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ROLE DISCREPANCY AMONG NURSING SERVICES PERSONNEL 
IN THE TERTIARY CARE SETTING 

ABSTRACT 

LANA RALSTON, BSN, RN 

TEXAS WOMAN'S UNIVERSITY 
COLLEGE OF NURSING 

MAY 1992 

The problem of the study was to determine differences 

between perceptions of ideal role behaviors and actual role 

behaviors of registered nurses and licensed vocational 

nurses employed in tertiary care settings. This quasi

experimental descriptive study was based on the conceptual 

framework derived from role theory. 

An instrument consisting of demographic data and a 

survey questionnaire was developed to measure role 

perceptions against actual roles of nurses. Subjects' 

{N = 141) responses were compared with actual existing data 

from a Time and Motion Study. 

The hypotheses were tested using the ANOVA statistic 

with the Tukey test for post-hoc analysis. Statistically 

significant differences were found in the testing of 

Hypothesis 1 (£ < .001) across the three variables of 

direct, indirect, and general care. For Hypothesis 2, 

there were statis~ically significant results (p < .05) for 
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the categories of direct care and indirect care. There was 

no statistical significance(£> .05) for the category of 

general care. 
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CHAPTER I 

INTRODUCTION 

The entire system of health care in the United States 

is currently experiencing a major period of change. This 

is evidenced in the frequency of health care issues 

reported daily on national news broadcasts, discussions 

of budgetary deficits related to the costs of providing 

he~lth care, reports of nursing shortages, and overall 

diss~tisfaction with current provisions of health care by 

consumers, providers, and payors. The magnitude of these 

problems is reflected in the recent plethora of health care 

reform proposals currently under examination in the 

national congressional committees and proposed by senators, 

representatives, state insurance agencies, health care 

providers, and consumer advocacy groups (Sharp, 1991). In 

the above mentioned proposals, factors which are considered 

to be of major importance include the following: access to 

health care and long-term care for all Americans; health 

care delivery systems; locations of health c~re delivery 

systems (primary, secondary, and tertiary settings); health 

care financing; universality of health care provision; 

public accountability; affordability and accessibility; 
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comprehensiveness; equitable and progressive financing; 

fairness; portability; quality assurance; and publ:c vs. 

private administration. 
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Inherent in all of the above factors is the 

vari3bility of role expectations and overt role behaviors 

as currently practiced, as well as in preparation for the 

evolution of these roles in response to the above issues. 

The health care provider roles of interest in this study 

are those in the 3rea of Nursing Services. The focus, in 

accordance with step one of the Nursing Process (R. W. 

McIntosh, 1990), is the assessment of current nursing role 

expectations and current nursing role behaviors in a 

tertiary c~re setting. This assessment is a necessary 

component in the determination of potential areas of role 

conflict and role stress. 

Nurses expect to learn their roles primarily ~hrough 

academic education. That education tends to define role 

expectations according to various academic philosophies of 

what ought to be. In actual practice, the nurse discovers 

that others demand an alteration of those expectations to 

fit what actually is. This gap contributes to confusion; 

anxiety; and, eventually, excessive turnover of personnel 

and expensive drop-out rates (Williams, 1986). 



Statement of the Problem 

The problems addressed in this study included the 

following: 

1. To determine if a difference exists between the 

nurses' perceptions of ideal role behaviors and the actual 

role behaviors of registered nurses employed in a tertiary 

care setting. 

2. To determine if a difference exists between the 

nurses' perceptions of ideal role behaviors and the actual 

role behaviors of licensed vocational nurses employed in a 

tertiary care setting. 

Justification of the Problem 

Health care today is undergoing revolutionary change. 

Tertiary care settings (hospitals) must develop innovative 

and effective mechanisms to deliver quality patient care 

while meeting the needs of the consumer, the publict the 

institutions/corporations, physicians, and employees. 

Given the scope of the revolutionary changes necessitated 

by the technological and monetary constraints that are 

becoming an increasing reality in health care, this 

investigation included only those needs that must be 

addressed for nursing services employees in the acute care 

settings. Furthermore, this study limited its scope to 

a comparison of employees' perceived ideal role 
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expectations and the actual overt role behaviors. In this 

way, employee satisf3ction is operationalized in terms of 

the discrepancy between the ideal role expectation and the 

actual role behaviors. Employee satisfaction is 

increasingly important when considering the current high 

level of nursing demand versus nursing supply (Vestal, 

1989). 
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Many institutions are placing a major emphasis on the 

allocation and use of human and fiscal resources into 

recruitment and retention activities for nursing personnel. 

Furthermore, other activities, including the redesigning 

of work or tasks and changing the skill mix of personnel 

(i.e., level of education, licensure, and credentialing of 

nursing services staff) in order to focus scarce registered 

nurse resources to direct care, are receiving both verbal 

and financial attention. As evidenced by several time and 

motion studies in hospitals in the United States, many non

nursing tasks such as transporting meals and patients, 

clerical duties, and machine maintenance frequently fall 

within.the responsibility of the nurse (Gilliland, Crane, 

& Jones, 1991). Thus, it becomes evident that the current 

actual role beh3viors (the work activities or tasks) may 

not utilize the knowledge and expertise of the registered 



nurse in the most satisfying manner for the individual or 

the most cost effective method for the institution. 
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The data and interpretat:on of this study provide 

insight into the specific discrepancies between perceived 

role expectations and actual role behaviors which 

contribute to role conflict and ultimately dissatisfaction 

in the tertiary care setting. In accordance with the 

nursing process, once this study was complete, appropriate 

nursing diagnoses of specifically identified role conflicts 

were made. This, then had the potential for planning, 

intervention, and evaluation of resolutions to these 

specifically and systematical:y defined role conflicts. 

Theoretica: Framework 

The theoretical framework for this study was the 

application of role theory. Role theory is an explanation 

and examination of the patterned forms of "real-life 

behavior as it is displayed in genuine on-going social 

situations" (Biddle & Thomas, 1966, p. 17). According to 

Hardy ~nd Conway (1988), the concept of role theory 

represents a collection of ideas and hypothetical 

formulations that are predict:ve of behavior in a given 

role or expected under certain circumstances. Goad (1980) 

defined role as "sets of expectations" (p. 51) that are 

then enacted when an individual assumes a specific role. 
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Early development of role theory from the 

sociopsychological basis, stems from the clinical works of 

Marino (cited in Harrell & Sears, 1990), a psychiatrist 

from Germany. He pioneered psychodrama which uses groups 

and role playing as a method of linking types of role 

behavior to different sets of expectations. The works and 

research of George Mead (cited in Hardy & Hardy, 1988), a 

social philosopher and originator of symbolic interaction, 

led to the concept that roles are linked to structural 

positions within a given society. At this point in the 

discussion of role theory, it is expedient to provide 

semantic clarification of the various terms utilized to 

describe the concepts of roles. Biddle (1986) provides the 

following summary of terms. 

The functional approach focuses on the characteristic 

behavior of individuals who occupy a social position within 

a stable social system wherein roles are conceived as 

shared, normative expectations that prescribe and explain 

behaviors. The symbolic interactionist perspective 

stresses the role of individual actors and the evolution of 

those roles through social interaction (i.e., status). 

Roles are thought to reflect norms, attitudes, contextual 

demands, negotiation, and the evolving definition of the 

situation as understood by the actors. The structural 



approach focuses on social structures conceived as stable 

organizations of sets of persons who share the same 

patterned behaviors that are directed toward other sets of 

persons in the structure. 
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Organizational roles are based on social systems that 

are preplanned, task oriented, and hierarchical. Multiple 

sources for norms exist, especially as the complexity of 

the organization increases, thus setting the stage for role 

conflict. The object of this theory was to determine the 

strategies individuals use to cope with these conflicts. 

Cognitive role theory, most directly applicable to the 

current study, deals with the relationship between role 

expectations and behavior. 

Within the organizational setting, status becomes an 

issue. Status refers to the social positions that 

individuals occupy, while role relates to the expected 

behavior patterns attributed to that position (Kast & 

Rosenzweig, 1985). "Insofar as it represents overt 

behavior, a role is the dynamic aspect of status: what the 

individual has to do in order to validate his occupation 

of the status" (Linton, 1947, p. 114). There are two major 

types of status according to Kast and Rosenzweig (1985). 

The ascribed status refers to that into which a person is 

born. In other words, the person's family occupies a 



certain position in society and all members of that family 

are ascribed with that status. The second type is that of 

achieved status where skill and/or education provide the 

means for achieving a specific position in the social 

system. 
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Roberts (1973) believed that the actual behavior of a 

person fulfilling a role reflects that person's attitudes 

and understanding of a particular social position's 

obligations. This becomes an important factor in realizing 

that different role expectations or perceptions may be held 

by all persons associated with a given role. Additionally, 

people usu~lly hold a variety of roles, such as nurse, 

mother, teacher, and wife. Because of this combination of 

varied disparate expectations, role strain can occur. Role 

strain is the stress experienced when individuals cannot 

fulfill multiple roles to their own determined satisfaction 

(Hardy & Conway, 1988). Marriner-Tomey (1990) believed 

that satisfactorily meeting all demands of all expectations 

which comprise an individual's role(s) is not possible; 

therefore, difficulty in meeting given role demands is 

normal. The problem becomes how to make the whole system 

manageable or how to allocate energies and skills so as to 

reduce role strain to some "bearable proportion" (p. 332). 
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Each individual fulfills roles according to his or her 

understanding of the expectations involved because specific 

role expectations are not generally explicitly defined but 

rather assumed to be understood. "This assumption of 

understanding can lead to a phenomenon called role 

conflict, which is the presence of different expectations 

for the same role" (Roberts, 1973, p. 72). 

Role discrepancy is then defined as the difference 

between the role expectations and the actual role behaviors 

required in a given situation. The organizational context 

of the hospital setting in combination with the high 

potentiaJ for discrepancy between role expectations and 

role behaviors leads to the probability of extreme 

cognitive dissonance or dissatisfaction with one's role. 

These propositions from role theory formed the bas:s for 

the study. 

Assumptions 

For the purpose of this study, the following 

assumptions were made: 

1. Roles are learned in the process of social 

interaction. 

2. Differences exist between the perceived roles and 

the actual roles of nurses. 



3. Role expectations are assumed to be understood 

within organizations. 

Hypotheses 

For the purpose of this study, the following 

hypotheses were tested: 
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1. There is a difference in the perceptions of ideal 

role behaviors as compared to actual role behaviors of 

registered nurses employed in a tertiary care setting. 

2. There is a difference in the perceptions of ideal 

role behaviors compared to actual role behaviors of 

licensed vocational nurses employed in a tertiary care 

setting. 

Definition of Terms 

For the purpose of this studyt the following terms 

were defined: 

1. Perception of ideal role behaviors-

philosophical determination of what direct, indirect, and 

general care behaviors ought to be in a given setting, 

measured by the Ideal Role Behavior Survey. 

2. Actual role behaviors--overt, discretet direct, 

indirect, and general care tasks performed in a given 

setting, as measured by the Time and Motion Acuity Tool. 



3. Tertiary care setting--large institutional 

settings which offer full ranges of services to patient 

populations; for the purposes of this study, a large 

corporate for profit hospital located in north-central 

Texas. 

Limitations 

The limitations for this study were: 

1. The external validity, or generalizability was 

limited to this private, for profit, corporate tertiary 

care facility. 

1 1 

2. ~he time and motion study was performed via self

report and may, to some small extent, represent perceptions 

of time spent in task rather than actual time spent in 

task. 

3. The survey instrument was newly constructed and 

has not been tested for validity and reliability as a 

"stand alone" tool for measuring perceived ideal role 

expectancies. This also served to limit the overall 

external validity of this investigation. 

4. The subjects may have provided answers to the 

survey which they believed to be socially or professionally 

accept~hle. This is a confounding variable which cannot be 

controlle1. Thus, it serves to impose certain 



qualifications of the internal validity of this 

investigation. 

Summary 
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The health care industry in the United States is 

~urrenlly undergoing a massive revolutionary process with 

respect to roles of institutions, consumers, physicians, 

patient care providers, and payers. In response to this 

revolution, it becomes necessary for the individual subsets 

of this industry to assess existing problems within their 

roles. This study focused on the subset of Nursing 

Services. Through the utilizstion of role theory, the 

assessment of the perceived ideal role expectations was 

compared with the actual role behsviors to determine 

potential areas of role conflict, role stress, and role 

discrepancy in a tertiary csre setting. 



CHAPTER II 

REVIEW OF LITERATURE 

This study examined the differences in the perceptions 

of ideal role behaviors as compared to actual role 

behaviors of groups of registered and licensed vocational 

nurses. This review is divided into the following 

subsections: (a) historical perspective, (b) philosophy of 

tertiary care institutions, (c) nurses' role and role 

satisfaction, and (d) interaction between philosophy and 

role. Finally, a summary is presented. 

Historical Perspective 

The role of nurses has undergone many changes during 

the past few decades. Manthey (1980) relates the various 

methods of nursing care delivery which have evolved over 

the years to what is described as a "deprofessionalization" 

of the nursing role. According to Manthey's research, 

nurses practiced some 50 years ago in their patients' homes 

with i degree of independence that is unheard of in the 

modern hospital nursing role of today. The nurse took care 

of the sick person from the time the need for care was 

identified until it no longer existed; care was personally 

administered by the nurse according to the assessment she 
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made of the individual needs of the patient. The change in 

setting, asserts Manthey, from home to hospital and to the 

delivery systems subsequently designed for the hospital 

setting, has significantly decreased the professionalism 

due to the reflection of bureaucratic values and thereby 

changed the role of nursing practice. 

