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ABSTRACT 

A descriptive design was used to describe five client outcome 

scales as potential measures of quality care in home health care: 

discharge status, client satisfaction, medication adherence, general 

symptom distress and caregiver strain. The conceptual model used 

necessitated three separate samples: a discharged sample of 20 clients, 

an active client sample of 14 subjects and a caregiver sample of three 

subjects for a total of 37 subjects. Structured interviews and ques

tionnaires were used; descriptive statistics were applied to scores. 

The most notable indicator of quality of care, the medication adherence 

scale, showed all clients taking medications as prescribed. The primary 

reason for discharge showed that the client could manage without further 

services. Clients reported that they were somewhat satisfied or very 

satisfied with services. Caregivers reported a low perceived level 

of stress. The scales measuring discharge status and symptom distress 

need further investigation to determine if they are true indicators 

of the concept of quality care. 
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CHAPTER I 

INTRODUCTION 

The issue of quality of care and the development of standards 

of professional practice have been a continual concern of community 

health nurses. The literature of the past ten years reports several 

extensive projects by community health nurses striving to find reliable 

and valid methods of measuring quality care (Atchley, 1989; Phaneuf, 

1976; Decker, Stevens, Vancini & Wedeking, 1979; Daubert, 1979 & 

LaLonde, 1988). "Evaluation of health services is an emerging social, 

medical, nursing and political issue" (Davidson, 1978, p. 41) and 

"seldom before has there been such wide interest in the quality of 

our nation's health care" (Wyszewianski, 1988, p. 13). 

The health care consumer of today is well informed, has a high 

degree of sophistication and has high expectations of accountability 

from the professions regarding the quality of care being delivered. 

Sabatino (1986, p. 36) states, "accountability to the consumer plays 

a potentially central role in the checks and balances for quality 

assurance in home care". 

Professionalism and self-regulation are current issues confron

ting the nation's nations. Zimmer (1974, p. 305) states, "quality 

assurance requires responsible self, peer group, and institutional 

review of patient health/wellness outcomes, costs and benefits". In 
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addition, "evaluation is the practitioner's way of ascertaining whether 

or not his work, to say it simply, is good" (Bloch, 1975, p. 257). 

The purpose of this study evolved from the desire of one such 

"practitioner", as described by Bloch (1975), to know the quality of 

care delivered by her agency. As executive director and nurse-owner 

of a small private, fee-for-service home care agency in the Southwestern 

United States, she provides at-home supportive services to approximately 

120 adult frail-elderly clients. The care is supervised by two RN-

nurse case managers working with a number of personal care assistants 

and nurses aides. The agency, which is licensed as a home health agency 

with the State of Arizona, states that its mission and philosophy are 

"to provide in-home supportive services which promote and maintain 

peoples' well-being and to create a community which fosters health-

wellness and full participation in life" (Cataline In-Home Services, 

Inc., 1981). The focus of the care provided is to prevent the illness 

cycle by maintaining a safe, stable, supportive environment for clients 

on a long-term basis if needed, as opposed to providing the more techni

cally skilled-nursing care required for the acute, episodic health 

conditions which are covered by Medicare insurance. For this reason, 

this agency has not sought Medicare certification for reimbursement 

purposes but relies on privately paid fee-for-service. 

Although most of the research related to quality assurance 

methods in community health settings is also concerned with meeting 

Medicare guidelines for quality care (Daubert, 1979; Atchley, 1989; 

LaLonde, 1988), it is understandable that the smaller non-Medicare 
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certified agencies should also want to demonstrate professional accoun

tability and quality assurance. The purpose of this study is to describe 

the appropriateness of utilizing the variables of discharge status, 

client satisfaction, taking prescribed medications as prescribed, 

general symptom distress and caregiver strain as measures of quality 

of care of a home health agency. 

Quality Assurance 

The perception of quality is difficult to quantify and ultimately 

rests in the eye of the beholder. Those responsible for reimbursement 

see quality as a cost-benefit ratio, whereas, the recipient views 

quality almost as a "basic human right". 

Donabedian (1976:xiii), who has written numerous articles and 

books on the subject of quality of care over the past 20 years, offers 

this description of the qualities that a profession must have: 

There is a "social contract" between society 
and the professions. Under its terms, society 
grants the profession authority over functions 
vital to itself and permits it considerable 
autonomy in the conduct of its own affairs. 
In return, the profession is expected to act 
responsibly, always mindful of the public 
trust. Self-regulation to assure quality 
in performance is at the heart of this rela
tionship. It is the authentic hallmark of 
a mature profession. 

The concept of quality assurance in nursing was introduced by 

the professional standards review organizations (PSRO) established 

by Public Law 92-603 in 1972. Shortly thereafter, Zimmer (1974) advised 

that "registered nurses should be making the changes needed to respond 

to this priority". This law mandated that all care covered for payment 
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under federal programs, independent of delivery system, would be subject 

to review by PSROs. 

Initially, the certification and accreditation bodies "focused 

primarily on structural and process assessments of the care delivered" 

(LaLonde, 1988, p. 20). However, with these two approaches "compliance 

often depends more on completing paperwork correctly than on performing 

the actual care with quality" (Sabatino, 1986, p. 37). 

Donabedian (1969, p. 1822), who is viewed as the father of the 

academic enterprise of quality assessment in health, offers three 

categories of investigation: structure, process, and outcome. He 

describes them as "approaches" to assessing, not as "attributes" of 

quality assessment. 

Structural Assessment 

Structural assessment refers to evaluation of the organizational 

structure of the agency such as; lines of authority, mission, philo

sophy, the special training of its staff, the existence of required 

policies and regulations, and the fiscal resources (Sabatino, 1986, 

p. 35). 

Process Assessment 

Process assessment "refers to what one does to, for, and with 

a client. It includes the adequacy and necessity of nursing inter

ventions rendered a particular client with a particular problem, what 

was actually done for a particular problem, when, and by whom, and 

the way in which the care was delivered" (LaLonde, 1988, p. A-6). 
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Assessment is accomplished by a retrospective review or audit of client 

records using a checklist of predetermined criteria. 

Outcome Assessment 

Outcome-measures denote observable "changes in the health status 

of the client from one point in time to another" (Peters, 1989, p. 

134). They are "concerned with the end result of care" (Sabatino, 

1986, p. 35). Because they answer the question, "what difference did 

our nursing interventions have on the health status of the client?", 

they are considered to be the most valid measures of quality of care 

delivery. 

Community health agencies have been very active in developing 

quality assurance programs during the past decade as a result of 

externally imposed regulations regarding standards of care. These 

standards have focused primarily on structural and process assessments 

of the care delivered. "It is anticipated that in the future these 

external regulating bodies will require a method of assessing client 

outcomes as the ultimate validators of quality assurance" (LaLonde, 

1988). 

At present, there are a few existing models which were developed 

specifically for measuring client outcomes in quality assurance. They 

are; the "Core Criteria" model (Decker, et al., 1979), the "Rehabili

tation Potential" model (Daubert, 1979), and the LaLonde (1988) "Outcome 

Scales" model. 

As a home health care agency accredited by the State of Arizona, 

Catalina In-Home Services, Inc. has both structural and process 
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assessment criteria in place. To complete the quality assurance process 

it was necessary to find a model for measuring client outcomes that 

would be appropriate for a small, private home health care agency. 

Purpose of Study 

The purpose of this study was to describe the use of a model 

for measuring client outcomes in a small private home health care 

agency. The client outcome variables described are; discharge status, 

client satisfaction, taking prescribed medications as prescribed, 

general symptom distress and caregiver strain, and their appropriateness 

as measures of quality of care are discussed. 

Significance of Study 

The issue of quality of care has become a matter of public 

debate, the results of which will ultimately shape the delivery of 

health care (Peters, 1989, p. 133). According to Daubert (1979, p. 

450), agencies wanting good quality assurance programs must ask the 

question "what difference did agency service make in the patient's 

health status?". Another question most frequently asked by funding 

sources and others is "what methods of quality assurance are being 

used in community health programs" (Flynn & Ray, 1979, p. 650). Zimmer 

(1974, p. 650) summarizes the importance of quality assurance to nursing 

by describing it as "an adaptive change that is required for survival". 

To fail to develop ways to measure and publish wisely, the performance 

of our health care systems, could cause ill-informed choices and may 

cause sacrifice of the legacy of caring that we should seek to preserve 

(Berwick & Knapp, 1987, p. 52). 
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Currently, there are few reliable and valid instruments readily 

available for use in measuring outcomes of care in the community 

setting. The desire of the executive director of Catalina In-Home 

Services to find a method of measuring client outcomes to complete 

their quality assurance program resulted in this research study. 

Summary 

The hallmark of a mature profession is the manner in which it 

displays accountability to the public through self-regulation to assure 

quality in performance. This chapter discusses the components of 

quality assurance; structure, process, and outcomes. The ultimate 

validators of quality care are seen by many researchers to be the client 

outcomes, or the end products of care. The challenge is to develop 

methods of measuring client outcomes in diverse community settings 

using existing models. 
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CHAPTER II 

LITERATURE REVIEW AND CONCEPTUAL FRAMEWORK 

Review of Literature 

This chapter presents a review of literature about quality 

assurance in health care and the measurement of client outcomes, which 

is one of the three components of quality assurance. 

"The passage of Public Law 92-603 in 1972 and the advent of 

Professional Standards Review Organizations" made "quality assurance 

a familiar term to nurses" (Schmadl, 1979, p. 462). Although nursing 

has always been concerned with the standards of care delivered, the 

passage of this statute "represents a movement from private account

ability to public accountability" (Zimmer, 1974, p. 306). 

Pressures on agencies to document the effectiveness of their 

services came from "a variety of sources such as, third-party payers, 

state mandates and requirements, and legislators and the public" 

(Daubert, 1979, p. 450). 

"In essence, community health nursing is being forced to support 

its reason for being" (Flynn & Ray, 1979, p. 650). 

"The quality of health care today is of considerable interest 

to both recipients and providers" who may perceive it differently "but 

agree that such care is good if it positively alters the health status 

of the client who receives it" (Decker, et al., 1979, p. 278). 
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During the 1980s the health care industry has undergone drastic 

changes driven by efforts to contain costs. Under the cost-based 

reimbursement system of the 1970s and earlier, "the fear was that too 

many, unnecessary services would be provided, resulting not only in 

a waste of resources but also that they would be deficient in quality" 

(Wyszewianski, 1988, p. 14). 

