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CONTINUING EDUCATION

Missed Nursing Care

A Qualitative Study

Beatrice J. Kalisch, PbD, RN, FAAN

The purpose of this study was to determine nursing care regularly missed on medical-surgical units
and reasons for missed care. Nine elements of regularly missed nursing care (ambulation, turning,
delayed or missed feedings, patient teaching, discharge planning, emotional support, hygiene, in-
take and output documentation, and surveillance) and 7 themes relative to the reasons for missing
this care were reported by nursing staff. Key words: basic care, missed nursing care, nursing

care, outcomes, patient safety, quality, staffing

NSURING quality nursing care and patient

safety is a major challenge facing nurses
and nurse leaders today. Research studies
have shown links between the level of nurse
staffing and mortality/failure to rescue,"“
infection rates,” pressure ulcers® patient
falls,” length of stay>® adverse events??
complications after surgery,!® and patient
satisfaction.'!

The specific aspects of missed nursing
care potentially leading to the association be-
tween less staffing and the negative outcomes
have not been established in research. Clarke
and Aiken pointed out that nurses serve the
surveillance function in hospitals to prevent
errors and ensure quality care, and too few
staff lead to insufficient surveillance.'? It is
not clear though what other nursing care
omissions lead to poor patient outcomes. A
literature search revealed a lack of studies on
specific aspects of nursing care missed rou-
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tinely and nursing staff reasons why these ele-
ments of care are prioritized as less important
than others.

RESEARCH QUESTIONS

The research questions for this study were
as follows: (1) What nursing care is regularly
missed on medical-surgical units in acute care
hospitals? and (2) What are the reasons nurs-
ing staff give for not completing these partic-
ular aspects of care?

STUDY METHOD

This qualitative study used focus group
interviews with nursing staff on medical-
surgical units in 2 hospitals—a 210-bed hos-
pital in the southern region and a 458-bed re-
gional medical center in the northern region
of the United States.

Sample

A total of 107 registered nurses (RNSs),
15 licensed practical nurses (LPNs), and 51
nursing assistants (NAs) working in medical-
surgical patient care units were interviewed
in 25 focus groups. The staff members were
segregated by job title in the focus groups to
maximize the communication of issues that
they may be reluctant to verbalize with other
members of the team present.




Data collection

The focus group interviews used a
semistructured design. Each focus group
lasted 90 to 120 minutes. Focus group partici-
pants were asked to commit to confidentiality
(not to quote the others in the group outside
the focus group). They were assured of
confidentiality of their comments by the
investigator and encouraged to be as open
and honest as possible.

Data analysis

All interviews were tape-recorded, fully
transcribed, and analyzed initially by a re-
search associate. The author then analyzed
the interview transcripts independently using
NVivo by QRS International,'? a qualitative
analysis software, and applying a grounded
theory approach by which empirical data are
thematically categorized by induction.'¥ The
second analysis revealed that the themes from
the first and second analyses, although differ-
ently grouped, extracted the same issues from
the empirical material. This was taken as a
confirmation of the grounding of the analy-
sis in the data. To be included as a theme,
supporting data had to be contained in focus
groups from both hospitals and in all of the
focus groups. Extracts from interviews are in-
dexed RN, LPN, and NA

STUDY FINDINGS

Missed nursing care

The focus group members were asked
whether there were aspects of care missed
on a regular basis. They were informed that
the focus of this study was on repeated omis-
sions of care, not on the occasional occur-
rence or care that is missed in an emergency
or in a noncrisis situation. All of the focus
group members stated that they did not, or
were not able to, provide all of the nursing
care that patients needed. For example, an RN
commented: “We have to give them meds to
keep them alive, we have to make sure they
can breathe, and we have to keep the heart
going. Things after that get missed.”
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All of the RNs and LPNs and many of the
NAs expressed a high level of regret, guilt, and
frustration that they were not able to com-
plete all of the care for their patients. For ex-
ample, an RN stated, “People want to give
good care and it bothers all of us when we
can’tdo it. You are pulled in 10 directions, and
you can’t give quality care to your patients. It
really bothers me.”