During the last 50 years, some of the changes in the 

nursing role that have been evidenced include the upgrading 

of educational preparation and incorporating different 

patient care delivery systems. There has been a move from 

teaching students in the hospital setting to the university 

setting. Manthey believed that while this approach has 

been utilized to upgrade nursing's professional status, 

that it contained its own inherent drawbacks in that 

different schools teach nursing using different theoretical 

frameworks and different skill levels, which then results 

in role confusion and ambiguity about what can be expected 

of graduate nurses. "While the quality of education is 

undoubtedly superior now, the confusion and ambiguity 

over the content has so seriously blurred the boundaries 

of the body of knowledge that it is no longer clearly 

identifiable" (Manthey, 1980, p. 3), Manthey further 

asserted that with the move into the hospital setting, 

roles evolved from the home-based nursing practitioner to 
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functional and team delivery systems. The functional 

approach has tasks or work activities divided; for example, 

one nurse would pass all the medications, another would do 

all the treatments, while others might be assigned to give 

all the baths, etc. The team nursing system is where the 

least complex tasks are assigned to the least trained 

workers, the more complex to more skilled workers, and so 

on up a hierarchy of task complexity. The team approach 

has the registered nurse performing the most complex tasks 

as well as coordinating and supervising the tasks done by 

less prepared workers. Problems with the nurses' roles 

using these approaches have included the development of 

very complex channels of communication, fragmentation of 

care, shared responsibility, and the resultant lack of 

accountability. 

Saren and Straub (1970) analyzed RN and LVN direct 

care activities related to patient care in five large 

multi-service hospitals. The results of their study 

suggested that: 

1. Job activity frequently was unrelated to skill 

levels. 

2. Work activity was not scheduled through the day 

(24 hours) in a logical and sequential m~nner. 



3. Many activities, now the responsibility of 

nursing, more logically and effectively seemed the 

responsibility of other departments or services. 

4. Proportionately, nursing personnel devoted far 

more time to ancillary activities than to direct patient 

care. 
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5. There appeared to be a severe management void with 

regard to planned p3tient care and patient care appraisal 

resulting in poor personnel utilization. 

Philosophy of Tertiary Care 
Institutions 

In examining the role and the activities of nursing 

today, it is important to consider the philosophy of the 

institution and how it dictates the mode of the delivery of 

care. Trofino (1987) asserted that creating a positive 

environment for the professional practice of nursing should 

be viewed as one of the most critical elements in the 

fulfillment of nursing and hospital administration's role. 

Creating such an environment and the resultant philosophy 

requires "shaking off such vestiges of the past as time 

clocks and the passion for supervision and replacing them 

with trust, support, and internal and external networking 

mechanisms" ( Trofino, 1987, p. 11). 
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More importantly, Trofino (1987) observed, is the 

willingness to share power with all nurses in an 

organization, thus empowering them to succeed and achieve 

personal and organizational goals and finally to help 

create a more powerful total nursing organization for all. 

In order to achieve this result, Trofino (1987) asserted 

the following should be included: 

1. Communication--sharing of information with the 

staff. 

2. I~fluence--listening to staff and involving them 

in decision-making. 

3. Recognition--providing positive reinforcement. 

Various methods have been used to determine nursing 

care time associated with nursing activities, tasks, and 

patient classification categories. A research study by 

Vanputte, Sovie, Tarcinale, and Stunden (1985) examined a 

previously established patient classification system at 

Strong Memorial Hospital University of Rochester Medical 

Center. Their work included analysis of hours of nursing 

care in terms of nursing patient classification, hospital, 

and unit. Specifically, Vanputte et al.'s research 

included: 

1. Calculating average hours of care for each patient 

classified within a category. 
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2. Calculating a standard amount of time for specific 

direct nursing care activities. 

3. Some combination of the above two methods. 

Approaches to collecting the data for these 

determinations include the continuous observation of staff, 

work sampling procedures, self-reporting by staff, and 

patient reporting. A successful outcome essentially 

depends upon selecting an approach that accurately reflects 

each patient care unit's characteristics, as well as those 

of the whole hospital. The latter two, along with the type 

of patient admitted, influence the amount of nursing care 

required by patients. Each approach will vary in terms of 

the cost of implementation, time devoted to the task, and 

accuracy of the d3ta obtained (Vanputte et al., 1985). 

The results of several work sampling studies were 

compared to reveal how nurses actually spend their time. 

Misiner, Frelin, and Twist (1987) compared time study data 

gathered by the United States Army Veterans Administration 

Hospitals against the data their study collected in several 

civilian hospitals. The results evidenced that nurses 

spend the following percentage of their time in direct care 

activities: 

1. Army - 18% to 29%, 
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2. Civilian - 28% to 35%, 

3. V.A.- 38% to 45%, 

Similar results were supported in a national study by 

the management consulting firm, the Hay Group (cited in 

"Misuse of RNs Spurs Shortage,~ 1989), where findings 

showed at least half of a staff nurse's time being used in 

work that does not require the skill or knowledge of a 

registered nurse (RN). According to the Hay Group 

research, nonprofessional and support type chores absorb 

74% of an RN's time. Their findings showed that only 26% 

of an RN's time is spent in what they considered to be 

direct care or "professional nursing" such as physical 

assessments, monitoring of patients' conditions, care 

and treatments, planning, and documenting patient care. 

Indirect care or "professional support" functions typically 

occupy 22% of the time and are defined to include certain 

aspects of patient education, family contacts, nursing 

communications, and coordination. The remainder of time, 

52%, was shown to be spent in "housekeeping details" or 

general care, such as ~nswering phones and ordering 

supplies. This same study directly links job burnout with 

misuse of an RN's time which becomes a key factor when 

looking ~tour current nursing shortage. Rountree (cited 

in "Misuse of RNs Spur Shortage," 1989) recommended that 



hospitals increase ancillary staffing and enrich the 

nurse's job by restoring its clinical fo cus. 
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Hendrickson, Doddato, and Kover (1990) analyzed 700 

RNs' time allocation to various work activities according 

to shift, type of service, and days of the week in a large 

tertiary care metropolitan hospital. Using work sampling 

techniques and observations taken every 15 minutes by 

trained observers, Hendrickson et al. found that hospital 

nurses spent an average of only 31% of their time with 

patients in this study. This same study stated that 

although there are no acceptable standards for the safe or 

optimal amount of time nurses shou ld spend on direct 

patient care, nurses report th~t only the essential aspects 

of care can be provided in the time provided . In an 

extensive survey done with nurses by Davis (1982), 6,939 

responses from nurses were used to evaluate 51 nursing 

function tasks and rate job satisfaction level, 92% of the 

respondents said that job satisfaction was affected by the 

number of non-nursing functions they were required to 

perform . Vestal ( 1989) contended that the jobs of RNs 

should be redesigned so that the expensive and rare time of 

RNs is not wasted on non-patient care activities. 

In looking at how nurses spend their time, acuity dat~ 

such as that collected for patient classification systems, 
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will often shape or define nursing roles in institutions. 

Van Slyck (1991a, 1991b) believes acuity data information 

to be as critical as average daily census, number of 

patient days, or any other inpatient volume indicator in 

making decisions that affect the hospital. She claims that 

the data, however, is often not used in any practical way 

because it is not believed. This is due in part to factors 

which can negatively influence data such as the artificial 

inflation of patient acuity in which levels or the amount 

of staffing are contingent upon an increase or decrease in 

these data. Van Slyck further contends that the 

believability is affected because the traditional approach 

lumps patient classification, staffing, productivity, and 

audit into one system. The solution proposed by Van Slyck 

is~ systems approach that recognizes a series of systems, 

each with an independent outcome. Her approach includes 

the following systems: 

1. A belief system. 

2. Patient classification system. 

3. A staffing system. 

4. A productivity monitoring system. 

5. An audit system. 

6. A costing system. 

7. A billing system. 
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The initial framework would lie within the belief 

system with each of the resulting systems rising from the 

previous system in a stair-step fashion. The outcome using 

a belief system, for example, would be the clear 

identification of the hospital's and nursing division's 

philosophy toward patient care and nursing services. The 

philosophy then identifies the delivery method of care that 

is chosen and creates the framework that influences the 

design of each subsequent system. The final result would 

be an integrated approach that would comprehensively 

include each of the individual systems (Van Slyck, 1991a, 

1991b). 

Meierhoffer (1991) stated that the most traditional 

use of acuity systems is to detail staff for controlled 

variable staffing, which is redistributing labor according 

to acuity or taking nurses where patients are less acute, 

and putting them where they are more acute. This process 

c~n inhibit the capacity of nurses to use their 

interpersonal skills to form relationships to heal people. 

Halloran (cited in Meierhoffer, 1991), also stated that it 

is a mistake to use acuity systems for the day-to-day 

deployment of staff because of their interference with the 

nurse's judgment. Tanenbaum (cited in Meierhoffer, 1991), 

believed this to be due to a lack of special training being 
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given to staff and no time allotted during a nurse's shift 

for patient acuity assignments to be generated, therefore 

the potential for error, as well as filling out the forms 

in a haphazard fashion, is high. 

Nurses' Roles and Role 
Satisfaction 

Closely related to the concepts of role strain and 

role conflict are role discrepancy, as described by Goad 

and Moir (1981). In their research, they studied 25 staff 

nurses and 25 nurse managers employed in a primary nursing 

care setting to determine variances in: 

1. The concept of the ideal nursing role. 

2. The perception of the nursing role actually 

practiced in the hospital setting . 

. 3. The difference in the ideal nursing role and the 

perception of the actual nurse role. 

The work of Goad and Moir (1981) supported the premise 

that high turnover, increased attrition, and "drop-outs" in 

the profession of nursing are due to role discrepancy. 

They recommended that health care institutions increase 

staff nurse input into policies and procedures as well as 

committee memberships as a method to reduce dissatisfaction 

in the workplace. 
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Adams (1988), in an article on rolet asserted that 

head nurses experience stress when the expectations of the 

work environment, which evolve from the position 

description, personal values, and expectations of others, 

are contradictory and frequently lead to or result in role 

conflict. Understanding role stress, according to Scalzi 

(1988), is important because of its link to adverse 

effects, such as "burnout," low morale, absenteeism, 

turnover, somatic complaints, depression, anxiety, and 

frustration identified in staff nurses. Taunton and 

Otteman (1986) identified role expectations among 581 staff 

nurses in eight midwestern hospitals as being linked to 

turnover and attrition from the profession and associated 

with absenteeism and burnout. They estimated from their 

study of several hospit3ls that turnover rates ranged from 

35% to 200% and the rate of absenteeism ranged between 2% 

to 3.5% and sometimes rise as high as 50% for certain 

groups depending on the institution. They acknowledged 

that the impact of turnover and absenteeism on patient care 

was less measurable, but both were disruptive to quality, 

quantity, and continuity of patient care. 

Taunton and Otteman (1986) developed a Likert scale 

tool in which seven major components of staff nurses' role 

conception were identified. The components included: 
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Professional Boundaries, Job Boundaries, Direct Patient 

Services, Authority Relationships, Autonomy, Ethics, anc 

Billing and Costs. One portion of the tool utilized in the 

Taunton and Otteman study measured the staff nurses' role 

as a direct care provider on a continuum beginning with 

delegating to others everything that could be done by 

someone else and ending with providing total patient care. 

Specific items included the deleg~tion of technical 

procedures, treatments, activities of daily living, and 

personal hygiene measures. The proportion of time that 

should be spent supervising others was contrasted with the 

proportion that should be spent providing direct patient 

care. The Taunton and Otteman study evidenced that 

bureaucratic and professional role conflicts remain as 

potential sources of stress for today's staff nurses and 

recommended the importance of establishing and maintaining 

an environment that accommodates diverse expectations, 

promotes tolerance of individual differences, and sends to 

each employee the message that he or she is valued. 

Deming (cited in Walton, 1986) asserted that 

management must be cognizant of workers' input regarding 

performance of their jobs. If this input is solicited and 

then put into practice, workers will perform in the manner 
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best suited to accomplish the task which then leads to 

improvement in quality, productivity, and cost containment. 

Nornhold (1990), in analyzing the role of nurses, made 

several predictions for the future of that role in tertiary 

care settings. Some of the predictions made included 

issues related to work-related tasks, such as hospitals 

would hire more nurse extenders, all licensed nursing staff 

would be a thing of the past, staffing ratios would be 

reconsidered based on levels of non-nursing staff, 

utilizing the skills and talents of licensed vocational 

nurses would increase, and case management would become the 

primary delivery model which will give nurses greater power 

as they gain more control over hospital profits and losses 

per patient. As nurses gain more power, however, Nornhold 

pointed out that nurses will then be responsible to find 

ways to make the nursing department produce more income for 

the hospital. Nornhold also contended th~t patient 

teaching would become a major product line in the 

health care system where nurses will develop patient 

teaching programs that will be awarded third-party 

reimbursement, earning income, and gaining recognition for 

their hospitals. To comport with this newly identified 

role, nurse practice acts would be modified to reflect 

expanded nursing practice. 
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Van Slyck (1991a, 1991b) stated when looking at the 

role of nursing in our current institutions, it becomes 

important to consider all of the activities performed by 

the nursing staff. In defining these activities, Van Slyck 

used three broad categories in which to categorize the 

tasks: 

1. Direct care--(care to the patient)--physical 

presence or contact with the patient or significant other. 

