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Dedication

This dissertation is dedicated to home health nurses everywhere. They are dedicated, 

selfless, creative, and concerned individuals who work hard to improve the health and 

happiness of others.

"‘When they’re out there, they’re the only one out there. They’re making the calls. 

They’re the one that’s actually with the patient...Not every nurse is cut out for 

that....[Not] everybody is meant to be a pioneer.” An excerpt o f a narrative from one of 

this study’s participants.
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ABSTRACT

TOWARD A THEORY OF HOME HEALTH NURSING PRACTICE 
Leslie Jean Neal, MS, RNC, CRRN 
George Mason University, 1998 
Dissertation Director Dr. Rita L. Ailinger

Current theories of home health nursing practice in the United States are not 

based on research. The purpose of this study was to build a substantive theory of home 

health nursing practice using a qualitative methodology. A grounded theory study of 26 

home health nurses practicing in the tri-state area o f Virginia, Washington, D. C., and 

Maryland was conducted to explore how home health nurses define their practice. The 

nurse participants varied in nursing background, level o f education, home health nursing 

experience, age, race, position within the organization, and the type of organization that 

employed them.

Unstructured interviews that were audiotaped verbatim were used to elicit 

information related to how home health nurses define their practice. The tapes were 

transcribed and became the data. Data were coded by hand and with the assistance of The 

Ethnograph (Qualis Research Associates, 1995), computer software used to analyze data 

from qualitative research studies. Participants were also sent summaries of the interviews 

and asked to provide feedback to ensure the accuracy of the researcher’s interpretations.
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The data revealed that home health nurses move back and forth through a 3 stage 

process by which they become autonomous in practice. Confidence was determined to be 

key to autonomy while the physician-nurse relationship, reimbursement restrictions, 

unfamiliar clinical situations, and the patient entity were determined to be factors that 

restrict nurse autonomy.

The core category in this research was determined to be adaptation. Subcore 

categories of adaptation were: Professional autonomy, taking a broader view, and 

finishing the story. Specific strategies and properties describe each subcore category and 

are affected by time and experience.

Implications for nursing education, administration, ethics, and policy emerged 

from this research. Recommendations for future research were identified based on the 

need for testing of the new theoretical model.
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Chapter I

Introduction

A major expansion into home care "‘fueled by a powerful convergence of 

demographic, technologic, economic, and consumer trends” (Hamill & Parver, 1995, 

p. 17) is predicted for the next decade (Pew Commission, 1995). The delivery of patient 

care is increasingly taking place in the home setting. Home healthcare nurses are 

providing the type o f care that had, most recently, been offered only within the walls of 

the hospital. Reimbursement patterns and a belief system that health care should be 

provided within a continuum are the primary issues responsible for this massive 

reorganization in health care delivery. Home healthcare nurses require a theoretical 

model upon which to base their practice. Thus far, proposed models have been either 

inadequate in some respects or without a foundation o f research to support their use by 

practicing home healthcare nurses.

Background

Since the advent of Diagnostic Related Groups (DRGs) in the 1980’s, home 

healthcare has expanded significantly. Prospective payment for DRGs encouraged 

hospitals to discharge patients earlier than previously. Early hospital discharges increased 

home healthcare referrals (Rice, 1996). Advances in medical technology, an increase in
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the numbers of elderly people requiring nursing care, and the public demand for 

universal access to health care have additionally influenced the expansion o f home 

healthcare organizations.

Lengths of stay in hospitals have continued to decline. Current reimbursement 

patterns have forced many patients to be discharged prematurely from both the inpatient 

setting and from home care. Indications for the future o f home healthcare reimbursement 

appear to be that both managed care and Medicare patients will receive a limited number 

o f home health visits.

Managed care organizations have been responsible for pressuring hospitals, 

physicians, and patients for early hospital discharge, thus limiting the access of many 

people to hospital care and forcing higher levels o f acuity to occur in the home setting. 

The patients that home healthcare nurses typically care for are permitted to receive short

term intermittent skilled nursing services from their payors. Managed care organizations 

are particularly conservative about allowing continuing home healthcare services.

Currently, many patients or family members are required to become proficient at 

performing care that requires nursing skills within a relatively short period following 

admission to home care. Consequently, home healthcare nurses are expected to not only 

perform nursing care expertly, but to instruct the patient and the caregiver to become 

competent in performing care tasks within a very short period. It is clear that home 

healthcare nurses will increasingly be expected to provide skilled, efficient care within a
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short period to patients with complex and/or chronic illnesses (Aliotta & Andre, 1997).

Mundinger’s (1983) study of public health nurses revealed that the home 

environment presents unique concerns and provides different opportunities for nurses. 

Inadequate access to resources and professional assistance and the need to include the 

family and caregivers in almost all aspects o f the client’s care were among the factors 

identified that can be unique to practice outside the institutional setting. The ability to 

encourage client independence and to avoid fostering the dependence frequently seen in 

the institutionalized patient is an identified advantage o f practicing in the home setting.

Today, the demands placed on the practice o f home healthcare nurses by changes 

that have resulted from altered reimbursement patterns and integrated networks of 

delivery also impact home healthcare nursing practice. The home health setting is ideal 

for practice that is based on nursing theory because o f the unique conditions that it 

presents (Clarke & Cody, 1994). The home setting is a unique care setting because of the 

potential influences o f the patient’s environment on the care provided. A few models of 

care have been offered in the literature. None of the established theories o f home health, 

community health, or public health nursing provide an appropriate research based model 

for home health nursing practice as it exists today or as it is predicted to occur in the 

future. Additionally, none has been developed using the testimony of the home healthcare 

nurses themselves regarding how they define their practice.
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Coombs (1984) conducted a grounded theory study of home health nurses in 

Australia and while her findings have value they may not apply to home health nurses 

practicing in the United States today. The Coombs Model (Coombs, 1984) assumes that 

home health is dynamic and complex. The Coombs model focuses on the nurse-client 

interaction with consideration for the differences between the home and hospital settings 

that affect nursing interventions. Coombs (1984) conducted a grounded theory study of 

home health nursing practice in Australia that concluded that “aloneness” and 

"interaction” (p. 160) were the central concepts identified that applied to both the patient 

and the nurse. The model will be discussed in detail in Chapter II.

Coombs (1984) model has value for the home healthcare nurse but it fails to 

de. elop the roles played by the client and the nurse or the impact of the healthcare 

system on the client-nurse interaction in the home environment The model revolves 

specifically around the environment as the key factor in home healthcare.

Albrecht (1990) also views home health as dynamic and complex. She devised a 

model based on a review o f the literature and on her own professional and teaching 

experiences related to home care. The model developed by Albrecht was based on 18 

concepts that she deemed important to home health nursing and their interrelationships. 

The model links the concepts based on their elements o f structure, process, or outcome.

The concepts listed by Albrecht (1990) include accessibility, accountability, 

availability, comprehensiveness, continuity, coordination, cost-effectiveness, 

client/consumer, demand, efficiency, intervention, nurse, client classification,
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productivity, provider, quality o f  care, satisfaction, and the use o f home care (p. 121). 

The model does not appear to sufficiently address the relationships among the patient, 

nurse, client’s health, and environment Albrecht (1990) identifies the client family, 

provider agency, professional nurse, and health team as being impacted by or modified 

by several factors: Type o f care, coordination of care, interventions toward outcomes of 

satisfaction with care, quality o f  care, cost effectiveness, health status, self-care 

capability, and the use of home care. However, specifics are not discussed. Albrecht 

(1990) leaves it to the nurse or researcher to validate the interrelationships and to define 

the specific actions which comprise the elements of structure, process, and outcome.

Since the introduction o f her model, Albrecht has participated in research which 

has attempted to validate the 18 concepts as relevant to home health care. A quantitative 

study (Albrecht & Nelson, 1993) assessed the health outcomes of employed adults using 

some of the concepts developed by Albrecht as variables. The research was a secondary 

data analysis of working adults employed in various settings in the Midwest. Application 

of the study’s conclusions to home healthcare are not apparent. Another quantitative 

study (Albrecht, Goeppinger, Anderson, Boutaugh, Macnee, & Stewart, 1993) utilized 

Albrecht’s concepts to perform a secondary analysis o f a program designed for the 

Arthritis Foundation. The arthritis home study program included 6 lessons that could be 

performed at home. The elements o f “structure, modifying, and process” (Albrecht, et al., 

1993, p. 51) explained some of the variance in client satisfaction with the lessons but 

with “limited statistical significance” (Albrecht, et al., 1993, p. 54). From these two
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studies, it is not apparent that a clear relationship has been demonstrated between the 

Albrecht model and home health nursing practice. These studies do not adequately 

demonstrate the significance of the care environment, the client, or the nurse in the 

research findings.

The Rice Model of Dynamic Self-Determination (Rice, 1994) is a client-focused 

model for home health nursing practice. It supports a nursing goal o f successful 

management of care by the patient upon discharge from home health care. The nurse's 

role is to facilitate the client's independence at home through education, advocacy, and 

case management (Rice, 1996).

"Dynamic self-determination allows patients to bridge the gap between need and 

goal attainment” (Rice, 1994, p. 52). Healthcare is considered, in the model, to be related 

to intrapersonal harmony or a state in which frustration and unmet needs do not exist. 

Patients are part of a healthcare unit that includes the caregiver and the environment. The 

relationship between this unit and the nurse proceeds through the phases o f dependence, 

interdependence, and independence.

Rice (1994) described the caregiver as an '"extension of the patient and the 

patient’s needs” (p. 53) and stated that “as with the patient, the caregiver will require 

respect, support, nurturing, and other elements o f ‘caring’ for goal attainment to occur"

(p. 53). Rice’s model is valuable in that it incorporates the core elements of the nurse, the 

client and the client’s health belief, and the environment. However, this model is not 

based on how home health nurses define their practice, and while this conceptual
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framework incorporates important factors related to home health nursing practice, it 

requires research to validate the relationships among concepts.

AH o f the models describe some components and few interrelationships among 

variables and are therefore inadequate as conceptual frameworks for the practice of 

home healthcare nursing today. AH except the Rice model fail to sufficiently address the 

interrelationships o f the person (patient), the nurse, and the environment While the 

models described have value and relevance to home health nursing practice, there has 

been no recent research conducted in the United States. With the exception o f Coombs’ 

(1984) study in Australia, none are grounded in the study of the perceptions o f nurses 

who are experts in home healthcare nursing. The knowledge and experiences of the 

theorists rather than the perceptions of many nurses of varied backgrounds practicing in 

the field have formed the basis for the development of these theories. The study proposed 

herein seeks to develop a theoretical model or paradigm for home health nursing practice 

that is based on how nurses define their practice.

Purpose

The purpose of this study was to develop a beginning substantive theory 

employing a grounded theory approach to describe the practice of home health nurses.

This study attempted to discover how home healthcare nurses define their practice and 

construct a theory of home healthcare nursing practice from nurse derived statements.
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Significance

Changes in reimbursement patterns, a consumer preference for home care, the 

increasing acuity and complexity o f the clients visited in the home healthcare setting, 

the unique aspects o f home healthcare nursing practice, and trends for the future 

contribute to the significance o f a study of how home healthcare nurses define their 

practice. These trends will be examined below.

Changing Reimbursement Patterns

Prior to the I960’s, home care was thought of as a community service whose 

essential mission was to provide quality care regardless of the patient’s ability to pay 

(Rice, 1996). Endowments and funding from private foundations, such as United Way 

financed the operations o f the typical home healthcare agency.

In 1965, Medicare and Medicaid were enacted because of societal pressure for 

access to healthcare for the mentally ill, the elderly, and the poor. Following the 

legislation of Medicare, certified home healthcare agencies grew rapidly and generated a 

major portion of their income from care to Medicare beneficiaries.

Not until the 1965 legislation mandating Medicare reimbursement for home
*

health services did the number of home care agencies significantly increase (Rice, 1996). 

The initiation of Diagnostic Related Groups in the I980’s enabled hospitals to provide 

fewer services and to become very selective about acceptable admission diagnoses (Rice, 

1996) and promoted patterned length of stay.
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In 1987, the Omnibus Budget Reconciliation Act eliminated the need for a 3-day 

hospitalization prior to receiving home care services reimbursable by Medicare, provided 

reimbursement for an increased number o f visits, and financed home healthcare as a 

practical alternative to hospital care (Health Care Finance Administration, 1995). After a 

boom in home healthcare following the advent o f DRGs, a decline in nonprofit or 

voluntary agencies began to occur. These agencies whose missions remain to serve 

patients regardless o f their ability to pay have continued to have difficulty competing 

with the increased resources o f  hospital-based home healthcare agencies.

While home healthcare has continued to expand, the cost of providing services to 

patients has increased. President Clinton has made a commitment to balance the federal 

budget by the year 2002. A significant source o f his concern over the huge federal deficit 

is related to the skyrocketing costs o f Medicare reimbursed home healthcare. The 

majority of home healthcare clients are Medicare beneficiaries. Home healthcare clients 

who are eligible for Medicare benefits previously received 100% coverage under Part A 

which is financed by Social Security. Part B, which is an optional program and is 

financed by premiums and general tax revenues, currently covers physician services, 

laboratory fees, some therapy home healthcare visits, and supplies. The budget passed by 

Congress in 1997 mandated that all home health payments shift from Medicare Part A to 

Part B. Home care, however, does not have a co-pay as other Part B providers do.

Reimbursement patterns for Medicare have provided incentives in the past to 

overutilize home care visits. An intensive study of four states uncovered extensive abuse
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and fraud of the Medicare system for home health reimbursement (Havemann, 1997, July 

29). As a result o f this and other studies, President Clinton launched a massive 

investigation by the Health Care Finance Administration (HCFA) into home health 

agency practice.

The Balanced Budget Amendment passed in the winter of 1997 calls for agencies 

to implement a per beneficiary aggregate cap as part of the interim payment system 

imposed for the next 2 years. The implications of President Clinton’s investigation and 

this cap are that agencies will cut back on home visits to save money and to avoid 

shutdowns for suspected fraud. In addition, HCFA is currently working to redefine the 

term “homebound,” the most important criterion for receiving home health care that is 

reimbursed by Medicare.

Underutilization of home health visits has potentially significant implications for 

home health patients. Elderly people and those with chronic illnesses constitute the 

majority of home health clients (U.S. Department of Health and Human Services, 1995). 

Many members of the Baby Boomer generation are now caring for its elderly parents and 

home care is expected to play an increasingly large part in their lives as caregivers and as 

patients. The Baby Boomer generation is expected to outlive every generation thus far 

(Hoffman, 1997).

Patients with complex acute illnesses are also increasing in prevalence in home 

care (Aliotta & Andre, 1997). Fewer visits for these clients will require that nurses and
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other health care professionals provide efficient, quality care within a short-stay period of 

time.

A trend toward the model of a continuum of care using an integrated network is 

also influencing the utilization of home healthcare. This paradigm values moving patients 

from one healthcare setting to another using a smooth process which theoretically 

enhances the quality o f care and increases patient access to timely healthcare services 

(Pew Commission, 1995). Consequently, the patient who visits his/her primary physician 

might be admitted to the hospital or acute care facility, discharged to a rehabilitation or 

subacute facility, and then to the home healthcare agency. All of these facilities/agencies 

are owned and operated beneath one umbrella of a healthcare organization. Continuity of 

care theoretically exists because all of the health care providers work within the same 

healthcare organization and therefore have greater facility o f communication and data 

sharing with improved access to one another for the benefit o f the patient New home 

healthcare organizations are developing as part o f these integrated networks and have the 

potential to provide services to many more patients than are currently being served in the 

home setting. Home health organizations that are currently freestanding if merged with 

an integrated health delivery system are likely to gain referrals of patients from the 

associated institutions.

Other forces that have brought about the growth of home care include pressure 

by managed care systems to reduce costs of health care services and the desire of

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



12

consumers to remain in their homes instead of going to the hospital when in need o f 

health care (Hamill & Parver, 1995; McKeon, 1995; Pratt, 1996). Premature hospital 

discharge of patients in an effort by managed care organizations to control costs have 

resulted in large numbers o f  patients being sent home from the hospital despite their 

desire to continue to receive hospital-type care. This trend is certain to continue (Yordy, 

1996). In addition, under managed care contracts, those patients who are discharged to 

the home setting are only permitted to receive a limited number of home healthcare visits 

by skilled personnel (Cecil, 1996).

Consumer Preference for Home Healthcare

A consumer preference for home care as an option to hospital admission appears 

to be related to economic considerations, as well as the desire to remain at home when 

ill, in familiar surroundings, with loved ones. Although home health nursing has changed 

over the years, the primary ingredients of patient preference for home care and the ability 

to receive treatments and therapies within the home setting have not changed (Kirkis, 

1993).

Additionally, nursing’s intent in home care has remained unchanged: The “relief 

o f suffering and education to prevent further discomfort as much as possible” (Kirkis,

1993, p.9). I have observed within my own home health nursing practice that in as much 

as patients would also like to remain hospitalized when their care needs are acute, this 

care is, in many cases, being denied and the home must become the preferred site of care.
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Increased Acuity and Complexity of Client Needs

An impact of the expansion o f home care services is reflected by the increase in 

the numbers of patients being cared for in the home by nurses. The acuity o f these home 

care patients is increasing and the diagnoses encountered in home care nursing practice 

are becoming more varied (Kerfoot, 1994; Pew Commission, 1995; Pratt, 1996; Weis, 

1995). Many home healthcare clients are admitted to home healthcare with comorbid 

conditions (Heiberg, 1993). This inherently increases the complexity of their health 

status. Diagnoses requiring high technology care, such as intravenous therapy, ventilation 

therapy, traction, and complex wound care are increasingly common in home healthcare 

(Benson, 1997).

Unique Aspects of Home Healthcare Nursing

The home care setting inherently imposes barriers to care that do not exist in the 

inpatient setting. The home is not an aseptic environment and medical equipment is not 

readily available. Additionally, the home healthcare nurse must include the client’s 

environment as a vital part of the plan o f  treatment. The environment not only includes 

the physical area in which the client resides, but the client’s family, friends, caregivers, 

and the client’s socioeconomic situation. This should be, but typically is not, the case 

when the client is treated in the hospital.

Resources, such as the physician, advanced practice nurse, or nursing supervisor 

are not within reach as is typically the case within the hospital. The home health nurse is
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an independent practitioner in the sense that she/he practices care in an unfamiliar setting 

without the physical presence of other knowledgeable healthcare professionals.

In addition to the lack of proximity or ready availability of professional resources, 

the home healthcare nurse lacks immediate supervision and the opportunity for expedient 

onsite consultation with other healthcare professionals. However, the advent of telehealth 

has the potential to change nurse access to resources and to immediate supervision. 

Currently, supervision by a manager occurs in the form of an evaluation visit that 

typically takes place in the homes o f one or more clients on a periodic basis determined 

by agency policy. These evaluation visits may occur on a quarterly basis and continue on 

a yearly basis. The actual discussion regarding issues that arise from the evaluation may 

occur in an office setting. Consultation with interdisciplinary staff, including the 

physician, is mandated by Medicare and occurs via telephone and occasional meetings 

depending upon the structure and policies of the home health agency.

Education o f the home healthcare nurse does not usually occur within the client’s 

home. Many home health organizations provide on-going staff education at a central 

office, but these inservices are conducted periodically and are frequently not mandatory. 

Additionally, nurses who are paid on a per-visit basis might not feel compelled to attend 

inservices, as reimbursement for attendance is sometimes substantially lower than per 

visit pay. While some home health organizations have distributed laptop computers to 

visiting staff, thereby making information access more available than otherwise, many

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



15

home health nurses today still do not have easy access to educational information about 

specific concerns that may arise from the home visit

Trends for the Future

Health care is increasingly moving into the home setting. Institutionalization is 

expected to be a last resort for the delivery o f health care (Pew Commission, 1995). In 

fact a loss of approximately 60% of the nation’s hospital beds is expected by the year 

2000 .

There are currently approximately 75 million elderly Americans (Marosy, 1997). 

Among the demographic trends is the significant growth in the elderly population 

(Stonerock,1991). As the elderly population increases, the number of patients at risk for 

and experiencing chronic illnesses is expected to increasingly take place in the home 

setting (Kerfoot 1994; Pew Commission, 1995; Weis, 1995). “Between the years 1995 

and 2030, the number of persons with limitations on ADLs will increase from 41 million 

to 63 million” (Marosy, 1997, p. 14).

Additionally, technologic advances are predicted to have a significant impact on 

the delivery of health care in the home regarding the numbers and types of patients 

served. Interactional devices, television and telephone modems, and the internet are 

technologies that potentially influence home healthcare practice. Televisiting is being 

considered as an alternative to the traditional ways in which home care has been 

provided. However, televisiting, like other technological advances carries implications
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for clinical quality, legal issues, as well as opportunities and challenges for nurses 

(Gobis, 1997). Telecare, health care that is delivered through telecommunications 

systems, offers the option o f“electronic visits” as opposed to in-person visits by a health 

care professional (Coleman, 1997). The implications for nursing care of the utilization of 

these technological advances appear to be significant

A new system for measuring outcomes and gathering information in home care is 

currently being tested. The Outcomes and Assessment Information Set (OASIS), an 

instrument designed by HCFA, is intended to promote quality services. The system will 

require each Medicare-certified home health organization to perform a comprehensive 

assessment of the patients it serves at designated times. The information gathered will be 

used to facilitate care and to coordinate services. The implementation of a quality 

improvement program, also mandated in the OASIS system, will include all aspects of 

organizational operations and will require significant changes in the approaches agencies 

use to provide care. These changes and the implementation of OASIS and the quality 

improvement programs will, therefore involve nurses (Koch, 1997).

