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Objectives. The purpose of the
study was to provide descriptive data
about the characteristics of home
health clients, the services that
nurses provide, and the outcomes of
those services. Such data have been
sparse.

Methods. This study examined
2403 home health clients served by
four agencies in Nebraska, New Jer-
sey, and Wisconsin. Demographic,
health history, and clinical data were
analyzed. The Omaha System was
used as the model for describing and
measuring data specific to clients’
health-related problems, nursing in-
terventions, and outcomes of care.

Results. The median age of
home health clients was 68.6 years.
Nurses conducted 70% of all home
visits, identified 9107 client prob-
lems, and provided over 96 000 inter-
ventions. Between admission and
dismissal, clients improved by at
least 0.52 point on three 5-point prob-
lem-specific outcome subscales
(Knowledge, Behavior, and Status).

Conclusions. These data show
important characteristics of home
health clients in a large national sam-
ple. They also support the usefulness
of the Omaha System in describing
and quantifying nursing practice in
the community health setting. The
magnitude of positive client change
between admission and dismissal
suggests that community health serv-
ices do make a difference. (Am.J Pub-
lic Health. 1993;83:1730-1734)
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Introduction

What are the characteristics of home
health clients and the services they re-
ceive in today’s complex milieu? What ef-
fect do nursing services have on those cli-
ents? In this article we report the findings
of a recent Visiting Nurse Association of
Omaha research project that used three
classification schemata for examining
client-nurse interactions. The schemata
are referred to as the Omaha System.

A variety of client characteristics and
trends are evident in the health care liter-
ature. One of the most extensive docu-
ments about current and anticipated
health-related problems of the US popu-
lation is Healthy People 2000.! That pub-
lication, however, emphasizes medical di-
agnoses; it addresses home health issues,
the effect of nurses, and nursing-focused
client concerns in a relatively limited man-
ner. Research conducted in community
health settings contributes to the under-
standing of home health clients. Three na-
tionally reported home-care client studies
documented the increasing severity of ill-
ness and decreasing reimbursement
sources. However, the studies empha-
sized medical diagnoses rather than nurs-
ing services.>#

Nurses, the primary providers of
home health services, have designed few
studies involving home health clients and
nursing practice. Rarely have they sys-
tematically explored or quantified physi-
cal, environmental, and social character-
istics of home health clients and the
services they receive.>-7 Few nurse re-
searchers have investigated the effects of
health care services on clients, especially
on home health clients.8-1! Increasingly,
however, all health care providers are re-
ceiving pressure from reimbursement
sources, accreditors, and legislators to

consider the outcome effectiveness of cli-
ent services.!2-15 Establishing the relation-
ship between nursing services and client
progress is an important element of a min-
imum data set useful to the nursing pro-
fession.16 The purpose of a nursing mini-
mum data set is to provide an abstraction
tool for standardized, comparable, and es-
sential data. Williams!” noted the impor-
tance of a nursing minimum data set but
cautioned that pilot tests were needed, es-
pecially tests involving public health and
home health settings.

Noteworthy for nurses is a compila-
tion of studies edited by Waltz and
Strickland.!8-2! It includes three studies
that involve client outcome measurement
instruments for community health nurses.
Nursing diagnoses were used as the
framework for home health measurement
tools in two of the studies. Nursing diag-
noses were based on the Omaha Problem
Classification Scheme?? and on North
American Nursing Diagnosis Association
vocabulary.?

Methods

The Omaha System research project,
carried out from 1989 through 1983, was
designed to accomplish multiple pur-
poses. In this article we report the fre-
quency and type of the clients’ problems;
the clients’ problem-specific knowledge,
behavior, and status outcome changes;
and the frequency and type of nursing in-
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terventions occurring in diverse home
health agencies. Elsewhere we describe re-
search findings in addition to the client de-
mographics and service characteristics
noted in this article; the conceptual frame-
work and structure of the Omaha System;
previous research; and the system’s appli-
cability, reliability, validity, and effi-
ciency. 26

The Omaha System has been de-
scribed as a comprehensive schema of
nursing diagnoses, client outcomes, and
nursing interventions.25-27.28 The three
schemata were developed during a series
of research studies conducted between
1975 and 1986. The Omaha System pro-
vides a framework for merging a practice
and documentation system and offers a
method of organizing client and provider
data and integrating them into a manual
or automated management information

system.