2. Indirect care--(care for the patient)--an activity 

done for a patient, but not in the patient's presence. 

3. General care--(unit related activities)-

activities that must be completed to run a unit regardless 

of census. 

The above definitions, according to Van Slyck (1991a, 

1991b), represent fairly standardized and congruent 

definitions with that documented throughout the literature. 

The JCAHO extends these definitions to include what an RN 

is required to do as opposed to an LVN, i.e., blood 

administration and the handling of narcotics by licensed 

staff (Kolva, 1990). Using multiple tasks and activities 

grouped under each of these categories, indicators describe 

how nursing time is spent. The indicators' relative 

weights are summed and this value is used to assign the 

patient to the appropriate category of nursing acuity in 



the Van Slyck sys tem. The type of tasks defined then 

integrate with Van Slyck's seven independent systems. 

Interaction between Philosophy 
and Role 
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After an examination of the above studies, it bec omes 

apparent that nurses are influenced on a daily basis by the 

philosophy o r miss ion of the institution in whi ch th ey 

work. According to L. McIntosh (1991), any number of 

factor s can an d do r esult in an alteration of the nurse's 

actual practice role. These key factors include the 

foll owing: (a) consume r market; ( b) health ca re faci lity 

and the specific services it offers; (c) the philosophy; 

(d ) the mode l of ca re or delivery system; (e) uni t routines 

and resources; (f) standa rds of care, standards o f 

practice, an d nursing standards of patient ca re; (g) 

policies, pr ocedures and protocols ; ( h) client ca re tools; 

(i ) pati ent classific~tion; (j) patient acuity; (k ) the 

maste r staffing plan; and (1 ) the payors. Obviously, the 

i ndividual nurse has no personal control or influence over 

the consumer market or the facility and the services it 

offers. Howeve r, the nurse and nursing administration have 

direct influence and at least some control over the 

remainder of the factors listed above (L . McIntosh, 1991). 



Unfortunately, in institutions which still expend 

tremendous administrative effort in the appeasement of 

physicians and the board of trustees, the influence and 

control of nurses and the workers who have the 

responsibility of delivering the service is greatly 

limited. This leads to the valid complaint by nurses 

that they are permitted minimal participation in clinical 

decision-making (Fagin, 1986). 
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Walton (1986) discussed the self-defeating effect that 

lack of influence and control has on business as a whole. 

He st~ted that quality is a virtual impossibility when the 

workers are not permitted significant influence in the 

development of the institution's philosophy and significant 

control over their work environment. 

Some health care institutions have recognized this 

real need and certain "magnet hospitals" have been created. 

Kramer and Schmalenberg (1988) performed a follow-up study 

to determine if differences in nursing satisfaction were 

evident of these magnet hospitals implemented throughout 

the country in the 1980s. They found these hospitals with 

virtually no nursing shortage and extremely low turnover 

rates were led by a different vision. These hospitals were 

models including the following characteristics: structural 

flatness, self-contained units, self-governance, salaried 



status, rejection of traditional role limits, self

scheduling flexibility, specialized practice, support for 

education, salary decompression, and a sense of autonomy. 
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Given that successful models exist, why do so many 

institutions cling to the archaic, historically 

unsuccessful organizational philosophies? According to 

Fagin (1989), the answer lies in part with the nurses 

themselves. The philosophy of control at the level of the 

service instead of the level of the administrator is not 

new. However, control at that level necessitates mutual 

respect and trust and a common vision. In order to gain 

this control, the level of education specific to 

management, the power of influence, and the responsibility 

to exert control are essential for every nurse. Nurses 

must then use this training and insist on exercising their 

voices in the development of the institution's vision and 

philosophy. Many institutions, where nurses have failed to 

exercise their voices, utilize registered nurses as 

relatively inexpensive, yet highly versatile, workers. 

This excluded a parity or equality with the physician and 

administrator. Throughout the literature, there is a 

noticeable lack of mention of physicians or administrators 

"covering" for housekeeping or dietary or pharmacy on an 

off shift. However, as the literature clearly indicates, 
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much of the time of nurses in these autocratic institutions 

is spent in non-nursing tasks (Fagin, 1989). 

The definition of professional nursing tasks is 

insightfully described by Benner (1984) in the analysis 

from novice to expert. These tasks include the integration 

and use of knowledge in the performance of caret prevention 

of crises, monitoring, teaching, assessing, diagnosing, and 

prognosticating. Unless nurses themselves insist upon 

input into the philosophy, their institutions typically do 

not acknowledge this professional behavior in any 

meaningful way. Flat salary structures, often only a 35% 

span from minimum to maximum, do not encourage nurses to 

exercise their voices and their professional behavior. 

With expert practice comes a certain degree of risk and 

risk is not accepted without an accompanying award (Benner, 

198 4) . 

Some administratorst according to Manthey (1988), are 

beginning to see that nurses need control over the patient 

care area in order for the institution to become cost 

effective. Philosophical changes toward case management, 

joint practice, ~nd primary nursing are som~ of the 

mechanisms enlightened nurses ~re using to alter their 

roles in the health care arena. These philosophies address 

the primary complaint of nurses which is the lack of 
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participation in clinical decision-making. In order to 

remove those tasks which unwisely utilize the professional 

nurse's time, Manthey (1988) proposed the primary practice 

partner. This partnership relieves the nurse of many of 

the non-professional nursing tasks in all of the categories 

of care: direct, indirect, and unit maintenance. This 

frees the nurse to perform the professional nursing 

activities identified above. 

By definition, then, the philosophy of the institution 

specifically defines the role of the nurse. For those 

institutions whose philosophies are either not well 

delineated, do not include decentraliz~tion, or are not 

enacted in daily operation, time in motion studies such as 

Van Slyck's, can empirically define the nurse's role and 

inferentially express the philosophy of the institutions. 

Summary 

The literature demonstrates that there are many 

factors that dictate how nurses spend their time and their 

resultant role in tertiary care settings. Variances are 

often related to the mode of delivery of care, the actual 

and perceived role of the nurse, and the philosophy of the 

institution. Faced with the current nursing shortage, it 

becomes imperative to define what nursing actually does, 

and then to focus on what changes must be instituted in our 



current health care settings in order to develop the 

activities and tasks associated with future nursing 

practice. 
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CHAPTER III 

PROCEDURE FOR COLLECTION AND 

TREATMENT OF DATA 

A quasi-experimental, descriptive study was conducted 

using surveys as the data collection instruments. This 

type of design is appropriate when the researcher: (a) has 

no control over and cannot manipulate the independent 

variable, (b) cannot randomly assign subjects to groups, 

and (c) must describe a relationship between variables and 

not infer a cause-and-effect relationship (Polit & Hungler, 

1987). 

This design was selected for this study because the 

independent variable, amount of time spent performing 

tasks, was not manipulatable by the investigator. Nurses 

in the study worked in various settings with pre-existing 

roles and functions that may not be altered. They could 

not be randomly assigned to any group for this study. This 

study described the amount of time spent by each level of 

personnel in specified tasks (time and motion) and the 

percentage of perceived ideal level of personnel 

performance of each task determined by the forced choice 

responses in the investigator-designed survey tool. Each 
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task in the Time and Motion Study precisely corresponded 

to the same task in the investigator-designed survey tool, 

thus ensuring construct validity of the survey in 

correspondence with the Time and Motion Study. 

Setting 

The researcher obtained the data base from the Nursing 

Administration Department of the selected institution. The 

data analysis was completed in the computer laboratory at 

Te~as Woman's University. 

Population and Sample 

The population for the Time and Motion Study was 

limited to the nursing services personnel working on any 

1 of the 19 acute care units. The sample consisted of 1~1 

RNs and LVNs included in the aforementioned study data 

base. 

The population for the Ideal Role Behaviors Survey was 

identical to the Time and Motion Study population. The 

sample consisted of those nurses who chose to complete the 

survey. There was no one-to-one correspondence between the 

nurses involved in the Time and Motion Study and the nurses 

who chose to complete the survey. A considerable sample 

overlap between the two groups was expected. 



Protection of Human Subjects 

To protect the rights of human subjects involved in 

this study, the following measures were taken: 

1. The study qualified as Category I research under 

federal guidelines du~ to the use of existing data 

(Appendix A). 
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2. Permission was obtained from the agency (Appendix 

B) and the graduate school of Texas Woman's University 

(Appendix C). 

3. In order to protect the confidentiality of each 

individual employee who participated in the survey at the 

institution, the questionnaire3 were collected by an 

independent health care consulting group. 

4. The researcher, in order to further protect the 

subjects, reported only group data which were kept under 

lock and key and destroyed at the end of the study. 

Instruments 

There were two independent instruments used in this 

study. The first was the Time and Motion Study Acuity 

Tool (Van Slyck, 1991c) commissioned by the agency 

(Appendix D). This tool was developed as a result of the 

commissioned study by an independent consulting agency 

under the corporate name of Van Slyck and Associates, Inc., 



Ann Van Slyck, President. Permission was granted to 

utilize these data (Appendix E). 
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This independent consulting firm conducted a time and 

motion study whereby time samples were acquired for both 

registered nurses (RNs) and licensed vocational nurses 

(LVNs). These time samples were acquired during three 

different shifts; specifically, the day shift, the evening 

shift, and the night shift over a 7-day period of time. 

The licensed personnel on each shift were requested to 

log the amount of time they spent performing various tasks 

(99 different tasks in all) which were then categorized 

into one of three types of patient care. Specifically, the 

category of direct care was reserved for those duties which 

required "hands-on'' attention with the patient present. 

The next category was named indirect care and referred to 

those activities or tasks which personnel had to perform 

that related to a specific patient, but was not "hands-on" 

as the patient was not present during the execution of 

these tasks. The final category was referred to as general 

care which was intended to refer to tasks performed, but 

were not patient specific. 

~11 of the data for this bank were accumulated in 

terms of the number of minutes a licensed personnel was 

engaged in a particular activity. The ultimate data matrix 
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was grouped by type of licence (i.e., RN or LVN), by shift 

(one of three mutually exclusive shifts described above}, 

3nd by the specific type of nursing unit (19 units in all). 

Specific cell entries of the data matrix represented the 

number of minutes averaged across the 7-day sampling 

period. The data exclusion criteria for this study was 

set at a value of 8.5 hours= 510 minutes. By this 

criteria then, any data collection sheet with less than 500 

minutes accounted for was excluded and recollected on an 

equivalent "day/shift/position." 

Computer generated printouts of these data matrices 

were made available to the principal investigator for 

use in the current investigation (Appendix F). Custom 

designed software command macro programs were commissioned 

to be developed for the purpose of consistent data entry 

into an Excel data base on a Macintosh SE computer. 

Separate software driven command macros were developed 

for data entry of the Time and Motion data. 

This software was "user-interactive" with specific 

"prompts" to guide the user through a system3tic, 

standardized data entry procedure. The purpose here was 

to minimize human error during this phase of the formal 

analysis. Once the data were entered, the custom software 

created and defined a specific data bas~, pre-defined 



selection criteria, and performed consistent auto

generation of the appropriate field characteristics. 

This served to streamline all descriptive exploratory 

data analysis as well as all formal statistical analysis. 

The second instrument, the Ideal Role Behaviors 

Survey, was developed by the investigator (Appendix G). 
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The demographic section was developed from an independent 

health consulting group and literature reviews indicating 

v~riables which might influence an individual's perceptions 

of role behaviors and was considered to have a high degree 

of face validity. The task listing section was taken 

directly from the Time and Motion Study Acuity Tool and was 

considered, for this study, to have very high construct 

validity. The three levels of forced choice distinguished 

between levels of licensure only. That is, educational 

preparation for each licensure level was not permitted in 

the choices possible. This served to permit greater 

external validity since educational minimum requirements 

for licensure are consistent throughout the United States. 

~s this tool had not been field tested for independent 

validity and reliability, no previous information was 

available. 

This second section, which listed the specific tasks 

performed, offered the subject the opportunity to 



re-prioritize the tasks into one of three mutually 

exclusive categories. Specifically, for each task the 

subject was requested to rate the task as: 

1. Must be completed by an RN. 

2. Could be completed by either an RN or an LVN. 

3. Could be completed by non-nursing personnel. 

This questionnaire could thus be classified as 

one of forced choice. This tool elicits the professionals' 

perceptual expectations of task priority, as compared to 

the data bank which reflects the actual time spent 

performing these tasks, regardless of professional 

prioritization. 

Data Collection 

There were two independent components for the 

collection of data within this investigation. The first 

consisted of post-hoc analysis of a Time and Motion Study 

commissioned by the agency. This data bank was developed 

by an independent consulting agency. 

The second component for the collection of data was 

the data from the Ideal Role Behaviors Survey including the 

following components: a demographic section of questions 

which served to describe the sample for this particular 

investigation. A second section which contained a list of 



the 99 patient care activities corresponding to the 

existing time and motion data bank. 

Treatment of Dat~ 
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All data were subjected to exploratory descriptive 

data analysis. In addition, subsequent to entry and 

formatting into the Excel data base, the custom design of 

the software permitted easy translation of the data 

matrices and formulas from the Macintosh SE environment 

directly to IBM compatible machines with a minimum Central 

Processing Unit (CPU) of an 80286. Translators permitted 

the copying of the data base from the Excel environment 

directly to Lotus 1-2-3. 

