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CHAPTER I
INTRODUCTION
A spectre is haunting nursing—the spectre
of failure which feeds on a fear of falling
short of professional goals and public expectations, the size of new challenges and the speed
with which they occur, the expectations of prompt
and high quality care, and the chronic shortage
of personnel are well-founded reasons for this
fear . . . the shortage of nursing personnel has
assumed crisis proportions in a society that is
technically developed, relatively affluent, and
generally rational in its administrative process
(Olson, 1963, p. 1491).
This statement vividly emphasizes the well publicized fact that many areas of the nation are faced with
a seriously inadequate supply of qualified nursing personnel
A 1967 United States Department of Labor study estimated
that an additional 390,000 registered nurses, 290,000
vocational/practical nurses, and 700,000 nurses' aides,
orderlies, and attendants must be made available between
1966 and 1975 to maintain health care comparable to
existing standards.
Based on the number of nursing student graduations
projected by the Surgeon General's Consultant Group
(United States Department of Health, Education and Welfare,
1966) , the nation as a whole will not be able to support
these anticipated requiremants, let alone raise the level
to meet the standards recommended by that group.

Thus,

our nation is faced with the disturbing possibility of

having to compromise the level of medical care available
to the public in the foreseeable future.
Current approaches to alleviating the shortage
of qualified nursing personnel center primarily around
(a) an increase in the number of training programs
available, and (b) larger enrollment per program (National
League for Nursing, 1956).

In other words, our orientation

is currently directed toward increasing the supply of
trained nurses.

However, even with such an emphasis, it

is unlikely that supply will be able to match demand at
all levels of care for many years, particularly in the
South (Flitter, 1968).

Therefore, it is imperative that

immediate steps be taken to increase productivity, as
well as the number, of trained nursing personnel.
Unfortunately, at this point, relatively little
has been done to identify and explore the many potentially
important variables relevant to increasing the human factor
of the productivity equation.

This research attempted to

establish a preliminary conceptual framework based on role
theory, which then formed the foundation for investigating
several psycho-social and demographic variables that were
perceived to be particularly relevant to the effective
utilization of nursing personnel, specifically, licensed
vocational nurses.

Statement of the Problem
As a result of the continuing shortage of health
care related personnel, particularly at the higher skill
levels, the role of the vocational/practical nurse is
gaining substantial importance relative to the total health
care system in the United States.

The shift of patient

care responsibility is likely to continue as registered
nurses are forced to turn more to administratively
oriented duties and the increasingly available vocational/
practical nurse (both absolutely and relative to registered
nurses) assumes a larger share of the actual patient care
(Barron, 1960).
The American Nurses' Association notes this trend,
and in a position paper on educational preparation
identifies an associated problem of no small consequence:
Practical (vocational) nurses . . . more often
than not, are expected to carry job responsibilities
beyond those for which they are educated. The job
demands made on them are those which more nearly
approach those for which the registered nurse is
educated. Increasingly, more complex activities
have been delegated to practical (vocational)
nurses and, increasingly, their pre-service
preparation has become more complex, requiring
a higher level of ability (American Nurses'
Association, 1965, p. 15).
This trend is especially significant in Texas
where statewide projected needs for licensed vocational
nurses (LVNs) will be met in 1971, while a deficit of
over 3,000 registered nurses (RNs) is anticipated for the

same year (Texas Health Careers Program, 1970).

In spite

of the overall availability of LVNs in the state, a
critical shortage still exists in many rural areas unable
to attract sufficient personnel—either RN or LVN (Texas
Health Careers Program, 1970).

Thus, the LVN will be

forced to assume an even greater share of the patient care
than she is now, with no appreciable advance in educational
preparation.
A compounding factor is the work environment that
nursing—both RN and LVN—must operate within.

The

hospital is changing to reflect the need for economy and
efficiency, i.e., evidencing a shift in power from medical
to administrative staffs (Perrow, 1965).

This change has

led to an increase in formal structure, rules, regulation,
and as far as the nurse is concerned, worst of all,
specialization.

Such a bureaucratic orientation is com-

pletely foreign to the traditional "total patient care"
concept held sacred for decades of nursing (Graves, 1971).
As a result, two associated problems are of increasing
concern to the practicing LVN;

(a) assuming levels of

care for which one is relatively unqualified by training
and/or experience, and (b) working in what may be perceived as a suddenly non-supportive environment.
It would seem likely that such changes could be
particularly significant for an LVN, who by definition is
used to being both restricted and supported in her duties
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(National League for Nursing, 1965).

Therefore, since

the potential ramifications of these developments directly
concern persons involved regularly with the health and
overall well-being of patients, it appears to be especially
urgent that an attempt be made to ascertain exactly what
effect they might have on the performance and capabilities
of the practicing LVN.

The answer to this and related

questions could conceivably have considerable bearing on
the appropriate future training and utilization of health
care personnel, particularly registered nurses and

LVN/LPNS,

Obiectives and Justification
The primary objective of the study was to conceptualize the role of the licensed vocational nurse in
terms of the rapidly changing health care environment;
this includes consideration of both historical and current
perspectives as well as some extrapolation of future
trends.

The model formulated served as a theoretical

background for the investigation of a number of specific
variables.
A secondary objective of the study was to explore
the relationship between several variables perceived to
be important to the effectiveness of vocational nurses
in a v7ork setting.

The particular variables investigated

were selected based on experience obtained by the writer

through a prior study of LVN training programs and an
examination of the available literature.
The following variables have been identified for
consideration in this study:
Independent Variables
normative role orientation
bureaucratic conception
service conception
need-for-clarity
demographic
type of facility
size of facility
size of community
ethnic origin
Dependent Variables
job satisfaction
job turnover
job tenure
propensity-to-leave the job
job-related tension
Through an investigation of these variables, the study
attempted to answer the following questions:
1.

How do licensed vocational nurses conceive

their role; i.e., to what extent do they normatively
identify with a bureaucratic versus a service conception
of this role?

2.

To what extent are a licensed vocational

nurse's job satisfaction, job turnover (tenure and
propensity-to-leave), and job-related tension associated
with whether she conceives her role in bureaucratic or
service terms?
3.

To what extent are a licensed vocational

nurse's job satisfaction, job turnover (tenure and
propensity-to-leave), and job-related tension associated
with her need-for-clarity?
4.

To what extent are a licensed vocational

nurse's job satisfaction, job turnover (tenure and
propensity-to-leave), and job-related tension associated
with selected demographic variables, i.e., type of facility,
size of facility, size of community, and ethnic origin?
Finally, the study represented an attempt to
establish a beginning base of knowledge relative to an
important and increasingly available resource to the
health care field—vocational nurses.
Although a number of the variables noted above
have been investigated in an industrial setting, some
extensively, e.g., job satisfaction, very little research
has been published which can be directly applied in a
health care context, particularly to vocational nursing.
At the same time, the growing shortage of trained health
care personnel has put increasing pressure on those in
the field to more effectively utilize existing resources.
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As a result, there is a real need for more information
concerning manpower utilization and effectiveness in this
field.
The study of vocational nursing appears to be
particularly relevant to this crucial need for information
since by virtue of their relatively short training period
(approximately one year), vocational nurses represent a
more immediate source of manpower than either registered
nurses (two to four years) or doctors (extended training
period).
It is intended that the results of this study
will provide health care officials and administrators
(both in-service and in-training) information which will
lead to improvement in the training and utilization of
licensed vocational nurses, with particular regard to
increasing job satisfaction and reducing turnover.
This study tests and attempts to draw conclusions
from the following generalized null hypotheses:
1.

No significant distinction exists between

bureaucratic and service orientations in the normative
role conception held by vocational nurses licensed in
Texas.
2.

No significant relationship exists between

the job satisfaction, job turn^ver (tenure and propensityto-leave), and job-related tension of vocational nurses

licensed in Texas and whether they conceive their normative
role in bureaucratic or service terms.
3.

No significant relationship exists between

the job satisfaction, job turnover (tenure and propensityto-leave), and job-related tension of vocational nurses
licensed in Texas and their need-for-clarity.
4.

No significant relationship exists between

the job satisfaction, job turnover (tenure and propensityto-leave), and job-related tension of vocational nurses
licensed in Texas and selected demographic variables,
i.e., type of facility, size of facility, size of community,
and ethnic origin.
Scope and Limitations
This study was generally concerned with the
reaction of licensed vocational nurses to the changing
work environment, principally within the hospital setting.
More specifically, it was designed to encompass the
exploration of a limited number of psycho-social and
demographic variables.

As with any research effort, the

scope was necessarily restricted due to the constraints
of acceptable research practice.

The particular variables

selected for study were determined, through a review of
the literature, to be central to the vocational nurse's
role.
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The study itself, although limited to a universe
of LVNs licensed by the state of Texas, should have a
much wider general applicability.

Several reasons are

advanced for this assertion:
1.

LVN, a title used exclusively by Texas and

California, designates essentially the same job title as
the Licensed Practical Nurse title used by the other
forty-eight states.

Each state follows approximately the

same general requirements as specified by the National
League for Nursing (1970), which equates the two terms
synonymously.

These requirements include use of sub-

stantively equivalent entrance and periodic progress
evaluation tests.
2.
whereby

A number of states have reciprocal agreements

LVN/LPNS

licensed in one state may be recognized

and licensed in another state with no additional training
required.
3.

Some national research, most notably that of

the National League for Nursing, suggests that the group
of

taken as a whole is relatively homogeneous

LVN/LPNS

in nature, at least within broad regional patterns (see
for example:

Knopf, Tate, and Patrylow, 1970; and

Tate and Knopf, 1959).
4.

This research itself provides information

regarding homogeneity within the sample for selected
psycho-social and demographic variables.
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Thus, on the one hand, since the entire universe
of Texas LVNs was sampled, the findings should be generally
applicable to that population.

At the same time, it was

anticipated that, based on the points noted above, the
findings should be at least indicative of major relationships to be found within the larger national

LVN/LPN

population.
It should be noted that this research effort was
limited, as are all research projects, to a restricted
number of variables, primarily due to the limits of
manageability.

A compounding factor arises by virtue of

the fact that every research study is affected to a certain
extent by the methodology employed, particularly the type
of instrument utilized.

Thus, this research was necessarily

subject to the widely discussed advantages and disadvantages
of the mail questionnaire, e.g., rigidity, misunderstanding,
rate of return, et cetera (see for example:

Miller, 1970,

pp. 75-77; and Selltiz, Jahoda, Deutsch, and Cook, 1959,
pp. 238-43).

As a result, any findings must be interpreted

carefully to avoid overgeneralization of potentially nonrepresentative data.
Research Design
The research technique employed for this study
was a combination of secondary literature search and
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statistical analysis of primary data obtained through a
mail questionnaire.
Universe and Sample Population
The primary universe for this study was all vocational nurses licensed by the state of Texas for the year
1971, as defined by the published list of registrants.
The universe consisted of 39,100 LVNs, of which approximately
two and one-half per cent or 1,000 were randomly sampled
by mail questionnaire.
A secondary universe for the study was considered
to be all
States.

LVN/LPNS

licensed to practice in the United

This population was not explicitly defined and

served primiarily as a reference group in developing the
study and interpreting the findings.
Instrument
The instrument was a mail questionnaire designed
to elicit information regarding the role of licensed
vocational nurses, as related to the variables previously
identified for study.
The questionnaire relied primarily on closedanswer check questions and Likert-type scales.

Scales

relevant to the psycho-social variables were adapted in
part from scales used in two previous studies:
"Satisfaction Index," "Tension Index," "Need-for-Clarity
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Index," and "Propensity-to-Leave" (Lyons, 1971) and
"Bureaucratic Role Conception" and "Service Role Conception"
(Corwin, 1960).

These particular measures were selected

for three principle reasons:

(a) they were developed and

used to investigate the specific variables of concern in
this study, (b) they were designed and used to sample
nursing-related populations, i.e., nursing students,
practitioners and supervisors, and (c) they were pretested
and used with generally significant levels of measured
results (see Lyons, 1971; and Corwin, 1960).

These

measures, then, have previously demonstrated both their
applicability and usefulness in measuring the desired
variables for a nursing group.

The further extension of

their use to an LVN population broadened their scope and
served as further validation of the scales.
The complete instrument was pretested to the
extent of administering it to a group of twenty-nine
student LVNs who have had some hospital experience.

It

was recognized that the pretest was not entirely acceptable for establishing the validity of the instrument due
to the different group used for the pretest.

However,

since the scales have been used previously on nursing
populations, basic scale validity was assumed, supported
by face validity.

In addition, with the pretest and

actual research populations both consisting of vocational
nurses (licensed and in training) and the fact that the
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trainees have had some hospital experience, it appeared
reasonable to conclude that this type of pretest was not
entirely invalid for content.

Even though the results of

the pretest can only be termed "indicative" of potential
study results, it was still useful to establish the
mechanical acceptability of the instrument, i.e., format
readability, ease of understanding, et cetera.
The pretest was administered in a group situation
at the normal classroom training site.

This provided the

advantage that immediate and personal feedback was obtained
by the researcher through the instructor.

A pretest

providing this type of feedback, even though not a replication of the actual sampling procedure, is not only acceptable, but considered highly desirable by some respected
researchers (see for example:
and Cook, 1959, pp. 550-51).

Selltiz, Jahoda, Deutsch,
The final instrument was

administered by mail to a sample of 1,000 vocational
nurses licensed to practice in Texas.
Analysis and Interpretation
Standard statistical tests were employed, using
the data obtained, to assess the degree of variable interaction.

The primary test was a chi-square analysis with

other analysis conducted as deemed necessary to explore
indicated relationships.

Appropriate interpretations were

suggested and their implications discussed.
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Plan of the Study
Chapter I served to introduce the study and
included a statement of the problem, objectives of the
study, preliminary formulation of the research hypotheses,
and a brief overview of the methodology and plan for the
study.
The Vocational Nursing role and its functions,
history, and trends were developed in Chapter II. This
discussion explored the changing nature of the vocational
nurse's role and the effect these changes have had on
her conception of the role.

The model thus formulated

served as a conceptual frame of reference for the further
investigation of selected demiographic and psycho-social
variables.
Chapter III explored the research variables through
the literature and related them to the conceptual model
of the vocational nurse's role developed in the preceding
chapter.
Chapter IV discussed research design, hypotheses
and.analysis, subjects, procedure, and data treatment in
detail.

Also included in this chapter was a discussion

of the instruments and justification for their use in the
study.
The findings and interpretations of the results
were presented in Chapter V.

Chapter VI concluded the
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report with a summary of the study and findings, and
suggestions for further research.

í
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CHAPTER II
THE VOCATIONAL NURSE ROLE
Organizations, be they large or small, depend upon
one fundamental process—the interaction of people.

This

basic premise, which holds the key to both success and
failure for all organizations, has significant ramifications for those that would try to influence organizational
behavior.

However, before one can begin to effectively

identify and cope with the problems resulting from this
interaction, he must first establish a basic, unifying
perspective to enable him to integrate the diverse material
to be explored.

It is the purpose of this section to

develop such a perspective.
It is important to note at the outset that although
this study is concerned with people, they are not individuals
in isolation.

Rather, they are participants in context;

that is, they are members of organizations and groups
within organizations, performing specified tasks and
fulfilling specified functions.

Thus, one must contend

with the sociological aspects of group behavior as well
as the psychological makeup of each person in the group.
This dual orientation is especially significant in
view of the dynamic, open-system nature of most organizations.

As a consequence, the organization must be at
17
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least minimally responsive to environmental influences
since it depends on the environment to provide input and
absorb output, both necessary to maintain its dynamic
state.

The success or failure of each organization is

"...

anchored in the attitudes, perceptions, beliefs,

motivations, habits, and expectations of human beings"
(Katz and Kahn, 1966, p. 33), most of whom represent not
only the organization but also the environment.
The question becomes one of locating each individual
in the organization, identifying his sphere of activities,
and then motivating him to fulfill the demands placed upon
him by the organization.

This process obviously is not

a static condition, but must be dynamic in its recognition
of the individuals involved and their changing commitments
as they move closer to (or away from) the central sphere
of organizational activity.

The fundamental concept used

in placing the organizational participants in this interrelated pattern of activities and behavior is that of
role.

The use of role theory permits the analysis to be

developed from a number of perspectives yet provides the
structure to meaningfully integrate their presentation.
Role Theory
The concept of role is just now beginning to
fulfill its promise as a research tool.

Even though

Biddle and Thomas trace the precursors of role theory as
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far back as Durkheim, Binet, and Cooley in the early
1900's, it was not until the 1930's that much serious
attention was given to the idea by such writers as Allport,
Mead, Moreno, and Linton (1966, pp. 4-9).
Since those early formulations role theory has
become widely used in several fields including psychology,
sociology, anthropology and, more recently, organizational
theory and behavior (Sarbin and Allen, 1968, p. 488).
Biddle and Thomas were able to identify approximately
1,500 " . . . published theoretical and empirical contributions to the role literature" from their review of nearly
250 journals and other sources from both the United
States and elsewhere (1955, pp. 383-429).
However, there are those, including Levinson, that
feel quantity does not necessarily imply quality:
" . . . while the promise has seemed great, the fulfillment has thus far been relatively small.

The concept of

role remains one of the most overworked and underdeveloped
in the social sciences" (1959, p. 170); this is caused,
at least partly, by its relative immaturity as a concept
and the tendency for users to avoid careful definition in
usage.

Neiman and Hughes, in reviewing over eighty

articles using role theory, concluded that role theory:
. . . is at present still rather vague, nebulous,
and nondefinitive. Frequently in the literature,
the concept is used without any attempt on the
part of the writer to define or delimit the
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concept, the assumption being that both writer
and reader will achieve an immediate compatible
consensus . . . " (1951, p. 149)
However, recent usage, including the landmark
studies of Gross, Mason, and McEachern (1958), and Kahn,
et al. (1954), has given increasing credibility to role
theory as a research vehicle.
the transition nicely:

Biddle and Thomas sum up

"During its relatively brief

history, the language of role has grown from vague to
more precise ideas, and from concept to operational
indicator" (1955, p. 8 ) . Building on this increasing
conceptual maturity, it would seem particularly appropriate
at this point to define a working vocabulary, thus
minimizing the earlier criticism voiced by Neiman and
Hughes (1951).
The initial role concept to be used in locating
an individual in the organization is office.

Essentially,

office represents a particular point in the fabric of
interrelated points making up an organization.

Katz and

Kahn (1965, p. 174) liken it to a single knot in a fishnet,
such that each knot represents a specific office and the
connecting threads, functional relationships.

Thus, when

any one knot (office) is identified, the various offices
directly associated with it can readily be located.
Associated with each office is a set of prescribed
activities.

These activities or behavior constitute the

role to be performed by the holder (occupant) of that
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particular office (Katz and Kahn, 1966, p. 173). Each of
these prescribed activities is likewise interrelated with
the activities of the offices directly associated with
it.

Such a group of overlapping offices and roles is

called a role set and represents what might be termed a
sphere of influence.

However, since these spheres are

not mutually exclusive, the membership and degree of
influence vary over time with changes in work flow,
technology, and the authority structure of the organization (Kahn, et al., 1964, p. 14). It is important to note
that others outside the organization may also be included
in the role set for a given office, e.g., close friends,
peers, clients, suppliers, et cetera, " . . . none of
whom is a member of the organization but each of whom
may influence his (the officeholder's) behavior on the
job" (Kahn, et^ aj^., 1964, p. 14). Each role, then, serves
as an epicenter in a meshing net of influences, subject
to the changing dynamics of the organization and the
individuals making up the relevant role set.
The exact nature of role is somewhat difficult
to specify and varies substantially according to the
particular user and his argument at a given time (Levinson,
1959; and Neiman and Hughes, 1951).

However, the majority

of definitions, both formal and those defined by usage,
can be grouped into three distinct clusters.
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Gross, Mason, and McEachern suggest that most
definitions and usages treat role as either "(a) normative
culture patterns, (b) an individual's definition of his
situation with reference to his and others' social
position, or (c) the behavior of actors occupying social
positions" (1958, pp. 11-14).

The first category suggests

that a given role is primarily the result of forces
operating externally; the second implies internal pressures
on the individual; while the third group looks primarily
to the actions of the person involved.
Levinson follows this same basic division but
goes one step further when he suggests that role is not
a "unitary concept," even though it is frequently used
in different ways to describe the same phenomenon.

