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ABSTRACT

This exploratory/descriptive study was designed to 
determine if there was a measurable difference between pre
natal client outcomes prior to and following public health 
nursing interventions for primary prevention. To date, few 
evaluation methods have been developed to assess health 
promotion nursing care that is being delivered in the. area 
of primary prevention for expectant mothers. •

Seventeen women participated in this study. Data 
collection was achieved through structured observation. The 
data collection consisted of observing the client's status 
related to the outcome criteria prior to nursing interven
tion, the nursing intervention that occurred, and the 
client's status related to the outcome criteria following 
the nursing intervention. Demographic data were collected 
from the record. A Demographic Data sheet. Outcome Criteria 
Rating Scale, and Outcome Criteria Guidelines plus Nursing 
Intervention Rating Scale were used to record pertinent 
data. Descriptive statistics were used for the analysis of 
the data.

The findings from the data analysis revealed that 
client outcomes did improve after nursing intervention, but 
that improved outcomes could not be solely attributed to 
nursing intervention.

viii



CHAPTER 1

INTRODUCTION

Radical changes have occurred, in the health care 
industry during the past fifteen years (Mayers, Norby, and 
Watson, 1977:4). These changes have come from pressures of 
a very dynamic society. In the past, the focus of health 
care was in the acute care setting. Today, the focus has 
changed to a greater proportion of the health care Services . 
being delivered in communities on an outpatient basis.
Thus, community agencies have become the focal point of 
health care.

In addition to the.change of focus, change has 
occurred in the professional groups responsible for the 
delivery of health care. "In the past, physicians were the 
key figures in the delivery of health care" (Risser, 1975: 
45), with nurses functioning primarily in the hospital 
setting. Today, nurses are expanding their role, by becoming 
more involved in assuming'new responsibilities for the 
delivery of health care in the community.

Changes in the health care industry have been, in 
part, the result of public dissatisfaction and government 
involvement. "A natural outcome of public dissatisfaction 
and nationwide demands for change in the whole field of
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health,care is that each profession faces the need to 
establish its value in terms of quality, availability, and 
cost" (Nicholls, 1974:456). In fact, "both the manner in 
which health care services are being delivered to the 
community and the quality of the services delivered are 
being carefully scrutinized" (Risser, 19.75:45) . Evaluation 
of programs is now the entreaty. "Evaluation is the founda
tion for assuring good care" (Mayers et al., 1977:3). 
Evaluation must be done if consumers and professionals alike 
are to feel satisfied that the very best is being accom
plished with the resources available (Mayers et al.,
1977:ix). ^

Statement of Problem 
Public health, agencies are very active in providing 

primary, secondary, and tertiary prevention to clients 
within the home setting, yet, to date, few agencies have 
found a method whereby the quality of care being delivered 
can be evaluated. Clients within public health agencies 
often have multiple problems, thus evaluation methods 
developed for specific disease entities are not readily 
applicable for assessing the care received by these clients. 
In addition, there are many clients receiving care centered 
on. health promotion and primary prevention for which there 
are few available measurement tools for evaluation of this 
care.



Significance of Problem 
The quality of health care has become an important 

issue to both consumers' and health care providers„ Although 
public health agencies have always been concerned about the 
quality of care, many have not adopted formalized methods 
whereby the quality of care can be measured. Due to recent 
developments, primarily through the federal government, 
public health agencies are now being asked to quantify and 
measure the quality of care they provide.

Professional standards review organizations (PSRO), 
established by Public Law 92-603 in 1972, introduced the 
concept of quality assurance. "The passage of the PSRO 
legislation demanded that one address quality" (Stevens, 
1978:199). "The National Health Planning and Resources Act 
of 1974 has established as a priority promotion of activities 
to achieve needed improvements in quality of health services" 
(Lang, 1976:75).

Furthermore, the Department of Health, Education and 
Welfare (now known as Department of Health and Human

''iServices) under whose auspices the public health agencies 
operate, are also becoming involved in the demand for 
quality. In fact, "the Department of.Health, Education and 
Welfare has been actively working to address the question 
of quality . . ." (Stevens, 1978:205).

Besides the pressure being exerted by federal govern
ment regulations, other sources are now asking public health



agencies to substantiate the quality of care provided. 
According to Daubert (1979:450), " third-party ̂-payers, state 
licensing requirementsthe public and the rising costs of 
health care" are adding to the pressure that.public health 
agencies are experiencing for documentation of quality of 
care delivered. Flynn and Ray (1979:650) further point, out 
that "state and local funding groups, state mandates and 
requirements, and legislators concerned with national health 
insurance" are also asking the public health agencies to 
provide evidence that they are providing quality care. In 
fact, "the question most frequently asked by funding sources 
and others is what methods of quality assurance are being 
used in community health nursing programs" (Flynn and Ray, 
1979:650).

The news media is constantly exerting pressure by 
referring to the costs of health care, its accessibility, and 
the quality of care delivered. This has resulted in the 
public becoming involved in the demand for quality health 
care at a reasonable cost. Thus, it becomes important to 
answer the crucial question, "What difference did agency 
service make in the patient's health status?" (Daubert, 
1979:450). 'The answer to this question is extremely 
important not only in determining the effectiveness of the 
agency's service, but also in regard to the professional 
nurse. Nurses must accept the responsibility and be „ 
accountable to the clients for the nursing care they deliver.



In essence, the profession needs to "evaluate, maintain, and 
control the quality of nursing care they provide"
(Hassenplug, 1977:432).

Another issue facing nursing today is that of 
professionalism. "A review process is also desirable in 
that it clearly establishes the professionalism and maturity 
of nursing" (Lang, 1976:75). Donabedian C1972ixiii) 
further describes the qualities that a profession must have 
as follows:

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 relationship. It is the 
authentic hallmark of a mature profession.

Hassenplug (1977:438) further points out that "any 
profession that does not monitor itself does not remain a 
profession for long. Thus, if for no other reason than 
professional survival, nurses must concern themselves with" 
quality assurance.

Purpose of Study
The purpose of this study was to determine if there 

was a measurable difference between prenatal client outcomes 
prior to and following public health nursing interventions 
for primary prevention.



Conceptual Orientation .
Quality assurance underlies the conceptual orienta

tion for this study. Although many definitions for quality 
assurance can be found throughout the literature, the 
definition put forth by Schmadl seems the most comprehen
sive. Schmadl (1979;465) states that quality assurance:

involves.assuring the consumer of a.specific 
degree of excellence through continuous measure
ment and evaluation of structural components, 
goal directed nursing process and/or consumer 
outcome, using pre-established criteria and 
standards and available norms, and followed by 
appropriate alteration with the purpose of 
improvement.

Nurses are constantly working toward improving the 
health care they provide in society. In fact, nurses "bear 
the primary responsibility and accountability for the quality 
of nursing care clients receive" (American Nurses Associa
tion, 1973:1). "High quality care does not happen by chance. 
It is a result of deliberative decision making and actions" 
(Mayers et al., 1977:3). Public health nurses can and are 
attempting to provide quality health care, especially in the 
area of primary prevention.

Shamansky and Clausen (198 0:104) state that "preven
tion is the heart of community health nursing;" . Although 
community health nurses provide primary, secondary, and 
tertiary prevention, the greatest emphasis is now being 
placed on primary prevention.
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Primary prevention consists.of health promotion 

activities directed toward a healthy population for the 
purpose of preventing disease. "The targets are those 
individuals considered physically and emotionally healthy, 
exhibiting normal or maximum functioning" (Shamansky and 
Clausen, 1980:106). The purpose of health promotion nursing 
care "is to safeguard the individual from a particular 
disease or problem by removing or reducing the risk factors" 
(Shamansky and Clausen, 1980:106).

