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Foreword

Perspectives in Primary Nursing is a much needed collection of major contributions to the evolution
and refinement of primary nursing. Nurses in all practice settings are raising questions and concerns
about the significance of primary nursing. It is intended that this selection of key articles from pre-
vious issues of Nursing Administration Quarterly will provide readers with the perspectives of pri-
mary nursing that will assist in the development of the professional practice environment.

In 1976, when NAQ presented its first issue on primary nursing, I raised the question as to how
long would primary nursing be here. Would it be a fad, here today and gone tomorrow, such as team
nursing? It is apparent that the increasing number of hospitals applying primary nursing organiza-
tion to their practice setting is indicative that it is the modality of hospital nursing practice and that it
is here to stay. What then can we share with the nursing world, hospital administration, and others
concerned about nursing practice that reflects the essence of primary nursing? Indeed it is a philoso-
phy and a modality of professional health care delivery in which the patient and his or her family
become active participants in the total health care process.

Each professional nurse is assigned a specific patient and family-client relationship and assists
them with determining the client’s health care needs, effecting a care plan based on integration with
a medical care plan and other health care disciplines. As it relates to the science of nursing, the in-
dividual nurse must adopt a commitment to professional practice that embodies accountability,
responsibility, and authority implying that the nurse is giving direction to his or her own practice.
The increased personal satisfaction resulting from the performance of the professional role in nurs-
ing as a personal nurse providing total comprehensive care in partnership with associate nurses is a
fulfilling role for each professional.

In other organizational modalities of nursing practice, the Registered Nurse generally abdicates
the responsibility in fragmentation of patient care. Primary nursing requires a sound philosophy of
nursing practice which enables the nurse to apply a family centered, humanistic approach to patient
and family care needs in all phases of the health-illness continuum. The patient-family teaching role
is embodied in the primary nurse role, and the primary nurse provides both preventive and curing
aspects of patient care. In creating an environment conducive to professional practice that is suppor-
tive of primary nursing, many steps must be taken administratively. Placing these steps in the
proper mosaic at the right time is the mastery of the art of change.

In most care settings, the implementation of primary nursing requires significant change in
philosophy of the nursing department, organizational structure change with a decentralized model
of nursing practice decision making, and a direction toward self-governance in nursing practice. Job
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descriptions must be changed and clear expectations of individuals must be delineated. Such job
descriptions include the role of the licensed practical nurse as an associate nurse with the capability
of providing total patient care including responsibilities for patient medication. It also includes
developing support systems for nursing so that nursing assistants are assigned to nurses rather than
patients. Registered nurses then need the tools to practice primary nursing histories with com-
prehensive nursing assessments and delineation of the nursing care plan interfaced with the medical
care plan. The primary nurse involves the patient and family together to formulate that plan of care,
and shares that plan of care will all other members of the health care team.

The continuous implementation and regular update of that plan of care is a major responsibility of
the primary nurse. It is through this process that the accountability for each primary nurse’s patient
care is achieved. While many changes are needed within nursing, primary nursing also impacts the
entire hospital setting. It is most appropriate that collaborative joint practice committees be
developed on primary nursing units as well as the centralized hospital medical nursing joint practice
committee. These committees must give direction to mutually agreed upon standards of medical nur-
sing practice, change for specific clinical provisions of practice, and mutually agreeable protocols for
working through the quality care components needed by patients.

Other departmental support systems must be addressed. A key colleague of nursing is the clinical
pharmacist. Examples of primary nurse implementation include changes in direction in practice of
pharmacy, such as clinical based pharmacies with an integration of the clinical pharmacist role as
primary care giving role along with the primary nurse. The same concept can be applied to a prim-
ary clinical dietician working in partnership with the primary nurse and other health care dis-
ciplines as appropriate.

Changes within ancillary support systems such as housekeeping, materials management, transpor-
tation, secretarial support to a nursing staff, as well as physical environmental changes may be nec-
essary. In other words, the introduction of primary nursing to any hospital environment is not sim-
ple unit based activity. It impacts the total organizational structure; therefore, hospital administra-
tors, financial directors, medical staffs, and boards of trustees must become fully involved in the
change process and be supportive of nursing giving direction to its own practice.

It would be possible to achieve such level of professional practice without primary nursing per se,
and primary nursing per se will not necessarily ensure that the professional practice environment
will be effected. It is a combination of both that affords nursing the opportunity to become accounta-
ble for its own practice on a daily basis in any hospital setting.