He

goes on to identify " . . . three specific senses in
which the term 'role' has been used, explicitlyor
implicitly . . . "

(1959, pp. 172-73); which closely

parallel the formulation of Gross, Mason, and McEachern
noted above.

He says that role may be defined as:

a. . . . the structurally Qiven demands (norms,
expectations, taboos, responsibilities, and the
like) associated with a given social position.
Role is, in this sense, something outside the
given individual, a set of pressures and facilitations that channel, guide, impade, support
his functioning in the organization.
b. . . . the member's orientation or conception
of the part he is to play in the organization.
It is so to say, his inner definition of what
someone in his social position is supposed to
think and do about it.
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c. . . . the actions of the individual members—
actions seen in terms of their relevance for the
social structure (that is, seen in relation to
the prevailing norms). In this sense, role
refers to the ways in which members of a position
act (with or without conscious intention) in_
accord with or in violation of a qiven set of
orqanizational norms (1959, p. 172).
Levinson goes on to build a strong case for the use of
these separate categories of role influences, although
he fails to develop a suitable operational scheme from a
managerial perspective.
Scott, building on the work of Levinson, postulates
three distinct role "dimensions," i.e., "deterministic,"
"particularistic," and "interactional" (1957, pp. 192-99).
These dimensions are similar to both the Gross, Mason,
and McEachern (1958) and Levinson (1959) conceptions.
However, Scott's dimensions are somewhat unique as he
attempts to operationalize them in terms of effective
administrative behavior.

The deterministic dimension

represents the structural component representing both the
structure of the organization and the individuals making
up the structure, primarily a result of the organizational
configuration.

The particularistic dimension represents

the individual's conception of his role and the various
prescriptions and proscriptions he associates with the
role.

The interactional dimension represents the merger

of the other two dimensions as they result in some role
behavior (Scott, 1957, pp. 193-94).
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The last dimension also serves as what might be
termed an "action dimension" in the sense that he views
it as the result of interaction between the organization,
small groups, and the individual.

The on-going influences

thus generated serve to modify the role expectations (or
conceptions) of all those involved.

Scott goes on to

suggest that knowledge of this "topology" would help an
administrator identify effective action influence-points
in the organization (1967, pp. 195-99).
For purposes of this research, the distinction
between the three basic dimensions of role is retained
to facilitate the exploration of specific role influences.
Such a distinction would seem particularly valuable in
this instance since the research deals with an increasingly
institutionalized setting (the hospital), a strong value
system steeped in tradition and reinforced by schooling,
and the resulting individualized reaction to interaction
between the two.

Thus, in a sense, each of these major

facets of the investigation somewhat parallels a corresponding role dimension.
The following discussion identifies a number of
key role-related concepts which are essential to developing the balance of the research argument.

These definitions,

while not exact and subject to individual interpretation
through usage, are nonetheless sufficient to serve as a
working vocabulary.
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Role Expectations—Each member of the relevant
role set maintains a certain group of preconceptions,
relative to the role in question (Kahn, 1954, pp. 14-15).
These notions may include any manner of formally and
informally derived prescriptions and proscriptions.
Additionally, there is every reason to anticipate that
these "expectations" will be oriented to favor the holder's
role needs.

And since by definition the role of each

role set member is highly interrelated, these expectations
may be rather strongly held.
In addition to these pre- and proscriptive expectations, Sarbin and Allen suggest a third aspect:

"Not

only is the occupant of a position expected to perform
certain acts and not others; he is also expected to perform
actions in specified ways—that is, a qualitative component
is included" (1958, p. 493). They also point out that
"...

several general sets of expectations are usually

superimposed on the specific expectations associated
with the enactment of any role" (1958, p. 498).
Role expectations, then, represent the ideas and
feelings, to a large degree subjective, of each member of
the role set as to the appropriate conduct of each specific
role in the set.

And due to the highly subjective nature

of role expectations, they are clearly fertile grounds
for misunderstanding and misinterpretation.
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Sent Role—Since role expectations exist only in
the minds of role set members, it is necessary to introduce
the concept of "sent role" (Kahn, 1964, p. 15). The sent
role represents the communicated role expectations,
expressed both overtly and covertly (Biddle and Thomas,
1966, p. 31), which have been directed at the occupant
of a specific office.

Following the terminology of

Rommetveit (1954), the "role sender" (role set member)
communicates the sent role (expectations) to the "focal
person" (individual whose role or office is under consideration) for implementation (Katz and Kahn, 1965, p. 175).
These communications, actually attempts to exert influence,
considered collectively for the role set constitute the
organization's primary representation of itself to the
focal person.

In this context, then, to a certain extent

the sent role represents the deterministic component of
role suggested by Scott and as such serves to delineate
parameters of behavior acceptable to the organization.
Received Role—Each individual tends to view the
organization in terms of his own perspective; thus, his
perception of the sent role may be significantly different
from the intended interpretations.

As a result, it is

clear that for each person in an organization there
exists, for the most part, both sent and received roles—
the received role consisting of the perceived role
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expectations of the role senders.

And, as Katz and Kahn

point out, the degree to which:
. . . the received role corresponds to the sent
role is an empirical question for each focal
person and set of role senders, and will depend
upon properties of the senders, the focal
person, the substantive content of the sent
expectations, the clarity of the communication,
and the like (1965, p. 177).
Role Conception—As noted earlier, each individual
brings a certain set of "preconceptions" to the organization concerning the various roles he anticipates.

These

preconceptions form the basis for each individual's
"conception" of the various roles in his role set (Kahn,
et al., 1964, p. 14). The role conception he holds,
particularly that for his own role, may be very strong
and heavily grounded in his personal and social background.
Each person's conception of his own role serves to locate
him in the role set and provides a basic starting point
for him in defining and carrying out his role.

This

conception also helps to unify the role and provides
focus for a wide range of potentially incongruous role
demands.

Lindesmith and Strauss go on to emphasize that:

. . . the enactment of roles does not usually
involve a single unvarying continuous routine,
but consist of a wide variety of acts within a
permitted range of variation. This diversity
and range of action are unified and given continuity
by the individual's controliing conception to
which all the phases of the role are referred
(1968, p. 280).
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As further information is obtained through interaction within his role set, the individual modifies his
conception of the role as required to fit the circumstances as he interprets them.

In an "operational" sense,

the role conceptions held by the individual result in the
expectations he attempts to implement as his own role
behavior and those he transmits to a focal person as sent
role where applicable to other members of his role set.
This concept somewhat parallels Scott's particularistic
dimension of role.

In both cases, the emphasis is placed

on the individual and his personal interpretations separately from those transmitted through his role set.
Role Behavior—What the individual does with his
role depends on a large number of variables and influences,
some of which have been discussed above.

Two primary

sources of influence would appear to be the role set
(through the sent role) and the individual's role conception.

Thus, the actual role behavior is likely to be a

compromise, " . . . resulting from the merger of
individual-group behavioral vectors" (Scott, 1967, p. 194).
The configuration of the compromise will depend on the
relative strengths of the particular influence attendant
to any specific role behavior.

The exact nature of the

mediation process is largely unknown although a number
of fundamental explorations have been discussed in the
literature (see for example:

Bakke, 1959; Likert, 1961;
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Argyris, 1964; and Schein, 1970).

It also should be noted

that this interaction is an on-going process and, "Since
roles usually have considerable duration in time, responses
must be organized in sequences and phases.

This requires

a continuous reassessment of where the action stands,
where it is leading, and its probable consequences"
(Lindesmith and Strauss, 1958, p. 281). However, not
every situation demands equal attention—varying with
unusualness, significance in terms of basic norms and
values, and other factors deemed of particular importance
to the individual.
The real test is what course of action the
individual pursues in developing his role behavior.
Hopefully, each member of the role set will be able to
synthesize " . . . a stable relationship through compromise
and adjustment" (Scott, 1957, p. 194), which forms the
basis of his interactional dimension.

Ultimately, however,

it is performance that is important to the organization;
that is, to what extent is the individual successful in
meeting organizational needs?
This discussion has introduced the concept of role
and, together with the more specific definitions presented,
it serves as the basic vehicle for an extensive exploration
of the research variables.

The next section identifies

the basic nursing role in somewhat broad terms which
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then serves as background for the further investigation
of selected variables associated with the role.
Historical Context
It is important to keep in mind at this point
that "role" does not represent something firm and tangible;
rather, it embodies a series of prescriptive influences
that ebb and flow with the changing currents or organizational pressures, both individually and collectively.

Thus,

it is a dynamic, on-going force which necessarily represents an aggregation of past and present occurrences.
It would seem appropriate to consider the nurse's role in
its historical context as well as reviewing the more
current influences of direct concern in this study.
There is little doubt that mankind has always been
subject to sickness and injury.

In fact, there is evidence

that primitive people suffered from some of the same
diseases and afflictions that exist widely today, including
arthritis, pneumonia, gallstones, appendicitis, and
tuberculosis (Bullough and Bullough, 1954, p. 1 ) . It is
also evident that prehistoric man practiced some sort of
medicine, although how and under what conditions remains
somewhat uncertain (Bullough and Bullough, 1964, p. 2).
There are further indications that he engaged in simple
nursing, both in the broad sense of caring for sick members
of the family and in the narrower sense of carrying out

31
specialized functions and tasks for those in the larger
community with specific ailments (Bullough and Bullough,
1964, pp. 2-3). Thus, even in those early times, there
appeared to be a basic division of labor between the
"curative" and "nursing" functions.

This division obtained

for thousands of years with the practice of "medicine"
variously relying on magic, witchcraft, religion, and
knowledge according to the prevailing culture (Jamieson,
Sewall, and Suhrie, 1955; and Dolan, 1969); while nursing
continued to depend primarily on the application of
compassionate attention and care.
Griffin and Griffin (1965) suggest that, in perspective, the development of nursing can be divided
roughly into three periods:

(1) from the earliest times

to the late eighteenth century, (2) from the latter part
of the eighteenth century to establishment of the first
modern school for nurses in 1850, and (3) from 1850 to
the present.

They elaborate further that:

The first period was a long preparatory
period; there did not exist any special training
or education in nursing. The obvious and most
pressing needs of the patient, a natural adaptation or liking for this work, and occasionally
some sort of appointment by a religious group
started the nurse in her work. The practical
experience that she received at the patient's
bedside constituted the training.
The second period v/as . . . marked . . . by
definite attempts at reform and at beginning
actual training for those wishing to equip
themselves to care for the sick. Discoveries in
the field of science and in social thought were
many and far-reaching during this period. The
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foundations for the tremendous activities of the
nineteenth century were being laid in all fields
as well as professional nursing and nursing
education.
The third period . . . is characterized by
the further establishment of schools for nurses,
undergraduate and graduate, by the development
of nursing organizations; by the beginning of
study and research; by the expanding of opportunities for the graduate nurse; by legislation
affecting nurses and nursing; by the development
in the community of interest in health and medical
activities; and by the occurrence of many other
events in the professionalization of nurses
(p. 50).
It is important to note that as the development of
nursing became more rapid, particularly in the third phase
identified above, this led to a significant shift in
orientation for the trained nurse.

Rather than continuing

on in her customary role as handmaiden, generally in the
home, she identified more and more with the "curative"
function and increasingly became associated with the
hospital as a healing center.

Thus, once again the care

of individuals in the home fell to the lesser trained
"practical nurses."

However, as these individuals began

to feel the pressure for reform and licensing, they too
commenced migrating to the hospitals.

As a result,

although "until about twenty years ago practical nurses
worked almost exclusively in the home . . . "

(Johnston,

1966, p. 2 ) , a 1968 study indicated that almost threefourths of the working practical nurses now work in a
hospital setting (Tate and Knopf, 1958, p. 89). The most
recent American Nursing Association (1971) figures show a
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continuation of this trend, both for registered nurses
(65 per cent in 1960 up to an estimated 70 per cent in
1970) and practical nurses (58 per cent in 1962 up to an
estimated 75 per cent in 1970).

This transition has once

again placed home care hursing mainly in the hands of the
relatively untrained.

On the surface, it would appear

that a cyclical pattern is developing where successive
generations of trained nursing personnel attempt to upgrade
themselves by moving into the more professional environment
of the hospital.

Assessing what these events portend for

the adequacy of home nursing care is beyond the scope of
this research.

However, these developments represent one

of the major influences in the emerging socio-technical
hospital structure and are considered at length in subsequent discussions of the nurse's role.
Concomitantly with the trend toward increased
training and professionalism, women began to realize a
long suppressed ambition to enjoy meaningful community
participation outside the home environment.

Even though

the new area of professional nursing was essentially the
same type of work as they had previously done on an
individual basis in the home, this change of setting
represented a very real opportunity to establish a base
of community interest.

As a result, "the very fact that

women demonstrated they could, themselves, develop such a
fine profession greatly strengthened them in their fight
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for the further freedom that they desired" (Griffin and
Griffin, 1965, p. 58).
Further impetus was given to the need for trained
nurses as, "The Industrial Revolution and the growth of
medicine inevitably led to the need for hospitals"
(Griffin and Griffin, 1965, p. 58); this arose partly
from community recognition of the need to accept at least
some responsibility for the growing group of indigent
sick clustered in the run-down areas of the larger cities.
The least expensive and most expedient means of providing
the needed care appeared to be the use of hospitals, which
contributed to their continued growth during this period
(Griffin and Griffin, 1955, pp. 55-51).
And finally:
As medical knowledge grew, the demands on the
individual doctor became greater, his training
became more complicated, and more was required
from his assistants. In fact, the need arose
for an entirely new group of persons, who in
cooperation with him, could tend to the sick and
carry out many procedures that they could master,
often better than the doctor. This need was met
by the modern nurse even before the doctors as
a group realized how great it would become
(Griffin and Griffin, "^1965, p. 59).
The gradual evolution of nursing from an early
primitive beginning to today's semi-professional status
has built up a strong tradition, a tradition heavily
grounded in dedication to service; this is due largely
to the predominantly religious context of nursing,
particularly where nursing came under the early Christian
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influence with its ideals of brotherhood, service, charity,
and self-sacrifice (Griffin and Griffin, 1955, p. 59). The
service orientation was so strongly held that it totally
dominated nursing for hundreds of years.

Thus, it is not

difficult to understand the strong motivation many nurses
evidence yet today toward upholding the basic service
ideal; this would seem to be especially true for practical
nurses who (a) receive less technical training than
registered nurses and (b) as mentioned earlier, have a
more recent history of working in the area of home care
nursing with its emphasis on personal care and service.
In contrast to this long tradition, it was not
until the revolution led by Florence Nightingale in the
late 1800's that "the concept of nursing as an economic,
independent, and secular vocation, an art requiring
intelligence and technical skill as well as devotion and
moral purpose . . . "

(Griffin and Griffin, 1955, p. 59)

began to garner popular support.

Even though the "pro-

fessional nurse" identification continues to gain increasing
acceptance in practice, it is still the subject of considerable debate; and the perceived conflict between the
two orientations by many practicing nurses has led to
substantial unrest in the profession.

This problem is

further reflected in the growing realization that there is
a significant discrepancy between the traditional ideals
taught in nursing school and the less service-oriental
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reality faced by the graduate nurse when she enters the
hospital organization as a practitioner (Corwin, 1961);
this raises the distrubing likelihood that:
. . . when paramedical students (nursing and other
semiprofessional personnel) are imbued with a
professional ideology emphasizing their dignity
and autonomy, but begin work in settings where
they are distinctly subordinate, they are in for
what has been called "reality shock." And if
the students' indoctrination has been thorough,
his relations with other occupations in the
paramedical hierarchy are likely to be somewhat
difficult (Freidson, 1970, p. 57).
The problem of unrealistic expectations is not limited to
working registered nurses, however; rather it seems to be
affecting students as early as their first year of nursing
school.

A recent study involving 1,852 first-year

students in forty-three nursing programs indicates that
there is a relationship between student expectations and
experiences of stresses and satisfactions.

It was concluded

that "the findings of this study give support to the view
that unrealistic expectations contribute to withdrawals
from schools of nursing" (Katzell, 1967, p. 53).
There is increasing evidence that practicing
nurses, themselves, recognize and are concerned about the
gradual shift in orientation, and to a large extent
attribute this change to influances consequent to the
hospital environment (Hughes, Hughes, and Deutscher, 1958).
It would seem likely that this 'attitude is due, at least
in part, to the growing realization that nursing is losing

37
its "ministering angel" image as it becomes a subordinated
part of the larger hospital system.

To a certain extent,

this can be attributed to the pervasiveness of the mushrooming medical center culture and the increasing concentration of medical care centering around these large
multipurpose institutions:
In 1970, there were 7123 hospitals in the
United States registered by the American Hospital
Association. These institutions had 1,515,771
beds, admitted 31,759,124 inpatients, and spant
over 25 billion dollars to provide service for
both inpatients and outpatients. These statistics
represent 1 admission for every 15 residents of
the United States and expenditures equal to 127
dollars for each resident of the United States
(American Hospital Association, 1971, p. 447).
Based on these changes, a growing awareness of
hospital-related problems can be expected as nurses become
more dependent upon hospitals for employment.

The trend

toward cognizance should be especially noticeable in the
more nursing-oriented community hospitals where full time
nurses (RNs and PNs) outnumber doctors (including dentists,
interns, and residents) approximately seven to one, versus
just under three to one in noncommunity hospitals (American
Hospital Association, 1971).

The effects of the problem

will probably be amplified even further as the shift from
noncommunity (notably, long-term care facilities) to
community hospitals continues:
An indication of this shift is apparent in the
decline in the number of beds maintained by
noncommunity hospitals including federal,
psychiatric, tuberculosis, and other long-term
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institutions. By contrast . . . "community
hospitals" showed an increase of 32.7 per cent
in the number of beds (American Hospital
Association, 1971, p. 447).
This trend assumes particularly significant proportions
in light of the fact that while there was a 1960 to 1970
increase of 8 per cent in community hospitals, there was
also a 33 per cent increase in community hospital beds
during the same period.

The result amounted to a 23 per

cent increase in the average number of beds per community
hospital (American Hospital Association, 1971, pp. 447-48).
Thus, it can readily be seen that " . . . the number of
beds in these facilities (community hospitals) increased
proportionately faster than the hospitals

..."

and as a result " . . . produced generally larger
institutions" (American Hospital Association, 1971, p. 448)
During this same period of expansion (1950-1970),
hospital costs increased at a staggering rate, much of
which was a direct result of increased salary demands by
nursing and other hospital personnel, especially in
community hospitals:
During 1970, expenses for comrriunity hospitals
reached 19-5 billion dollars—an increase of
248 per cent over the 1950 outlays. Of the total
expenditures, payroll constituted about 58 per
cent (American Hospital Association, 1971, p. 454).
The American Hpspital Association estimated that:
. . . of the 1970 increase'in hospital expenditures over that of 1950 (13.9 billion dollars),
1.16 billion dollars can be attributed to population changes, 1.96 billion dollars to increases
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in utilization, 2.75 billion dollars to inflation,
4.37 billion dollars to increased payroll expenses,
and 3.67 billion dollars to increased nonpayroll
expenses (1971, p. 455).
Thus, even while hospital administrators have managed to
muster the substantial resources necessary to continue
their hospitals' growth, they are, nonetheless, faced with
mounting demands on these resources.

This dilemma is

aptly illustrated by the American Hospital Association
note that:
As the number of full-time equivalént personnel
has increased during the period (1950-1970),
wages paid to these personnel have similarly
increased. In community hospitals, the average
salary for employees in 1970 was 5,921 dollars,
an increase of 83 per cent over the 1960 figure
of 3,239 dollars (1971, p. 452).
And to further complicate the problem, this generalized
salary pressure tended to become greater as an individual
hospital attempted to effect economies through continued
expansion since:
In general, salary levels increase as the
size of the hospital increases. In 1970, average
salaries ranged from 4,733 dollars in the smallest
hospitals to 5,443 dollars in the larger hospitals
(American Hospital Association, 1971, p. 452).
This, then, is a brief description of the growth
and development of nursing to the present time.

It is

clear that, "The evolution of the modern nursing profession
would have been unthinkable without the hdspital" (Griffin
and Griffin, 1955, p. 22). By 'the same token, it is doubtful
that the hospital would have achieved its present stature
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without the availability of competent professional nursing.
It is within the context of this dynamic relationship
that the next section develops a more definitive exploration of the vocational nurse's role.
Conceptual Role Model
The nursing role is one of many interrelated roles
making up the hospital as a social system (organization);
as such, it represents only part of the complicated network
comprising the system.

