ranged from 

52.0 on Item 1 to 91.5 on Item 2, with one half of these items being 85 

percent or higher. This is an improvement from the original study 

(Johnson, 1980) in which the percent completion ranged from 23.3 on Item 

1 to 75.6 on Item 6. Thus, the immediate needs of the patients being 

assessed by a registered nurse, completion of the initial assessment 

form, and signing of the forms by a registered nurse were the highest 

rates of compliance to existing policies. This was an improvement over 
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the results of the original study in which signing the forms was the 

only practice factor that demonstrated compliance with existing 

policies. All items showed an improvement from the original study. The 

least improvement, from 57.4% to 62.4%, was on Question 3, Part 2, 

relating to documentation of a nursing diagnosis on the initial 

assessment sheet. This continues to be a problem and is in part related 

to the existing taxonomies for nursing diagnoses; none are well designed 

and as such are not utilized by the practicing nurse. 

The nurses in the Maternal/Child arena arE less likely to document 

a nursing diagnosis and the resulting goals on the initial assessment 

sheet than dre nurses from other arenas. This may be attributable to 

the type of patients serviced in that arena. Normal postpartum patients 

present fewer problems and are classified in a wellness category. This 

could explain the disparity between clinical arenas on the utilization 

of this form. No data are offered in this study to validate that 

possibility. 

Problem List-Nursing. Analyses of the utilization of the Problem 

List-Nursing form indicated an underutilization of this form. Percent 

complete on the items ranged from 4.3 on Question 4 to 53.5 on Question 

2. This was a decline from the percent complete in the original study, 

which ranged from 13.5 on Question 5 to 80.6 on Question 2. On only one 

item, Question 2, IIDoes each problem have a Roman numeral as a 

designator?", was the completion rate over 50 percent; and it was lower 

than the 80.6% of the original study. The poor construction of this 

form has been frequently voiced by nurses as obstructive to charting 
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practices, and they opt to ignore it or underutilize it. 

Patient Progress Note. Analyses of the utilization of the Patient 

Progress Note demonstrated a relatively high utilization as evidenced by 

the range in percent of completed items: 64.6 on Question 6 to 98.8 on 

Questions 1, 2, and 3. There is again evidence of improvement from the 

original study that demonstrated a range of 45.3 on Question 4 to 93.7 

on Question 1 of items completed. Four of the items in the new study 

were recorded as 82% or above completed, contrasted with only three in 

the original study. All items showed an improvement from the original 

study. One consistent pattern should be noted here that appears in both 

this and the previous study. A comparison of the percentages for the 

first three items indicates that some parts of this form are more 

routinely utilized by the staff RN's. Questions 1, 2, and 3 indicate 

the highest compliance rates to existing policies in both studies. 

Flow Sheet. Analyses of the utilization of the Flow Sheet by staff 

demonstrated a high utilization by staff as evidenced by the 76.4% 

compliance rate. This was an improvement from the last study when 

completion rate was 62.3%. 

Clinical Arena Utilization 

Calculated chi-squares and levels of significance for percent 

completion by clinical arenas for each question on each of the four 

forms were performed. For the convenience of the reader, values are 

reported as percentages; the calculations were performed on the cell 

frequencies. 

Using the .05 level of significance, the chi-square values for 
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Question 6 on the Nursing Assessment form was significant, thus the 

statistical hypothesis for this item was rejected. A greater portion of 

the nurses from the Maternal/Child clinical arena complied with existing 

policies relative to the utilization of the Nursing Assessment form. 

Percents of completion from that clinical ~rena ranged from a low of 

61.2 on Question 3, Part 2, to a high of 93.0 on Question 2. This is an 

improvement from the original study where the range was 46.5 on Question 

1 to 65.1 on Question 2. Only on Question 3, Part 2, did other clinical 

arenas lead in percent compliance of utilization. Critical Care led 

with 65%; Medical/Surgical followed, at 62.5%, and Maternal/Child had 

61.2%. An improvement was noted in all clinical arenas as indicated by 

the percent completed ranges of 47.5 on Question 1 to 84.9 on Question 6 

in the original study. 