In contrast, under the current Medicare Diagnosis-Related-Group 

(DRG)-based Prospective Payment System (PPS), which emerged during 

the early 1980s, there has been what has come to be known as "sicker 

and quicker" discharges of clients from the acute care facilities to 

the community (Sabatino, 1986, p. 33). "Under DRG-based payment, under-

provisions of services", leading to deficient quality of care, "is 

the feared result and has captured the attention of the public at large" 

(Wyszewianski, 1988, p. 14). 

"The public gave health care professionals the authority to 

deliver health care, and it is asking for an accounting for the quality 

of at least three parameters; accessibility, effectiveness, and effi

ciency" (Zimmer, 1974, p. 314). Wyszewianski (1988, p. 14) observed 

that "the current revival of interest in quality stems from the con

tinued rapid rise in health care expenditures", the concern being "how 

cost containment efforts ara affecting quality of care". Without a 

means to address concerns of underprovisions of services in the DRG-

based payment system, the Joint Commission on Accreditation of Health

care Organizations (JCAHO) "responded by embracing quality assessments 

based on outcomes as the cornerstone of its future strategy" 

(Wyszewianski, 1988, p. 16). 
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For more than a decade, community health agencies have been 

developing quality assurance programs in response to outside regulatory 

bodies. One of the problems is that there has been a lack of coordi

nation in this endeavor. "Each (agency) is separately developing 

criteria and modifying methods for use in their program, rarely sharing 

experiences" (Flynn & Ray, 1979, p. 652). 

"The majority of this nation's homecare agencies have been 

assessing the quality of their care via the structural and process 

approaches" (LaLonde, 1989, p. 51). Daubert (1979) points out a weak

ness with this in that it answers the question "Does a patient receive 

good care?" but does not answer, "What difference did agency service 

make in the patient's health status? - which can only be answered by 

evaluating patient outcomes". 

Client Outcome Models 

"The assumption that better health care produces better health 

outcomes has been the foundation of much of the search for operational 

definitions of quality" (Berwick & Knapp, 1987, p. 51). 

Given, et al. (1979, p. 86) states that "outcomes are the para

meters a health care professional uses to modify and revise therapeutic 

activities in response to the course of disease". 

There are many examples in the literature as to how outcome 

criteria can be developed. Peters (1989, p. 134) points out that "as 

a construct, patient outcomes are immensely complex". Three components 

to be considered regarding patient outcomes "are reliability and vali

dity, characteristics, and elements of measurement" (Lohr, 1988). 
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Donabedian (1981, p. 410) states, "these things, whether called charac

teristics or attributes, must be so clearly defined that we can say 

with confidence whether they are present or absent, and measure them". 

Both Zimmer (1974, p. 308) and Lohr (1988, p. 39) suggest that 

as the public claims a "right" to health, there is a need to change 

the "traditional" method of classifying health outcomes by "negative 

indices" such as "death, disease, disability, discomfort, and dissatis

faction", to positive indices such as "survival rates, states of 

physiologic, physical, and emotional health, and satisfaction". 

Core Criteria Model 

Decker, et al. (1979, p. 278) describes a statewide effort among 

community health nurses to develop patient outcomes based on medical 

diagnosis. The project was funded by the Northland Regional Medical 

Programs, Inc., under a HEW grant. The nurses designed "120 sets of 

outcome criteria for 39 different health care conditions" called "core 

criteria". An example of a "core criteria" in this model would be 

the diagnosis "congestive heart failure". One expected client outcome 

for this core criteria would be "cardiovascular status maintains stable 

pattern", and one of the indicators that the outcome had been achieved 

would be "pulse rate between 60-90 per minute" (Decker, et al., 1979, 

p. 281). Validity and reliability data on this model are not known 

at this time. 

Rehabilitation Potential Model 

Daubert (1979) maintains that "using outcome criteria based 

on patient diagnosis is an impractical, unwieldy approach" because 
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the paperwork is prohibitive. Instead, she developed a patient classi

fication system for her home care program, based on each patient's 

"rehabilitation potential". Patients are classified into one of five 

categories of care, regardless of diagnosis or problems. The five 

categories include recovery, self-care, rehabilitation, maintenance 

and terminal. The categories are defined by specific criteria including 

an overall outcome objective and a number of sub-outcome objectives. 

One of the advantages of this system is that it works well with clients 

who have multiple diagnoses. 

Problem Oriented Model 

This model was developed by the Visiting Nurse Association of 

Omaha (Simmons, 1988) under contract with the Division of Nursing of 

the Department of Health and Human Services (DHHS). The system delin

eates 44 client problems assessed by community health nurses. Outcomes 

are rated for each problem on a five-point Likert Scale using the 

concepts of knowledge, behavior and status. Each concept is operation-

alized for a client problem using the signs and symptoms associated 

with the problem (Peters, 1989, p. 135). 

Client-Centered Outcome Scales Model 

This model was developed by LaLonde (1988) in conjunction with 

the Home Care Association of Washington and funded by the Health Care 

Finance Administration (HCFA). LaLonde (1988, p. 22) describes how 

"home care representatives from 18 home care agencies across Washington 

State helped rank criteria in terms of their appropriateness and 

importance to home care", which ultimately lead to the development 
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and pilot testing of eight outcome measurement scales. The scales 

deal with those aspects which have been identified (Donabedian, 1980; 

Schmadl, 1979; Lohr, 1988) as related to outcome measurement in asses

sing quality which are: health status (states of physiologic, physical, 

and emotional health), knowledge or mastery, comfort, and satisfaction 

or compliance. The scales can be applied to all home care patients 

regardless of diagnosis. Five of LaLonde's scales (1988) take the 

format of structured interviews and two have the format of a self-

reported questionnaire. The scale which addresses the discharge status 

uses a checklist for reviewing closed records. The scales consist 

of; discharge status, client satisfaction, taking prescribed medications 

as prescribed, general symptom distress, caregiver strain, functional 

status, knowledge of health problem, and physiological indicators. 

An adaptation of LaLonde's model provides the framework for this evalu

ation study and includes the first five outcome measurement scales. 

Discharge Status. Discharge status is important as a measurement 

of client outcomes not only because it measures the negative changes 

of health status such as mortality and increased disability but also 

because it can measure positive health status changes such as recovery 

or a return to independent function. Looking at the reason for discharge 

and the discharge location can provide valuable information to an agency 

regarding, for example, whether it should expand services or if its 

care is adequate to meet the clients needs (LaLonde, 1988). 

Client Satisfaction. The Patient Home Care Survey is a client 

satisfaction measure. Satisfaction is assumed to consist of a cognitive 



evaluation and an emotional reaction to the structure, processes, and 

performance of health care service agencies as suggested in research 

findings by Greenley and Schoenherr (1981). "A reason for measuring 

satisfaction with care is that it may be a direct or indirect indicator 

of outcome" (Cleary & McNeil, 1988, p. 31). 

Taking Prescribed Medications as Prescribed. This scale relates 

to quality measurement in that it can be considered a client outcome 

because it demonstrates "knowledge or mastery" on the part of the client 

and "compliance/behavior" with a medical treatment plan (Schmadl, 1979; 

Donabedian, 1987). LaLonde (1988) states, "the scale will provide 

valuable feedback to staff in terms of the percentage of prescribed 

medications administered as prescribed and not as prescribed by each 

client/caregiver. These data will red flag clients or caregivers 

requiring interventions specifically aimed at trying to improve medicat

ion administration behavior. 

General Symptom Distress. Cleary and McNeil (1988) state that 

"outcome refers to a change in a patient's current and future health 

that can be attributed to antecedent health care". For this particular 

outcome scale, LaLonde (1988) lists as one of its purposes, "to provide 

home care staff with timely feedback on how well they are or are not 

doing in terms of managing clients' distressing symptoms". Donabedian 

(1987) and Berwick and Knapp (1987) state that measures of "comfort" 

and client "welfare" are outcomes for measuring quality. 

Caregiver Stress Survey. Worchester and Quayhagen (1983) report 

that stresses on caregivers decrease their "willingness to continue 

caring for an elderly family member, but also precipitate the decision 
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to institutionalize the member". Zarit, Reever and Bach-Peterson (1980, 

p. 653) suggest that "an intervention program that increases informal 

social systems may be effective with a caregiver experiencing burden. 

Professionals can provide this service by forming a supportive counsel

ing relationship with involved family members". LaLonde (1988) found 

in her study that objective strain of the caregiver could be reduced 

through the introduction of personal aid services, supportive equipment 

that enables greater self-care, and respite services. 

Conceptual Framework 

"Every attempt to assess the quality of care must begin with 

a conceptual formulation that defines quality in general and also with 

reference to the particular context in which assessment is to take 

place" (Donabedian, 1987, p. 75). Phillips (1986, p. 369) states that, 

"underlying every measurement technique currently being used is a con

ceptual model that specifies the appropriate uses for the technique, 

the assumptions that must be met for its use, and the level of measure

ment that is produced". 

The model for quality assurance, described by LaLonde (1988, 

p. 20), provides the conceptual framework for this study (Figure 1), 

and the definition of quality assurance offered by Schmadl (1979, p. 

465), seems to summarize the components of a conceptual definition 

most adequately: 
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IDENTIFY GOALS 

& VALUES 

IDENTIFY 
CRITERIA & 
RELIABLE. VALID 
SCALES 

TAKE ACTION 
4 RE-EVALUATE 

CHOOSE 
ACTION 

/ COLLECT DATA ON 
/ EXISTING LEVELS 

OF CARE XSMIFY 
COURSES 

OF ACTION 

MAKE 
INTERPRETATIONS 

Figure 1. Model of the Quality Assurance Process 

Source: From "Quality Assurance Manual of the Home Care Association 
of Washington" by B. LaLonde, 1988, p. A-4. Copyright 1986 
by the Home Care Association of Washington. Reprinted with 
Permission. 
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Quality assurance involves assuring the con
sumer of a specified degree of excellence 
through continuous measurement and evaluation 
of structural components, goal-directed nursing 
process, and/or consumer outcome, using pre-
established criteria and standards and avail
able norms, and followed by appropriate 
alteration with the purpose of improvement. 

The rationale for choosing the LaLonde model as a conceptual * 

model for this study was that it seemed to be the most pragmatic model 

for use in a small private agency delivering care to a small population. 