Before nurses can provide quality care for primary 
prevention, they must define what constitutes good care and 
"set up a system for attaining it" (Anderson, Morton, and 
Green, 1978:51). The nursing process can be utilized. 
Through the use of the nursing process (assess, plan, 
implement, and evaluate), nurses have an effective means of 
providing "the best possible nursing care in the community" 
(Spradley,. 1975:355).

The initial step in the nursing process should be 
that of assessment. At that time the data base can be 
obtained and potential problems identified.

With the potential problems identified, nursing 
diagnoses can be established. "Nursing diagnoses describe 
actuhl or potential health problems treated by professional 
nurses" (Gordon, 1980:84). Gordon (1980:86) further states 
that, by using nursing diagnoses, the nurse is provided with 
an "ideal focus for process, outcome, process-outcome or
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related structural evaluation studies because diagnoses, 
therapy and outcomes are interrelated.".

Both the identified risk factors and nursing 
diagnoses serve as guides to the nurse in determining which 
steps or health care activities should be implemented to 
meet the needs of the client. These steps are process 
criteria which "describe the nature and sequence of events 
in the delivery of nursing care" (Lang, 1976:77).

All nursing interventions should create an altera
tion in the health status of the client. These changes can 
be measured using outcome criteria. . Outcome criteria are 
preestablished levels of performance expected of the client. 
Outcome criteria "describe the end results of nursing care 
or measurable changes in the actual, state of the patient1s 
health" (Lang, 1976:77). The evaluation of the client 
outcomes "assumes that good results are brought about by 
good care" (Davidson, 1978:38).

In this study the focus will be on the client out
comes following nursing care interventions for prenatal 
primary prevention health care.

Definitions 
The following terms were used:

1. Health prevention activities— the nurse's activities 
that are directed toward prevention of disease and 
disability in healthy people.



Assessment— consists of the nurse collecting, 
analyzing, and interpreting pertinent information 
regarding the client's physical, psychological, and 
social status.
Nursing process— consists of assessing, planning, 
implementing, and evaluating activities carried out 
by the nurse.
Nursing diagnoses— is a statement of the client's 
problem or potential problems. The statement 
includes the (a) problem or potential problem, (b) 
cause of the problem or potential problem, and (c) 
characteristics that indicate a problem or potential 
problem exists.
Nursing process criteria— are a complete description 
of the health prevention activities that the nurse 
will use in delivering nursing Care.
Outcome criteria— are statements of preestablished 
levels of performance expected.of the client as a 
result of the nurse's health prevention activities. 
Family— consists of a man and woman who are married 
plus any children they may have or a single woman 
plus father of child, if present, and children. 
Household— consists of the family plus individuals 
residing with the family, e.g., other relatives 
and/or friends -



Limitations
This study is limited by the following factors: 
This study is restricted to healthy pregnant women 
receiving primary prevention nursing care. Thus, 
data cannot be generalized to other populations.
A convenience sample was used.
Two observers may not see or record a particular . 
event in the same way.
Observed events are subject to the bias of the 
researcher.
Observations are dependent on the skill of the 
observer.
Limited number of observations.



CHAPTER 2

REVIEW OF THE LITERATURE

Primary Prevention 
According to Robischon (.1971:410) the concept of 

health is changing in that "it is no longer the mere absence 
of disease or disability." The American, people, have become 
interested in health promotion and disease prevention. If 
one looks back into history, it can be seen that prevention 
is not a new concept. However, the idea of preventive , 
medicine was put aside during the 50s and 6 0s due to an 
increasing concern over chronic disease. Now that many 
answers regarding chronic disease have been found, especially 
in the areas of etiology and incidence, the time has come to 
promote prevention (U. S. Department of Health, Education and 
Welfare, 1979:6-7). This charge has been directed toward 
health professionals. "We must accentuate wellness rather 
than illness; become health oriented rather than pathology 
oriented" (Robischon, 1971:413).

Nurses are being asked to help make the change, In 
fact, "no profession is in a better position than nursing to 
help in the movement from a sickness oriented system to a 
health care system" (Phaneuf, 1976:10).

11



12
"Prevention is the heart of community health 

nursing" (Shamansky and Clausen, 1980:105). The three 
levels of prevention that all professionals are familiar 
with are primary, secondary, and tertiary prevention.
These three levels of prevention were developed by Leave11 
and Clark (1965:19-28) in the early 1950s and are based on 
the epidemiological approach.

Since the development of the levels of prevention, 
many disciplines have used and changed the terms so that 
there has been confusion as to what the concepts really mean. 
Shamansky and Clausen (1980:106) redefine and clarify the 
terms for community health nurses. The authors state that 
"if community health nursing plans to use the levels of 
prevention, a consistent understanding of the terms primary, 
secondary, and tertiary prevention is necessary" (Shamansky 
and Clausen, 1980:106).

A central issue of preventive health care is to 
identify populations at risk. Once this has been accom
plished, "conditions and preventive procedures" are 
developed to prevent disease. Many groups have been 
identified as populations at risk. The group of interest 
for this study, pregnant women, are a population at risk 
(The John E. Fogarty International Center for Advanced Study 
in the Health Sciences National Institutes of Health and 
The American College of Preventive Medicine, 1976:36-39).
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Preventive programs are now receiving attention from 

the public and health professionals who are asking for 
quality controls. The task force has taken the position 
that:

There should be assessment of the adequacy of the 
prevalence of preventive health programs and 
providers and that the objectives and standards 
of performance of a program or a provider should 
be clearly enumerated. Such standards and 
objectives should then•be periodically and 
systematically evaluated to assure that goals are 
met. Concomitantly, there should be continued. . 
application of quality controls and evaluation 
(The John E. Fogarty International Center and The 
American College of Preventive Medicine, 1976:106).

Developing quality controls has been a problem 
facing all primary prevention programs and providers. 
"Patterns of quality control are mainly addressed to 
hospital populations" (Phaneuf, 1976:10). Another factor 
which complicates formulation of quality controls is that 
disease entities are usually used as a basis for evaluation. 
These are inappropriate for nurses to use in developing 
evaluations (Gordon, 1980:84). Because.of these problems 
and "because of inadequate research methods it has been 
difficult to demonstrate the efficacy of nursing efforts . 
in primary prevention" (Shamansky and Clausen, 1980:108).

Quality Assurance
Professional Standards Review Organizations were 

created in 1972, after the passage of Public Law 92-603.
The statute directs attention to quality assurance and has



• 14
made a great impact on the health care system (Schmadl,
19 79:462). It can be noted that

the social security amendments of 1972 contain 
the incentive that if professionals and health 
delivery institutions/agencies/organizations do 
not organize and implement effective quality 
control methods and systems by 1976, the govern
ment may do so (Zimmer, 1974a;306).

Because of this threat, quality assurance has become a major
concern to all health care agencies.

\

Community health agencies are now feeling the impact 
of this law and the need to provide some documentation of 
the quality of care they provide (Flynn and Ray, 1979:650). 
Daubert (1979:450) further points out that "although such 
agencies have always been concerned with the quality of 
their services, pressure to substantiate this quality is now 
being exerted by third-party-payers, federal regulations, 
state licensing requirements, the public and such factors as 
the rising cos£s of health care." Flynn and Ray (1979:650) 
indicate that "the question most frequently asked by funding 
sources and others is what methods of quality assurance are 
being used in community health nursing programs?" Other 
factors influencing review activities are medicare, 
consumers,and professional nurses (Davidson, 1978:40).

The consumer has been very influential. In fact, 
"quality assurance is now in actuality a publicly desired 
change with publicly planned directions" '(.Zimmer, 1974a: 
307). The consumer views quality assurance as availability,
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accessibility, acceptability, and accountability, and hopes 
that the health professional, coupled with the previous 
mentioned legislation, will provide the components they 
desire for improved health care" (Davidson, 1978:40).