The following 9 themes of regularly missed
nursing care nursing staff were extracted from
the focus groups: ambulation, turning, feed-
ings, patient teaching, discharge planning,
emotional support, hygiene, intake and out-
put documentation, and surveillance.

Ambulation

One area of missed care was ambulation of
the patients. A few staff members stated that
they “try” to ambulate the patients but often
failed to do so. For example:

NA: Sometimes a nurse will come and ask, ‘Can
you walk this patient if you get time?’ If we get time,
we can do it. But if we don’t, we can’t do it. We
don’tdo it.

Occasionally 1 or 2 nurses in the focus groups
stated that they believed the NAs were ambu-
lating the patients; however, the NAs on the
same unit reported that they rarely, if ever, am-
bulate the patients. Other participants from
the same unit in one of the hospitals reported
that they ambulated their patients “because
the physicians always ask if we have got the
patients up when they make their rounds.”

Turning

The staff said that it was more likely that
patients were turned than ambulated. How-
ever, the focus group participants indicated
that instead of every 2 hour turns, they often
turned the patient every 4, 6, or 8 hours or
even longer.

Delayed or missing feedings

Another element of nursing care lacking
was feeding patients in a timely manner. Oc-
casionally patients were not fed at all. One of
2 scenarios was described: (1) the food on the
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tray gets cold and has to be microwaved, mak-
ing it less tasty, or (2) dietary picks up the tray
before the patient is fed. An RN commented:
“You would really be surprised to find out
how many trays get returned to dietary un-
touched because no one got around to feeding
the patients.” For patients able to feed them-
selves, the focus group participants noted that
many times they had difficulty setting the pa-
tient up so they could feed themselves before
the food got cold.

Patient education

Another area of missed nursing care identi-
fied by all of the RNs and LPNs, and many of
the NAs, was patient teaching. Selected com-
ments by RNs included the following: “I never
have time for diabetic teaching.” “If you want
to get out on time, do you think you do as
much teaching as you really should, or do you
turn around and run for the computer to get
your charting done?”and “An example of what
happens when we don’t provide adequate ed-
ucation is the patient winds up with a stroke
because they didn't take their medication. But
we don’t get to it most of the time.”

Discharge planning

Discharge planning was another area that
nurses reported was not regularly completed.
Many nurses think that the case managers take
care of this aspect of nursing care, but admit-
ted that they were often unaware of the details
of the patient’s preparation for discharge. For
example, an RN stated, “I really rarely know
much about where the patient is going after
hospitalization and whether there have been
adequate preparations made.”

Emotional support

Another area of missed care identified by
all of the participants was emotional support.
The staff emphasized that providing support
to the patient and family was important to
them, an element of care they deeply valued,
and was frustrating not to meet these patient
and family needs. For example, “You are busy
50 you do not have time to spend with the pa-
tients. I know the patient needs to talk with

me, but I am afraid of getting in a situation
where I can’t easily get away.” Another RN
stated,

There’s many times when I've been in the room
listening to somebody and my beeper goes off with
two or three rings. I feel like, Great, now I have to
tell this person, I'm sorry, can you hold that state-
ment 50 I can go check on these two or three other
people? That to me is saying that this person isn’t
important and that’s what they’re feeling. ’'m not
important because she has to go to another room.

It also was evident that the nursing staff did
not consistently conduct an assessment of the
patient’s psychosocial needs. “I really don’t
have time to do a thorough assessment [of
the patient’s psychosocial needs]. You can just
see when you go in the room that the patient
is distressed, but there really isn’t time to get
involved.”

Hygiene

Another area of care missed on a regular
basis was hygiene, specifically baths, keeping
patients clean, and completing mouth care.
An RN stated, “We have patients that haven’t
had a bath in 2 to 3 days.” Another com-
mented, “They don’t always get a bath or their
bed changed. One day I came to work, I had 3
patients’ ‘on strike.” One refused to get back
into her bed until the sheets were changed.
Another one needed a bath, and it is just
crazy.”