Omaha System Schemata

The first component of the system is
referred to as the Problem Classification
Scheme; it is a client-focused taxonomy of
nursing diagnoses. The most global level
of the scheme consists of domains called
Environmental, Psychosocial, Physiolog-
ical, and Health Related Behaviors. At
more specific levels, these domains com-
prise 40 client problems, each with a clus-
ter of signs and symptoms. One of the
problems from the Physiological domain
is circulation; it was the most frequently
occurring problem in this study.

The second component of the Omaha
System, the Problem Rating Scale for Out-
comes, consists of three 5-point Likert-
type subscales. The Knowledge, Behav-
ior, and Status subscales offer a numeric
measurement framework with which to
evaluate changes in the clients’ knowl-
edge, behavior, and status in relation to
specified health-related problems and se-
lected time frames. At admission to ser-
vice, a client who exhibits a circulation
impairment problem may have a status
rating of 2 as evidenced by pitting edema
of the ankles and lower extremities. Ide-
ally, with nursing care, client involve-
ment, and a medical plan of care, at dis-
missal the client may have no edema at
dismissal and therefore a status rating of 5.

The third component of the Omaha
System is an Intervention Scheme. This is
a hierarchical organization of nursing ac-
tions that is designed to describe and
quantify problem-specific plans and inter-
ventions. At the most global level, the In-
tervention Scheme comprises four broad
categories of interventions: Health Teach-
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ing, Guidance, and Counseling; Treat-
ments and Procedures; Case Management;
and Surveillance. More specific targets or
objects of nursing actions and client-spe-
cific information are used in conjunction
with the categories. For the client who has
a circulation impairment problem, the
nurse is likely to (1) make a home visit,
complete a physical assessment, and pro-
vide care and (2) document the interven-
tion category referred to as Health Teach-
ing, Guidance, and Counseling; the target
of cardiac care; and specific details about
fluid restrictions and potentially contribut-
ing factors such as smoking and stress.

Sample

Four home care agencies were pur-
posively selected for diversity in relation
to their history of using the Omaha Sys-
tem, size, organization, length of opera-
tion, and geographic location. Client rec-
ords were included in the sample if the
clients were admitted and dismissed dur-
ing each agency’s 18-month data collec-
tion period, had at least one physiological
problem, and received at least two home
visits from a nurse.

Home health nurses who visited cli-
ents and documented services in client
records participated in the study if they
had been employed at the agency for at
least 3 months, used the Omaha System to
document client services, and participated
in the initial 4-hour orientation session. All
nurses who attended were introduced to
the Omaha System schemata and ob-
served a videotape simulating a nurse—
client home visit. Working independently,
they identified and recorded the client’s
problems, outcome scale ratings, and in-
terventions.

Data Collection

A two-part client data collection form
was developed, pilot tested, and revised.
The first part addressed demographic and
health history information, including pay-
ment source. Service data included the
first and last visit dates and number of
home visits made by various types of care-
givers. The second part included specific
service data based on the three schemata
of the Omaha System. Data collection
focused on client problems, problem-spe-
cific knowledge, behavior, and status out-
come changes, and interventions pro-
vided by various community health staff
members.

Procedures

Project personnel who met specific
criteria were selected to serve as data ab-
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stractors. Criteria included Omaha Sys-
tem expertise, community health experi-
ence, and demonstrated proficiency in
documentation. Preliminary reliability of
project personnel was established prior to
data collection and visits to the four sites
were scheduled every 3 to 4 months. The
data collectors monitored record data to
ensure that all staff at the sites were im-
plementing the Omaha System appropri-
ately. They selected client records on the
basis of established criteria and abstracted
data from these records. Random samples
of abstracted data were assessed for reli-
ability throughout the data collection pe-
riod.