Calculated chi-squares and levels of significance for percent 

completion by clinical arena for each question on the Problem List­

Nursing indicated a higher compliance level by nurses from the 

Maternal/Child arena. Using the .05 level of significance, the chi­

square values for Questions 1, 2, 3, and 5 were significant, and the 

statistical hypotheses for these items were rejected. The range of 

percents completed for this study were from 2.6 on Question 4 to 78.6 on 

Question 2. This was less favorable than the ranges on the original 

study (from a low of 10.6 on Question 5, Part 2, to a high of 83.7 on 

Question 2). 

Calculated chi-squares and levels of significance for percent 

completion by clinical arena for each question on the Progress Note 
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revealed no significant difference between arenas. Compliance rates 

were improved as evidenced from the percent completion range of 53.3 on 

Question 6 to a high of 100 on Question 2, compared with a low of 42.9 

on Question 4 and a high of 96.8 on Questions 2 and 3 in the previous 

study. 

Calculated chi-square and level of significance for percent 

completion by clinical arena for the one item on the Flow Sheet 

indicated better compliance with existing policies by the nurses in the 

Maternal/Child clinical arena. The ranges of percents completed (63.8 

to a high of 89.5) showed improvement from the ranges in the original 

study (58.1 - 63.5). 

Nursing Education and the Nursing Process 

Is the type of nursing education related to the knowledge of and 

effectiveness in the use of the nursing process? There seemed to be few 

significant relationships between the type of nursing education and 

demonstrated knowledge and effectiveness in use of the nursing process. 

There were, however, interesting differences among the groups. 

A Scheffe test indicated that there were significant differences 

between the groups on the pre-test and post-test variables compared with 

type of education. LPN's scored significantly lower on both tests than 

the other groups. This reinforces the probability that there is a 

significant difference between the LPN education process and that of the 

other groups. The LPN's tended to rate their self-perceived 

understanding of the nursing process higher than one would expect to find 

using the test scores as an index of comparison. This may well be 
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explained by the findings, which indicate that the LPN participants were 

in the group of older and more experienced categories. It is an 

interesting characteristic of practicing nurses to equate experience 

with knowledge as evidenced by hiring guidelines that frequently demand 

a specific number of years of experience to qualify for a nursing 

position. 

Though nurses with BSN's scored higher on test items and 

perceived ~nderstanding, they tended to rank lower on percent complete 

on audit--a performance score. This again may be explained by the fact 

that the curriculum of the BSN programs are generally more heavily 

academic-oriented than the other groups, with less focus on directed 

clinical practices, more cognition and less skills development. 

Age and the Nursing Process 

Is age related to knowledge of and effectiveness in the use of the 

nursing process? Analysis of the means indicated that the older age 

group (those over 44 years old) produced a consistently lower mean 

throughout both pre- and post-test scores, but there were no significant 

differences in change scores. An analysis of variance supported by a 

Scheffe test did indeed indicate that the older group did not do as well 

on the post-test; older nurses may not be as susceptible to classroom 

interventions. There was, however, no significant difference between 

the age groups in the audit sample when analyzing the effectiveness of 

utilization of nursing process as demonstrated by percent complete on 

chart audit. The conclusion may well be that older nurses do not do as 

well on tests but can perform as well as their younger peers. 
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Experience and the Nursing Process 

Is experience related to knowledge of and effectiveness in the use 

of the nursing process? Analyses of the means and standard deviations 

indicated that the more experienced nurses (the'over 10 years group) 

produced a lower mean than did the other two groups on both the pre- and 

post-tests and on understanding for the total sample. The less 

experienced group (under 6 years) did significantly better than the 

remaining two groups. Again, however, in the audit sample no 

significant differences were apparent when analyzing performance by 

percent complete on chart audit. The conclusion may well be that, as 

with the age variable, the more experienced nurses do not do as well on 

tests but can perform as well as the younger, less experienced nurses. 