Changes in the delivery of health care toward the increasing use o f the home 

setting, the use of technology to deliver home healthcare, and the utilization o f new 

systems by which to measure outcomes and quality of home health services will require 

nurses practicing in home healthcare to possess the appropriate skills, knowledge, and 

competencies. Nursing theories that guide hospital or inpatient-based practice are 

inadequate to guide the delivery of home health nursing care.
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There are many nursing theories that have demonstrated their relevance to nursing 

practice in a variety o f settings, including the theoretical models proposed by, but not 

limited to Nightingale (1859), Henderson (1978), Orem (1985), Leininger (1978), and 

Watson (1979). Home care, however, in its present context o f increased acuity and 

complexity of patient care and changing reimbursement patterns and societal 

expectations requires a theoretical model that will apply directly to home healthcare 

nursing practice and is grounded in the testimony o f practicing home health nurses.

Therefore, it is imperative that home care nurses have a theoretical basis for the 

delivery o f patient care. At a minimum, this theoretical basis should be derived from the 

experiences of home care nurses currently practicing in the field, and validated with 

nurses from this population to define appropriate home care nursing practice. The 

significance of this study then, is its contribution to understanding the body of knowledge 

regarding home care nursing practice and the theoretical framework for home care 

practice that it generates.

Carpenter (1995) recommends that a grounded theory study be used to answer the 

following questions about a particular phenomenon: ‘“ Has enough attention been paid to 

this particular phenomenon in terms of the individual's point of view?... Is there a need 

for a deeper understanding of specific characteristics related to a particular phenomenon? 

Has the phenomenon been previously investigated?’” (p. 151). If these questions are used 

as criteria for determining the significance of this study and the applicability of a
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grounded theory design to the study of home healthcare nursing practice, then it is clear 

that this study meets these criteria.

Research Questions

To develop a theoretical model for the practice of home healthcare nursing that is 

based on the experiences of practicing home healthcare nurses, it was necessary to elicit 

information considered applicable to the experience of most home healthcare nurses.

The general theoretical framework for rehabilitation nursing practice, the concept 

of professionalism related to nursing practice, and the American Nurses Association’s 

(ANA) A Statement on the Scope of Home Health Nursing Practice (1992) were used to 

derive interview questions to elicit discussion of issues relating to home health nursing 

practice from the study’s participants. There is no single conceptual framework for 

rehabilitation nursing practice. However, my experience indicates that many 

rehabilitation nursing principles are applied in home care whether or not nurses identify 

the principles that guide their practice as particularly rehabilitation-related

Rehabilitation nursing has traditionally relied on the work o f several nursing 

theorists to support its practice. Most notable and commonly cited are the theories of 

Virginia Henderson (1978), Dorothea Orem (1995), and Sister Callista Roy (1970). 

Briefly, Henderson considers health and independence to be equivalent states. The nurse 

can be a substitute for the client when the client is unable to perform independently, such 

as during serious illness. The nurse becomes a  helper for the client as the patient
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convalesces and then works with the client in a partnership during the development and 

implementation of the health care plan. The nurse alters the client’s environment as 

necessary to foster independence, promotes health, and works with the patient toward a 

goal of full independence or a peaceful death. Henderson’s philosophy is not only 

applicable to rehabilitation nursing which strives to treat the client as the director of the 

plan of care and to assist the client to attain maximal independence, but it is applicable to 

the home setting because it considers the environment as a vital aspect to the client’s 

ability to become and remain independent

Orem’s (1985) theory of self-care is similar to Henderson’s (1978) in that the role 

of the nurse is defined by the client’s ability to perform self-care. The nurse provides 

wholly compensatory care to the client who is completely unable to care for her/himself, 

partly compensatory care for the client who needs assistance with self-care (much like 

the partnership described by Henderson), and supportive-educative care for the client 

who is able to perform or learn self-care activities but needs assistance to carry out those 

activities. Orem (1985) considers the environment a factor in health care by virtue of the 

need to continuously manipulate the environment via inputs. Orem (1985) contends that 

these inputs are necessary to survival and function.

Roy (1970) views the nurse’s role as facilitating the adaptation of the patient to 

the alteration in lifestyle that has resulted from the illness or disability. There are several 

components to Roy’s (1970) model which will be discussed in detail in Chapter II.
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Professionalism is another concept that is relevant to the study of home health 

nursing practice. According to Goode (I960), professions have certain fundamental 

attributes. Professionals have typically undergone lengthy training “in a body of 

specialized, abstract knowledge and [have] an orientation toward providing a service” 

(Cockerham, 1995, p. 188). Additionally, professionals formalize relationships with each 

member of the professional group, the clients the group serves, colleagues, and outside 

agencies. The decisions made by those professionals are made free from outside 

inteference or control. Recognition by clients and society o f the competence o f the 

profession and the group’s ability to self-govem allows the profession to establish a 

legitimate claim to professional autonomy.

Professional Autonomy refers to the freedom, discretion, and independence one 

has to schedule one’s work, determine one’s work methods, and perform tasks 

(Cummings & Worley, 1993). Cockerham (1995) describes autonomy as a frequently 

cited criterion of the professional. This contrasts with Weber’s (1958) model of 

bureaucratic authority, that states that the division of labor is based on a hierarchical 

system and on a clear and indisputable line o f  jurisdiction. The potential conflict between 

the professionalism and bureaucracy models centers largely on the concept of autonomy. 

The professional desires to exercise his/her own judgment rather than subordinated to 

control from outsiders. In a bureaucracy, however, employees follow set rules and 

regulations (Cockerham, 1995). Weber (1947) stated that technical competence is the 

“basis of bureaucratic efficiency (p. 335) [and that] bureaucratic administration is
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essentially control by means of knowledge” (p. 337). The bureaucrat uses position to 

control those subordinate to him/her.

Only a few professions, notably medicine and law, have achieved the highest 

level o f professionalism. Nursing, along with teaching and social work, has been 

considered a semi-profession. However, nursing has been undergoing a rapid 

professionalization process. Professionalization refers to the process o f attaining 

recognition as a profession by society. Deprofessionalization, or the process by which 

professionals lose the recognition by the public that they are professionals, manifests 

itself in the erosion of professional autonomy. Chapter II discusses theories of 

professionalism in more detail.

In nursing, professionalization traditionally has included the requirement of 

higher education as a prerequisite to professional status and involvement in research and 

publication as professional enhancements. In the 1960’s the need for a solid basis of 

nursing theory that could be differentiated from theories that were based on other 

disciplines was recognized as important to the professionalization of nursing (Wuest, 

1994). Additionally, the issue of autonomy as an indicator of the professionalism of the 

individual nurse and as a factor in job satisfaction (Blegen, Goode, Johnson, Maas, Chen, 

& Moorhead, 1993) has been discussed frequently in the literature.

It seems clear that professional autonomy is a concept that is repeatedly identified 

in the literature as integral to professional status. As the home setting is conducive to
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autonomous practice because of the aloneness o f the nurse (Coombs, 1984) while 

providing care in the home, the subject of autonomy will be relevant to the study of home 

healthcare nursing practice. The ANA’s home health scope of practice (1992) expects the 

home health nurse to practice both autonomously and interdependently via the 

interdisciplinary team approach. The scope of practice recognizes that the nurse, patient, 

and nonprofessional caregivers compete for autonomy in the home setting (1992).

The ANA’s Nursing's Social Policy Statement (1995) states “nurses exercise 

autonomy and freedom within their scope of practice. This autonomy and freedom is 

based upon nurses’ commitment to self-regulation and accountability for practice” (p.

19). Questions related to autonomy and the use of theory and research findings in home 

care practice will assist the assessment of the importance o f  these aspects of 

professionalism to the home healthcare nurse.

The ANA’s A Statement on the Scope of Home Health Nursing Practice (1992) 

provides a logical framework for both the research and interview questions to be used in 

this study. The goal of home health nursing care, according to the ANA (1992), is to 

“initiate, manage, and evaluate the resources needed to promote the client’s optimal level 

of well-being. Nursing activities necessary to achieve this goal may warrant preventive, 

maintenance, and restorative emphases to avoid potential deficits from developing” (p.

5).
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The ANA considers the home health nurse’s scope of practice to include the 

patient, family, and the population. However, the nurse’s primary concern is the patient 

using a team approach with the family and caregivers. The nurse’s approach is holistic in 

that it encompasses the client’s environment as well as the client’s physical and 

psychosocial status.

The scope of practice (1992) acknowledges that the practice o f the home health 

nurse is unique in so far as care is provided in the client’s domain rather than in the 

nurse’s. Also, resources to fill the immediate needs of the nurse are often unavailable in 

the client’s home unlike in institutional settings. Additionally, the home health nurse 

typically case manages the client’s care because a multitude of community resources are 

often required to fulfill the goals of treatment.

The scope of practice for home health nurses is especially relevant to a study of 

home health nursing practice. Therefore, the scope o f practice along with rehabilitation 

nursing theory, and the concept of professionalism will be used to guide the research and 

interview questions for this study.

I formulated 7 questions to elicit the richness of experience from the study 

participants. However, these questions were intended only to guide the study as it is 

difficult to formulate truly valid questions before beginning a grounded theory research 

study (Carpenter, 1995).The following research questions were designed to guide this 

study:
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1. What are the narrative accounts o f experienced home health care registered nurses

that describe their practice in the home healthcare setting?

2. How do home healthcare nurses view their practice as unique or different from

nursing practice in other settings?

3. Is the concept o f professional autonomy integral to the practice of the home health 

nurse?

4. How are issues o f patient self-care and independence addressed by the home

healthcare nurse?

5. How is collaboration with the interdisciplinary team, clients, families, and caregivers, 

and the community reflected in the practice o f the home health nurse?

6. How do reimbursement issues impact the practice of the home health nurse?

7. Is there a common theory or theoretical approach that guides the practice o f home

healthcare nurses?
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Chapter II 

Review of the Literature 

In grounded theory research, unlike with other research methodologies, the 

researcher does not conduct an exhaustive search o f the literature prior to conducting the 

study. This is to allow the researcher to maintain an open mind to the data and the leads 

that emerge from the data (Charmaz, 1994). “A fundamental premise o f grounded theory 

is to let the key issues emerge rather than force them into preconceived categories” 

(Charmaz, 1994, p. 18).

In a grounded theory study, the researcher explores the Wterature after the data has 

been collected and analyzed in an effort to compare the results with current thought. The 

researcher searches for literature that predicts or foreshadows the study’s findings.

While, an exhaustive review was conducted following data analysis, few relevant 

publications were found that directly relate to the key concepts as they apply to home 

health nursing practice. Consequently, the literature described in this chapter is a sample 

of literature that is related to the key concepts. Literature related to the attributes of the 

professionalism model, particularly the attribute of autonomy, and adaptation (or 

adjustment) of a service provider or professional was the focus of the search. The 

literature on these topics from the areas of psychology, business, medicine, nursing, and 

sociology was initially reviewed. However, since the relevant literature was scant and the
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topic areas, professionalism, autonomy, and adaptation (or adjustment) each are 

extremely broad, the search was narrowed to an in-depth review o f the literature in 

sociology and nursing.

While research studies and commentary are cited in this chapter, there are few 

that closely relate to the data and the subsequent model that emerged from my research. 

A discussion o f the relevant research literature follows and is organized according to the 

relevant topic area.

Professionalism

The term “professionalism” denotes many things in the literature. It is a term that 

appears to encompass everything from individual to organizational characteristics. For 

the purpose o f this review, those aspects o f professionalism that specifically relate to the 

facets of the new model will be discussed. These include: Autonomy, home health 

practice, and decision-making by home health nurses.

Autonomy
Autonomy, specifically the ability to make independent clinical decisions is a 

subcore category that emerged from the current study. Individual autonomy is 

distinguished here from collective autonomy. Individual autonomy refers to the 

discretionary power of individuals, such as nurses to make clinical decisions. Collective 

autonomy refers to the self-regulation o f the profession regarding entry requirements and 

practice standards. Collective autonomy is practiced by the entire profession as an entity
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(Cockerham, 1995). The remainder of this discussion and the theory that developed from 

this research pertain to individual autonomy.

Keogh (1997) considers autonomy to be one of the characteristics o f a profession. 

Keogh (1997) used Ellis and Hartley’s (1992) characteristics to demonstrate that nursing 

meets the criteria for a profession. The characteristics identified by Ellis and Hartley 

(1992) include:

A body of specialized knowledge (p. 302)..., using a scientific method to enlarge 

the body o f knowledge (p. 303)...,education within institutions o f higher 

education (p. 303)..., control o f professional policy and activity (p. 303)..., a code 

of ethics (p. 303)..., a lifetime commitment (p. 303)..., service to the public (p. 

304)..., and autonomy” (Keogh, 1997, p. 304).

Keogh (1997) referred to the 8 independent functions identified by Mellish and 

Wannenburg (1992) to assist in determining whether the nurse functions autonomous. 

These functions include: Supervision of the patient’s total environment, patient 

observation, accurate reporting and record keeping, ongoing assessment, nursing 

diagnosis, delegation to and teaching o f staff, and patient and family education. Keogh 

(1997) concluded that based on the characteristics described by Ellis and Hartley (1992) 

and Mellish and Wannenburg (1992), nurses meet the criteria for a profession.

Schutzenhofer and Musser (1994) studied autonomy as it relates to nurse practice 

setting, education, specialty professional role, years of practice, and age. A sample of 542 

nurses returned surveys from Idaho, Missouri, Florida, and Maryland. An important
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finding that relates specifically to my study is the significantly higher score in autonomy 

obtained by public health nurses compared to hospital-based nurses. Interestingly, neither 

the type o f hospital nor the type o f staffing model used in the hospital setting 

demonstrated any significant differences with regard to the level of nurse autonomy. The 

researchers concluded that their study supported many other earlier studies (Alexander, 

1988; Wood, Tiedje, & Abraham, 1986) that have concluded that “community health and 

public health nurses [are] more autonomous than hospital-employed nurses” 

(Schutzenhofer & Musser, 1994, p. 204).

In a doctoral dissertation study conducted in 1991, the meaning of 

empowerment for hospital nurses was explored. The study was an exploratory, 

descriptive study that consisted of participant observation, document review, interviews, 

and field notes. Several healthcare professions were included in the study. Keller (1991) 

found that to be empowered meant that one was enabled to utilize personal power to take 

action that would better oneself and one’s agency. Those characteristics that influenced 

empowerment included ownership, self-directedness, self-confidence, and competence 

(Keller, 1991). While this study has limited application to home care because it was 

conducted within a hospital organization, the characteristics of empowerment described 

are similar to those identified as necessary for the successful home health nurse in the 

current study. In fact, self-directedness, self-confidence, and competence were three 

characteristics mentioned by participants in the current home health study.
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Another study explored nurse’s professionalism specifically in the community 

(Morrall, 1997). This study concerned community psychiatric nurses. The purposes of the 

study were to determine whether the referral system used by the nurses indicated that the 

nurses had clinical autonomy and whether the nurses were autonomous decision-makers. 

While the author did not define “clinical autonomy,” Freidson’s ( 1970b) description of 

the professional as one who is able to decide “...the content and terms of work” (p. 134) 

was used as a basis for evaluating the practice o f the psychiatric nurses.

In the Morrall (1997) study, 10 nurses were studied using a “diary-interview 

schedule” (p. 1134) that included diary keeping and tape-recorded interviews. Focused 

interviews were conducted of the interdisciplinary team members that worked with the 

nurses. The data revealed that while the nurses accepted all of the patient referrals they 

autonomously manipulated their caseloads in other ways. The nurses often discharged 

patients they considered inappropriate shortly after receiving referrals for consultation.

The nurses did not conduct formal assessments o f their patients but relied on instinct and 

rarely discussed the cases with referrers, managers, or colleagues.

The researcher concluded that “community nurses have much more opportunity 

to influence the content and structure of their practice compared with nurses based in 

hospitals” (Morrall, 1997, p. 1136). While the researcher acknowledged that the 

community psychiatric nurses had a significant degree of independence specifically 

related to organizing caseloads, she concluded that this did not substantiate “authentic 

clinical autonomy and therefore a ‘professional’ status” (Morrall, 1997, p.l 136). The
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investigator, however, claims that the community psychiatric nurses are autonomous only 

because their work is largely unobserved.

Home health nurses typically receive formal onsite supervision twice per year. 

That is, joint visits are made with a manager or supervisor and the nurse’s work is 

evaluated. In addition to this, in-office evaluations and self-evaluations occur. Quarterly 

agency audits of patient records, patient satisfaction surveys, and agency-wide 

evaluations by the Community Health Accreditation Program and the Joint Commission 

on Accreditation o f Healthcare Organizations also provide quality controls for home 

health nursing care.

Morrall (1997) used clinical decision-making and independence without 

supervision as indicators o f autonomy. However, she does not give credit to the nurses in 

the study for the autonomy they did display by making their own clinical decisions and 

by practicing with minimal supervision. The study’s conclusions do not appear to fit the 

data. It is interesting to note that the study done by Schutzenhofer and Musser (1994) 

found that psychiatric mental health nurses had significantly higher levels o f autonomy 

than did medical-surgical nurses. It is unclear without further research, whether nurses 

prefer to practice autonomously select psychiatric nursing as a specialty or whether it is 

the specialty itself that fosters autonomy (Schutzenhofer & Musser, 1994). Also, the 

intuition or instinct used by the nurses in Morrall’s study would be considered a 

particular characteristic of the experienced home health nurse by dela Cruz (1994) in her 

study to be discussed later.
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Another study relevant to the concept o f autonomy incidentally assessed whether 

home health nurses perceived the isolation and independence of their practice to be 

stressful. Moore, Lindquist, and Katz (1997) studied 250 home health nurses’ stress, 

social intimacy, self-esteem, and job satisfaction. Isolation and decreased support from 

peers were found not to be stressors for the nurses studied. Additionally, nurses who had 

been in home care at least 5 years had significantly higher levels of self-esteem than 

those who had been in home care less than 5 years. Both of these findings are validated in 

my study.

Benner’s (1984) theory of the nurse’s progress from novice to expert appears to 

be borne out by my new model for home health nursing practice (described in detail in 

Chapters IV and V). My model describes stages o f autonomy that occur within an 

environment of adaptation. According to Benner (1984), the novice has no prior 

knowledge from which to draw about the particular situation encountered. The expert has 

enough experience to be able to confidently rely on intuition to guide action. The 

intervening period is characterized by further experience and, subsequently, knowledge 

of a given situation. The stages during this period are advanced beginner, competent, and 

proficient.

Benner’s model (1984) mirrors the stages by which the home health nurse attains 

autonomy as revealed in my grounded theory study. Confidence was identified by the 

home health participants to be the key to autonomy. As the nurse gains confidence in
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clinical experience and logistical skills over time and with experience, the nurse 

progresses through the stages o f increasing autonomy.

Besides a clinical perspective, autonomy can be judged from legal and regulatory 

perspectives. The power o f the professionals to bestow certification and licensing based 

on a lack of expertise by those outside the profession to competently evaluate the 

professionals has been one form o f both legal and regulatory autonomy (Rothman, 1987). 

Jurisdiction over professional licensing boards is another element o f regulatory autonomy 

(Rothman, 1987).

“Professionalization must be viewed as a continuum, upon which occupations are 

arrayed according to the criteria of monopoly and autonomy. It is a relative term, since 

no occupation is without some restraints upon its activities” (Rothman, 1987, p. 76). 

Deprofessionalization occurs when autonomy and the privileges o f monopoly are eroded 

(Rothman, 1987).

Professional, legal, and regulatory autonomy are related to the use of uncertainty 

as a tool to maintain power. Parsons (1970) described the “competence gap” as 

contributing to the distinction of some groups as professional and others as 

nonprofessional. The gap is related to uncertainty or “the degree to which an 

occupation’s task(s) cannot be routinized” (Ritzer & Walczak, 1986, p.81). Weber(l947) 

considered bureaucratic knowledge to be a means by which bureaucracies are 

administered. Power is retained by the professional who has the knowledge and expertise 

that others outside the profession do not have. Within the professional group there is
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often an egalitarian relationship “which ignores the inevitable gradation of distinction 

and achievement to be found in any considerable group o f technically competent 

persons” (p. 60).

Jamous and Peloille (1970) theorized that the foundation o f professionalization is 

based on the group’s ability to prevent lay persons from acquiring the knowledge 

possessed by the group. “That power allows them to either create these traits or to 

convince significant others that they possess them when they really do not” (Ritzer & 

Walczak, 1986, p. 80). Professionals seek to protect and expand the radius of uncertainty 

in order to increase power. As power is increased, the ability to exercise autonomy in 

professional, legal, and regulatory arenas is increased (Ritzer & Walczak, 1986). The 

data from my study relates most closely to clinical autonomy. However, the caveat is that 

the home health nurse shares rather than hordes his/her knowledge and expertise with the 

patient. So according to my study’s data, while the other attributes o f the professional 

apply to home health nursing practice the use of uncertainty to maintain power over those 

outside the profession is not applicable.