However, the hospital is somewhat

unique as a social system in that it is focused to a
large degree upon one specific function—the curative
process.

This lends a basic unifying direction to all

hospital activity and at the same time establishes an
identifiable body of knowledge to which all members of
the system can relate.

Such an approach is obviously a

gross simplification, as there are other tasks performed
in the hospital including both administrative and related,
but separate, technical functions, e.g., teaching and
research.

Nonetheless, from the perspective of the medical

(including nursing) practitioner in general, there would
seem to be little doubt concerning the primary function
of the hospital.

And, yet, while the basic purpose of the

hospital system is clearly established, many of the groups
acting as part of the system do so only on an intermittent
(i.e., client) basis, including most doctors, specialists.
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and patients.

Thus, the system as such is somewhat tran-

sient in nature, relying primarily on its physical existence,
an administrative staff, and the nursing/auxiliary staff
to sustain and represent the system as an on-going entity.
As a result, the nursing structure, by virtue of its
resident status, assumes the primary linking role between
the non-resident curative function (doctors and
specialists), the patient (and those associated with him),
and the resident administrative group.

Nursing is also

: -«

subject to numerous other direct and indirect influences
emanating from both inside and outside the immediate
hospital system, e.g., public agencies, community organizations, and peer groups.

Figure 1, adapted from Hayes

and Gazaway (1954, p. 5 ) , depicts some of the most frequent
social relationships encountered by the vocational nurse.
The inner circle represents some of the direct social
relationships a vocational nurse might encounter in
conjunction with the hospital routine, and the larger
circle identifies some of the mutual influences which
flow between the vocational nurse in a hcspital and persons
in her own family or other persons and groups outside of
the immediate hospital system.

The arrows depict influence

attempts and mutual expectations on the part of each
element with respect to the other (Hayes and Gazaway,
1965, pp. 4-5).
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The individuals making up these elements interact
with the LVN to varying degrees, both directly and indirectly.

Each of these individuals has certain needs

concerning their own role as well as expectations relative
to the vocational nurse's role which they direct to the
LVN.

The interaction is dynamic over time with each

system character carrying out what he believes to be
appropriate role behavior for his role.

These mutual

influence attempts not only represent the role but also
serve as feedback to others concerning their own role
behavior.

As feedback, the role behavior of each person

serves to help define the appropriate role behavior for
everyone else in the system.

In a broad sense, the persons

making up each of the elements involved constitute the
vocational nurse's role set and the influence attempts,
the sent role.

It should be noted that only the vocational

nurse role is under consideration here and not the numerous
other roles assumed at different times by the licensed
vocational nurse.

Although, since it is generally difficult

to definitively isolate the effects of any one role, it
should be cautioned that:
. . . nearly everybody has a series of other
roles which interfere with his occupational one.
Everybody is husband or wife, son or daughter,
golfer, bowler, church member, crusader, student,
zealot, or whatnot and, as such, has roles which
interfere with the perfect performance of his
job (Saunders, 1954, p. 1096).
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In order to cope effectively with the task
complexities, the nursing structure is further subdivided
both functionally and vertically, i.e., according to various
technical specialties as well as a hierarchical superordinate/subordinate configuration.

This division enables

nursing personnel to deal with a variety of technical
functions and both intra-nursing and inter-system (i.e.,
the hospital system) administrative needs.
The hierarchy suggested by Albert Wessen (1960,
p. 450) gives some idea of how the nursing function is
broken dovm and where they, as a whole, fit into the
larger medical structure:
He outlines five general classes, each containing
several subgroups. First in rank are the
physicians, in order of rank: the visiting
staff physician, the resident physician, and the
intern. Second are the nurses, in order of rank:
the clinical supervisor or instructor, the head
nurse, the staff nurse and the student nurse.
The third group he terms paramedical professionals
and technicians. In this group are dieticians,
laboratory technicians, x-ray technicians, social
workers, occupational therapists, and physical
therapists. The fourth group is composed of
semiskilled (trained) workers: licensed practicai
(vocational) nurses, medical technicians, dietitians'
aides, ward receptionists, and clerks. In the
fifth and final group, unskilled workers, he
lists nurse aides, male aides, ward helpers,
floor service maids, cleaning maids, and janitors
(Shanks and Kennedy, 1955, p. 85).
The aggregate number of subgroups of hospital workers within
the five general groups is twenty-three, with the vocational nurse ranked as number fourteen, well down the
hierarchical chain.

And the Wessen status grouping does
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not include the various categories of administrative
personnel.
As indicated by their potential for social interaction (Figure 1) and the status ranking noted above,
the vocational nurse's role is subject to the expectations
of a variety of possible role senders, representing a
wide range of organizational levels and specialties.

It

would seem that the likelihood of role confusion and
misunderstanding is great in such a situation.

The

pressure should be particularly severe for the LVN in
her buffer position serving as representative to both the
patient and the hospital system, this by virtue of her
being the lowest "functional" level of nursing (Merton,
1962).

Typically, the nurse in such a position, which is

somewhat analogous to that of the foreman in industry,
is disproportionately subject to the immediate distresses
of the patient and the systemic demands of the hospital.
The LVN's position is made even more difficult
as she becomes involved in the internal power struggles
within the hospital.
out:

"...

As Freidson (1970, p. 125) points

she (the nurse) seems to be the intense

focus of conflicting perspectives," as a result of her
role " . . . as an adjunct of both medical and administrative authority . . . "

Thus, she serves as a " . . .

vital part of both structure and process" (Shanks, 1955,
p. 80). In order to survive in her role, then:
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She must . . . balance individual physician's
orders for the care of individual patients
against the independent demands of the patients
as such and against the need to manage an
aggregate of cases in an administratively
acceptable way (Friedson, 1970, p. 126).
Fortunately, she is not without some power, albeit mostly
informal, as she engages in the somewhat complex system
of bargaining for survival.
In her bargaining with physicians, one of her
prime resources lies in her first-hand knowledge
and professional evaluation of what goes on in
the ward through her continued presence—a
strategic advantage. . . . In bargaining with
patients, her prime strength lies in her access
to the physician, both in knowing his inside
information and in being able to discuss cases
with him. Thus, while she may serve as a troubled
focus of conflicting perspectives, she also may
very well hold the balance of power in determining
the outcome of bargaining among patient and staff
(Friedson, 1970, p. 126).
The incumbents in these organizational elements,
each attempting to influence the vocational nurse in the
performance of her role by discharging their own roles,
represent the LVN's expected role.

Obviously, an LVN

could not possibly satisfy all the needs of every role
sender in her role set.

As a result, she is forced to

participate in an on-going, compromise-bargaining process,
a process complicated by changes in the constraints imposed
by and on the hospital system because of neví technology,
personnel, and a dynamic health care system.

This, then,

is essentially the situation facing the vocational nurse
as she enters the hospital organization.

She will be
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faced with a multitude of pressures from all sides,
including her peers, both in the hospital and in the
larger professional and nonprofessional communities of
which she is a part.

There is little doubt that the

situation is difficult, expecially for the new LVN who
has not had a prior opportunity to function in such an
environment.
However, the vocational nurse does not come to
the hospital totally unprepared.

Each LVN has had at

least one year of professional training in an accredited
school of vocational nursing and been certified by the
State Licensing Board as qualified for practice, according
to Texas law (Texas Board of Vocational Nurse Examiners,
1969).

This training has (ostensibly) taught her the

basic skills, both technical and interpersonal, deemed
necessary by the profession for carrying out her role in
the hospital.

In addition, she has had a limited exposure,

gained through in-service training as a student nurse, to
the problems and pressures of the nursing role.

Thus,

by the time she enters the hospital system, she has at
least to some extent already formed her own basic conception
of the vocational nurse's role.
The individual nurse's conception represents a
blend of influences including both her earlier background
and her training as a nurse, which as noted earlier was
steeped in the tradition of the service ethic.

This
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highly idealistic tradition is pervasive to the point of
dominating the nurse's image even in the popular press
as indicated by the continuing appearance of articles
like:

"Introducing; the Supernurse; Nurse-Practitioner

as Physicians' Assistant" (Gross, 1971); "Samaritans on
Wings; Nurses Fly Transoceanic Missions Evacuating Injured
GIs from Vietnam" (1970); "Tough Angel of the Battlefield;
the Real Florence Nightingale" (Winchester, 1957) and;
"Unforgettable Sister Winifred" (Young, 1956).
The patient-service orientation is given additional
impetus during the nurse's training as she is exposed to
the same idealistic influences.

An extreme example is

the writing of one author (Bettelheim, 1952), quoted in a
recent nursing text:
One writer illuminates the nurse's role as
follows: "I believe that the true virtue, the
true calling of the nurse, consists neither in
follov/ing doctor's orders nor in administering
prescribed treatments (although she ought to do
both conscientiously) but in the true aspects
contained in the very name of the profession:
to nurse and to nurture, to feed the body and
to nurture the soul" (Fuerst and Wolff, 1969,
p. 6) .
Further support is given to this tradition through
the continuing religious orientation of the nurse's training.

The extent of the religious influence is suggested

by the following passage from a basic nursing text:
It seems reasonable to assume that every
woman (or man) who takes up nursing as a career
is religious to a certain extent; otherwise
she would not have been attracted to this
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profession in the first place. And if, by some
unlikely happenstance, a nonreligious person
does enroll in a school of nursing, she probably
will never graduate (Kelly, 1962, p. 122).
While this interpretation does not appear to be representative, it is clear that a strong religious emphasis
still exists in many nursing schools.
The following observation by Kelly, based upon
her review of a number of definitions of nursing, is
probably the most representative of current thinking
in most schools of nursing:
Inherent in all is the need for inspiration,
dedication, compassion, and understanding as
well as the more obvious—but nontheless important—
need for technical skill, common sense, intelligence,
and ability to get along well with patients and
co-workers (1962, p. 15).
Although differences in background and training
affect the LVN's conception of her role to varying degrees,
it is clear that by the time she has undergone her full
training she has been thoroughly socialized to accept the
basic tenets of the nursing role, including both the
technical and interpersonal aspects of the role.

This is

not to say that each LVN is stamped of the same mold;
obviously there is still a wide variety of individual
motivations and concerns.

However, a generalized statement

of the vocational nurse role can be meaningfully identified,
The basic thrust of this professional role identification
would appear to be best summarized by the National
Association for Practical Nurse Education and Service
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(NAPNES) in its "Declaration of Functions of the LPN/LVN."
This statement was adopted unanimously by the voting
membership of NAPNES at their twenty-eight annual convention held in May, 1969.

As might be expected, the statement

is somev/hat broad and idealistic as can be seen from the
following paragraphs (see Appendix A for the full statement),
taken from the "Purpose" and "Definition," respectively:
The L P N / L V N recognizes and is able to meet
the basic needs of the patient. The LPN/LVN
is taught the underlaying principles of nursing
care and is prepared to execute therapeutic and
technical skills. The L P N / L V N may assist in
teaching and demonstrating nursing procedures
to other personnel.
An L P N / L V N through education and clincial
experience has acquired the necessary knowledge,
skill and judgement to provide nursing care under
the direction of a registered nurse, licensed
physician, or a licensed dentist. Through continuing education, the L P N / L V N prepares to assume
progressively more complex nursing responsibilities
(NAPNES, 1959, p. 28).
It is also interesting to note that the traditional
religious orientation of practical nursing is reinforced
in this formal declaration, as can be seen by the following
excerpt from the closing statement:
The L P N / L V N should by example of dignity
and grace maintain a spiritual approach to ail
nursing care (NAPNES, 1969, p. 28).
In the final analysis, it is the actual role
behavior of each licensed vocational nurse that eventually
proves to be functional or dysfunctional in meeting the
needs of the various organizational systems of which they
are a part.

This role behavior is, as pointed out in the
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previous discussion, a compromise process, based on the
relative strengths and weaknesses of the factors found
in the role environment.

These forces were identified

as including the expectations of three significant primary
constituencies, i.e., the hospital administration, the
medical function (curative process), and the patients
themselves.

A number of secondary considerations were

noted, including other influence-groups associated with
the nurse both within and outside the hospital, each
exerting pressure for compliance, either directly or
indirectly, on the role behavior of the LVN.
primary force was also considered:

A second

the LVN's own concep-

tion of the vocational nurse role, a product of her prior
background and training.

The actual role behavior each

LVN demonstrates, then, is somewhat of an independently
derived demeanor. Although this can somewhat be predicted,
presuming minimal definition and measurement of the
influences involved, an accurate assessment is obviously
a difficult proposition.
It is clear from a number of studies done in this
area that the vocational nurse role is the focus of and
generates considerable conflict in the health care system.
The controversy has reached the point where the American
Nurses' Association (1958, p. 91) has formally taken the
position that

LPN/LVN

training programs should be phased

out in favor of the two-year associate degree programs
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(a technically oriented RN program).

At the same time,

it is clear that LVNs are performing valuable service
for many hospitals and communities in meeting the needs
of the patient and helping to bridge the gap in a system
severely hampered by a shortage of fully-trained registered
nurses.
The widespread use of licensed vocational nurses

f^

has also generated a potential danger in that, in many
•

cases, it appears that vocational nurses are performing
n u r s m g functions, by necessity, for which they have not
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received adequate training.

Van Trump (1951) found that
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LPNs working in hospitals in Missouri were performing a
considerable part of their duties without the direct
supervision of a registered nurse and that the degree of
illness of the patient seemed to be no longer, if it ever
was, a factor in determining the daily work assignment
of licensed practical nurses.

This finding is in direct

opposition to the formally stated role (see Appendix A)
of the practical (vocational) nurse.
Barlow (1959) found that licensed practical nurses
frequently performed nursing activities for which they
had not been properly trained.

In addition, studies by

Enke (1951), Penney (1952), Soule (1965), and Watson (1955)
all indicated that LPNs were utilized to perform activities
beyond those for which they had been formally prepared.

il
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Van Trump (1961) also found, not surprisingly in
view of their lack of training, that licensed practical
nurses appeared to feel somewhat inadequate in the performance of their duties.

Subsequently, a study by Hill

(1963) indicated a considerable lack of agreement between
the anticipated and the actual role of the practical nurse,
as well as differences between how LVNs saw their role in

ft:

comparison with other relevant groups.
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A study by Austin (1955) suggested that rather
than retrenching, based upon the present utilization of
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practical nurses, the role of the practical (vocational)
nurse in the future could be expected to broaden.

She
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went on to state that the preparation for this role would
become more complex and responsibilities would be increased
accordingly.
It appears that a substantial and growing divergence exists between the actual role of an

LPN/LVN

and

the role for v/hich she is trained; this occurs at a time
when they are being utilized to a greater extent than
ever, with a further likelihood of increased usage both in
scope and numbers.

The next section of the paper,

employing the foregoing conceptual framework, establishes
a theoretical base for the exploration of selected variables
perceived to bear directly on the effects of these
problems.

CHAPTER III
THE RESEARCH VARIABLES
The vocational nursing role identified in the
preceding section is extremely complex as a result of
many interrelated forces and counterforces levied by those
in the nurse's role set, each attempting to influence the
LVN in the performance of her role.

The extent to which

such pressure has any significant effect on how she
carries out her roie is dependent upon many factors.
These factors include both the nature and strength of her
conception of, and commitment to, what she perceives to
be appropriate role behavior.

Her role cpnception, in

turn, represents a combination of factors, some of which
are a result of the socialization process she experienced
prior to, during, and after her professional training,
and others which are more deeply held psychological
characteristics rooted in her basic personality.

A third

group of potentially important influences is systemic in
nature, i.e., those associated with the physical and
structural characteristics of the hospital system.

The

relative strengths of these and related variables, then,
to a large extent determine how the LVN will react to a
given set of circumstances, at least insofar as it is
relevant to and within the scope of the nursing role.
54
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If in fact these are the basic variables governing
the nurse's performance, the knowledge of how they
influence her role behavior would be potentially invaluable to those attempting to direct the hospital toward
its objectives.

Obviously, this is a complicated rela-

tionship which is not easily specified, let alone controlled.
However, from the standpoint of a system manager (i.e.,
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the hospital administrator) , it should be enough, at
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least in the short run, to be able to identify directional
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relationships between these variables and selected measures

,jl
í »«1

of behavior, regardless of the nature of the relationship.
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This type of information would enable the administrator

j

to identify particular problem-causing factors and, within
the limits of his influence, initiate action to alleviate
the difficulty.
The behavioral measures of importance to a
particular system would depend for the most part on the
problems experienced by that system.

However, certain

problems are rather widely known and seem to be faced, in
common, by most hospital systems.

Examples of these

problems would include the difficulties associated with
turnover and dissatisfaction on the part of nursing
personnel.

In spite of the seeming universality of these

problems, there has been relatively little research
attempting to investigate the role characteristics of the
nurse as they influence apparently related behavioral
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variables.

And, although a number of survey-type studies

have gathered information relating to these factors, they
have served primarily to reinforce the conclusion that
corresponding problems exist on a widespread basis.

At

the same time, they have clearly established the crucial
need for definitive research specifying the cause and
effect relationships existing between these and related
variables.
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To ascertain this kind of information requires
that certain basic variables be identified as "independent,"

1
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at least in the context of the hospital system.

That is,

even though they evolved over time and thus represent an
extension of prior experiences, they are assumed to be
essentially given, in terms of the immediate realm of the
hospital system.

On the other hand, it is taken that the

behavioral variables are "dependent," again in terms of
the hospital environment.

That is, they are directly

influenced by the independent variables, given the appropriate hospital environmental situation.
The independent variables, as noted above, are
presumed to be independent, at least in terms of the
existing role set operating in a given hospital system
at any point in time.

This is not to say that they cannot

be controlled or altered over t.ime; rather, it suggests
that given these pre-existing conditions, the result is
a frame of reference which directs applicable role activity
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into specific patterns.

The nature of the variables and

their general pervasiveness govern the type of role
activity and the scope of the influence effect.
Due to the complexity of the vocational nurse
role, no one variable appears to encompass (or control)
all activity associated with the LVN role.

However, it

does seem likely that certain identifiable behavioral
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modes (dependent variables) are related to selected prior
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conditions represented by the independent variables
Unquestionably, there are any number of specific
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variables and relationships that would be meaningful to
investigate.

However, because of time and resource

constraints, it was necessary to select only those perceived as most central to the maintenance of an effective
h o s p i t a l — g i v e n that the vocational nurse, at least for
the present, is essential to that end.
The following variables have been identified for
consideration in this study:
Independent Variables
normative role orientation
bureaucratic conception
service conception
need-for-clarity
demographic
type of facility
size of facility

iU
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size of community
ethnic origin
Dependent Variables
job satisfaction
job turnover
job tenure
f^

propensity-to-leave the job
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iob-related t e n s i o n
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The balance of this section explores these variables
through the literature, relating them to both the conceptual
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role model derived in the previous chapter and the primary
I

research study developed in subsequent chapters.
Independent Variables
Normative Role Orientation
It is a basic thesis of this research that
differences in role conceptions can have substantial
impact on the interpretation of a sent role, hence, a
significant impact on role behavior.

This proposition

was at least partially substantiated in an earlier discussion suggesting that one of the primary influences on
role performance (behavior) is the pre-established conception that an individual has of the role.

This concep-

tion gives the person a basic framework, or orientation,
for evaluating input from his role set.

The perceived
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efficacy of the sent role, then, has substantial bearing
on how the focal person reacts to the sent role emanating
from his role set.
The focal person's role conception serves, in
effect, as a filtering and sorting device which categorizes
input and identifies appropriate role responses.

It is

clear that the basic orientation of the held conception

fc

is critical to the accurate perception and interpretation
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of on-going role interaction.

that the role sender have some knowledge of this orientation
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and how it affects the interpretation of any given sent
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It is particularly essential
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role if he is to be effective in influencing the focal
person's role behavior.

Since, without this knowledge, it

is all too likely that the sent role may be inappropriate
to the held conception, thereby eliciting an unanticipated
and/or undesirable role response (behavior) on the part
of the focal person.
It is conceivable that such consequences might
be avoided by rephrasing the sent role to achieve greater
compatibility with the held role conception of the intended
focal person.

Basically, this represents a difference in

approach, not necessarily intent.

It is quite likely

that such cosmetic changes might have considerable bearing
on the impact of any given influence attempt.