The nursing profession is now asking "itself for 
accountability and justification for its efficacy"
(Davidson, 1978:40). "Quality assurance could be classified 
as an adoptive change that is required for survival"
(Zimmer, 1974a:305). Donabedian (1972:xiii) states that 
"self-regulation to assure quality in performance is at the 
heart of the relationship. It is the authentic hallmark of 
a mature profession." This self—regulation is up to the 
health professional. "In essence, community health nursing 
is being forced to support its reason for being" (Flynn and 
Ray, 1979:650).

Nurses can measure the quality of care by evaluating 
the structure, process, and outcome. Perhaps the most fre
quently utilized method of evaluation that nurses use is the 
process appraisal. Process appraisals indicate the type of 
care the clients receive, but not the outcome of that care 
(Davidson, 1978:38). Although nursing care interventions 
are important, they do not answer the crucial question put 
forth by Daubert (1979:450): "What difference did agency 
service make in the patient's health?" The answer to this 
question is extremely important and measurement is facili
tated through the use of outcome criteria.
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There are many suggestions as to how outcome 

criteria can. be developed» Phaneuf (197 6:164-165) states 
that outcome criteria can be developed.for a "specific 
group of patients" such as surgical or for "specific patient 
populations" such as congestive heart failure. Other 
classifications suggested by the author were "nursing 
diagnoses," "nursing problems," or "developmental status."

Mayers et al. (1977:23) point out that outcome 
criteria may be written for disease classifications, patient 
problems, nursing diagnoses, and surgical or diagnostic 
procedures. The authors further outline diagnostic cate
gories for community health which are. focused on specific 
conditions.

Zimmer (1974b:319) states that "populations should 
be selected that are common in the health care institution/ 
agency/organization and create a significant volume of the 
patients who receive care and treatment." The author 
alludes to the following methods of classifying patient 
populations: "disease entities (myocardial infarction); 
developmental (adolescent); conceptual (rehabilitation); or 
syndrome (pain)."

Daubert (1979:451-453) advocates a method of 
classifying clients into groups based on their rehabilita
tion potential. She developed five groups with outcome 
criteria specific to each group. These five groups, plus
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criteria, address the secondary and tertiary levels of 
prevention.

The clients in a community health agency often 
present themselves with multiple diagnoses. Thus, outcome 
criteria developed for specific disease entities are found 
cumbersome to use with such clients and the amount of paper 
work is prohibitive (Daubert, 1979:451). In addition, the 
use of diagnostic categories are not really applicable to 
developing outcome criteria for primary prevention health 
care.

"Population characteristics can influence both the 
selection of desired health/wellness outcomes and the 
degree to which they are attainable and achieved" (Zimmer, 
1974a:309). In addition, patient classifications are 
important in developing outcome criteria. Phaneuf (1976:
165) states, "patient classifications that are relevant, 
useable, and retrievable should be used." "In selecting 
from among the total possible number of outcome criteria 
that could be developed for a particular patient popula
tion, priority should be given to the outcomes that make the 
most difference in the total result" (Nicholls and Wessells,. 
1977:74). Hence, "criteria should be written for a popula
tion of patients with commonalities that can be identified" 
(Zimmer, 1974b:319).



CHAPTER 3

METHODOLOGY

Research Design 
An exploratory/descriptive type of design was 

chosen. This design allowed the researcher to discover if 
there was any measurable difference between prenatal out
comes prior to and following public health nursing interven
tions for primary prevention.

The technique used in this study was structured 
observation. . Structured observation focuses on designated 
aspects of behavior which are determined by the researcher 
to be. important and is devoted to "noting the presence, 
absence or intensity of clearly specified types of behavior" 
(Selltiz, Wrightsman, and Cook, 1976:279).

The following assumptions were made:
1. A behavior will occur which may be observed that 

will answer the specific research question.
2. The client's behavior will not change greatly by 

the presence of the observer.

Sample Population 
A convenience sample of twenty healthy pregnant 

women was contacted and consented to participate in this 
study. All subjects received the first home visit from the

.18  '
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public health nurse arid investigator. On the second home 
visit, only seventeen subjects were available. Three had 
moved from their present address, leaving no forwarding 
address, and could not be contacted. Hence, the findings 
in this stud^r will consist of categorizing and analyzing the 
data that were obtained from the seventeen remaining 
subjects.

The target population consisted of English-speaking 
women who were pregnant. These women had to be free of 
disease, but receiving health prevention nursing care to 
maintain or improve their present state of health. It was 
further stipulated that this group must be receiving primary 
prevention health care from the public health nurse in their 
home. Another criteria established in selecting subjects 
was their willingness to participate.

Setting
The setting for the research project was in a public 

health department located in the southwest United States.
Two districts, within the department were used as sites from 
which to conduct the study. The setting for the actual 
observations was in the client's home.

Protection of Human Subjects
The procedure followed in this investigation was 

approved by the Human Subject Ethical Review Committee 
(Appendix A). In order to protect the subject's right to
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confidentiality, a number coding system was used to identify 
all responses.. The subject’s name was not used on the 
Demographic Data sheet or on the Outcome Criteria Rating 
Scale sheets. The subject’s name was not made available to 
anyone other than the public health nurse visiting the 
client and the investigator. The investigator advised all 
subjects of the nature of the study. Each subject was. asked 
to read the Human Subject Consent form (Appendix B) before 
signing.

All subjects were told that their participation 
would be 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 assured that their decision would not affect the 
relationship that they had with the public health nurse.

Method of Data Collection
After permission was granted by the Human Subjects 

committee to begin the investigation, the investigator 
contacted the Division Director of Nursing Services of the 
designated County Health Department to present the purpose 
and format of the study. The investigator then made 
arrangements to present the purpose and format of the study 
to the nursing supervisor and public health nurses within 
the districts designated for the study. The Demographic 
Data sheet, outcome criteria forms, and rating method were
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described in detail by the investigator, Each public health 
nurse was given a copy of the outcome criteria. It was 
explained to the public health nurses that the first visit 
would consist of securing the data base, assessing the 
client's level related to the outcome criteria prior to 
nursing interventions with subsequent observation of nursing 
interventions as they occurred. It.was further noted that 
on the second visit the client outcomes that had resulted 
from previous nursing interventions would be assessed.

The investigator contacted the public health nurses 
daily for the purpose of obtaining names of prospective 
clients to participate in the study. The investigator 
contacted the client, described the purpose of the study, 
informed the client that the study consisted of two home 
visits, and that the. visits would be made conjointly by the 
public health nurse and the investigator.

The data collection in this study was conducted in 
two phases. Phase 1 comprised the first home visit. The 
visit consisted of securing the data base, assessing the 
client's level related to the outcome criteria before 
receiving a nursing intervention, and observing the nursing 
interventions that did occur. Immediately following the 
first visit, client outcomes were rated and all observed 
nursing interventions were recorded. Scores recorded for 
the outcome criteria at this visit will be referred to as 
Phase 1 outcome criteria in the ensuing chapters.
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Phase 2 comprised the second home visit. At the 

second visit, the client outcomes from the previous nursing 
interventions were evaluated. Following this visit, the 
investigator again rated the client's status related to each 
outcome criteria. The scores for the outcome criteria from 
the second visit will be referred to as Phase 2 outcome 
criteria in the succeeding chapters.