Intake and output documentation

Accurately measuring and documenting in-
take and output also were reported as an area
of missed nursing care. Some of the obsta-
cles to this described by nursing staff included
the following: the tray being picked up before
the staff recorded what was eaten, patients
going to the bathroom when the staff were
not present, and a lack of a systematic way
to record the filling of water pitchers, among
others.

Surveillance

Surveillance was identified as inadequate
particularly when nurses were assigned to pa-
tients in physically distant locations on the




unit. An RN stated, “I hold my breath as a leave
one wing and round the corner to the other
wing. I think it has been an hour since I was
in his room. Will he be alright?” The staff were
anxious when they were caring for a patient
and the others were not being observed ad-
equately. For example, “Sometimes you have
to remind yourself to go in a room to a patient
who is pretty much taking care of themselves.
You say ‘Oh my God! I've been so busy with
these other ones, I haven’t been in his room.””

Reasons for missed care

Seven themes relative to the reasons that
particular aspects of nursing care were rou-
tinely missed emerged from the focus groups:
too few staff, time required for the nursing
intervention, poor use of existing staff re-
sources, “It’s not my job” syndrome, ineffec-
tive delegation, habit, and denial.

Too few staff

When the focus group participants were
asked why selected aspects of nursing care
were missed on a regular basis, it was not a
surprise that the first response was too few
staff members. Three overall situations creat-
ing short staffing identified were (1) an inad-
equate staff-to-patient ratio in the first place,
(2) shifts in which the full complement of
budgeted staff was not present (eg, absence
due to sickness and unfilled positions), and
(3) unexpected heavy work demands (eg, de-
clining health of a patient and a large number
of discharges and admissions).

Time required for a nursing
intervention

The length of time it takes to complete
a nursing intervention influenced the prior-
ity it was assigned by the nursing staff. Both
nurses and NAs stated that nursing care that
involved a considerable amount of time was
more likely not to be completed. Particularly
time-consuming nursing interventions identi-
fied in the focus groups included ambulation,
patient teaching, discharge planning, psycho-
logic support, and hygiene. Comments by
RNs included “Ambulation takes such a long
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time. I think that is why it doesn’t get done a
lot of time”and “Teaching takes so much time,
we just give up and don’t try.”

Participants indicated that it was hard to ex-
tract themselves from patients once engaged
in providing emotional support. For example,
“The ability to say something more than ‘I’'m
your nurse, I have your pills, and how do
you feel?’ is very important. The patients need
more than that, but you are not able to do
more. If you do, it will put you behind. Some-
thing as simple as fixing their pillow and blan-
kets can become too time consuming because
you are so busy.” Baths were identified as time
consuming by the NAs.

Poor use of existing staff resources

Another theme was the poor use of existing
staff resources. Seven major subthemes in this
category emerged as common in both hos-
pitals where the study was conducted. The
first subtheme was too few of a particular cat-
egory of staff, usually NAs. For example, an
RN stated, “It seems when it is better for the
nurse, it is worse on the attendant. We go from
nursing home type care where we don’t need
as many RNs, but a lot more aides, and then
it will be that you have a lot more critically
sick patients so you don’t need as many atten-
dants.”

Other subthemes included too many inex-
perienced staff on a given shift; making pa-
tient assignments based solely on numbers,
not workload requirements; inconsistent pa-
tient assignments from day to day: not hav-
ing the supplies and equipment, including
medications; inadequate orientation of new
staff; and handoff problems shift-to-shift and
from the emergency department and operat-
ing room to the patient care units.

It’s not my job syndrome

The “it’s not my job syndrome” theme
was prevalent in the focus group discussions.
Many nurses considered the work delegated
to the NAs as no longer the RNs’ responsibility.
One way this syndrome was expressed was by
nurses looking for the NA to do something for
the patient that they could have completed
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more efficiently themselves. For example, an
NA explained: “Sometimes a patient can ask
a nurse to give them a bed pan or a cup of
water, and they come find you to do it when
they are right there in the room. The excuse
is I have to give them medicine, but you have
to wash your hands anyway. Why not just do
that instead of coming looking for me?”