The

following episode, taken from Mauksch (1965), illustrates

j\
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the significance of recognizing and accounting for the role
orientation of the focal person.
A patient, who was admitted to a room next to
the nurse's station, soon after admission fell
into a deep sleep accompanied by such loud
snoring that it seriously disturbed any conversation at the nurse's station. When the head
nurse called the admissions office and requested
permission to transfer the patient, this request
v;as denied. This denial was within the authority
of the admissions clerk since the patient's
location is normally a function of the care
structure, thus it is a deparmental prerogative
in which the nurse has no formal authority.
A short time later, the attending physician
appeared. Our head nurse, undaunted by her
earlier failure, toid the doctor that she was
gravely concerned for the patient's welfare
because of his proximity to the nursing station.
The noise might affect his need for rest . . .
the physician . . . wrote an order on the patient's
chart directing that the patient be transferred.
The (nurse) . . . had succeeded in placing the
issue . . . from the care structure into the
cure structure. Ker change of voice, her posture,
and her words symbolized the difference in the
structure of the communication when the head
nurse picked up the telephone, this time to
inform the admissions clerk that there was a
doctor's order for the patient to be transferred,
and she merely asked to which room the patient
was to be moved (p. 129).
It can be seen in the above episode that the
admissions clerk conceived her role in such terms as to
be responsive to the "cure" rather than the "care"
structure of the hospital system.

The nurse realized (at

least subconsciously) that such a role orientation prevailed, was able to realign her sent role to compansate
for this orientation, and thereby accomplished her intended
objective.

As a result, two similar influence attempts.
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both designed to accomplish the same purpose, resulted in
diametrical role behavior by the focal person.

It is

clear that the impact of a focal person's role orientation
can be substantial.
For purposes of this research, the vocational
nurse's role is treated in terms of two basic orientations—
bureaucratic and service—i.e., toward the systemic rules
and p r o c e d u r e s orientation of the h o s p i t a l , v e r s u s t h e
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h u m a n i t a r i a n orientation of the traditionally p a t i e n t c e n t e r e d nursing v a l u e s .

Such a dichotomy embodies t h e
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b a s i c d i l e m m a of vocational nursing in t h e h o s p i t a l .

It

should b e noted that t h i s d o e s not suggest fault; rather,
it u n d e r s c o r e s the fact that nurses are forced to w o r k i n ,
b u t not necessarily accept, a changing h e a l t h care
e n v i r o n m e n t , an environment w h o s e control is largely out
of their h a n d s .
N u r s i n g is n o w tied, for the most p a r t , to a
h o s p i t a l system that itself is fighting for survival,
t h i s at a time w h e n t h e hospital administrator is faced
w i t h t h e t a s k of running a hospital system that i s becoming
i n c r e a s i n g l y difficult to manage a s more d e m a n d s a r e m a d e
on it.

T h e s e d e v e l o p m e n t s are at least partially the

result of a growing squeeze on r e s o u r c e s , b o t h current
and anticipated, and t h e burgeoning complexity of t h e
system, attributable largely to g r o w t h in size and t e c h nology.

T h e result h a s b e e n an unmistakable trend toward
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greater specialization within the hospital, both medical
and administration.

Specialization, in turn, has necessi-

tated a greater emphasis on planning and efficiency in the
use of personnel to take maximum advantage of the available
resources, both human and material (Mauksch, 1965, p. 113);
this is evidenced by the growing literature relating the
application of industrial engineering and related techniques to the hospital system.

A brief sampling of material
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suggests that the applicability of such approaches is
somewhat more encompassing than might be initially

t
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imagined, including application to general hospital

ij

management:

i)
l'

Orqanization and Administration of Health Care

(Durbin and Springall, 1959), with a full chapter on
industrial engineering techniques, and "Hospital Work
Sampling v/ith Associated Measure of Production" (Connor,
1 9 6 1 ) ; nursing:

"Nursing Activity Patterns:

Staffing" (Feyerherm, 1955) and "Nursing:

A Guide to
The Development

of an Activity Model" (Jelinek, 1 9 5 4 ) ; and perhaps most
startlingly the patient:

"A Structural Model for the

Patient Care Operation" (Jelinek, 1957), "A Stochastic
Model of Variation of Categories of Patients within a
Hospital" (Singer, 1951), and "A Queing Theory Approach
to the Control of Hospital Inpatient Census" (Young, 1952).
Accompanying these developments has been an
unmistakable trend toward the use of traditional bureaucratic principles in organizing and managing the hospital
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system.

These widely knovm principles, originally formu-

lated by Max Weber, form the basis for nearly all modern
organizations (Rice and Bishoprick, 1971).

Rice and

Bishoprick summarize his basic tenets:
. . . Weber's concept employs a system of hierarchy,
written rules and regulations which guide behavior,
the assumption of rationality in its members'
behavior, a system of jobs which provide continuity
(rather than a system of relationships among
people), and impersonal attitudes and procedures
in carrying out the tasks of the organization
(p. 132).
The functional and dysfunctional aspects of
various bureaucratic principles have been widely argued
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in the literature and are not dealt with in this paper.
However, it is of concern to note that this type of
organization may have particularly consec[uential effects
on an employee's conception of his role.

Such a possi-

bility was demonstrated by Reissman (1949) in his study
of a government agency.

He identified four types of

bureaucrats on the basis of how they related professional
ends to the bureaucratic means and the respondent's
conception of his role.

He labeled these conceptions:

the "functional bureaucrat," orientes toward professional
group recognition; the "specialist bureâucrat," identifies
with fellow workers; the "service bureaucrat," relates
primarily to the bureaucracy; and the "job bureaucrat,"
looks to the job for primary satisfaction.
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This same line of inquiry is adopted by Merton
(1957) as he developed his discussion of the "bureaucratic
personality."

Essentially, he suggested that persons

who work in bureaucracies tend to become bureaucratically
oriented because of their "trained incapacity"; this is
based on the notion that the individual is engendered to
believe in the primacy of rules to the point that they
tend to become ends in themselves, eventually displacing
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the intended function of the role.

*

In this same vein, there is growing concern among
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nurses that they too are falling victim to the increasingly
bureaucratic hospital system.

This concern becomes more

apparent with the appearance of such articles as "Can
Nursing Shed Bureaucracy?" (Graves, 1971), which serves
to focus attention on the problem through the nursing
literature.

A number of studies suggest that nursing

tasks are, in fact, being performed more by employees than
professionals.

For instance, Walker (1957) observed that

in a nursing service department of one large hospital,
the majority of functions performed by nursing personnel
on the ward seemed to be routinized along the order of an
assembly line.

Another indication is found in the highly

structured nursing hierarchy suggested by the increasingly
definitive job descriptions established through the United
States Department of Labor (1970).

At the same time, it

is clear that the nurse is spending more time pursuing
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administratively oriented duties, to the point that:
" . . . much of what nurses do is concerned more with the
institutional aspects of their v/ork routines than with
giving direct attention to patients" (Saunders, 1954,
p. 1097).
Reissman (1957) in a study of "bureaucratic
mindedness" among hospital personnel found that these

flC

changes were not without consequence.
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While, on the one

hand, nursing is steeped in the long-established tradition
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of dedication and service, he found that:
In general, personnel were strongly conscious
of and oriented toward the rules of the hospital.
About two-thirds of all nurses and about eighty
per cent of all aides responded with bureaucraticaliy defined answers when questioned about
their behavior in a hypothetical situation
(p. 148).
Similar findings led Wesson to observe that:

" . . . the

ideology of the nurses sometimes is honored more in the
breach than in the observance" (1958, p. 465) .
Freidson (1970) suggests that these changes are
not accidental.

He postulates that the nurse is inten-

tionally aligning herself with the hospital administration,
at least partly in response to blocked mobility resulting
from the nurse's subordination to the physician.

The

move toward administrative activity is seen as an attempt
to, in effect, establish a parallel but equal line of
authority with the doctor in the hospital system.

This

kind of maneuvering is somewhat foreign to the traditional
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role of nursing and faces the nurse with a difficult task
of reconciliation:

"The curious dilemma of nursing is

that it may be seen to be forsaking the tasks distinctive
to it in order to change its position in the paramedical
division of labor" (Freidson, 1970, p. 56).
This dilemma, then, forms the basis for the bureaucratic versus service dichotomy that are explored here.
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It is within the context established above that this study
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attempts to identify and investigate two distinct vocational nurse role orientations:

bureaucratic, which
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i d e n t i f i e s p r i m a r i l y v/ith t h e a d m i n i s t r a t i v e working of
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t h e h o s p i t a l system; and s e r v i c e , which looks t o t h e
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traditional sanctity of the patient and his care.
Need-For-Clarity
Complex social interaction is maintained through
the sharing of role expectations by individuals.

To the

extent that these expectations are unclear and ambiguous
" . . . behavior will be less readily predictable, resulting in ineffective and dissatisfying social interaction"
(Sarbin and Allen, 1968, p. 503). It is not surprising,
then, that the concepts of specificity and role ambiguity
or role clarity have been considered under a variety of
names by virtually every major organizational theorist
(Hickson, 1955).

Hickson also points out that there is

no unanimity among these writers concerning the effects
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of varying degrees of specificity or ambiguity of member
role.

Although, in his review (1956) of theories on the

structure of organizations, he argues that " . . .

they

repeatedly reduce to a single aspect of role expectations;
namely the degree of specificity (or precision) of role
prescription, and its converse, the range of legitimate
discretion."

He goes on (Hickson, 1965, pp. 232-35) to

categorize a number of theorists in terms of the concomitants
of the variables that they explored, including:

Likert, 1961; McGregor, 1950; and to some extent, Bennis,
1959); greater innovation (Bennis, 1959; Burns and Stalker,
1961; Frank, 1953; Hage, 1955; Thompson, 1965); and greater
anxiety and tension of members (Burns and Stalker, 1951;
Presthus, 1958).
Kahn, Wolfe, Quinn and Rosenthal (1954, p. 85) in
"the most comprehensive field study of role ambiguity
ambiguous role

expectations resulted in increased tension and decreased
satisfaction with one's job, and also contributed to a
sense of futility as well as a loss of self-confidence.
However, they subsequently cautioned that, " . . .
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increased

motivation and satisfaction (Argyris, 1950; Barnes, 1960;

, . . " (Lyons, 1971, p. 100) found that:
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the

role of personality differences . . . must be considered"
(p. 8 6 ) . They went on to point out that a number of
theorists (including Cohen, Stotland, and Wolfe, 1955;
and Katz and Sarnoff, 1954) have identified a n e e d —
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variously referred to as a "need for cognition," "need
for structure," and "intolerance of ambiguity"—which
is " . . . a measurable characteristic of the organism
and which may operate independently of other needs"
(Kahn et al., 1954, p. 87).
Cohen, Stotland, and Wolfe (1955) define this
need as follows:

îî?
n;
'"<

Need for cognition can be defined as a need
to structure relevant situations in meaningful,
integrated ways. It is a need to understand
and make reasonable the experiential world.
"Meaningfulness" and "integration" are individually
defined in that they vary with a person's past
experience and capacity for such integration
(p. 291).
They state further that by assuming the existence of such
a need, one also implies that feelings of tension and
deprivation will result from its frustration (p. 291).
Based on this definition, Cohen, Stotland, and Wolfe (1955)
tested the hypothesis that the association between
ambiguity and frustration would be greater for individuals
with a high need for cognition than for those with a low
need for cognition.

They found that all of those individuals

receiving ambiguous stimulus were more negatively affected
than those receiving a structured stimulus, and that this
reaction was greater for those scoring high on the needfor-cognition measure (Kahn et al_. , 1954).
Kahn et al. (1954), using the data obtained in
their study demonstrating a substantial relationship
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between ambiguity and tension scores, divided the respondents according to high and low scores on the Cohen,
Stotland, and Wolfe (1955) measure of need for cognition.
The results indicated that the effects of ambiguity on
tension were " . . . considerably more pronounced for
those scoring high in need for cognition" (p. 87).
Further evidence supporting the cogency of the

^

need for cognition was established by Lyons (1971) in
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his study of "role clarity."
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Based on data obtained from

a population consisting of staff registered nurses and
related information available through a large community-
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general hospital, he concluded that role clarity is
significantly related to voluntary turnover, propensityto-leave, satisfaction, and tension.

Additionally, upon

dichotomizing the respondents into high and low needfor-clarity groups, he found that the correlations were
higher for the high need-for-clarity group than the low
need-for-clarity group.

The difference in correlations

was significant at the ,01 level except for the tension
scale, which was higher but not significantly so
(pp. 104-05).

Lyons concluded that his findings also

served to extend " . . . to a different population in a
different type of organization, the findings of Kahn et al.
that role ambiguity is highly irelated to reports of tension,
and that this relationship tends to be more pronounced for
those with need for clarity" (1971, p. 105).

3
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The similarity of Lyon's findings to those of
Kahn et al.., obtained in a different type of organization,
is also noteworthy in the respect that it supports the
contention of Kahn and his associates that role ambiguity
is, at least partly, a direct result of several identifiable
organizational conditions.

Kahn et aJ^. postulated in their

study that three general organizational conditions con,
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tribute to role ambiguity:

organizational complexity,

r^J
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rapid organizational change, and managerial philosophies
affecting information control.

They point out that the

increasing size and complexity of organizations lead to

*m\
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greater differentiation and specialization of labor.

These

changes, often the result of new technology, must eventually
exceed an individual's span of comprehension.

In addition,

organizational change tends to increase role ambiguity
as a result of:

(a) rapid grov/th and the consequent

reorganizations; (b) developing technology which leads to
rearranged work groups and relationships; and (c) frequent
personnel changes resulting from both turnover and
reassignment.

And, finally, the problems (both social

and work-related) associated with the managing of information represent a significant source of ambiguity in the
organization (1954, pp. 75-77).
On the surface at least, it appears that the
factors described by Kahn et al. are a widespread reality
for many organizations.

It also might be noted that they

3
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are substantially in harmony with the hospital organization described in a preceding section of this study, as
well as the ambiguous nature of the bureaucratic-service
nurse role developed in that context; this in turn would
seem to indicate that the area of role clarity should be
of common concern to those who manage these systems. At
the same time, there is mounting evidence to support the

fj*
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existence of a "need-for-cognition" variable which apparently
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indicates the need for specific action by the manager to
cope with such role-related problems. Lyons (1954),

\
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for example, on the basis of his and similar findings
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suggests that:

"If a hospital administrator is concerned

j
•1

with voluntary turnover, propensities to leave, tensions,
and dissatisfactions, he might do well to provide information and role structure for the nurses, either selectively
or on a general basis" (p. 106).
These recommendations are further supported by the
work of Taves, Corwin, and Haas (1953) in their study
relating role conception and role expectation to vocational
success and satisfaction, indicating that ambiguity or
self-concept (role conception) produces dissatisfaction
among nurses.

They found that satisfaction is positively

associated with the degree of role consensus with superiors.
In a subsequent study of role conception and group consensus among hospital work-groups, Haas (1954) found that
" . . . low role consensus in permanent groups is directly
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related to disharmony and annoyance" (p. 99). He found
further that consensus in role conception is also directly
related to role performance rating.
The findings and conclusions reported above would
seem to be particularly significant for the vocational
nurse as she assumes a growing share of the direct patient
^k«

contact, a role of obvious importance to a key segment of
the hospital's constituency.

However, it is clear that

fi;
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more research is needed, in light of the work of other
researchers suggesting that less role specificity may be

;.

associated with a number of similar and related variables.

'j

Democfraphic Variables
The variables considered here as demographic are
included as related but not central issues.

There are no

doubt a large number of peripheral associations which
could be identified and tested, each making some contribution
to further understanding the vocational nurse role.

How-

ever, it is necessary to restrict the scope of this study
to those variables appearing to be of special interest
in terms of the primary research variables.

Even though

this serves to exclude a number of questions v/hich might
be raised in connection with such areas as age, marital
status, sex, salary, et cetera, such restrictions are
considered to be justified on the grounds that a great
deal of statistical data are readily available relative

t*
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to such items.

As a result, many of these questions may

be answered using the wealth of secondary information.
This type of data are compiled by numerous sources,
including:

the Federal Government (U.S. Department of

Health, Education and Welfare, 1959); state governments
(Texas Health Careers Program, 1970); nursing associations
(Knopf, Tate and Patrylow, 1970; American Nurses'

fl ;

Association, 1971); hospital groups (American Hospital

;Î
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Association, 1971); and other specialized interest groups.
The four items selected for investigation might
also be termed structural variables in that they are part
of the physical system related to the nursing role. As

^
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such, they are not one of the psychological differences
inherent in the role expectations and conceptions of those
making up the nurse's role set.

They are, of course,

variables (except ethnic origin) in the sense that they
are subject to change over time, although generally over
a relatively long time frame and very likely outside the
scope of daily role activity.

It is for this reason

that they tend to be overlooked in regard to the on-going
role behavior of nurses in the system.

However, just

because they are considered as given, at least in the
short run, is no reason to assume that they have no
bearing on thé role behavior of those in the system.
fact, it is a contention of this study that they are
important factors in determining the configuration of

In
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certain role-related behavioral outcomes, which are
investigated here as dependent variables.
Type of Facility.—According to the latest
American Nurses' Association figures (1957), approximately
166,000 of the 253,000 LPN/LVNs employed in nursing,
about 66 per cent, are employed by some type of hospital.
The next two largest employer categories (nursing home

^

and private nursing) account for only 25 per cent between

r'^J

them (American Nursing Association, 1971, p. 176). Thus,

^,
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it is clear that practical/vocational nurses are to a

3.
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large extent employed in an institutional environment.

}

As part of this environment, they are subjected to the

1

stresses and strains associated with the uncertainties
of their institutional-care role, enumerated in an earlier
discussion.
It appears that these problems are widely enough
knovm in the profession to be of discernable concern to
students graduating from their vocational nurse training,
prior to seeking permanent employment.

Although, it may

be partially attributable to the fact that all LVN students
have had at least some experience, albeit part-time, in
a hospital as part of their training program.

This concern

was made apparent through a 1958 study of graduating
practical/vocational nursing students for the National
Leage for Nursing by Tate and Knopf (1958).

They found

that while 83 per cent of the students anticipated being
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employed by a hospital one year after graduation, the
percentage fell to 59 for five years after graduation,
45 per cent after ten years, and 40 per cent after fifteen
years.

These projections were based on a response of

2,299 students and assuming that they would be working
at each of the one, five, ten, and fifteen year milestones
(p. 78).
It would seem to be significant that over one-
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half of those nursing students anticipating hospital
*•!
'Ji

employment upon graduation expect to be working for
another type of employer in fifteen years. These figures
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are even more revealing in light of the fact that no
discernable pattern could be identified, except that the
nurses expected to leave the hospital for other employment
in the nursing field (p. 78). These facts, then, would
lead one to believe that type of facility may be especially
important to the understanding of such variables as nursing
satisfaction, tenure, and related variables.
Size of Facility.—The size of a facility is
seemingly the function and cause of many interrelated
factors, a number of which have, at least potentially,
a direct bearing on the nurse role in a particular system.
These relationships are compounded by the difference in
hospital sizes in the United States; they range from an
average of 1,015 beds for the 519 psychiatric hospitals,
to 145 beds for the 5,407 community hospitals, with an
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overall average of 227 beds for the 7,123 hospitals
registered by the American Hospital Association (1971,
p. 447). Even within hospital types, there is substantial
variation; community hospitals are divided into eight
categories by number of beds, ranging from six to twentyfour to 500 and over (p. 447). However, the American
Hospital Association notes that:

" . . . the ratio of

^
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nurses to patients (registered or practical) shows no
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consistent pattern by size of hospital" (1971, pp. 452-53).
Other measures of hospital size, such as number of paid

>••
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full- and part-time personnel and daily patient census,

J
a

also confirm the wide variations in size, resources, et
cetera (American Hospital Association, 1971).
While there have been many studies concerning
groups and group processes relative to all sizes and configurations of groups (see for example:

Hare, 1962;

Hare, Borgatta, and Bales, 1971; and Thibaut and Kelly,
1959), including some in a nursing setting, there are
still relatively few attempting to relate size and specific
role-related variables.
of these studies:

Caplow summarizes the findings

Empirical studies suggest that the effect of
size on efficiency of task performance depends
upon the type of task assigned, but that increasing
size is positiveiy correlated with group stability,
the proportion of resources devoted to selfmaintenance, the uniformity of organizational
design, and the incidence of communication
problems (1957, p. 484).