The model was designed for use with all home health clients without 

differentiation (LaLonde, 1989, p. 51). The questionnaire/interview 

format was economical in terms of time and personnel required to admini

ster the outcome scales. This would be important to this agency if 

considering using this model as a permanent part of their quality 

assurance program. Furthermore, models that require developing a 

patient classification system or monitoring several core criteria would 

be cumbersome to a small agency. 

Moving in a clockwise circular direction, LaLonde1s model (1988, 

p. 21) (Figure 1) identifies the following steps in the quality assur

ance process. 

Identify Goals and Values. The goals and values of an organiza

tion are found in the mission and philosophy statements and as such 

are translated to the staff as a code of expected performance standards. 

Assessment of this area is a part of structural assessment. LaLonde's 

scales were not designed to measure this aspect and assume that this 

area has been assessed by regulating bodies such as licensure by the 

State or Medicare. 
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Identify Criteria and Reliable, Valid Scales. The criteria 

for structure and process assessment are usually dictated by a regula

ting body such as a State Health Department. Process criteria relate 

to documentation to verify appropriate and necessary nursing actions 

taken on the clients behalf according to their diagnosis and needs. 

Chart audits are most commonly used to assess process. Outcome cri

teria, although not mandated by all regulating bodies, are necessary 

to complete the assessment portion of the quality assurance process. 

LaLonde's scales (1988) specifically address measurement of client 

outcomes. The scales developed by LaLonde (1988) require the use of 

three different sample groups; clients who were discharged from ser

vices, clients who are actively receiving services and caregivers who 

are caring for clients who are actively receiving services. 

Collect Data on Existing Levels of Care. In LaLonde's model 

(1988) instruments in the form of structured interviews and question

naires are used to measure client outcomes or changes in the health 

status of clients as a result of the care which was delivered in the 

past or the care which is currently being delivered. 

Make Interpretations. The data collected is reviewed for areas 

of deficiency in nursing interventions and the lack of client knowledge 

or adherence behavior with a prescribed treatment plan. 

Identify Courses of Action. The agency staff or quality assurance 

committee utilize the results to formulate alternative plans or changes 

to remedy the deficiencies. 

Choose Action. A course of action is chosen which may involve 

implementing new policies or procedures. 
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Take Action and Re-evaluate. Changes or actions are re-evaluated 

over a period of time and feedback is given to determine if the actions 

taken have corrected the deficiency. 

Statement of Problem 

This study was conducted to describe the five client outcome 

variables; discharge status, client satisfaction, taking prescribed 

medications as prescribed, general symptom distress, and caregiver 

strain and their appropriateness as a measurement of the delivery of 

quality care (assurance) to a frail elderly population receiving suppor

tive services at home. The outcome variables were originally developed 

for a different type of agency in another part of the country and 

adapted for use in this study. 

Research Questions 

1. Is the quality of care of clients in this agency reflected 

in terms of discharge location and reason for discharge 

as measured by the Discharge Status Scale? 

2. Is the quality of care of clients in this agency reflected 

in terms of satisfaction with services provided as measured 

by the Client Satisfaction Survey? 

3. Is the quality of care of clients in this agency reflected 

in terms of medication adherence behavior as measured by 

the scale, Taking Prescribed Medications as Prescribed? 

4. Is the quality of care of clients in this agency reflected 

in terms of symptoms experienced and their severity level 

as measured by the General Symptom Distress Scale? 
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5. Is the quality of care of clients in this agency reflected 

in terms of self-reported stress of caregivers as measured 

by the Caregiver Strain Survey? 

Definitions 

The following terms will be used: 

1. Client outcomes - the end results of care expressed in 

terms of a change in the client's health status or adherence 

behavior and satisfaction. 

2. Discharge status - the reason for terminating service and 

the location of client after service is concluded. 

3. Patient satisfaction - client's subjective evaluation of 

the delivery of health care. 

4. Taking prescribed medications as prescribed - adherence 

to the physician's orders of time, frequency, and dosage 

of medication administration. 

5. General symptom distress - 11 most common aspects of discom

fort experienced by clients. 

6. Caregiver - individual giving personal care to client, 

family/friend/neighbor. 

7. Caregiver strain - perceived stress/burden experienced 

by family/friend/neighbor giving care to client at home. 

8. Quality care (assurance) - a process for determining if 

the highest degree of care is delivered to the client. 

Figure 1 is a diagrammatic summary of the quality assurance 

process (LaLonde, 1988, p. 21). 
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9. Frail elderly - individuals 70 years of age or older who 

need some form of assistance at home. 

10. Supportive services - all those activities performed in 

the home by nurses, home health aides, and housekeepers, 

that make it possible for a client to continue to live 

at home. 

Summary 

This chapter presents a review of the literature pertinent to 

quality assurance which has evolved since the passage of Public Law 

92-603 in 1972 introducing professional standards review organizations 

(PSRO) as regulating bodies of quality assurance in health care. 

Many home health care agencies have implemented structural and 

process assessment protocols in their quality assurance programs but 

no universal instrument exists for measuring the third component of 

quality assurance, client outcome assessment. There are a number of 

models that have been researched but as yet there is no single model 

with a broad enough application to apply to all community health 

settings. Current models utilize patient classification systems, medi

cal diagnosis, or health status questionnaires and interviews. 

This study was conducted to describe five client outcome vari

ables; discharge status, client satisfaction, taking prescribed 

medications as prescribed, general symptom distress, and caregiver 

strain and their appropriateness as a measurement of the delivery of 

quality care (assurance) to a frail elderly population receiving suppor

tive services at home. The outcome variables were originally developed 
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for a different type of agency in another part of the country and 

adapted for use in this study. This chapter presents a conceptual 

framework from which to view the process of quality assurance as descri

bed by LaLonde (1988). Finally, this chapter defines the research 

questions. 
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CHAPTER III 

METHODOLOGY 

In Chapter Three the research design, data collection procedure, 

sample population and instruments utilized are described. Analysis 

of data including reliability of instruments utilized is also addressed. 

Research Design 

A descriptive design was used to allow the researcher to modify 

a study conducted by LaLonde and the Home Care Association of Washington 

(1988) using five of the eight scales developed to measure client out

comes in home health care. Written permission from LaLonde (1988) 

was obtained to reproduce the scales for this study (Appendix A). 

Data was collected by the use of structured interviews, self-

report questionnaires and a retrospective review of closed charts. 

Sample Population 

The conceptual model chosen for this study necessitated the 

use of three sample groups: the discharged sample, the active client 

sample and the caregiver sample. 

The discharged sample consisted of a convenience sample of 20 

of the most recently discharged clients, frail elderly men and women, 

who were discharged from services from a home care agency. Data was 

obtained through a retrospective review of closed charts for the dis

charge status scale which is a checklist of the location and reason 



33 

for discharge. Self-report questionnaires were also mailed to this 

group inviting them to participate in this study by responding to a 

satisfaction survey scale. Follow-up phone calls were made. 

The active client sample consisted of a convenience sample of 

14 frail elderly men and women who were actively receiving supportive 

services from a home care agency's nursing caseload, and who were con

tacted and asked to participate in the study. Subjects in this group 

received a home visit from the nurse investigator at which time struc

tured interviews measuring medication adherence and general symptom 

distress were administered. 

The caregiver sample consisted of a convenience sample of three 

informal caregivers of clients who were actively receiving supportive 

services from a home care agency. They were contacted and invited 

to participate in this study and received a home visit from the nurse 

investigator at which time a self-report questionnaire was administered. 

To be included in the sample, all clients had to meet the follow

ing criteria: 

1. Were on the service more than one week and willing to 

participate in the study. 

2. Age 70 or older, except for caregivers. 

3. Currently receiving services or previously received services 

supervised by a nurse case manager. 

4. Able to read and understand English. 

5. Alert and oriented. 

6. Not be under medical treatment for mental illness. 

7. Not be hearing impaired. 



34 

The one exception to these criteria was that the age of the 

individual responding to the "Caregiver Survey" could be 18 years of 

age or older. 

Protection of Human Subjects 

The procedure followed in this study was approved by the Human 

Subject Ethical Review Committee. In order to protect the subject's 

right to confidentiality, a number coding system was employed to iden

tify all responses. The subject's name was not used on the Demographic 

sheet or on the Outcome Scale sheets. The subject's name was not made 

available to anyone other than the nurse case manager visiting the 

client and the investigator. The investigator advised all subjects 

of the nature of the study. 

All subjects were told that their participation was voluntary 

and that they could refuse to participate or withdraw from the study 

at any time, if so desired. If they chose not to participate or to 

continue in the study, they were advised that their decision would 

not affect the relationship that they have with their nurse. 

Setting 

The setting for the conduct of the research project was the 

client's home, except for the retrospective review of charts which 

took place in the home care agency. A small private fee-for-service 

home care agency in the Southwestern United States was the organization 

which provided the client caseload from which subjects were selected 

according to criteria described previously. 
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Method of Data Conection 

After permission was granted by the Human Subjects Committee 

to begin the investigation, the investigator contacted the executive 

director of the designated home care agency and received written permis

sion to conduct the study in cooperation with her agency. The executive 

director was presented with the format and purpose of the study. The 

demographic data sheet, outcome scales, and the scoring method was 

explained in detail by the investigator. Copies of the questionnaires 

and structured interviews were given to the case managers who accom

panied the investigator on the home visits. For the discharged sample 

group, self-report questionnaires were mailed inviting them to partici

pate in the study with self-stamped and pre-addressed return envelopes 

provided. 

Data Collection Instruments 

The instruments that were used were five outcome scales that 

were developed and tested by LaLonde and the Home Care Association 

of Washington (1988) along with their scoring sheets and a demographic 

data sheet. The scales were in the format of structured interviews 

and closed-ended questionnaires. The questions were asked in the same 

order for all subjects so that the order of the questions could not 

affect the subjects' responses. The reliability and validity of the 

scales and inter-rater reliability were addressed. The scales were 

pilot tested in each of the five home care agencies across the state 

of Washington by LaLonde (1988), and were evaluated by the staffs in 

terms of the following: 
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1. Appropriateness to home care. 

2. Whether or not the scale included the essential components 

of the criteria being measured. 