Practice
In this discussion of relevant literature, I differentiate practice from autonomy 

and decision-making. Although common concepts emerge, research specific to practice is 

important to review because the purpose of my research is to leam about home health 

nursing practice. Before delving into the research literature, it is worthwhile to mention a 

few comments made by Suzanne Gordon (1997) in Life Support. While this book is a
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result o f investigative reporting and not research per se, the author spent 3 years studying 

nurses and the book is an in-depth look at 3 nurses (a hospital nurse, an outpatient clinic 

nurse, and a home health nurse) and their practice. Additionally, the introduction to the 

book was written by a prominent nurse scholar.

Gordon’s (1997) contribution to this discussion is important because she supports 

her commentary with nurse’s narratives and statistical and anecdotal data derived from 

reliable sources: Nurses, physicians, patients, and published studies. A few comments 

made in the book will be cited here because they are relevant to home health nursing and 

many of the concepts that emerged from my study.

One of the strategies home health nurses appear to use to attain and retain 

autonomy in practice is to be the “eyes and ears” of the physician. Dr. Fagan, in the 

introduction to Gordon’s (1997) book comments on what she calls the “doctor-nurse 

game” (p. xix). According to Dr. Fagan, “the major rule o f the game is that nurses do not 

directly contravene doctor’s orders and recommendations. Instead they offer subtle 

corrections or advice so that physicians can believe they make all of the decisions” (p. 

xix-xx). Most of Dr. Fagan’s comments concern hospital nurses. It is interesting to 

contrast her statements with the findings in my study. In my study, nurses in home care, 

although mindful of developing a good rapport and a trusting relationship over the phone 

with physicians, explained that physicians typically must trust the nurse because the 

nurse is the professional in the home and is therefore the “eyes and ears” of the
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physician. Nurses in my study contrasted this relationship with the doctor-nurse 

relationship in institutional settings.

Other passages in Gordon’s (1997) book validate comments made by home health 

nurse participants in my grounded theory study. For example, the home health nurse in 

the book describes having a “broader picture” o f her patient than the hospital nurses that 

admitted him for an acute episode. She ascribes this knowledge to the fact that she has 

cared for this patient for years and that she knows his routines and his total situation. 

“Taking a broader view” is a subcore category o f my research because so many 

participants believed that they do have a broader picture of the client in home care.

Another example from Gordon’s (1997) book validates the strategy identified in 

my study (see Chapter IV) called “starting over.” Gordon describes the ability of the 

hospital nurse to teach and prepare the patient for home as steadily decreasing due to the 

lack of time the hospital nurse spends with the patient. Additionally, according to Gordon 

(1997), only very sick patients are now admitted to the hospital, do not remain long 

enough to be stabilized (in surgical cases), and often cannot see a nurse on the first day 

back home because the patient’s insurance will not allow it. Surgical patients do not get 

admitted early enough to (earn all that they need to know before surgery and are not kept 

in the hospital long enough to leam it after surgery. In essence, the home care nurse starts 

over to teach the patient and family what they need to know to manage at home.

Gordon’s hospital nurse discussed her consternation about having to discharge 

patients early and about her conversations with home care nurses who care for patients
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with complex needs at home and must negotiate for extra visits from payors. Negotiation 

is part of the “fine line” home health nurses in my study described having to walk. The 

home health nurse strives to be an advocate for the patient but to also be a friend and a 

care provider. Another part of this fine line for the home health nurse is the need to be a 

good employee and to refrain from angering reimbursement sources who could threaten 

to remove business from the home health agency.

Gordon’s (1997) book provides up-to-date information that is useful to the 

layman and to the professional regarding the current practice o f nurses. It is also a 

valuable contribution to this selective review o f the literature because the credibility and 

integrity o f Gordon (1997) and her work are supported by the commentaiy o f  working 

nurses and a well-known nurse scholar. Following are summaries of more rigorous 

research studies concerning home health nursing practice that have been selected from 

the literature.

Coombs (1984) grounded theory study o f home health nurses in Australia 

attempted to understand the professional practice of home health nurses. This study was 

discussed in Chapter I o f this paper. It is worthwhile to reiterate the key concepts 

discovered from the research and relate them to my study of home health nurses in the 

Washington, DC metropolitan area. Coombs (1984) observed nurses working, 

interviewed nurses, patients and families, viewed videos, and held discussion groups.

The key concepts that emerged from Coombs’ (1984) study were “aloneness” and 

“interaction” (1984, p. 160). “Aloneness” characterized nursing practice because the
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nurse practices by him/herself out in the field. “Interaction” had to do with the 

relationship the nurse had with the patient and colleagues.

Coombs (1984) identified the home as a very different practice environment for 

the nurse and as a very different care environment for the patient Environment was key 

in this study, because the study’s core concepts of “aloneness” and “interaction” relate 

specifically to the unique care environment presented by the home setting. In addition, 

while adjustment or adaptation were not identified as core concepts, Coombs (1984) 

describes the nurse as key to assisting the client to view and adjust to altered function.

The client’s beliefs about his/her health is thus affected by the nurse’s ability to help the 

client face a new reality and plan for the future based on that new reality. Coombs (1984) 

described interaction as feeding back into aloneness, although this relationship is not 

made clear to the reader. Another limitation of the study is that it was conducted at one 

home health agency, albeit a large one. Coombs discussed adaptation or adjustment in 

terms of the nurse’s assistance of the patient to adjust to his situation and to his illness. 

However. Coombs does not address adaptation or adjustment by the nurse. This study is 

14 years old and was performed in Australia and so may have limited relevance to the 

home health nurse practicing in the United States today.

Another study specific to home health nursing was conducted to identify the 

characteristics o f home health nursing practice (Daley & Miller, 1996). A purposive 

sample of 21 nurses from one midwestem home health agency wrote clinical narratives 

based on their own experiences. The study was conducted using Benner’s (1984) 5 stages
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of nurse development: Novice, advanced beginner, competent, proficient, and expert 

Daley and Miller (1996) defined 4 main domains of practice in home care that focused 

on clinical assessment and interventions. Within each domain there are 4 levels of 

practice that equate to Benner’s stages. The researchers determined that nurses develop 

and use specific qualities within each domain o f practice and at a particular level of 

practice. The qualities described are similar to the qualities identified by the nurses in my 

study.

For example, in Domain One: “Assessing and using physiologic and 

pathophysiologic data,” collection of clinical data via assessment is key. The researchers 

concluded that nurses reach a point of inductive thought and intuitive judgment by level 

four. The current grounded theory study found that the skills of the nurse are related to 

the confidence the nurse has to practice autonomously and that intuition plays a role in 

nursing assessment and in the choices home health nurses make. Typically, the more 

experienced home health nurse felt more confident in his/her skills. In Domain Two: 

“Initiating and monitoring therapeutic interventions”, the levels are characterized by 

increasingly complex efforts to collaborate and link the patient with other disciplines and 

resources. The nurse also begins to negotiate for the patient. The current grounded theory 

study found that nurses link patients to community resources, other health care providers, 

and even family members. Nurses negotiate for the patient to family members, 

physicians, and payors.
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[n Domain Three: “Assessing and using family and environmental data", nurses 

relate the environment to patient care in various ways depending upon how expert the 

nurse is. In the grounded theory study, nurses explained that home health nursing takes a 

broad view of the patient that includes the patient, caregivers, family members, and 

others that impact the patient’s environment. Additionally, the nurse practices holistically 

by caring for the whole patient not just the particular disease process or disability. Daley 

and Miller’s (1996) fourth Domain: “Integrating data, interventions and context”, 

culminates with a level 4 nurse practicing holistic nursing.

While Daley and Miller’s (1996) research has value in that it translates Benner’s 

model to home health practice, it has several limitations. In addition to the sample having 

originated from one agency in the midwest, the clinical narratives written by the 

participants were geared to focus on “an incident that was very meaningful to them and 

that they felt was descriptive to their practice” (Daley & Miller, 1996, p. 230). One 

meaningful incident would not seem to provide sufficient data from which to draw 

conclusions about a particular nurse’s practice. Also, nurses were paid $10.00 for each 

narrative that they submitted. It is possible that reimbursement influenced the submission 

and subsequently the content of the narratives.

Decision-making
O’Neill’s (1997) research determined that the decisions made by home care 

nurses are both autonomous and collaborative. A conclusion very similar to a conclusion 

from my study is that novice nurses collaborate before making decisions more ofren than
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experienced nurses. O’Neill’s (1997) research explored decisions and inferences made by 

10 full-time nurses from one urban agency. One hundred patient charts were randomly 

chosen the nurse’s caseloads. The researcher defined autonomous decisions as 

“independent determinations o f  action” (O’Neill, 1997, p. 35). Autonomous decisions 

consisted of both consultative and self-directed decisions. Collaborative decisions were 

so-called because they involved partnerships with other health care providers. Clinical 

inferences, “a determination o f the patient’s health status” (O’Neill, 1997, p. 35) were 

determined to occur most often by novice nurses, while autonomous decisions had been 

documented equally among novice and expert nurses. The decisions made by the novice 

nurses were more collaborative however than the decisions made by the expert nurses.

The researcher’s final conclusion is that 70% of the decisions identified in the study were 

independent decisions. The researcher identified the small sample size, the use of one 

agency, and the use of charts for data as limitations of the study. A grounded theory study 

of the decision making styles o f 10 home health nurses in Los Angeles county (dela Cruz, 

1994) concluded that “in managing patient care situations, experienced nurses switch 

from one style to another” (p. 225). Decision-making, according to the researcher, is a 

cognitive continuum of intuition and analysis. The nurse, depending upon his/her 

particular knowledge, uses one type of decision-making style over another in a given 

situation. The nurse’s experience, knowledge, overall practice, the interaction between 

the patient and the nurse, and the clinical status of the patient are integrated to determine 

clinical decision-making (dela Cruz, 1994).

R eproduced with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



41

dela Cruz (1994) concluded that experienced nurses use intuition more than 

novice home health nurses. However, she did not focus on which nurses specifically used 

which decision-making method because that was not the study’s purpose. The study 

focused, rather, on the 3 different styles of decision-making that emerged from the data: 

Skimming, surveying, and sleuthing. The nurse narratives used by dela Cruz (1994) to 

validate her findings appear to relate to decisions made to alter a line of questioning to 

the patient or to change an approach with a patient in order to gather more specific 

information.

In summary, the literature foreshadows the conclusion in my study that nurses 

who work within the community manifest professional autonomy (Schutzenhofer & 

Musser, 1994; Morrall, 1997; Daley & Miller, 1996; CTNeill, 1997). Additionally, home 

health nursing practice is primarily practiced alone yet with the interaction of patients, 

their families, and often in collaboration at some point with other healthcare 

professionals (Coombs, 1984; Gordon, 1997; Moore, Lindquist, & Katz, 1997).

Adaptation

Adaptation is another key concept and has been identified as the core category of 

this research. Adaptation or adjustment was very difficult to identify in the literature, as it 

relates to professional practice. Literature from the areas of psychology, sociology, 

business, medicine, and nursing was reviewed. Both the words “adaptation” and 

"adjustment” were used in the searches, as well as the key phrases” job stress,” “role 

stress,” “job adjustment,” and all of the combinations thereof.
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Stulginsky, 1993 mentioned the fact that “ adapting is both a nursing and 

caregiver challenge especially if families have been taught to use particular supplies” (p. 

484), such as dressings or ambulatory devices specifically used in home health care. 

Stulginsky (1993) supported this comment with 2 narratives from home health nurses 

describing how they adapted equipment in the home each with a particular patient.

Other than this example, there is a dearth of recent literature about the 

adaptations a professional service provider must make to accommodate the service to the 

environment, the consumer, or to the provider’s own abilities and knowledge. This 

finding makes all the more important the conclusions of my study and its potential 

contributions to the future of nursing.

Roy (1970) contends that the patient, the recipient of care, interacts with a 

changing environment and must make adaptations to respond to and cope with the 

demands made by that changing environment. “At any point [along the continuum of 

health and illness] he will have a variety of stimuli acting on him to which he must 

respond” (1970, p. 42). Roy claims that “adaptation decreases the responses necessary to 

cope with the predominant stimulation and therefore increases sensitivity to 

complementary stimuli” (1970, p. 43). Additionally, Roy (1970) explains that one can 

raise one’s adaptation response. By repeating an action, such as placing one’s hand in hot 

water, the ability to adapt, in this case to the hot water, is increased. The nurse’s role,

Roy (1970) goes on, is to encourage adaptation by the patient so that the patient is free to
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respond to the other stimuli that enter the environment The subsequent energy saved is 

available for healing.

Roy discusses environmental stressors or stimuli, control processes, and modes of 

adaptation as the key concepts in the model (Pollock, Frederickson, Carson, Massey, & 

Roy, 1994). Environmental stressors include “focal” and “contextual.” “The adaptation 

level is determined by the combined effect o f [these] ...stimuli (Blue, Brubaker, Fine, 

Kirsch, Papazian, & Riester, 1989, p.330). Focal stimuli are health-related, for example: 

Physiologic stress, acute illness, and chronic illness (Pollock, Frederickson, Carson, 

Massey, & Roy, 1994). Contextual stimuli are “those internal and external factors that 

influence the effect of the focal stimuli “ (Pollock, et al., 1994, p. 366).

The control processes or the ways in which the stimuli are interpreted, include 

the “cognator” and “regulator” subsystems. These have to do with the patient’s 

physiologic and behavioral responses to stimuli. The modes of adaptation, or the ways in 

which one adapts, can be physiological and/or psychological (self-concept, role function, 

and interdependence) (Pollock, et al., 1994). Roy’s (1970) model specifically relates to 

the adaptation o f the patient and the nurse’s role in the patient’s adaptation. The model 

does not discuss the adaptation of the nurse.

In summary, there is a gap in the literature regarding how service providers, 

specifically home health nurses, adapt themselves and their service to frequent change 

that, in this case, comes in many forms (patient, environment, logistics, resources). Roy’s 

Adaptation model is useful to attempt to explain how this adaptation might occur. Roy’s
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model offers an explanation of how people, and consequently nurses, go about adapting 

to new and changing stimuli, dela Cruz’ (1994) discussed the changes home health nurses 

make in their decision-making styles. The styles o f decision-making discovered by her 

research might be considered adaptive forms o f decision-making.

This chapter has selectively reviewed the literature regarding professionalism, 

specifically autonomy and clinical decision-making, and adaptation. The review of the 

literature has demonstrated that there is scant literature available that specifically relates 

to home health nursing practice and the core and subcore categories that emerged from 

my grounded theory study.
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Chapter III 

Methodology

Grounded Theory Methodology

The grounded theory method otherwise known as “constant comparative analysis” 

was used to collect and analyze the data. The grounded theory method is valuable to this 

type of research study because grounded theory is used to develop theory which is based 

in empirical data (Strauss & Corbin, 1990). Grounded theory uses an inductive approach 

in which the goal is to break down the data into themes which are later merged to form a 

conclusive model of the research topic. Data collection and analysis are integrated in 

grounded theory design because theory development occurs over a systematic process of 

data collection and analysis (Strauss & Corbin, 1990). Grounded theory design attempts 

to fit conceptualizations into a new theoretical approach to the phenomenon under study.

Beginning with informal interviews, the researcher uses general open-ended 

questions to encourage participants to speak to a particular topic. The researcher makes 

every effort to avoid leading participants. The researcher must try to bracket or confine 

his/her own opinions and perceptions about the topic in order not to bias the participants. 

Information provided by participants during interviews is written or taped for future 

verbatim transcription. This information then becomes the study’s data.
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As each new participant is interviewed, the researcher compares the information 

obtained with what he/she has heard from previously interviewed participants. Common 

themes begin to emerge as the interviews continue. As data collection continues, the 

questions become more focused based on the emerging data. Eventually, a central theme 

or concept emerges, referred to as the core categories, that connects the data and 

provides the foundation for the development of a substantive theory (Strauss & Corbin, 

1990). The collection and data analysis continue until the core and subcore categories 

(these will be discussed further in the sample section) are clearly identified and 

contradictory cases cannot be located in the data (Strauss & Corbin, 1990).

Procedure

Grounded theory methodology requires that participants be gathered as analysis 

progresses thereby accounting for the variation or similarity in participant responses. The 

goal is to obtain a sample whose characteristics account for the variation in the data. A 

sample that consists of highly varied participants but demonstrates consistent themes 

adds to the meaning of the study’s findings (Strauss & Corbin, 1990). Consequently, the 

procedure followed to access participants and to ensure that ethical considerations are 

not overlooked is an important piece o f the research process. The procedure for this study 

will be discussed in detail.

I began the study after approval for conducting the study was received from the 

university’s Human Subject’s Review Board. I explained the purpose o f the study and 

what would be expected of a participant to each nurse during both the initial phone
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contact and at the start o f  the interview. Each participant received an initial copy o f the 

consent form along with the interview guide prior to the interview. At the start o f the 

interview, each participant was given another copy o f the informed consent form and was 

asked to read it and to sign it after I had satisfactorily any questions. No questions about 

the informed consent were asked by any o f the participants. However, a  few participants 

did ask prior and/or following the interview, questions about the types o f  participants 1 

had already interviewed and how the study would be used.

After the consent form had been signed the interview began. Participants were 

informed that it would be impossible to ensure their confidentiality as parts o f their 

narratives might be reported and published. However, participants were informed that 

their anonymity would be protected through the use of codes in place o f  names for all of 

those involved in the research (Streubert & Carpenter, 1995). Participants were told that 

they could drop out of the study at any time. Coded demographic forms (Appendix A) 

that I designed were kept in a locked, fireproof box. The information on the 

demographic form was used to gather demographic data and to contact the participants 

for follow-up questions. Informed consents included only the participant’s name and not 

the code number.

The Pilot Study
I conducted 4 pilot interviews using the interview guide. The purpose of the pilot 

interviews was two-fold: to give me practice interviewing and to allow me to modify the 

interview guide based on the recommendations and suggestions of the interviewees. The
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pilot consisted of 3 nurses I knew and one nurse I did not know. Two of these 

participants were staff educators in a nonprofit, hospital-based home health agency. One 

participant was a night nurse at this same agency, and one participant was a nurse who 

worked 8-hour shifts for a “high-tech” or private duty home health organization.

After the pilot interviews were transcribed by a secretary, I mailed a summary 

that was based on the results of all 4 interviews to the pilot participants (Appendix B). 

Participants were asked to call, write or electronically-mail comments to me. AH o f the 

pilot participants responded that they agreed with the summary with certain semantic 

changes. One nurse labeled “from-the-gut skills,” “intuition.” I have since used her word 

when participants have described “from-the-gut” feelings. This nurse also corrected the 

phrases “sharpened perception” and “ think[ing] on her feet” by labeling them 

“anticipatory guidance.” This participant also added flexibility as a quality of the home 

health nurse and commented that the nurse “ enjoys new challenges and constantly 

changing environments.” Another comment from this nurse was that the nurse “accepts” 

rather than “enters” the culture of the home. Besides adding that the nurse needs a 

background that provides “good assessment skills [and] strong geriatric, medical- 

surgical, [and] chronic illness knowledge,” this nurse added “ a good home care nurse 

operationalizes caring-giving the patient and family a feeling of being valued, respected, 

supported.” She stated further “ my goal as a  home care nurse is to promote 

patient/family well-being, patient-family-therapeutic-optimal goal attainment, by acting
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as a provider o f care, a support, a consultant, an educator, a motivator toward what is 

possible while respecting the patient's values.”

Another pilot participant who works in “high-tech” home care denied feeling 

frightened upon entering home care. In fact, she was the only participant of all of the 30 

respondents to deny feeling fearful or overwhelmed upon beginning in home care. The 

remaining 2 pilot participants did not have comments about the summary beyond 

agreement. As no changes were made to the study design as a result of the pilot 

interviews the comments o f the pilot participants were included in data analysis.

The Study
Following the pilot, I obtained approximately 5 participants individually because 

of the contacts I have in home care. The remaining 21 participants were obtained via the 

snowball technique, whereby potential participant’s names were obtained from other 

participants. Participants were contacted by telephone initially and were told briefly 

about the study. Participants always indicated interest during the phone contact and 

agreed to receive a copy o f the informed consent (Appendix C) and the interview guide 

(Appendix D) in the mail or through their agency manager or office. Those who received 

these materials by mail were also sent a cover letter (Appendix E) that explained my 

purpose, thanked the participant for their interest in the study, and stated that 1 would be 

calling to confirm or set up the appointment time. The meeting time and place were 

arranged at the participant’s convenience.
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In cases in which an agency manager passed the materials along to interested 

employees, I typically arranged the interview time and place during the initial phone 

contact with the subject. In these cases, sometimes the participant received the written 

materials after the phone contact and at other times prior to the phone contact In the 

latter cases, directors o f home health agencies expressed interest in the study during a 

phone call with me and agreed to copy the materials I would mail to the director and 

distribute to their managers. The managers then distributed these materials to their 

employees and provided the employees with my name and phone number so that those 

interested could contact me. In some instances, the managers called me and gave me a 

list of the names and phone numbers of employees who had expressed interest In other 

instances, interested employees called me directly to express their willingness to 

participate in the study.