Analysis

Descriptive and inferential data anal-
yses were performed with the Statistical
Analysis System (SAS).2° To maintain
confidentiality, each client record was as-
signed a number and all data were ana-
lyzed in the aggregate by agency or total
sample. Frequencies and ¢ tests were used
for the descriptive analysis presented in
this article.

Results

Data were collected between Octo-
ber 1989 and October 1991. A total of 2403
clients and their records were admitted
into the sample. The client records were
obtained from a large urban Nebraska
agency (n = 1063), a large urban New Jer-
sey agency (n = 896), a small rural Ne-
braska agency (n = 263), and a small rural
Wisconsin agency (n = 181).

Demographic and Health History

The home health clients served by
the four agencies presented a distinctive
composite demographic profile. Older, fe-
male, married or widowed Caucasian cli-
ents dominated the sample. The clients’
ages ranged from birth to 104 years; the
median age was 68.6 years. Females ac-
counted for 58% (n = 1389) of the sample.
Approximately 39% (n = 925) of the sam-
ple were married and 35% (n = 850) were
widowed. Eighty-five percent (n = 2045)
of the clients were Caucasian, 12%
(n = 293) were African-American, 2%
(n = 43) were Hispanic, and 0.3% (n = 8)
were Asian, and another 0.3% (n = 7)
were Native American.

The clients’ living accommodations,
caregiving arrangements, dependency
characteristics, and dismissal status were
noted. Approximately 40% of the clients
lived alone (n = 883), were independent
in relation to functional status (n = 973),
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TABLE 1—Frequencies of the Most TABLE 2—Visits to Home Health Clients,
i , by Caregiving Category
Dl@nwes Home Health Visits per Client
Clientts, According to No. — Total
ICD-9-CM Diagnostic Groups Clients Minimum Maximum Mean Visits
Frequency Nursing ' 2403 2 116 911 21880
Diagnostic Group ~ (n = 2403) % Home health aide 634 1 188 9.66 6122
Medical social work 249 ? 12 360 e
2 1 12 186 462
g'mmmy Smdeee = o0 Occupational therapy 32 1 29 6.84 219
Injuries/poisonings 260 108 Speech pathology 18 1 67 12.47 237
4 Total 2403 2 282 12.87 30913
Rspra&ory system
i = 9 Note. Sample selection criteria required a minimum of two visits. Clients could visits from
Endocrine, metabolic, and nursing receive oo
nutritional disorders 197 82 ame e
Digestive system disorders 151 6.3
Musculoskeletal system and
connective tissue R S R R N R s 3 SR s R e
disorders 137 67 TABLE 3—Frequency of Problems Experienced by Home Health Clients (n =
li-defined signs/symptorns 106 44 Domain and Agency by i
Skin and subcutaneous
tissue disorders 82 34 Health Related
- Im i % 24 Physiological Behaviors  Psychosocial  Environmental
Other 207 86 Agency Frequency % Frequency % Frequency % Frequency % Total
Note. ICD-3-CM = Intemational Classiication of UbanNebraska 2183 683 782 245 208 65 21 07 3194
Diseases, 9th Revision: Clinical Modification.® Urban New Jersey 3014 741 908 223 88 22 58 144087
Rural Nebraska 567 721 189 177 70 89 10 13 786
Rural Wisconsin 722 8841 2711 255 60 57 7 0.7 1060
All 6486 712 2101 231 426 47 94 1.0 9107
and were dismissed to self-care (n = 930).
However, it should be noted that over
50% of the clients were partially depen- Clients’ drug profiles were directty =~ Omaha System

dent (n = 1207) and the remaining 10%
were dependent (n = 223). Client depen-
dency was also evidenced by the fact that
59% (n = 1425) of the clients required a
spouse or adult child to serve as the pri-
mary caregiver and 30% (n = 731) of the
clients were dismissed to family or
friends.