Probably the most significant aspect of primary nursing is the professional registered nurse’s
willingness to assume this responsibility and accountability; therefore, it is imperative that the nurs-
ing staff itself give direction to change. More active participation by staff nurses in the change pro-
cess is essential. Ultimately nursing staffs could be organized similar to the self-governance model of
medical staffs. However, with the conflict of professional practice and collective bargaining, it is a
tenuous change process to allow more active managerial decision making to take place by all nurses.

A key member in the clinical decision making for nursing is the integration of the advanced pre-
pared clinical nurse specialist. Without clinical excellence through the leadership of clinical nurse
specialists the professional practice environment is next to impossible to accomplish. The clinical
nurse specialist has the ability and the knowledge to give the leadership to the appropriate docu-
mentation systems for each clinical division of practice, to be able to share in standard setting with
colleague physicians, and demonstrate role model behavior as practicitioners, consultants,
researchers, educators, and active decision makers in the administration process. Therefore, it is sig-
nificant that in any setting wherein professional practice environment is desired, the appropriate in-
tegration of the role of the clinical nurse specialist is imperative.

Change in practice requires multiple negotiation and change strategies. There is no one best way to
accomplish change, but we all know that nothing is done so well that someone will not find fault
with it. As Machiavelli has said, “Nothing is more difficult than to initiate a new order of things.”
Nursing practice is on the pathway to a higher level of professionalism through the creation of prim-
ary nursing and professional practice envrionments. It is hoped that this book on primary nursing
will assist the reader with moving forward in the change process.

Barbara Brown
Editor
January 1982
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Preface

The impact of primary nursing programs on the internal structure and functioning of nursing
departments is the focus of this collection of essays from Nursing Administration Quarterly. Many of
the authors represented here are, or have been, primary nurses, and offer valuable firsthand
insights into the conflicts, challenges, and rewards of the role. A broad perspective on the
implementation of primary nursing programs in different kinds of hospitals, large and small, will
be found in these pages.

A comprehensive view of the concept of primary nursing is essential to successful implementa-
tion of the program. Too often programs have failed because of an emphasis on externals—
increased staffing, decentralized environments, the primary nurse’s name on a kardex—rather
than on internal changes in attitudes, feelings, and relationships. It is a dangerous oversimplifica-
tion to view primary nursing as merely an administrative change in the method of assigning
patients to nurses.

Primary nursing makes waves! It upsets the traditional balance of the social system within the
nursing department itself and also between the department and other hospital staff. It reorders
priorities, and may reveal deficiencies in professional competence that formerly were covered up
by shared accountability. It is not surprising that some hospitals have abandoned primary nursing
programs because of the inevitable problems of resistance, confusion, and fears. It seemed to them
that primary nursing did not solve any problems; it only generated new ones and magnified old
ones. And yet, if leaders are prepared to deal with these problems, the outcome can be successful
despite all these difficulties.

In showing how nurses cope successfully with the challenges of primary nursing, this anthology
offers practical assistance to leaders who are seeking the best way to initiate, support, and maintain
programs in their own institutions. Successful implementation brings a gradual, pervasive change
throughout the nursing department, with positive effects on all the areas that nursing touches.
Most important of all, the philosophy of primary nursing will be incorporated by nursing
administrators into all their plans for the department, because primary nursing actualizes their
concept of professional nursing. There will be a feeling of expansive, creative energy. Primary
nursing can be a catalyst that enables the ideal of professional practice to become a reality.

Karen L. Ciske
Consultant
Primary Nursing
January 1982

ix



Foreword

Preface

PART I—PHILOSOPHICAL CONSIDERATIONS IN CHOOSING PRIMARY NURSING

The Autonomous Nurse and Primary Nursing
Barbara |. Brown

Primary Nursing Care—A Substantive Nursing Care Delivery System
Constance C. Smith

PART II—CHANGING TO PRIMARY NURSING

Section One—Staffing and Assignment

The Structure
Barbara |. Brown

A Family-Centered Approach to Staffing

Staffing a Primary Nursing Unit
Joan G. O’Leary and Ethel Hill

Misconceptions about Staffing and Patient Assignment
in Primary Nursing
Karen L. Ciske

Section Two—The Change Process

One Hospital’s Successful Implementation of Primary Nursing
Tanna Ferrin

Primary Nursing: A Conception that Became a Reality
Cynthia Dawn Ludwig and Deborah Ann Waldie

iii

Contents

vii

ix

17
19
21

25
37

55
65
67

79



PERSPECTIVES IN PRIMARY NURSING

Resistance to Change: Primary Nursing versus Therapeutic Community
Carol T. Paine