A few participants did not get to view the interview guide or informed consent 

until they met with me at the time of the interview. In only one instance did the I have to 

refuse to interview a nurse. In this case I had to explain to the interested participant that 

the study already included several managers as participants and that I would have to 

decline from interviewing other managers until the study could be balanced with staff 

nurses.

In order to ensure that the nurses were appropriate for inclusion in the study, I 

asked specific questions during the initial phone contact regarding the nature of the job 

and the type of home care organization that employed the participant. A demographic
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sheet based on the criteria for inclusion was used at the beginning of each face-to-face 

interview to gather more detailed information about:

1) gender

2) age

3) length of experience in home healthcare and in nursing

4) area(s) o f nursing the participant worked in prior to home care

5) educational background

6) location o f work (geographic location and the type of home healthcare

organization)

7) nursing specialty, if  any

8) position within the organization

9) name, address, and phone number (these were used to contact the participant

during the study)

An open-ended interview guide was used during the interview to elicit 

information from the participant and to initiate discussion of the topic area. Some of the 

questions on the initial guide were based on the general theoretical framework for 

rehabilitation nursing practice, others on the concept o f professionalism, and other 

questions were derived from the American Nurses Association’s (1992) A Statement on 
the Scope of Home Health Nursing Practice. Additional questions arose as the interview 

proceeded. I frequently edited the interview guide to add, delete and adjust questions 

according to the emerging themes and categories.
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Each interview was audiotaped with the participant’s consent and lasted an 

average of 55 minutes. I did not intend to take extensive notes during the interviews, as 

this can distract the participant and the researcher (Weiss, 1994). However, I did 

occasionally jot brief memos during and immediately following the interview.

At the conclusion o f  the interview, each participant was told that a second 

telephone interview might be necessary at a later date. The objective of this telephone 

interview would be to verify information and to follow-up on questions that occurred to 

me later in the study. Participants were also informed that they would be sent a summary 

of the transcription of the interview and would be asked to comment upon the accuracy 

of my interpretation of the participant’s comments. I ended up calling participants only to 

remind them to respond to the interview summaries. No telephone interviews were 

conducted. However, some participants gave comments about the summary over the 

phone to me. These comments will be described later in this chapter.

Audiotapes and demographic data were kept in a locked box in my home. A paid 

secretary transcribed all but four of the coded tapes. The remainder o f the tapes I 

transcribed (Strauss & Corbin, 1990) so that I could experience the process of 

transcribing audiotapes. Both myself and the secretary followed the same guidelines 

outlined by Strauss and Corbin (1990) for transcribing audiotapes during a grounded 

theory study. As transcripts were coded and did not include the names of participants it 

was unnecessary to keep them in a locked box.

R eproduced with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



53

Sample

A purposive, theoretical sample was used in this study. A purposive sample was 

chosen based on my knowledge about the population and the qualities o f the population 1 

was interested in studying. Theoretical sampling is a type of purposive sampling and is 

based upon concepts with known relevance to evolving theory (Strauss & Corbin, 1990). 

The goal is to sample occurrences or individuals that may be indicative of categories, 

properties, and dimensions that can be related. Theoretical sampling allows the 

researcher to follow-up on and gather more information about interesting relevant data 

that have emerged thus far in data collection (Charmaz, 1994).

In this study, questions and comparisons evolved as analysis continued guided by 

theoretical sampling. Sampling moved from the most categories possible to a focus on 

the development and “saturation of categories” (Strauss & Corbin, 1990, p. 178) to a 

concentration on specific properties and dimensions. Theoretical sampling began with 

open sampling during which the selection of participants was unstructured and informal. 

Following the pilot study, 10 participants were selected via open sampling. This type of 

sampling allowed me to be open-minded to various concepts which eventually proved to 

be theoretically relevant. Data were analyzed immediately following their collection in 

order to develop questions and make comparisons about the data. Core categories and 

subcore categories emerged over the course of the succeeding interviews.
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Theoretical sampling then moved into a phase of discovering and validating 

relationships among categories and subcategories. Questions and comparisons guide the 

systematic pursuit o f  the properties o f each category. The goal of this phase was to locate 

as many variations as possible in the dimensions o f the data. Ten participants were 

chosen based on indications that they would provide variation in the data (Strauss & 

Corbin, 1990).

The final phase was “directed and deliberate” (Strauss & Corbin, 1990, p. 187) 

and is called discriminate sampling. Six participants were selected because they were 

able to verify the conceptual relationships that evolved or to provide variation in the 

data. The developing theory founded on the conceptual relationships was tested and 

modified based on the data collection during this phase. When variation or a negative 

case was found, I pursued the origin o f the change in order to learn its meaning and 

relevance to the developing theory. Theoretical sampling, data collection, and data 

analysis continued until data saturation or until no new data within a category emerged, 

the sources of variation were identified and accounted for, and the linkages between 

categories were validated (Strauss & Corbin, 1990).

Following the pilot, 26 female registered nurses from the Washington DC 

metropolitan area (Virginia, District of Columbia, and Maryland) working in home 

healthcare were asked to participate. The participants had varying amounts of nursing 

experience (2 1/2 years- 41 years), varying degrees of home health nursing experience (6 

months-20 years), and came from various educational backgrounds and nursing
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specialties prior to home care. Eight nurses had Associate Degrees, 5 had Diplomas, 6 

had Bachelor’s in Nursing Degrees, and 7 had Master’s Degrees. Specialties practiced 

prior to entering the field of home care and, in some cases while in home care included 

acute care, primary care, tertiary care, and long-term care (Table 1). Most of the nurse 

participants described having worked in more than one area of nursing prior to entering 

home care.

Participants varied in age from 32 to 61 years of age. One agency designed and 

implemented a  residency program whereby nurses fresh out of an Associate Degree 

program in nursing were given 6 months of supervised visits, as well as classroom 

instruction before they were released to make independent home visits. One of these 

residency graduates was interviewed.
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Table I

Previous Nursing Experience of Participants

Acute care Primary care Tertiary care Long-term care Other

coronary care
intensive care
medical-surgical
orthopaedic
neurology
pediatrics
oncology
neonatal
telemetry
obstetrics/gynecology
dialysis
surgery
geriatrics
urology
plastic surgery
maternal child health

rural nursing 
public health 
physician office 
mental health/psych.

home health 
hospice 
rehabilitation 

cardiac rehabilitation

nursing home administration 
traveling nurse

Thirteen of the nurses interviewed were staff nurses, including night nurses, 

TRN” nurses, day shift nurses, case managers, and an enterostomal nurse. Three of the 

nurses interviewed were staff educators or involved in staff development. Seven nurses 

held administrative positions, including supervisory roles, liaison and intake, 

coordination, utilization review, and one executive director of a home health agency.

Additionally, the participants worked for various types o f agencies: nonprofit, 

hospital-based, freestanding, for-profit, and physician-owned. All o f these home health 

organizations served clients whose care was reimbursed by either Medicare or managed
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care. In addition, some agencies also served clients whose care was reimbursed by 

Medicaid or by charity donations.

Data Analysis

Following each interview, I provided the secretary with the coded audiotape.

After the transcript was prepared and returned with the tape to me, the latter listened to 

the audiotape while reading the transcript During this process, I hand coded each 

transcript. Following the hand coding, I wrote and mailed a summary o f each transcript to 

the appropriate participant The accompanying note requested that the participant return 

comments to me by telephone, electronic mail, post, or in-person. The summaries 

assisted me to validate my interpretations from the interview transcripts. All o f the 

participants participant returned comments to me regarding the summary.

Summary comments consisted primarily of semantic changes but were mostly in 

agreement with my’s interpretation of the participant’s interview comments. The 

majority of the participants responded regarding the summary using the words “it’s 

okay.” Variations of this comment were: “no changes,” “I agree,” “I don’t have anything 

else to add,” “it’s pretty much what I wanted to say.” Only 2 particpants provided more 

specific comments regarding the summary. One participant clarified that the physician is 

“more likely to go along with [the nurse’s] recommendation because the nurse is there [in 

the home], but not necessarily.” This participant also explained that becoming 

autonomous is “a gradual process” and that the “turning point [at which time the nurse is 

practicing more autonomously] is when other nurses ask you questions.” The other
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participant asked me to alter the sentence: the nurse is autonomous in home care to “the 

nurse has more autonomy in home care as compared to other healthcare settings.” This 

participant stressed, in her phone comments, that she feels strongly that the nurse is more 

autonomous in home care. She stated: “You are more o f an autonomous and free- 

thinker.”All of the summary comments were included in data analysis (see Appendix C 

for a sample summary).

I then coded transcripts using The Ethnograph (Qualis Research Associates, 1995) 

software program. Following and concurrently with The Ethnogragh (Qualis Research 

Associates, 1995) coding, I sought new participants based on the emerging data. 

Participants that could provide variation to the data were sought and questioned 

regarding their suitability for inclusion in the study. The interview guide was frequently 

edited to ask questions that would elicit comments relevant to learning more about topic 

areas suggested by the data. I continued to choose interview participants who appeared 

that they would provide variance to the study until data saturation was achieved at 26 

participants

Coding
Grounded theory analysis uses coding systems of which there are three main 

types: open coding, axial coding, selective coding (Strauss & Corbin, 1990, p. 58). I 

commonly moves from one type of coding to another during analysis. During open 

coding, the researcher names and attempts to categorize what appears to be happening in 

the data. The researcher breaks down the data and examines them for commonalties and
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variations. This process permits the researcher to begin to understand the phenomena 

manifested in the data (Strauss & Corbin, 1990, p. 58). To label the datum, the researcher 

continually asks what the datum represent and how datum compare with one another. 

During open coding, the researcher uses broad labels to attempt to describe what is 

happening in the data (Table 2).

During axial coding, the researcher attempts to reconnect the data that were 

broken down and labeled during the coding process. Axial coding permits the researcher

Table 2 

Open Coding

individualized goals for patients

adaptability

including the family

nurse not in charge

developing a relationship

creative

liaison

thinking on her feet 

knowing what happened

identifying the client 

walking a fine line 

sharpening o f  perception 

valued 

independent 

frightening 

flexibility 

negotiating 

from-the-gut
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to understand each category from the data in more depth. The researcher examines the 

context in which the phenomenon occurs, the conditions that must exist for it to occur, 

and its strategies and consequences. These elements o f the category are called 

“subcategories” and provide density to the data analysis. Each of the subcategories has 

dimensions or locations “along a continuum” (Strauss & Corbin, 1990, p.61). A 

dimension is essentially a specific aspect o f a particular property. The categories, 

properties, and dimensions connect the data and provide conceptual linkages from which 

a substantive theory is derived (Table 3). The researcher typically moves back and forth 

between open and axial coding until all of the data have been collected (Strauss & 

Corbin, 1990, p. 58). The data drives the data collection and the two are performed 

alternately. Coding in the grounded theory approach fundamentally requires the 

researcher to make comparisons and to ask questions, thus another name for the 

grounded theory approach is “constant comparative analysis.”

Table 3

Axial Coding
individualizing goals for patients 

caring for patient/family/caregivers 

adapting to environment, change, logistics 

partnering with the patient 

walking a fine line

recognizing client control/empowering the patient

taking a broader/holistic view 

linking the patient to resources 

teaching self-care 

advocating 

directing the team 

practicing autonomously
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Selective coding is the process by which the researcher selects the core category 

and relates it to the other categories. The core category is the “central phenomenon 

around which all of the other categories are integrated” (Strauss & Corbin, 1990, p. 116).

Following data collection and analysis, selective coding begins with the 

development of a story. This is the narrative written by the researcher to begin to 

integrate all o f the concepts and give meaning to the data. This researcher began 

developing the story before data collection was completed and continued to modify and 

re-write it as data collection continued. Following the description of the story, the 

researcher analytically derives the storyline or core category that encompasses what has 

been described in the story. In this research, the core category that emerged was 

adaptation. The core category could be applied to both the patient and the nurse, but 

because the focus of the study was nursing practice, adaptation as it related to the nurse 

became the primary focus. Discussion of the patient’s role in home healthcare, while 

clearly defined in this study’s data is reserved for a future study.

During selective coding, the researcher begins to reveal the properties and 

dimensions o f the core category. Then, the other categories that the researcher had 

previously identified are related to the core category (Table 4). The researcher then uses 

the core category and subcategories to build a theory that explains the phenomenon.
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Core category: adaptation

eyes and ears

linking

discovering

caring for the patient entity 

starting over

Table 4 

Selective Coding

Strategies and Properties: 
walking a fine line 

beyond book learning 

preparing 

letting go

nursing holistically

Evaluative Criteria and Rigor

Four criteria are used to evaluate the theory that is derived using the grounded 

theory method: fit, generality, understanding, and control (Glaser & Strauss, 1967, p. 

237-250). The theory developed should fit the reality of the phenomenon under study and 

be applicable to various contexts that relate to the phenomenon. The theory should be 

easily understood by the participants in the study, as well as by others who have 

experienced the phenomenon (Streubert & Carpenter, 1995) and the theory should have 

control if it was systematically developed from data derived from that phenomenon.
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Chapter IV 

Findings: Professional Autonomy 

The purpose o f this grounded theory study was to build a substantive theory of 

home health nursing practice based on what practicing home health nurses believe to be 

their practice. The concept of autonomy, so integral to the model of home health nursing 

practice, will be discussed in this chapter. The stages of autonomy will be described and 

depicted using a pictorial model. In chapter V the core category and the subcore 

categories that emerged from the data will be presented and explained and the 

substantive theory will be presented. A table (Table 5) reminding the reader o f the 

demographics of the sample is presented below:
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Table 5 

Demographics

Education
Associate Degree: 8 
Diploma: 5
Bachelor’s Degree: 6 
Master’s Degree: 7

Worksite Position Years in Nursing Years in Home Care
For-profit
hospital-based: 9 staff: 13 Range: 2 1/2-41 Range: 2-22
For-profit education: 3 Mean: 20 Mean: 8
freestanding: 6 admin.: 9 Median: 22 Median: 7
Non-profit clin. spec.: 3
hospital-based: 10
Non-profit
freestanding: 5

The following discussions of the study’s findings will include excerpts from 

participant transcripts. These excerpts, recorded in the participants’ own words, provide 

validity to my conclusions regarding the study’s findings.

The Conceptual Model 

Autonomy
Home health nurses define their practice as "'autonomous.” This is a word that 

was commonly used during participant interviews. The ANA’s (1995) Nursing's Social 
Policy Statement states that “nurses exercise autonomy and freedom within their scope of

Gender Race Age
Female Caucasian: 24 Range: 32-61

African- Mean: 45
American: 2 Median: 46
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practice. This autonomy and freedom is based upon nurses’ commitment to self

regulation and accountability for practice” (p. 19).

Many nurses in this study used the word “ independent” interchangeably with the 

word "‘autonomous.” Others used the former to refer to how they felt, in terms of their 

schedules, travel, and the logistics of home health nursing, preferring to save the word 

“autonomous” for discussions about clinical practice. Semantics regarding these words is 

worthy of mention because many of the nurses perceived their practice as independent 

from their beginning in home care, by virtue o f the fact that in home care, one works 

relatively alone, has minimal access to other healthcare professionals for on-site 

consultation, must travel alone, and prepares one’s own schedule. As one nurse stated:

“I liked the manipulating I could do with my schedule and... worked my own hours.” 

Another nurse elaborated:

You need to be able to work independently. You need to be self motivated to get 
your schedule, to get stuff done, to set up whatever needs. Your referrals need to 
be referred there, you know. You need to be self motivated in that because you 
do work more independently. You’ve gotta be able to manage your time wisely in 
order to keep your charts up and paperwork up, to make sure you’re checking on, 
if you’re working in managed care, case management. Then you need to be able 
to make time to check with the case managers to make sure you’re working 
with, under proper authorization, getting pre-, pre-authorization for whatever 
needs to be done.

Autonomy was a word used more often to refer to this physical independence of practice, 

but also to refer to the authority the home health nurse inherently has to make clinical 

decisions and recommendations to the physician. One nurse defined autonomy as related 

to practicing without the structure of other settings.
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There are some nurses that need more structure. They don’t work well with the 

flexibility that you get in home care. They’re not as autonomous as other nurses. 

For whatever reason, they don’t want that autonomy, they don’t want that 

responsibility...

Another nurse related autonomy directly to the ability to make decisions.

At first I felt like I didn’t have any right to make any decisions even though we’re 

trained in nursing schooL.to think ...of...the problem, and and how we’re gonna 

treat it and then what we expect the outcome to be. But in the hospital, you don’t 

have the, the right to make decisions... you just have to carry out things according 

to what’s written down. But in home care, you definitely get to make some 

decisions.

Nurses generally perceived themselves as “independent” when starting in home care, 

unless they had the benefit o f a preceptor early in their practice. Autonomy was judged to 

be partially acquired as part o f an ongoing process and never completely attained. To 

avoid confusion in this paper and because many participants used the 2 words 

interchangeably, the words “autonomous” and “autonomy” will also be used to include 

concepts related to independence.

The Model
A key component o f grounded theory is the discovery of unanticipated findings 

(Strauss & Corbin, 1990). Consequently, potential findings are not expected to be 

introduced in the research questions. While the findings in this study did address
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concerns posed by the research questions, the components o f the emerging model were 

unanticipated.

The conceptual model will be described and depicted diagrammatically. Then the 

core and subcore categories will be presented and integrated into the model. The model 

developed from this research includes the stages of practice of the home health nurse.

The ongoing process o f  attaining and retaining autonomy is at the core of the model. The 

process consists of three stages allowing for periodic lapses back to a stage of moderate 

dependence.

Stage One: Dependence

All of the nurses describe feeling frightened or overwhelmed initially. Stage one 

of the model is characterized by fear and trepidation regarding home health nursing 

practice. As one nurse put it:

It’s, you know, at first, it’s kind of overwhelming. And now, the more I work, the 

more I understand that I really had it all there. It’s just a matter of drawing it all 

together and incorporating it into what I’m doing.

This initial stage of feeling overwhelmed or frightened was almost universal among the 

nurses studied. (One nurse in the pilot study denied feeling this way). These feelings 

seemed to be related most to the logistics of home care for those nurses who were 

comfortable with their clinical experience. Nurses who were new to home care and felt 

that their clinical background was not well-rounded and solid were overwhelmed and/or 

frightened by both home care logistics and clinical decision making.
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For new graduates or nurses with minimal clinical experience there is fear 

regarding the ability to perform competently clinically and manage the logistics o f travel, 

paperwork, frequent telephone calls, negotiation with payor sources, and unpredictable 

schedule changes. For nurses comfortable with their clinical knowledge, stage one is 

characterized by fear and uncertainty regarding these logistical adjustments. Nursing 

experience that is not suited to general home care practice does not appear to be enough 

to permit the nurse new to home care to feel comfortable clinically.

Logistical issues consisted mainly of travel, scheduling, paperwork, and learning 

who reimburses for what service, and negotiating for resources. Several nurses described 

being particularly panicked about the traveling required. One nurse offered the traveling 

as an explanation o f another nurse’s decision to leave home care.

...One person said she just couldn’t get used to traveling all over, having to work 

on particular days, and just going back and forth all the time. I think that is a 

factor. It’s something you don’t think about when you come into home care. I 

wasn’t aware of it and, in fact, I panicked when I found out I had to get those 

maps and figure out where I was going.

Below, one nurse summarizes how she felt about her introduction to the agency 

paperwork so characteristic of home health.

I remember what was really helpful to me, there was one day the medical 

supervisor who was an RN, sat down with me and I was just overwhelmed by all 

the amount of paperwork and it was taking me longer than I ...it was supposed to
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be taking me and she was just able to really kind of help me to organize things 

better

This stage appears to last varying lengths depending upon the nurse. However, several

participants defined it as lasting from 3 months to one year. One clinical nurse specialist

who had spent years working in the hospital before entering home care described having

to renew her self-confidence upon entering home care.

I felt actually fairly competent in my ability when I was in the hospital setting....lt 
did take some adjustment to transfer that to a new feeling o f  confidence in home 
care. A lot of it was I had a sense that I had some of the ability but I had to 
reassure myself. Particularly, if you’re in a hospital setting you have a team that 
you work with and I was very used to, even though I would make independent 
decisions, collaboration was a big part of that, so you collaborate with your 
peers, physicians, etceteras. Whereas in home care, you’re the eyes and ears and 
you’re it in that home setting so that was the piece that took a little adjusting to 
even though I had a sense that my abilities were appropriate for the job I had 
picked, I still had to convince myself that I could carry out that autonomous piece 
and do it successfully.

The assistance of other nurses is important to the progress of the nurse from feeling%

overwhelmed to beginning to be able to cope with the differences experienced in home 

care by most nurses. This clinical nurse specialist, like many other participants, described 

asking a lot o f questions and needing the support from other nurses and managers back at 

the office during this stage. A staff nurse voiced what many others did about their initial 

lack of confidence in their clinical skills and their consequent initial dependence on other 

nurses.