3. Scoring procedures. 

4. Ease of understanding. 

5. Ease to complete. 

To ensure the feasibility and cost-effectiveness of the scales, 

the time to complete each scale was tested by LaLonde (1988) during 

the pilot testing of the scales. On average, they required between 

two and 20 minutes each to complete. 

The outcome scales that were used are as follows: 

Discharge Status 

This scale is used with closed client records and examines them 

for the following information: 

1. Length of service. 

2. Discharge location. 

3. Primary reason for discharge. 

In LaLonde's research (1988), 196 randomly selected closed charts 

from five Medicare certified home care agencies were reviewed. Inter-

rater reliability was established as 83.3% for discharge location and 

75.8% for primary discharge reason. Face validity was rated as good 

by 100% of the Home Care Association of Washington's Quality Assurance 

Committee. 
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Client Home Care Survey 

This scale consists of 16 statements both positive and negative 

(adjusted for acquiescent response) which are to be answered on a Likert 

scale one through five. The survey is designed to measure patient 

satisfaction and was administered only to clients discharged from 

service within three weeks of discharge. The survey was mailed to 

the client asking them to complete it and return it by mail in a pre-

addressed and stamped envelope. A follow-up phone call was made. The 

scale is scored as follows: 

1 = Strongly Disagree 

2 = Disagree 

3 = Uncertain 

4 = Agree 

5 = Strongly Agree 

In her pilot study, LaLonde (1988) used 548 discharged home 

care clients in two large home care agencies. Inter-item consistency 

equalled .94. 

Taking Prescribed Medications as Prescribed 

This scale asks the person responsible for administering the 

client's medications the following specific questions concerning their 

adherence: 

1. When the prescribed medication was last taken/given. 

2. How often was it taken/given. 

3. The times of day or night it was taken/given. 

4. How much was taken/given each time. 



38 

5. The route by which it was taken/given. 

6. If a PRN medication, the reason for which it was taken/ 

given. 

The responses to Questions one through six were scored as 

follows: 

AP = As prescribed 

NAPE = Not as prescribed but valid extenuating circumstances. 

NAP = Not as prescribed. 

Then the percentage of interviewed medications taken AP, NAPE, 

and NAP was determined. 

LaLonde pilot tested this scale with a sample of 121 male and 

female clients of mixed race, ranging in age from 22-99 with a mean 

age of 71. LaLonde (1988) reported in her findings that 65% of the 

clients were taking medications as prescribed. Inter-rater reliability 

was established at 97.5%. Face validity was rated good by 100% of 

the Quality Assurance Committee and content validity was also rated 

good by 100% of the same Committee. 

General Symptom Distress 

In this questionnaire the client was read a list of 11 symptoms 

and asked to indicate which ones have been a problem for them within 

the past month. Then each symptom was addressed individually and scored 

in the following manner: 

1 = Symptom relieved/not present last three days. 

2 = Symptom not relieved but can easily be ignored. 
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3 = Symptom present but intermittent. Cannot be ignored but 

in a 24 hour period remains distressing for less than half 

the time. 

4 = Symptom present and constant. Cannot be ignored and in 

a 24 hour period remains distressing for one half the time 

or more than one half the time. Symptoms not reported 

to be a problem in the last month are scored "0". 

In LaLonde's study (1988), she pilot tested this scale using 

131 male and female subjects from five Medicare certified home care 

agencies in the State of Washington. The range of ages was 17-95 with 

a mean age of 72. The clients were of mixed races and were categorized 

into three primary diagnosis groups; CVA, COPD/CHF, and cancer. 

LaLonde (1988) reports inter-rater reliability for this scale 

was established at 92.5%. Internal consistency was low (Cronbach's 

alpha equalled .52) because the scale is intended to measure independent 

symptoms. Face validity was assured by 1) having home care staff help 

develop the scale; and 2) having the Home Care Association of Washing

ton's Quality Assurance Committee and pilot test agency staff rate 

the scale in terms of its appropriateness to home care. The scale 

was rated as having good face validity (out of rating possibilities 

of poor, fair, good) by 78% of the Association's Quality Assurance 

Committee. Content validity was assured in the same manner with a 

rating of good by 78% of the Association's Quality Assurance Committee. 

"A percent agreement of 80% or better using this procedure is usually 

considered supportive of content validity and face validity" (Phillips, 

1987, p. 366). 
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Caregiver Survey 

The Caregiver Survey scale consists of a 27 item survey to be 

administered to friend/relative/neighbor of the ill person whom they 

are caring for in the home. It lists statements which describe problems 

some men and women experience when taking care of an ill person at 

home. Respondents were asked to check on a Likert scale the response 

that most closely described their experience. Each statement was rated 

as follows: 

1 = Not true 

2 = True a little of the time 

3 = True some of the time 

4 = True most of the time 

5 = Always true 

The scale is intended to give information on the perceived sub

jective and objective strain/stress/burden of the caregiver. In this 

study only total strain was measured due to the small sample group. 

LaLonde (1988) tested this scale on 183 randomly selected care

givers, with a mean age of 73, in seven home care agencies. The 27 

item scale had high internal consistency (standardized item alpha for 

the total stress scale = .89). Subjective and objective strain sub-

scales correlated moderately with each other (r(183) = . 56, p = .001) 

but were found to share only 31% common variance, reinforcing the 

recommendation to measure each type of strain separately. Face validity 

was assured as good by 100% of the Quality Assurance Committee. Content 

validity was also rated good by 100% of the Committee. 
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Method of Data Analysis 

The data were analyzed in the order of the research questions. 

The data were categorized and coded for computer analysis by descriptive 

statistics, e.g., frequency, mean, and standard deviation regarding 

population and demographic data. Scores of the five scales tested 

and the client demographic data frequencies were calculated. Demographic 

data included were: sex, age, race, primary diagnosis, number of addi

tional diagnoses, number of prescribed medications, living arrangements, 

number of days on home care. 

Research question one assessed data from the discharge status 

scale by calculating the discharge location scores and the discharge 

reason scores and describing them in terms of frequency distributions. 

Research question two assessed client satisfaction with the 

previously delivered nursing care by a home care agency. The degree 

of client satisfaction was determined by the total score obtained on 

the client satisfaction survey. The 16 items each have five possible 

choices on the Likert-type scale. The choices were given values of 

from one through five. Adding them produced a total score for the 

scale. A high score indicated high client satisfaction. These scores 

were analyzed with frequency distributions. 

Research question three measured the prescribed medications 

taken by clients and described the scores in terms of frequencies. 

The medication adherence behavior of the clients was analyzed and scored 

using three categories: taking medications as prescribed, taking medi

cations not as prescribed but valid extenuating circumstances and not 
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taking medications as prescribed. These scores were described in terms 

of frequency distributions. 

Research question four analyzed data of the general symptom 

distress scale which were calculated and described in terms of frequen

cies of the percent of clients reporting a problem related to .each 

symptom and the percent of clients reporting the different severity 

levels. 

Research question five assessed data from the caregiver strain 

scale. The degree of caregiver strain was determined by the total 

score obtained on the caregiver survey. The 27 items each have five 

possible choices on the Likert-type scale. The choices were given 

values from one through five. Adding them produced a total score for 

the scale. A high score indicated high strain. These scores were 

analyzed in terms of frequency distributions. 

Summary 

A descriptive research design was used to examine the quality 

of care of a home health agency. The five instruments used for this 

study were developed by LaLonde (1988) for use in measuring client 

outcome variables in home health quality assurance programs. The 

instruments are: discharge status, client satisfaction, taking prescri

bed medications as prescribed, general symptom distress and caregiver 

strain survey. Reliability and validity values of the instruments 

have been addressed. The discharged sample, 20 of the most recently 

closed client charts in a private fee-for-service home care agency 
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were reviewed for reason of discharge and location of discharge. Self-

report questionnaires, measuring satisfaction with services, were mailed 

to this discharged sample group. 

The study utilized a structured interview format during home 

visits with an active client sample of 14 subjects, who were actively 

receiving supportive care services at home, to measure medication 

adherence behavior and general symptom distress. A third sample group, 

the caregiver sample, consisted of three informal caregivers who were 

given a self-report questionnaire during a home visit to measure total 

perceived strain/burden. Descriptive statistics were used in the data 

analysis plan. 
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CHAPTER IV 

ANALYSIS OF DATA 

This chapter presents the data collected for the study and its 

analysis. Demographic characteristics of the three samples are 

discussed. Descriptive analysis of the results of the structured inter

views, self-report questionnaires and retrospective review of client 

records are presented. To address research questions one through five 

the client outcome variables were analyzed by distribution frequencies. 

Demographic Data of the Discharged Sample 

In response to research question one ("Is the quality of care 

of clients in this agency reflected in terms of discharge location 

and reason for discharge as measured by the Discharge Status Scale?"), 

both demographic data and data related to reason for discharge and 

location of discharge were examined. 

The subjects in the sample consisted of secondary data obtained 

by retrospective review of 20 nursing records of the most recently 

discharged clients at Catalina In-Home Services. During the retrospec

tive review of charts it was found that four of the subjects were 

deceased. A self-report client satisfaction survey was mailed to the 

remaining 16 subjects. Table 1 presents the population demographic 

data of this discharged sample as found in the closed chart review. 

The population consisted of 17 females and three males, ranging in 

age from 72 to 88 years. The mean age was 79.6 years with a standard 



Table 1. Demographic Data of the Discharged Sample 

Absolute Relative 
Frequency Frequency 

Age 

Range 72 - 88 years 
Mean 79.6 
Standard Deviation 4.7 

Sex 

Male 3 15 
Female 17 85 

Total 20 100 

Living Arrangements 

Lives alone with support 4 20 
Lives alone without support 11 55 
Lives with others 5 25 

Total 20 100 

Primary Diagnosis 

Circulatory 7 35 
Musculo-skeletal 4 20 
Malignancy 3 15 
Endocrine 1 5 
Digestive 1 5 
Mental Disorder 1 5 
Neurological 1 5 
Respiratory 1 5 
Genito-urinary 1 5 

Total 20 100 

Days on Service 

Range 5 - 126 
Mean 46.6 days 
Standard Deviation 48 days 
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deviation of 4.7 years. The number of days the subjects received ser

vices ranged from five to 126. The mean was 46.6 days with a standard 

deviation of 48 days. The living arrangements of this sample were 

the following: four subjects (20%) lived alone with support; 11 subjects 

(55%) lived alone without support; and five subjects (25%) lived with 

others. 

