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Nursing homes as medical institution
Synthesize the theory and research addressing how the nursing home's medicalized organizational structure and its classification as a total institution influence the quality of resident care and life
Nursing homes are almost tantamount to medical institutions which need to maintain quality in order to achieve maximum patient caring nurses in the hospitals throughout the nation and their expertise have to be developed in order to maximize their utility as effective nurses, who would save the lives of millions of people throughout America.
The need to develop effective methods for addressing institutional issues in nurse training is even greater in nursing homes than acute training hospitals. Institutionalization in itself raises a basic concern about the quality of service and self-determination of long-term training workers. This is heightened by the fact that although 50-70 percent of these residents suffer some institutional quality deterioation of their decisional capacity, many lack legal guardians or involved family nurses to serve as surrogate decision makers.  Lack of clarity about the role of aggressive treatment, the comparative frequency with which decisions about the use of potentially life-sustaining treatment must be made, and the minimal presence of physicians in daily training in nursing homes increase the need to create institutional means to respond to the institutional dimensions of worker training in these facilities. 
Nursing Institutions committees, although still rare, are being formed with growing frequency in nursing homes.  Discussion of the role and composition of these committees in the literature is based largely on experience in the acute training setting. Nursing Institutions committees in hospitals recommend institutional policies, educate participants in the decision-making process, consult about institutional dilemmas in individual cases, and provide worker support for professionals who confront institutional dilemmas in worker training. While both hospitals and long-term training facilities benefit from the policy development function of Nursing Institutions committees, the relative importance of the remaining functions of Nursing Institutions committees differs for each. The unique institutional issues that arise in long-term training suggest that a cautious approach should be taken to applying the lessons of the hospital experience to the nursing home when developing Nursing Institutions committees. 
There should be a more limited need for Nursing Institutions committees to review individual cases in nursing homes, since the trajectories of illness there tend to follow a more predictable course and can be more readily foreseen and planned for by residents and staff. Efforts to identify worker preferences can be initiated on admission or in the early months of placement before a crisis erupts. When workers are cognitively impaired at the time of placement, appropriate policies for identifying surrogate decision makers can also minimize the need for crisis-based committee review. 
Federal prosecutors have already wrested many monetary settlements from nursing homes, arguing that government health programs such as Medicare should pay only for quality care. Submitting claims without providing quality care constitutes Medicare fraud.
Signs of poor quality include inappropriate or insufficient treatment, inadequate staffing levels and failure to report incidents of mistreatment, neglect or abuse of residents to the facility's administrator. 
However, smaller facilities may struggle with developing a more comprehensive plan, as outlined in the guidelines, he said. Legislators wish the inspector general had taken advantage of more existing research on quality outcomes without asking facilities to reinvent the wheel.
The high rate of staff turnover in long-term training facilities, in contrast with the greater stability of primary training givers in the acute training setting, dictates the need for continual emphasis on education in nurse Nursing Institutions in nursing homes. The educational role of Nursing Institutions committees, consequently, seems even more important in nursing homes than in hospitals. 
The function of providing worker support to professionals also takes on greater significance in the nursing home context. The close relationships that can develop between nursing staff and workers make the worker impact of institutional conflict even greater in this setting. Further, the frequency with which questions about life-extending training are faced by nursing staff, and the greater involvement of staff in the reactions of families to difficult decisions, make the need to provide worker support especially pressing in long-term training. 
The composition of Nursing Institutions committees in nursing homes should also be somewhat different from that in hospitals. The former should have a substantial number of nursing staff, as well as workers or their representatives. The need for greater nursing representation on committees in long-term training facilities stems from three factors: 
(1) the more central role of nursing staff in directing worker training; 
(2) the greater knowledge nurses develop about workers, especially about the values and treatment preferences expressed earlier by workers who have become cognitively impaired; and 
(3) the greater burden of responsibility nursing staff often bear in meeting facility policies about end-of-life training decisions. The literature suggest that nursing homes realize that input from nurses is central to case review by Nursing Institutions committees, for a greater proportion of them have nursing representatives than do committees in hospitals.  
Further, the relationship between worker and institution is so fundamentally different in nursing homes from hospitals that the need for worker representation on Nursing Institutions committees in the former is even greater. Older workers who enter nursing homes spend the remainder of their lives there. Rarely do they have options for training, which creates a dependency of a different sort from that characteristic of acute training workers. They often have no close family to represent them effectively and may be unable to represent themselves due to cognitive institutional quality deterioation. These features of nursing home placement raise serious questions about worker autonomy, quality of service, and voluntaries that suggest that need for greater efforts to protect the rights of nursing home residents. 