Data Collection Instruments
The instruments used in this study were: (1)

Demographic Data sheet (Appendix C), (2) Outcome Criteria
(Appendix D), (3) Outcome Criteria Rating Scale and Outcome
Criteria Guidelines (Appendix E), and (4) Nursing Interven
tion Rating Scale (Appendix F). All tools were developed 
by the investigator. A literature review served as a guide 
in developing the instruments. The format used by Daubert 
(1979:451-453) served as an additional guide in developing 
the outcome criteria format. Twenty-five charts were 
reviewed that identified the health prevention activities 
that the public health nurses were addressing when making 
home visits to clients in the prenatal phase of pregnancy.
In addition, the preestablished process criteria directing 
the public health nursing activities within the agency were 
examined. The literature review, chart review, and process 
criteria were instrumental in generation of the outcome 
criteria content.
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The Demographic Data sheet was designed to collect 

background data related to the subject. This included 
information on para/gravida, age, marital status, family 
size, number of people in household, occupation, religion, 
ethnic origin, and years of education. The term "pregnancy" 
was used for para/gravida^ "Family size" and "number of 
people in household" were combined with marital status and 
called "family structure" for purposes of analysis. The 
following family structure categories were thereby 
developed:

1. Single living with parents and siblings.
2. Single living with friends.
3. Single living with children.
4. Single living with children and father of expectant

child.
5. Marital dyad..
6. Marital dyad with children.

A pilot study had been conducted in a local health 
department previous to this investigation. Outcome criteria 
from this pilot study were rewritten for this study.

The items used for the Outcome Criteria (Appendix D) 
were obtained from an extensive review of literature, from 
the chart review, and from the public health agencies' pre-i 
established process criteria for prenatal care. A panel of 
seven public health nurses evaluated the outcome criteria
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for appropriateness, clarity, and simplicity, thus estab
lishing content validity. The panel reached, a consensus 
agreement that the outcome criteria contained items covering 
the important dimensions of care.

The revised outcome criteria consisted of twenty-two 
items which were measured using the Outcome Criteria Rating 
Scale. The numbers used to rate outcome criteria "indicate, 
the degree to which the characteristic is present" (Rezler 
and Stevens, 1978:131). The following numbers represent the 
following values.

0 = not applicable
1 = never
2 = seldom
3 = occasionally
4 = frequently
5 = always

A preestablished Outcome Criteria Guideline for rating each 
item was used to provide consistency in measuring the degree 
of achievement for each participant in the study. The total 
score for the outcome criteria was the sum of the numerical 
values of the items as obtained from the respondents. The 
highest summated score that could be obtained for the Out
come Criteria was 110 and the lowest was 22.

. The outcome criteria values were then stated according to 
preset ranges which were translated into the word judgments 
of low, medium, high. The divisions were established by
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multiplying the lowest acceptable level of performance 
(based on the outcome criteria numerical ratings) for each 
range by the number of items. The following ranges and word 
judgments, determined by the investigator, allowed broad 
judgments to be made regarding the subject's overall level 
of achievement as follows:

low = outcome criteria values 22-65 
medium = outcome criteria values 66-87 
high = outcome criteria values 88-110

The Nursing Intervention Rating Scale (Appendix F) 
was developed after the study was completed. As noted 
earlier, the types of nursing interventions that occurred 
were observed and recorded after the first visit to each 
respondent. At the end of the study, six types of nursing 
interventions were noted to have occurred in providing care 
to the subject. These observed interventions were used to 
develop the nursing intervention scale. The scale consisted 
of six items ranging from no observation/no intervention 
(value 1) to observation/individualized intervention 
(value 6). These numerical values were then used to rate 
the type of nursing intervention that occurred for each item 
in the outcome criteria. The nursing intervention values 
(scores) were the sum of the numerical values that were 
assigned to each nursing intervention that occurred for each 
item. The highest summated score that could be obtained on
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the Nursing Intervention Rating Scale was 132 and the lowest 
was 22.

The nursing intervention values were also stated in 
ranges and translated into the word judgments of low, medium, 
high. The divisions were established by multiplying the 
lowest acceptable level of nursing intervention (based on 
nursing intervention numerical ratings) for each range by 
the number of items that the nurse could address in the 
outcome criteria rating scale. The following ranges and 
word judgments, determined by the investigator, allowed 
broad judgments to be made regarding the public health 
nurses' overall levels of nursing interventions that 
occurred related to the outcome criteria.

low = nursing intervention values 22-87 
medium = nursing intervention values 88-109 
high = nursing intervention values 110-132

■Method of Data Analysis
Data that were categorized and coded for computer 

analysis included demographic variables, Phase 1 (first home 
visit) outcome criteria scores, Phase 2 (second home visit) 
outcome criteria scores, and nursing intervention scores. 
These data were computed to determine frequency distributions 
and percentages.

Data were then analyzed using the Pearson Product 
Moment Correlation Coefficient to determine if statistically



significant relationships (p < .05) existed between Phase 1 
outcome criteria and Phase 2 outcome criteria and also to 
determine if there was any statistically significant rela
tionship between nursing interventions and Phase 2 outcome 
criteria.



CHAPTER 4

PRESENTATION AND ANALYSIS OF DATA

This study was designed to explore and describe, 
through structured observation r any measurable difference 
between prenatal outcome criteria prior to and following 
public health nursing interventions for primary prevention. 
The data categorized and coded for computer analysis were: 
demographic data. Phase 1 and Phase 2 outcome criteria, 
and nursing interventions. The results of the data analysis 
are presented in this chapter.

Characteristics of Sample
The sample consisted of seventeen healthy pregnant 

women who met the preestablished selection criteria. They 
were English-speaking women in the prenatal phase of 
pregnancy who were free of disease, and who were receiving 
primary prevention health care from the public health nurse.

Table 1 presents the frequencies and percentages of 
the characteristics of the seventeen healthy pregnant women. 
Eleven women (64.7%) were 17 to 22 years of age. Six women 
(35.3%) were 24 to 36 years of age. The mean age of the 
women was 21.3 years with a range of 17 to 26 years. 
Therefore, responses to this study are representative of a 
younger population of pregnant women.

28
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Table 1. Characteristics of Sample (N = 17)

Characteristic Number Per Cent
Age:

17-22
24-36

Total
Ethnic Origin:

Caucasian 
Mexicah-American 
Black -
American-Indian 

Total
Occupational Status:

Employed
Unemployed

Total
Family Structure:

Single living with parents 
and siblings 

Single living with friends 
Single living with children 
Single living with children and 
father of expectant child 

Marital Dyad
Marital Dyad with children 

Total
Pregnancy:

1
2 •

3
Total

Education:
8 years -
9 years

10 years
11 years
12 years

Total
Marital Status:

Single
Cohabitation
Married

Total

11
6

17

8
7
1
1

17

3
14
17

4 
1 
3
2
2J517
5
5
7 

17

2
3
1
6 
5

17

8 
2 
7

17

64.7
35.3

100.0

47.2
47.0
5.9
5.9 

100.0

17.5
82.5 

100.0

23.5 
5.9

17.6
11.8 
11. 8 
29.4 

100.0

29.4
29.4 
41.2

100.0

11.8 
17.6 
5. 9
35.3
29.4 
100.0

47.1 
11.8
41.2 

100.0



Table 1.— Continued
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Characteristic
Religion; 

Catholic 
Protestant 
No preference 

Total

Number Per Cent

5
5
7

17

29.4
29.4 
41.2

100. 0
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Of the respondents in the study, eight women (47.2%) 

were Caucasian, seven women (47.0%) were Mexican-American, 
one woman (5:. 9%) was black and one woman (5.9%) was American 
Indian. The ethnic origin of the sample was predominately 
Caucasian and MexicansAmerican. Therefore, responses to 
this study may be a reflection of the cultural orientation 
and values of these two ethnic groups.

The number of pregnancies for respondents ranged 
from one to three. Five women (29.4%) were pregnant for the 
first time, five women (29.4%) were pregnant for the second 
time, and seven women (41.2%) were pregnant for the third 
time.