On the other hand, the NAs sometimes re-
ported feeling that certain tasks were the re-
sponsibility of the nurses, not theirs, even if it
was in the NA’s job description. For example,
an NA stated, “Why do they expect us to do
their patients’ vital signs, can you please tell
me? That is their job. What is it for the nurse
when they have five patients to take five vi-
tal signs on their own patients? They can do
them.”

Another instance of this syndrome reported
in the focus groups centered on the role of
the physical therapist (PT) in the ambulation
of patients on the units. The nursing staff re-
ported that they believed all ambulation was
PT’s job. Yet they also stated that the patients
were not ambulated enough. Still another ex-
ample was the “delegation” of responsibility
for discharge planning entirely to the case
managers.

Ineffective delegation

Another contributor to the problem of
missed care was ineffective delegation. Three
subthemes emerged. The first subtheme was
failure of the nurse to obtain the buy-in of
the NA. Many of the focus group participants
stated that the NAs did not attend report with
the nurses or receive report from them. Even
when the NAs received report, there was a
lack of collaborative planning for patient care.

The second subtheme was nurses delegat-
ing without retaining accountability. Nurses
stated that certain tasks such as vital signs
were the NA’s responsibility, and if the NA did
not complete these tasks, it was the “fault” of
the NA, not the RN. The third subtheme was
the lack of conflict management skills. Many
nurses reported limited authority and influ-
ence over the NAs and expressed a reluctance
to confront NAs who did not “do their job.”

All of the staff indicated that it was difficult
for them to engage in conflict and many tried
to avoid it if possible. For example, an RN
explained: “You ask them to do something,
which is part of their job description, and they
will give you an attitude, give you a hard time
about it or just flat out say ‘NO .’ You end up
doing their job, and it puts you behind.”

Habit

Another theme was that nursing staff “get
used” to not completing certain aspects of
care. According to the participants, once an
aspect of care, such as ambulation, is omitted,
it becomes easier to omit it the next day and
then the day after that. If the omission occurs
for an extended period of time, the expecta-
tion that it will be completed disappears alto-
gether. An RN stated: “To be honest, when you
skip ambulation one day because you don’t
have time, and nothing happens, even though
we know the patient goes home debilitated, I
think it is easier to skip it the next day, and the
next and the next.”

Denial

Nurses reported engaging in denial about
the care that was not completed, particularly
care they delegated to others. Many nurses do
not question whether certain care was com-
pleted by the NA or PT, but rather assume that
it was done because underneath they “do not
want to know that care is being missed.” In
fact, they reported that they avoid asking for
fear that it has not been done: “We don’t let
ourselves think about it. It is the way we cope.
Underneath we don'’t feel good about it.”

DISCUSSION

The results of this study reveal that im-
portant elements of nursing care are be-
ing missed on a regular basis in acute care
hospitals on medical-surgical units. These
findings shed light on what is happening at
the point of delivery, which may contribute
to poor patient outcomes. A few studies that
examined the frequency of nurse interven-
tions such as ambulation corroborate these




findings. For example, Callen and Mahoney, '’
in their study of the frequency of hallway
walking by adults hospitalized on a medical
unit, found that only 19% walked once, 5%
twice, and 3% more than twice, and 73%
did not walk at all. Similarly, Rasmussen and
Kondrup'® found that nearly 40% of hospital-
ized patients were malnourished, and only a
small proportion had a nutrition plan.

The areas of omitted nursing care uncov-
ered in this study—ambulation, turning, de-
layed or missed feedings, patient teaching,
discharge planning, emotional support, hy-
giene, intake and output documentation, and
surveillance—may have a negative impact on
patient outcomes, both quality and cost. For
example, failure to ambulate and turn patients
has been linked to new onset delirium,'”
pneumonia,'® increased length of stay and
delayed discharge,'”"?° increased pain and
discomfort,?' and physical disability.??