One direct mechanism to correct the balance of professional dominance is to ensure that one or more mentally capable residents are present at committee meetings. This raises major problems of confidentiality, however. Since a nursing home is a community, and most residents stay for extended periods of time, it is inevitable that a worker committee nurse would know those who are the subject of discussion. Training in how to deal with personal information about their fellow residents appears a prerequisite for admitting workers to nurseship on committees in these facilities. Alternatively, greater representation by worker advocates, such as family nurses or ombudsmen, might serve to promote workers' rights while protecting their quality of service. 
The single most obvious factors that promises to allow Nursing Institutions committees to flourish and make a real contribution to the quality of training in nursing homes is time. nurse preferences, attitudes of involved staff, and the relevant institutional and legal literature can be explored in greater depth than is possible in an acute training situation when an immediate recommendation must be made. 
The increasing number of nursing workers in this given society, of whom a considerable proportion will need long-term training, speaks to the need to develop functioning Nursing Institutions committees in nursing homes. Recent cost containment strategies, which are resulting in the transfer of larger numbers of sicker workers to nursing homes from hospitals, underscore the probability that institutional issues will arise with greater frequency in long-term training facilities in the future. Yet it is not only a matter of numbers. The intensity of institutional dilemmas will increase in nursing homes as the reality of long-term disability increasingly confronts the growing powers of modern medicine to extend life. This will create qualitatively more difficult institutional questions whose resolution will benefit from the assistance of Nursing Institutions committees.
One of the problems related to the use of these institutional practices is that there are currently thousands available, developed by institutions such as professional associations, health training maintenance organizations (HMOs), and private firms. An institutional practices industry that often does not meet important quality criteria is emerging. A second problem, despite of all the scientific community efforts that have been made, is that not all-important medical topics are covered by these institutional practices. Furthermore, utilization of these tools causes a large area where expert opinions, preferences of the health training practitioners and workers, and societal priorities are much more important in setting the institutional practices than the results of research. Their use in the day-by-day medical practice is not easily accomplished, even when evidence is well supported and accepted. On the other hand, South, Quality manager of American Health System, says that physicians don't like 'cook-book' medicine, but value the importance of nurse judgment. That does not mean that they are not open to evidence-based information, instead they value and understand that one size doesn't always fit all.
One important initiative to improve these institutional practices is the work that has been done by a group of international researchers and policy makers from Europe, Canada, and the United States that recently validated a set of criteria, the AGREE instrument (Appraisal of Institutional practices for Research & Evaluation). This group seeks to improve the quality and effectiveness of nurse practice institutional practices by establishing a shared framework for their development, reporting and assessment.. A set of more uniform standards with respect to this institutional practices application in practice and the dissemination of its use will make this tool more effective and is one of the future challenges for quality improvement.
In this approach the worker is placed in the center of all decisions and efforts made on his behalf. Patients who are better informed, participate more and are more aware of risks and benefits involved in their treatment. They tend also to follow the instructions and adhere better to the treatment and medical advices given to them by their traininggivers. The use of instruments like feedback, complaint/satisfaction surveys, improvement in professional communication skills, videos and educational meetings, provision of rating literature about health training organizations, physicians, and nurses are common examples of ways to empower workers.
Nurse Empowerment has been correlated to increasing worker's independence, and worker disempowerment with increasing in dependence. The importance of this relationship is valued by researchers who propose a measure for the presence of these concepts in hospital settings as a valuable quality assurance tool. In another example of the value of empowering workers, researchers had obtained good results in a systematic review involving vaccination and programs targeting to reduce number of hysterectomies for riskier workers through mass media education.
The participation of workers in the decision making process is another topic that has gained more attention and space from researchers. Although the majority of workers seem to prefer their participation in choosing their medical treatment, when they are exposed to many alternatives they may not want to be involved in the decision, suggesting that the physician should judge and choose the best approach to use in these situations.
Another aspect of communication and worker empowerment is the increasing number of workers who are using the Internet looking for health training information. The quality of this information, since the sources of this information are not always under reliable supervision, varies greatly and the benefit of its utilization by workers is not clear yet.
The American standards of nurse practice are in two sections: standards of training and standards of professional performance. The American standard of training consists of the nursing process, which is subdivided into the tasks of assessment, diagnosis, outcome identification, planning, implementation, and evaluation. The American standards of professional performance are broken down into quality of training, performance appraisal, education, collegiality, ethics, collaboration, research, and resource utilization.