J
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He concludes that, in sum, just enough is known about the
effects of size on organizational structure " . . . to
perceive that size is an important element in determining
the way any human organization adapts to its environment
. . . " (p. 505).
The few nursing studies investigating these
relationships seem to confirm the general preconception

[^
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that as the size of a hospital increases, the adminis-
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trative requirements increase somewhat disproportionately
faster, leading to role confusion and inequity in the

.«
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system.

Stewart and Needham (1955), in their study of

nurses in Arkansas, found that the general duty nurse

^
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gave a larger proportion of her time to bedside nursing
(i.e., to service) if she was working in a smaller (less
than 100 beds) rather than a larger hospital (more than
500 beds).
that:

Hughes, Hughes, and Deutscher (1958) found

" . . . in smaller hospitals the organization of

work is less formal and clear-cut than it is in larger
institutions . . . " with the result that, " . . . this
leaves room for disputes over responsibilities and prerogatives" (p. 58). Georgopoulos and Mann (1962), in
their monumental study of community general hospitals,
concluded that:

"Organizational size in terms of number

of beds, average daily census of patients, or number of
paid personnel in the hospital tends to be negatively
related to coordination . . . "

(p. 357). It vrould seem.
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then, that the importance of size may have been underestimated, particularly in relation to the type of rolerelated factors considered in this study.
Size of Communitv.—The information relating nurse
role behavior to size of community would have to be considered somewhat sketchy and incomplete, primarily in
anecdotel form; however, even this does suggest some very
real differences, at least in terms of a large versus
small dichotomy.

tj;
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As with most large-small institutional

distinctions, one immediately envisions large, cold,
sterile, unfriendly efficiency on one hand versus small,

%
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warm, friendly, understanding competency on the other.
As a result, a considerable folklore of such material has
been built up to the point where actual practices frequently become obscured by the applicable myth, regardless
of reality.

Whether these traditional conceptions actually

exist, in fact, makes relatively little difference as long
as the reality acts to reaffirm the individual's preconception, at least by his interpretation of what exists.
In light of such intensive folklore, it is not
surprising that little research has been done in relation
to this type of service institution; and that which has
been done tends to confirm the stereotypical preconception.
An example worth noting is the study of role conceptions
and quality of work in small, medium, and large units of
a state welfare department by Thomas (1957).

He found

J
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that the size of the organization was related to community
size and that at least, in part, in smaller communities
this was related to more role consensus, greater breadth
of role conception, higher ethical commitment, and better
quality of work performance (p. 3 0 ) . He also found that
workers in rural areas changed jobs less frequently than
their urban counterparts.

And, finally, he concluded that:

fp
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"The effects of size alone are judged to be less potent

5J
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than those of the community setting" (p. 30) .

^,

Similar conclusions were reached by Burling,

.1
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Lentz, and Wilson (1955) in a hospital setting.

They

"]
«

generalized their findings:
between city and to\m

"...

people who have moved

tend to stress, on the one hand, the

advantages of wage and promotional system in the city and
on the other the satisfactions of simplicity and kindleness.
of the small town" (p. 1 9 ) . They also noted strong
feelings against the extensive division of labor found in
large cities and for the " . . .

warmth of relationships

between patients and hospital personnel" in small tovm
hospitals (pp. 19-20).

It should be noted that to some

extent their findings are likely to be applicable to withincity differences in size as well as city versus small
tovm differences.
The present research study should help to identify
the factors associated with the small versus large

j
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community environment, and the small versus large organization environment.
Ethnic Oriqin.—Unfortunately, there is very
little published information available relative to the
effectiveness of minority workers in the nursing profession.
This problem is exemplified by the plight of the United
States Department of Health, Education and Welfare nursing

fî*
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manpower researchers:

'v

A question regarding race was added to the 1951
inventory questionnaire for 31 States; the
remaining States indicated they did not want
the question on race included. The non-response
rate for this question where it was asked was
so great that no meaningful estimates on numbers
of Negro nurses registered could be made (1959,
p. 17).
The relative lack of information typified by this comment
is unfortunate in a number of respects, but especially
in that it tends to perpetuate the existence of undesirable group images.

Representative of this image is

Friedson's comment:
. . . there is a hierarchy of prestige and authority
among paramedical workers, with nurses, for
example, being higher than attendants and technicians. This hierarchy, too, is likely to be
reflected in the social origins of the workers.
In the grossest comparison between physicians
and paramedical workers, the latter are to a
disproportionate degree women and of the less
valued ethnic, racial, and religious groups in
the United States. With the special exception of
sex, those differences in background and personal
characteristics are also likely to be arranged
in an orderly way through the paramedical ranks
(1970, p. 53).
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What little evidence there is indicates that this
trend is continuing with approximately 5 pef cent Negro
registered nursing program enrollment in 1958-1969
(American Nurses' Association, 1971, p. 85) versus
practical/vocational Negro student enrollment of 18 per
cent in 1968 (Tate and Knopf, 1968, p. 34). Although, as
the absolute number of minority group nurses increases,

flj

it seems likely that a growing awareness of such oppor-

j|

tunities will draw more minority individuals into the
**i
«•1

nursing profession.

The American Nursing Association,
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in reviewing the data for Negro registered nurses through
1969, expressed guarded optimism that present increases,
though modest, would continue (1971, p. 71). This, in turn,
will have the compounding effect of increasing the number
of minority nurses at all levels as a result of the trend
toward flexibility suggested by the "career ladder"
concept which is gaining some acceptance (Manpower Report
of the President, 1972, p. 132).
Based on the fact that a changing white/minority
mix can be anticipated, and given that for the most part
minority nurses represent a different environment v;ith
its potential effect on role conception, the need would
seem to be urgent for further work in this area.
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Dependent Variables
Satisfaction
Job satisfaction, as a separate area of research
worthy of investigation, was not widely considered in the
literature until the well-known reviews of Brayfield and
Crockett (1955) and Herzberg, Mausner, Peterson, and
Capwell (1957).

However, these and subsequent reviews

^
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have let to an increasing proliferation of job satisfac•«i

tion studies (Ronan, 1970).

Korman (197 0) points out that

j'
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the earlier studies were primarily concerned with job
satisfaction " . . . for its possible predictive usefulness

TI
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in understanding various job performance variables . . . "
(p. 138). The results of these studies are perhaps best
summarized by Vroom (1964) in his widely quoted review of
the major work done up to that time.

His examination of

the relationship of job satisfaction to various aspects
of job behavior stands as a landmark and is widely quoted
in the literature as well as texts in the areas of both
industrial psyc?xOlogy (see for example:

Blum and Naylor,

1958; and Korman, 1971) and personnel management (see
for example: Beach, 1971). He concluded that:
On the basis of evidence that we have
reviewed . . .
1. There is a consistent negative relationship
between job satisfaction and the probability
of resignation.
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2. There is a less consistent negative relationship between job satisfaction and absences.
3. There is some indication of a negative relationship between job satisfaction and accidents.
4. There is no simple relationship between job
satisfaction and job performance. We do not yet
knov; the conditions which affect the magnitude
and direction of relationships between satisfaction
and performance (Vroom, 1954, p. 186).
More recent studies have begun to recognize and
explore job satisfaction as an important phenomenon in
its ovm right (Korman, 1971), i.e., as both dependent and
independent (Wanous and Lawler, 1972).

On the basis of

a thorough review of the literature, Ronan (1970, p. 14)
asserts that:

" . . . it can be concluded that job

satisfaction is of major importance to individual life
adjustment . . . "

Madigan (1962, p. 540), after comparing

the role satisfactions and length of life of Catholic
Priests to a comparable general population, goes so far
as to suggest that, " . . . high role satisfactions may
be related to this (the Priests') favorable mortality
experience

..."

The broader contextual interpretation of job
satisfaction has led to an increasing number of complex,
multifaceted studies (see for example:

Ronan, 1970)

which, while using more sophisticated problem statements
and statistical techniques, have not necessitated any
substantive revisions in the basic thinking relative to
job satisfaction.

Although, the findings have led Wanous
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and Lawler (1972) to conclude that there are

"...

several types of feelings that people have which can be
called satisfaction or which influence their feelings of
satisfaction about their job" (p. 104). A number of
specific dimensions have been tentatively identified:
(a) the content of the work, actual tasks performed, and
control of work; (b) direct supervision; (c) the organization and its management; (d) opportunities for advancement;
(e) pay and other financial benefits; (f) co-workers; and
(g) working conditions.

These factors seem to be more or

less central depending upon the particular study and its
orientation, but in general they appear to cover the
primary sources of job satisfaction (Ronan, 1970, pp. 2-3).
Ronan (197 0) then goes one step further in postulating
that these individual dimensions also vary between differing occupational groups.

This view, in turn, suggests

the need for a host of studies dealing with the different
situational variables potentially indigenous to specific
groups or categories of employees.
Even though a number of sophisticated methodologies
have been employed to investigate the various dimensions
of job satisfaction, both within and between groups, there
appears to be no one best way to effect its measurement.
As Wanous and Lawler (1971, p. 105) point out, "The 'best'
measure may depend upon what independent or dependent
variable the satisfaction measure is to be related."
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And, for this reason, it would seem likely that many
studies will continue to rely on what Wanous and Lawler
refer to as the "traditional" technique of " . . . simply
asking people to rate their jobs or facets of their jobs
on a Likert-type satisfaction scale" (p. 95).
The available evidence relating to the job satisfaction of nurses suggests that it too has a number of
measurable dimensions, similar to those identified on a
broad level by Ronan.

The National League for Nursing

study (Tate and Knopf, 1958) was able to differentiate
between three specific dimensions relating to salary,
working conditions, and availability of suitable employment.

In addition, it included an overall measure of

"personal satisfaction," in terms of meeting the expectations held by practical/vocational nurses with regard to
their working role.

It is interesting to note that while

43 per cent were satisfied with working conditions and
83 per cent with work availability, on the overall measure,
91 per cent expressed personal satisfaction with the
meeting of their role expectations.

Thus, it would seem

that at least the nurses sampled in this study were able
to distinguish between dimensions and respond to the
differential measurement of selected dimensions of job
satisfaction.
Martin (1958) obtained similar results in a study
of Illinois licensed practical nurses.

Drawing from an
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earlier definition used by Hoppcock (1935, p. 47), he
defined job satisfaction as " . . . any combination of
psychological, physiological and environmental circumstances that causes a person truthfully to say, 'I am
satisfied with my job'" (p. 20). Martin found that 93 per
cent of those employed either liked or were enthusiastic
about their jobs.

He also identified a number of differ-

ences in the ratings of thirteen intrinsic/extrinsic job
factors.
There is evidence to suggest that one of the
primary causes of dissatisfaction among vocational nurses
is a lack of role congruency between nurses and supervisors,
leading to uncertainty regarding appropriate role behavior.
Treece (1967), for example, found that the practical
nurse's greatest problem was her rather "illdefined" role.
In the same vein, Mauksch (1957) and Hayes and Gazaway
(1954) suggest that satisfaction is related to the degree
of participation by the nurse in running her ward and
the recognition accorded this relative autonomy by her
supervisor.

Innman (1960) found that most satisfied male

and female nursing assistants were older (near middle age)
and had adequate experience to have learned the job well.
Martin (1953) also noted that the longer the period of
employment, the higher the level of job satisfaction
suggesting that greater role experience (hence less
ambiguity) leads to increased satisfaction.

Georgopoulas
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and Mann (1962) found that supervisory behavior was
important to the satisfaction of nursing personnel.

While

Anderson (1958a; 195Sb) found considerable discrepancy
between the desired and perceived role orientations of
head nurses versus both her superiors and subordinates
(the superior valuing coordinating activities, head nurses
prefering personnel activities, and nurses anticipating
nursing care activites), there amounted to three opposing
views of the head nurse's role.
In the context of this study, job satisfaction is
conceived to be somewhat the same as suggested by Corwin
(1960) in his study of the role conception and mobility
of nurses:

"...

satisfaction with the current situation

is presumably derived from the opportunity to fulfill
self-concept on the job . . . "

(p. 28). More specifically,

it represents the extent to which the vocational nurse
is satisfied with her role in terms of the job as she
defines it and the hospital as a place to work.

Such an

approach gives implicit recognition to both the demographic and systemic characteristics of the hospital and
the specific role conception of the nurse, which is to
some extent a product of her individual psychological
characteristics.
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Turnover
It is obvious that as Katz and Kahn put it,
"...

sufficient personnel must be kept within the system

to perform its essential functions" (1955, p. 338);
what is not as obvious is the cost associated with
accomplishing this task.

While everyone is cognizant

of salary and related costs, many managers are not aware
of the high cost associated with turnover, including
recruiting, selecting, training, overtime to maintain
capacity, et cetera (Pigors and Meyers, 1955).

And this

does not include the more subtle costs resulting from
disrupted work groups, broken communication channels,
and other hidden costs.

The manager is not without aid,

however, as a number of techniques have been developed
for measuring turnover and the cost associated with it
(see Gaudet, 1950, for a review of related studies;
and McManemin, 1950, and Strauss and Sayles, 197 2, for
typical formulas and their application).
Although a manager may be able to measure the
amount of turnover in his organization, and even cost it
out, he is still faced with deciding what to do about
solving the problem.

This, however, requires that he have

substantial knowledge as to the causes and cures of turnover so that he may assess the situation and be prepared
to deal effectively with the problem.

As noted in an
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earlier section of the discussion, a number of studies
have been done (see reviews by:

Brayfield and Crockett,

1955; Herzberg, et al., 1957; and Vroom, 1954) with the
general finding that turnover is related to job satisfaction, measured in any of several ways.

A number of

other variables have been explored with regard to their
value as predictors of employee tenure, including
intelligence tests, aptitude tests, interest inventories,
personality tests, and biographical data.

The results

of studies considering these and several similar variables
have been somewhat inconclusive (see Schuh, 1957, for a
review of related studies and findings).
his review on an uncertain note:

Schuh summarized

"It remains to be seen

which factors contribute more to tenure prediction;
on-the-job social factors such as foreman's behavior and
the sociometric desirability of the work mates or the
interest, aptitude, and personality attributes of job
applicants" (1957, p. 147). He concluded that the general
applicability of paper-and-pencil tests " . . . may be
limited by the influence of certain 'significant others'
in the work situation" (p. 147). However, the potential
for useful measurement is clear as demonstrated by a
recent study of discount store employee turnover (Taylor
and Weiss, 1969) reported in Bass and Barrett (1972).
It was found that out of a total of 450 employees, 54 per
cent of those classified as "leavers" actually left;
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while less than 20 per cent of the "non-leavers" also
quit (p. 102).
The turnover of nurses in the hospital is a substantial problem which to some extent is compounded by
the obvious fact that most nurses are women, with the
attendant considerations of marriage and children both
serving to interrupt, if not end, the nurse's career
(Freidson, 1970, p. 55). A number of studies have explored
the extent of these factors as an influence on turnover
in practical/vocational nursing (see for example: Hughes,
Hughes, and Deutscher, 1958; and Knopf, Tate, and Patrylow,
1970), with the general finding that both marriage and
childbirth indeed represent a strong force for career
interruption although many women subsequently reenter the
profession to resume their careers.

Somewhat parentheti-

cally, it is significant to note that even though marriage
and childbirth must be considered, the traditional belief
that women are more prone to higher absentee, tardiness,
sickness, and accident rates has received no strong
statistical support (Strauss and Sayles, 1972, p. 482).
Knopf, Tate, and Patrylov; (1970) identified a number
of other considerations which were seen as contributing
to

LPN/LVN

turnover.

When

LPN/LVNS

were questioned as to

the main reason for their latest change of position, the
three highest categories of response were:

"moved/

inconvenient" (18 per cent), "economic advantages"
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(17 per cent) and "working conditions" (13 per cent).
On the other hand, "marriage/husband" and "children/
pregnancy" were cited for only 6 per cent and 2 per cent
of the changes respectively (p. 20).
The job itself seems to be somewhat of a compounding influence in that the semi-professional, yet
readily transferable skills, contribute to the high
mobility of many nurses.

In fact, there are indications

that some nurses and practitioners in other occupations
(e.g., medical technologists and computer programmers)
use their profession as a means of access to a life of
travel.

Such a phenomenon, referred to as "touristry"

(Pape, 1954), has serious implications for the hospital
administrator and his efforts to build a viable staff.
There are some indications, however, that practical/
vocational nurse turnover is not as prevalent as that of
registered nurses.

Georgopoulas and Mann (1952), for

example, found in their study that 28 per cent of the RNs
had been associated with a particuiar hospital for less
than one year, while only 15 per cent of the LPNs fell
into this grouping.

In the one to five^years category,

the two groups were comparable, with 42 per cent of the
RNs and 38 per cent of the LPNs; while there was only
30 per cent of the RNs in the over five-years category
versus 45 per cent of the LPNs (p. 103). On the other
hand, Pape (1964) suggests that the frequency of

LPN/LVN
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turnover will grow, relatively, as their training becomes
increasingly technical and more widely standardized,
i.e., more like the RNs.
It is significant to note that much of the turnover
is somewhat localized in that the nurses do not leave the
area in which they received their training.

Tomiinson,

et al. (1957), in a study of Illinois LPNs, found them to
be stable as a group with little job mobility outside
of the geographical area.

Kerr, Peterson, and Czaja

(1968) obtained comparable findings in a study of practical
nurses in lowa.

In a similar vein, but based on a

national sample, Knopf, Tate, and Patrylow (1970, p. 19)
found that 75 per cent of the

LPN/LVNS

sampled had been

employed in only one state, 14 per cent had been employed
in two states, and 4 per cent in three or more.

This

would seem to be somewhat unusual in light of Pape's
(1964) projections and Knopf, Tate, and Patrylow's additional finding that only 42 per cent of the sample had not
changed jobs since completing training; while 28 per cent
had changed once, 17 per cent had changed twice, and
22 per cent three or more times (p. 47). It appears, then,
that there is considerable shifting around of jobs on a
basically local level.

As noted earlier in the discussion,

many of these job changes might be accounted for by the
desire of nurses to leave a hospital system for other,
less-institutionalized care facilities such as private

:

/
/
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duty or a doctor's or dentist's office, et cetera
(Tate and Knopf, 1968, pp. 72-73).
As can be seen from the foregoing discussion, it
is apparent that turnover is a problem both in general
and in nursing, and that turnover is the result of a
complex mix of interrelated dimensions and factors.
This research, recognizing both the need for information
useful to the hospital manager and the scope of the
problem, approaches the study of turnover on a selective
basis.

Two basic measures will be utilized:

and propensity-to-leave.

tenure

The first constitutes an attempt

to establish a baseline measure of actual experience for
the study group; the second is designed to assess the
relationship of a number of factors to the likelihood
of quitting the job.

This, then, investigates two poten-

tially parallel dimensions of the problem:

the relation-

ship of historical profile to selected measures, and the
expressed propensity to leave the job.
Tension
As was made clear by many of the studies reported
in the preceding discussion, all organizations experience
some degree of disagreement as to the proper role conduct
for their members, a truism all too readily apparent to
anyone who has participated in a formal organization.
An individual faced with such a situation must inevitably
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make discretionary choices as to course of action he will
follow; i.e., he must establish his role behavior.

Goode

(1960) suggests that this is accomplished by a series of
"role bargains" which serve to define the appropriate
role behavior of the individual through " . . . a continuing process of selection among alternative role
behaviors, in which each individual seeks to reduce his
role strain"; which he defines as " . . . the felt
difficulty in fulfilling role obligations" (p. 483).
This concept has been considered by a number of researchers
under a variety of theoretical constructs, including
anxiety, conflict, pressure, strain, stress, and tension.
Hov/ever, while they may be distinct in theory, they have
tended to be used synonymously, at least in terms of their
application to role theory (Hall and Lawler, 1970; Buck,
1967, reported in Hall and Lawler, 1970).