Reimbursement of services is a crit-
ical issue for all home health agencies.
Funding sources directly influence the
length and amount of service provided to
clients. In this study, Medicare was the
primary source of reimbursement for 73%
(n = 1755) of the clients. The length of
service ranged from 1 to 375 days; the
mean was 34.74 days.

The primary medical diagnoses of cli-
ents were categorized according to ICD-
9-CM diagnostic groups. The diagnostic
groups that occurred more than 50 times
are shown in Table 1; they account for
91.3% of the sample’s diagnostic groups.
The frequent occurrence of circulatory
system disorders and neoplasms, ac-
counting for 40% of the diagnoses, is con-
sistent with national mortality trends.
Within the ICD-9-CM diagnostic groups,
the three specific medical diagnoses that
occurred most frequently were diabetes
mellitus, congestive heart failure, and
cerebrovascular disease.
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related to medical diagnoses. No drugs
were prescribed for 67 clients. The 2336
clients who received at least one drug av-
eraged 5.2 drugs per length of service for
a total of 12 460 drugs. Cardiac drugs, an-
algesics and antipyretics, gastrointestinal
drugs, diuretics, and central nervous sys-
tem agents were the most frequently pre-
scribed drugs.

The number of visits made to clients
by each of six types of caregivers varied
markedly during the clients’ length of ser-
vice (see Table 2). The length of service
(range = 1-375 days; mean = 34.74 days)
was mentioned above in relation to reim-
bursement. Nurses conducted 70% of all
home visits. Because nurses were the fo-
cus of this study, it should be noted that
sample selection criteria required a mini-
mum of two nursing visits. Therefore, cli-
ents from each agency who received only
one nursing visit or only visits from other
types of caregivers were not included in
the study; a relatively small number of cli-
ents were excluded from the research for
these reasons. It should also be noted that
the sampling plan used in this research
reflects the purpose of the study and the
number of nurses in the community health
practice setting; the plan was not intended
to diminish the importance of interdisci-
plinary contributions to client care.

Based on the sample of 2403 clients
and the Problem Classification Scheme,
home health nurses identified a total of
9107 client problems or nursing diagnoses.
The mean number of problems per client
was 3.79; the median was 3 and the mode
was 2. Identified problems ranged from 1
to 15 per client. The frequency of prob-
lems from the Physiological, Health Re-
lated Behaviors, Psychosocial, and Envi-
ronmental domains for the entire sample
and for each agency is depicted in Table 3.
For the total sample, problems in the
Physiological domain accounted for 71%
of all problems. Problems in the Health
Related Behaviors domain accounted for
23% of the problems, whereas Psychoso-
cial and Environmental problems ac-
counted for approximately 5% and 1%,
respectively. Although inclusion in the
sample required that each client have at
least one problem in the Physiological
domain, the preponderance of physiolog-
ical problems is typical of home health cli-
ents and their reasons for referral. The
frequency of occurrence for the total sam-
ple and that for each agency were highly
similar.

The second component of the Omaha
System is the Problem Rating Scale for
Outcomes. Table 4 shows the clients’
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Knowledge, Behavior, and Status ratings
at admission and dismissal for the entire
sample and for each agency. It also de-
picts the average amount of change that
occurred during the period of home health
nursing service. Clients’ Knowledge, Be-
havior, and Status ratings increased by at
least 0.52 point overall. In addition, Table
4 shows the paired #-test scores and prob-
ability values for the test. The increase in
each rating was greater than zero. The
magnitude of the z-test values demon-
strates the overwhelming consistency of
clients’ improvement in problem-specific
knowledge, behavior, and status as they
received service from home health nurses
and other professionals. It should be noted
that every client did not improve, espe-
cially on all three subscales. For example,
some clients were admitted to an agency’s
hospice program and were expected to die
relatively soon. Their status ratings asso-
ciated with the primary medical diagnoses
were expected to deteriorate.