The primary diagnosis most frequently occurring in this sample 

was circulatory distress (n=7, 35%), followed by musculo-skeletal (n=4, 

20%), and malignancy (n=3, 15%). 

The data related to discharge location and reason for discharge 

are presented in Table 2. LaLonde (1988) uses the terminology "dis

charged to their own home" as one of the six choices for place of 

discharge. Since all subjects had been receiving services at home 

it might have been more appropriate to express this area of discharge 

as "remains at home without services". The discharge location shows 

that the largest number of subjects were discharged to their own home 

without referral (n=14, 70%), three subjects (15%) expired at home, 

one subject (5%) expired in a health care facility, one subject (5%) 

was discharged to their own home with referral and one subject (5%) 

was discharged to a family members' home. The reasons for discharge 

indicate that four subjects (20%) no longer required service, three 

subjects (15%) could manage alone with family, one subject (5%) refused 

service, one subject (5%) was admitted to a health care facility, one 

subject (5%) required a service not provided, two subjects (10%) had 

insufficient resources, one subject (5%) moved, three subjects (15%) 

hired private caregivers and three subjects (15%) expired at home. 
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Table 2. Frequencies of Discharge Location and Reason 

Absolute Relative 
Frequency Frequency 

Discharge Location 

Clients home with referral 1 5 

Clients home no referral 14 70 

Relative's home with referral 1 5 

Expired health care facility 1 5 

Expired at home 3 15 

Total 20 100 

Discharge Reason 

No longer required service 4 20 

Client/family can manage alone 3 15 

Client/family refused service 1 5 

Admitted to health care facility 1 5 

Requires service not provided 1 5 

Client-insufficient resources 2 10 

Moved 1 5 

Expired 4 20 

Hired privately 3 15 

Total 20 100 
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Research question two asks, "Is the quality of care of clients 

in this agency reflected in terms of satisfaction with services provi

ded, as measured by the Client Satisfaction Survey?". Degrees of 

satisfaction perceived by subjects is shown in Table 3. Sixteen surveys 

were mailed to the discharged subjects. Burns and Grove (1987, 

p. 314) state that "the response rate for mailed questionnaires is 

usually small (25 to 30%)". A total of eight responses (50%) were 

received. Three of the eight responses were eliminated due to the incom

pleteness of the responses. One of the three incomplete responses simply 

stated that housekeeping services not nursing services had been pro

vided. The remaining two incomplete responses had less than 12 of the 

16 questions answered. LaLonde (1988) recommends eliminating responses 

of less than 12 questions answered. Burns and Grove (1987, p. 314) 

state that "when respondents fail to mark responses to all questions, 

this can threaten the validity of the instrument. These responses cannot 

be included in the analysis". 

In the completed surveys it was found that two subjects (40%) 

were somewhat satisfied and three (60%) were very satisfied. No subjects 

were completely dissatisfied with services. The responses received 

(eight) measured the satisfaction of subjects who were residing at 

home and did not include responses from subjects discharged to hospital 

or nursing home. 

Demographic Data of the 
Active Client Sample 

Research question three asks, "Is the quality of care of clients 

in this agency reflected in terms of medication adherence behavior 
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Table 3. Client's Perceived Degree of Satisfaction 

Absolute Relative 
Levels of Satisfaction Frequency Frequency 

Very dissatisfied 0 0 

Somewhat satisfied 2 40 

Very satisfied 3 60 

Total 5 100 
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as measured by the scale. Taking Prescribed Medications as Pre

scribed?". 

A convenience sample of 14 clients who were currently receiving 

services from Catalina In-Home Services, Inc. participated in structured 

interviews for medication adherence and general symptom distress. 

The age of the participants ranged from 76 years to 96 years, 

with a mean age of 84.8 years and a standard deviation of 6.2 years. 

Table 4 presents demographic characteristics of the sample subjects. 

Two of the 14 subjects were male (14.3%) and 12 were female (85.7%). 

The most frequently occuring primary diagnoses were both circ

ulatory disease (n=4, 28.6%) and musculo-skeletal disease (n=4, 28.6%). 

Secondary diagnoses were also described for the subjects. Six subjects 

(42.9%) had one additional diagnosis, three subjects (21.4%) had two 

additional diagnoses and five subjects (35.7%) had no additional diag

noses. 

The living arrangements of the subjects were the following: 

seven subjects (50%) lived alone without support, six subjects (42.9%) 

lived alone with support and one (7.1%) subject lived with others. 

The number of days on service for the subjects ranged from 60 

days to 940 days, demonstrating that Catalina In-Home Services, Inc. 

provides long-term supportive at-home care. The mean number of days 

on service was 384.3 and the standard deviation was 327.5. 

Table 5 indicates the number of medications taken by the clients. 

In addition. Table 5 shows the medication adherence behavior of the 

sample. 
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Table 4. Demographic Data of the Active Client Sample 

Frequency Percent 

Age 

Range 76 - 96 
Mean 84.8 
Standard Deviation 6.2 

Sex 

Male 2 14.3 
Female 12 85.7 

Total 14 100 

Primary Diagnosis 

Circulatory 4 28.6 
Musculo-skeletal 4 28.6 
Malignancy 2 14.3 
Endocrine 1 7.1 
Digestive 1 7.1 
Neurological 1 7.1 
Respiratory 1 7.1 

Total 14 100 

Secondary Diagnoses 

0 5 35.7 
1 6 42.9 
2 3 21.4 

Total 14 100 

Living Arrangements 

Alone without support 7 50.0 
Alone with support 6 42.9 
With others 1 7.1 

Total 14 100 
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Table 5. Number of Prescribed Medications Taken by Clients and 
Medication Adherence Behavior 

Number of 
Clients Percent 

Prescribed Medications 

0 1 7.1 

1 2 14.3 

2 1 7.1 

3 2 14.3 

5 2 14.3 

6 2 14.3 

7 2 14.3 

9 1 7.1 

12 1 7.1 

Total 14 100 

Medication Adherence Behavior N Percent 

Taking/giving prescribed 13 100 
medications as prescribed 

Taking/giving as prescribed but 0 0 
valid extenuating circumstances 

Taking/giving not as prescribed 0 0 

Total 13 160 
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The number of prescribed medications given to clients ranged 

from 0 to 12. The mean number of medications taken by clients were 

five with a standard deviation of 3.9. The medication adherence behavior 

indicated that of the 13 subjects taking medications, they were all 

taking the medications as prescribed. 

Research question four asks, "Is the quality of care of clients 

in this agency reflected in terms of the symptoms experienced and their 

severity level as measured by the General Symptom Distress Scale?". 

Table 6 indicates the number of subjects reporting a problem with each 

symptom. The three most frequently experienced symptoms in this sample 

were, problems with activity level (n=11, 78.6%), bowel problems (n=8, 

51.1%), and pain (n=7, 50%). 

Table 7 indicates how each subject perceived how they were 

managing their distressing symptoms by indicating the level of severity 

of their symptoms. Three subjects (21.4%) reported that their symptoms 

had not been a problem for them in the past three days prior to the 

interview, eight (57.1%) subjects indicated that the symptom(s) was 

always present but intermittent in severity, and two (14.3%) subjects 

described their symptoms as present and constant. The remaining one 

subject (7.1%) described the symptoms as easily ignored. 

Demographic Data of the Caregiver Sample 

Research question five asks, "Is the quality of care of clients 

in this agency reflected in terms of self-reported stress of caregivers 

as measured by the Caregiver Strain Survey?". 
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Table 6. Frequencies of Symptoms Reported by Active Clients 

Symptom N Percent 

Pain 7 50.0 

Nausea 0 0.0 

Bowel Problem 8 57.1 

Urinary Problem 2 14.3 

Cough 1 7.1 

Respiratory 4 28.6 

Fluid Retention 3 21.4 

Skin Problem 3 21.4 

Speech Problem 2 14.3 

Mood Problem 4 28.6 

Activity Level 11 78.6 
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Table 7. Frequencies of Symptom Severity of Active Clients 

Level of Severity N Percent 

Symptom Relieved 3 21.4 

Symptom Easily Ignored 1 7.1 

Symptom Intermittent 8 57.1 

Symptom Constant 2 14.3 

Total 14 100 
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During the time the research was conducted only three subjects 

were identified who met the criteria to be considered as a caregiver. 

The sample consisted of two males age 76 years and 88 years respectively 

and one female age 81 years. The caregivers relationship to the client 

are; the two males were the spouses of their clients and the one female 

was the single sister of the client. The data, perception of health 

status and perceived total strain are described in Table 8. All par

ticipants described their health as good (n=3, 100%) and all 

participants (n=3, 100%) perceived their total strain as low (Table 

9). 

Summary 

Descriptive statistics showed that the majority of the discharged 

sample, who had received services at home, continued to reside in their 

own home without nursing services for reasons of either no longer 

requiring services or the ability to manage without services. Subjects 

returning the client satisfaction survey were either somewhat satisfied 

or very satisfied with services. 

The sample of active clients demonstrated 100% medication ad

herence behavior in taking medications and the majority of the sample 

indicated that although their symptoms were always present the level 

of severity was intermittent. The perceptions of the caregiver sample 

was that their strain level was low. 
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Table 8. Demographic Data of Caregivers 

Range 76 - 88 

Mean 81.6 

Standard Deviation 6.02 
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Table 9. Frequencies of Perceived Caregiver Strain 

Perceived Total Strain N Percent 

Low Strain 3 100 

Moderate Strain 0 0 

High Strain 0 0 

Total 3 100 
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CHAPTER V 

DISCUSSION OF THE FINDINGS, 
CONCLUSIONS AND RECOMMENDATIONS 

The findings which respond to the conceptual framework are 

presented in Chapter Five. The limitations of the study are outlined 

and the implications for nursing practice and further research are 

discussed. 

Findings Related to Conceptual Framework 

The quality assurance model of LaLonde (1988) served as the 

conceptual framework of this study. In this study the focus was on 

the measurement of client outcomes, the third in a series of three 

components for measuring quality assurance or quality care. The criteria 

used in this study were five scales adapted from a set of eight scales 

originally designed by LaLonde (1988) as part of a quality assurance 

program. 

The purpose of using the scales for the three sample groups 

was determined by the conceptual model chosen by LaLonde (1988). 