My experience in nursing before had been drawing blood and taking blood 

pressures at a clinic. It had been 5 or 6 years since I’d even worked postpartum. I
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hadn’t had med-surg experience in 15 or more years. At first, I went out with 

another nurse and had to assess a person after open-heart surgery, a person who 

had actually coded a couple o f times in the hospital. He was actually one o f the 

worst cases....! just thought how am I ever going to do this. The same with wound 

care. I’d never done any wound care.

Confidence in one’s skills appears to be directly related to perceiving oneself as 

autonomous. Nurses who are not initially confident with their skills tend to be more 

dependent on other health care professionals than are nurses who are confident with their 

skills. One nurse whose nursing practice had been primarily in maternal child health 

expressed the fear she felt on entering home care.

It was very frightening because I was hired as a maternal-child nurse....But 

then I found out that there’s all these med-surg cases and 1 had always said 

I had never wanted to work med-surg, no way. I said “I don’t know 

about this.” But I said” You can fire me now or you can work with me" 

and they said “Well, you know, I think you can do i t ” so yes, I was totally, 

absolutely petrified.

Stage Two: Moderate Dependence

Stage two is characterized by increased comfort with one’s clinical and logistical 

knowledge and a significant increase in feelings o f autonomy. The nurse is no longer 

frightened by home care and feels comfortable with the logistics required. That is not to 

say that nurses don’t get fhistrated with the paperwork, last minute changes in
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scheduling, the travel, and the weather. However, the nurse is no longer overwhelmed by 

these things. Nurses characterize this stage as a time in which they are proud that they 

need to ask others fewer questions and are actually able to offer some information to less 

experienced home health nurses.

It was a gradual kind of thing....! guess sometimes you'd be in the office and and 

Fd see a nurse who just started coming and getting the help. Oh, I know that 
now... or people come to you and saying like...”where’s this lab?” and...well just 

the technical things....[And I thought] I know this question. I know how to do this 

and so I just became a lot more comfortable. I knew the ins and outs and what 

labs were open at what times and which were the easiest ones to get a hold of.... 

Reimbursement differences during this stage, remain a source of confusion but are 

becoming clearer. In addition, the nurse, during this stage, feels more confident clinically 

but still relies on office support for questions and assistance accessing physicians and 

other resources.

As one nurse who had been a case manager only one month following a weekend

“PRN” status summarized:

1 feel like I need to be very connected to the office.! guess the longer I’m doing

this and have a little more experience, the less I need the help of people who

have supposedly done this for longer and have more experience.

Another nurse commented:

The autonomy is that I am there and I’m... basically making my schedule and I’m 
gonna do it and when I’m around I’m there making decisions about whether the 
patient should actually be in the hospital, certain things going on. I make a lot of
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those calls. That’s the autonomy, but there again, I think we always have to have 
support. Tm...autonomous enough to know that I need the support from the 
people in the office because I’m having trouble reaching doctors.,.1 need help 
with that....But then the autonomy that develops over time you probably, yeah, 
you get more autonomous over time because you end up doing a lot of the other 
things yourself....

Another nurse explained:

I’m enjoying the process. Well, let’s say I’m becoming more comfortable but I’m 
still not...but I am not comfortable.-.I’m getting very comfortable with my 
assessment skills. I’m finding I’m quite good and I’m picking things up and 
calling the doctor. Sure enough, I’ve made the right call. Other things, because I 
have not worked in a hospital, I have not done a lot o f these high-tech stuff. I 
don’t do IVs....I draw blood. I didn’t think I’d ever be able to stick somebody to 
take blood but Tm comfortable with that. So that, I’ve gone through that, got 
over that.

Another nurse stated:

The confidence definitely develops over time because you become more

confident in your judgment. You have reinforcement when you make a clinical

decision on a patient and you call the physician’s office. Sometimes, physicians

or their offices are “Doubting Thomas’” until they see the patient, then your

judgment is reaffirmed that you do have sound judgment. That you’ve sent the

patient in appropriately or you’ve made the right call.

Some participants described a belief that age, regardless of experience, impacts the self-

confidence of the nurse. One of the organizations from which nurses were drawn for this

study, used to have a residency program whereby Associate Degree new graduates would

undergo a preceptor-ship and then work independently in home care. Some of the

residency graduates “did well” in home care following the program and others left home
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care. One nurse from this agency believes age was a significant factor in the success and

failure of residency graduates.

I would never have been able to do it as a young nurse. I just didn’t have that

inner self-confidence when 1 was that young, [just did not have it.... You kind of

saw most o f our nurses are 30 or over, and have been nursing for either, either

been in nursing for several years or they went back to school and did the nursing

and came straight to home health. And most of the nurses that do well with their

documentation have been secretaries or something of that field so they’re used to

the paperwork.

Stage Three: Autonomy

Stage three is characterized by confidence: Self-assuredness in terms of one’s

clinical skills and with the logistics o f home care. “Working, just having done it for

awhile and finding things that work and just feeling more comfortable with your skills

and the paperwork and with meeting people. Just, just out doing it for awhile.”

Reimbursement differences are clear and the nurse exudes self-confidence in her role in

all its aspects. The period between stages two and three is variable and most of the nurses

studied, while acknowledging the existence of the middle stage could not pinpoint how

long it took them or they anticipated it would take them to reach stage three.

Nurses describe validation of their interventions from other nurses, physicians, or

the patient’s themselves as the defining factor o f feeling much more autonomous

...Kind of like a gut feeIing....Because you see what’s happening with the patient. 
You have a CHF (congestive heart failure) patient and you call the doctor and 
very often you have to make suggestions...and then you see [the patient] like a day
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or 2 later and you find out: did your intervention really work? Or a wound care, 
you suggest wound care. You would see what happens with the wound. If the 
wound’s healing. The same thing with the patient: Is the patient progressing,? 
learning his care,? Are his blood sugars getting under control? Can he verbalize 
his diet? Are your interventions helping the family get together? Is he dying okay? 
You see what happens. As you see that what you’re doing is making a difference, 
then you know that you’re doing a good job.

One nurse described the attachment to other nurses as an “umbilical cord.” This nurse

knew that the umbilical cord was severed when she no longer felt dependent on the other

nurses for confirmation, but thought of them more as consultants and equals.

Being autonomous in home care involves coordinating, directing, and managing

patient care. While the physician is considered ultimately responsible for the end result,

the nurse, because he/she is the professional in the home, actually directs the care.

The doctor definitely has the final say, but the nurse really, really is directing.

She’s out there, she’s seeing daily what’s...what’s really going on with this

patient. So, we are the patient advocate. [We] get to bring other services in that

are needed to hook them, link them with other resources that are out here that

they’ve never heard of, never even imagined....

The nurse directs the client’s care largely because she is the “eyes and ears” of the

physician, an expression that was heard over and over from participant nurses.

And the home care nurses are the eyes and ears for the doctor out in the field

there. And doctors have to rely on us. They rely on our assessments. They rely on

our judgments. They rely on our opinions a  lot of times as far as when it comes

to switching medications for their patients. You know, we do call them with
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observations, you know, and o f course it is up to the doctor, you know, to dictate 

the orders, cause they’re the medical physician. But, like 1 said, they...rely on the 

nurse’s excellent, excellent assessment skills and observations to guide them with 

their orders.

One nurse, despite her years o f nursing and home care experience, expressed discomfort 

with the degree of autonomy o f decision-making given to nurses in home care.

Sometimes I wish the physician was more knowledgeable. I wish the physician 

was providing the care. I shouldn’t have to make all these suggestions. This is 

really the physician’s role. It’s his role to know when to do this stuff. It’s his role 

to figure out what to do with the medicines, not really mine.

Part of the nurse’s role in directing the care includes coordinating the interdisciplinary 

team as well as negotiating with representatives of patient reimbursement sources .

[She] coordinates the home healthcare, the physical therapy or whatever,. She’s 

also the one that contacts the doctor. She’s also the one in contact with the payer 

service if there needs to be preauthorization. So, she’s the one, she/he, that person 

is the one involved most directly and directing the care as it needs to go.

While nurses acknowledge that new graduate nurses or nurses with minimal clinical 

experience may succeed in home care, the consensus is that these nurses must be 

preceptored to be able to develop a competent autonomous practice. To function 

autonomously, nurses describe requiring several qualities that may or may not be unique 

to home care practice. In addition to confidence in their own expertise, nurses should be
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organized, creative, unafraid to ask questions, self-directed, comfortable in a  teaching 

role, able to think and problem-solve critically, intuitive, and open to new ideas. Nurses 

must be comfortable working alone and thinking “on their feet,” and willing to look at 

something from ail angles. Keeping current with nursing knowledge is a must because 

nurses do not have easy access to other healthcare professionals who may have 

encountered a similar clinical situation. Knowledge o f community and other resources is 

also imperative because the nurse is the patient and family’s link to those resources. In 

fact, linking is a major part o f the home health nurse’s practice.

We link to other interdisciplinary—physical therapy, occupational 

therapy,...speech therapy, anything with that that patient needs. We link to 

community resources. We link, I think we even, I know I have, we linked some 

patients back with their primary care physician....Sometimes we link them back to 

their families.

The pictorial model so far, looks like this:
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Home health nurses occasionally revert back to moderate dependence, much like

what they experienced in stage two. Autonomy can be restricted or affected at any of the

stages by the physician-nurse relationship, reimbursement factors, by unfamiliar aspects

of clinical care, and by the patient. Participants discussed the significant difference

between the nurse-physician relationship in the hospital and that experienced by the

home care nurse. While, ideally, the nurse is a case manager and is consequently able to

build a relationship with specific doctors, the nurse who sees a home health patient once

is typically respected and valued by most physicians by virtue of the fact that the nurse is

in the home and the doctor isn’t. As one clinical nurse specialist expressed:

It’s probably taken 6 months to a better part of a year to be able to feel that I can 
be autonomous and confident in that autonomy. Part of it too, is the relationship
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that I have with some o f the physicians. Fortunately, some of them knew me 
prior to home care so we really had a base to grow on and they know my abilities 
and had seen me work in the past. Some of them were new to me so I had to 
kind of convince them...or prove myself to them. Whereas now when I call [I] 
don’t have to go through as much to get the final goal....

Another nurse attributed the difference in the relationship to the lack o f opportunity for

doctors in hospitals to learn how expert a nurse’s judgment can be.

In hospital care...there are some good doctors who realize that the nurses have

important things to say or contribute. There are many doctors who don’t realize

that in hospitals. In home care, whether they know it or not, that’s how they have

to function because the nurse is giving them all, they get all their information

from the nurses.

Since the nurse is the practitioner in the home, frequently the nurse must advocate for the 

patient to the physician and reimbursement sources. One nurse described knowing that a 

patient had a urinary tract infection from laboratory reports she had conducted on a urine 

sample and having to call the physician’s office once every hour before she finally 

received an order for an antibiotic so that her patient would not have to go without 

treatment over the weekend.

Reimbursement representatives can restrict nurse autonomy by limiting patient 

visits, the purchase of equipment and supplies, and the services of health care providers, 

such as home health aides and occupational therapists. A common restraint on the 

nurse’s autonomy related to reimbursement issues is the inevitable limit placed on visits
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allowed to patients with managed care. One nurse refers to the visits the nurse makes to 

these patients as “hit-and-run.”

You’re out there and you’re back and you’re not gonna call and try to change the 

wound care probably. You’re gonna do the extra teaching on the diet You’re not 

gonna, because you’ve got 4 visits and if its a  complicated wound, all you’ve got 

to do and all that little form says for you to do, is teach wound care. Now, 

regardless o f that fact, if you’d been, had 2 more visits to teach them diet teach 

another family member...maybe it would have stopped that patient from being 

returned to the hospital for complications.

Another nurse expressed frustration with insurance companies that have representatives 

who have never seen the patient or the patient’s home making decisions regarding the 

number of visits and the types of equipment allowed.

The insurance company’s not in there. They have not seen the conditions in the 

home and there’s no way you can work, the patient’s gonna heal in this 

environment and I had to push to get...even get a hospital bed. How can you treat 

these wounds when the patient is on a mattress in the middle of the living room 

floor and you have to step over him to...sit down....

Medicare also restricts the nurse’s autonomy because Medicare requires that the patient 

be home bound in order to be eligible to receive skilled nursing care.

[The patient] want[s] you to keep coming and you say to them “But Medicare 

won’t pay for it because....” I’m not doing whatever I’m supposed to be doing.
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I’m not doing anything for you so they won’t cover i t  And a lot o f times, you, you 

have a patient that you think could benefit by somebody coming and checking on 

them but you can’t justify it—It has to all be justified and even though you think 

this patient can benefit, you can’t do i t  You have to go by their guidelines and 

you have to discharge at a specific time.

Autonomy also appreciates and diminishes according to the clinical situations that 

present themselves. This temporary falling back occurs when the nurse encounters 

something new and unfamiliar a new diagnosis, a new procedure, a new dilemma that 

may be associated with family dynamics. One nurse described attempting to catheterize a 

patient and, although the nurse had experience with catherizations, this particular patient 

presented a new problem.

...It was an in-and-out cath[erization] and I couldn’t’ do anything and the lady was 

anatomically incorrect ....So, I’m calling in and I’m going, you know, “What else 

can I do?”

Patients restrict the nurse’s autonomy, because the patient is in control in home care. 

Ultimately, the client is in control because in the hospital, somebody’s there all 

the time to make sure they do what they’re supposed to do. In the home, you’re 

there for maybe an hour or shorter. Other than that, they’re by themselves. When 

they’re by themselves, they’re going to do what they want to do. Hopefully, you 

can get them to realize what you want them to do and they’ll cooperate and do 

what you want them to.
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While the focus o f  this study is the practice o f  the nurse, it is difficult to divorce what the 

nurse does for and with the patient from what happens to the patient while in home care. 

The changes that occur in the home care patient closely parallel the changes that take 

place in the nurse as time passes and experience with home care grows.

The ultimate goal of the home health nurse for each patient cared for, according 

to the study's participants, is self-care and independence. Failing this, the nurse strives 

for the highest level o f functioning that is realistically attainable or a comfortable death 

for the patient when recovery or stabilization is impossible. If the patient cannot perform 

self-care independently, then the goal shifts to the family and caregivers. “...From the 

very beginning, from the very first nursing visit, the nurse needs to establish that we’re 

there to help them, not for them to be dependent on because we push independence from 

the very beginning.”

Most o f the study participants agree with the model described by Rice (1996), that 

patients begin in home care as dependent on the nurse (whether or not the patient 

recognizes this dependence), moves into a stage o f interdependence, and then on to 

independence. However, some nurses believe that some patients never relinquish the 

dependent role.

...You know it’s been my experience that there are some people that just never get 

independent. They never...do their part. And, and a lot of the reason that they’re 

as sick as they are is because of their, their lifestyle and because they’re making 

poor decisions and, and not being cooperative.
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Other nurses expressed the feeling that some patients, are independent or think that they 

are, from the beginning of care.

Sometimes, I think patients don’t realize their dependence or their needs. I also 

see that They think they’re fine and you think, oh my gosh, how are they ever 

functioning? Or they think they know all their medicines: “I have a blue pill and a 

yellow pill” and they haven’t got a clue, they need to know those things. They 

never knew they needed to know those things.

In order to assist the patient toward independence, the home health nurse essentially 

starts over with the home care patient meaning the nurse must typically redo teaching 

that may or may not have been done in the hospital. Upon admission to home care, many 

patients would be considered to be dependent on the nurse for care or merely for 

guidance and information.

...Of course, once you discharge them from the hospital you don’t know what 

they’re doing once they get home. But, once they get home and you’re in the 

home care setting, you get to see, really how they, how they’re functioning in the 

home. And so if they’re not moving about and they’re not getting enough 

exercises we can make suggestions and just asking their caregiver to, to have 

them be a little more independent.

Then, the patient develops a relationship with the nurse that Rice (1996) refers to 

as interdependent, whereby the patient obtains information and care from the nurse.
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Finally, according to Rice (1996), the patient becomes independent and is able to manage 

his/her own care.

Time and experience are instrumental in moving both the patient and the nurse 

toward the culmination of these processes. Time allows the nurse to develop his/her 

skills, hone them, increase familiarity with the logistics of home care, and to increase the 

likelihood of encountering new diagnoses, procedures, and patient problems that can be 

experienced and learned. Time permits the patient to learn from the nurse. Experience 

with the logistics and the clinical aspects o f home care which confirm clinical judgment 

empowers the nurse to feel more confident being autonomous and making decisions 

alone. Confidence, as has been discussed, is the key to autonomy. Experience with 

his/her illness and the skills required to manage it empower the patient to become able to 

care for him/herself or the caregivers to care for the patient with increased experience 

utilizing the necessary skills.
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Chapter V 

Findings: Adaptation

The Core Category: Adaptation

The core category derived from the research is adaptation. The nurse must adapt

in order for him/her to progress toward autonomy and independence. As the focus o f this

study is the nurse’s practice, the discussion and explanation of the core and subcore

categories will focus on the nurse’s practice.

The nurse must adapt to many things to attain autonomy in home care. The nurse

adapts not only to the logistics and clinical components discussed earlier, but to each

individual patient’s home, to that patient’s resources, needs, learning capacity, and to

change, in general. The nurse adapts procedures, equipment, him or herself, and his/her

own resources (both tangible and intangible) to provide patient care. To be adaptable, the

nurse must be creative, innovative, and flexible.

...If you can’t adapt to the situations then you wont be able to effectively handle 
whatever comes up ’cause every situation’s different. Every home is different so 
every setting that you go into will be different for that day or that time. It’s a 
different setting from the hospital. You have the different rooms [in the hospital] 
but you always have everything the same. You have your moments of surprise [in 
the hospital] ...but every home is gonna be set up different. You’re gonna have 
different obstacles. You’re gonna have different problems. You’re gonna 
have...it’s just gonna be different. You’re, you need to be able to adapt.

Adaptation allows the nurse to become attain professional autonomy, to take a broader
view, and to finish the story. Professional autonomy describes the nurse’s confidence to
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make decisions independently and to negotiate the logistics of home care, such as 

scheduling, traveling, the physician-nurse relationship, and the direction o f the 

interdisciplinary team without assistance. Taking a broader view is what the nurse does 

to assess and care for the patient entity. The term “broader” is used to differentiate 

practice from other settings. Finishing the story is what the nurse hopes to do when 

caring for a  home care patient The nurse envisions his/her role as assisting the patient or 

patient entity to become independent with care or to move to a long-term facility for the 

remainder o f  the care needed. Several different strategies are employed by the home 

health nurse to be able to accomplish these tasks and their properties serve to describe 

the adaptations the nurse must make to function effectively in home care.

Before continuing, the term “patient entity” requires clarification. The home 

health nurse views the patient, family, and caregivers as an entity and does not care for 

the patient in isolation. For the remainder o f this discussion, the term “patient entity” will 

be used to denote the patient, family, caregivers, and all other living things that impact or 

potentially impact the patient’s environment, and therefore, the patient.

Subcore Category: Professional Autonomy

The home health nurse strives for autonomous practice. The clinically competent 

nurse who has had a variety of nursing experience attains autonomy of clinical practice 

fairly readily. These nurses have difficulty adjusting or adapting to the logistics of home 

care. New nurses or those with inadequate clinical experience must adapt to new clinical
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experiences and the logistics of home care. Frequently they reach autonomy or stage 

three later than their more clinically experienced counterparts.

...You still use all the skills that you did in hospitals in a different setting. 

You...have to be more on your toes in the beginning, able to adapt to different 

situations because you don’t have everything readily right at your fingertips like 

you do in the hospital. Or the support right there at the nurse’s station...but you 

essentially have to be more ready for anything.

Table 6

Strategies and Properties o f Professional Autonomy

Eyes and ears The nurse is the “eyes and ears” of the physician
because the nurse is in the home with the 
patient and transmits information about the 
patient to the physician.

Walking a fine line The nurse walks a fine line in many areas of
home care practice.

Linking The nurse links with the patient as partner in care,
links the patient with the community, health care 
providers, and other family members and 
caregivers.

Discovering The nurse discovers many things unknown to
him/her previously.
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Strategies and Properties of Professional Autonomy
Eyes and ears refers to the role the home health nurse plays in his/her 

relationship to the physician. The nurse is the health care professional directing and 

coordinating the care in the home and sees the patient regularly. The physician may not 

see the patient more frequently than every 3-to-6 months or when an emergency arises.

In the hospital setting...you certainly have other people that you can rely on. And 

when you’re in the home, again that autonomy is very much there and you’re it 

Not to say that you can’t call a physician, but you’re the eyes and ears and they 

are basing what they’re hearing from you on your judgment....

Although the nurse works toward building a rapport, albeit over the phone, with the 

physician as do nurses in other settings the home health nurse has an advantage over 

nurses in other settings in that the physician must immediately trust the nurse’s judgment 

to a certain extent because the nurse, and not the physician, is seeing the patient.