Similarly, undernutrition also has been
associated with morbidity and mortality
of hospitalized patients. McWhirter and
Pennington found that 40% of the hos-
pitalized patients were malnourished on
admission and that 75% lost further weight
during hospitalization,?> while other studics
demonstrated that malnourishment was
associated with increased length of stay,
more prescriptions, a higher rate of infection,
greater mortality, delayed functional recovery,
and higher rates of nursing home use.?4-26

The failure to adequately teach patients
and prepare them for discharge has also
been shown to have negative outcomes. In a
survey of patients discharged from medical-
surgical units, almost half stated that they
needed additional information or specific di-
rections concerning their self-care.?” Forster
and colleagues found that adverse drug events
were not only common, but many were pre-
ventable or ameliorable.?®% In a study of the
transition from hospital to home, discharged
patients reported that a lack of adequate edu-
cation was one factor that led to readmission
to the hospital 3°

Inadequate staffing was a major reason that
aspects of nursing care were not completed.
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Many studies have pointed to the relation-
ship between number of patients per nurse
and negative outcomes.'"!! Rothberg’s study
showed that 8 patients per nurse was the least
expensive staffing but was associated with
the highest patient mortality while a nurse-
to-patient ratio of 1:4 was the most expen-
sive but resulted in the lowest mortality. Ac-
tual staffing ratios on the units studied were
1 nurse to 5-6 patients on days and evenings,
and 1 nurse per 6-7 patients on nights. Roth-
berg also pointed out that lower ratios were
most cost-effective when lower ratios short-
ened length of stay.* As already noted, many
of the specific elements of care missed by
nurses have been shown to contribute to
longer lengths of stay.

Another finding of this study, which sup-
ports the notion that increased staffing would
prevent missed nursing care, is that staff de-
cided to omit care that was time consum-
ing (eg, patient teaching, psychologic sup-
port, and feeding). It is reasonable to assume
that better staffing ratios would result in less
missed care.

However, the findings of this study sug-
gest that improving staffing ratios alone, while
important, may not fully solve the problem
of missed nursing care. Other factors con-
tributing to the problem of missed nursing
care revealed by the focus group partici-
pants included inadequacy of support ser-
vices, lack of assumption of accountability by
the nurses, poor delegation skills on the part
of nurses, lack of adequate support for inexpe-
rienced nurses, patient assignment practices,
and lack of supplies and equipment when
needed.

It appears that the available nursing man-
power resources are not being maximized
or used to the fullest. Nursing staff are
using time that could be devoted to patient
care in obtaining supplies and equipment and
repeatedly contacting other departments to
coordinate care. They are also losing poten-
tial patient care time and increasing the inci-
dences for missed care by the way they are
making patient assignments, their failure to
delegate effectively, and the lack of teamwork.
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Another finding of this study is that nurses
appear to cope with the problem of missed
care by prioritizing aspects of care ordered
by physicians or asked about regularly by the
physician. The consequence of this behavior
may be that routine basic nursing care is the
least likely to be completed.

The fact that missed nursing care was more
prevalent in areas where the impact was not
immediately apparent is also noteworthy. The
impact of not ambulating or educating pa-
tients, for example, may not be readily appar-
ent until the time of discharge or after the
patient goes home or to another care facility.
Nutritional deficits are also not immediately
discernable. Yet nurses were able to verbalize
the consequences of not completing these as-
pects of care.

This study suggests that nurses use de-
nial as a coping mechanism to deal with
missing care. Tasks and responsibilities dele-
gated to the NA, PT, and case manager are
“assumed” by the nurse to have been com-
pleted. Yet upon further probing, nurses ad-
mitted that they were not at all sure that
this care was being provided. While this is
obviously an instance of poor delegation, it
may also be a coping mechanism nurses use
to deal with their feelings of guilt or low
self-esteem relative to their performance as a
nurse.