The discharge status scale results revealed that the majority 

of clients who were discharged remained in their homes and the reason 

for discharge was that the clients no longer required services. In 

the literature LaLonde (1988) describes "recovery or a return to inde

pendent function" as a positive health status change or outcome. 

However, when the investigator made follow-up phone calls to the 
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discharged group, it was found that three of the subjects were bedridden 

and one had been admitted to a nursing home. This indicates that dis

charge location cannot necessarily be considered a measure of quality 

care because in some instances it does not indicate recovery or a change 

in health status. The reason for discharge cannot be assumed to reflect 

a change in health status because the reasons for discharge may not 

reflect a change in the client's health status. 

The number of respondents to the client satisfaction survey 

was small (n=8). Catalina In-Home Services, Inc. had also mailed its 

own client satisfaction survey to the same sample group which may have 

accounted for the low number of returned responses. Some of the clients 

may have chosen to express themselves directly to the agency rather 

than to the investigator. The subjects who did respond reported being 

very satisfied and somewhat satisfied with services. Phillips (1987, 

p. 369) states, "The Likert (scale) format most appropriately measures 

attitudes and opinions", however, a larger sample including clients 

discharged to areas other than those who remained at home would be 

more representative in reflecting quality of care at Catalina. 

The most informative results were described by the medication 

adherence scale which described all the subjects as being 100% com

pliant. Catalina In-Home Services, Inc. has a policy that clients 

who are taking multiple medications are given medicine boxes in which 

medications are set up for each day of the week according to the fre

quency of doses. The nurse case manager is responsible for filling 

the medication boxes during each home visit. The use of medicine boxes 

helps eliminate confusion regarding dosages and frequency of 
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administration for the client. Demonstration of "compliance behavior 

with a medical treatment plan" is described as an outcome by Schmadl 

(1979). The one irregularity the researcher observed at the time of 

interview was that three clients had made visits to a medical doctor 

since the nurse's last visit and had either had a new medication or 

an increase in medication. The client or caregiver had failed to notify 

the nurse. However, in each case the client or caregiver had been 

instructed by the pharmacist or doctor as to how to administer the 

medication and was following instructions. This finding suggests that 

a protocol needs to be developed to educate the client or caregiver 

to communicate any changes in medication orders to the nurse case 

manager in a timely fashion. The findings suggest that medication 

adherence is an appropriate measure of quality of care. 

The responses from the general symptom distress scale indicated 

that a greater number of subjects in the sample had problems with 

symptoms of pain, bowel problems and activity levels. The majority 

of subjects reported that the symptoms were always present but intermit

tent in severity. LaLonde (1988) states one of the purposes of this 

scale is "to provide home care staff with timely feedback on how well 

they are or are not doing in terms of managing client's distressing 

symptoms". The mean age of the subjects in this sample was 84.8 and 

the main symptoms experienced appear to be those of a chronic nature 

found in an elderly population. It does not seem logical that the 

occurrence of symptoms and their severity level in this population 

would reflect quality of care. LaLonde (1988) reported both face 

validity and content validity at 78% for this scale which is below 
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the "80% or better...considered. supportive" for validity as stated 

by Phillips (1986, p. 366). It appears that validity of this scale 

may have been questionable in the original research of LaLonde (1988). 

The caregiver self-report had a small number of participants 

(n=3) because Catalina In-Home Services, Inc. provides, as one of its 

services, live-in caregivers. The majority of the agency's clients, 

therefore, are individuals who do not have a spouse or other family 

member available to act as informal caregivers. The three subjects 

who participated in the caregiver survey were all related to the client 

they cared for and described their perceptions of strain as low. The 

small sample number does not allow definitive conclusions to be drawn 

related to quality of care, but use of an instrument to measure care

giver perceptions may not be appropriate for the agency in this study. 

In the model chosen by LaLonde (1988) there appears to be a 

lack of "fit" or degree to which the operations (scales) involved 

actually match the underlying conceptual model in that all the scales 

do not measure what they say they will measure (quality care). Phillips 

(1986, p. 366) states that, "multiple replications with reasonably 

large samples are required in order to develop a mature instrument 

that demonstrates precision, stability, accuracy and sensitivity". 

Quality of care is an abstract and elusive concept. Burns and 

Grove (1987, p. 283) state that, "when abstract concepts are measured, 

the concept is not directly measured; instead indicators or attributes 

of the concept are used to represent the abstraction". In the LaLonde 

scales it is questionable as to whether discharge status, general 
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symptom distress and caregiver strain should be considered indicators 

of quality of care. 

Limitations 

The small sample size, all obtained at the same agency, may 

have provided biased data. Larger samples from different community 

health agencies with the same population may have provided different 

results. There was also difficulty obtaining the three different 

samples required by LaLonde's (1988) model. 

The reliability and validity of the instruments need further 

testing with larger samples. All eight scales should be used as a 

more complete measure for quality care. 

Implications for Community Health Nursing 

This study demonstrated that the LaLonde (1988) scales which 

measure client satisfaction and caregiver strain may have potential 

for reflecting quality care results when used with large more represen

tative samples. The main value to an agency of the discharge status 

scale is the information it gives regarding reason for discharge. It 

can help an agency identify problem areas and additional services that 

may be needed. 

The medication adherence demonstrated in this study suggests 

that the use of medicine boxes can be a valuable aid to adherence 

expecially by the elderly client who has multiple medications. However, 

there is a need to develop a method of communicating medication changes 

to ensure that the medication boxes are updated as soon as possible 

after a change. 
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In using the results of the client satisfaction survey it would 

be more informative to examine how the clients answered individual 

questions than to calculate percentage levels of satisfaction. 

Additional research is needed in the development of client out

come measures for quality care. The study shows that the LaLonde (1988) 

scales can be used in a small private home health agency's quality 

assurance program but given validity issues, the meaning of the findings 

relative to quality of care estimation is problematic. Perhaps use 

of the remaining three scales not used in this study would provide 

more descriptive information regarding actual health status changes 

since they include instruments for measuring functional status, know

ledge of health condition and physiological indicators. 

Recommendations for Further Research 

Based on the findings and conclusions of this study, the follow

ing recommendations are made for further research. 

1) Larger samples should be used over a more extended period 

of time to obtain more meaningful descriptive statistics. 

2) Further research with LaLonde's (1988) scales should include 

all eight scales to have a more complete view of the scope 

of client outcome measurement. 

3) Reliability and validity should be investigated further 

to determine if all of the scales are true indicators of 

quality of care. 
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4) Future research should include a question which addresses 

the difficulty of gaining access to three sample groups 

especially in small agencies. 

Summary 

This descriptive study demonstrates that the scale measuring 

medication adherence seems to reflect most accurately the quality of 

care delivered by a small private fee-for-service agency. The remaining 

four scales need further testing with larger samples for more conclusive 

results. The scales measuring discharge status and general symptom 

distress need further investigation to help determine if they are true 

indicators of indirect measurement for the concept of quality of care. 
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Home Care Assvciationl of Washington 
406 Main Street, Suite 116 • Edmonds, WA 9qogQ • Telephone 206/775-6120 

OoLila Thorp. Presldsnl Donna J. Cameron, Executive Dlroctor 

March 27, 198? 

Marina Ghaly 
3510 South Battle Place 
Tucson, AZ 85730 

Dear Marina, 

I hove checked with Bernadette Lalonde regarding the usage of the outcome scales 
for your thesis. She has granted you her permission. 

Good luck on your paper. 

Sincerely, 

..•N 
-Jill Bird 
Admin. Asst. 
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L\fa The University of Arizona 
Human Subjects Committee 

1690 N. Warren (Btdg. 526B) 
Tucson. Anzona 85724 
(602) 626-6721 or 626-7575 

8 November 1989 

Marina A. Ghaly, BSN 
c/o Jackie Blank Sherman, Ph.D., R.N. 
College of Nursing 
Arizona Health Sciences Center 

Dear Ms. Ghaly: 

We received your above referenced project. Die consent form for this project is 
waived. Die procedures to be followed in this study pose no more than minimal 
risk to participating subjects. Regulations issued by the U.S. Department of 
Health and Human Services [45 CFR Part 46.110(b)] authorize approval of this type 
project through the expedited review procedures, with the condition(s) that sub
jects' anonymity be maintained. Although full Committee review is not required, 
a brief summary of the project procedures is submitted to the Conmittee for their 
endorsement and/or comment, if any, after administrative approval is granted. 
This project is approved for one year effective 8 Noveirtoer 1989. 

The Human Subjects Committee has noted the possible enrollment of some research 
subjects at sites other than at the University of Arizona and/or under immediate 
supervision of non University of Arizona personnel. Please be reminded that you 
as the Principal Investigator are committed by reason of the Committee's approval 
of this protocol to insure that all basic elements of protection from research 
risks are extended to all subjects wherever located at community sites and attended 
therein by non-University of Arizona personnel. The Institutional Review Board 
is in conpliance with the requirements of Part 56 Subchapter D, Part 312 of the 
21 Code of Federal Regulations published January 27, 1981. 

Approval is granted with the understanding that no changes or additions will be 
made either to the procedures followed or to the consent forrn(s) used (copies of 
which we have on file) without the kncwledge and approval of the Human Subjects 
Committee and your College or Departmental Review Committee. Any research related 
physical or psychological harm to any subject must also be reported to each 
committee. 

A university policy requires that all signed subject consent forms be kept in a 
permanent file in an area designated for that purpose by the Department Head or 
comparable authority. This will assure their accessibility in the event that 
university officials require the information and the principal investigator is 
unavailable for some reason. 

Sincerely yours. 

Milan Novak, M.D., Ph.D. 
Chairman 
Human Subjects Conmittee 

MN/ms 

cc: Departmental/College Review Conmittee 
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Catalina In-Home Services, Inc. 

3121 E. Kleindale Road 

Tucson, Arizona 85716 

November 10, 1989 

Marina Ghaly, RN 

College of Nursing 

University of Arizona 

Dear Marina: 

We are looking forward to having you conduct your Master's 

research project with our agency. 

You are invited to accompany one of our nurse case managers 

on her regular home visits to administer the questionnaires 

to those clients who are willing to participate. 

Delighted that you have chosen Catalina In-Home Services for 

your project. 