The nurse offers suggestions and recommendations over the phone to the 

physician after describing what he/she is seeing and what his/her perceptions are of the 

patient’s situation. The participants in this study did not describe this physician-nurse 

relationship as necessarily unique, because those with previous experience in intensive 

and critical care reported having experienced a similar relationship. However, the 

participants did marvel at the rarity o f this relationship in settings other than in home 

care.

We are the ones who are out here in the field, they are not out in the field and 
they utilize us for that very reason most of the time. We are the eyes, we are the 
ears. [They] are not even remotely close to this patient most of the time because
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the patient often can’t even make it in to see the doctor in the office more than...a 
few times a year and so they are willing to accept our judgment, and our 
observations, and our suggestions more readily 1 think than they are in either the 
hospital or the office environment

Walking a fine line is one strategy used by the home health nurse to adapt to home care

and to progress toward autonomy. The home care nurse actually walks a fine line in

many respects. The nurse must maintain professional objectivity while also becoming

involved enough with the patient entity to be able to take a broader view. The nurse is a

guest and yet does not “have tea” with the patient The nurse’s purpose for being in the

home is clearly a professional and not an intimate one. The nurse walks a fine line by
supporting and assisting the patient and also knowing when to pull back and allow the

patient and patient entity to do for themselves. The nurse must recognize the patient as

the person in control of the nurse-patient relationship, and yet ir.ust also offer advice and

suggestions based on expert opinion. However, patient control presents another fine line:

Relinquishing control to the patient and feeling responsibility for care outcomes.

Consequently, the nurse walks a fine line between feeling autonomous in his/her practice

and being restricted by the patient’s priorities for care.

...It’s a privilege for me to walk in the door, they don’t have to open the door to

me. And once they do even after they hear what I have to offer, and that’s their

choice. I may be really miserable with it [the patient’s choice], I may be really

unhappy but it’s not my choice to make.... I’ve just done everything I could within

my scope of practice to provide information, treatments, procedures, whatever, it

is that I could do within my professional judgment, but they’re still the last word.
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So, while there’s some heartbreak with that, there’s some comfort to me as a 

professional. It’s a fine line you walk.

Table 7

Walking a Fine Line

between professionalism and patient friendship 
between being a guest and an intruder
between being accustomed to directing (autonomy) and respecting that the patient is in 
control.
between relinquishing control (relinquishing autonomy) to the patient and being 

responsible for outcomes 
between being supportive of the patient and knowing when to disengage 
between directing patient care and following physician recommendations 
between involvement in the patient’s life and respect for patient’s privacy

Linking refers to the connections the nurse makes for and with the patient and 

other healthcare professionals. The nurse partners with the patient It is not an equal 

partnership because the patient entity has ultimate control. The nurse links with the 

physician and other members o f the health care team and then links the patient entity to 

these team members. Community resources are also team members that are linked to the 

patient entity through the nurse. Not infrequently, the nurse links the patient to other 

family members.

...It’s not just the, well this patient is here because they have had a CVA. It’s all 

of this patient’s problems gathered into one and everybody who touches this
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patient is involved because it revolves around the patient and not just around the 

specialty. So the team o f the whole care of the patient 

Discovering is the way in which the nurse learns o f the things that must be adapted. The 

nurse discovers knowledge he/she has that has not previously been used or applied to a 

particular type of situation. In this way, the nurse discovers confidence and is able to 

progress through the various stages to autonomy. The nurse discovers his/her own 

creativity, inventiveness, and flexibility. The nurse discovers what the patient’s story 

really is, as opposed to what it may have appeared to be while in the institutional setting. 

Sometimes, we tend to stereotype people and in a hospital setting, you really 

don’t get to know that person because you see them, they’re in your

surroundings But you go into somebody else’s home and you’d be surprised.

This person is a totally different person when you get inside their home.

The nurse also discovers the effect o f the environment on patient care and how to best 

use that environment to care for the patient entity. In doing so, the nurse discovers the 

patient entity’s goals for care, resources and needs, limits, and the culture of the home. 

Additionally, the nurse discovers a different nurse-physician relationship and new and 

varied ways to solve problems.

Home health nurses appear to be autonomous in both a collective and individual 

sense. As licensed nurses home health nurses must adhere to professional requirements 

and standards which conveys a collective autonomy. Home health nurses also appear to
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possess a large measure o f individual autonomy. That is, they can use their discretion to 

make many clinical decisions.

Subcore Category: Taking a Broader View

The home health nurse takes a broader view than might nurses working in other 

settings. The nurse does not look at the patient in isolation but cares for the patient 

entity, nurses holistically, and reaches beyond book learning to practice in home care.

Table 8

Strategies and Properties o f Taking a Broader View

Caring for the Patient Entity The nurse assesses and cares for everyone
and everything that impacts or potentially 
impacts the patient within the home 
environment.

Nursir.g Holistically The nurse cares for the whole patient, including the
patient’s physical and psychosocial needs,
and prepares the patient for independence and self-care.

Beyond Book Learning The nurse uses intuition and knowledge that is based on life
experience, age, and professional 
experience to care for the patient entity.

When caring for the patient entity, the nurse assesses and cares for the patient as well 

as those that impact the care o f the patient. If the nurse were to take care of only the 

home care patient, then the care provided or the teaching performed would be done in 

isolation of the dynamics of the patient’s environment. For example, it is unrealistic for 

the nurse to expect that a  patient will perform his/her wound care if there is no water 

available or if the patient is responsible for the care of an ill spouse.
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...You see their home. You see their family. You see the way they live. And you 

usually take all that in and then get them appropriate information or skills that 

they need to deal with this illness.

As another nurse put it:

Well, the iole in the home care is really to always, always look at the family, 

always look at the whole picture, not just one thing that you’re going in for. 

Always be aware o f other issues and pull it all together. Get the referrals, get the 

resources for them and I think just to strengthen them on their own...self-care, 

problem-solving to make them independent We don’t do it for them but we help 

them get together.

Caring for the patient entity is a way in which the home health nurse helps to reduce 

patients from needing acute, long-term, or home care in the future. The home health 

nurse has the opportunity and the ability to look at the big picture and to teach the patient 

entity what is needed to restore and maintain health.

You know, don’t just teach the family, don’t just fix what’s wrong now, fix the 

whole. You know, the patient, the family, the extended family. Fix the whole o f 

what’s wrong, not just one thing.

One nurse expressed very specifically how the home health nurse takes the broad view: 

...Today I’ve been...going in daily for a wound...that will not heaL.and she’s 87 

and her husband is 89. Well, all of a sudden, today the husband is not feeling well 

and she is not able to look out for herself. ...You’re gonna need to start
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thinking, can they live independently in their two-story house...? There are issues 

like that because if he can’t care for her, who’s going to care for her?

Study participants expressed frustration regarding early hospital discharge and 

understaffing and the ensuing lack of time that hospital nurses have to teach patients how 

to cope once they are discharged from the hospital. Frequently, the hospital teaching 

focus is on the patient’s primary diagnosis and even that teaching may be scant and 

inappropriate to the patient’s home environment One nurse voiced concern that the 

hospital discharges the patient if he can void and evacuate his bowels, while the patient’s 

tasks and responsibilities at home are often not addressed.

If [the patient’s] 88 and he’s fairly independent what’s his responsibility at 

home? Who else is involved? Does he have to take care o f his wife? There are 

other concerns besides just the patient and can they get and feed themselves and 

eat and walk to the bathroom.

The home health nurse, by virtue of the increased time he/she has with the patient and the 

ability to see the patient as he/she truly is within the home environment, is able to care 

for the patient more holistically than is commonly done in the hospital setting. Nursing 

holistically is differentiated from caring for the patient entity in that the nurse looks at 

the patient holistically. Holistic care involves everything about that patient that might be 

afflicted or in need of assessment and intervention, while the patient entity involves all of 

those that surround the patient, as well as the patient. One nurse compared holistic care 

in the home with care of the hospital patient.
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I became much more involved with the patients in their home setting and seeing 
all the different kinds o f factors that can affect them...and how they either care for 
themselves or don’t care for themselves. Whereas when you’re...in the hospital, 
you’re not as acutely aware o f all these factors. You’re much more focused on 
taking care o f the crisis at that time....So, it enabled me to, I think, to look at the 
whole patient and the family a little bit more holistically than I had been in the 
past....lt’s a real eye-opening experience to see how people live and what they 
deal with on a day-to-day basis.

I think in the hospital, they’re focusing on that, the particular diagnosis. They’re 
there for the gall bladder or that wound or whatever and the focus is on that 
particular diagnosis. Where in the home care setting, you’re looking at more of 
the whole picture. You’re assessing reasons why the patient has the wound to 
begin with. You’re assessing on what has contributed to this situation, how to 
prevent it in the future from having it happen again. You’re looking at all the 
aspects: the psychosocial setting, the...support systems that this patient has in the 
home, the...cleanliness of the environment....There’s a lot you’re looking at: 
nutrition....So, yeah, there’s a lot more holistic type health care in the home care 
setting.

To properly care for the patient entity and nurse holistically, the home health nurse 

reaches beyond book learning. This includes everything that comes with experience and 

time, other than clinical expertise and comfort with logistics. This strategy is necessary to 

the autonomous home health nurse because it further differentiates those nurses that can 

function effectively in home care from those that cannot. Intuition, creativity, the ability 

to be innovative, interpersonal skills, and the knowledge that comes through general life 

experience have been mentioned by the study participants as qualities that affect home 

health nursing practice. One nurse had a hard time putting her finger on the intangible 

aspects of home care.
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I think it’s an important factor, adaptability. You know, I , it really is very 

important because things that change and, and you know it, whether or not 

somebody, this is like an inborn characteristic....

Another nurse put it more clearly:

I don’t think you can go in with a set mind and say” this is how I’m going to take 

care of this patient” each patient is an individual. Each environment is different 

and you have to adapt to each. I couldn’t see some people I know who are set in 

their ways as home health nurses. You have to be able to change and think: How 

are we going to do this? People who are not adaptable probably wouldn’t do well 

in home health.

Another nurse stated specifically: “...If you’re very rigid and very book oriented, I don’t 

feel that you can be a big success and feel comfortable on the job in home care.” She 

gave the example:

You go in and...you don’t have an IV pole so you hang it from a curtain rod or a 

hook or a planter hook or something like that or you’ll make an adaptation for 

dressings because they can’t afford the dressings.

This nurse also prescribed a good disposition for the “wanna be” home health nurse:

You can’t be a hothead because things don’t always go the way you, you plan 

them. And you need to be open. You gotta listen. And you can’t go in and take 

charge...and change their home and dictate [to] them.
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In addition, nurses have to use skills that are beyond book learning to adapt to inclement 

weather, traveling, and ventures into crime ridden areas so that they can serve their 

patients. As one nurse explained: “You have to adapt to weather conditions...to being on 

the road all the time.”

Subcore Category: Finishing the Story

The phrase finishing the story refers to the privilege o f the home health nurse to 

frequently be privy to the conclusion of the patient’s current need for regular and 

attentive healthcare interventions. One nurse stated:

I love being in home care because you get to spend time with the patient You get 

to know the patient You get to see the beginning through all the way to th e , 

hopefully, to the end. You see them get well....

Another nurse agreed: “I think the really good thing is you see people with [an] outcome 

that is most often recovery.” This opportunity is contrasted with what occurs in hospital 

practice.

Hospital care is not focused on the long term. It’s focused on the acute, on the 

here, the now, and the day that they are there. If you develop a problem the day 

after you’re discharged, well that’s kind of the mindset. It’s like “Well, that’s not 

my problem because you’re not with me anymore.”

The end of the story typically consists of the independence of the patient or patient entity 

with self-care or the placement of the patient in a long-term care facility. The latter is 

considered a conclusion because the patient commonly remains there until death.
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Readmissions to hospitals were not counted by participants as part of the conclusion

because many patients return to home care from the hospital or subacute setting and the

home health nurse gets to assist the patient toward one o f the above conclusions.

Participants acknowledge that finishing the story is becoming increasingly

difficult with the limits placed by reimbursement sources on the quantity of care and the

services provided. However, participants contend that those patients whose services are

limited are typically able to manage care independently or have others to assist with care.

As one nurse explained:

For instance, this breast cancer patient I saw once, someone else saw her once, 
and 1 probably won’t see her again, while before I might have been able to hang 
on to her till she died. That’s very often we see them from the beginning and we 
help them all along. And now, we don’t see that, so with some patients it’s true 
we don’t have that feeling of completion. But, we make our goals different. Now 
my goal is that she’s gonna learn how to change her dressings. She’s gonna 
recognize signs and symptoms of infection....self-care. It’s just shorter. And it 
doesn’t mean she’s not going to get the care. Hopefully, the oncologist and the 
one specialist that’s gonna see her at the ones office is gonna instruct her. And if 
she has problems, send her back into home health care.

Finishing the story includes the strategies of starting over, preparing, and letting go.

Table 9
Strategies and Properties o f Finishing the Story

Preparing 
Letting Go

Starting Over The nurse frequently has to begin again with the education o f the patient 
entity because early hospital discharge and understaffing preclude 
adequate teaching of the patient in the hospital.
The nurse prepares the patient entity to be able to independently manage care. 
The nurse lets go o f the patient during care, allowing the patient to perform 
supervised self-care or the patient entity to perform supervised 
care and again lets go o f  the patient entity upon discharge from home care.
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Starting Over is frequently the case for the home health nurse. Early hospital 

discharge and understaffing often preclude thorough teaching from occurring in the 

hospital. Even when the patient entity theoretically, has been given sufficient teaching to 

understand the care that will be necessary at home, the patient and caregivers are often so 

overwhelmed and stressed that the information is lost or forgotten by the time the home 

health nurse arrives.

Some people are well-instructed and they will come home and they will be very 
knowledgeable and they can really tell you everything. Then, there’s other 
patients, either because o f their illness, their level of anxiety or the staff didn’t 
have the time, because o f cutbacks on hospital staff. You know nurses are only 
human. They can only do so much. You do hear that over and over and over 
again. I do hear more patient complaints in the last few years than I’ve ever heard 
before about the quality o f care [in the hospital]. And complaints about waiting 
for nurses. So very often these patients do not come home with any knowledge of 
anything.

Another aspect of starting over is that, in the hospital or other institutional setting, 

patients usually have things done to them and they are nor permitted or encouraged to 

touch the equipment or handle many aspects o f  their care. Consequently, the home health 

nurse starts over by teaching the patient entity to be comfortable participating in care and 

in handling equipment and supplies. As one nurse put it: “We make sure that they 

understand, that they have to actively take a part o f it. And sometimes caregivers are 

scared to death of wounds but by the time we’re finished with ‘em, they’re... nurse’s 

assistants. They’re, they’re excellent.”
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Besides wound care, another procedure taught to home care patients is one that 

would never or rarely be taught to the hospital or institutional patient: intravenous (IV) 

therapy.

You’re there and it’s up to that patient They have to get up. They have to move. 

They have to take care o f certain things that they can handle. We’ve got patients 

who have IV therapy and we’re teaching them to flush and to help with their IVs. 

And, you know, in the hospital, they, they’re not allowed to touch their IVs.

Home care patients and caregivers perform tube feedings, catheter care, and other tasks 

and procedures that they are not likely do in the hospital setting. Starting over is an 

autonomous feature of nursing practice because the nurse must have the knowledge and 

ability to make clinical decisions, that will assist he/she to start over with the patient. The 

nurse must determine where (in the teaching process) and how, to start over with the 

patient entity. Starting over also requires adaptation by the nurse because the nurse must 

adapt teaching and care to the needs and resources of the patient. If the nurse admits the 

patient to home health services with a preconceived idea of what the patient entity 

already knows, then adaptation becomes particularly difficult.

Teaching is the primary tool home health nurses use when starting over. Starting 

over is the first step in preparing the patient entity to manage care independently.

...We make sure that we teach them because everyone’s learning ability is 

different. We make sure we teach them on a level that they can understand, 

whether we have to go out and get video tapes, if we have to draw pictures.
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Education’s very, very important so we really get, we bring out a lot o f reading 

material and we go over the reading material because there’s some people who 

can’t read....

To prepare the patient entity for independent care management, the nurse must gear 

teaching to the patient and caregiver’s needs.

A lot of over the 65 came from a generation that you didn’t..question doctor- 

you didn’t know disease process, didn’t have a lot of knowledge. If you give them 

that knowledge, they understand what’s going on and they’re more willing to 

work with you. You get into 50’s, 40’s, and down into 30’s and 20’s, they’re too 

well educated. You’d better be up on what you know. They might know more

than you do They’re asking more questions.

Preparing is something the autonomous nurse feels confident doing by virtue o f his/her 

experience, expertise, and confidence. It is adaptive because the teaching that 

characterizes preparing must be adapted to each patient and patient entity.

...I always try to gear...my teaching to their level of education... and also to their 

hearing. You know you have to be aware of, of all of their senses...and do they 

have decreased vision? And you have to make accommodations for things like 

that in the home setting....

Letting go of the patient is part of the process of teaching independence as well as what 

has to take place at discharge. One nurse summarized this process of letting go:
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“Sometimes, you have to stand back after doing the best you can because ultimately, this 

person has to decide they want to do i t ” Another nurse explained:

...The thing with home care is [you] need to get them well enough to take care of 

themselves so you can discharge them. This is not a continuing care kind of thing. 

You need to allow them the optimum level of function.

The nurse prepares the patient entity for letting go by teaching them how to manage care 

independently. One nurse spoke of feeling compelled to do for her patient but realized 

that because she had to prepare the patient to manage self-care, she had to teach the 

patient while the nurse was available for support.

Very often my first instinct is: I’ll do it for you or I’ll make the call and now I say 

to myself “ Am I really helping them in the long run?” because when we 

discharge them 3 weeks from now, who’s going to make that call? So, now, I 

encourage them to think about who they need to talk to, what they need to ask.

We sit down and do little index cards so they make the questions before they go 

so that they’re ready and prepared. So that way, when I say good-bye in three 

weeks, I know that they know how to do it and they’ll follow through with that 

The nurse gives the patient entity the resources to be able to manage care independently 

after discharge from home care.

I think the big part o f it is teaching someone to be resourceful so that if they don’t 

know, they know how to find out. And to teach people problem solving skills
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because you can’t teach everything that needs to be but if  you give someone a

sense o f “this is how I work it through....”

The nurse must feel confident in her knowledge and autonomous in her decision-making

to know when the patient entity is ready to be let go, either to practice independence with

the nurse present or to be discharged from home care. The nurse makes the necessary

adaptations to the home environment and to the resources needed to be able to let go of

the patient entity and know that care will be managed.

If you have a patient who’s in a wheelchair and they’re living in a house that has a 
flight of stairs between them and the kitchen...you have to try to encourage 
caregivers to make a different arrangement We’ve got patients who’ve got 
hospital beds in the living room because they, that’s where all the socialization is 
going on and that’s important no matter how sick this person is. They need to see 
someone. They need some faces, they need not to just be shut up in their rooms 
somewhere down in the basement or upstairs, so, the environment is very 
important and it has to be changed sometimes.

Starting over, preparing, and letting go are all parts of finishing the story. That is, the

nurse gets to see the patient become independent, cared for independently by family and

caregivers or moved into a long-term facility. As one nurse put it: “...Very often we see

them from the beginning and we help them all along.”

The Substantive Theory: The Neal Theory Of Home Health Nursing Practice

The purpose of this study was to define home health nursing practice and to

develop a substantive theory based on the research. Diagrams and interview excerpts

have been used thus far to describe the emerging theory. Following, is a summary of the

theory and a final pictorial model to illustrate the major theoretical concepts.
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Home health nurses consider their practice to be independent and autonomous. 

The nurse generally practices alone but requires varying amounts o f support from various 

sources at various times. While even the beginning nurse may plan his/her schedule, 

manage client’s cases, and enter and leave the home of the patient alone, feeling 

autonomous or confident with the logistics of home care and clinical expertise evolves 

through a process.

This process consists o f three stages: dependence, moderate dependence, and 

autonomy. Home health nurses progress through these stages over varying periods of 

time. The duration of each stage is a function of the nurse’s confidence with clinical 

knowledge and logistical knowledge. The time required to pass from one stage to another 

is fluid and individual.The passage of time and the increase in home care experience 

contribute to the nurse’s passage from one stage to the next.

Once the nurse considers him/herself to be at stage three-autonomy-there are still 

periods of time that require the nurse to go back to stage two, moderate dependence.

These are occasions when the nurse’s autonomy is temporarily restricted by the nurse- 

physician relationship, reimbursement factors, unfamiliar clinical aspects of patient care, 

and the patient entity.

The nurse is able to progress through the stages toward autonomy by adapting.

The nurse adapts to walking a fine line or maintaining his/her image of the nursing role 

and changing his/her practice to accommodate the needs of the patient and the home 

environment.
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The nurse adapts by linking the patient with family members, and other resources 

to make the most of the care the nurse provides. The nurse discovers many things about 

the patient entity, the environment, and nursing practice as it needs to be in the home 

setting in order to adapt care.