The impact on quality of care and patient
safety of the use of denial by nurses is po-
tentially far-reaching. For example, the find-
ings of this study suggest that nurses may
not be consistently conducting assessments of
the patient’s psychologic status. Nurses may
be avoiding making these assessments, con-
sciously or unconsciously, because they are
concerned about getting “caught” for a po-
tentially long period of time in one patient’s
room, causing them to fall behind in their
work.

REFERENCES

IMPLICATIONS FOR PRACTICE

The results of this study suggest a number
of actions that nursing staff and managers can
employ to decrease the problem of missed
nursing care. First, nursing staff need to be
engaged in the collection and analysis of data
relative to missed nursing care on their units.
Creating a culture of quality and safety that
ensures attention to detail and honest report-
ing of omissions of nursing care would foster
reporting of missed nursing care. Once the
problem is fully recognized, root cause and
other analyses need to be completed to deter-
mine the causes of the problem and strategies
to address them.

It is clear that nurses are often distracted
from care by situations such as insufficient
supplies and equipment, new graduates, pa-
tient assignments based on numbers rather
than on acuity of the patients, inadequate
staffing, and a lack of teamwork. Resolution
of these unit operational problems would in-
crease the time the nursing staff have to pro-
vide actual care. Nurses also should be en-
gaged in delegation training and performance
follow-up so that they can appropriately man-
age those staff members working with them.

FUTURE RESEARCH

This study took place in only 2 facilities.
Additional studies are needed to determine
the wvalidity of these findings. The develop-
ment of a tool to measure missed care quan-
titatively would enable researchers to access
varying levels of missed care and determine
the conditions under which care is not com-
pleted. For example, what is the relationship
between staffing patterns and missed nursing
care? The answers to such questions would
shed light on the relationship between nurs-
ing actions and patient outcomes.

1. Aiken L, Clarke S, Sloane D, Sochalski J, Silber
J. Hospital nurse staffing and patient mortality,

nurse burnout, and job dissatisfaction. JAMA.
2002;288:1987-1993.




10.

11,

12,

13.

14.

15.

16.

. Person SD, Allison JJ, Kiefe C, et al. Nurse staffing

and mortality for Medicare patients with acute my-
ocardial infarction. Med Care. 2004;42(1):4-12.

. Estabrooks CA, Midodzi WK, Cummings GG, Ricker

KL, Giovannetti P The impact of hospital nurs-
ing characteristics on 30-day mortality. Nurs Res.
2005;54(2):74-84.

. Rothberg ME, Abraham I, Lindenauer PK, Rose

DN. Improving nurse-to-patient staffing ratios as
a costeffective safety intervention. Med Care.
2005;43(8):785-791.

. Needleman J, Buerhaus P, Mattke S, Stewart M,

Zelevinsky K. Nurse-staffing levels and the quality
of care in hospitals. New Eng J Med. 2002;346(22):
1715-1722.

. Lichtig LK, Knauf RA, Milholland DK. Some impacts

of nursing on acute care. Hospital outcomes. J Nurs
Adm. 1999;29(2):25-33.

. Sovie M, Jawad A. Hospital restructuring and its im-

pact on outcomes: nursing staff regulations are pre-
mature. J Nurs Adm. 2001;31(12):588-600.

. Mark BA, Harless DW, McCue M, Xu Y. A longitudi-

nal examination of hospital registered nurse staffing
and quality of care. Health Serv Res. 2004;39(2):279~
300.

. Unruh L. Licensed nurse staffing and adverse events

in hospitals. Med Care. 2003;41(1):142-152.
Kovner C, Jones C, Zhan C, Gergen P, Basu J. Nurse
staffing and postsurgical adverse events: an analysis
of administrative data from a sample of U.S. hospitals,
1990-1996. Health Serv Res. 2002;37(3):611-629.
Potter P, Barr N, McSweeney M, Sledge J. Identi-
fying nurse staffing and patient outcome relation-
ships: a guide for change in care delivery. Nurs Econ.
2003;21(4):158-166.

Clarke 8, Aiken L. Registered nurse staffing and pa-
tient and nurse outcomes in hospitals: a commentary.
Policy Polit Nurs Pract. 2003;4:104-111.