With regard to education, five (29.4%) had completed 
high school (12 years), six women (35.3%) had eleven years 
of education, one woman (5.9%) had ten years of education, 
three women (17.6%) had nine years of education, and two 
women (11.8%) had eight years of education. The mean educa
tion for respondents was 10.5 years. Twelve women (70.6%) 
had not completed high school.

Of the respondents in the study, eight women (47.1%) 
were single, seven women (41.2%) were married, and two women 
(11.8%) were living with the father of the expectant child 
(cohabitation). Ten women (58.9%) were not married. The 
number of single women and single women living with father 
of expectant child (cohabitation) seems to reflect present 
trends in society.
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With regard to family structurefour women (23.5%) 

were single living with parents and siblings, one woman 
(5.9%) was single living with friends, three women (17.6%) 
were single living with children, two women (11.8%) were 
single living with children plus father of expectant child, 
two women (11.8%) were part of a marital dyad, and five 
women (29.4%) were part of a marital dyad with children.

The religious preferences of the seventeen respond
ents were categorized according to Catholic, Protestant, and 
preferred not to answer. Five women (29.4%) were Catholic/ 
five women (29.4%) indicated they were Protestant, and seven 
women (41.2%) preferred not to answer the question. No 
reasons were stated for this response.

Discussion of Findings
Some respondents indicated that they were not pleased 

about the present pregnancy, but that it could not be 
avoided because their husband (or man they were living with) 
refused to allow them to use any type of contraception.
Other respondents voiced fear of the intrauterine devices, 
said the pill made them "sick," and that they just could not 
bring themselves to using the other types available. It was 
observed (first visit) that the respondents that had nega
tive attitudes related to the present pregnancy had a great 
need to talk about these feelings. Hence, negative atti
tudes predominated the conversational content which resulted
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in a decrease in the number of nursing interventions pro
vided to the subject.

Subject comments related to occupational status 
indicated that the number of pregnancies directly or in
directly affected their ability to secure employment. 
Responses such as "because of pregnancy, I couldn't finish 
school" and "because of having a child to care for, I 
couldn't go finish school" were frequently heard from 
respondents. These responses were linked to "because of not 
finishing school it is hard to find a job" and "without 12 
years of education there are no good jobs." Twelve women 
(70.6%) had not completed high school and fourteen women 
(82.5%) were not employed. Due to the lack of employment, 
respondents indicated that "money" was their number one 
concern. Some indicated they had difficulty supplying their 
everyday needs of shelter, food, and clothing. "After paying 
the rent, there is little money left over for food and 
clothing." Respondents stated, that their diets were not 
adequate, especially the meat and fruit/vegetable groups, 
because of the high cost of these foods. They simply "could 
not afford" them. Subjects indicated that other areas of 
financial concern centered around the need to purchase 
maternity outfits plus supplies and clothing for the new 
baby.

More than one pregnancy at an early age appears to 
be positively related to the individual's financial status.
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Respondents indicated that pregnancy had interfered with 
their education, which resulted in difficulty in finding 
employment. For the respondents, their most immediate 
concern appeared to.be that of providing for their basic 
needs. Respondents indicated that not until these needs 
were met, would health care become a priority. Subjects 
struggling under financial difficulties appear to be less 
motivated to improve their health status through health 
prevention activities.

With regard to marital status, single respondents 
indicated that "one does not get married just because one 
is pregnant." To point out that this behavior is 
"acceptable" respondents always referred to others they 
knew who were single and had children.

Respondents within the single living with parents 
and siblings group verbalized that the parents had reacted 
negatively at first, but that they had become more supportive 
as time passed. A typical response heard from this group:
"my parents were really angry, but now they are helping me 
by buying clothing for me and the new baby." Subjects that 
were part of the marital dyad and the marital dyad with 
children all indicated that they had "great" support systems. 
Some respondents within the three family structure groups: 
single living with friends, single living with children, and 
single living with children and father of expectant child, 
indicated that they did not receive support from the
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individuals within their family structure group. Some 
subjects verbalized that they became very "frustrated" due 
to the lack of a support system and often did not know where 
to turn for the support they needed. It was observed that 
the feelings related to lack of support was one of the 
important issues that respondents wantdd to talk about at 
the first visit. This resulted in decreased nursing inter-r 
ventions.related to other areas. It is conjecture on the 
part of the investigator, but it would appear that when an 
individual lacks a support system, they would also lack 
motivation related to health prevention activities because 
they are more concerned about resolving the present problem.

Outcome Criteria
Table 2 presents the summated scores for Phase 1 

outcome criteria and Phase 2 outcome criteria. As the reader 
may recall, the Phase 1 outcome criteria values represent 
the subject's score on the outcome criteria prior to 
receiving nursing interventions. The Phase 2 outcome 
criteria values represent the subject's score on the outcome 
criteria following nursing interventions. As noted earlier, 
the summated scores could range from 22 to 110.

Phase 1 outcome criteria values ranged from 44 to 
86 with a mean score of 70.8. The mode was. 79 and the 
median 75 (Table 2).



Table 2. Summated Scores for Phase 1 and Phase 2 Outcome 
Criteria

Summated Outcome Criteria Scores
Phase 1 Phase 2

Summated
Score Number Per Cent

Summated
Score Number Per Cent

44 1 , 5.9 59 1 5.9
52 . 1 5.9 , 64 1 . 5,9
56 1 5.9 69 1 . 5.9
57 1 5,9 73 1 5, 9
60 1 5,9 76 1 5,9
64 1 5,9 77 2 Ml. 7
68 1 5.9 8.0 1 5.9
72 1 5.9 82 1 5.9
75 1 5.9 83 1 5.9
76 1 5.9 87 1 5.9
79 2 11.6 88 3 17.5
82 1 5.9 93 1 5.9
83 1 5.9 99 1 5,9
85 1 5.9 101 _JL . . 5.9
86 2 11.7 . Total 17 100.0
Total
Mean = 
Median 
Mode =

17 .
70. 8 
= 75 
79

100.0 Mean = 81.4 
Median = 8 2  
Mode = 88
Possible range 22-110

Possible range 22-110
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The respondents' outcome criteria values for Phase 2 

outcome criteria ranged from 59 to 101 with a mean score of 
81.4. The mode was 88 and the median 82 (Table 2).

Table 3 presents the distribution of scores for 
Phase 1 and Phase 2 outcome criteria by the categories low, 
medium, and high. The low category is comprised of scores 
22-65, the medium category is comprised of scores 66-87, and 
the high category is comprised of scores 88-110.

Table 3. Distribution of Phase 1 and Phase 2 Outcome 
Criteria by Low, Medium, and High

Category Number Per Cent
Phase 1 Outcome Criteria Scores:

Low (22-65) 6 35.2
Medium (66-87) 11 64.8
High (88-110) - —

Total It" 100.0
Phase 2 Outcome Criteria Scores:

Low (22-65) 2 11.7
Medirum (66-87) 9 53.1
High (88-110) 6 35.2

Total 17 100.0

In Phase 1, six women (35.2%) had scores in the low
range (22-65) and eleven women (64,8% ) had scores in the
medium range (66-87). There were no scores in the high
range. It was observed that respondents in the low range
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performed limited/restricted health prevention activities.
In the medium range, the subjects were "occasionally" up 
to "frequently" achieving the health prevention activities. 
This distribution of scores appears to demonstrate that 
although the sample population consisted of healthy pregnant 
women, these individuals do need health prevention nursing 
care to help them improve and preserve their present state 
of health and to protect them from developing problems in 
the future.

With regard to Phase 2, two women (11.7%) were in 
the low range, nine women (53.1%) were in the medium range, 
and six women (35.2%) were in the high range. Subjects in 
the low range continued to observe limited/restricted health 
prevention activities. Respondents in the medium range 
”occasionally" up to "frequently" observed the health 
prevention activities. Respondents in the high range 
"frequently" to. "always" performed the health prevention 
activities.