Additionally, the nurse cares for the patient entity. The nurse treats the patient, 

family, caregivers, and other living things that impact the patient’s health and 

environment as one entity, called the “patient entity.” The nurse must do this to be able 

to adapt care to the needs of the patient Nursing holistically enables the nurse to adapt 

care so that the patient and patient entity will be able to manage care independently and 

so that the patient entity is prepared for discharge. The nurse uses expertise that reaches 

beyond book learning to adapt care, adapt the environment, adapt resources, and adapt 

his/herself to the demands of home care, such as travel, varying weather conditions, and 

high crime areas.

The nurse finishes the story of the home care patient entity by starting over, 

preparing, and letting go of the patient entity. The nurse adapts the plan of care, 

teaching, the environment, and patient and nurse resources to start over with the patient. 

The nurse continues to prepare the patient for discharge by adapting teaching methods to 

the patient entity’s ability to leant. Preparation enables the nurse to let go of the patient 

entity during care by supervising practice at managing care independently and by 

discharging the patient from home care.

The final illustration of the new model follows on the next page.
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Chapter VI 

Discussion and Summary

Discussion

The purpose of this grounded theory study was to describe the practice of home 

health nurses and develop a substantive theory or framework for home health nursing 

practice. All of the research questions that were asked in Chapter I, while intended to 

serve only to guide the study, have been answered during the discussion of the findings.

Data derived from interviews with 30 home health nurses (including 4 pilot 

participants) were coded into a core category and 3 subcore categories that constitute the 

foundation of the new theory. Each category has been described according to its 

strategies and properties.

According to the Neal Theory the home health nurse moves through 3 stages to 

attain and re-attain autonomy. This process occurs within an environment of adaptation 

and adaptation is required to progress through the stages. The core category that emerged 

was adaptation. The process of adaptation explains how the nurse is able to practice in 

home care and accounts for the variation in the practice of home health nurses. 

Adaptation allows the nurse to accomplish the subcore categories of professional 
autonomy, taking a broader view, and finishing the story. By taking a broader view, the 

nurse is also able to make the necessary adaptations to practice effectively in home care.
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Each of the subcore categories has strategies and properties that describe i t  Time, 

experience, and the nurse’s degree o f confidence influence the use of these strategies.

The Neal Theory is similar to Roy’s (1970) model of adaptation except that the 

person in need o f adaptation is the nurse instead of the patient. The Neal Theory, 

explained in detail in Chapter IV, describes adaptation as the key to effective home 

health nursing practice because the nurse must adapt to function effectively and to 

proceed through the stages o f autonomy. That model and Roy’s can be compared in their 

recognition that adaptation must occur for an organism (in Roy’s case it is the patient, in 

this case it is the nurse) to be able to cope with the environment and with change, and to 

be open to other stimuli. The home health nurse adapts him/herself, among other things, 

to each new environment, changing environments, and the changing needs and tangible 

and intangible resources of home health patients, in short, the home health nurse is 

continuously adapting to change. By adapting, the nurse copes with the changes and 

allows him/herself to be open to hearing and observing what the patient is experiencing 

and what the patient’s needs are. The narratives of nurses who participated in this study 

indicate that nurses who must have structure and cannot adapt do not survive in home 

care and cannot provide the care their patients need.

Another similarity with Roy’s model is that the data from my study show that 

nurses are able to adapt more readily and easily as time passes and they become more 

experienced. The more clinical situations the nurse is exposed to in home care, the more 

likely he/she will be able to adapt care.
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In Roy’s model, the nurse intervenes to help the patient adapt (1970). In the 

proposed model, the nurse must make the adaptations consciously and subconsciously 

within him/herself to provide effective care to the patient and to function in the nursing 

role. It is interesting to compare and contrast Roy’s (1970) model with the Neal Theory. 

However, only future testing o f the Neal Theory will serve to confirm or deny any of the 

above assumptions.

The sample o f nurse participants included in my study varied in the age o f the 

nurses, their educational background, the length o f  time they had been in nursing and in 

home care, their positions within their agencies, the agencies themselves, and their race.

In addition, the nurses came to home care from many different types o f previous nursing 

experience. All o f  the participants were female so there was no variation in gender in this 

sample.

Initially, it was difficult to obtain the participation of nurses for the study. This is 

mostly because o f the lack o f time nurses have to devote to an hour-long interview. 

However, once each nurse was contacted and was told about the study, each was willing 

to participate. In fact, many o f the participants thanked me for asking them to participate 

and for giving them a forum for discussing their practice.

My research was conducted to increase our understanding of home health nursing 

practice. It is expected that the new theoretical model will be further developed and 

modified in future research studies. It is clear that the grounded theory design used for 

this study was appropriate to the exploration o f how home health nurses define their
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practice. The unstructured interview format provided rich data from which to develop a 

new theoretical model.

Limitations o f the Study

The following are potential limitations o f this study;

1) an inadequate ratio o f nurse participants who only make visits to nurse supervisors, 

and

2) a study design that prevents generalizing the findings to all home health nurses.

An acknowledged limitation of this study is the ratio of nurses in management 

positions to nurses in visit only positions. It was hoped that approximately 10-15 visit 

only nurses per one manager would be interviewed. However, this ratio would not be 

accurate for all o f the agencies used in the study, because some of the agencies were very 

small and others were very large by comparison. Additionally, it was very difficult to 

obtain '‘visit only” nurses for the study because most of these nurses are paid on a “per- 

visif ’ basis and therefore lose money if they are not visiting patients. (While they are 

being called “visit only” here for the purpose o f  clarification and explanation, many do 

case management functions within the office or clinical nurse specialist functions in 

addition to visits). Another factor to consider is that several of the nurses in managerial 

or supervisory positions also make regular visits in addition to their managerial duties.

All of these nurses began in home care in staff or “visit only” positions. Consequently, it 

appears reasonable to assume that these managers and supervisors are well-prepared to
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speak on the topic of home health nursing practice. These participants were qualified to 

discuss home health nursing practice from both the staff and management perspectives.

As for the lack o f generalizeability of the study’s findings to all home health 

nurses, Strauss and Corbin (1990) have stated that if the research data are comprehensive 

and “the interpretations conceptual and broad” (p. 23), then the theory should have 

enough variation to be applicable to many contexts that are related to that particular 

phenomenon.

Implications

This study has many implications for nursing and health care. All o f the 

implications discussed emerged from the data. They were either specifically addressed by 

the participants during their discussions about the present and potential status of home 

health care or they appeared in the data incidentally. Consequently, the implications 

discussed in this chapter that do not specifically relate to the Neal Theory are considered 

to be serendipitous findings. I has collated these comments and has added her own 

viewpoint to derive implications and recommendations for nursing education, 

administration, ethics, and health policy.

Implications for Nursing Education
There are many implications of this research for nursing education. If graduate 

nurses are to be expected to be able to function effectively in home care, either 

immediately after graduation or after obtaining other nursing experience, they must 

posses several abilities that may not always be addressed by nursing educators.
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Adaptability, including the qualities o f flexibility, creativity, and resourcefulness, was 

considered paramount by the nurses in this study. Participants differed as to whether this 

is an acquired or a learned trait However, most agreed that, if one is motivated, one can 

learn to be adaptable.

To teach nursing students to be adaptable, educators must teach them to think 

critically and to “think out-of-the-box.” Nurses should learn that the structured 

environment o f the hospital in which everything is at hand, including expert resources, is 

not always the setting inhabited by the nurse. Education that is very task-oriented or that 

discourages more than one answer to a problem does not support the student learning to 

be adaptable.

Students should be encouraged to ask questions, to reveal what they do not know, 

to know how to access information rather than memorize i t  Intuition, as a tool, should be 

recognized for its value, as long as students understand that it develops with personal and 

professional experience.

Additionally, nursing students should be taught interpersonal skills, most 

importantly communication, but not without regard for the skill of negotiation. Home 

health nurses negotiate with patients, families, health care providers, and insurance 

companies on a daily basis. Listening is an important skill as are the abilities to consult, 

collaborate, and re-evaluate decisions and choices. An open mind to how others think 

something can be accomplished and to creative alterations in the environment is essential 

for effective practice in community settings.
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Taking the broad view and the ability to see the patient entity rather than care for 

the patient in isolation is crucial to home health nursing today perhaps regardless o f 

setting. Rice (1994) described home care nursing as inclusive of the client and caregiver. 

To see the patient as an active participant and as a partner in care with the nurse in the 

role of consultant should be an objective o f nursing education for home health. The 

ability to work in a team, and to direct and coordinate that team are qualities that 

continue to be important to cultivate in the new nurse.

Nursing students should learn about reimbursement sources, what they are, how 

they work, and how the nurse advocates for the patient when dealing with payors. These 

issues are becoming important to nurses in many settings because financial factors are 

impacting patient care (Gordon, 1997).

It is interesting to note, that the study participants described practice activities 

that fall within both the generalist and specialist areas of the ANA’s (1992) scope of 

home health nursing practice. This appeared to be unrelated to whether the nurse 

participant was a manager or a staff nurse. All of the study participants described 

performing all o f  the generalist activities listed in A Statement on the Scope of Home 
Health Nursing Practice (ANA, 1992). By performing both generalist and specialist 

duties the home health nurse is enabled to take the broad view.

Mention and discussion o f the performance of specialist activities listed in the 

scope of home health nursing practice (ANA, 1992) such as consultation, education of 

other nurses, caseload management, the monitoring and evaluation of trends of
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reimbursement, participation “in developing and evaluating agency policy and 

procedures to promote continuity of care from preadmission to postdischarge activities” 

(p. 9), facilitation o f  multidisciplinary plans of service, and consultation with staff and 

patients on ethical issues were included in participant narratives. These specialist 

activities performed in various combinations by the study participants are worth noting 

because they characterize advanced practice (ANA, 1992). ANA’s (1995) Nursing's 
Social Policy Statement states “the scope of advanced nursing practice is distinguished 

by autonomy....” (p. 16). Future research studies can assess the degree of autonomy APNs 

practicing in home health perceive themselves as having compared to generalist home 

health nurses. The implication for nursing education is the recognition that nurses in 

community practice are expected to possess some advanced practice skills and that 

nursing students should be prepared accordingly.

Increased attention may need to be paid to providing nurses with generalized 

clinical skills particularly advanced physical assessment skills. The nurse who works in 

home care works essentially alone and needs to be confident of his/her clinical skills. 

Modeling by experienced home health nurses to student nurses through mentorship 

programs could assist the graduate nurse to feel more confident upon entering home care. 

The use of telecommunications devices and their application to the care of the patient in 

the home environment should also be considered for inclusion in future nursing curricula.
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Implications for Nursing Administration
Important implications o f this research for nurse administrators working in home 

health care organizations concern the hiring and training o f home health nurses. 

According to the study sample, administrators should consider hiring only nurses with 

nursing experience. A generalized background is preferable to experience in only a 

doctor’s office, clinic, or nonhospital setting. Medical-surgical skills and critical care 

skills appeared to be the most prized among the study participants.

If new graduate nurses or nurses with inadequate clinical experience are hired, 

they should undergo a lengthy (at least 6 months) internship program that consists of 

side-by-side visits with an experienced home health nurse, before being permitted to 

practice alone. Life experience may increase the probability that nurses new to home care 

have developed some intuition and knowledge that reaches “beyond book learning.”

All nurses new to home care, whether clinically experienced or not, should have a 

preceptor for 3-to-6 months depending upon the comfort and confidence o f the nurse. 

The need for preceptorship was universally vocalized among the study participants. The 

nurses that are hired to practice in home care should be people who are inherently 

organized and good communicators and have the potential to become adaptable.

A serendipitous finding of this study is the impact of per visit pay on nurses. 

Administrators should re-evaluate the pay system for nurses. While per visit pay has the 

advantages of increasing work productivity, and allowing nurses to choose how many
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patients they are willing to see in a  day, it may sacrifice quality care. This disadvantage 

will be discussed further when the implications for ethics are discussed.

Administrators should insure that attendance at inservices is financially rewarding 

for per visit nurses so that nurses do not sacrifice the opportunity to keep current with 

nursing because they can make money doing visits instead. Knowledge contributes to 

confidence and confidence is necessary in order to progress through the stages of 

autonomy. Additionally, time to collaborate with fellow nurses and other team members 

should be remunerated. The feedback given to the nurses about the care they are 

providing can help nurses validate their care and provides the support nurses do not 

physically experience once they are in the patient’s home. This feedback was considered 

to be essential to progressing form stage to stage. As one participant commented, home 

health is really team nursing. The nurse must know fellow nurses and feel comfortable 

enough with them to communicate frequently and to provide an accurate report on 

patients that their fellow nurses may see after them.

Another serendipitous finding in my study is the need for increased collaboration 

and communication between nurses working in the inpatient setting and those nurses 

working in home care. Each nurse, regardless of their work setting, should appreciate the 

other’s role in the continuum of care and so that each can provide consistent care to the 

patient. Participants expressed concern about the inadequacy o f opportunities to 

collaborate with inpatient nurses. Participants complained that with today’s information 

systems it should be unnecessary for patients to have to continue to repeat their entire
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medical history to the home health nurse after hospital discharge. The home health nurse 

should be able to access this information with the patient’s permission from a database.

Some participants suggested that administrators consider routing referrals to 

home care directly to the home health nurse from the physician’s office. Currently 

nurses frequently wait for accurate information about their patients. In fact, it is 

conceivable that physician orders could be replaced with orders from advanced practice 

nurses (APN). As physicians so infrequently see many o f the patients cared for by home 

health nurses, it is worthwhile to consider assigning these cases to APNs upon referral to 

home care. The APN could still consult the patient’s primary physician as needed, but it 

is likely that the APN together with the home health nurse case manager could handle a 

majority o f the necessary orders and decisions. Consistency of care could be enhanced 

because the same nurse-APN team could care for each patient whenever that particular 

patient is a client o f that home health organization.

Consistency of care was an important issue to the participants of this study.

Nurses described needing to develop a trusting relationship with the patient in order to 

provide effective care. Limited patient stays in home are may cause that relationship to 

be developed in one visit, however. If the patient has only 3 visits and each one is made 

by a different nurse, consistency and consequently trust, may be lacking.

Home health could conceivably be nurse-run, throughout. This study has 

demonstrated that home health nurses believe their practice to be autonomous. Both 

ANA’s scope of practice (1992) for home health nurses and social policy statement
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(1995) for nurses consider autonomy to operate within the boundaries of practice and to 

be an integral component o f professional nursing practice. Autonomy is a criterion o f the 

professional according to the professionalism model (Cockerham, 1995). This study’s 

participants were a mix o f generalist and specialty nurses including APNs. If these nurses 

believe that their practice is currently autonomous, it seems logical that further 

integration of the APN role into home health care could only enhance that autonomy for 

the future.

Ethical Implications
An ethical issue central to the current practice o f home health nursing, according 

to the participants o f this study, has significant implications for the quality o f nursing 

services provided in the home. The issue of per visit pay and its relationship to quality 

nursing care was a serendipitous finding of this study.

Per visit pay for home health nurses is related to professional autonomy because 

per visit pay encourages nurses to maximize the number of visits made per day.

Autonomy is potentially reduced if the nurse is expected to see a particular number o f 

patients in order to make enough money to justify working in home health. The nurse 

must invariably shorten the length o f time he/she can spend with each patient if the nurse 

is to manage to see enough patients in one day to provide adequate financial 

compensation. Shorter visits are likely to affect how and what the nurse can do for and 

with the patient during the visit.
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More and more, home health nurses are being paid per visit This means that the 

nurse is reimbursed based on how many patients are seen in one day. The nurse does not 

get additional pay for time to travel, to do paperwork, to make phone calls, to 

collaborate or consult with the physician or other team members, or to negotiate with 

insurance case managers. Nurses typically get paid for the distance traveled per mile, and 

receive a nominal amount for attending inservices and staff meetings.

While some participants acknowledged enjoying the freedom of per visit pay, that 

is the ability to request to see as many or as few patients as the nurse wants to see in a 

day, all o f the nurses described being suspicious that some per visit nurses are practicing 

dishonestly. Nurses described either outright knowledge of a nurse or suspicion of nurses 

visiting more than 8 patients in an 8-hour shift or of billing for 2 visits supposedly made 

at the same time. Nurses are expected to see an average of 6 patients in an 8 hour period 

but some were described as seeing up to thirteen patients within an 8-hour period!

Participants described concern that the quality of patient care is being sacrificed 

by these nurses because too little time is spent visiting each patient. Also, the lack of 

interest by per visit nurses in attending inservices and staff meetings because more 

money can be made attending patients may preclude nurses being able to stay current 

with nursing skills and knowledge.

Implications for Healthcare Policy
There are several implications for healthcare policy that have emerged from this 

research. The participants in this study expressed concern for the future of home care,
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primarily because they see home care losing so many of the qualities that make it 

different from the care that is currently provided in other settings. Home care nurses 

relish the time they get to spend with their patients, the ability to work “one-on-one” with 

the patient while still providing the most holistic care possible, and the opportunity 

nurses get to see the end of the story fore their patients. Some participants actually 

described home health nursing as restoring the faith they had lost in their profession and 

in healthcare when they practiced in other settings.

The home health nurses in this study are concerned that visit limits and other 

managed care restrictions, per visit pay for nurses, and Medicare home care eligibility 

criteria are impacting how home health nursing is practiced. Also, the testing and 

potential for future implementation o f telehealth systems in home care may preclude the 

hands-on contact so vital to the success o f home care.

The primary implication for health policy is that home health nursing should be 

recognized as a vital professional component o f healthcare. Nursing should not, as one 

participant declared, be considered a service with the patient as the customer. The patient 

is a client and as such, has a professional relationship with the nurse. To consider the 

relationship one in which a service is provided implies to some nursing professionals that 

they have no professional value and that they may be thought of as “a product or a good 

off a shelf.”
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Home care nurses are autonomous in the same way that executives in business 

organizations are autonomous. Home health nurses use their own discretion and have 

independence and freedom in their work (Cummings & Worley, 1993).

Home health nurses are also autonomous in the same way that many physicians 

are autonomous today. Until recently, physicians in the United States were very 

autonomous (Ritzer & Walczak, 1988) because they controlled all o f the aspects of their 

profession (Cockerham, 1995). Today, managed care and the use o f  nonphysician 

hospital administrators have required physicians to receive some direction from others 

outside the medical profession (Cockerham, 1995). This is similar to the direction home 

health nurses must take from physicians in the form of orders. While home health nurses, 

like physicians must accept some direction from outsiders, professional practice as it 

relates to how that direction is interpreted and implemented is autonomous.

Recognition of the professional nurse as vital to home care includes an 

understanding that home care is nurse-run and nurse-directed and may potentially do 

without the physician. Home care nurses practice autonomously whereas their 

institutional counterparts often have increased reliance on the physician. With the use of 

APNs, it is conceivable that home care could be entirely nurse-run with only occasional 

need for collaboration with a generic physician. Collaboration and the interdisciplinary 

team are vital to home care. However, the expertise of the physician could be included 

when the patient’s primary care physician or specialty physician needs an update or 

consultation with the home care APN and/or case manager on the patient’s condition.
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Constant calling and time wasting waiting to reach a physician could be 

minimized because the APN could deal with nonemergency situations. A written update 

if the care is routine or a phone call if the patient has been sent to the hospital from home 

care would instead be provided to the physician, as needed.

Mundinger (1983) suggested and analyzed the potential effects o f a policy that 

would make home care nurse-directed. She described the steps that would need to be 

taken to validate a need for home care that is nurse-directed. These steps include 

determining whether nurse-run home care would be less expensive than physician- 

directed home care and would improve the independence and health o f  the organization’s 

clients to a greater degree than would physician-directed home care. Mundinger (1983) 

listed 2 outcome measures that would assure reimburses of home care that nurse- 

directed home care is cost-effective and high quality: A decreased number of elderly 

admitted to institutional settings and “no increased cost per capita...in substituting 

appropriate preventive and maintenance services for medical care” (p. 164). Although 

Mundinger’s (1983) work was done more than 15 years ago much o f what she wrote still 

rings true.

In addition to policy changes that institute nurse-directed home care 1 have 

identified from the data other policy changes that could be proposed. Managed care 

companies should be required to re-evaluate strict limits on patient visits. The home 

health nurse should be the professional to assess the patient and evaluate the number of 

visits the patient entity will need to learn self-care. Managed care companies should
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accept nurse recommendations for the number o f visits necessary, the supplies needed to 

perform care, and the need for the involvement o f other disciplines in the home care of 

the client, particularly in light o f recently uncovered fraudulent care practices. As one 

nurse participant put it:

...My dream is that we become much more fine-tuned for that practice nurse and 

that we know that we’re able to look at what we’ve done in the past and how, 

how we’ve gotten to endpoints and how long it’s taken us, be really cost-effective 

with our care, and have back-up information to say this is what..we do, this is 

how we do it....So this is a package we come up [with].

What this nurse is suggesting is that the nurse monitor more closely how long and what 

supplies and resources it takes to care for a certain type of client, then build in some 

flexibility for increased visits if need be, and present it all as a package to managed care.

In this way the nurse, the professional, as opposed to the non-nurse insurance case 

manager, determines the length of stay and the way care will be provided. Nursing 

research aimed at determining the necessary information to create such a package could 

significantly impact home care nursing and demonstrate another way that the home 

health nurse practices autonomously.