The third component of the Omaha
System is the Intervention Scheme used
by nurses to document their actions as
they provide nursing service to clients.
The order of frequency of occurrence for
the four intervention categories is the
same for all four agencies: (1) Surveil-
lance; (2) Health Teaching, Guidance, and
Counseling; (3) Treatments and Proce-
dures; and (4) Case Management. Table 5
depicts the frequency of interventions for
the nine problems that occurred most fre-
quently in the sample: circulation, integ-
ument, neuromusculoskeletal function,
respiration, medication regimen, nutri-
tion, bowel function, technical proce-
dures, and pain. The order of frequency of
occurrence for the four intervention cate-
gories was examined. Surveillance was
the most frequently occurring interven-
tion category for seven of the nine prob-
lems. Health Teaching, Guidance, and
Counseling was the primary intervention
category for medication regimen prob-
lems, and Treatments and Procedures was
the most frequent intervention category
for technical procedures problems.

Discussion

This study is unique because it was
designed from a nursing perspective and
included analysis of an extensive national
home health client sample. The analysis
demonstrates the complexity of the clients
being served by four community health
nursing agencies in Nebraska, Wisconsin,
and New Jersey. Indeed, the age, caregiv-
ing requirements, dependency, and dis-
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TABLE 4—Outcome Ratings on Admission and Dismissal and Mean Increase, by

Agency
Agency
Urban
Urban New Rural Rural
Nebraska Jersey Nebraska Wisconsin Total

Knowledge rating

Admission mean (SD} 260{(065) 252(068) 265(0.76) 287(054) 260 (067)

Dismissal mean (SD) 3.18(0.76) 3.19{(082) 340(069) 3.54(069) 3.25(079)

Mean increase (SD)  058(0.01) 067(001) 075(0.03) 067 (0.02) 0.65(0.008)

ttest® 4524 5171 27.08 32.96 79.91
Behav .

Admission mean (SD) 260{(066) 288(0.71) 275(086) 3.09(065) 280(072

Dismissal mean (SD) 3.16(081) 3.35(084) 348(088 360(079) 3.32(084)

Mean increase (SD) 056 (0.01) 047{(013) 073(003) 051(002) 0.52(0.008)

ttest 43.71 35.78 28.73 23.25 6397
Status rating

Admission mean (SD) 250(0.76) 284(072) 246(084) 3.28(083) 274(081)

Dismissal mean (SD) 3.06(095) 3.34(093) 338(099 374(087) 329(097)

Meanincrease (SD) 056(0.01) 050{(0.14) 092(004) 046(002) 0.55(0.009)

ttest 37.43 35.09 2573 19.13 59.33

Note. In the sample of 2403 clients, 8107 problems wers identified.
“Paired t test of difference between admission and dismissal ratings. For all paired ftests, P < .0001.

TABLE 5—Frequency of Interventions for Selected Problems

Health
Teaching,
Guidance, Treatments
and Case

Surveillance Counseling Procedures Management Yo

Fre- Fre- Fre- Fre- Fre-
Problem quency % quency % quency % quency % quency
Circulation 12459 695 4193 234 18 10 1085 6.1 17922
Integument 7645 510 2637 176 4120 275 581 38 14983

Neuromusculoskeletal

function 8285 678 3135 257 123 10 668 55 12211
Respiration 7955 721 2430 220 291 26 362 33 11038
Medication regimen 3576 414 4032 467 601 70 422 49 8631
Nutrition 2812 491 2466 431 360 63 84 15 572
Bowel function 3358 611 1680 306 311 57 144 26 54893
Technical procedure 1309 247 1004 190 2342 443 632 120 5287
Pain 3106 701 933 2141 74 17 317 1731 4430
All 57218 593 25335 263 8463 88 5428 56 96444

Note. in the sample of 2403 clients, 9107 problems were identified.

missal status of the clients from each
agency were very similar. The large num-
ber of clients whose services were reim-
bursed by Medicare further suggests that
most clients are homebound, since Medi-
care regulations require that recipients of
service be homebound. The extent of
chronic illness experienced by clients in
the sample is supported by the most fre-
quently occurring medical diagnoses and
the number and type of client problems in
the Physiological domain. Client charac-
teristics noted in this study and the dra-
matic national aging trend confirm the

presence of a significant population of frail
elderly persons in our society.