Phase 2 outcome criteria values demonstrated higher 
scores which indicated that there was some improvement in 
the health behaviors on the part of the subjects. These 
scores seem to suggest a movement toward increased health 
prevention activities.



39
Discussion of Findings

Additional' information shared by respondents may 
explain why there was only a slight to moderate, increase in 
outcome criteria scores- Some respondents indicated that 
they had had children before, that these children were 
healthy, so why change their way of doing things for this 
pregnancy. As noted previously, financial income played a 
role in the subjects' ability to achieve some of the 
criteria. Although respondents had been helped to obtain 
financial assistance at the first visit, some indicated that 
it still remained a problem. Other comments heard on the 
second visit provided some insight as to why there was not 
a greater increase in the outcome, criteria scores. "It's 
hard to remember," "I was so busy I forgot," "I just don't 
like those foods," and "The children don't allow me time to 
rest or relax."

Most respondents indicated that their attending 
physician or some health related professional had previously 
provided them with the same material. It was observed that 
some of the subjects did not appear to. be interested in 
receiving the same material again.

Although not originally a part of the study, it was 
observed that clients displayed varying degrees of interest 
to the public health nurse and the material she was 
presenting. Two women (11.8%) appeared very uninterested, 
four women (23.5%) appeared slightly uninterested, four



women (23.5%) appeared slightly interested, and seven women 
(41.2%) appeared to be very interested. Of the respondents 
that appeared very uninterested, one subject invited us in 
and then went to clean the bathroom. Upon returning, she 
directed most of her activity toward her children. Another 
subject focused most of her attention on her child, picking 
him up, playing and talking with him and at times completely 
ignored the public health nurse. Of the respondents that 
appeared slightly uninterested and slightly interested, the 
television set was the major source of distraction. The 
slightly uninterested group was a little more involved in 
observing the television and was less inclined to discuss 
health prevention activities than the slightly interested 
group. The respondents that appeared very-interested 
provided as quiet an atmosphere as possible and asked 
numerous questions. These individuals pointed out to the 
public health nurses additional health care activities that 
they were interested in learning more about. It was observed 
that there was a noticeable difference in the degree of 
nursing care that was delivered based on the varying degrees 
of interest displayed by the subject. When the subject 
displayed little interest, the degree of nursing interven-: 
tion was limited, but when the subject displayed interest, 
the nursing intervention increased.
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Nursing Interventions 

Table 4 presents the distribution of the nursing 
intervention scores. As the reader may recall,, the nursing 
intervention values are the sum of the numerical values 
'that were assigned to each nursing intervention that occurred 
related to each outcome criteria. The summated scores could 
range from 22-132. Nursing intervention scores ranged from 
56 to 111, with a mean score of 84.4. The mode was 79 and 
the median was 84.

Table 4. Summated Scores for Nursing Interventions

Summated Score Number Per Cent
56 1 5.9
63 1 5.9
68 1 5.9
69 1 5.9
73 1 5.9
77 1 5.9
79 2 11.7
85 - 2 11.7
89 2 11.7
96 1 5.9

102 1 5.9
104 1 5.9

' 110 1 5.9
111 1 5.9

Total 17 100.0
Mean = 84.4 
Median = 84 
Mode = 79
Possible range 22-132
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Table 5 presents the distribution of the nursing 

intervention values by the categories: low, medium, high.
The low category is comprised of scores 22-87, the median 
category is comprised of scores 88-109, and the high 
category is comprised of scores 110-132. These ranges 
allowed for broad judgments to be made regarding the 
overall public health nursing interventions that occurred 
related to the outcome criteria. Ten nursing intervention 
values (59%) were in the low range, five nursing interven
tion values (29.3%) were in the medium range, and two 
nursing intervention values (11.7%) were in the high range.

Table 5. Distribution of Nursing Interventions by Low, 
Medium, and High

Category Number Per Cent
Nursing Interventions:

Low (22-87) 10 59.0
Medium (88-109) 5 29.3
High (110-132) 2 11.7

Total 17 100.0

The nursing intervention values in the low range are 
indicative of restricted/limited nursing interventions being 
provided to the subject. The nursing intervention values in 
the medium range indicated that public health nurses made 
observations, provided written or verbal information.
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sometimes did and sometimes did not provide a rationale on 
a generalized level. The.nursing intervention values in the 
high range indicated comprehensive nursing care. The 
public health nurses made observationsf provided written 
and verbal information, stated a rationale on a generalized 
to individualized level.

Discussion of Findings
Additional information provided by the public health 

nurses suggested why fifty-nine per cent of the nursing 
interventions were in the low category. Some nurses indi
cated that they thought that the attending physician or some 
other health related source had provided the subject with 
adequate information and that it was senseless for them to 
repeat it. Hence they did not observe the subject's level 
of knowledge nor provide any intervention.

Some public health nurses did not provide interven
tion related to some of the criteria because they felt the 
subject was given as much information as she could handle 
at the first visit. It was observed that additional and 
new information was provided at the second visit; however, 
these interventions did not enter under the study design and 
were not reflected here.

All nurses indicated that finances were the most 
important issue. It was stated that if the client was helped 
to find appropriate financial resources, there would be an .
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automatic improvement noted regarding the other outcome 
criteria. It was observed that more attention was devoted 
to helping the subject identify financial resources than any 
Other area related to the outcome criteria.

Some nurses voiced having negative attitudes toward 
prenatal clients. It was stated that these clients were 
"uninteresting," "were always hard to find," and "were not 
really interested in receiving a visit from the public 
health nurse."

In regard to the interest displayed by respondents, 
some public health nurses did indicate they based the amount 
of nursing interventions on the degree of interest displayed 
by the subject. If the subject displayed very little 
interest, limited nursing interventions were provided as 
they felt the subject would not be receptive at this time. 
The public health nurses did leave their telephone number 
in the event that thfe subject might decide at a later date 
that she desired more information. If the subject was 
interested, the nursing interventions were more compre
hensive in nature.

The above responses, may be an indication of why 
nurses were weak in addressing some outcome criteria. Seven 
nurses (41.2%) did not address outcome criteria lb (posting 
telephone numbers), six nurses (35.5%) did not address 
outcome criteria 6c (mental resources), five nurses (29.4%) 
did not address outcome criteria 1c (danger signals), and
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five nurses (.29.4%) did not address outcome criteria 2f 
(weight gain).

Zero Order Correlations
Under this study design, the research question was 

whether there was a difference between prenatal client 
outcomes prior to and following public health nursing inter
ventions for primary prevention. The Pearson Prpduct Moment 
Correlation Coefficient was used to examine the zero order 
correlation between Phase 1 and Phase 2 outcome criteria. 
Table 6 presents the zero order correlations, which were 
statistically significant at the .05 level. All relation
ships were positive. The zero order correlation between 
Phase 1 and Phase 2 outcome criteria was .7253 (p < .001). 
The Phase 2 outcome criteria scores had a positive relation
ship to the client's original outcome criteria scores from 
Phase 1, which suggests that those who had high outcome 
scores in Phase 1 had high outcome scores in Phase 2. The 
zero order correlations for the nursing intervention scores 
with Phase 2 outcome criteria was .6243 (p < .007). Nursing 
interventions had a moderate relationship with Phase 2 
outcome criteria which suggests that nursing interventions 
may have some impact on client outcomes.