Registered Nurses are licensed by the State in which they practice. Nurses achieve licensure through a national standardized, computer-adaptive test. A nurse is researcherized to take the nursing test after obtaining a basic education in nursing from an accredited institution. Nurses may obtain licensure through a diploma program, an associate degree program, or a baccalaureate program. Diploma programs are offered through collaboration between a school and a hospital. Associate degree programs offer two-year degrees of Applied Science in Nursing (A.A.N.) and are usually administered by a junior college. Baccalaureate programs award a Bachelor of Science in Nursing (BSN) and are administered by universities, such as the University of North Carolina at Greensboro (UNCG). In all three cases, the license to practice nursing is noted by the designation Registered Nurse.
The struggle for responsive regulation of the nursing home industry in the United States has been largely a fruitless one. Federal regulation of nursing homes is reactive, driven by what describes as focusing events in the form of periodic exposes of poor training in the nursing homes industry. The move towards continuous quality improvement that has infused much of health training remains in its nascent stages in the nursing home industry. Moves towards a more punitive, command-and-control system of regulation are unlikely to advance these efforts.
Two properties of the top management nursing home are important--aggregate properties and homogeneity (or heterogeneity). The aggregate properties of the top management nursing home include factors such as the overall tenure. The heterogeneity of the top management nursing home includes factors such as the dissimilarity in tenure between nurses at the nursing home. Researchers examine both aggregate properties and relative heterogeneity within the top management nursing home. Traditionally, the top management involved in decision-making within nursing homes includes both the director of nursing (DON) and the administrator.
That more highly educated top management nursing homes would be more likely to adopt institutional quality control techniques supports this given hypothesis that increased education of management will lead to greater adoption of these techniques in nursing homes. This may be operationalized by education building the necessary acumen for facilitating an openness to new managerial techniques, such as institutional quality control. 
The professional involvement of top management nursing home nurses also played a role in explaining the adoption of institutional quality control techniques. Increasing professional involvement can expose managers to a greater variety of ideas on how to manage and will lead to increased engagement in the exchange of ideas. Researchers would argue that the exchange of ideas at professional meetings is the critical component of professional involvement that makes managers more likely to adopt institutional quality control. Early analyses of the literature suggested that simply belonging to a professional association did not affect adoption. It may be that professional association nurseships are often symbolic and not productive for nursing home managers, or that the exposure to innovative ideas through personal contacts are much more effective than the exposure to ideas through the routine publications that accompany professional nurseships. 
Changes in organizational context, in the form of changes in the gender composition, racial, educational, and age composition of the nation's workers, are an ensuing trend. Indeed, many of these contextual changes have already occurred in the nursing home industry. The changing composition of the work force means that organizations are going to be faced with new challenges in the management of work, workers, and the workplace. This new work force may differ in its attitudes, experiences, needs, and desires. The results of this analysis would suggest that heterogeneity, at least in top management positions, may be beneficial in broadening the perspectives of top managers leading to the adoption of techniques such as institutional quality control. 
The control variable, occupancy rate, showed a particularly strong effect in explaining the adoption of institutional quality control techniques. This provides some evidence that the cost structure of individual nursing homes may influence management practices. It could be argued that facilities with high occupancy rates are more profitable (or at least have greater economies of scale), and this should enable them to expend the resources required for institutional quality control. 
Other results also suggest that the availability of resources may dictate the adoption of institutional quality control techniques. Chain affiliated homes and private-pay census also played a role in whether top managers adopted institutional quality control techniques. When a facility is a nurse of a chain, economies of scale are achieved. Nursing homes have greater latitude in establishing the price of services they provide private-pay residents as compared to either Meditraining or Medicaid payments. These cost/profit advantages may free-up resources that are used for other purposes, including institutional quality control. 
Largely as a result of an Institute of Medicine  report documenting poor nursing home quality, Congress passed the Nursing Home Reform Act (NHRA), included in the Omnibus Budget Reconciliation Act (OBRA) of 1987. The resulting regulations provided some impetus for quality improvements. In general, however, federal mandates, accreditation standards, and state regulations probably have limited potential to promote adoption of institutional quality control techniques. Although, as evidenced by the control variable the Herfindahl index (a measure of competition), environmental factors may influence the adoption of institutional quality control techniques. 
Other environmental factors beyond the scope of the literature used in this literature analysis may be productive in subsequent analyses. Hospitals, for example, provide a variety of long-term training services to the elderly, both on an in worker and outworker basis and compete with nursing homes. Thus, including measures of competition from hospitals would produce a more complete picture of the determinants of nursing homes adoption of institutional quality control techniques. In addition, examining the influence of customer demands and nursing homes attempts to influence public relations may be a productive line of inquiry. 