Concluding Statements 

It should be recognized at this time that this study was quasi­

experimental in design, lacking a control group. Consequently, it is 

possible that variables other than independent variables of direct 

concern to the study contributed to the results obtained. However, 

given the experimental setting in which the study was conducted and the 

characteristics of the sample, it is unlikely that most of the internal 

threats to the validity of the study were in fact operational in this 

study and contributed directly to the results obtained. For example, 

maturation in this type of design is a threat; since the sample was an 

adult group and the duration of treatment was short, maturation is 

unlikely to have contributed in any significant manner to the results 

obtained. Contemporary history, those events occuring during the course 
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of a study but not a part of the design of the study, could, on the 

other hand, have played some role. In particular, it is possible that 

other activities in the job setting, while the nurses were working in 

the wards, led to their greater awareness and utilization of nursing 

process. However, this is unlikely to have been a major factor in the 

results since there was no systematic manner of obtaining information 

about the nursing process in the clinical settings and since the sample 

of nurses was divided among several classes taught over the course of 

one year, thus modifying the impact of anyone unusual event. Also, 

since the intent of this study was to investigate the effectiveness of 

an inservice training program on the utilization of nursing process, any 

secondary feedback of a normal type in the regular daily work 

experiences of the nurses is in fact a part of a program designed to 

integrate classroom theory and field practice. Thus, although there are 

a number of potential validity threats resulting from the nature of this 

study, it is reasonable to cautiously interpret these results as 

indicative of the effectiveness of this inservice training program. 

With appropriate recognition of the above limitations, it is 

possible to generalize with care the results of this study to other 

hospital settings in which this nursing process class might be placed 

into operation. This study demonstrated that nurses can be taught to 

use nursing process in the clinical setting. It also suggests a general 

procedure which might be used in inservice training at the hospital 

level or incorporated into the curriculum of the directed clinical 

practice sessions of schools of nursing. 
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The findings of the study indicate that nurses who have attended 

the nursing process class do evidence an understanding of the theory of 

nursing process and document the application of this knowledge in 

patients· charts. Analyses of data collected indicates improved 

utilization of the nursing process by staff since the original study. 

Audits indicate that newly-hired nurses who have participated in the 

training program document both understanding and utilization of the 

nursing process as they deliver nursing care to patients. 

Variables such as type of nursing education, age, and experience, 

though statistically significant related to performance on tests in the 

classroom, are generally less apt to be significant relative to the 

performance of practicing staff nurses. The relationship between the 

nurse·s knowledge and the application of that knowledge using acquired 

skills has been analyzed in this study from a generalist perspective and 

as such leaves room for more in-depth analysis at another time: 

examining the differences within groups in relation to the variables as 

stated above. 

The focus of this study, as previously described at the beginning 

of this chapter, was aimed at a small population of nurses in a 

particular hospital. It was a field study and as such had the imposed 

restraints of existing institutional regulations and the budgetary 

considerations frequently found in field studies. It is not intended to 

serve as an educational model for all nurses. The results of this 

study, however, indicate that this training course did teach these 

nurses, in this hospital under the imposed conditions of this program, 
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to transfer nursing process theory to practice and to document same in 

the patients' charts. To this researcher, this lends validity to the 

concern voiced by many authors cited in the literature review of this 

document (Chapter II) that the educational process for nurses must 

include not only the theory of nursing process but a practical method of 

application of the theory to practice. This training program combined 

those two components, and the results were positive. 

Teaching in isolation from practice has been advanced by many of 

the authors cited in the literature review as one of the potential 

contributing causes to lack of successful implementation of nursing 

process into nursing practice. This researcher would raise a subtle 

point for discussion or perhaps for future study: is the recognized 

disparity due to inadequate practice mechanisms or inadequate 

instruction in practice? 