The Pearson Product Moment Correlation Coefficient 
was used to test for relationships between Phase 1 and 
Phase 2 outcome criteria, nursing interventions, and the



46
Table 6. Zero Order Correlation Matrix for Phase 1 and

Phase 2 Outcome Criteria, Nursing Interventions

Phase 1 .
Outcome
Criteria

Nursing
Intervention

Phase 2 
Outcome 
Criteria

Phase 1 Outcome 
Criteria 1.0000 — — .7253

(p«. 001)
Nursing
Intervention 1.0000 .6243 

(p<.007)
Phase 2 Outcome 
Criteria 1. 0000

background characteristics for this sample. The level of 
statistical significance had been established at .05.
Using this criteria, none of the correlations between these 
variables were found to be statistically significant. The 
correlation between pregnancy and Phase 2 outcome criteria 
approached statistical significance at p < .06. This 
suggests that further investigations should be done to 
explore these relationships. ' .



CHAPTER 5

IMPLICATIONS AND RECOMMENDATIONS

Implications for Nursing Practice 
A major goal of this study was to discover if there 

was any measurable difference between prenatal client out
comes prior to and following public health nursing interven
tions for primary prevention. One method of determining 
whether a client is receiving quality health care is through 
the use of outcome criteria. Not only do outcome criteria 
provide a measure of the client's health status, they also 
provide a measure of the degree of effectiveness of the 
primary prevention health program.

Outcome criteria assist in the evaluation of nursing 
care. Hence, through the use of outcome criteria, nurses 
can identify strengths and weaknesses in the delivery of 
care. If outcome scores demonstrate little or no change in 
the health status of the client, reassessment of that care 
is needed. The nurse may ask, "is the quality of care being 
delivered adequate to make an impact on the client?" If the 
answer is "no," the nurse can examine the quality of health 
care being provided and make appropriate changes that will 
impact on the client. If the examination of the nursing 
care being delivered shows it to be adequate, this could

47
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suggest that some outside factor is influencing the impact 
nursing interventions are having on the client. In addition 
to the above, overall deficiencies in the nursing process 
can be identified. Once the deficiencies are identified and 
examined, corrective measures can be instituted to improve 
the quality of care.

Outcome criteria not only assists nurses in assessing 
the care provided, but also serves to direct what care should 
be given. Nurses can use the criteria as a guide in setting 
up nursing care plans. Through the use of outcome criteria, 
nurses will be able to develop care plans that are more 
comprehensive and provide for consistency in the types of 
services being offered. The effects of such nursing care 
will have far reaching effects on the future of both mother 
and child.

Public health nurses can not assume that the client 
is receiving adequate information from attending physicians 
or other health related professionals. These other profes
sionals may assume that, since the public health nurse is 
going to see the client, they only need to provide minimal 
information.

The client's level of knowledge should also be 
evaluated by public health nurses. Even though the health 
prevention activities of other health professionals appear 
to be adequate and the client's level of knowledge satis
factory, it does not hurt to reinforce this. Continual
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reinforcement strengthens present activity and improves the 
clients' health status.

As the reader may recall from the literature review, 
many funding sources are now asking what method of evalua
tion is being used by the agency. One extremely important 
benefit of the use of outcome criteria is the potential for 
increased documentation of care. It is a widely known fact 
that nurses perform many activities which they fail to 
document. By using outcome criteria, nurses are provided 
with a guideline of all the important elements that must be 
documented. This documentation will provide data regarding 
services provided that are being required to substantiate 
the need for funding sources.

As public health nurses expand their role to include 
primary prevention nursing care, they must also provide a 
means of evaluating this care in order to substantiate that 
quality care is being delivered to the client. Consumers, 
government agencies,, and funding sources are demanding that 
quality assurance programs be developed. It is time that 
public health nurses assume this responsibility in regards 
to their prevention programs. They must develop methods 
whereby the effectiveness of the primary prevention can be 
evaluated. Through the use of outcome criteria, public 
health nurses will be able to determine the effectiveness of 
their care and ensure concerned individuals, groups, and 
agencies that they are providing quality care. It may be
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well to remember that "any profession that does not monitor 
itself does not remain a profession for long" (Hassenplug, 
1977:438).

. Recommendations 
In addition to the above suggested recommendations 

regarding the value of using outcome criteria to evaluate 
prevention programs, the following recommendations are 
suggested.

1. Replicate study using a larger sample size which 
will allow for a larger comparison of data.

2. Replicate study, retaining numerical ratings, but 
using different response terms in the outcome 
criteria rating scale.

3. Research study to determine the relationship of 
nurses1 attitudes to the delivery of health care 
to prenatal clients.

4. Replicate study using more home visits per subject 
to determine if the impact of nursing interventions 
have a greater effect over a longer period of.time.

5. Research study to determine if a relationship exists 
between the number of pregnancies and the client's 
outcomes.



APPENDIX A

HUMAN SUBJECTS COMMITTEE APPROVAL

T H E  U N I V E R S I T Y  O F  A R I Z O N A
T U C S O N .  A R I Z O N A  8 5 7 2 4
h u m a n  s u b j e c t s  c o m m i t t e e

A R IZO N A H EALTH  SCIENCES CENTER 2T05

22 December 1980

Carole LaMae Berg, R.N., B.S.
3201 East Seneca Avenue *
Apartment #255
Tucson, Arizona 85716

Dear Ms. Berg:

Thank you for submitting a revised consent form for your project, 
"Impact of Nursing Interventions on Client Outcomes in a Community Health 
Setting". We concur with the opinon of your Departmental Review Com
mittee that this is a minimal risk project. Therefore, approval is 
granted effective 22 December 1980.

Approval is granted with the understanding that no changes will be 
made in either the procedures followed or the consent form used (copies 
of which we have on file) without the knowledge and approval of both the 
Human Subjects Committee and the Departmental Review Committee. Any 
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 the accessi
bility 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

M N / jm

cc: Ada Sue Hinshaw, R.N., Ph.D.
Departmental Review Committee

51



APPENDIX B

HUMAN SUBJECT CONSENT FORM

Project Title: Impact of Nursing Interventions on Client
Outcomes in a Community Health Setting.

You are being asked to participate in a study con
cerned with the impact of nursing interventions bn client 
outcomes in a community health setting. The purpose of 
this study is (1) to observe the nursing care delivered by 
the public health nurse and (2) to observe what effect this 
care has had on the client and family. Healthy pregnant 
women that are English-speaking and are being seen by the 
public health nurse for the purpose of receiving health 
promotion nursing care are asked to participate in the 
study.

The study consists of two home visits, approximately 
three months apart from the public health nurse and the 
investigator at which time the investigator will observe 
the interaction between public health nurse and client. The 
above visits will occur at the time of the public health 
nurse's regular scheduled home visits.

There will be no cost to you nor will you receive 
any monetary rewards for your participation in this study.

In order to assure confidentiality, you will hot be 
identified by name on the evaluation forms. All information 
sheets shall be coded by number. Your participation in this 
study will result in no medical risks, public embarrassment 
or invasion of privacy. The data from this study may be 
published in group form; however, your identity will not 
be revealed. You are granting permission for the data 
obtained in this study to be used in succeeding, studies.
The results of the study will be made available to you upon 
request.

Although there will be po immediate benefit to you, 
it is anticipated that the results from this study will 
provide information that will enable public health nurses to 
improve the quality of preventive nursing care delivered to 
healthy pregnant women.
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If you do not wish to participate or if you consent 

to participate and later wish to withdraw from the study, 
your relationship with the public health nurse will not be 
changed in any way.

"I have read the above 'Subject's Consent.' The 
nature, demands, risks, and benefits of the project have 
been explained to me. I understand that I may ask questions 
and that I am free to withdraw from the project at any time 
without incurring ill will (or affecting my medical care).
I also understand that this consent form will be filed in 
an area designated by the Human Subjects Committee with 
access restricted to the principal investigator or 
authorized representatives of the particular department.
A copy of this consent form is available to me upon 
request."