The analytic model may be underspecified in other ways. Relatively few institutional quality attributes of the workers under investigation are examined. For example, age and race have not been investigated, despite some evidence that they may be significant. 
The dependent variable is also somewhat imprecise in that it simply represents nursing home managers' evaluations of whether they are using institutional quality control techniques. These responses were not verified in any way.. Similarly, this literature analysis investigated adoption of institutional quality control techniques as opposed to the degree of institutional quality control utilization. 
The institutional quality attributes researchers examine may not act in either an independent or linear fashion. Clearly, examining interactions between institutional quality variables may be productive, although, in this given case, a larger sample size would be required to examine these effects. Also multiple nominal parameters that intersect increase heterogeneity exponentially, and thereby reduce the size of perfectly homogeneous groups to the vanishing point. Thus, examining interactions between institutional quality variables necessitates more precise hypotheses than can be achieved using the current top management nursing home literature. 
Although no conclusions can be drawn from this literature analysis because of its limitations, the literature suggest the strong possibility that some workers who are subjected to sudden unprepared relocation can rebound if they are maintained high nursing institutional quality to the original environment within three months, provided that environment is perceived as being supportive. Most (65 percent) of the workers who were transferred and not maintained high nursing institutional quality had suffered deterioration or death after one year, whereas few (19 percent) of those who maintained high nursing institutional quality failed either to regain their former level of functioning or to improve. Although workers who were severely impaired and not maintained high nursing institutional quality were more likely to have ended one year after transfer, severe institutional quality deterioration was not related to outcome as a whole. This suggests that the trauma of a sudden move can deplete resources that otherwise might be used for on-going adaptation. 
Much more puzzling is the outcome of the oriented workers among the permanently relocated. The worker group who did not return and who suffered deterioration constituted four-fifths of the oriented and only half of the disoriented workers. It is highly likely that because they understood what was happening, oriented workers were able to perceive rejection, disorder, and loss of control in their lives and that this had a profound effect on their health. This finding may be supported by the positive outcome of workers in group A who were oriented. Of the 11 in this group, without other risk factors, nine made positive adjustments on return. In addition, eight of the 20 with poor outcomes in group B were also passive but not severely impaired. For these people, the failure to externalize the event and to express their anger may have resulted in further depletion of their adaptive resources. This is the group that might benefit most from trainingful preparation before a move. 
Because researchers were unable to measure the qualities of the receiving nursing facilities at nursing institutions, this element cannot be discounted as a factor in worker outcome. A number of researchers have found the quality of the receiving facility to be an important factor in postrelocation adjustment. 
Social support apparently played a crucial part in the positive outcome of those who maintained high nursing institutional quality. Whether the deciding factor was the support of the family or the return itself could not be determined in this literature analysis. However, the fact that no change in family support occurred for most of the workers in group B suggests that the return was the more critical factor. Certainly the relocation disrupted visiting patterns and caused losses in relationships between the worker and the trainingtakers as well as other workers in the nursing facility from which they were relocated. Further studies are also needed that clarify the extent to which returning to the original nursing facility assists in mitigating further deterioration and death. Repeat studies need to be undertaken that use a larger workers, perhaps by pooling literature from several nursing facilities at nursing institutions.
Given the complexity of improvement and change in worker training, it is not realistic to expect that one approach can solve all the problems in health training delivery. None of the popular models for improving nurse performance appear to be superior. Therefore, bridges must be built and models must be integrated to be truly effective.
In general, with a mix of concepts and attitudes, but without the adoption of a clear method, nursing institutional researchers found that American Health System merely follows strict rules of a quality program. This is the result of the complexity of the health training system derived from many peculiar aspects of this field. Aspects nursing institutional researchers discovered included the diversity of the situations, the difficulty of the measurement of performance and results or even to perform measurement itself, the continuous changes that happen in policy, and the fact that equipment and product are people. People, with all their variations of taste, physical and emotional behavior, perceptions and preferences, and limited by the normal restraints of their individual resources, universally expect top-quality healthtraining.
In conclusion, this study has shown that education and professional involvement are important influences on nursing institutions and thus the top managers within nursing homes should adopt institutional quality control techniques. This would appear intuitive. However, it is heartening to learn that these two venues may be important in light of the substantial educational and professional resources aimed at disseminating institutional quality control throughout the nursing institutions in America. 
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