The time and motion data in actual minutes per task 

were summed over all of the medical and surgical units. 

The times in each task were separated by level of personnel 

actually performing the tasks. These times were summed by 

level of personnel. Then the total time across all levels 

of personnel was summed to determine how much total time 

was spent in each task. The total time in each task for 

each level of personnel was divided by the overall time for 

the task. This produced the percentage of actual task 

responsibility for each level of personnel. These 

individual task percentages were averaged across tasks in 



the three categories of direct care, indirect care, and 

general care. 
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Formal statistical testing of the hypotheses involved 

the use of nonparametric statistical tests (Siegal, 

1956). These tests involved methods that did not test 

hypotheses about specific parameters such as the mean 

(e.g., f) and the variance of the distributions. These 

statistical tests are sometimes referred to as 

distribution-free tests, as they do not require the 

assumption that the data of interest are sampled from a 

normal distribution. 

The specific empirical hypotheses of interest to this 

investigator was adequately evaluated by the chi-square 

goodness of fit test (Hays, 1973). Entire distributions 

were compared, both descriptively and with the necessary 

decision mechanisms to choose one hypothesis over another. 

However, the chi-square test failed to detect the obvious 

magnitude of the differences between the two sets of data. 

The reason, simply put, is that the chi-square is not 

designed to detect differences in terms of magnitude, but 

compares the entire shape or form of one distribution to 

another (McCall, 1980). 



CHAPTER IV 

ANALYSIS OF DATA 

This study examined the difference in the perceived 

role and the actual role of registered nurses (RNs) and 

licensed vocational nurses (LVNs). The sample which 

provided the data for this study is described. The results 

of the statistical analysis for the two hypotheses are 

presented. The chapter concludes with a summary of the 

findings. 

Description of the Sample 

The data bank for this investigation consisted of 

eight separate medical-surgical nursing units. When the 

data were segregated, the sample size for RNs was 110 and 

the sample size for the LVNs was 31. The sample consisted 

of full-time and part-time employee nurses. The length of 

time employed was not less than 2 years and not more than 

15 years with this particular institution. 

Findings of the Study 

There were two research hypotheses investigated in the 

study. The first research hypothesis stated that there is 

a difference in the perceptions of ideal role behaviors as 
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compared to actual role behaviors of registered nurses 

employed in a tertiary care setting. The second hypothesis 

stated that there is a difference in the perceptions of 

ideal role behaviors compared to actual role behaviors of 

licensed vocational nurses employed in a tertiary care 

setting. 

The independent variable, perceived role behaviors, 

was determined by responses to the Ideal Role Behaviors 

Survey. The dependent variable, actual role behaviors, was 

measured using the Time and Motion Study Acuity Tool. 

The time and motion data in minutes per task were 

summed over all of the units used in this study. Total 

time across all levels of personnel were summed to 

determine time spent in each task. The percentage of 

actual task responsibility for each level of personnel was 

then calculated. Percentages were averaged across tasks in 

the three categories of direct care, indirect care, and 

general care. This conversion of time spent in the 

performance of each task into percentage of actual task 

responsibility permits the direct comparison of actual role 

to expected or "ideal" role as defined by the survey data. 

The initial analysis undertaken was a chi-square 

goodness of fit test for the following comparisons: 
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1. RNs' perceptions against actual time spent for 

direct, indirect, and general patient care (Hypothesis 1). 

2. LVNs' perceptions against actual time spent for 

direct, indirect, and general patient care (Hypothesis 2). 

This procedure yielded six separate chi-square 

analyses. However, the results of this particular 

statistical test were not in the expected direction. 

Specifically, of the six comparisons, only one generated a 

statistically significant result. The significant 

comparison was between the perceptions of the ideal from 

the LVN survey results against the actual time spent during 

the Time and Motion Study. This lack of statistical 

significance is very surprising in that all three figures 

which graphically depict the differences would indicate 

very large discrepancies between the perceived and the 

actual time spent (Appendix H). 

In order to explain these discrepant results, the 

reader is directed to ex~mine Figure 1. Note that the two 

distributions, actual ver~us perceived, are obviously very 

different from one another in terms of the magnitude of the 

two distributions. However, notice that the form or shape 

of the two distributions ~re quite similar. Specifically, 

increases in one of the distributions is duplicated by 

increases in the other distribution. Decreases in the 
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Figure 1. Graphic display of item-by-item responses of RNa on the survey 
of those tasks con9idered imperative to be c0t11pleted by an RH. 

~- These reaponaea are compared directly to the actual a1110unt of time 
apent engaging in each task. 
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values of the points of one of the distributions are also 

seen as decreasing on the other distribution. 

Because the chi-square did not yield significant 

difference in magnitude, the chi-square test was not a 

reasonable choice. The ANOVA tests were performed. 

Direct Care 

The ANOVA for direct care was conducted on the data 

contained in Figures 1, 2, 3, ~, 5, and 6. The first 

analysis restricts itself to those tasks which were 

perceived by the subjects as must be completed by an RN. 

The analysis includes those perceptions of both RNs and 

LVNs as compared to the actual time from the Time and 

Motion Study. A very high level of statistical 

significance between the three groups (F = 159.62, 

E < .001) was found. Thus, strong support for both 

experimental hypotheses is evident. Subsequent probe 

analysis to determine exactly where the significant 

difference(s) occurred were determined through the use of 

Tukey post-hoc comparisons of means (Keppel, 1982). Here 

it was found that RNs' perceptions were significantly 

different from the actual time spent(.£.< .05, Hypothesis 

1), LVNs' perceptions also differed signiftc~ntly from 

actual time spent(£< .05, Hypothesis 2), and RNs' 
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Pigure 2, Graphic display of item-by-item responses of RRs on the survey 
of those tasks which could be completed by an LVN. 

~- These responses are compared directly to the actual afflOunt of time 
spent engaging in each task. 
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of those ta9ks which could be completed by non-nursing personnel. 

~• These responses are compared directly to the actual amount of time 
epent engaging in each task. 
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Pigyre 4, Graphic display of item-by-item responses of LVNa on the survey 
of those tasks which must be completed by an RN. 

~- These responses are compared directly to the actual amount of time 
spent engaging in each task. 
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Figure 5. Graphic display of item-by-item responses of LVNB on the s urvey 
of those tasks which could be completed by an LVN. 

~. These responses are compared directly to the actual amount of time 
spent engaging in each task. 
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Figure 6. Graphic display of item-by-item responses of LVNs on the survey 
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~• These responses are compared directly to the actual amount of time 
spent engaging in each task. 
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perceptions were significantly different from those 

reported by the particip3ting LVNs (p < .05). 
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The second ANOVA on direct care pertained to those 

tasks which could be completed by an LVN. Here, again, 

an overall statistical significance was found (I= 35.29, 

p < .001). Subsequent Tukey analysis revealed that RNs 

significantly differed from actual time spent(£< .05), 

LVNs differed from the actual times(£< .05), and RNs 

significantly differed from LVNs in their reported 

perceptions (p < .05). 

The third and final ANOVA for direct care focused on 

non-nursing personnel completing the task, and, again, 

overall statistical significance was achieved (F = 5.~1, 

p < .01). Post hoc analysis pinpointed the source which 

caused the overall significant finding. Specifically, RNs 

differed significantly in their perceptions when compared 

to actual time(£< .05); however, LVNs did not differ 

significantly from actual time spent, nor between their 

perceptions and those of the RNs. Careful examination of 

Figure 3 and Figure 6 graphically support these findings. 

Indirect Care 

The focus for the second analysis was the data 

generated for those tasks classified as indirect care. 

Figures 7, 8, 9, 10, 11, and 12 offer a graphic 
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illustration of these results on an item by item basis. 

The first ANOVA for overall significance tested for 

differences in perception and actual time spent performing 

indirect care tasks which were classified as must be 

completed by an RN. This specific analysis includes those 

perceptions of both RNs and LVNs compared against the 

actual time spent engaged in indirect care. 

The reader is directed to examine Figure 10 and Figure 

13 while interpreting the results of formal statistical 

testing. Again, there was a highly significant difference 

between perceived and actual time spent (F = 67.92, 

£ < .001). This lends strong experiment~l support for the 

hypotheses. 

Subsequent probe analysis with Tukey tests 

demonstrated a significant difference between RNs' 

perceptions versus actual time spent (p < .05). However, 

no significant difference was found between the perceptions 

of LVNs and the actual time spent performing the indirect 

care tasks(£> .05). However, there was a significant 

difference detected between RNs' perceptions and those of 

LVNs (£ < .05). 

Thus, with regards to the data depicted in Figure 7 

and Figure 10 for indirect care, statistical support was 

found for Hypothesis 1, regarding a discrepancy between 
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RNs' perceived versus actual time spent, but not for 

Hypothesis 2. No significant difference was found between 

LVNs' perceptions versus actual time spent performing 

indirect care tasks. 

The second ANOVA conducted on indirect care data was 

relevant to those tasks which were considered to be 

appropriately completed by an LVN. These distributions are 

graphically depicted in Figure 8 and Figure 11. 

The results of the overall ANOVA for this aspect of 

indirect care yielded a highly significant overall 

difference (F = 49.41, p < .001). Careful examination of 

Figure 8 and Figure 11 demonstrates why the ANOVA generated 

such a high F ratio. The differences in the magnitude of 

the discrepancy between perceived versus actual time spent 

are obvious. 

Further post-hoc comparisons with the Tukey test 

generated strong support for both experimental hypotheses 

on this aspect of indirect care. Specifically, the 

difference between RNs (i.e., perception vs. actual) was 

statistically significant(£< .05), as well as those 

differences found between LVNs (p < .05). Thus, for this 

subdivision of indirect care tasks, both Hypothesis 1 and 

Hypothesis 2 found statistical support. In addition, a 
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significant difference was detected between RNs' and LVNs' 

perceptions. 

The final overall ANOVA for indirect care was 

conducted on that data which were classified as those tasks 

which could be completed by non-nursing personnel. These 

distributions are graphically depicted in Figure 9 and 

Figure 12. As can be seen before any formal analysis, very 

little discrepancy exists between perceived versus actual. 

Here, the overall analysis yielded a small F ratio by 

comparison (F = 1.26, p > .05). Thus, no support for 

either experimental hypothesis was found within this 

subclassification for indirect care. No differences were 

found between the perception and actual time spent for RNs 

or LVNs. 

Thus, for those tasks pertaining to indirect care, 

Hypothesis 1 received statistical support for those tasks 

classified as (a) "must be completed by an RN," and (b) 

"could be completed by an LVN." However, no support was 

found on those tasks which could be completed by non

nursing personnel. With respect to Hypothesis 2, 

statistical support was obtained for only those tasks 

classified as "could be completed by an LVN." 
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General Care 

The analysis for "general care" activities proceeded 

in an identical fashion as the previous t wo components. 

The graphic represen tations of these data can be found in 

Figut"es 13, 14, 15, 16, 17, and 18. 

Ove rall ANOVA was first run on data pertaining to 

those general care tasks which were perceived as "must be 

completed by an RN." Graphically, thi s comparison is shown 

in Figure 13 and 16. 

A highly significant effect was found in this case 

(F = 43.17, p < .00 1) . Subsequent Tukey analysis revealed 

that this significant f inding was primarily due to 

discrepancies found within the RN data rather than the LVN 

data. Specifically, RNs sh owed a significant difference 

between perceptions an d actual time (E_ < .05), but this 

difference was not found in the LVN data. However, LVNs 

did differ significantly from RNs in terms of percept ions 

(p < .05 ) . 

Thus, for genet"al care, Hypothesis l was supported, 

but Hypothesis 2 was not supported regard ing those tasks 

which were classified as "must be completed by an RN. 11 

Regarding those ta sks which were classified as "could be 

completed by an LVN," the discrepanci es i n this case can be 

pictorially examined in Figure 14 and Figure 17. 
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Therefore, additional formal statistical tests were 

performed. A one-way analysis of variance (ANOVA) was 

selected as the test of choice, comparing RN-perceived, 

LVN-perceived, and actual time spent for each of the three 

types of care (direct, indirect, and general). 

ANOVA revealed a significant overall effect (F = 5.95, 

£ < .01) between perceptions and actual time spent. 

However, again it was found with Tukey analysis that this 

effect was primarily due to discrepancies within the RN 

data(£< .05). This again demonstrates support for 

Hypothesis 1, but not for Hypothesis 2. Once again, 

however, significant differences were found between the 

perceptions of RNs and the perceptions of LVNs (£ < .05). 

The final ANOVA series examined non-nursing general 

care tasks. These distributions can be found in Figure 15 

and Figure 18. A significant overall effect was obtained 

(F = 10.99, p < .01). It should be noted that only 

"indirect care" failed to achieve significance on this 

variable. 

Subsequent Tukey analysis revealed that the primary 

discrepancies responsible for this result were between RNs' 

perceptions and actual time(£< .05), ~nd between RNs 1 

perceptions and LVNs' perceptions(£< .05), but not with 

the LVN sample of responses. Thus, Hypothesis 1 again 
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receives direct statistical support, but not Hypothesis 2, 

on this particular subclassification. 

Summary of Findings 

This study consisted of 1~1 nurses in two groups, 110 

registered nurses and 31 licensed vocational nurses. 

nurses were employed at the facility from 2-15 years. 