Subj ect1 s Signature:__________________  Date:

Witness Signature: Date:



APPENDIX C

DEMOGRAPHIC DATA

Study Case Number _______________   Date______ _

Paira______ ._______________  Gravida_

Age___________________

Marital Status S M SEP DIV WID COHAB

Number of members in family ____ ______
(Specify Members)

Number of people in household_________________
(Specify People)

Occupation___________________________________ _̂_

Religion  ■ '•__

Ethnic Origin___________

Years of education
1-8 9 10 11 12 13 14



APPENDIX D

OUTCOME CRITERIA

Target Population: Healthy pregnant women that have no
disease or disability.

The ultimate objective for this group is to maintain 
optimal health through the utilization of preventive 
techniques, for which the client was admitted to community 
■health services.

Outcome Criteria 
By SECOND PRENATAL visit, the CLIENT

1. independently manages health maintenance.
la. chooses a physician or midwife to monitor 

pregnancy.
lb. posts names and phone numbers of primary care 

givers in accessible, convenient places.
1c. verbalizes danger signals that must be reported 

to a health professional.
2. demonstrates motivation to maintain present state

of health. -
2a. describes iron supplement to be taken, time 

schedule, dosage, and side effects.
2b. takes iron supplement at time scheduled and in 

-prescribed dosage.
2c. describes vitamin supplement to be taken, time 

schedule, dosage, and side effects.
2d. takes vitamin supplement at time scheduled and 

in prescribed dosage.
2e. keeps regular scheduled clinic appointments.
2f. observes limits of prescribed weight gain.
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3. demonstrates a knowledge of health prevention
through adequate nutrition.
3a. includes the recommended servings of the basic 

four which shall not be less than four 
servings of cereals or bread products, four 
servings of dairy products, two servings of 
meat/fish products or equivalent nutrient 
foods, and four servings of fruit/vegetable.

.3b. includes four foods high in iron in weekly 
diet.

4. .demonstrates a knowledge of health prevention
through attention to personal hygiene.
4a. demonstrates concern with physical appearance 

by wearing loose, clean clothing.
4b. demonstrates attention to personal hygiene-

through personal care; e.g., brushing teeth, 
bathing, and washing hair.

5. demonstrates a knowledge of health prevention
through adequate exercise and relaxation.
5a. executes her normal daily activities,
5b. executes a daily exercise program that is

outside of her daily physical routine; e.g., 
walking, swimming.

5c. institutes two 30 minute rest periods a day;
one in the morning and one in. the afternoon.

6. if indicated, demonstrates an awareness of the
available resources.
6a. identifies one community resource available to 

assist in meeting nutritional needs.
6b. identifies one community resource available to 

assist in meeting financial needs.
6c. identifies one community resource available to 

assist in meeting emotional needs.



7. demonstrates acceptance of present pregnant condi
tion.
7a. verbalizes positive feelings about pregnancy.
7b. verbalizes acceptance of the temporary changes 

in body image.
7c. verbalizes interaction with other individuals 

outside of the home setting.



APPENDIX E

OUTCOME CRITERIA RATING SCALE AND 
OUTCOME CRITERIA GUIDELINES

Rating Scale
Study Case Number______________
Date: .First Visit ' ______
Date: Second Visit_____________

Directions: Indicate the degree to which the client has met
the outcome criteria by placing the number that most closely 
describes the client's behavior in the column designated for 
that visit. The numbers represent the following values: 5 = 
always, 4 = frequently, 3 = occasionally, 2 = seldom, 1 = 
never, and 0 = not applicable.

Criteria
Assessed Level on 

Admission
Assessed Level on 

Second Visit
1

la. .

lb.
1c. a

2
2a.
2b.
2c.
2d.
2e.
2f.
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Criteria
Assessed Level on 

Admission
Assessed Level- o n . 

Second Visit
3

3a.
3b.

4
4a.
4b. .

5
5a.
5b.
5c.

6
6a.
6b.
6c.

7
7a.
7b.
7c.
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Guidelines

la-. Has chosen physician or midwife
Has not chosen physician or midwife

lb. Posts all numbers
Posts one or more but not all 
Posts none

1c. Can verbalize 10 danger signals 
Can verbalize 7-9 danger signals 
Can verbalize 3-6 danger signals 
Can verbalize 1-2 danger signals 
Cannot verbalize any danger signals

2a. Names all four 
Names three 
Names two 
Names one 
Cannot name any

2b. Does both every day
Misses 1-2 days a week 
Misses 3-4 days a week 
Misses 5-6 days a week
Does not take the medication prescribed

2c. Names all four 
Names three 
Names two 
Names one 
Cannot name any

2d. Does both every day
Misses 1-2 days a week 
Misses 3-4 days a week 
Misses 5-6 days a week
Does not take.the medication prescribed

2e. Keeps all appointments 
Misses one appointment 
Misses two appointments 
Misses three appointments 
Misses four or more
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Points Given

2f. Gains weight as prescribed by physician/ 
midwife or by recommended prenatal 
standards 

Above or below 1-3 pounds 
Above or below 4-6 pounds 
Above or below 7-9 pounds 
Above or below 10 pounds

3a. Eats recommended servings of basic four 
every day

Misses recommended servings in 1 group 
Misses recommended servings.in 2 groups 
Misses recommended servings in 3 groups 
Misses recommended servings in 4 groups

3b. Four foods high in iron per week 
Three foods high in iron per week 
Two foods high in iron per week 
One food high in iron per week 
Eats no foods high in iron

4a. Clothing loose and clean
One (loose or clean) questionable 
Slightly tight and slightly soiled 
Moderately tight and moderately soiled 
Extremely tight and extremely soiled

4b. Complete attention to body hygiene 
Misses 1 
Misses 2 
Misses 3
Does not give attention to body hygiene

5a. Executes normal activities daily 
Misses 1-2 days per week 
* Misses 3-4 days per week 
Misses 5-6 days per week 
Does not execute normal activities on 
any day

5b. Exercises (outside of daily routine) 
every day 

Misses 1-2 days a week 
Misses 3-4 days a week 
Misses 5-6 days a week 
Does not exercise H 
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Points Given

5c. Institutes two 30 minute rest periods 
a day

Institutes two daily,.but less time 
(15 min) or rests two 30 minute 
periods a day, 5-6 days a week 
Institutes one 30 minute rest period 
daily or rests two 30 minute periods 
a day 3-4 days a week 
Institutes one daily, but less time 
(15 minj or rests two 30 minute 
periods a day 1-2 days a week 

Does not rest
6a. Identifies one resource

Cannot identify a resource
6b. Identifies one resource

Cannot identify a resource
6c. Identifies one resource

Cannot identify a resource
7a. Positive feelings, no negative

Mostly positive feelings, 1-2 negative 
Equal voice of positive and negative 
Negative predominates, 1-2 positive 
All negative, no positive

7b. Positive remarks about body change 
Positive predominates, 1-2 negative 
remarks -

Equal voice of positive and negative 
Negative predominates, 1-2 positive 

' All negative, no positive

5
4
3
2
1

7c. Interacts with people outside of home 
every day

Interacts with people outside of home 
5-6 days a week 

Interacts with people outside of home 
3-4 days a week 

Interacts with people outside of home 
1-2 days a week 

Does not interact with individuals 
outside of home
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APPENDIX F

NURSING INTERVENTION RATING'SCALE

Intervention
Observes and provides appropriate verbal and 
written information, states rationale on an 
individualized level

Observes and provides appropriate verbal and 
written information, states rationale on a 
generalized level

Observes and provides appropriate verbal or 
written information, does not provide 
rationale on a generalized level

Observes but does not provide any intervention
Does not observe but does provide written 
information

Does not observe, does not provide any 
intervention
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