RECOMMENDATIONS FOR FURTHER STUDY 

The contentions voiced throughout the literature review presented 

in Chapter II of this study appear to be substantiated by the 

researcher's original study and reinforced by the current one. Nursing 

process models taught in isolation from nursing operations are not an 

effective way to integrate this concept into nursing practice. Nurses 

are indeed resistant to changes in practice that they (1) do not 

understand, or (2) consider impractical at the operations level. Newly­

graduated nurses who have learned the conceptual model do not have the 

skills to implement the process in their practice as independent 
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practitioners; and without assistance from their peers, they soon 

confonn to the "old way of doing things." Older nurses who have 

resisted implementation of the model have frequently done so because 

they (I) have not understood the model or even the concept of models of 

practice, and/or (2) have lacked administrative direction and support to 

learn and implement the model. 

Nursing practice is increasing in scope and sophistication. The 

demands that are being made and will continue to be made on the 

professional nurse are significant; evidence the revamping of the 

healthcare delivery system with Diagnostic Related Groupings (DRG's) and 

Prospective Payment Organizations (PPO's). Nursing education can no 

longer afford the luxury of training nurses in isolation from the 

realities of the operations level. Proactive, process thinking must 

replace the traditional reactive component of nursing education if 

nurses are to be able to meet the demands of the health care system of 

the future. Data analysis and decision making are necessary components 

of the process. 

Newly-hired nurses come to an institution with many individual 

differences: age, experience, education, religious beliefs, personal 

values, and cultural experiences. They are a diverse population from 

various geographic areas and with only one common expectation: to 

practice professional nursing as defined by their professional 

organization and the state Nurse Practice Act. To what degree do these 

variables impact the ability of the nurse to utilize nursing process as 

a model of nursing practice? Further research on this question might 
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provide knowledge that would validate the current theories proposed for 

underutilization of nursing process. 

Nursing research that defines problems of both the academic and 

operational phases of nursing education and presents potential and 

workable solutions to these problems is a realistic place to start. 

Educational and training programs, co-sponsored by institutes of 

learning and health care facilities, developed, implemented, and 

evaluated by qualified personnel from each arena, is another direction 

to be explored. Tools for implementing nursing process as the basis of 

practice must be carefully designed to assist nurses as they practice, 

rather than obstruct, the flow of operations. Evaluations must be based 

both on cognition and the behavioral response of the nurse. Audit may 

be the tool, but the process is monitoring. An ongoing evaluative 

process is the final objective. 

This study should be replicated (including in the sample nurses 

in the outpatient, ambulatory care, and home health settings) in order 

to evaluate the effects of the patient-focused intent of the nursing 

process model. 

Evidence regarding the effectiveness of the use of the nursing 

diagnosis as a vital core component of the plan of care directing 

nursing practice would be beneficial. Are the explanations frequently 

advanced, i.e., the lack of a well-defined taxonomy of nursing diagnoses 

and an inherent resistance by nurses to diagnosis as a component of 

nursing practice, truly the causes for nurses' underutilization of 

diagnoses? Is the chasm between nursing education and nursing 
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management widening, despite good intentions on both sides, due to lack 

of collaborative practice? Does the present methodology of teaching 

nursing process to nurses obstruct the learning process as the search of 

the literature would indicate? Is the focus on utilization of nursing 

process so misdirected that the quality of utilization of nursing 

process is sacrificed in the training program? Many questions have yet 

to be answered. Yura and Walsh (1973) contend that the purpose of 

research is to reveal new knowledge and the purpose of problem solving 

is to solve an existing problem in a particular setting. The nursing 

process is essentially a problem-solving technique, but it also can be a 

useful tool in research. 