These 

The 

subjects completed the Ideal Role Behavior Survey and 

results were compared to the Time and Motion Study. Data 

were analyzed to measure actual and perceived differences 

in the role of RNs and LVNs. 

The findings of this study indicated that there was a 

significant difference in the perceived role and the actual 

role of RNs and in the perceived role and the actual role 

of LVNs. The chi-square statistic and the ANOVA were used 

to test the hypotheses. 

In summary, Hypothesis 1 was found to be supported 

(£ < .001) across the following variables: direct care 

(must be RN, could be LVN, non-nursing); indirect care 

(must be RN, could be LVN); general care (must be RN, could 

be LVN, non-nursing). 

In contrast, Hypothesis 2, dealing with discrepancies 

within LVN perceptions and actual time spent was found to 

receive statistical support(£< .05) across the following 

variables: direct care (must be RN, could be LVN) 



(Q < .05 ) , and indirect care (must be RN, could be LVN ) 

(p < ,05). However, for the category of general care 

(Q > .05 ) , no statistical s i gnificance was found. 
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CHAPTER V 

SUMMARY OF THE STUDY 

The purpose of this study was to examine the 

difference in the perc eived role and actual role of 

registered nurses and licensed vocational nurses. This 

chapter includes a summary of the study, discussions of the 

findings, conclusions, and implications of the results. 

Finally, the chapter concludes with recommendations for 

further studies on the pe rceptions of role. 

Summa ry 

The prob lem of the study was to det ermine the 

difference between nurses' perceptions of i deal role 

behaviors and the actual role behaviors of registered 

nurses and licensed vocational nurses emplo yed in tertiary 

care settings. Two hypotheses were investigated during the 

study: 

1. There is a difference in the perceptions of ideal 

role behaviors as compared to actual role behaviors of 

registered nurses employed in a tertiary care setting. 

2. There is a difference i n the perceptions of ideal 

role behaviors as compared to actual role behaviors of 
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licensed vocational nurses employed in a tertiary care 

setting. 
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This quasi-experimental descriptive study was based on 

the conceptual framework derived from role theory. 

According to role theory an individual enacts roles 

according to his or her conception of the expectations of 

the role. Roberts (1973) asserted that role discrepancy 

results where there are different expectations for the same 

role. An instrument was developed to measure perceptions 

of a role against the actual role of nurses in a tertiary 

care setting. The instrument consisted of the demographic 

data information and a survey questionnaire. The 

independent variable, perceived role behaviors, was 

determined by the ideal role behaviors survey. The 

dependent variable, actual role behaviors, were measured 

using the Time and Motion Study Acuity Tool. Subjects in 

the experimental group(!= 141) were given the 

questionnaire and d~ta were compared with actual data 

obtained from the Van Slyck (1991c) Time and Motion Study. 

The hypotheses were tested using the ANOVA statistic 

with the Tukey test for post-hoc analysis. Statistically 

significant differences were found in the testing of 

Hypothesis 1 (£ < .001) across the three variables of 

direct, indirect, and general care. For Hypothesis 2, 
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which tested discrepancies in LVNs' perceptions, there were 

statistically significant results(£< .05) for the 

categories of direct care and indirect care. There was no 

statistical significance(£> .05) for the category of 

general care. 

Discussion of Findings 

The findings of the study indicated that there were 

significant differences across the three variables of 

direct, indirect, and general care for the RN population. 

The findings of the three variables for LVNs was 

significant except for the category of general care. 

These findings support that the RNs and the LVNs in 

this study perceived that the majority of the direct, 

indirect, and general care tasks could and should be 

performed by non-RN staff. This finding supports Biddle's 

(1986) concepts from role theory in that organizational 

roles are based on social systems that are task-oriented 

and hierarchical. 

Role conflict exists because of the complexity of the 

organization. In the present study the differences between 

perceptions of the ideal and actual could be attributed to 

the facility's policies and philosophy which do not permit 

optimal delegation of role responsibilities. Furthermore, 

RNs in the facility may not properly delegate authority 



even though they perceive that they could and should 

delegate more than they do. 
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The results of this study also concur with early 

studies of nurses' roles and task distributions. Saren and 

Straub (1970) found from analyzing RN and LVN activities 

that job activity was frequently unrelated to skill level. 

They further observed that nurses devoted more time to 

ancillary activities than to direct patient care. The 

present study also examined the perceived roles of nurses 

and findings revealed that RNs should be doing less patient 

care activities and LVNs should be doing more patient care 

activities. Saren and Straub (1970) did not examine 

nurses' perceptions in their study. 

Historically, nursing personnel have had difficulty in 

delegation of tasks. This could be attributed to the 

changes that nurses have undergone over the years. Manthey 

(1980) asserted that historically nurses practiced with a 

great degree of independence, which is very different than 

the practice in today's hospital settings. Manthey further 

asserted that roles in the hospital setting involve very 

complex problems with shared responsibility, delegation, 

and accountability. 

An example of this difficulty in delegation is 

reflected in the item analysis of direct care and indirect 
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care tasks from the Time and Motion Study and the survey in 

the present study. The administration of IVs and blood is 

the task which most RNs in this sample believe should not 

be delegated. This is also the only task with good 

agreement between actual practice and "ideal" practice. 

Therefore, the results of the present study concur with 

Manthey's (1980) findings. 

The results of the present study can be compared to 

earlier studies that reve~led how nurses actually spend 

their time. According to the Hay Group (cited in "Misuse 

of RNs Spurs Shortage," 1989), RNs spent 74% of their time 

in non-professional or support type tasks. Only 26% of an 

RN's time is spent in direct care or professional nursing 

activities, physical assessments, planning, and documenting 

patient care. Furthermore, 52% of RNs' time was shown to 

be spent in general or housekeeping duties, i.e., ordering 

supplies. 

Hendrickson et al. (1990) found that hospital nurses 

spent only 31% of their time with patients. It should be 

noted that in the present study, the RNs perceived that 40% 

of the time they should be performing psychosocial and 

physical assessments. This was the second most frequently 

identified RN 11 must . 11 The RNs actually perform about 62% 

of the psychosocial and physical assessments. This finding 
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could indicate that the RNs do not understand what 

professional nursing responsibilities include. RNs 

perceived they were spending 18% of time in direct care, 

but were actually spending 58% of their time in direct care 

activities. These results refute the 26% Hay Group (cited 

in "Misuse of RNs Spurs Shortage," 1989) and the 24% 

Misiner et al. (1987) findings on how much time is actually 

spent in direct care of patients. 

In the present study, only 10% of the RNs thought that 

patient and family teaching was predominantly an RN 

responsibility. The same percentage viewed emotional 

support as the RNs' responsibility. About 30% perceived 

that care and treatment planning were the responsibility of 

the RN. Restated, 90% of the RNs thought that patient and 

family teaching and emotional support were nonprofessional 

tasks and 70% thought that care and treatment planning were 

nonprofessional tasks. This is in direct contradiction to 

the definition of professional nursing tasks as described 

by Benner {1984). Benner included monitoring and teaching 

as essential professional nursing t~sks. The nurses in 

this sample demonstrated difficulty in understanding what 

entails professional nursing practice. 

Other professional or at least licensed tasks have 

been delegated inappropriately according to JCAHO (Kolva, 
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1990) to non-licensed personnel. This includes the 

improper delegation of narcotics/crash cart checking to 

non-nursing personnel. Five percent of this task actually 

fell to non-nursing personnel as represented in the Time 

and Motion Study. That this is an inappropriate delegation 

is not recognized by the RN population as evidenced by the 

finding that "ideally" 20% of this task should be delegated 

to non-nursing personnel. This is in direct conflict with 

the JCAH0 standards (Kolva, 1990). 

Very few RNs or LVNs indicated that the basic 

activities of daily living and the taking of vital signs 

were to be done by licensed personnel only. Therefore, 

some agreement exists that these non-professional 

activities should and could be delegated to non-licensed 

personnel. With the Time and Motion Study indicating that 

non-licensed personnel spent more than standard times in 

breaks and lunch periods, the lack of appropriate 

delegation practices unnecessarily exists in this 

organiz~tion. 

Conclusions and Implications 

Based on the findings of this study, the following 

conclusions are offered: 

1. Role discrepancy exists among RNs and LVNs in this 

study. 
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2. Registered nurses perceive they should be doing 

less direct, indirectt and general patient care activities. 

3. Licensed vocational nurses perceive they should be 

doing more direct, indirect, and general patient care 

activities. 

4. Registered nurses and licensed vocational nurses 

perceive that there should be an increase in the delegation 

of patient care activities to non-nursing personnel. 

Implications based on the study findings suggest that 

nurse administrators in tertiary care settings further 

examine case mix using non-nursing personnel and examine 

alternative methods in the delivery of patient care. In 

addition, nurses need to be educated with respect to their 

professional nursing responsibilities and performance 

standards for each level of personnel. Furthermore, the 

production of these standards raises the awareness of 

professional nurses with respect to the holistic health 

care picture and thereby restructures thinking on the 

individual level to that of true professional practice. 

Recommendations for Further Studies 

Based on the findings of this study, the following 

recommendations are made: 

1. A repeat of the study using other hospital areas 

such as critical care or maternal-child areas. 



2. A study further examining the utilization of 

non-nursing personnel for direct, indirect, and general 

care patient care activities. 

81 



REFERENCES 

Adams, C. (1988). Role expectations and role conflict 
of the Army head nurse. Nursing Management, !_2(1), 
45-50. 

Benner, P. (1984). From novice to expert. Menlo Park, 
CA: Addison-Wesley. 

Biddle, B. J. (1986). Recent developments in role theory. 
Annual Review of Sociology, _g, 67-92. 

Biddle, B. J. & Thomas, E. J. (Eds.). (1966). Role 
theory: Concepts and research. New York: John Wiley. 

Davis, K. (1982). Non-nursing functions. American 
Journal of Nursing, 28, 1857-1860. 

Fagin, C. (1989). Why the quick fix won't fix today's 
nursing shortage. Nursing Economics, 1(1), 36-40. 

Goad, S. (1980). Role conceptions among baccalaureate 
nursing graduates in team and primary nursing 
settings. Unpublished doctoral dissertation, University 
of Houston, Houston, TX. 

Goad, S., & Moir, G. (1981). Role discrepancy: 
Implementations for nursing leaders. ~~rsing 
Leadership, i(2), 23-27. 

Gilliland, M., Crane, v., & Jones, D. (1991). 
Productivity: Electronics saves steps and builds 
networks. Nursing Management, 22(7), 56-59. 

Hardy, M. E., & Conway, M. E. (Eds.). (1988). Role 
theor: Perspective for health professionals (2nd 
ed. . Norwalk, CT: Appleton & Lange. 

Hardy, M. E., & Hardy, W. L. (1988). Development of 
scientific knowledge. In M. E. Hardy & M. E. Conway 
(Eds.), Role theory: Perspective for health 
professionals (pp. 29-62). Norwalk, CT: Appleton & 
Lange. 

82 



Harrell, M. C., & Sears, L. E. (1990). Role theories. 
In A. Marriner-Tomey (Ed.), Case studies in nursin~ 
mana ement: Practice theor and research (pp. 330-
33 St. Louis: C. V. Mosby. 

Hays, W. L. (1973), Statistics for the social sciences 
(2nd ed.). New York: Holt, Rinehart, & Winston. 

Hendrickson, G., Doddato, T., & Kover, C. {1990). 
How do nurses use their time? Journal of Nursing 
Administration, 20(3), 31-37, 

83 

Kast, F. E., & Rosenzweig, J.E. (1985). Organization 
and management: A systems and contingency approach (4th 
ed.). New York: McGraw-Hill. 

Keppel, G. (1982). Design and analysis: A researcher's 
handbook (2nd ed.). Englewood Cliffs, NJ: Prentice
Hall. 

Kolva, C. D. (1990). Clinical standards of patient care 
practice and care for in atient psychiatric settings 

2nd ed .. Harrisburg, PA: Kolva Consulting. 

Kramer, M., & Schmalenberg, C. (1988). Magnet hospitals: 
Institutions of excellence. Journal of Nursing 
Administration, 18(1), 33-~0. 

Linton, R. (1947). The status-role concept. In E. P. 
Hollander & R. G. Hurst (Eds.), Classic contributions 
to social psychology (pp. 111-114). New York: Oxford 
University Press. 

Manthey, M. (1980). The practice of primary nursing. 
Boston: Blackwell Scientific Publications. 

Manthey, M. (1988). 
extender system). 

Primary practice partners (a nurse 
Nursing Management, !_2(3}, 58-59. 

Marriner-Tomey, A. (Ed.). (1990). Case studies in nursing 
management: Practice theory, and research. St. Louis: 
C. V. Mosby. 

McCall, R. B. (1980). Fundamental statistics for 
psychology (3rd ed.). New York: Harcourt, Brace, 
Jovanovich. 



McIntosh, L. (1991). The McIntosh model of patient 
classification and acuity. Annual Psychiatric Quality 
Assurance Retreat. Orlando, FL: Kolva Consulting. 

84 

McIntosh, R. W. (1990). Nursing research: Design and 
statistical analysis (unpublished manuscript). Dallas, 
TX: Baylor University Medical Center Nursing Education 
and Research Library. 

Meierhoffer, L. (1991, September). Do acuity systems 
work? American Nurse, pp. 1, 11. 

Misiner, T., Frelin, A., & Twist, P. (1987}. Sampling 
nursing time pinpoints staffing needs. Nursing and 
Health Care,~' 233-237. 