This study,

following the general methodology of Kahn, e;t al.. (1954) ,
Indik, Seashore, and Slesinger (1964) and Lyons (1971),
will use the concept of tension (referred to as strain
by Indik, Seashore, and Slesingsr) in this broad context.
Tension is defined as "a feeling of physical and psychological strain accompanied by discomfort, uneasiness, and
apprehension" (The Encyclopedia of Human Behavior, 1970).
It should be noted that in the sense used here, tension
is not a static condition but, rather, may serve as a
dynamic motivating force.
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Thomas (1968), in analyzing the various role
factors that cause individuals to experience tension,
identifies five " . . . distinguishable and different
problems:

role conflict, role ambiguity, role overload,

role discontinuity, and role incongruence" (p. 708). He
goes on to say that role conflict exists for an individual
when, " . . . the role expectations placed upon him are
incompatible, making it impossible for him to conform to
both sets of expectations at the same time" (p. 709).
He emphasizes further that:
It is important to observe that the incompatible
role prescriptions may be externally imposed,
may involve some prescriptions external to the person
which conflict with other internalized role
expectations, or in extreme cases, may involve
sets of internalized incompatible expectations in
which the external sources of these expectations
are either no longer visable or even currently
operative (p. 709).
He defines role ambiquity as, "'The incompleteness of
prescriptions for behavior . . . "

(p. 710); notes that

role overload is essentially a condition occurring
" . . . when the role demands are in excess of the individual's capacity to meet such demands" (p. 711); and uses
role discontinuity to describe the transitional difficulties associated with moving from one position to
another (p. 711). And, finally, he specifies seven
distinct typss of "person-role malfit" (inconqruence):
1. Motive malfit, defined by the arousal of
motives that are irrelevant to, or interfere with,
the requisite performance in a position.
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2. Incentive malfit, defined by a discrepancy
between the incentives sought by an individual
and those available through performance in a
position.
3. Skill malfit, defined by the individual's
lack of skills requisite to perform adequately
in a position or the possession of valuable
skills not made use of in the position.
4. Capacity malfit, defined by either the
underuse or overtaxing of the individual's
capacity to perform in a position.
5. Identify malfit, defined by the discrepancy
between an individual's identity and that
provided by membership in a social position.
6. Performance malfit, defined by performance
demands of a position that are inconsistent or
interfere with the performance dispositions of
an individual.
7. Value malfit, defined by an inconsistency
between the individual's values and the
idealogical commitments associated with the
position he occupies (pp. 714-15).
It should be recognized that these factors, varying in
strength over time according to the demands of the role,
may result in a shifting pattern of role tension that,
while discernably disturbing to the individual, will very
likely be difficult to isolate in terms of any specific
problem or factor.

As can be seen from Thomas's review,

the relationships between these problems and factors are
complex and may be at least partially related to the multidimensionality of job satisfaction.
Wolfe and Snoek (1952) go a step further in making
a subtle, but significant distinction between

"...

role conflict as experienced in the objective environment
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..."

and " . . . role conflict as experienced in the

psychological environment" (p. 104). In this view,
"Objective role conflict exists v/hen the pressures
exerted by role senders are in opposite directions"
(p. 104), and would include both contradicting sent roles
and the less clear-cut difficulties resulting from differences in priorities assigned to the same activities by
different role senders. On the other hand, "Subjective
role conflict refers to the experience of conflict aroused
as a result of a set of role pressures, including those
exerted by the person as a role sender to himself" (p. 104).
These conflicts represent a combination of the difficulties
an individual experiences in satisfying the divergent
demands of various role senders and those faced in reconciling such demands with his ovm intentions.

This formu-

lation, then, is roughly analogous to the difference
between "role expectation" and "role conception" discussed
in a prior section of this study.
While the bahavioral correlates of the type of
conflicts delineated by Thomas and others are not entirely
established, a number of studies provide some indication
of their general consequences.

Wolfe and Snoek (1952)

and Kahn, et aJ^. (1964), for example, foun.d that the stronger
the role conflict, the greater the individual's experienced
tension.

They also found that as role conflict increased,

the individual's level of job satisfaction decreased and
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at the same time his confidence in his superiors and the
organization was undermined.

They concluded that, "Not

only is the conflict episode difficult in itself; it
apprently makes the person's total experience in the organization stressful and unpleasant" (p. 118). This, in turn,
can lead to the type of self-defeating spiral described
by Neel (1955) where an unsatisfactory work situation
induces (or increases) nervous tension in an employee,
which tends to sensitize him to unsatisfactory job
conditions, which in turn heightens his nervous tension,
and so on.
It is significant to note that in spite of the
clearly dysfunctional effects of extremely high levels of
tension, there is substantial evidence to indicate that
" . . . mild stress tends to result in improved performance,
increased activity, more learning, and the like
(Torrence, 1955, pp. 24-25).

..."

Janis and Leventhal (1963)

interpret this phenomenon in terms of a curvilinear function where at lower levels of perceived difficulty, the
individual is indifferent since he feels little threat to
his position; as the perceived threat increases to a
moderate level, he is motivated to take action toward
resolving the problem; should the threat continue to
increase, the extremely high levels of emotional stimulation may become more than can be handled effectively,
resulting in deterioration of performance and possible
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breakdovm.

Although this function is adequate to describe

the general reaction, the degree of arousal in a given
situation would still depend on the individual and the
particular circumstances involved.
While this formulation would seem to suggest that
a certain amount of tension may be functional for the
organization, there is evidence to indicate that the
duration of the difficulty may be of some importance for
the individual as well, to the point of influencing his
performance over time.

Davis (1955, reported in Torrence,

1968), in studying combat soldiers, found that

"...

mild but prolonged stress is more damaging and requires
a longer time for recovery than brief but intense stress"
(Torrence, 1958, p. 28). Similarly, Rao and Russell
(1960), in a laboratory study of goal-setting, found that,
"Under stress conditions there was a significant trend for
stated levels of aspiration to decrease consistently as
the number of stress trials increased" (p. 338). They
also noted that the effect of stress of judgment in goalsetting persisted for a number of trials after returning
to the "prestress" condition.
It would seem, then, that a significant level of
tension is likely to be more dysfunctional than functional,
at least in the long run, for most organizations.

Although

it has been demonstrated that in certain situations and
for short periods of time, moderate levels of tension
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may promote higher levels of performance.

The nursing

situation in some hospitals represents a case in point
for such a conclusion.

On the one hand, the nursing role

has been characterized above as fertile ground for most
of the problems identified by Thomas (1958).

These con-

tinuing role conflicts, which result from numerous and
diverse factors, are described by Benne and Bennis (1959)
as resulting from three basic sets of "tension generators":
the blurred self-image of nurses, the nurse-doctor
conflict, and the nurse-superior conflict.

The results

of these conflicts also are evidenced in higher turnover
and reduced effectiveness.

Dodge (1950), for example,

reported that three out of four measures which were
presumed to reflect the level of pressure on the hospital's
nurses were related to the percentage of voluntary turnover
Georgopoulas and Mann (1952) also found ttøt higher levels
of tension were indeed dysfunctional in terms of effective
nursing operations.

On the other hand, it also is likely

that the somewhat greater than normal levels of tension
which would generally accompany a hospital crisis might
be expected to be functional for the performance of a
suddenly critical nursing operation, at least in the short
run.
This chapter has explored the research variables
through the literature and, where appropriate, related
them to the conceptual model of the vocational nurse's
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role developed in the preceding chapter.

Drawing on the

theoretical background thus established, the following
chapter develops the research design, formal hypotheses,
design of the instrument, procedure, and data treatment.

CHAPTER IV
METHODOLOGY AND PROCEDURES
The objective of the study, as noted earlier, was
to ivestigate the relationships between selected variables
insofar as they represent measurable influences on the
vocational nurse role.

The research technique employed

for the study was a combination of secondary literature
search and statistical analysis of primary data obtained
through a mail questionnaire.
Hypotheses
The relationships tested, having been previously
delineated and tentatively explored through the literature
in the preceding chapter, are stated here in the form of
null hypotheses to facilitate their evaluation using
statistical techniques.

Each hypothesis attempts to

identify a specific relationship and is treated as a
distinct but related entity.

It should be kept in mind

that each of the hypothsses refers to the appropriate
characteristic of the study population, i.e., vocational
nurses licensed to practice in Texas, as described elsewhere in this report.

The hypotheses are numbered and

listed sequentially for ease of identification in subsequent
sections of the study and to increase accessibility for
the reader.
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B^reaucratic orientatinn is not associated with
service orientation.

^-

3«

4.

5.

5.

Bureaucratic orientation is not associated with:
a.

satisfaction

b.

tenure

c.

propensity-to-leave

d.

tension

Service orientation is not associated with:
a.

satisfaction

b.

tenure

c.

propensity-to-leave

d.

tension

Need-for-clarJtv is not associated with:
a.

satisfaction

b.

tenure

c.

propensity-to-leave

d.

tension

Type of facility is not associated with:
a.

satisfaction

b.

tenure

c.

propensity-to-leave

d.

tension

Size of facility is not associated with:
a.

satisfaction

b.

tenure
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7.

8.

c.

propensity-to-leave

d.

tension

Size of communitv is not associated with:
a.

satisfaction

b.

tenure

c.

propensity-to-leave

d.

tension

Ethnic oriqin is not associated with:
a.

satisfaction

b.

tenure

c.

propensity-to-leave

d.

tension

Each of these hypotheses are tested using the chisquare analysis to determine whether or not the paired
variables are in fact independent, at least in terms of
the established context.

Thus, for these pairs of variables

where the null hypothesis can be reasonably rejected, it
is inferred that a relationship does exist between them.
On the other hand, where there is insufficient evidence
to reject the null hypothesis, it is inferred that the
two variables exist independently of each other.

The

results of thsse chi-square tests of independence are
reported and interpreted in the following chapter.
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Universe and Sample Population
The primary universe for this study was the total
group of vocational nurses licensed by the State of Texas
for the year 1971, as defined by the published list of
license holders (State Board of Vocational Nurse Examiners,
1971).

The universe consisted of 39,100 Licensed Vocational

Nurses, the majority of which were Texas residents and
with some registrants maintaining a Texas license while
actually residing in another state.

In addition to this

group, a larger secondary universe was also recognized,
consisting of all

LVN/LPNS

licensed to practice in the

United States—approximately 344,000 (American Nurses'
Association, 1971, p. 174). Although the larger group of
practical/vocational nurses was not explicitly defined,
an estimated 253,000 (American Nurses' Association, 1971,
p. 174) are employed in nursing and for purposes of this
research constitute a meaningful reference group, particularly in developing the study and interpreting the
finding.
The sample population consisted of approximately
two and one-half per cent (1,000) of the 39,100 vocational
nurses licensed in Texas.

The sample population was

selected by the v7ell-known "simple random sample" procedure using random number tables prepared by the Interstate Commerce Commission (reproduced in Balsley, 1970).

î
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This method was deemed most appropriate since the universe
was finite, although only to the extent that names and
addresses appeared in the published listing.

While this

procedure did not guarantee randomness, on the basis of
the grographical mix it appears that a reasonably broad
distribution was achieved.

The sample v/as made up of

340 nurses residing in the larger cities of Amarillo,
Austin, Corpus Christi, Dallas, Ft. Worth, Houston,
Lubbock, and San Antonio; 540 were from smaller towns
widely scattered throughout the state; and seventy-six
were non-residents from twenty-nine states and the District
of Columbia.

This group, then, served as the vehicle

through which the suggested relationships were tested.
Thus, based on the responses obtained to the questionnaire,
selected judgments were made regarding the relationships
under study and in a broader sense imputed to the larger
LVN universe.

In addition, certain parallels were drawn

between this group and the secondary universe where the
evidence would seem to indicate a more general applicability.
Research Instrument
The instrument was a mail questionnaire designed
to elicit information regarding the role of licensed
vocational nurses, as related to the variables previously
identified for consideration.
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The questionnaire consisted of thirty-five closedanswer check questions and Likert-type scales (see
Appendix B for a complete listing of questions).

Scales

relevant to the psycho-social variables were adapted in
part from scales used in previous studies, primarily
Lyons (1971) and Corwin (1950).

These particular measures

were selected for three principle reasons:

(a) they were

developed and used to investigate the specific variables
being explored in this study, (b) they were designed and
used to sample nursing-related populations, i.e., nursing
students, practitioners, and supervisors, and (c) they
were pretested and used with generally significant levels
of measured results.

These measures, then, have previously

demonstrated both their applicability and usefulness in
measuring the desired variables for a nursing group.

The

further extension of their use to an LVN population broadens
their scope and serves as further validation of the scales.
A number of questions related to certain demographic
variables (and tenure) v/hich are of particular interest
to the study were also included.
The qpaestions them.selves made up seven separate
overall measures corresponding to the major variables,
and four single measures corresponding to the demographic
variables.

The bureaucratic and service measures consisted

of five "situations" apiece, each describing a particular
occurrence related to general hospital/nursing routine.
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The respondent was asked to react to each event as it
represented her normative pattern.

The bureaucratic

situations were constructed to tap the respondent's
feeling toward "typical" bureaucratic concomitants, e.g.,
formal authority, chain of command, obeying rules, et
cetera.

For example, one bureaucratic question was:

An LVN observes another LVN or aide who has
worked in the hospital for months violating a
very important rule or policy and mentions it
to the head nurse or supervisor—Do you think
that this is what LVNs SHOULD do?
The alternatives were arranged along an agree-disagree
scale and included "strongly agree," "somewhat agree,"
"uncertain," "somewhat disagree," and "strongly disagree."
Similarly, the service situations were designed to get at
the nurse's predisposition toward a service (patientcentered) role:
Doctors and head nurses at the hospital respect
and reward nurses who spend time talking with
patients in an attempt to understand the hostilities, fear and doubts which may affect the
patient's recovery—Do you think this is what
doctors and head nurses SHOULD regard as
important?
The need-for-clarity measure consisted of four
check-type questions aimed to identify the amount of role
clarity each nurse felt was important to her in the context
of her job-related activities; for example:
How important is it to you .to know, IN DETAIL,
what the limits of your authority on a job are?
The five alternatives ranged from, "It is extremely
important to me" to "Not important at all to me."
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Three of the demoqraphic questions were each aimed
at a specific facet of the nurse's role environment,
while the fourth related to her ethnic group:
Approximately how large is the city or town where
you work?
What type of employer do you work for?
Approximately how many patient beds are there
in the hospital (clinic, etc.) where you work?
What is your ethnic background?
Each qusstion had several (or a range) of responses
appropriate to the particular question.
The two satisfaction questions were oriented toward
satisfaction with the job, and the hospital (clinic,
et cetera) as a place to work, respectively:
Considering your job as a whole, how well do you
like it?
On the whole, what do you think of this hospital
(clinic, etc.) as a place to work?
The questions had five and six check-type alternatives
ranging from, "I don't like my job at all" to "I like
my job very much" and "A very good place to work" to
"It is a very poor place to work," respectively.
The tenure measure was made up of three questions
concerning number of employees, length of time with present
employer, and total length of time employed as an LVN,
using check-type responses.
The two propensity-to-leave questions attempted
to measure the nurse's desire to remain with her present

• i ir. < r.
« 1 a II
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employer, with five check-type alternatives providing a
strong "stay" to a strong "leave" range of choices.
And, finally, the tension measure was composed of
nine questions designed to determine whether or not the
nurse experienced tension with regard to her role-related
activities.

The scales were arranged such that the nurse

could check a four-item "never" to "frequently" continuum
to indicate the extent to which she was "bothered" by
each of the statements.

For example:

Thinking that you'll not be able to satisfy the
conflicting demands of various people over you?
The questionnaire, itself, was printed with the
letter of introduction on a large single sheet which was
folded in half to present a four-sided instrument, the
first page being letterhead with the letter of introduction.
The complete instrument was pretested to the
extent of administering it to a group of twenty-nine
student LVNs who had had some hospital experience.

It

is recognized that the pretest is not entirely acceptable
for establishing the validity of the instrument due to
the different group used for the pretest.

However, since

the scales have been used previously on nursing populations, basic scale validity is assumed, supported by face
validity.

In addition, with the pretest and actual research

populations both consisting of vocational nurses (i.e.,
licenssd and in training) and the fact that the trainees
have had some hospital experience, it appears reasonable
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to conclude that this type of pretest is not entirely
invalid for content.

Even though the results of the

pretest can only be termed "indicative" of potential
study results, it was still useful to establish the
mechanical acceptability of the instrument, i.e., format
readability, ease of understanding, et cetera.

The pretest

was actually administered in a group situation at the
normal classroom training site; this provided the advantage
that immediate and personal feedback was obtained by the
researcher through the instructor.

A pretest providing

this type of feedback, even though not a replication of
the actual sampiing procedure, is not only acceptable but
considered highly desirable by some respected researchers
(see for example:

Selltiz, et^ âi. / 1959, pp. 550-51).

The final instrument V7as administered by mail to
the sample population of 1,000 vocational nurses licensed
to practice in Texas.

The mailing included a stamped,

self-addressed return envelope, although complete anonymity
was maintained to protect and encourage the respondents.
Data Treatment
The data were obtained from 290 usable responses
out of a total of 310 questionnaires that were returned
(29 and 31 per cent of those sent, respectively).

The

information was coded and key-punched to be compatible
for use with a pre-taped computer program (based on
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Siegel, 1965) designed to compute chi-square values using
a CDC 3100 computer.

The primary output consisted of

cell frequencies, calculated chi-square values, and comparisons with the appropriate table values (considering
degrees of freedom) at both the 5 and 1 per cent levels
of significance.

This information then formed the means

to test the hypotheses set forth in the preceding section.
The majority of tests were made using a high versus low
dichotomy for each variable based on groups of related
questions combined to provide overall values for each
variable.

A similar technique also was used in testing

the extremes versus moderate values of several scales,
except that the various alternatives were grouped to
reflect the extremes versus moderate breakdown.

More

detailed information related to the treatment of specific
measures is included with the presentation of findings
in the next chapter of this report.
The present chapter has described the research
procedures and methodology used in conducting this study,
the results of which are presented in the subsequent chapter,

CHAPTER V
FINDINGS AND INTERPRETATIONS
This section of the study continues the exploration
of selected variables relative to the vocational nurse
role.

More specifically, the present chapter reports

the empirical findings obtained by the statistical manipulation of data gathered through the research questionnaire.
As noted earlier, the primary statistical test utilized
was the chi-sq[uare analysis, a standard and widely used
test which is suitable for use with nominal and ordinal
scale data (Siegel, 1965), such as was obtained in this
study.

The use of this test, though somewhat limited,

does permit the evaluation of specific questions, stated
in the form of null hypotheses; this, in turn, provides
further insight into the nature of the relationships
tentatively identified and explored in previous sections
of the report.
The discussion is divided into three basic parts:
the first section presents an overall view of responses
to the questionnaire, providing a profile of the respondents; the second addresses specific relationships by
evaluating the hypothsses through use of the chi-square
analysis; while the final section attempts to integrate
the findings in terms of the broader context of the role
model developed in Chapter II.
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Overview of Responses
Insofar as can be determined from the responses
obtained, it appears that a fairly representative crossséction of the licensed vocational nurse population
responded to the questionnaire, at least in terms of those
factors measured.

This observation is based primarily on

the percentage breakdown of responses for each of the
four demographic variables, i.e., type and size of
facility, size of community, and ethnic origin.

Specific

comparisons between those general statistics that are
available in the literature and the respondent group are
detailed below.
1.

According to the latest American Nurses'

Association figures (1967), approximately 155,000 out of
253,000 or about 65 per cent of the employed
work in some type of hospital.

LPN/LVNS

In this sample, 57 per

cent of the respondents indicated that they were employed
by a hospital, while 43 per cent worked in a non-hospital
facility, which represents a reasonable approximation of
the national figure (see Table 1).
2.

The American Hospital Association (1971)

states that hospital sizes range from 1,015 beds for 519
psychiatric hospitals to 145 beds for 5,407 community
hospitals with an overall average of 227 beds for the
7,123 American Hospital Association registered hospitals.
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TABLE 1
RESPONDENT PROFILE:

INDEPENDENT VARIABLES

Variable

Response

Role Orientation:
Bureaucratic

55% High

45% Low

Service

53% High

47% Low

99% High

1% Low

Need-for-Clarity
Demographic:
Type of Facility

57% Hospital

43% Non-Hospital

Size of Facility

43% Large

57% Small

Size of Community

44% Large

56% Small

Ethnic Origin

79% White

21% Non-White

While not all of the respondents in this study worked in
hospitals, it seems reasonable to take this figure as a
working base and then adjust it downward to account for
the larger percentage of small offices, clinics, and selfemployed vocational nurses.

Based on these figures, the

indicated response of 43 per cent working in large (more
than 150 beds) facilities as opposed to 57 per cent working
in small (fewer than 150 beds) facilities appears to be
consistent with such a breakdovm for the larger population.
3.