Primary Nursing in Neurological Nursing
Nancy Bowerman

Section Three—An In-Depth View
Primary Nursing at Evanston Hospital

Primary Nursing at Beth Israel Hospital

PART III—EFFECTS OF PRIMARY N URSING
Section One—Reaction within Nursing

Primary Nursing Phase 1: 1980—the Year of Explosive Beginnings
Medrice Coluccio and Terri Risso

Primary Nursing Phase 2: A Public Relations Campaign
Patricia Maguire

Primary Nursing—Aftermath of Change
Sandra Hobbs Pisani

After Primary Nursing Is Implemented: Then What?
Judith Lower

Section Two—Interdepartmental Functions

Pharmacy and Primary Nursing: Potential for Conflict and Cooperation
Conrad L. Sobczak

Section Three—Evaluation of the System

A Model for Evaluating Primary Nursing
Roger W. Evans and Barbara |. Brown

Primary Nursing: An Update
Jane E. Fairbanks

Research—A Friend of Primary Nursing
Deborah |. Howard

Perceptions of Primary Nursing in a Family-Centered Care Setting
Margot B. Arnsdorf

Is Primary Nursing the Answer?
Carl Joiner, Vaughn Johnson, and Mary Corkrean

PART IV—TOWARD SUCCESSFUL IMPLEMENTATION

Leadership and Collaboration
Barbara |. Brown

iv

89

93

97
99
141

225
227
229

235

241

249

259
261

269
271

279

291

295

305

313
315



TABLE OF CONTENTS

Clinical Ladders and Primary Nursing: The Wedding of the Two 319
Paula Romanko Sigmon

Primary Nursing: Impact on the Education Department 325
Mary O. Mundinger

Primary Nursing: Why Not? 335
Luther Christman and June Werner

The Still Unanswered Questions about Primary Nursing 341
Zeila Bailey

Will Primary Nursing Survive in the 80s? 343

Karen Ciske

Index 347



Part |
Philosophical considerations in choosing
primary nursing



A, FF L 5E #EPDFIE U5 1Al : www. ertongbook. com



The autonomous nurse and

Barbara Brown, R.N., Ed.D.

Assistant Administrator of Patient Care
Services

Family Hospital

Milwaukee, Wisconsin

primary nursing

RE YOU an autonomous nurse?
Some nurses may choose to enter

a joint practice relationship with a
physician, such as a nurse-midwife or
family nurse practitioner. This au-
tonomous nurse is associated with
physician and hospital, and must ap-
ply for privileges for practice to the
nursing staff organization in the same
way a physician applies for privileges
to the medical staff. Some privileges
can be denied for lack of evidence of
adequate preparation and experience.
When competence can be dem-
onstrated, privileges will be extended.

FAMILY-CENTERED HEALTH
CARE IN PRIMARY NURSING

Most nurses choose to practice
through employment in an institu-
tional setting, such as a hospital. The

Adapted from a presentation at the program ' Prerequi-
site for Nurse-Physician Collaboration: Nursing Au-
tonomy,”* sponsored by the National Joint Practice Com-
mission at the American Nurses’ Association Convention
'76, in Atlantic City.
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PERSPECTIVES IN PRIMARY NURSING

® atrained nurse.

® ateam member or team leader.

® an efficiency machine. “Nursing
care was being provided in a
Totally Efficient World. There
were no sick people anymore,
there were only sick lungs, sick
hearts, sick bones, and on and on.
There was no longer any need for
nurses, so they were dismissed.
For as any Machine will tell you
immediately, nurses care for
whole people—and that’s

The Autonomous Nurse Is Not:

Inefficient.” (Thomas, Lauraine,
R.N., M.S., “And Then There
Were None,” RN, August, 1972).

® a watcher of watchers or a care
giver by proxy.

® adesk or charge nurse.

® achecker upper of cheaper doers.

® does not do everything when no
one else is there to do it.

® does not get caught on a limb
without any alternatives.

® does not take orders from doctors.

practice of nursing requires that the
organizational relationships allow the
nurse’s relationship with individual
patients to be as direct and undiluted
by delegation as possible. This is only
possible through primary nursing.
Primary nursing has been utilized in
implementing family-centered care at
Family Hospital.