Misuse of RNs spurs shortage, says new study: Only 26% of 
time is spent in professional care. (1989). American 
Journal of Nursing, 89(9), 1223, 1231. 

Nornhold, P. (1990, January}. Ninety predictions for the 
90s. Nursing 90, pp. 35-41. 

Polit, D. F., & Hungler, B. P. (1987). Nursing research: 
Principles and methods (3rd ed.). Philadelphia: J.B. 
Lippincott. 

Roberts, F. B. (1973), Role theory. In I. W. Clements & 
F. W. Roberts (Eds.), Family health: A theoretical 
approach to nursing care (pp. 71-81). New York: Oxford 
University Press. 

Saren, M., & Straub, A. 0970). Nursing service 
effectiveness. Hospitals, J.A.H.A., 44, 45-50. 

Scalzi, C. (1988). 
nurse executives. 
18(3), 34-39 ♦ 

Role stress and coping strategies of 
Journal of Nursing Administration, 

Siegal, S. (1956). Nonparametric statistics for the 
behavioral sciences. New York: McGraw-Hill. 

Sharp, N. (1991). Health care reform: The proposal 
potpourri. Nursing Management, 22(7), 16-18. 

Taunton, R., & Otteman, D. (1986). The multiple 
dimensions of staff nurse role conception. Journal 
of Nursing Administration, ~(10), 31-37. 



Trofino, J. (1987). Shaping the environment for 
professional nursing practice. Nursing Administration 
Quarterly, !.!_(4), 11-35. 

Vanputte, A., Sovie, M., Tarcinale, M., & Stunden, J. 
(1985). Accounting for patient acuity: The nursing 
time dimension. Nursing Management, 16(10), 27-36. 

Van Slyck, A. (1991a). A systems approach to the 
management of nursing services--part I: Introduction. 
Nursing Management, 22(3), 16-19. 

Van Slyck, A. (1991b). A systems approach to the 
management of nursing services--part II: Patient 
classification system. Nursing Management, 22(4), 
23-25. 

Vay Slyck, A. (1991c). Time and motion study acuity 
tool. Dallas, TX: Author. 

Vestal, K. W. (1989). Job design: Process and product. 
Nursing Management, 20(12), 26-29. 

Walton, M. (1986). The Demming management method. New 
York: Putnam Publishing. 

Williams, R. (1986). Role theory: Living up to 
expectations. Nursing Management, 17(8), 81. 

85 



APPENDIX A 

Human Subjects Review Committee Exemption 



TEXAS WOMAN'S UNIVERSITY 
COLLEGE OF NURSI NG 

PROSPECTUS FOR THESIS/DISSERTATION/PRO FES SIO~AL PAPER 

This prospectus pToposed by: Lana S. Ralston 

and entitled: 

Role Discrepancy among Nursing Services Personnel 
in the Tertiary Care Setting 

Has been read and approved by the member of (kis/hers) 

Research Commi ttee. 

This research is (check one): 

xx Is exempt from Human Subjects Review Committee 

review because it is classified as Ca tegory I research 

due to use of pre-existing data. 

----Requires Human Subjects Review Co~mittee review 

because 

87 

---------------------------
Research Committee: 

ChaiTperson, Jw~ boa.U 
~ . /) 

Member, ~1:411 ·Y -DuA!I> 
I 

Melllber, ,&iz;,.. ..:I I @d « __. 

Date: August 1, 1991 

Dallas Campus xx Denton Campus Houston Campus 



APPENDIX B 

Agency Permission to Conduct Study 



TEXAS WOMAN•S ONIVERSITY 
COLLEGE OF NURSING 

AGKNCY PERMISSION FOR CORDUCTIRG S~UDY* -------

89 

TBE __ ,_H_u_m_a_n_a_H_o_s~p_lt_a_l_-_~M_e_d_ic_e_,I_C_ltNy_O_e_H_as ____________ _ 

GRANTS TO __ L_a_n_a_s_._R_a_ls_t_c_n __________________ _ 

• student enrolled in a program of nursing leading to a 
kaster•s Degree at Texas Woman•• University, the privilege 
of its facilities in order to study the following problem. 

Role Discrepancy Among Nursing Services Personnel In the Tertiary Care 
Setting 

The conditions mutually agreed upon are as follows: 

1. The agency (may) 6cmyxDOCV) ~e identified in the 
final report. 

2. The names of consultative or administrative personnel 
in the agency (aa,_r) (may not) ~e identified in the 
final report. Please see comments below 

3. The agency <-•s) (does not want) a conference vith 
tbe student vhen the report ~s completed. 

.. • Other: 
• The names or contractual coneultetlve agenclea may be identified: the 

names of •dmlnfetratlve pereonnel in the agency may not be Identified. 

1 - > 1 ■ 

~~t.£44~ 
Slgnature of Student 

Signatu~e of Agency Personnel 

. Su~J 6aJ2L 
Signature of Faculty Advisor 

ill.!~! !li!.i l !:,2Pies ~ ~e distri~uted: 
Original: Student, 1st copy: Agency 
2nd copy: TWU School of Nursing 



APPENDIX C 

Graduate School Permission to Conduct Study 



TEXAS WOMA?>l'S UNl\'l'.RSJn 
D{'-;lCI' OAU.\' HC'lt"ll(" 

THl CR/\Ol /\ TE !,(' HOOL 
r.O Bo, !N7". °"""'""· T~u• ;i.20...0..;., s1; t11%-l41l' 

Ms. Lana Ralston 
5938 Smoke Gl88S Trail 
Dallas, TX 75252 

Dear Ms. Ral•~on: 

October l, l!i9l 

I have receSved and approved the Prospectus for 
your research project. Best vishes to you in the 
research and writing of your project. 

dl 

cc Dr. Susan Goad 
Dr. Carolyn Cunning 

Sincerely yours, 

~£/1~ 
Leslie M. Thompson 
Dean tor Graduate Studies 
and Research 

9 1 



APPENDIX D 

Time and Motion Study Acuity Tool 

(Example from One Hospital Unit) 



93 

... 1111! ' 1a, !,/1t ,1111:•T C • • ;; s '~' • l O I .C..- OPIT-. • !CICJI. Cl h --.;[ 

•u•••£~ . ' • ~ ! . ~;, ~uoc1ans 

i IIH1 • " l[tlCI> • tnl UINJllJI Pl' 9!~ Iii!' ;i ~ J :!)(T 'S 1-(!.-, DAI:: 1!111?,w IW'.,.t fl! •!l• 

-..011IllM5--.iOMflf..'II!:!: 111!• - 6~ • IOIDIXI:'-! !€ -air::. I '11 1111 !IA¥ ., 
M>U• M>IIC Qtl/l •!1111 ~,,, , 1D1,.,_ 9111"1 l ftnjl_ .I!,, ' r~;,.,_ 

DIIIIEt"I a.· ft!M MtlDl'I 

I Vfta.SIN 171 LM m LS II'! , .. 
' MTJDIT a.,T'lrTIIIN 117 l,:R lll u, 11 •• J MTlon MIN .,. l,.M la 1,11 "' •• 4 MTUM LJICDll'TIIJI - l,ll ~1 1,17 "' !. ii 
s ..,._,..OLIMT 174 s.u Sl ... ,. 1,1:i 

' ~L/M'llal.a:!IS 4IIJ J.41 .. , 1,11 .. 1.1, 
1 -nnm * 4. ll ,,, 1.1' "' L41 

• IM• IEll01Tt• ,. , ... ... L-. lll LSI 

' IV_..,/&Jllll "., U..ll 1417 ll.6l 18 II.le 
II alSlCII D l , .. ISi 1.u ... .W! 
11 ..... •• .'N • •• ti . .. 
11 1-tl~IIIIT • •• • ,ll • •• ll .._ IC IIIMJCl• .. .JI l!!I ,If • • • 
14 mmET ,r. lllflnc.T ITMJIS 14'S , .. 111 •• 16 .JS 
~ 11110<1• llll1IJff ,,_IU iM .JI a .r, • •• 
16 --- a::J .. 111. ,r. ,r " ·" .. ,ll 1 •• I? ll!ICIITUS MT Jim ' •• I •• II . .. 
II ~ 1111.aIIC It ·" 41 •• It ·" • NTJaa u,egnfl#IPt,IBITJIII 11 ,11 • • If ' •• 

u ffffll ..... .. ,.,,_ s.:ai .. ,M s.• 41..41 

• 1£1 CM• 1111111 IIIITllltl!Sl 

JI .-VIDI "" IDT OMT 1111m Sf 1,11 • L• '" '-• 
JI OMTllli , .. &..a 11,U '2. 11 , .. Jl.ll 
D ~ llll101TIIIII .. ••• - LIi 11:1 1,51 ,. Dltll ••t'l'l ... , ... s.u Ill '-"' " -~ 
J5 mall •n LTI 111 ,... ,~ 6-ll .. ~ Clll/t1ll1IBT IIUlll5 • .,1 ' .e ' ,Ill 
J7 C:DAXiCl ft 11111 ~ .. .u Q .SI • ·" • mnJDa It GIIU IIJPT. .,. ,.u • ·" " ·" I! czw:tD.l ,r. IIWlltJ• "' ••• 117 L4i 47 .4:1 
II ~1'01'li.4 r.~ " .... QI l,l4 1' ., . 
•I ~ &IIIIIIO'I NITS , .. L. ISi 1. 1, ,. .4, .. CSIAl_,11"1 C,f_,,_ DlJJ,t. " ·" " .5! tl . l9 ., ~/Ol:IJ. 111,r. IIIJI • •• It ... l . lie 

uw, ... ,., l,l.~ S,IM n." ,.,,. ~5 



94 

.llrll: lll!tl1t ,atl£1l '. u S ! II O Y r o • .,._ ICJSP!•A.. • ID!CA. :n, ~ 

••nuu . ' ,YS • "0 f.$SOCIPT£S 

~T • " IIDUII • fJJI .-nm .,. tli!Jn • A 111:• Q)IT (I lktn ll'lrt: .,,:,,,. !,ti!. f.j1~,, 

OIU CUSS - IIVOflll& !US 11m - IS • IC/DllllDllll 

IIJCIJfflltl 
., 

""' M)(II(; I\Olllli 11111!1' IJll't 
911n JIU'III. IH!n • Tllfll. 1111n I llltA.. 

m«M.-l'llll'IIC u,cJTl!r!Wl' 

Q.D.IIJI. .. ~- - 1.11 Ml ~So! 
QJ»4I 4t •• 13 .e JI .ee 
aotmD l"-l£.Vl.1IIDI ... .et It •• .. .u 
IIEIIDR.ll~ ♦1, t.'4 m l.._ w ~If. 
a.s "' 4,1' m &.¥ ~ .ti! 
4a!TIIS ., ,211 u ,11 J .11 
DaJY11D.11118ffllflDI • ... ,. 

• • • . .. 
,-u, 1'D G'IIP IJlm.tE'T l41 , .. lit .ll ~ .... 
ITlf"ll&l'IDG'Tl .. CMlEi 9 .... • •• • •• 
CDRmaltl.lmllW. SM • ts , ... l,tl 1J ... 
CDftJeQ It Ille ar,T. 141 1 ... • • .s "' , .. 
llll'lBfT IP •tlKlffli .,. • St • .73 I •• 
m.wr1• 1M21T1!Sll:N4 a.,i "' ).19 us .17 " ... 
tlla:IIMED& ,-i t,4,t - 1.1, I?• l,!l'l 

UlV'lt.. l.17£ tl,14 &,Wt •'-• 1,Sle , ..• 
8'11JMJ:l'IITIU 14,141 , ... U .. ltll .... . .. , .. , ... 



95 

U DA'll:: lit l'!I/W PAl!{NT C-' It ST:, IP r O I .,._ GPl111L - IOll:A. tll't' -
•Hlfl£.l' •• foH ... ~ IHOClt.n:s 

~ UNIT - .., IUIQI) • tl'l 11.MlfUI!.> ar •1~ ~ ,1 IIIE~ CBIT 11 ileln' llll'II< '91!7ttl !ltll.: ftlt)/11 

3111\.0TEI ~S - 1.11111/L'tlll II 111!' - I! • !Omca:l!N[ 

;a: IIIJDll'l' lc,! 111, DA~ ll/OIIIC [IIDll'6 •tlttl 11!5,-, 
~1r ,. ~TII. tKln' " tu'lll. lt!lf"! I ~~l"-. 

DIET OIi • 'l1l 1lf MT !Off 

I ffllL I.IN - s.a - J.., .In 1.11 

I JITJ8ff fl&l!t!Tl(III II ·" ti! ,.. " 1 .... 