The sample population for this study, as noted

earlier, consisted of 1,000 licensed vocational nurses
of whom 340 or 34 per cent lived in larger (over 100,000
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population) Texas cities, 584 or 58 per cent lived in
small (less than 100,000 population), and seventy-six
or 8 per cent resided in other states.

The responses

reflected the same general division, with 44 per cent
indicating that they resided in large cities versus 56
per cent who lived in small cities.

This would seem to

indicate that while the proportion of large versus small
was not knovm in the total population, at least the
pattern of responses was consistent with the breakdovm of
the sampled population.
4.

While information concerning non-whites in

vocational nursing is limited, the Arnerican Nurses'
Association (Tate and Knopf, 1958) does note that in 1958
approximately 18 per cent of the students enrolling in
LVN/LPN

training programs were Blacks.

They further

suggest that the percentage of non-white
increasing at a steady but slow pace.

LPN/LVNS

is

Thus, the 79 per

cent white versus 21 per cent non-white split obtained in
this study would seem to be fairly reasonable, especially
since Texas has a relatively large non-white population;
although since the non-white total is only 13 per cent
of the total population (Texas Almanac and State Industrial
Guide, 1969, p. 175), it is possible that the non-white
group may be somewhat over-represented.

Based on these

distributions, it seems reasonable to conclude that the

117
sample did provide a meaningful balance between the basic
demographic factors represented in the study.
This broad cross-section assumes special significance in light of the rather unequivocal concensus expressed by the respondents relative to several of the
psycho-social variables.

It is clear from Table 1

(independent variables) and Table 2 (dependent variables)
that questions related to the need-for-clarity, satisfaction,
and propensity-to-leave variables in particular elicited
a somewhat universally one-sided distribution.

In light

of these findings, it appears that the respondents could
generally be characterized as having a strong need-forclarity, a high level of job satisfaction, and a low
propensity-to-leave the job.

The direction of responses

was much less clear-cut for the other variables, with
more nearly equal distributions prevailing for both
bureaucratic and service orientation, tenure, and jobrelated tension.
This brief profile, then, suggests a group that
subscribes to a mixture of traditional nursing and
organizationally oriented values.

At the same time, they

apparently have a strong need for clarity with regard to
their work and in some cases experience fairly high levels
of tension.

Although, in gsneral, they clearly indicate

a high level of job satisfaction and a low desire to leave
their job, even across a variety of specific work
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TABLE 2
RESPONDENT PROFILE:

DEPENDENT VARIABLES

Variable

Response

Satisfaction

97% High

3% Low

Tenure

43% High

57% Low

9% High

91% Low

58% High

42% Low

Propensity-to-Leave
Tension

environments and situations.

The next section takes the

analysis one step further and explores some of the
specific questions that have been raised with regard to
the nursing population described by the profile suggested
above.
Analysis of Responses
This section reports the results of the chi-square
analyses computed to formally test the null hypotheses.
For purposes of discussion, the tests are grouped by
independent variable and ordered according to the numerical
sequence assigned in the preceding chapter.
The concepts of "bureaucratic" and "service"
orientation have been treated as two distinct, yet related,
variables throughout the discussion.

This treatment

suggests that while they are independent of each other,
they may in fact be mutually related to similar variables;

le^
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such appears to be the case even though intuitively they
would seem to be somewhat mutually exclusive, almost by
definition.

Corwin (1960) found, however, that it was

entirely possible for an individual to be stro^ngly (or
weakly) oriented toward either or both of these conceptions
at the same time.
As suggested in previous discussions, it appears
that role orientation is in fact an identifiable and
measurable phenomenon; that is, it is apparent that the
nurses in this study were able to differentiate betv/een
"high" and "low" on both the bureaucratic and service
dimensions of their normative role conceptions (Table 3)
with the high versus low split approximately even for both
scales.

It also is evident that the two dimensions exist

independently of each other, at least in the sense that a
nurse can conceive her role in both bureaucratic and
service terms at the same time indicating that they are
not necessarily viewed as being incompatible elements of
her role.

This is made clear by the zero chi-square value

indicated in Table 3 which suggests a complete lack of
association between the two scales and permitting the
acceptance of null hypothesis number one that there is
no association between bureaucratic orientation and service
orientation.
One of the basic contentions throughout this
report is that hospital and related health care facilities
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TABLE 3
COMPARISON OF BUREAUCRATIC ORIENTATION
AND SERVICE ORIENTATION
Bureaucratic Orientation
Service Orientation

High

Low

High

1,908
(55)

1,697
(55)

Low

1,559
(45)

1,386
(45)

X^-€^ <3.84 (.05):

Accept Hypothesis

are experiencing a visible shift from the traditional
service orientation to a more organizationally directed
bureaucratic orientation.

At the same time, indications

are that nursing values as a whole may also be changing,
although some individuals adapt more slowly (thus retaining a service orientation), while others respond more
rapidly to the perceived bureaucratic nature of present
organizations.

As a result, it might be expected that

those holding a strong orientation toward either bureaucratic or service conceptions of their role would be
somewhat "out of phase" with the current orientation of a
given organization.

Should this be the case, those indi-

viduals would conceivably be less satisfied, change jobs
more frequently, et cetera, than those with less strongly
held role conceptions, at least during such a period of
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relative organizational uncertainty.

Hypotheses three

and four are designed to deal with these questions on a
somewhat parallel basis, i.e., as independent dimensions
of the same role.
Bureaucratic Orientation
As can be seen from Tables 4 through 7, bureaucratic
orientation is significantly related (at the .01 level)
to tenure, propensity-to-leave, and tension, although not
to satisfaction.

However, even though the chi-square

tests are significant for hypotheses two (b, c, and d ) ,
the actual percentage differences are fairly small (e.g.,
the largest difference is 5 per cent between those indicating high tenure/high bureaucratic orientation and
those falling into the high tenure/low bureaucratic
orientation category).

This would lead one to suspect

that the significance may be at least partly attributable
to the relatively large cell frequencies used for these
tests.

Thus, while it is clear that there is no associa-

tion between bureaucratic orientation and satisfaction,
it appears that tenure, propensity-to-leave, and tension
may be related, although further data are clearly needed
to clarify these relationships.
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TABLE 4
COMPARISON OF BUREAUCRATIC ORIENTATION
AND SATISFACTION
Bureaucratic Orientation
Satisfaction

High

High
Low

X^ .76 <3.84 (.05):

Low

1,088
(97.4)

894
(96.7)

29
(2.6)

30
(3.3)

Accept Hypothesis

TABLE 5
COMPARISON OF BUREAUCRATIC ORIENTATION
AND TENURE
Bureaucratic Orientation
Tenure

High
High
Low

6.64 (.01) < X^ 9.80:

Low

893
(42)

781
(47.1)

1,230
(58)

875
(52.9)

Reject Hypothesis
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TABLE 6
COMPARISON OF BUREAUCRATIC ORIENTATION
AND PROPENSITY-TO-LEAVE
Bureaucratic Orientation
Propensity-to-Leave

High

High

1,090
(92.5)

869
(89.1)

Low

87
(7.4)

106
(10.9)

6.64 (.01) < x 2 7.91:

Low

Reject Hypothesi,

TABLE 7
COMPARISON OF BUREAUCRATIC ORIENTATION
AND TENSION
Bureaucratic Orientation
Tension

High

Low

High

3,408
(60)

2,665
(55.9)

Low

2,258
(40)

2,102
(44.1)

6.64 (.01) < X^ 18.22:

Reject Hypothesis
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Service Orientation
Service orientation is significantly associated
with both satisfaction (.05 level) and tension (.01 level)
but not with either tenure or propensity-to-leave (see
Tables 8 through 11).

Although, as with bureaucratic

orientation, the percentags differences are generally
less than 5 per cent, again with large cell frequencies.
Thus, while no significant evidence was found relating
service orientation to tenure or propensity-to-leave,
it would be appropriate to further investigate both
satisfaction and tension in this regard.
It is interesting to note that in three out of
four cases, the two independent variables were related
to different dependent variables, the exception being
tension.

This would seem to support the contention that

different dimensions of the nurse's role may be measured
with useful results.

At the same time, there would appear

to be some support for the notion that tension may be a
strong factor in overall role behavior.
Need-for-Clarity
It has been reasonably established that nursing
activities (particularly vocational/practical nursing)
are fairly well structured in nature, at least from a
technical standpoint; this is evidenced by increasingly
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TABLE 8
COMPARISON OF SERVICE ORIENTATION
AND SATISFACTION
Service Orientation
Satisfaction
High
Low

3.84 (.05)

<x2 5.95

6.64 (.01):

High

Low

1,053
(95.4)

928
(98.2)

39
(3.5)

17
(1.8)

Reject Hypothesis

TABLE 9
COMPARISON OF SERVICE ORIENTATION
AND TENURE
Service Orientation
Tenure

High

Low

High

901
(43.8)

769
(41.9)

Low

1/155
(56.2)

1,054
(58.1)

X^ .99 < 3.84 (.05):

Accept Hypothesis
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TABLE 10
COMPARISON OF SERVICE ORIENTATION
AND PROPENSITY-TO-LEAVE
Service Orientation
Propensity-to-Leave

High

Low

High

1,044
(90.7)

919
(91.9)

Low

106
(9.3)

80
(8.1)

X^ .99 < 3.84 (.05):

Accept Hypothesis

TABLE 11
COMPARISON OF SERVICE ORIENTATION
AND TENSION
Service Orientation
High

Tension

Low

High

3,145
(56.5)

2,924
(59.9)

Low

2,410
(43.4)

1,950
(40.1)

6.64 (.01) < X

12.16:

Reject Hypothesis
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well-defined and standardized training and licensing
requirements, a hierarchical medical task structure, and
a growing body of legal definitions.

At the same time,

it is clear that the hospital environment is adding further
administrative structure and control as well as task
organization and standardization to the nurse's role.
Thus, it can be expected that even though her role conception may be changing, the nurse's basic role structure is
becoming more explicitly defined.

As a result, those

nurses with a high need-for-clarity may very likely find
their role more satisfying, experience less tension,
et cetera.
Referring to Tables 12 through 16, it is interesting
to note that the only variable significantly related to
need-for-clarity is tension (Tables 15 and 15) while the
satisfaction, tenure, and propensity-to-leave null
hypotheses are all accepted.

It is of particular interest

that two separate measures of tenure are related to needfor-clarity (both at the .01 level); the first is based
on a high versus low respondent split, while the other
is dichotomized on an extremes (i.e., high and low) versus
moderate (i.e., middle values) basis.

Parenthetically,

it might be noted here that this latter measure (i.e.,
extremes versus moderate values) was calculated with
regard to tension and each of the independent variables;
but since it is a secondary measure to the high versus
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TABLE 12
COMPARISON OF NEED-FOR-CLARITY
AND SATISFACTION
Need-For-Clarity
Satisfaction

X

High

Low

High

1,590
(97.4)

16
(88.8)

Low

41
(2.5)

2
(11.2)

2.33 (corrected) < 3.84 (.05):

Accept Hypothesis

TABLE 13
COMPARISON OF NEED-FOR-CLARITY
AND TENURE
Need-For-Clarity
Tenure

High

Low

High

1,199
(43.1)

10
(37)

Low

1,588
(56.9)

17
(63)

X^ .39 < 3.84 (.05):

Accept Hypothesis
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TABLE 14
COMPARISON OF NEED-FOR-CLARITY
AND PROPENSITY-TO-LEAVE
Need-For-Clarity
Propensity-to-Leave

High

Low

High

1,570
(91.2)

16
(88.8)

150
(8.8)

2
(11.2)

Low

y? .13 < 3.84 (.05):

Accept Hypothesis

TABLE 15
COMPARISON OF NEED-FOR-CLARITY
AND TENSION
Need-For-Clarity
High

Low

High

4,819
(57.6)

52
(76.5)

Low

3,536
(42.4)

19
(23.5)

Tension

6.64 (.01) < x2 11.71:

Reject Hypothesis
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TABLE 16
COMPARISON OF NEED-FOR-CLARITY
AND TENSION
Need-For-Clarity
Tension

High

Low

Extremes

3,482
(41.6)

18
(22.2)

Moderate

4,873
(58.4)

63
(77.8)

6.64 (.01) < X^ 12.51:

Reject Hypothesis

low comparison, the results are reported only when they
are significant.
In comparing the two measures, the relative
percentages would seem to indicate that the low need-forclarity frequencies were loaded on the high-middle
response (76.5 per cent high versus 23.5 per cent low) ,
such that when they were recombined into the moderate
versus extremss dichotomy they were shifted into the
moderate category (77.8 per cent moderate versus 22.2 per
cent extremes).

This, in turn, suggests that a relatively

(moderate to high) high level of tension is associated
with a low need-for-clarity as shown by the 77.8 per cent
low need-for-clarity/moderate tension to the 58.4 per
cent high need-for-clarity/moderate tension split.
The 76.5 per cent low need-for-clarity/high tension to
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the 57.6 per cent high need-for-clarity/high tension
breakdown similarly supports such a conclusion.

It appears,

the, that the relatively high level of structure (either
nursing and/or organizationally originated) imposed on
those with a lov/ need-for-clarity is somewhat dysfunctional,
at least insofar as it contributes to a high level of
role-related tension.
Type of Facility
The average hospital is both larger and unique
as compared to othsr health-care related organizations,
the latter consisting of clinics, offices, industrial
facilities, et cetera.

This is attributable partly to

the fact that hospitals represent a higher level of
technology and are more formally defined compared to the
greater diversity that exists among the wide range of
smaller and/or less structured organizations.

This, in

turn, suggests all of the resultant consequences frequently associated with larger, more structured organizations, including greater formality in relationships,
reduced coordination, et cetera, which may make the system
less attractive to many individuals.

Although these same

factors, while making the role less desirable for some,
may because of the relative transferability of nursing
skills make it possible for the nurse to become increasingly
mobile in search of a more desirable work situation.
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As shovm in Tables 17 through 23, tension (Tables 22
and 23) is the only dependent variable significantly
related to the type of facility for both the high versus
low and the moderate versus extremes dichotomies.

Further-

more, the nature of the relationship appears similar to
that identified above relative to the need-for-clarity
variable with the non-hospital facility variable being
related to a relatively high level of tension.

Although,

it should be noted that the percentage differences are
between 5 and 10 per cent (i.e., 52.2 per cent nonhospital/high tension versus 55.2 per cent hospital/high
tension and 45 per cent non-hospital/extremes tension
versus 37.3 hospital/extremes tension).
Another interesting comparison involves tenure
(Tables 18 through 20) which is not singificantly related
to type of facility.

However, as can be seen from

Tables 19 and 20, type of facility is related to number
of employers and years with employer at the .01 level,
both measures being sub-scales of the overall tenure
measure.

Based on the relatively large percentage differ-

ences involved, it appears that nurses working in hospital
facilities tend to have had significantly more jobs and
fewer years with their present employer than those working
in non-hospital facilities.
These latter factors, coupled with the nonsignificant relation to satisfaction and the moderate
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TABLE 17
COMPARISON OF TYPE OF FACILITY
AND SATISFACTION
Type of Facility
Satisfaction

Hospital

Non-Hospital

High

237
(97.5)

178
(96.7)

Low

6
(2.4)

6
(3.3)

X^ .24 < 3.84 (.05):

Accept Hypothesis

TABLE 18
COMPARISON OF TYPE OF FACILITY
AND TENURE
Type of Facility
Tenure

Hospital

Non-Hospital

High

174
(42.1)

139
(44.5)

Low

239
(57.9)

173
(55.4)

X^ .424 < 3.84 (.05):

Accept Hypothesis
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TABLE 19
COMPARISON OF TYPE OF FACILITY
AND NUMBER OF EMPLOYERS
Type of Facility
Number of Employers

Hospital

High

105
(76)

61
(55)

Low

33
(24)

44
(42)

6.64 (.01) < X^ 8.92:

Non-Hospital

Reject Hypothesis

TABLE 20
COMPARISON OF TYPE OF FACILITY
AND YEARS WITH EMPLOYER
Type of Facility
Years with Employer

Hospital

Non-Hospital

High

53
(38.6)

62
(59.6)

Low

84
(51.4)

42
(40-4)

6.54 (.01) < Y? 10.51:

Reject Hypothesis
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TABLE 21
COMPARISON OF TYPE OF FACILITY
AND PROPENSITY-TO-LEAVE
Type of Facility
Propensity-to-Leave

Hospital

Non-Hospital

High

227
(89.7)

185
(93.4)

Low

26
(10.3)

13
(6.6)

X^ 1.94 < 3.84 (.05):

Accept Hypothesis

TABLE 22
COMPARISON OF TYPE OF FACILITY
AND TENSION
Type of Facility
Tension

Hospital

Non-Hospital

High

685
(55.2)

584
(62.2)

Low

554
(44.8)

354
(37.8)

6.64 (.01) < X^ 10.58:

Reject Hypothesis
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TABLE 23
COMPARISON OF TYPE OF FACILITY
AND TENSION
Type of Facility
Tension

Hospital

Non-Hospital

Extremes

463
(37.3)

423
(45)

Moderate

776
(62.7)

515
(55)

6.64 (.01) < X^ 13.21:

Reject Hypothesis

level of tension attributed to working in hospitals,
would suggest that a structured environment does exist.
This, in turn, may actually contribute to the relative
ease of changing jobs (organizations) and the mobility
shovm by nurses employed in hospitals.
Size of Facility
Size of facility is shown by Tables 24 through 29
to be significantly related to propensity-to-leave

(.01

level) and tension (moderate versus extremes comparison,
at the .05 level).

In addition, while neither satisfaction

nor tenure are significantly related to size of facility,
a secondary relationship is shovm between size and number
of employers (.01 level), a tenure sub-scale.

As with

the hospital comparison discussed above, the relative
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TABLE 24
COMPARISON OF SIZE OF FACILITY
AND SATISFACTION
Size of Facility
Satisfaction

X

Large

Small

High

153
(96.8)

205
(96.7)

Low

5
(3.2)

7
(3.3)

.01 < 3.84 (.05):

Accept Hypothesis

TABLE 25
COMPARISON OF SIZE OF FACILITY
AND TENURE
Size of Facility
Tenure

Large

Small

High

122
(44.6)

147
(41.2)

Low

152
(55.4)

209
(58.8)

X^ .662 < 3.84 (.05):

Accept Hypothesis
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TABLE 26
COxMPARISON OF SIZE OF FACILITY
AND NUMBER OF EMPLOYERS
Size of Facility
Number of Employers

Large

Small

High

72
(78.3)

72
(59.6)

Low

20
(21.7)

47
(40.4)

6.64 (.01) < X^ 7.55:

Reject Hypothesis

TABLE 27
COMPARISON OF SIZE OF FACILITY
AND PROPENSITY-TO-LEAVE
Size of Facility
Propensity-to-Leave

Large

Small

High

144
(85.7)

206
(94.9)

Low

24
(14.3)

11
(5.1)

6.64 (.01) < X^ 9.73:

Reject Hypothesis
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TABLE 28
COMPARISON OF SIZE OF FACILITY
AND TENSION
Size of Facility
Tension

Large

Small

High

447
(53.9)

608
(57.2)

Low

381
(46.1)

454
(42.8)

X^ 2.01 < 3.84 (.05):

Accept Hypothesis

TABLE 29
COMPARISON OF SIZE OF FACILITY
AND TENSION
Size of Facility
Tension

Large

Small

Extremes

298
(35.9)

442
(41.6)

Moderate

530
(64.1)

620
(58.4)

3-84 (.05) < X^ 6.19

6.64 (.01):

Reject Hypothesis
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percentage breakdowns indicate that large facilities
attract nurses with a higher number of past employers
(78.3 per cent) than smaller facilities (59.5 per cent).
On the other hand, while propensity-to-leave
and tension are both significantly related to size of
facility, the percentage differences are relatively
small (less than 10 per cent) and thus can only be
considered potentially indicative.
Size of Community
In many respects, the same type of relationship
might be expected between large and small communities
as exists between large and small facilities.

Æt may

even be that these differences are intensified as nurses
from small communities become used to those conditions
typical of a small-facility environment.

Thus, she may

be particularly uncomfortable in a large facility (or
community) and vice versa.
Based on the information provided in Tables 30
through 33, it appears that none of the four variables
or sub-scales are significantly related to the size of
community in which the nurse is working.