This researcher would posit that research is often necessary to 

provide the knowledge on which the decision-making process necessary to 

solve a problem is based. Experimental evidence of the validity of 

training programs such as this one would enhance the development of 

creditable and purposeful nursing operational research. 
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o.te _________ Tlme _________ Mode _________ Unll ________ _ 

Admliling Medical DllgnOll1 

A\lendlng Physician 
___________________ NoUlied Vel No Timellnlllel _______ _ 

Primary Physician ______________________________________ _ 

Medicines Brought To HOlpltal Ves No To Pharmacy? _________ Sent HomeWllh 
CurrentMedlcalions ______________________________________ _ 

Allergin: Food 
Medlcallonl _____________________________________ _ 

Alcohollngesllon? Ves No Amounl 
______________ Frequency 

Do you lee II IS a problem? ___________________________________ _ 

SmokIng Habits? Ves No Amounl 

Reported Drug Use (Non-plescrlbed) 

PHYSIOLOGICAL NEEDS ASSESSMENT 

SUBJECTIVE 

OXYGEN & CIRCULATION 

Pasl History _________________ _ 

NUiRITION 

eatIng hablll 

recent changes 

usual appetite 

diet prelerences 

ELIMINATION 

bowel habits 

recent changes 

bladder hablta 

OBJECTIVE 
T _______ P _______ R ______ R _______ __ 

Extremltl .. (pulsesl, _______ BP L _____ _ 

General body condition (I .•.• INlh. akin. abdomen) 

Prost hell I: o.nlu .. , 

Glasses Conl,cll 

PredisposIng Dise ... , 

0 1 2 3 Scor. 

Ab'enl Slight Moderate Se.era 0 
General Stale of Health 

0 1 2 3 Scora 

Good FaIr Poor Moribund 0 
Oral Nutrllion Inlake 

0 1 2 3 Score 

Good FaIr Poor None D 
Oral FluId Intake 

0 2 3 Score 

Good FaIr Poor None D 
HyptralimentaUon 0 3 Scor. 

None Yes 0 
Inconllnence 

0 2 3 Score 

Nona Occasional Freq. Ollen 0 
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MED/SURG CRITICAL CARE NURSING ASSESSMENT 

ACTIVITY Moblllly 

11"1l~leml 0 , 2 :) Seore 

11"lllng IIClI? Full UmlteCI Very Limit. Immoblll D 
a.ercl •• patteml AcUYlly 

0 , • 1\ Score 

Ambulating Needl Chair BeCl D 
Helll Ful Fisl ---

NEUROLOGICAUSENSORV Menial Sialul 

vision 0 , • II Scor. 

hearing Alert Lelhlrglc Semi Comllose D 
louch 

Coma ---
eonlcloulness 

Score Imell Clartly 
lasll Speech TOlal Seorl D 

II lolallcore II below lan, 
IcheCIule re-eyaluallon Clala. Dale: 
If lolal Icora II abo.alen, 
Imlliemani Poaillon Flow Sheel. (' I 

I SAFETY/SECURITY NEEDS ASSESSMENT J 
SUBJECTIVE OBJECTIVE 

SPECIFIC SAFETY/SECURITY NEEDS IDBanClOn V'I No 

Ablllly to communlcala naacla? (I.e~ language) 

IMMEDIATE PHYSICAL ENVIRONMENT Envlronmenlal s..laty Needs 

~.a., call bell, alCle ralll, .. alralnls, 

AWARENESS/ACCEPTANCE OF HEALTH STATE 

Reason lor hosllltallzallon 

CONTROL NEEDS/DEPENDENCY/NEEDS 

o.llre 10 partlclpale In cera 

ISOCIAL NEEDS ASSESSMENT! 