The results of this observational
study support the usefulness of the Omaha
System in describing and quantifying
nursing practice. The system provides a
reliable and valid method for gathering
large quantities of pertinent client prob-
lem, nursing intervention, and client out-
come data from differing home health
agencies.?*-26 Armed with data from indi-
vidual clients as well as aggregate data,
nurses and administrators can use the
Omaha System to guide practice, struc-
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ture documentation, and organize a client
management information system. Such a
method reflects the criteria required for a
nursing minimum data set.2s

The ability of the Omaha System to
characterize large aggregate populations
across different agencies has great poten-
tial for future research. Administrators,
practitioners, and policymakers can use
aggregate data as a basis for examining the
client case mix and relating that mix to
specific nursing diagnoses, interventions,
and client outcomes. Furthermore, the
cost-effectiveness of such relationships
can be evaluated, an action that is of in-
creasing interest to policy makers. Chang-
es in clients’ knowledge, behavior, and
status outcome ratings between admission
and dismissal in such a large sample
strongly suggests that home health service
does make a difference. In fact, this is the
largest documented observational study
that has examined clients’ knowledge, be-
havior, and status both before and after
nursing intervention.

Home health nurses can and do pro-
vide multidimensional and comprehen-
sive services that they can describe and
quantify. They identify and document cli-
ent problems specific to the referral reason
as well as other problems that they con-
sider priorities. Even when Treatments
and Procedures was the prescribed inter-
vention, nurses frequently documented
Surveillance; Health Teaching, Guidance,
and Counseling; and Case Management
interventions as well. Such professional
practice suggests that nurses recognized
the interrelated, complex nature of client
problems, the responsibility to judge
whether prescribed services were com-
patible with the home environment, and
the need to provide diverse interventions
before problem resolution occurred.
Nurses should continue to conduct re-
search that addresses client characteris-
tics and the impact of nursing services.
Such research is especially timely because
of the increasing demand to measure the
outcome effectiveness of health-related
services. [J

Acknowledgments

This work was funded by National Center for
Nursing Research (National Institutes of
Health) grant 1 R0O1 NR02192.

1734 American Journal of Public Health

This paper was presented at the Seventh
World Congress on Medical Informatics,
Geneva, Switzerland, September 1992.

References

1. Healthy People 2000: National Health Pro-
motion and Disease Prevention Objectives.
Washington, DC: US Dept of Health and
Human Services, Public Health Service;
1991. DHHS publication PHS 91-50212.

2. Handy C. Home care of patients with tech-
nically complex nursing needs. Nwrs Clin
North Am. 1988;23:315-328.

3. Phillips E, Fisher M, MacMillan-Scatter-
good D, Baglioni AJ, Torner J. Home
health care: who’s where? Am J Public
Health. 1987;77:733-734.

4. Williams B, Phillips E, Torner J, Irvine A.
Predicting utilization of home health re-
sources: important data from routinely col-
lected information. Med Care. 1990;28:
379-391.

5. Blank J, Atwood J, Longman A. Perceived
home care needs of cancer patients and
their caregivers. Cancer Nurs. 1989;12:78-
84

6. Lancaster J, Lancaster W. Current status
of the health care system. In: Stanhope M,
Lancaster J, eds. Cormmunity Health Nurs-
ing: Processes and Practices. St. Louis,
Mo: CV Mosby Co; 1992:21-33.

7. O’Neill C, Sorensen E. Home care of the
elderly: a family perspective. Adv Nurs
Sci. 1991;13:28-37.

8. Flynn B. Statistics and quantitative meth-
ods in community health nursing research.
In: Abraham I, Nadzam D, Fitzpatrick J,
eds. Statistics and Quantitative Methods in
Nursing. Philadelphia, Pa: WB Saunders
Co; 1989:122-131.