The concept of family-centered
health care emerged from an active
regard for the dignity and indi-
viduality of all persons, whatever
their age, sex or lifestyle. In family-
centered care we are committed to
dealing with patients’ needs on three
levels:

® the needs of the patient as an in-

dividual;

® the needs of the patient as a
family member; and
® the needs of the total family that
can be touched by the hospital.
Our primary goal is to provide an at-
mosphere in which the patient and his
or her family feel at home in the hos-
pital environment. We seek an in-
formed patient in control of his or her
health care needs. We seek family par-
ticipation in our health care delivery
approach, so that we achieve effective
management of the patient’s health
problems. As we evolved family-
centered care for every patient, we
turned to primary nursing as the only
methodology each family care nurse
should employ to organize and deliver
direct patient care.




THE AUTONOMOUS NURSE AND PRIMARY NURSING

® js responsible to the patient and
family for individualized, total
nursing care.

® js capable of independent clinical
decision-making and does not
need to get this decision ratified
ahead of time either by physician
or nurse.

® has a thorough command of
nursing practice. He/she is capa-
ble of thoroughly assessing his/
her patient’s needs (history and
physical taking; developing a
plan of care in collaboration with
physicians, the patient and
family, and other health dis-
ciplines.

® provides direct care to patients
and their families, and provides

The Autonomous Nurse:

an opportunity for patients and
families to participate in their
own care whenever desired and
possible.

® serves as a consultant to patients
and families and assists them in
informed decision-making re-
garding their health status
through comprehensive teaching
processes.

® has professional parity with phy-
sicians and deals with individual
physicians as a fully accountable
member of the hospital organiza-
tion in providing quality patient
care.

® practices the complete pro-
fessional model of service, educa-
tion, consultation and research.

FAMILY CARE NURSE

Traditional nursing care would not
work. In traditional nursing care sys-
tems, the registered professional
nurse took care of patients on a daily
assignment basis and often delegated
most of this care to practical nurses
and nursing assistants. A patient with
general medical-surgical care needs
was often lucky to see an RN during
hospitalization. Care, therefore, was
rendered according to doctors’ orders,
a medically oriented approach. The
head nurse and team leader were
usually ““desk” nurses, who only
check up on care given by nursing
assistants and practical nurses. With
few RNs functioning in direct patient

care staff positions, there was little
time or responsibility for patient
teaching, discharge planning or coor-
dination of patient care with other dis-
ciplines. Registered nurses could
provide very little direct patient care
and primarily worked through assign-
ing non-professional people to give
care. Our patients, physicians and
nurses found this traditional care sys-
tem to be very unsatisfactory. And
nurses left, due to their frustration
with this system. So we changed.

Each patient is assigned to his or her
family care nurse upon admission to a
hospital unit. Some patients may
select their nurse prior to admission
and request to be placed in a specific
unit where that nurse is practicing.
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The nurse has a direct patient and
family responsibility and a 24 hour ac-
countability to provide consultation,
coordination, evaluation, and direc-
tion of that care throughout the hospi-
talization. The family care nurse is
responsible for a complete patient his-
tory and physical assessment; deter-
mining the plan of care and evaluating
care; and recording care on a patient
progress record in a chronological se-
quence just as the physician does.
® Detailed documentation is done
through clinical data sheets, daily
activity sheets, and patient self-
charting. Nurses’ notes are no
longer necessary. A “‘medical”
record is a “patient” record. All
parts must contain relevant, in-
tegrated data regarding the total
state of health of the patient. Peer
collaboration can be facilitated
more readily when nurses and
physicians chart together on be-
half of the patient.
® Each nurse is responsible for
teaching and discharge planning
for his or her patient. A referral to
another nurse is (and should be) a
nursing prerogative. If a patient
needs a nursing care component
that I cannot render, it is my
responsibility to seek out a
colleague who has the capability
to do so.
® Physicians seek consultants when
they cannot handle an aspect of
care. Nurses must exercise this
consultant role more fully. The
teaching component of care is
provided directly by the indi-
vidual nurse as well as in group

processes such as pre-natal,
parenting classes and pre-opera-
tive, post-operative hysterectomy
group counseling sessions.

® Research is a vital component for
the autonomous nurse. The re-
search process must be used by all
nurses to find solutions to some of
the problems and questions
which arise continuously in
clinical nursing.

® Problem solving process is a more
frequently used and comfortable
approach for most practicing
nurses. These processes can best
be implemented in an environ-
ment which can be supportive
both in provision of time and
resource personnel with research
knowledge. Family Hospital is
committed to provide support
and assistance necessary for the
implementation of research in
nursing.