SUBJECTIVE OBJECTIVE 

Slgnlficanl olhera 

Family 

Splrllual (Religion) 

Dllcharge Planning 

NURSING DIAGNOSIS: GOALS: 

PlAN: 

Signalura/tlma 
______________ R.N. 
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KAISER 
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HOSPITALS 

PROBLEM LIST-NURSING 

N-148 11/74 

Problerr Date of Date and Relevant past or Number Onset Active Problems Si gna ture Inactive problems 
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Patient Progress Notes 

Date 
Time 
Problem fj 

Each Progress Note consists of the 
number and title of problem as 
stated on the Problem List and any 
or all of the following components: 
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NAME 

NOTES 

S - Subjective Data (Symptoms) 
o - Objective Data (Measurable Sign~ 
A - Assessment (Conclusions) 
P - Plan-Immediate or Future 
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Date 
Time NOTES Problem , 

-
--- -

-

-
-

- -

!.a 
Each Progress Note consists of the S - Subjective Data (Symptoms) 
number and title of problem as o - Objective Data (Measurable Signs 
stated on the Problem List and any A - Assessment (Conclusions) 
or all of the following components: P - Plan-Immediate or Future 



APPENDIX 0 

FLOW SHEET - NURSING 



131 

KAISER 

PERMANENTE 
MEDICAL CARE PROGRAM 

FLOW SHEET - NURSING 
DAll DAll OAT( DATI CAll 

PROCEDURE 

TURNED TO 
RIGHi SIDE 

TURNED TO 
lEFT SIDE 

TURNED TO 
ABDOMEN 

TURNED TO 
BACK 

UP IN 
WHEELCHAIR 

AMBULATE 

BED REST 

RANGE OF 
MOTION 
EXERCISE 

DEEP BREATHING 
INCENTIVE 
SPIROMETRY 

DOC. OF SKIN 
CARE ASSESS. IN 
PROG. NOTES Q SHIFT 

CANNOT BE 
TURNED TO: w 

a: 
::l 
~ « z 
Cl 
iii 



132 

KAISER 

PERMANENTE 
MEDICAL CARE PROGRAM 

FLOW SHEET - NURSING 

DAT[ DAll DAn OATl CAll 

",OCEDURE 

UJ 
II: 
:J 
l-
e( 
Z 
CI 
in 
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NAME: ______________ TODAY'S DATE ______ _ 

SEX: F M AGE: Under 25 

25 - 34 

35 - 44 

45 and over 

NAME OF NURSING SCHOOL YOU ATTENDED: ____________ _ 

LOCATION: ____________ _ 

YEAR OF GRADUATION: ------------------------
TYPE OF PROGRAM: ADN BSN DIPLOMA 

Graduate Degree Obtained: YES NO 

YEARS OF EXPERIENCE IN NURSING If yes, what: 

where: 
---

Are you: A full-time employee --
A part-time employee __ 

Less than 20 hours a week --
What shift have you been hired for? Day __ Evening Night 

What clinical arena will you be working in? 

Medical-Surgical ___ 

Maternal-Child 

Critica 1 Care 

Other 

Have you previously had a formal class in Nursing Process? Yes No 

If so, was it while you were in nursing school? Yes No 

PLEASE SEE REVERSE SIDE 
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-2-

How would you rate your understanding of the Nursing Process as the 
framework of Nursing Practice? 

I 
DON'T 

UNDERSTAND 
AT ALL 

1 2 3 4 

I 
HAVE A 

5 GOOD 
UNDERSTANDING 

Do you think that the use of the Nursing Process will positively affect 
nursing care given? 

YES NO 

WHY? ________________________________________________ _ 

Would you be willing to help implement Nursing Process utilization by 
modeling your nursing practice to your peers? 