Sincerely, 

Jfudy Clinco, RN 

Executive Director 
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DISCLAIMER 

PROJECT TITLE: MEASUREMENT OF CLIENT OUTCOMES IN A 

COMMUNITY HEALTH SETTING 

You are being asked to participate in a study con

cerned with measuring the outcomes of care delivered by 

nurses in a community health setting. The purpose of 

this study is to descibe the methods of measuring these 

client outcomes. Individuals who are 70 years of age or 

older, that are English-speaking and are currently be

ing seen for supportive home care services by a commun

ity health nurse are asked to participate in the study. 

You are asksd to voluntarily give your opinion on 

the statements in this questionnaire. Ey responding to 

the questionnaire, you will be giving your consent to 

participate in the study. Your name is not on the ques

tionnaire, and you may choose not to answer some or all 

of the questions, if you so desire. Whatever you de

cide, your care will not be affected in any way. Your 

questions will be answered and you may withdraw from the 

study at any time. There are no known risks. 

These data will be available to the investigator, 

named below, and the thesis committee of the University 

of Arizona College of Nursing and will be kept in a safe 

place. 

Marina Ghaly BSN, RN 

College of Nursing 

University of Arizona 
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Client's Number 

DEMOGRAPHIC SHEET 

Age of Client. Sex of Client. 

Major Diagnosis/Problem for Which Client is Being Seen By Home Care (CIRCLE ONE NUMBER). If other" Is 

indicated under any heading, please specify. 

MALIGNANCIES 
1. neoplasms (CA) 
4. Hodgkin's disease 

ENDOCRINE 
7. diabetes 

10. renal failure 

2. multiple myeloma 
S. lymphoma 

8. hypo/hyperthyroidism 
11. other endocrine disorder 

NUTRITIONAL/DIGESTIVE 
12. malnutrition 13- bulemia 
15. weight loss 16. ulcers 
18. obesity 19- gastritis 
21. anorexia 22. hernia 
24. other nutritional/digestive problem 

BLOOD DISEASES 
25. anemia 
28. other blood disease 

26. diseases of spleen 

3. AIDS 
6. other malignancy 

9. Addison's disease 

14. impaction 
17. constipation 
20. cirrhosis 
23. nausea & vomiting 

27. hemophilia 

MENTAL DISORDERS 
29. retardation 
32. advanced alcoholism 

30. OBS 
33. advanced Alzheimer 

31. senile dementia 
34. other mental disorder 

NEUROLOGICAL 
35. Parkinson's 
38. seizures 
41. other neurological problem 

CIRCULATORY 
42. CHF 
45. TIA'S 
48. atrial fib. 
51. angina 

RESPIRATORY 
53. COPO 
56. bronchitis 
59. other respiratory problem 

GENITO-URINARY 
60. un 
63. cystitis ' 
66. other genito-urinary problem 

INTEGUMENTARY 
67. boil 
70. dermatitis 
73. herpes zoster 
76. bums 
79. other integumentary problem 

MUSCULOSKELETAL 
80. compression fractures 
83. dislocations 
86. osteoarthritis 
88. other musculoskeletal problem 

36. epilecsy 
39. paraplegia 

43. ASHD 
46. CVA 
49. M.I. 
52. other circulatory problem 

54. emphysema 
57. pneumonia 

61. urinary problems 
64. yeast infections 

63. impetigo 
71. psoriasis 
74. decubitus 
77. contusions 

81. fractures 
84. osteoporosis 
87. rheumatoid arthritis 

37. M.S. 
40. quadraplegia 

44. hypertension 
47. syncope 
50. coronary artery disease 

55. asthma 
58. URI 

62. BPH 
65. vaginitis 

69. eczema 
72. corns 
75. open wounds 
78. abrasions 

82. OJD 
85. strains/sprains 

OTHER (SPECIFY) 



Client's Numoer 

DEMOGRAPHIC SHEET CONTD 

Date of onset of major diagnosis/problem for which client is being seen by heme care. Check one. 

1. Less than 6 months 
2. 6 months to 1 year 
3.1 to 2 years 
J. More than 2 years 

No. of Acditional Active Diagnoses on Client's r.hnr 

No. of Currently Prescribed Medications on Client's Char: 

Living Arrangements: __. 1. client lives alone 
(eneefc one) 2. client lives with scouse only 

_____. 2. client lives with sscuse and others 
a. client lives with others 

Eihnicity (cr.eck one) 
1. Caucasian 
2. EiacK 
2. Kissanie 

American Indian or AiasKar, Native 
____ S. Asian or Pacific islancer 

6. Cther 

Potential Respondent Prcolem UnCersrancing Er.glisn or Hearing Impairment 
(check one) 1. Yes 2. No 

No. of Cays on Heme Care Current Acmission (us to and including day of outcome evaluation). 
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Caregiver Survey 

Demographic Data 

D.O.B. 

Age 

Marital Status 

Married 

Divorced 

Separated 

Widowed 

Single/ 
Never Married 

Employment Status 

Full-time 

Part-time 

Not employed 
outside home 

Caregivers Perceived Health 

Perfect/Very Good 

Good 

Fair/Poor 

Sex 

Relationship to Client 

Spouse 

Adult Child 

Other Relative 
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DISCHARGE STATUS 

Client Number Admit Date . Discharge Date 

Primary Diagnosis 

I DISCHARGE LOCATION 

I | Choose one and place number In box. 

CLIENT'S OWN HOME CONGREGATE CARE/RETIREMENT FACILITY 

1. Lives alone, without referral to alter community resources. 

2. Lives alone with referral to 

3. Lives with others in own home, without referral to other 
community resources. 

4. Lives with others in own home, with referral to 

FAMILY MEMBER'S HOME 

5. Without relerral to other community resources. 

6. With referral to 

FOSTER CARE/ADULT FAMILY HOME 

7. Without referral to other community resources. 

8. With referral to 

I PRIMARY REASON FOR DISCHARGE 

I I Choose one and place number In box. 

1. No longer meets homebound regulations as specified by Medicare or other third party payors. 

2. Client no longer requires any skilled care. 

3. Client/family requires skilled care but cllent/tamily can manage alone. 

4. Client/family refused service. 

5. Admitted to health care facility. 

6. Requires type of service not provided. 

' 7. Agency has insufficient resources. 

8. Cllent/tamily has Insufficient financial resources. 

9. Continued care not approved or authorized by physician. 

10. Continued/prolonged noncompliance on part of dlent/family. 

11. Moved out of agency service area. 

12. Expired. 

13. OTHER (please specify) 

9. Without referral to other community resources. 

10. With relerral to 

HEALTH CARE FACILITY 

11. Nirsing home. 

12. Acute care hospital. 

13. Psychiatric hospital/inpatient substance abuse 
treatment/certified rehaD unit. 

EXPIRED 

14. At home. 

15. In heaith care facility. 

IB. Other (specify) 

Comments/other Information i. 
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PATIENT HOME CARE SURVEY 

Here are some things people sometimes say about Home Care Programs and Staff. Please read each state
ment carefully as some of the questions are positively worded and some are negatively worded. Please circle 
whether you Strongly Disagree with each statement. Disagree with it. are Uncertain, Agree, or Strongly Agree. 
There are no right or wrong answers. We just want your opinion. When completing this questionnaire, think 
only about the Home Care Program. Please answer every question only once, and mail your completed survey 
back to us immediately. A stamped, self-addressed envelope is enclosed for this purpose. Thank you. 

Strongly 
Disagree Disagree Uncertain Acres 

Slrcngly 
Agree 

office 
use 
only 

1 I am very satisfied with the home care 
I received. 1 2 3 4 5 

2 The Home Care Staff did not let me tell 
them everything I thought was 
imDortant. 

1 2 3 J. = 
3 

3 The Home Care Staff taught me how to 

take care of myself. 1 2 3 a 5 

4 The Home Care Staff did not explain to 
me how to take my medicine. 1 2 3 4 5 

* 

5 I have a great deal of confidence in the 
Home Care Staff who treated me. 1 2 3 4 5 

6 I have seme doubts about the ability of 
the Home Care Staff. 1 2 3 4 5 

R 

7 The Home Care Staff explained things 
in words I could understand. 

1 2 3 4 5 

8 Althougn 1 was not well, 1 would rather 
be home than in the hospital or nursing 
home. 

1 2 3 4 5 

9 The Home Care Staff did as much as 
could be exoected to helo me. 1 2 3 4 5 

10 The Home Care Staff seemed to lack 
experience with my kind of problem. 1 2 3 4 5 

11 If 1 had a question about my health care. 
1 could reach the Home'Care Staff with
out anv problem. 

1 2 3 4 5 

12 I did not feel comfortable asking the 
Home Care Staff auestions. 1 2 3 4 5 

% 

13 The Home Care Staff really cared about 
me and my feelings. 1 2 3 4 5 

14 The Home Care Staff saw me as often 
as I wanted them to. 1 2 3 4 5 

15 There are things about the home care 
t received that could be better. 

t 2 3 4 S 
R 

16 I would highly recommend the Home 
Care program for those who need it. 1 2 3 4 5 

Please write additional comments on the reverse side of this page. TOTAL 
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Clients Numoer 

Primary nia^n<": 

TAKING PRESCRIBED MEDICATIONS AS PRESCRIBED 
(Suggested Inircaucjan To Client: May Be Paraoruased) 

•BEFORE WE GO ANY FURTHER WITH TODAY'S VISIT, I WOULD UKETO ASK YOU SOME QUESTIONS ABOUT 
THE MEDICATIONS YOU ARE TAKING/GIVING. SOME OF OUR CUENTS/FAMILIES HAVE TOLD US THEY FIND 
IT VERY DIFFICULT TO TAKBGIVE ALL THE PRESCRIBED MEDICATIONS AS PRESCRIBED — ESPECIALLY 
IF THEY ARE TAKING/GIVING SEVERAL MEDICATIONS EACH DAY. I WOULD LIKE TO CHECK SOME OFTHE 
MEDICATIONS WITH YOU NOW. IF YOU ARE HAVING SOME DIFFICULTY WITH THE MEDICATIONS PERHAPS 
BETWEEN US WE CAN FIGURE OUT WHY THIS IS HAPPENING AND WHAT WE CAN DO TO MAKE IT EASIER 
FOR YOU. O.K.?" (Allow Clienttener person to rescond.) "LETS START WITH YOUR (trie name of first mecication 
selested !cr interview)." (Ask questions 1 anc 2 ceiow.) 