PHILOSOPHY

Our philosophy of nursing services
states that the primary responsibility
of the professional nurse is to
“provide and evaluate comprehensive
family centered care to patients
assigned.”

In addition, our philosophy calls for
nursing to “initiate, utilize and/or par-
ticipate in studies or projects designed
for the improvement of patient care.”

In accordance with our stated
philosophy, all professional nurses
have a responsibility to identify re-
searchable problems and participate
in studies related to the quality of
nursing care.



THE AUTONOMOUS NURSE AND PRIMARY NURSING

ORGANIZATION

The fullest professional role of the
autonomous nurse has been explored
in terms of service, education, consul-
tation, and research. This clearly calls
for the organizational structure of
primary nursing to allow for complete
implementation.

If a nurse is to be autonomous,
hierarchical organizational structures
must be leveled to provide fullest au-
tonomy, responsibility, and authority.
Authority refers to legitimacy and
must be linked to autonomy. This is
evidenced in organizational realiza-
tion that the nurse has the primary
responsibility for coordinating all
aspects of patient care.

The domain of action for the nurse
gives evidence to decision-making
initiated and acted upon by each
nurse in exercising authority,
responsibility, and accountability to
the patient for quality nursing care.

Every medical staff committee
meeting at Family Hospital is attended
by appropriate nursing staff according
to area of competency. For example,
OB-GYN Section Meeting is open to
all OB-GYN nurses. Nurses par-
ticipate in and give direction to
change in behalf of improved patient
care. Nurses cannot blame administra-
tion, doctors, or other nurses for lack
of progress.

Budget and fiscal priorities are set
by nurses on each unit. Each nurse has
a responsibility for appropriate alloca-
tion and wutilization of human
resources. How do nurses accept this
accountability? It's not easy—the

malpractice insurance crisis created
sudden drops in census; decisions had
to be made as to who would provide
care to patients; when nurses are
confronted with “is it an RN or a nurs-
ing assistant or an LPN?”’, what deci-
sion can be rendered?

DIRECT PATIENT RESPONSIBILITY

Every patient has a right to expect
that a registered nurse will provide
him with care while in the hospital.
Any person less than an RN is unac-
ceptable to the public when nursing
intervention is needed.

The patient who needs a nurse most
is frequently abandoned to others.
How many times do we see a post-
operative patient ambulated with an
IV running by a nursing assistant.
Who assesses pre-ambulation state,
i.e., blood pressure, vital signs, sur-
gical site, general condition, and
reassesses same following ambula-
tion? Is nursing capable of rendering a
professional care system of parity,
symmetry, and balance? What stake
will nurses take in the health care
endeavor?

Our goal should be the mutual in-
tegration of medicine and nursing to
provide the best consultation to the
patient and family in medical and
health care. Nursing is promotion of
wellness, health maintenance;
medicine is illness oriented, thera-
peutic intervention based on medical
diagnosis of state of illness.

[RANSITION TO AUTONOMY

How does a nurse reach this autono-
mous state of being? Few nurses
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graduate exhibiting the full
professional characteristics of au-
tonomy in providing service, educa-
tion, consultation, and research to the
health care consumer. Whether a
particular educational model produces
such a graduate is not the forum for
this article and has certainly created
much debate in nursing service and
education.

It has been my experience that each
nurse, whether an AD, Diploma, or
Baccalaureate, requires a transition
program clearly defined and specified
to provide an orderly environment
and milieu in which to develop an
autonomous nurse state. We have
evolved an internship program of
three months in length to evolutionize
our new graduate family care nurses
so that each nurse is enabled to func-
tion as clinically competent autono-
mous professionals.

A new colleague and collaborator for
the independent practice of health

care is ready to join forces with
medicine to preserve autonomy in
health care delivery.

Nurses and physicians must be
honest enough to collaborate with one
another in the interest of health and
safety of the public. Nurses and phy-
sicians need to respect each other for
the territorial right that is
professionally theirs. Each inde-
pendent health professional must ac-
cept individual responsibility and ac-
countability for his/her acts. The au-
tonomous nurse and primary nursing
mandate that every professional nurse
is responsible and accountable for all
of his/her acts.

Machiavelli said, “There is nothing
more difficult to carry out nor more
doubtful of success, nor more dan-
gerous to handle, than to initiate a
new order of things.”

Are you ready to assume your state
of autonomous being?