J ~18ff lflllBI: .. U3 ,,, ·" ,. l.f!I 

4 Mn&n Ull:DCTIIII •• u, .. J.f,,J l&l 1.ff 

s --.,..a LIIMT - J.ft 4111 s.a 11• f..11 

' llll'C>OJIDC:Ul.1'"'1101.. aJS 
,., t.11 ... , I. .. ,. UIS 

t -,...,e 0 1.r, ,-1 .. 13 1:11 S.•1 

• 11'¥1• IDlCIITl• 111 L!I 11!1 LQI n" ,1.1,'l 

t IVMWfll.D sr, s.~ -- L•t - II.II .. •HllQII l:ll ... , • •• 1 •• 
u at.,.. .,, ,&) • •• • •• 
u -.-U 11100• Ullll t •• • •• • •• 
.u 1111G It lllf!St~l1111 It •• • ·" • •• 
•• CDIT1" It &IIIIFIClltt O'llDS "' ... " ·" •• 
.15 1lll0l,tlll llllf llW'l .... lLY .. 1.15 I! .rt I •• 
" 11Fm11. m;JIIJ1115 It ,i ,. , ... .., .n 0 ·"' '1 a::oru• .,.mm It • u • •• • •• 
H la:/TmlnetlllUllllnai u ,It ! .& , .. , 
• 11GT1-. UG'rll~IOIII lJ •• • • • • • • 

UJVTII. ... ~ .. ur i.w til.4' I.iii .... u 

-lE't C.: • ,._. M lll'l'lDIT!Sl 

ll CV?1II .-tlltt Qtf!fl'D'TII ell ,. .. ..,, L• e t-a 

• Dart!• ,.,. 9'.U 
,. 17.1? "' ll.ti 

ES ,_,.. tDIClll'llllS 111 .... Ill t.71 • l,1f, 

M OElt: I IIIJTl mJIS " ·" a .rt " .JS 

15 .,., m '".,,. Ml 7.16 El l.9' .. N:PM: ~ ,_,_ l ,IJ I •• • •• 
r, mnJDEI It 111111 IIDDNI. !!I •• • . .. 47 , ... 
• mn:ma It ll'llD ID't. '3 . .,. .. 1.12 • • 71 

It D-DUa. ,C 11111'11'1• 'Ill .~ 1' • ltl • •• 
• IB:l/11:l.MllPll)-uP T¥1'$ fl .ts &! , .. • ... 
~l ._.. .,..,,.,. NITS 15 .&) 

,., ·" .. •• ... trrrAI III tr'I ~ /PIEJlllll£ BIil VI. '5 .n lf'!I I.JS ~ ... 
4.5 ~/(181( OIi "·..,. 5 ... • •• 13 .~ 

U Tlll'll. l,?2' ,1.lt i.m 41. 14 , •• 7 .n ,. 



96 

U lll'lt , 11/f'/W ••fl(IIT C •' ( I 1 LID I , 0 ' ...- CUl14'. • IUJCA. CHl 

---,11,•uo • y 41 V g • 11 e USDtl11 ! £S 

Of 11111 • If IUllll • TDC l,Mlllm) fY IHln • ~ 't'- (BIT 1" ~,r llln: f'l i lf/11 1-, ftlll/9' 

M.Jffllllm-L...,_Ojlj )J &,1 11 - IS • IQ IDIIIX'-1 Ill( -IIDl,Tilllf 1111, Dlf M>Cl116 r,011~ 1111>11' I IDII 
9CIF'T •llllll. tan tfflll. 110n I l'Cllll. 

----n.Tl(taJ1/S11"J' 

2l a.aJIJI. - l.D m t.~ "' -.11 
Sf ~ ... .21 • . ... R l . ll 
I'S ~.,._InAIIP e ,ti ti •• • •• 
~ IDDR.TIJl..--s ·~ 1.11 DI ,.u 1'7 I, t,2 

S5 -.s ffl ... 1• 1.11' a! 1 • .,, .. llllTl• 4S •• II .12 II .rz 

" _,.,,m,,,m!Ptl'TICII 17 ·" • •• ' ,II 
II -.ti. l'Q 1111D llrl'TIIDT ~ .11 SJ .a !IS 1,N .. QlffAiCI It 111111 IU!DNl. 11 ·" ID LM ., 1, 91' 

" U#WJCl It Ol'IO Bt. II .If 17 .ti I ... .. MT'81T m atM>m 11 ,If • •• • •• ., aum• 1MJJ11CM:Sa1 aan II _., 
"' ·" ~ •• 

" • a 1111m, 111 '·"' IC l,EJ .. J.-a 

U'llll'll. l,AI 1$. .. 1,116 14, 44 'IV l'-la 

-..a,anmu e,e , ... 1,111 , ... .. .. , ... 

.. Dim' "'""' 



97 

U i-il'l: 11/Z'!II. •ATill! c•n S l II Of IOI .... IGIPJtll. • GICA cm -l 

1~;oan.o • y AVS •• I\ •sSOC!ATES 

"ljlllf • 11¥ ,UICI· TN ~•:m> ti' l>tlr'! IIS 4 IU i:D"f r, 91!~ l'lATt: fti IT,. TltlJ "/ZJ/W 

~~-0/'111 loNJt - K • ID/OaJCIIIC 

mr aEll"IIII IIAr .,. NMlll6 t."1>1116 lllllff II~ 
911" I fflla. ean l'IVlil. ltlln • ffl!'-. 

IJET - • 1'0 M. NTDT 

l ¥ml.SIN ., &.n - *'-'- • 41& 
t MtIBff tll!IIT?Ol C 11.1, fll .. .,, , ,SI 
J JITIOl'I lft'SIBt 215' a.u UI. 1.15 • •• • lllll'!Bff LllDl)T !!JI Vt S.lt - t.-.t " ... 
s ....,,...,l.lltf'I ., l,51 •1 i.n • i. ... 

' ~LM'IIICla. ~ ,1 ,14 " ••• • •• 
1 ,amm 4il I.st ,,, 4.. S7 1.n 
• IIVUS IDIOIT'IN • •• • .. , • • • 
t fW...,/IUII) 1! ... 1 .u J •• 

JI .,.,oi u .u " .e • •• 
u lllOtlR " ,fl • •• • •• 
" ,-a crncJJI "'" 

.. . u II J,lJ • •• ,. mmct ,c IIIIJ'lca,('l ffiDIS • .,. • • • • • • 
is 1D011• •nen HM!L r • •• l .ti • •• 
" ~111:1--1%1115/tl'f - &.r7 St .a • •• 
&? mmtlll llTIDITS • •• • •• s ,SI 

II ~ IUNlllli ' ... • •• • •• • em1-. IUQt llll'IIMltl 11111 • .rt • •• u l,U 

Uffll.. ... ..,. IL.1:1 i,m a.~ "' &R 

-UE't C'M • nil 'Ill IIIITISfflSI 

JI a:v.iSt MTllllT ~ltlffl 41 ,,,. 
' .1, • •• • OIM'llllli 'II •• - , .. '4 ,.,1 

II a:JQlt - I.fl • •• • • • 
J1 mflll)C[lf.l.WITIIIIDICJ. • •• se .15 11 1.11 

• awDE.U. IC 111D 11111. • • •• 5 •• • • • 
J9 IDIFt:Jl)G Jt IIMl'lltll•• • •• J .12 • •• .. IIIIO/IILICl/1 lC,4 -,s HW Ji.I) 45'1 1 ... • • • 
41 .... •18'IJl'I H1"II ~ ,4111 II .» 'I{, ,.,~ .. a,nu....., "''~ IRJlPT. a, J.43 1'9 l.1!11. l .et 
~ cua&Jl11)101. OIi "· 111)111 .. .15 ' ... • . .. 

U ffll'll I.fill IU.l 1.111 11.iS 1'3 18.!'>. 

--•J'llt111:IJIIT~ 

SI D.DJCA. m U•• a; ..... ~ Ill ~, .... 



98 

Tl t 1111!9/'lf t41tUlf e • u I 1 UH ru ..- OPtlll. • IDIC.. C:m -~ 
lllt:flUD ,, -~, ... USOCllUS 

l • " IOUI • tDI ..... ID\ " "" •• Ill mn a, 1«1n •rt: "/111'111 ,_, ftiU/1t 

11~-GIWI' IIIIT - ■ • IDIDID0CIIIII: 

aml!PTIOII ..., 11T NXI• Nlllllli IGIKT 1114\' 
IMl"T • Jlrhl. IMI" • 1V'IIIL 1111" • fflll 

lla,,u, '" t.)I ISi .. ,.. I •• allSl1D ...uuJl,.111)1 Ml $.., ,,. 
"!S .. '-•' .... TK.-..ca .. ,., rr 1.1' .. •. u 

~ -si S.4' .. .... • •• WT!l9 u .H ., .u • •• DallllllDlalDffl"l91 • •• " •• • •• 1aCI. 11) lfflD UCZnlllJt ., ... • 1.M ' .11 
CIIJtaXI It YUT W.. a .,, • ... I .,1 
mR&.I ll ffiD 111'1. ' .u I •• • •• 

l47 '·" UI &..II • .,1 -Uffll.. 1,tr7 ... ., a.m fUI! - &I.is 

- --.amlUl'II.J I.Ill ... &,Ul ... - ... 



APPENDIX E 

Consultant and Agency Permission to Use 

Time and Motion Study Data 
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1a.nl llal.ata'l., RN SUpalviJlar 

Nancy carlstedt, Joan Rixan 

--t~is. Dinctar 111Rll'iJ ~ 
April 29, 1991 

Ian aTPPUJ:I) ,mi ~ ... 

RE CE IV[O 

NAY 1 ~ 1991 

a.,1 .......... . 
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Ideal Role Behaviors Survey 

A. What is your job classification? (circle one number 
only) 
1. Registered Nurse 
2. Licensed Vocational Nurse 
3. Clinical Nurse Specialist 
4. Clinical Nurse Educator 
5. Assistant Nurse Manager 
6. Charge Nurse 
7, Shift Supervisor 
8. Clinical Director 
9. Assistant Director of Nursing 

10. Associate Executive - Nursing 
11. Patient Care Attendant 
12. Health Unit Coordinator 
13, Monitor Technician 
14. Nursing Technician 
15. Seniors Advisor 
16. Audit Nurse 
17. Utilization Review Nurse 
18, Employee Health Nurse 
19, Nurse Manager 
20. Nurse Recruiter 
21. Quality Assurance Reviewer 
22. Researcher 
23, Emergency Medical Technician 
24. Certified Registered Nurse Anesthetist 
25. ORT 
26. CORT 
27. Anesthesia Technician 
28. Transporter 

B. Is your assignment in the unit? (circle one number 
only) 
1. Full-time 
2. Part-time 
3, Special full-time status 
4. Special part-time status 
5. Pool 
6. Super pool 
7. Full-time float 

C. In which division do you work: (circle one number) 
1. Nursing Administration 
2. Nursing Supervision 
3, 7N-Surgical Oncology 



4. 6S-Orthopedics 
5. 5S-Neurology 
6. 4N-Ante/Post Partum 
7, 6N-Surgical/Gynecology 
8. Neuro Intermediate Care 
9. 1 OS-Telemetry 

1 O. 7S-Oncology 
11. 11S-Pediatrics 
12. Pediatric ICU 
13, Intensive Care Unit 
14. Coronary Care Unit 
15. Progressive Care Unit 
16. 5N-Post/Ante Partum 
17, Nu!"sery 
18. Intermediate Care Nursery 
19. Neonatal ICU 
20. Neuro ICU 
21. 8S-Endrocrinology 
22. Nursing & Prenatal Education 
23. 4S-Neuro Rehab 
2~. Surgery 
25. Recovery 
26. Labor & Delivery 
27, Anesthesia 
28. Special Procedures 
29. Lithotripsy 
30. GI Lab 
31. Cardiac Rehab 
32, Cath Lab 
33, Dialysis 
34, Radiation Therapy 
35. Emergency 
36. ASC 
37, Day Surgery 
38. Admitting 
39. Personnel 
40. Quality Management 
4 1 • Sen i ors As so c i a ti on 
42. Research 
43. Utilization Review 
44. Central Supply 
45. Pharmacy 

D. How many years have you worked at Humana? 
1. Less than 6 months 
2. 6-11 months 
3, If more than 1 year, please indicate number of 

years 
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Revh\l the f o 11 oving pat 1 er, t care act 1 vi t 1 es . Ci re: le one arid only one group to 
indicate 11h0, by job category, un eom;ileu the task. 

l. 

2. 

3. 

4. 

5. 

6. 

'· 
8. 

9, 

10. 

11. 

12. 
13. 

lt.. 

15. 
16. 

17. 
18. 

19. 

20. 

24. 

25. 

26. 

27. 

211. 

29. 

31. 

32. 

33. 

34. 

35. 

36. 

37. 