Mecicaitcn: - -
(Eciore *i£ang sstnr. write n me .toss recent orotf 'or tjs •neacancn: cnj{ nvn§. '.rtc-jafc/. wni, esse, rouiei 

Are Jfte instructions on rne client's cnan for :his medcanon afferent from tne mcst recent versa! or written instructions 
from the client's cr.ysic:sn to tne client or ncrr.e care statf0 (Checx yes cr no.) Z Yes Z No If /es. hew so they aiffer? 

Sceciiy: — 

Person Interviewed iCr.eck one)__ Client Omer fsttwerfy ) 

'ASK TH5 FOLLOWING CwESTJCMS V=r=A?iM\ 

'a. When cic you las: tone/give the (name or rr.ec:cat:cn)? ;Write ccwn resconse.i. 

lb. (It not as orderec. ask why not; write sown response.) 

2. When you last took/gave tne (name of medication): 

FSEQ. a. How manv timfts did vou rakp/eivft it *nar aav? 

TIME h At wnar !im^«) Cid yftn TanWqtvp il9 , 

DCSc r How mi ten nf it fftrt yftti rakf»/f*ivp *aer. timi*9 

ROUTE Hnw did yoti •akft/qivi* 

PRN ft. Why flifl you takp/qiv* it? 

REASON 

{Cot'onaO Does rne medication count maicn your calculations of me numoer wmen snoulo Se leif (C^eck one.) 

Z 0) ves Z (2>No. ;oo few ten Z f2) No, Joo many ieit Z (A) Cannot ceternuneiReason: 

) 
Oate 

•WlOfTI 
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Client's Number Time Required to Score Minutes 

TAKING PRESCRIBED MEDICATIONS 
AS PRESCRIBED 

SCORE SHEET 

INSTRUCTIONS 
Determine whether or not, according to the physician's most recent instructions (verbal or written) to the client or 
home care stall, the person responsible for administering the prescribed medications (client/family member/other 
person) last took/gave each interviewed medication correctly. Score the responses given to Questions 1 through 6 
either AP (As Prescribed), NAPE (Not as Prescribed But'Valid Extenuating Circumstances), or NAP (Not as Pre
scribed). 

CRITERIA 
LAST TAKEN: Refers to whether or not the prescribed medication was last administered on the correct day. To 
determine this, check responses given to questions 1,1a and 1b. 

FREQUENCY: Refers to whether or not the prescribed medication was administered the correct number of times 
on the last day it was taken/given. Refer to the response given to question 2. 
TIME: Refers to whether or not the prescribed medication was administered at the correct time(s) of the day or night 
when it was last taken/given. Refer to response given to question 3. 
DOSE: Refers to whether or not the correct amount of the prescribed medication was taken/given each time on 
the last day it was administered. Refer to response to question 4. 
ROUTE: Refers to whether or not the prescribed medication was given by the correct route when last ad
ministered. Refer to response to question 5. 
PRN REASON: Applies only to PRN medications and refers to whether or not the prescribed PRN medication was 
last taken/given for the correct reason. Refer to response to question 6. 

FINAL SCORES 
AP: If ail the above medication criteria were scored AP (As Prescribed) for a particular medication, the final score 
for this prescribed medication would be AP. Check AP at the bottom of the appropriate column below. See example 
score sheet. 
NAPE: If the above criteria were scored all NAPE (Not as Prescribed But Valid Extenuating Circumstances) or with 
some combination of AP and NAPE (but no NAP), the final score for the prescribed medication would be NAPE. 
Check NAPE at the bottom of the appropriate column. 

NAP: If any or all of the above criteria were scored NAP (Not as Prescribed), the final score for the prescribed 
medication would be NAP. Check NAP at the bottom of the appropriate column. 

Determine the percentage of interviewed medications taken AP, NAPE and NAP. 
Write the percents in the % column. 

MEDICATION 1 MEDICATION 2 MEDICATION 3 MEDICATION 4 

% 

AP IN APE: NAP AP INAPE! NAP AP INAPE! NAP AP INAPE! NAP 

% 

LAST TAKEN I I ! I I I 

% 

FREQUENCY I I I I 

% 

TIME I I I 

% 

DOSE I I i I I 

% 

ROUTE I i I I 

% 

PRN REASON 

AP 

I i i I I 
% 

NAPE 

NAP 
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Client's Number 

Primary Diagnosis 

GENERAL SYMPTOM DISTRESS 
(Suggested Introduction To CUent; May 00 Paraphrased) 

"BEFORE WE GO ANY FURTHER WITH TODAY'S VISIT, I WOULD LIKE TO ASK YOU ABOUT SOME SYMPTOMS 
YOU MAY BE EXPERIENCING. (Client's Name), I AM GOING TO READ YOU A LIST OF SYMPTOMS. PLEASE 
STOP ME WHEN I READ A SYMPTOM YOU HAVE HAD A PROBLEM WITH IN THE LAST MONTH. DO YOU 
UNDERSTAND?" (Allow Client to respond.) "IN THE PAST MONTH HAVE YOU HAD A PROBLEM WITH .. T (Read 
symptoms below verbatim including the examples. Circle each symptom Identified by the client as being a problem in 
(he last month. Underline the particular subsymptom Identified by (he client from Ihe examples given. II more than one 
subsymptom under a particular symptom is identified, ask the client which one is most distressing. Underline and inter
view lor that particular subsymptom). 

Pain NauseaP/omiltng Bowel Problems 
(e g., diarrhea, 
constipation, 
incontinence) 

Urinary/Bladder 
Problems 

(e.g.. retention, 
incontinence) 

Cough Respiratory 
Difficulties 

(e.g.. shortness of 
breath, congestion) 

Swelling/Fluid Skin Problems Speech Problems Mood Activity Level 
Retention (e.g.. raw areas. (e.g . difficulty speaking, (e.g.. anxiety. (e.g., weakness. 

rashes, tores, open swallowing, making depression) coordination. 
wounds, itches) yourself understood) endurance) 

(Enter each circled symptom in the column headings below: one symptom per column. U more than eight symptoms are 
circled, use a second form. Ask the client verbatim the questions on the left of the scale. Ask all applicable questions 
for the symptom In column 1 before going to column 2. In the appropriate boxes, enter Yas or No to each applicable 
question. Enter the client's final score for each symptom at the bottom of each column.) 

COC t COC 2 COL. 1 COC 4 COL. 9 COC 9 COC T COt. 0 

(WRITE IN CIRCLED SYMPTOMS)*-

"Are you currently taking a medication for your (name of 
symptom) or taking any actions for It?" 

"In the past 3 days, has your (name of symptom) been a problem 
for you?" 
(IF YES) (IF NONSTOP. FINAL SCORE® 1. 

T GO TO NEXT SYMPTOM) 

"Can your (name of symptom) be easily ignored?" 
(IF NO) (IF YHS^STOP. FINAL SC0RE=2. 

T GO TO NEXT SYMPTOM) 

"In a 24 hour period, does your (name of symptom) bother you less 
• than Vi the time or more • than '/« the time?" 
(If exactly '/> the time, consider as more than %/i the time.) 

(IF LESS THAN '/> THE TIME. FINAL SC0RE=3. 
IF Vt THE TIME OR MORE THAN Vt THE TIME. FINAL SC0RE»4. 
GO TO NEXT SYMPTOM.) 

FINAL SCORE EACH COLUMN 

Signature Date 
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CAREGIVER SURVEY 

Client's Chart Number. Date 

Below is a list of statements which describe problems some men and women experience when 
taking care of an ill person at home. Please think about your experience in taking care of your 
friend/relative/neighbor (the ill person for whom you are caring) at home. Then read each 
statement carefully and check (*0 the response that most closely describes your experience in 
the past two weeks. (PLEASE CHECK ONLY ONE ANSWER FOR EACH STATEMENT.) 

IN THE PAST TWO WEEKS: 
the physical tasks (e.g., 

lifting, bathing, dressing) 1 
have had to do to take care of 

at home 
are ones I can easily manage. 

2. I have had enough time 
for myself. 

3. I have worried I will not be 
able to handle an emergency 
resulting from 's 
illness. 

I have been afraid about what 
the future holds for 

5. I have been more 
fatigued. 

6. I did not get out of the house 
for the recreational activities I 
enjoy. 

. has made 
more demands on me than 
is necessary. 

a. I have had enough time to do 
my other household chores 
and errands. 

. I have been able to share my 
problems and concerns with 
others. 

10. I have felt angry or resentful 
more often. 

11. I have been able to do all the 
necessary things to take care 
of at home. 

12. I have worried about the 
amount of money I will need 
In the future to care for 

Not 
true 

True a 
little of 
the time 

2 

True 
some of 
the time 

3 

True 
most of 
the time 

4 

Always 
true For Office 

Use Only 

0 S 

H 

H 

• •?:. 

:V? 

R 

R 

'Sjfc 

'ii-

R • " -r 

Subtotals 1 
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IN THE PAST TWO WEEKS: 

13. I was unable to go and visit 
with friends or relatives as 
often as I would like. 

14. I have felt guilty about some 
of my thoughts and feelings 
about taking care of 

at home. 
15, 

16. 

f have worried about 
_'s illness. 

I did not know what things to 
report to the home care staff 
or doctor (e.g., what symp
toms, problems or changes to 
report). 

17, 

18. 

my sleep has been more 
disturbed. 
I was able to entertain friends 
at home as often as I would 
like. 

19. family/the health care system 
(home care staff or doctor) 
have expected too much of 
me in caring for 
at home. 

20. 

21. 

I have not had time to 
prepare and eat a good meal. 
I have felt nervous and 
depressed about my relation
ship with 

22. I have been/am confident I 
will be able to care for 

at home for 
as long as he/she needs me. 

23. I have feared I do not know 
everything I need to know 
about taking care of 

at ' home. 
24. 

25. 

28. 

I have less time to sit down 
and rest. 
I was more isolated from 
friends. 

has 
appreciated what I have done 
for him/her. 

27. not knowing what to expect 
from 's 
illness has been difficult for 
me. 

Not 
true 

Total Strain = 
(Total 0 + Total SI 

True a 
little of 
the time 

2 

True 
so me of 
the time 

3 

True 
most of 
the time 

4 

Always 
true For Office 

Use Only 

0 s 

• tJV". 
m 

R 

Ft 

• 

R 

Subtotals 2 

Subtotals 1 

Totals 
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