9. Martin K. Research in home care. Nurs
Clin North Am. 1988;23:373-385.

10. Meisenheimer C. Quality Assurance for
Home Health Care. Rockville, Md: Aspen
Publishers Inc; 1989.

11. Rinke L, Wilson A, eds. Outcome Mea-
sures in Home Care, Vol. 2: Service. New
York, NY: National League for Nursing;
1987.

12. Report to Congress: Progress of Research
on Outcomes of Health Care Services and
Procedures. Rockville, Md: Agency for
Health Care Policy and Research; May
1991. AHCPR publication 91-0004.

13. Greenfield S. The state of outcome re-
search: are we on target? N Engl J Med.
1989;320:1142-1143.

14. McCloskey J. Implications of costing out
nursing services for reimbursement. Nurs
Manage. 1989;20:44-49.

15. Moritz P. Innovative nursing practice mod-
els and patient outcomes. Nurs Outlook.
1991;39:111-114.

16. Werley H, Devine E, Zorn C, Ryan P, We-
stra B. The nursing minimum data set: ab-
straction tool for standardized, compara-
ble, essential data. Am J Public Health.
1991;81:421-426.

18.

19.

21.

27.

. Williams C. The nursing minimum data set:

a major priority for public health nursing
but not a panacea. Am J Public Health.
1991;81:413-414.

Strickland O, Waltz C, eds. Measurement
of Nursing Outcomes, Vol. 2: Measuring
Nursing Performance: Practice, Educa-
tion, and Research. New York, NY:
Springer Publishing Co; 1988.

Strickland O, Waltz C, eds. Measurement
of Nursing Outcomes, Vol. 4: Measuring
Client Self-Care and Coping Skills. New
York, NY: Springer Publishing Co; 1990.

. Waltz C, Strickland O, eds. Measurement

of Nursing Outcomes, Vol. 1: Measuring
Client Outcomes. New York, NY:
Springer Publishing Co; 1988.

Waltz C, Strickland O, eds. Measurement
of Nursing Outcomes, Vol. 3: Measuring
Clinical Skills and Professional Develop-
ment in Education and Practice. New
York, NY: Springer Publishing Co; 1990.

Feldman J, Richard R. The measurement
of nursing outcomes for home heaith care.
In: Waltz C, Strickland O, eds. Measure-
ment of Nursing Outcomes, Vol. 1: Mea-
suring Client Outcomes. New York, NY:
Springer Publishing Co; 1988:475-495.

. Keating S. The measurement of client out-

comes in home health care agencies. In:
Waltz C, Strickland O, eds. Measurement
of Nursing Outcomes, Vol. 1: Measuring
Client Outcomes. New York, NY:
Springer Publishing Co; 1988:457-474.

. Martin K, Leak G, Aden C. The Omaha

System: a research-based model for deci-
sion making. J Nurs Adm. 1992;22:47-52.

. Martin K, Scheet N. The Omaha System:

Applications for Community Health Nurs-
ing. Philadelphia, Pa: WB Saunders Co;
1992.

. Martin K, Scheet N. The Omaha System:

A Pocket Guide for Community Health
Nursing. Philadelphia, Pa: WB Saunders
Co; 1992.

Barkauskas V. Home health care: respond-
ing to need, growth, and cost containment.
In: Chaska N, ed. The Nursing Profession:
Tuming Points. St. Louis, Mo: CV Mosby
Co; 1990:394-404.

. Marek K. Classification of outcome mea-

sures in nursing care. In: Classification
Systems for Describing Nursing Practice.
Kansas City, Mo: American Nurses’ As-
sociation; 1988:37-42.

SAS/STAT User’s Guide. Cary, NC: SAS
Institute Inc; 1988.

Intermational Classification of Diseases,
9th Revision: Clinical Modification.
Hyattsville, Md: National Center for
Health Statistics; 1980. DHHS publication
PHS 80-1260.

December 1993, Vol. 83, No. 12