NVivo 2.0 is the current version of QSR’s NVivo
product. QSR International Pty Ltd, 2nd Floor, 651
Doncaster Road, Doncaster, Victoria 3108, Australia.
Available at:  http://www.gsrinternational.com/
products/productoverview/NVivo.htm.

Glaser BG, Strauss AL. Discovery of Grounded The-
ory: Strategies for Qualitative Research. Chicago:
Aldine; 1967.

Callen BL, Mahoney JE. Frequency of hallway ambu-
lation by hospitalized older adults on medical units of
an academic hospital. Geriatr Nurs. 2004;25(4):212-
217.

Rasmussen HH, Kondrup J. Prevalence of patients
at nutritional risk in Danish hospitals. Clin Nutr.
2004;23(5):1009-1015.

17.

18.

19.

20.

21.

22,

23,

24.

25,

26.

27.

28.

29.

30.

Missed Nursing Care

313

Karmel HK, Igbal MA. Time to ambulation af-
ter hip fracture surgery: relation to hospitalization
outcomes: | Gerontol.Series A-Biol Sci Med Sci.
2003;58(11):42-45.

Mundy LM, Leet TL. Early mobilization of patients
hospitalized with community-acquired pneumonia.
Chest. 2003;124(3):883-889.

Munin MC. Early inpatient rehabilitation after elec-
tive hip and knee arthroplasty. JAMA. 1998;279:847-
852.

Whitney JA, Parkman S. The effects of early postop-
erative physical activity on tissue oxygen and wound
healing. Biol Res Nurs. 2004;6(2):79-89.

Price P, Fowlow B. Research-based practice: early am-
bulation for PTCA patients. Can J Cardiovasc Nurs.
1994;5(1):23-25.

Yohannes AM, Connolly MJ. Early mobilization with
walking aids following hospital admission with acute
exacerbation of chronic obstructive pulmonary dis-
ease. Clin Rebabil. 2003;17(5):465-471.

McWhirter JP, Pennington CR. Incidence and
recognition of malnutrition in hospitals. BMJ.
1994;308:945-948.

Edington J, Boorman J, Durrant ER. Prevalence
of malnutrition on admission to four hospitals in
England. The malnutrition prevalence group. Clin
Nutr. 2000;19(3):191-195.

Kagansky N, Berner Y. Poor nutritional habits are pre-
dictors of poor outcome in very old hospitalized pa-
tients. Am J Clin Nutr. 2005:82(4):784-791.
Covinsky KE, Martin GE, Beyth RJ, Justice AC,
Schgal AR, Landefeld CS. The relationship between
clinical assessments of nutritional status and adverse
outcomes in older hospitalized medical patients.
J Am Geriatr Soc. 1999;47(5):532-538.

Lee NC, Wasson DR, Anderson MA, Stone S,
Gittings JA. A survey of patient education postdis-
charge. J Nurs Care Qual. 1998;113(1):63-70.
Forster AJ, Murff HJ, Peterson JE Gandhl TK, Bates
DW. The incidence and severity of adverse events
affecting patients after discharge from the hospital.
Ann InternMed. 2003;138:161-167.

Foster AJ, Murff HJ, Peterson JF Gandhi TK, Bates
DW. Adverse drug events occurring following hos-
pital discharge. J Gen Intern Med. 2005;20(4):317~
323.

Spehar AM, Campbell RR, Cherrie C, et al. Seam-
less care: safe patient transitions from hospital to
home. Advances in Patient Safety: From Research
to Implementation. Vol 1. AHRQ Publication No.
050021 (1). Rockville, Md: Agency for Healthcare
Research and Quality; February 2005. Available at:
http://www.ahrq.gov/qual/advances/.




Copyright of Journal of Nursing Care Quality is the property of Lippincott Williams & Wilkins --
Nursing and its content may not be copied or emailed to multiple sites or posted to a listserv
without the copyright holder's express written permission. However, users may print, download, or
email articles for individual use.