VITAL SIGNS 

PATIENT Nl.1T1.ITION 

PATlINI HYGIENE 

PATIENT lDCOMOTION 

ROUNI>S/ANSVD. LlCHT 
PSYCHO/SOClAL/PHYSICAL ASSESSMFJ,"T 

PllO CE DUIU: S 

CIVING tu:OlCATIONS 

IV nu:RAl'Y/!LOOD 

ADMISSION 
l>ISCKARCE 

TRANSFER llinllN UNIT 

R.Om."DS /C PHYSICIAN 

CONTACT /C SICNIFlCANT OTHERS 

TIACHlNC PATIENT/FAMILY 

INFORMAL SOCIALIZING /C PAlIOO 

ESCORTING PATIDn'S 

CARt(IllATtu:NT Pl.ANNING 

CONTACT /C FOltME.R PATIENT 

EMOTIONAL SUl'PORT/INTEllVENTION 

ASSIST PATir.NT orr THE UNIT 

ASSlST PATIENT DUR.ING DELIVERY 

CARI TO NMORN 

ASSIST Dtm.INC SURGUY 

llCOVIRING PATIENT 

OUTPATlENT nstlNC/PROC[D'UR.ES 

UVIE\J PATIENT CHART/DATA 

CHAR.TING 

PP.IPIJU: KIDICATIONS 

CHtCK 6i WR.IT£ ORDERS 

llPOllT 

PREPARE CAR!/TU,A TtW,"T PLANS 

COHFDU:NCE /C UNIT PEllSONN£L 

Nus t Could be C■n be 
be llll llll/LVN Non·Nuning 

1·········2·············] 

l·········2···········••l 
l·········2·············3 
l·········2·············3 
l••·······2···········••l 
l••··••••·2···········••l 

l·········2····•······••l 
l••·······2··•·•········3 
1·········2·············] 
l·········2·············3 
l••·······2···········••l 
l·········2··-··········3 
l·········2···········••l 

l·•·······2···········••l 
l·········2············•l 
1·········2·············3 

l••·······2·············3 
1·········2·············l 
l·········2·············3 

l••·•••••·2···••••··•·••3 
l·········2············•l 

1·········2·············3 
1·········2············-3 
l••·······2·············3 
l·········2••·•••·······3 
l·········2••···········3 

l•····•···2·············3 
l·········2·············3 

1·········2·············3 
l••·······2···········•·l 

l·········2···········••l 
l·········2···········••l 
1·········2·············3 

1•••••••••2•··········••3 



38. CONJ"l:RENCE /COTHER DEPARTHDrr 

39. CONFER!NCE /C PHYSICIAN 

4 0. ORDD.jDE.LlVE:R/Pl CK· UP n,. YS 

41. PiEP/Jl! ASSlGNKEN"I SHEETS 

42. O!SERVE KONlTORS 

43. Ill.IN & IPTERPRIT EKG STR.IPS 

44. OBTAIN/SET UP/PREPARE EQUIPK!h'T 

45. Cl..tANUP/O\£CK ON PATIENT ROOM 

50. MEETINGS 

51. CLERICAL 

52. CU>Ji' UP 

53. ORDER/STOCK SUPPLlES/1-INEN 

5lt . PF.RSONAL TIKE/l.RI.AKS 

55. JU:Al.S 

56. IIAITINC 

57. IN•SERVICES/ORIOOATION 
58. TlKE /C snmENTS/lU,SIDDl'TS 

59. nAV£L TO OTHER IJNITSJI)EPARntENTS 

60. STAFTINC/SCMED/TIKI CAJU>S 

61. lNTERVIMNC,llllll/EVAJ.DATE 

62. CONFEllENCE /C UNIT PDSOHNEL 

63. CONFEllENCE. /C OTHER DEPAR'ffl!N'l'S 

6lt. PATIENT IED ASSIGHKENl'S 

65. CO'l.lNTING NAllCOTICS/CRASK CAP.TS 

6 7 • SUJtVE"'i 

69. FlllATtD OJT UNIT 

70. MISCEl.l..ANEOUS 

71. RECUATIONAL Ci1lOUP 

72 . CROUP TMDW'Y /PSYOIODIW1A 

73. OCCUPATIONAL THERAPY 

74. AnF.RCARE 

75. NE\I PATIENT ORIEN"IATION CROUP 

76. RELAXATION/BIOCENICS 

77. UCTURE. 

78. FAMILY CROUP 
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Must Could be Can be 
be RN RN/LVN Non•Nur,1ng 

l·········2·············3 
l·······•·2·············3 
l·········2·············3 
l·········2·············3 
l•········2·············3 
l·······•·2·············3 
l••·······2·············3 
l·········2·············3 
l••·······2·············3 
1···••••••2••••·•••••···3 
1·······•·2·············3 
1·········2·············3 
l·········2·············3 
l••·······2·············3 
l·········2·············3 
1·•••••···2·············3 

1·········2·············3 
l·········2·············3 
1········•2••···········3 
l••·······2·············3 
1····--···2·············3 
l••·······2···········-·3 
l········•2••••••·······3 
l·········2·············3 
1·········2·············3 
1·······••2·•···········3 
1·········2·············3 
1·········2·············3 
1·········2·············3 
l·······••2•••••·••••·••3 
l······•••2•·•••••••••••3 
l·········2·············3 
1·········2·············3 
l········•2····•··••••••3 
l·········2·············3 



79 . FIJ.lt AN» DlSCUSSION 

10. ASSPTIVE nAINIMC 

ll . JOI.TIUW,. TMEMJ'Y 

12. tx.ERClSI CROUP 

B3. AN CROUP / PK CR.CUP 

84 . COKHUNITY NIITINC 
85. AFFICTIVE EDUCATI ON CROUP 

16 , StlCUAl..ITY CROUP 

87. KO?IVATlON CR.CUP 

99 . MISC£1.L,\NEOUS 
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Must Could be Can b• 
be JlN IN,'LVN Non•Nun ing 

l• •·······2·· ······· ·· ··3 
l······· · ·2··· ···· ····••l 

l · ····• · ··2·· ···•··· ····3 
l·········2·······••··••J 
l ·•····· · ·2···· ·· ·······3 
l• ··· ···• •2· ·· •••······ ·3 
1·•···· •• •2•···· · · ·· •·•·3 

l········ ·2·· ·· · ········3 
l•· · •· •· ··2· · ····••• •· •·3 
1·· ······ ·2··· ·· · ·······3 
l ••··· ·· ·•2···· ····· · •··3 
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Ont-Way Analysis or Varianct (ANOVA) 
Fixtd EfftclS ModtJ with Unequal Sample Sius 

Hypotheses: 

Ho: µ, = 
H1: Not Ho: 

~lid NIii k.tppel, tta_ J. 61'5) 

Assumptions and Conditions: 

µ,: RN Surny 

µ_t: L VH S"""y 

µt: fwtullsol 
Tl"llt & MolCln 
Sluoy 

1. The subjeds in each group are randomly and independently 
aampled. 

2. The group$ are independent. 
3. The population variances for the groups are homogeneous. 
•· The population distribl.tlion of scores is normal in fonn. 

Decision Rules: 

I: Dlttet Cart 

Given: • c .05 significance level, with df 1: 2, 62 

I: lndirec:t Cart 

tt Fob• c 3.15, then do 110trtjtet Ho. 
tt f 0111 ► c 3.15, then rtjtcr Ho. 

Given: - s .05 significance level, with df = 2. 37 

l: General Care 

H Fot>a c 3.23, then do norrtjut Ho. 
If Fob• ► 1: 3.23. then njta Ho. 

Given: • • .05 significance level, with df ic 2. 43 

If Fob• c 3.23, thtn do not rtjtet Ho. 
tf Foo• ,. • 3.23, then njut Ho. 
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One-Way Analysis orVarianC"t (ANOVA) 
Fixed Efl'ecu Modtt with Untqual Sample Sius 

{Ad.tplld troffi k.tS)ptl, 1112, p . .S-1:ZS) 

Test Statistic; E 

ANOVA Summary Table 

Source df ss MS 
Between Groups k-1 ss&,elWHn ~~-. --

k·1 

~!::: .. ~L•-Within Groups N-k $$wilhin 
N-k 

Total N • 1 SS10tal 

11 5 

F 
MS betwHn 

MS wilh,n 
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ANOVA Summary Table: Direct Care/Must be RN: Test for Significance 

Source df ss MS F 
Between Groups 2 2.91 1.46 159.62 
Within Groups 63 1.23 0.01 

Total 65 4.14 

Decision: Rejecr Ho 

ANO VA Summary Table: Direct Care/Could Be a LVN: Test for Significance 

Source df ss MS F 
Between Groups 2 1.80 0.90 

35.29 
Within Groups 63 3.45 0.03 

Total 65 5.25 

Decisfon: R~jw Ho 
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ANOVA Summary Table: Direct Care/Non-Nursing: Significance Test 

Source df ss MS F 
Between Groups 2 0.40 0.20 5.41 
Within Groups 63 5.00 0.04 

Total 65 5.40 

Dedsion: Rtjtcz Ho 

ANOVA Summary Table: Indirect Care/MuS1 Be RN: Significance Test 

Source df ss MS F 
Between Groups 2 1.63 0.81 

67.92 
Within Groups 37 1.62 0.01 

Total 39 3.25 

Decision: Rtjtct Ho 
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ANOVA Summary Table: Indirect Care/Could be LVN: Significance Tes1 

Source df ss MS F 
Between Groups 2 1.40 0.70 

49.41 
Wi1hin Groups 37 1.91 0.01 

Total 39 3.30 

Decision: Rejtct Ho 

ANOVA Summary Table: Indirect Care/Non-Nursing : Significance Test 

Source df ss MS F 
Between Groups 2 0.05 0.02 

1.26 
Within Groups 37 2.55 0.02 

Total 39 2.59 

Decision: CGMDt Rejw Ho 
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ANOVA Summary Table: General Care/Must be a RN: Significance Test 

Source df ss MS F 
Between Groups 2 1.51 0.76 

43.17 
Within Groups 43 2.36 0.02 

Total 45 3.87 

Derision: R~j,c, Ho 

ANOVA Summary Table: Indirect Cata/Could be a LVN: Significance Test 

Source df ss MS F 
Between Groups 2 0.15 0.08 

5.95 
Within Groups 43 1.74 0.01 

Total 45 1.89 

DecisiOf'I: R~ject Ho 
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ANOVA Summary Table: Gen•ral care/Non-Nursing: Significance Test 

Source df ss MS F 
Between Groups 2 0.70 0.35 

10.99 
Wrthin Groups 43 4.31 0.03 

Total 45 5.01 

Decision: Reject Ho 



APPENDIX J 

The Tukey Test Statistical Analysis 



Post-hoc Comparuons BltVttn PaiB of Means 

THE TlJKEY TEST 

Rationale & Procedure: 

1. The Tukey test la to be used •ubsequent to obtaining • ttgnlflcant F-ratlo. 

2. tt•s purpose t& to pinpoint exactly where (I.e. betwHn what groups) the 
algnltlcant effect Is located. 

3. It control, for the oc FW error rate for the entirt set or comparisons. It is more 
powerful for sucb painrut comparisons than the Scheff'e' test. 

4. Tbt mirumwn palrwia' diff'erenct betwttn me.ans must bt computed in order to 
determine what dilftrtr.ct value must be achieved in order lo be lienUicant. 

122 

!. Tbe tormuJa used &o determine tbls minimum dirrertnct between means is 11vm below: 

qT ✓WW 
✓.;-
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Summary: Tukey Post-hoc Analysis 

Group ::omponen Mean Specific Comparison Significance 
Score Level 

Musi 0.00 RN Perceiveef \'I RN Actual p < o.os • 
Oirtct be. 0.00 L VN Perceived \'5 L VN Actual p > 0.05 
Care RN 

0.00 ~ Percelvtd vs L VN Perceived , < 0.05 • 
or 

lndired Could o.oo 0.00 0.00 p < 0.05 • 

Cart be a 0.00 0.00 0.00 , > 0.05 LVN 
or 0.00 0.00 0.00 p < 0.05 • 

General 0.00 0.00 o.oo , > 0.05 
care Non 0.00 o.oo 0.00 p > 0.05 

Nursin& 
0.00 0.00 0.00 p > 0.05 

• IN,wt,s Statistical Siglliflcaact 
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Summary: Tukey Post-hoc Analysis 

Group Component Mean Dlfferen~ Critical Difference Significance 
Scol'I score Score: aT Level 

Must 0.56 0.40 O.o7 , < 0.05 • 
be • 0.16 0.10 0.07 , < 0.05 • 
RN 0.06 0.50 0.07 , < 0.05 • 

Dired Could O.l6 O.ll 0.13 , < 0.05 • 
C.r..- be • 0.47 0.21 0.13 , < 0.05 • 

LVN 0.68 0.41 0.13 , < 0,05 • 

0.18 0.19 0.15 , < 0.05 • 
Non-Nursing 0.37 0.11 0.15 p > 0.05 

0.26 0.08 0.15 p > 0.05 

• Ihnolts SUJlist.ical Si1nif.e01tct 
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Summary: Tukey Post-hoc Analysis 

Group :Omponen Mean Difference Crltlcal Difference Significance 
Scort Score Score: tir Level 

Must 0.6! 0.40 0.095 , < 0.05 • 
be-1 O.l5 0.06 0.095 , > 0.05 RN 

0.19 0.46 0.095 , < 0.05 • 

Indirect Could O.ll 0.31 0.095 p < o.os • 
ea~ be- • 0.53 0.13 0.095 , < o.os • LVN 

0.66 0.45 0.095 , C 0,05 • 

0.1' 0.08 0.14 , > 0.05 
Non 0.22 0.07 0.14 , > o.os Nunln1: 

O.lS 0.01 0.14 , > 0.05 

• IH""tt:s SlaliJticol Silnifi&ancr 
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Summary: Tukey Post-hoc Analysis 

Group :omponen u .. n Dlfftrtnc. Crftlctl Difference Slgnlflc:anct Scott Score ScoN: aT Levet 

Musi 0.61 0.14 0.13 1 < 0.05 • 
be • 0.27 0.09 C>.13 , > o.os RN 

0.18 0.43 0.13 , < o.os • 

General Could 0.16 0.11 0.09 1 < 0.05 • 
Cart 

.,._.. 
0.21 0.03 0.09 p > 0.05 LVN 
0.30 0.14 0.09 1 < 0.05 • 

0.23 0.23 0.16 , < o.o.s • 
Non 0.46 0.06 0.16 , > o.os Nurslna 

0.52 0.29 0.16 , < o.os • 

• Dt11Dw1 Sloli1tical Si111(/icanc, 