YES NO 

IF NOT, WHY NOT? -----------------------------------------
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PRE-TEST 



NURSING PROCESS 

1. MATCH THE FOLLOWING: 

____ Nursing Process 

____ Theory 

Assessment 

___ Nursing Diagnosis 

____ Implementation 

Planning 

Evaluation 

Care Plan 

CIRCLE THE BEST ANSWER 
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PRE-TEST PAGE 1 

NAME --------------------
DATE --------------------

A. Appraisal of the outcomes of the 
planned intervention. 

B. Gathering pertinent data in relation­
ship to a patient's need or problem. 

C. Framework for organizing nursing 
Qctivity. 

D. Proposed description and explanation 
of the underlying principles of a 
particular phenomena. 

E. A judgment based on the nurse's 
scientific knowledge. 

F. A means of determining a course of 
action to meet the needs of the 
patient. 

G. A means by which the plan is put into 
action. 

H. A written record that gives direction, 
continuity, and communication between 
health team members and the patient. 

2. The final step in the assessment stage of the nursing process is: 

(a) planning nursing interventions 

(b) collecting subjective data 

(c) formulating a nursing diagnosis 

(d) writing a care plan 

PLEASE SEE REVERSE SIDE 
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NURSING PROCESS PRE-TEST PAGE 2 

3. Nursing Orders are also known as: 

(a) nursing actions 

(b) nursing interventions 

(c) nursing strategies 

4. The four phases of the nursing process are: 

(a) unrelated 

(b) dependent, independent and interrelated 

(c) dependent 

(d) independent 

5. The evaluation stage of the nursing process: 

(a) refers to examination of nurse's interventions 

(b) refers to the response of the nursing staff 

(c) refers to the quality of nursing care given 

(d) refers to the patient's response to nursing 
interventions 
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NURSING PROCESS 

1. MATCH THE FOLLOWING: 

__ Nursing Process 

__ Theory 

Assessment 

__ Nursing Diagnosis 

__ Implementation 

__ Planning 

Evaluation 

Care Plan 
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POST-TEST 

NAME -------------------
DATE -------------------

A. Appraisal of the outcomes of the 
planned intervention. 

B. Gathering pertinent data in relation­
ship to a patient's need or problem. 

C. Framework for organizing nursing 
activity. 

D. Proposed description and explanation 
of the underlying principles of a 
particular phenomena. 

E. A judgment based on the nurse's 
scientific knowledge. 

F. A means of determining a course of 
action to meet the needs of the 
patient. 

G. A means by which the plan is put into 
action. 

H. A written record that gives direction, 
continuity, and communication between 
health team members and the patient. 

2. The final step in the assessment stage of the nursing process is: 

(a) 
(b) 

~~~ 

planning nursing interventions 
collecting subjective data 
formulating a nursing diagnosis 
writing a nursing care plan 

PLEASE SEE REVERSE SIDE 
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NURSING PROCESS -2- POST-TEST 

3. The planning phase of the nursing process involves: 

(a) establishing expected behavioral outcomes for the patient. 
(b) setting priorities of care. 
(c) developing specific nursing interventions. 
(d) prioritizing patient problems. 
(e) all of the above. 

4. A nursing diagnosis is: 

(a) 
(b) 

~~~ 

identifying the cause of the patient's medical problems. 
a summary of signs and symptoms. 
a statement of pathophysiology. 
a statement of a problem with which the patient alone can no 
longer cope. 

5. The following is a correct statement of nursing diagnosis: 

(a) 
(b) 

~~~ 

depression. 
anxiety. 
insomnia secondary to change in working schedule. 
immobility due to pain of arthritis in hips. 

6. A short term goal is: 

(a) a plan of action. 
(b) a nursing diagnosis. 
(c) an expected outcome. 
(d) progressive day-to-day patient behavior. 

7. A long term goal is: 

(a) 

~~~ 
(d) 

progressive day-to-day patient behavior. 
a criterion for discharge. 
a nursing diagnosis. 
an expected outcome. 

8. Nursing orders are also known as: 

(a) 
(b) 
(c) 
(d) 

nursing actions. 
nursing interventions. 
nursing strategies. 
nursing diagnoses. 
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NURSING PROCESS -3- POST-TEST 

9. Nursing orders: 

(a) provide continuity of care from shift to shift. 
(b) establish priorities of care. 
(c) set goals for the nurse. 
(d) (a) and (b) only. 