In addition, managed care organizations should re-evaluate the cost o f early 

hospital discharge when patients will need extended visits by the nurse in home care or 

when patients must be readmitted to the hospital because their needs are still acute. 

Medicare is reportedly in the process of re-evaluating its criteria for patients eligible to
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receive home care. It is rumored that the criteria will incline toward strictness rather 

than liberality.

The participants in this study argue that the current homebound criterion 

disqualifies many patients from receiving home care who need the attention and 

assessment of a professional nurse. Some participants reported maintaining contact, on 

their own time, with patients after discharging them from home care because the nurses 

felt these patients still needed nursing assistance. Additionally, many participants 

admitted ignoring the fact that their patients didn’t exactly fit the criteria for homebound 

status just so these patients would receive the care they needed. The government would 

call this fraud and is in the process of evaluating all o f  the home care organizations in the 

United States for the occurrence of fraud. Home care nurses would call it nursing.

A final policy implication o f this study concerns the advent of telehealth. While it 

is lauded by many “experts” as a wonderful way to extend healthcare to more people, it 

is important to recognize that with regard to home care, telehealth has the potential to 

eliminate the very qualities that make home health care the first choice of patients 

(Kirkis, 1993) and “the best kept secret” of nurses: hands-on, one-on-one care with the 

patieni in the patient’s own environment.

Recommendations for Future Research

The newly developed theory of home health nursing practice should be tested 

with other home health nurse populations. Studies could be done in other areas of the 

country with varying samples of home health nurses. If use of The Neal Theory of Home
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Health Nursing Practice encourages changes in nursing curricula or nursing 

administrative practices, then future research efforts should also be geared toward 

demonstrating how the these changes impact home health nursing practice.

Nursing research regarding the impact o f per visit pay on nursing practice and 

quality of care should be conducted to determine whether this payment system has more 

disadvantages than benefits. Research that will enable the home health nurse to expand 

his/her autonomous practice into a responsibility for the number of visits a managed care 

patient receives and the equipment the patient uses. Additionally, it would be interesting 

to study in more depth the specialty or advanced practice aspects of home health nursing 

practice and to assess how APNs working in home care differentiate their practice from 

home health generalist nurses.

Summary

The limitations o f this study and nursing implications for education, 

administration, ethics, and health policy were presented. The discussion of these 

implications indicate that the new theory that has emerged from this research has 

potential value for the future o f nursing, in general, and home health nursing, in 

particular.

Research about home health nursing practice is important because nursing is 

continuing to expand in home care. A theoretical framework from which to practice 

home health nursing can be an invaluable tool for supporting the importance of nursing
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in home health for developing occupational and structural support for professional 

development, and for clarifying the professionalism of nursing practice.

R eproduced with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



126

List of References

R eproduced with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



127

List of References

Albrecht, M. N. (1990). The Albrecht nursing model for home health care: 
Implications for research, practice, and education. Public Health Nursing. 7(2). 118-126.

Albrecht, M , & Nelson, T. E. (1993). The Albrecht nursing model for home 
healthcare: Predictors o f health status outcomes in working adults. Journal of Nursing 
Administration. 23(3). 44-48.

Albrecht, M , Goeppinger, J., Anderson, M  K., Boutaught, M , Macnee, C., & 
Stewart, K. (1993). The Albrecht nursing model for home healthcare: Predictors of 
satisfaction with a self-care intervention program. Journal of Nursing Administration. 
23(1), 51-54.

Alexander, M. L. (1988). Perceptions of independence: Public health nurses and 
hospital staff nurses in a metropolitan setting. Unpublished doctoral dissertation. 
University of Wisconsin, Milwaukee.

Aliotta, S., & Andre, J. (1997). Case management and home health care: An 
integrated model. Home Health Care Management & Practice. 9(2). 1-12.

American Nurses Association. (1986). Standards of home health nursing practice. 
Kansas City, MO: Author.

American Nurses Association. (1992). A statement on the scope of home health 
nursing practice. Kansas City, MO: Author.

American Nurses Association. (1995). Nursing’s social policy statement. 
Washington, DC: Author.

Benner, P. (1984). From novice to expert: Excellence and power in clinical 
nursing practice. Menlo Park, CA: Addison-Wesley.

R eproduced with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



128

Benson, J. (1997). High-Technology home care nursing: Reflecting on the past 15 
years. Home Healthcare Nurse. 15(12), 872.

Blegen, M. A., Goode, C., Johnson, M., Maas, M., Chen, L., & Moorhead, S. 
(1993). Preferences for decision-making autonomy. Image. 25(4). 339-344.

Blue, C. L., Brubaker, BC. M., Fine, J. M., BCirsch, M. J., Papazian, BC R., & 
Tiester, C. M. Sister Callista Roy: Adaptation model. In A. Marriner-Tomey (Ed.), 
Nursing Theorists and Their Work (2nd ed., pp. 325-344). S t Louis: Mosby.

Carpenter, D. R. (1995). Grounded theory research approach. In H. J. Streubert & 
D. R. Carpenter Qualitative Research in Nursing: Advancing the Humanistic Imperative. 
Philadelphia: Lippincott.

Cecil, C. (1996). Capitation: Impact on managed care. Home Health Care 
Management & practice. 8(5). 17-23.

Charmaz, BC (1994, May). Learning grounded theory. Paper presented at the 
Qualitative Research conference, Waterloo, Ontario.

Clarke, P. N., & Cody, W. BC (1994). Nursing theory-based practice in the home 
and community: The crux of professional nursing education. Advanced Nursing Science. 
17(2), 41-53.

Cockerham, W. C. (1995). Medical sociology (6th ed.). New Jersey: Prentice
Hall.

Coleman, C. (1997). Aerospace technology comes home. Caring. XVK7). 40-41.

Coombs, E. M. (1984). A conceptual framework for home nursing. Journal of 
Advanced Nursing. 9 .157-163.

Cummings, T. G. & Worley, C. G. (1993). Organization development and change 
(5th ed.). New York: West.

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



129

Daley, B. J., & Miller, M. (1996). Defining home health care nursing: 
Implications for continuing nursing education. The Journal of Continuing Education in 
Nursing. 27(5). 228-237.

dela Cruz, F. A. (1994). Clinical decision-making styles of home healthcare 
nurses. Image. 26(3). 222-226.

Ellis, J. R., & Hartley, C. L. (1992). Nursing in today’s world-challenges. issues, 
and trends (4th ed.). Philadelphia: LippincotL

Freidson, E. (1970b). Professional dominance: The social struxture of medical 
care. Chicago: Aldine.

Glaser, B. G., & Strauss, A. L. (1967). The discovery of grounded theory: 
Strategies for qualitative research. Chicago: Aldine.

Gobis, L. J. (1997). Licensing and liability: Crossing borders with telemedicine. 
Caring. XVK7I. 18-24.

Goode, W. J. (1960). Encroachment, charlatanism, and the emerging profession: 
Psychology, sociology, and medicine. American Sociological Review. 25.902-914.

Gordon, S. (1997). Life support. Boston: Little Brown.

Hamill, C. T., & Parver, C. P. (1995). Home health care services: A vital 
component of managed care. Journal of Home Health Care Practice. 7(4). 16-23.

Havemann, J. (1997, July 29). Officials target equipment fraud in Medicare. The 
Washington Post p. Al.

Health Care Finance Administration. (1995). Home health insurance manual (pub. 
No. 11). Revision 3195. Washington, DC: U. S. Department of Health and Human 
Services.

R eproduced with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



130

Heiberg, J. L. (1993). Patients’ status at home care discharge. Image. 25(2). 93-
99 .

Henderson, V. (1978). The concept of nursing. Journal o f Advances in Nursing. 3. 
113-130.

Hoffman, N. E. (1997). Growing pains. Caring. XVI(5). 5.

Jamous, H., & Peloille, B. (1970). Changes in the French university-hospital 
system. In J. A. Jackson (Ed.). Professions and Professionalization. London: Cambridge 
University Press.

Keller, B. J. (1991). A study of empowering nurses within the context of a 
healthcare organization (pp. 111-152). Unpublished doctoral dissertation. University of 
Colorado Health Sciences Center, Denver.

Keogh, J. (1997). Professionalization of nursing: Development, difficulties and 
solutions. Journal of Advanced Nursing. 25.302-308.

Kerfoot, K. (1994). Today’s patient care unit manager. Nursing Economics. 12
(4), 235-236.

Kirkis, E. J. (1993). Home health/public health/visiting nurse returning to our 
past: A comparison of public health nursing at the turn of the century. Home Healthcare 
Nurse 11(5). 9-13.

Koch, L. A. ( 1997).Using OASIS to reach OBQI. Caring. XVI(8). 34-46.

Leininger, M (1978). Transcultural nursing: Concepts, theories, and practices. 
New York: Wiley & Sons.

Marosy, J. P. (1997). Elder caregiving in the 21st century. Caring, XVI(5), 14-21.

McKeon, T. (1995). Activity-based cost management: A tool for survival. Journal 
of Home Health Care Practice. 7(4). 69-75.

R eproduced with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



131

Mellish, J. M. & Wannenburg, I. (1992). Unit teaching and administration for 
nurses (3rd ed.). Durban: Butterworths.

Moore, S., Lindquist, S., & Katz, B. (1997). Home health nurses: Stress, self
esteem, social intimacy, and job satisfaction. Home Care Provider. 2(3). 135-139.

Morrall, P. A. (1997). Professionalism and community psychiatric nursing: A case 
study o f four mental health teams. Journal of Advanced Nursing. 25. 1133-1137.

Mundinger, M. O. (1983). Home care controversy. Rockville, MD: Aspen.

Neal, L. J. (1997). History o f advanced practice nursing in rehabilitation. In 
K.M.M. Johnson (Ed). Advanced Practice Nursing in Rehabilitation. Glenview. DL: 
Association of Rehabilitation Nurses.

Nightingale, F. (1859). Notes on nursing: What it is. and what it is not. London: 
Harrison and Sons.

O’Neill, E. S. (1997). Home care nurses’ inferences and decsions. Applied 
Nursing Research. IOC 1), 33-38.

Orem, D. (1995). Nursing: Concepts of practice (5th ed.). St. Louis: Mosby.

Parsons, T. (1970). Equality and inequality in modem society, or social 
stratification revisited. Sociological tnquirv.40. 13-72.

Pew Health Professions Commission. (1995). Critical challenges: Revitalizing the 
health professions for the twenty-first century. San Francisco, CA: UCSF Center for the 
Health Professions.

Pollock, S. E., Frederickson, K., Carson, M. A., Massey, V. H., & Roy, C. (1994). 
Contributions to nursing science: Synthesis of findings from adaptation model research. 
Scholarly Inquiry for Nursing Practice: An International Journal. 8f4). 361-372.

Pratt, J. R. (1996). Home health care: A dynamic complex field requiring 
dynamic, competent managers. Home Health Management & Practice. 8(2). 6-14.

Qualis Research Associates. (1995). The Ethnoeraph v4.0: A program for 
qualitative research and data analysis [Brochure]. Amherst, MA: Author.

Random House. (1997). Random House Webster’s Dictionary (2nd ed.). New 
York: Random House.

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



132

Rice, R. (1994). Procedures in home care conceptual framework for nursing 
practice in the home: The Rice Model of Dynamic Self-Determination. Home Healthcare 
Nurse. 12(2). 51-53.

Rice, R (1996). Home health nursing practice: Concepts and application. S t 
Louis: Mosby.

Ritzer, G., & Walczak, D. (1986). Working Conflict and change (3rd ed.).
Engle wood-CIiffs, NJ: Prentice-Hall.

Ritzer, G., & Walczak, D. (1988). Rationalization and the deprofessionalization 
of physicians. Social Forces. 67. 1-22.

Rothman, R. A. (1987). Working Sociological perspectives. Englewood Cliffs: 
NJ: Prentice-Hall.

Roy, C. (1970). Adaptation: A conceptual framework for nursing. Nursing 
Outlook. 18(3). 42-45.

Schutenzhofer, K. K., & Musser, D. B. (1994). Nurse characteristics and 
professional autonomy. Image. 26(3). 201-205.

Stonerock, C. (1991). Maximizing market potential in home care. Journal of 
Nursing Administration. 2 1 0 2). 49-53.

Strauss, A., & Corbin, J. (1990). Basics of qualitative research. Newbury Park, 
CA: Sage.

Streubert, H. J., & Carpenter, D. R. (1995). Qualitative research in nursing: 
Advancing the humanistic imperative. Philadelphia: Lippincott.

Stulginsky, M. M. (1993). Nurses’ home health experience. Part II: The unique 
demands of home visits. Nursing & Healthcare. 14(9). 476-485.

U. S. Department of Health and Human Services. (1995). Health United States 1994 
(DHHS Publication No. PHS 95-1232). Washington, DC: U. S. Government Printing 
Office.

Watson, J. (1979). Nursing: The philosophy and science of caring. Boston: Little 
Brown.

Weber, M. (1947). The theory of social & economic organization. Free Press.

R eproduced with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



133

Weber, M. (1958). The Protestant ethic and the spirit o f  capitalism. New York: 
Scribner.

Weis, D. (1995). Challenging our values: Directing health care reform. Nursing 
Policy Reform. 1( 1), 22-26.

Weiss, R. S. (1994). Learning from strangers: The art and method of qualitative 
interview studies. New York: Macmillan.

Wood, J. E., Tiedje, L. B., & Abraham, L. L. (1986). Practicing autonomously: A 
comparison of nurses. Public Health Nursing. 3. 130-139.

Wuest, J. (1994). Professionalism and the evolution o f nursing as a discipline: A 
feminist perspective. Journal o f Professional Nursing. 10(6). 357-367.

Yordy, K. D. (1996). The nursing workforce in a time of change. In M. Osterweis, 
C. J. McLaughlin, H. R. Manasse, Jr., & C. L. Hopper (Eds.), The Lf. S. health workforce: 
Power, politics, and policy (pp. 141-152). Washington, DC: Association of Academic 
Health Centers.

R eproduced  with perm ission o f the copyright owner. Further reproduction prohibited without perm ission.



134

Appendix A 
Code Number

Demographic Information

Name
Address

Phone number

Location of employment

Type of Organization: nonprofit profit freestanding hospital based private

Medicare only 3rd Party only Mixed

Gender

Age

Race/ethnic origin 

Length of experience in HHC

in Nursing

Educational Background

Nursing specialty, including certifications 

Position within organization
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Appendix B 

Informed Consent Form

Date

Dear Participant:

I am a doctoral student in nursing at George Mason University in Fairfax, Virginia. I 

am conducting a study for my dissertation work that concerns how home healthcare 

nurses define their practice. From the information I gather through the study, I hope to 

develop a model or theory of home healthcare nursing practice.

I would like to include you as a participant in this study which will require one-to-two 

hour audiotaped interviews. You will be asked questions regarding your nursing 

philosophy and how you define your practice. Your participation is voluntary and you 

may withdraw yourself from the study at any time and for any reason. There will be no 

costs to you or any other party. There are no foreseeable risks to your participation in the 

study.

Your comments will be shared with other nurses to identify common themes. 

Although your name will not be revealed, your comments will be used in class 

discussions, publications, the dissertation, and in other professional activities in which 

the researcher becomes involved. If you have any questions, you may contact Leslie Neal 

at (  the Chair of my doctoral committee, Dr. Rita Ailinger at  

 You may also contact the George Mason University Office o f Sponsored Programs
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at  if you have any questions regarding your rights as a participant in this 

research.

Your name, institution or position will not be included in the transcript o f the 

interview. Your signed consent form will remain separated from your interview 

transcript. You will be given an opportunity to review the transcript and to clarify any 

inaccuracies.

Audiotaped interviews will be kept in a locked box in the researcher’s home and will 

be destroyed upon completion of the study and the publication o f the research.

Transcripts will also be kept in a locked box. You may request a copy of the final report 

from Leslie Neal at ( .

This study has been reviewed according to George Mason University procedures 

governing your participation in this research.

1 have read this form and agree to participate in this study.

Signature: Date:

Witness Signature: Date:

R eproduced with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



137

Appendix C

Dear
I have listened to and studied your transcript and I think the enclosed is a valid 
summary of what you expressed in our interview. Please review the summary and 
let me know either, in writing, via e-mail, or over the phone whether you have any 
additions or deletions to suggest that would more accurately state what you think. 
If you agree with the summary, please let me know that too. I would appreciate 
your feedback, as soon as possible. Thanks again for all of your help.

Leslie Neal
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Summary
09

Nurses need a lot of experience to be able to practice successfully in home 
care. This includes life experience and clinical experience.The clinical experience 
may be in a related field: nurse's aide, lab tech. The important elements are 
experience with people and some clinical skills. The HH nurse should have broad 
experience, be open and able to handle change and the unexpected readily. The 
nurse should not be rigid and very book oriented.

The key word for home health nursing is Adapt The nurse must be adaptable 
to the environment in which she works, as home settings vary widely. She must 
be adaptable in the sense of being very creative and innovative because she may 
be presented with a home that lacks the necessary equipment. The nurse should 
be able to improvise. The nurse should have the natural ability to adapt to most 
situations. Adaptability is the biggest asset the HH nurse has. Adaptability is not 
unique to home care, but it is vital. The nurse must adapt the home to suit the 
patient's needs.

The HH nurse has to have the background that enables her to see the 
interaction of the patient and family. Home care is all about how the patient 
interacts with their family and community. You are trying to restore them to those 
original relationships. The nurse has no preconceived goals or ideas before 
approaching each patient case, because there are always surprises. The nurse 
must remember that she is a guest in the patient's home and that she cannot go 
in with the idea that she will transform their life or lifestyle. The nurse’s role is to 
make them comfortable, safe and to advise them always remembering that the 
patient ultimately controls the care and makes the choices.

The patient has more choices in the home setting than in the institutional 
setting. If the patient is not in control in the home setting, it is the nurs’e job to 
help them restore that control and to provide nurturing support so the patient is 
able to achieve their maximum in independence and self-care. The nurse uses 
the strategies of teaching (teaching, the patient independence), accepting the way 
the patient does things if it’s right for them, finding out what they want to achieve 
and helping them to achieve it by the least problematic route. The patient’s goal is 
uppermost, not the nurse’s or anyone else’s.

The nurse, not the doctor, directs or coordinates the patient’s care. The nurse 
functions autonomously but utilizes and collaborates with the interdisciplinary 
team. The HH nurse should have a good disposition in that she cannot panic 
when unplanned things occur. She has to be a good listener and needs to be 
open to what the patient wants and to what can realistically be achieved. The 
nurse is valued by the patient because she is the one that is there. The nurse 
must rely on her own judgment and so should keep herself up-to-date with 
changes in the field and always be learning.

The institutional nurse cannot see, like the HH nurse, what kind of 
environment the patient is going home to. The nurse essentially makes a 
contract with the patient in which the 2 are committed to helping to get the patient
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well or as well as possible. The HH nurse must be realistic and truthful with the 
patient.

The community is the HH nurse’s practice, that includes the patient family, 
and the setting. Community and culture is important and the nurse should be 
attuned to these. The HH nurse uses intuition but it is not essential or unique to 
good HH nursing practice. The nurse is not there to judge the patient, but to help 
them as much as possible. The nurse should evaluate her care by knowing that 
she got the patient as independent as possible and that they don’t need nursing 
anymore. The nurse must meet the patient at his level, start from where the 
patient is.
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Appendix D 

Intial Interview Guide

1) What brought you to home care?

2) In what settings have you worked prior to coming to home care?

3) Looking back, do you think you were adequately prepared to work in home care?

4) If not, where, when, and how did you learn to be prepared?

5) Why do you think most home health organizations require previous experience in 

other settings before coming to home care?

6) What do you like about working in home care?

7) Have your ideas about nursing changed since you came to home care? If so, how?

8) How is your work in home care different when you compare it to your work in other

settings?

A. The relationship with the client/family/caregiver

B. Tne effect of the environment

9) Do reimbursement issues affect your practice? How?

10) Do you work from your home or from the office?

11) How independent or autonomous do you feel your practice is?

12) When and why did you start to feel that way?

13) Are the issues of self-care and independent function addressed in your practice?

A. How?

B. What is your client’s role in your practice?
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C. Who directs the client’s care?

15) Do you utilize the interdisciplinary team?

A. Who are its typical members?

B. How valuable is interdisciplinary collaboration to your practice?

16) What parts do the family, caregivers, and community play in your practice?

17) Do your goals of care or approach to care change with each client? How?

18) Do you have a nursing philosophy?

19) Is there a nursing theory or theories that guide your practice? Tell me about it 

(them).

20) Do you intend to stay in home care? Why? Why not?
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Appendix E

Dear Participant:
Thank you for agreeing to participate in this study. Please find enclosed the informed 
consent and the interview guide. You may either bring the informed consent with you to 
the interview or keep it for your records. I will have a copy for you to sign when we meet. 
Please do not be intimidated by the interview guide. It is merely a guide. Not all of the 
questions may be asked. The guide is just a  means for you to begin thinking about the 
subject area and for me to help focus the interview.
I will be talking with you soon to confirm our meeting date and place.
Thanks again,

Leslie Neal MS, RN,C,CRRN
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