10. A correctly written nursing order contains the following components: 

11. 

12. 

~g~ 
(c) 
(d) 

The 

(a) 
(b) 
(c) 
(d) 

The 

(a) 

date, content, signature 
date, content, action, signature. 
a statement of collected data. 
none of the above. 

content of a nursing order includes: 

what should be done. 
when it should be done. 
who should do it. 
(a) and (c) only. 

following is a correct example of a nursing order: 

ambulate with assistance, two lengths of the corridor, four 
times a day at 0830, 1230, 1630 and 2000. 
keep left leg elevated on two pillows when in bed. 
force fluids each shift. 
encourage patient to test urines daily. 

13. The evaluation stage of the nursing process: 

(a) refers to examination of the nurse's interventions. 
(b) refers to the response of the nursing staff. 
(c) refers to the quality of nursing care given. 
(d) refers to the patient's response to nursing interventions. 

PLEASE SEE REVERSE SIDE 



NURSING PROCESS -4-

14. The evaluative phase may: 

(a) 
(b) 
(c) 
(d) 

validate effective use of nursing interventions. 
result in identifying new problems. 
identify resolution of problems. 
(a) and (c) only. 

15. The four phases of the nursing process are: 

(a) 
(b) 
(c) 
(d) 

unrelated. 
dependent, independent and interrelated. 
dependent. 
independent. 
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POST-TEST 
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DATE --------- TIME~ ____ _ UNIT _______ _ 

Patient Name __________ Chart No. ___ Age __ Sex __ 

Admitting Medical Diagnosis __________________ _ 

Admission Date -------------- Discharge Date _________ _ 

Is this the patient's first hospital admission? ----------
Is this the patient's first hospital admission with diagnosis? -----

A. Nursing Assessment Form YES NO COMMENT 

1. Is all infQrmation filled in? 
(Not applicable (NA) and/or 
Deferred are valid) 

2. Is there evidence that the patient's 
immediate needs were assessed by a 
registered nurse? 

3. Is there evidence that the initial 
assessment form was completed? 

Is there documented evidence of a 
Nursing Diagnosis on the initial 
assessment sheet? 

4. Is there documentation of formul a-
tion of a plan of care on the 
initial assessment? 

5. Are there goals specified on the 
initial assessment sheet? 

6. Is assessment sheet signed by an 
R.N.? 
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B. Problem List YES NO COMMENT 

1. Is there documentation of the 
patients problems on the Problem 
List using a Nursing Diagnosis? 

2. Does each problem have a Roman 
numeral as a designator? 

3. Is the Nursing Diagnosis a 
statement of a problem that may 
be treated through nursing 
intervention? 

4. Is there documented evidence 
that problems have been 
resolved? 

5. Is there evidence of new 
problems being documented 3 
days after the admission of 
the patient? 

Is there evidence of the 
patient's problems being 
resolved 5 days after 
admission? 

C. Progress Notes YES NO COMMENT 

1. Are dates and specific times 
indicated with comments for 
each shift, followed by 
signatures with titles? 

2. Are pertinent observations and 
communications recorded using 
the S.O.A.P. format? 
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3. Are nursing interventions 
recorded as directed by the 
plan of care? 

4. Are there indications of a 
psycho/social assessment; 
i.e., pain, fear, 
depression, etc? 

5. Is there evidence of newly-
assessed problems 1 days 
after the original assess-
ment done on admission? 

6. Is there evidence that the 
effectiveness of care has 
been evaluated by ~ #5 
after admission by t e-Con-
sistent recording of one 
or two items? -

-

7. Is there documentation of 
discharge planning for the 
patient when necessary? 

D. Flow Sheet YES NO COMMENT 

1. Is there documentation of 
1 or 2 items flowing from 
the plan on this sheet? 

Number of YES answers ----
Number of NO answers 

Total Answered 