Community size,

then, seems to be of little importance in itself, at
least insofar as these variables are related to those
aspects of the nursing role measured in this study.
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TABLE 30
COMPARISON OF SIZE OF COMMUNITY
AND SATISFACTION
. Size of Community
Satisfaction

L^rge

Small

Hig^

171
(97.2)

221
(96.9)

5
(2.8)

7
(3.1)

Low

X^ .02 < 3.84 (.05):

Accept Hypothesis

TABLE 31
COMPARISON OF SIZE OF COMMUNITY
AND TENURE
Size of Community
Tenure

Large

Small

High

130
(42.5)

172
(44.8)

Low

176
(57.5)

212
(55.2)

X^ .369 <3.84 (.05):

Accept Hypothesis
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TABLE 32
COMPARISON OF SIZE OF COMMUNITY
AND PROPENSITY-TO-LEAVE
S i z e of
Propensity-to-Leave

Community

Large

Small

High

169
(88.4)

219
(92.4)

Low

22
(11.6)

18
(7.6)

X^ 1 . 9 2

< 3.84

(.05):

Accept

Hypothesis

TABLE 33

COMPARISON OF SIZE OF COMMUNITY
AND TENSION
Size of Community
Tension

Large

Small

High

531
(57.8)

577
(58-7)

Low

^^7
(42.2)

476
(41.3)

X^ .16 < 3.84 (.05):

Accept Hypothesis
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Ethnic Oriqin
Given the fact that ethnic discrimination has
been a reality for many years, particularly in the South,
whites have generally participated at a more influential
level in most organizations than members of any minority
groups.

As more minority women begin to move into the

health care system as nurses, it can reasonably be
expected that new pressures will develop, both on the
organization and on the individual.

It would seem likely

that the pressure would be most severe for the minority
nurses since they, for the most part, must deal with the
white majority in a setting more supportive of the existing
structure than to change.
As can be seen from Tables 34 through 37, tension
is the only dependent variable significantly related to •
ethnic origin (at the .05 level).

This relationship,

while significant, is somewhat difficult to assess as
the percentage differences are fairly small (less than
5 per cent) as can be seen from Table 37. However, given
the significant level of association, it is apparent
that further study would be appropriate, particularly as
increased attention is focused on the status of minority
workers.

It is likely that this factor will become even

more important as minority nurses move into the system
at all levels.

Such a trend would seem to be inevitable
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TABLE 34
COMPARISON OF ETHNIC ORIGIN
AND SATISFACTION
Ethnic Origin
Satisfaction

White

Non-White

High

328
(97.9)

86
(94.5)

Low

7
(2.1)

5
(5.5)

X^ 3.03 < 3-84 (.05):

Accept Hypothesis

TABLE 35
COMPARISON OF ETHNIC ORIGIN
AND TENURE
Ethnic Origin
Tenure

White

Non-White

High

273
(42.9)

76
(44)

Low

363
(57.1)

97
(56)

X^ .055 < 3.84 (.05):

Accept Hypothesis
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TABLE 35
COMPARISON OF ETHNIC ORIGIN
AND PROPENSITY-TO-LEAVE
Ethnic
Propensity-to-Leave

White
330
(91.9)

High

29
(8.1)

Low

Y?

1.61 < 3.84

(.05):

Accept

Origin
Non-White
78
(87.6)

11
(12.4)

Hypothesis

TABLE 37
COMPARISON OF ETHNIC ORIGIN
AND TENSION
Ethnic Origin
White

Non-White

High

1,022
(59.5)

251
(54.3)

Low

693
(40.5)

211
(45.7)

Tension

3.84 (.05) < X^ 4.15 <6.54 (.01):

Reject Hypothesis
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as a result of a greater number of minority nurses being
trained for entry-level positions and upward mobility
as the "career ladder" concept stimulates relatively
rapid advancement into higher levels of nursing.
This section has presented the results of the chisquare tests computed to evaluate the null hypotheses set
forth in the preceding chapter of the study.

The findings

were also briefly interpreted as they were deemed to be
especially important.

The next section attempts to

integrate these findings as they have particular bearing
on the theoretical formulations established in previous
chapters.
Interpretation of Responses
The theoretical model developed in earlier chapters
of this study described the vocational nurse as effecting
her role within a system made up of inherently conflicting
influences and demands, both personal and professional.
These pressures were seen as emanating from a nunnber of
sources including those generated by ths immediate needs
of the organization, the peculiar pressures associated with
the type of work and the specialized groups involved, and
the strong feelings resulting from the nurse's internalization of traditional nursing values.

Given this typs of

environment, it was expected that in general the typical
vocational nurse would feel somewhat at the mercy of the
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system.

This, in turn, suggested that she experienced

a relatively high level of tension, a low level of overall
job satisfaction, and a strong desire to find a system
in which she could do the same type of work but feel
more comfortable.
Taken from the perspective of a specific healthcare facility (e.g., a hospital), the problems were seen
as largely stemming from system-related rather than
individual-oriented factors. A number of influences were
identified, including the growing complexity of medical
and overall health-care technology, the expanding scope
and size of both the system and individual facilities,
and the increasingly severe squeeze on limited resources.
These and other related considerations have led to the
need for some prioritization in dealing with demands
(both internal and external) on the organization and
greater pressure for standardization and control as a
means to most efficiently use the available resources.
At the same time, many of these measures, taken in the
health-care (as opposed to an organizational) context,
are seen as basically antithetical to the more traditional
nursing values.
This study, then, explored some particular factors
that appeared to be related to and/or influenced the
degree of effectiveness achieved by a vocational nurse
in meeting the diverse requirements of her role. Most
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of those items, while not included in the study exclusively
for that reason, were considered to be meaningful from a
number of different perspectives.

Thus, in evaluating

the specific findings presented in the preceding section,
it should be kept in mind that a particular result may
be interpreted differently depending on the point of view
of the individual.
On the basis of the evidence reviewed, a number
of findings particularly stand out:
1.

The potential usefulness of role theory as a

research vehicle.
2.

The number of variables related to the incidence

of job-related tension, including bureaucratic and service
orientations, need-for-clarity, type of facility, size of
facility, and ethnic origin.
3.

The high level of job satisfaction, strong

need-for-clarity, and low propensity-to-leave shovm by
the respondents.
In considering these findings in terms of the role
model developed in Chapter II, it is apparent that role
theory is a useful research concept.

Using role theory,

this study was able to identify two distinct but related
dimensions of the nursing role (i.e., bureaucratic and
service) and use these to investigate several other
variables.

Specifically, it was found that the bureaucratic

dimension was related to tenure, propensity-to-leave, and
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tension; while the service dimension was related to
satisfaction and tension, suggesting that further investigation might identify other meaningful dimensions and/or
relationships.

These findings appear to indicate that

two basic areas of response were tapped.

On the one hand,

the bureaucratic dimension seems to be associated with
job-related items, i.e., whether or not the nurse changes
jobs, her desire to leave, tension, and possibly other
factors (e.g., salary, working conditions, supervision,
et cetera) that were not directly considered here.

On

the other hand, the service dimension was related to
feelings of satisfaction and tension, suggesting a deeper
feeling of personal worth through the job—somewhat of
a "good works" as opposed to a "work" dichotomy.
A number of other relationships were identified
in the same setting, including the association between
tension and bureaucratic and service orientations, needfor-clarity, type of facility, size of facility, and ethnic
origin, each of which has ramifications beyond the scope
of those investigated in this study.

On the other hand,

in looking specifically at tension, it stands out as an
especially important variable in this context.
One possible explanation for the seemingly
pervasiveness of the tension variable was suggested earlier
in the discussion.

Basically, it appears that nurses

having a strong orientation along any role dimension (in
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this case bureaucratic and/or service) are going to be
somewhat frustrated in that they may have unrealistic
expectations concerning the match between their role
conception and reality.

Such persons will of necessity

be forced to adjust and compromise their actual role
behavior according to the role pressures faced in their
daily activities.

This, then, would very likely lead to

higher levels of tension than that experienced by a person
with less fixed (firmly held) expectations.
There also is the related possibility that nurses
faced with such an on-going compromise might use up considerable time and energy in the evaluation process
(i.e., pursuing acceptable compromises) leading to reduced
effectiveness in role performance.

This, in turn, suggests

that length of service might be an important factor for a
given facility (such as a hospital) in that as the nurse's
longevity increased, it is conceivable that more of these
resource-consuming, role-compromises v/ould be worked out
and internalized (or rationalized), partly as a result
of repetition and partly due to the reinforcement given
by the organization's environment including other persons
performing similar and related roles.
This latter hypothesis is at least partly confirmed
by the related finding (not reported in the previous
section) that propensity-to-leave and tenure are related
(Table 38). An even more convincing association was found
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TABLE 38
COxMPARISON OF PROPENSITY-TO-LEAVE
AND TENURE
Propensity-to-Leave
Tenure

High

Low

High

515
(41.9)

61
(51.3)

Low

715
(58.1)

58
(48.7)

3.84 (.05) < X^ 3.91 <6.64 (.01):

Reject Hypothesis

between propensity-to-leave and years with employer
(Table 39), a sub-scale of the tenure measure.

The years

with employer sub-scale suggests a relatively strong
relationship in that the percentage of high years with
employer/low propensity-to-leave responses (75 per cent)
is considerably larger than the percentage of high years
with employer/high propensity-to-leave responses (43.8
per cent).

Thus, it appears that, in general, a higher

level of longevity with a given employer indicates a
lesser desire to leave the present employer.
Some additional findings, while not necessarily
at odds with the expectations drawn from the theoretical
model, are somewhat more difficult to generalize in that
role-related context, at least in terms of the decisiveness
of the responses.

As noted earlier, the respondents

indicated a high level of job satisfaction (97 per cent
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TABLE 39
COMPARISON OF PROPENSITY-TO-LEAVE
AND YEARS WITH EMPLOYER
Propensity-to-Leave
Years with Employer

High

Low

High

179
(43.5)

30
(75)

Low

229
(55.2)

10
(25)

6.64 (.01) < X^ 14.18:

Reject Hypothesis

high), a strong need-for-clarity (99 per cent high) and
a low propensity-to-leave (91 per cent low). Based on
these findings, it appears that vocational nursing attracts
persons who desire a high level of structure in their work
relationships.

While this may be the result of the

training process, it seems somewhat unlikely that it is
the whole answer since they apparently retain this need
over the span of their vocational nursing career.

On the

other hand, it may result from a combination of any number
of factors including personality, the work environment,
or perhaps even the nature of the work itself, i.e.,
dealing with human life.

In the same vein, it is possible

that some of the same factors, particularly that of
dealing with human life, may also contribute to a high
level of satisfaction and a low propensity-to-leave.
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The findings, in general, appear to support the
basic tenets formulated in Chapter II, although a number
of these findings clearly indicate that more research is
needed to further specify the nature of individual
relationships.

CHAPTER VI
SUMLdARY AND CONCLUSIONS
Summary
The primary objective of the study was to conceptualize the role of the licensed vocational nurse in
terms of the rapidly changing health-care environment,
including consideration of both historical and current
perspectives.

The model formulated then served as a

theoretical background for the investigation of a number
of specific variables psrceived to be important to the
effectiveness of vocational nurses in a work setting.
In developing the study, questionnaires were
administered to 1,000 vocational nurses licensed to
practice in Texas.

Data were gathered regarding normative

role orientation (including both bureaucratic and service
dimensions), need-for-clarity, job satisfaction, job
turnover (including both tenure and propensity-to-leave) ,
job-related tension, and selected demographic variables.
Statistical analyses were used to determine if any relationship existed between selected measures of these
variables.
A number of significant relationships were found
to exist between several variables, both supporting and
challenging the constructs developed in the theoretical
154
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model.

In reviewing the evidence presented, a number of

findings particularly stand out:
1.

The demonstrated usefulness of role theory

as a research vehicle.
2.

The number of variables related to the incidence

of job-related tension in the health-care setting, including
bureaucratic and service orientations, need-for-clarity,
type of facility, size of facility, and ethnic origin.
3.

The high level of job satisfaction, strong

need-for-clarity, and low propensity-to-leave shovm by
those nurses participating in the study.
4.

The apparent incongruence existing between

a vocational nurse's job expectations and the actual role
she is expected to perform once she is employed.
5.

The apparent tendency for vocational nurses

to adapt to tension-producing situations over time,
resulting in a reduced desire to leave the organization.
These and related findings, in turn, suggest
numerous other relationships that might be usefully
explored, although those areas mentioned above appear to
be especially fruitful for future study.
Conclusions
This study has attempted to place the vocational
nurse in the context of her vrorking role, both from her
prospective as an individual nurse and in terms of the
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systemic demands related to the role carried out by a
vocational nurse.

It was anticipated that such an approach

would lead to greater insight into both the nurse's role
behavior and the system' s needs in this regard.

The

findings of the study, detailed in the previous chapter
and summarized above, suggest that a great deal remains
to be done in terms of using the vocational nurse and her
role to best advantage.

It would appear that a number of

steps should be taken to better utilize the vocational
nursing resources that are presently available to the
health-care system.

At least three individual but inter-

related perspectives can be readily identified in this
regard.
In considering the standpoint of nursing educators,
it is clear that the vocational nurse needs to be better
prepared to realistically face the pressures of the work
environment; this should include consideration of at
least four distinct areas, each essential to the needs of
the individual in the work environment:

technical skills,

personal goals and values, group behavior and dynamics,
and the organization as a system.

Only with such prepara-

tion can she effectively cope with the tensions facing
her and at the same time hope to perform the technical
functions for which she has been trained.
From the standpoint of the health-care administrator,
it is clear that the system needs to be better prepared
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to help the vocational nurse make the transition from
idealist to realist.

Particular care should be taken in

attending to both potential and actual problems at each
of the behavioral levels identified above; this is of
necessity, an on-going process which must take place
throughout the organization, particularly at the supervisory level.

It would appear worthwhile to investigate

the feasibility of extensive training of supervisory
personnel in this area as a means to reduce turnover and
increase working efficiency.
Given a potential researcher's perspective, it
is clear that role theory is a useful research tool,
both in terms of the individual and the organization.
It also is evident that a great deal of investigation
remains to be done if either educators or administrators
are to be in a position to provide the necessary training
and organizational environment to maximize both the
efficiency and effectiveness of the vocational nurse in
her role.
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APPENDIX A:

NAPNES' DECLARATION OF FUNCTIONS OF THE
LPN/LVN

Purpose
This statement is intended to guide administrators
of nursing services to develop sound and consistent
written policies for assignment of functions to the
LPN/LVN.
The

LPN/LVN

recognizes and is. able to meet the

basic needs of the patient.

The LPN/LVN is taught the

underlying principles of nursing care and is prepared to
execute therapeutic and technical skills.

The LPN/LVN

may assist in teaching and demonstrating nursing procedures
to other personnel.
Definition of the Role of the
An

LPN/LVN

LPN/LVN

through education and clinical experience

has acquired the necessary knov/ledge, skill and judgment
to provide nursing care under the direction of a registered
nurse, licensed physician, or a licensed dentist.

Through

continuing education, the LPN/LVN prepares to assume
progressively more complex nursing responsibilities.
Functions
1.

Participates in the planning, implementation

and evaluation of nursing care, and teaches the maintenance
of health and prevention of disease.
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2.

Observes and reports to the appropriate person

significant symptoms, reactions and changes in the condition
of the patient, and records pertinent information.
3.

Performs and/or assists in nursing functions

a.

The administration of medications as prescribed;

b.

Therapeutic and diagnostic procedures;

c.

Procedures requiring the use of medical/

such as:

surgical aseptic technique.
4.

Assists with the rehabilitation of the patient

and family according to the patient care plan:
a.

Provides support for emotional needs;

b.

Teaches appropriate self care;

c

Advocates use of community resources.

5.

Assists in performing nursing service in

specialized units.
6.

Participates in in-service programs for self-

enrichment to maintain the high quality of nursing service.
7.

Prepares to assume responsibilities as a

charge nurse under direction.
Vocational Responsibilities
The LPN/LVN:
1.

Practices nursing according to state law.

2.

Performs those nursing functions for which

he/she has been prepared.
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3.

Seeks further grovrth through educational

opportunities.
4.

Participates in nursing organizations.

Closinq Statement
The

LPN/LVN

should by example of dignity and grace

maintain a spiritual approach to all nursing care.
The Functions Committee was comprised of
representatives from practical/vocational nursing
education, nursing service in- hospitals and
nursing homes, hospital in-service education,
hospital administration, and L P N / L V N practitioners
The Declaration was approved by the Board of
Directors and adopted unanimously by the voting
membership of the National Association for
Practical Nurse Education and Service at the
28th Annual Convention in May, 1969.
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APPENDIX B:

RESEARCH QUESTIONNAIRE

Texas Tech University
College of B u s i n e s s Admlnistration
Lubbock. T e x a s 79409
Management Department
P. O. Box 4 4 3 9

Phone (806) 742-2117

Dear Nurse...
NURSING NEEDS YOUR HELPl As a Licensed Vocational Nurse you are
a resource of major iniportance to the health care system of the
State of Texas. However, in talking informally with groups of
LVNs, we find that many of your needs and problems are largely
mlsunderstood by others in the health care field.
As a result, we at Texas Tech are conducting a study to determine
vhat problems are of most concern to practicing LVNs. In order
to gather the necessary information, we are surveying approximately
1000 of the 39,000 Licensed Vocational Nurses currently registered
In Texas. As one of this carefully selected sample, you can play
a significant part in the study—your voice is important.
We would like to request that you participate in taking a few
minutes to fill out the attached questionnaire. The information
you provide will help us to better represent your views to state
planners, educators and hospital administrators in Texas.
Slnce the questionnaire is not marked or coded in any way, we have
no means to identify your response, or even determine whether or
not you participate. Thus, we can only hope that you feel strongly
enough to spend a few minutes completing the questionnaire. A
stamped, preaddressed envelope is provided for your convenience
In returning the completed questionnaire.
We very much appreciate your cooperation and look fon/ard to our
continuing association with the Licensed Vocational Nurses of Texas.
Sincerely,

Davis W. Carvey
Research Associate
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PLEASE INDICATE YOUR AGIiEEMZNT OR DISACRELMENT WITH THE FOLLOWING STATEMENTS
BY ChECKING (U-) ThE APPROPRIAtE ITtM ON ThE SCALE BELOW EACH STATEMENT.

AC one h o s p i t a l t h c n u r s e ' s a b l l i t y t o u n d e r s t a n d the p s y c h o l o g l c a l and s o c i a l f a c t o r s tn the
p a t l e n t ' s background I s r e g a r d e d as more i m p o r t a n t tnan h e r knowledge o f s u c h o t h e r n u r s i n g s k i l l s
as how t o g i v e e n e m a s , I v ' s , o r how t o c h a r t a c c u r a t e l y — o you t h i n k t h i s I s t h e way i t SnOULD
be i n n u r s i n g ?
STKONGLY ACREE

bOMEWHAT AGRiE

UNCERTAIN

SOMEWriAT DISAGREE

SIRONGLY UISAGREE

An LVN i s i n f l u e n c e d m a i n i y by the o p i n l o n s o f h o s p i t a l a u t h o r i t i e s and d o c t o r s when s h e c o n s i d e r s
what t r u l y "good" n u r s i n g i s — Do you t h i n k t h i s i s what LVNs SHOULD c o n s i d e r i n forming t h e i r
opinlons?
S T R NGLY AGREE

SOMEU'tLAT AGREt

CltCtRTAI.i

T

SOMEWhAT DISAGREE

STRONGLY DISAGREE

At one hospital LVNs spend more time at bedside nursing than any other nursing task —
this is the way it SdOULD be in nursing?
STRONGLY ACREE

SOMEWhAT AGREE

UNCERTAIN

SOMEWHAT DISAGREE

Do you think

STRONGLY DISAGREE

One LVN, who is an otheruise excellent nurse except that she is frequently late for work, is not
being considered for promotion, even though she seems to get the important work done — Do you
thlnk this is the way it SHOULD be in nursing?
STRONGLY AGRtE

SOMEWHAT AGREE

UNCERTAIN

SOMEWHAT DISAGREE

STRONGLY DISAGREE

Head nurses and doctors at one hospital allow the LVN to tell paticnts as much about thcir pnysical
and emotional condition as the nurse thinks is best for tne patient — Do you Chink this is the
way lc SHOULD be in nursing?
STRONGLY AGREE

SOMtWHAT AGREt

UNCC.RTA1N

SOMEWllAT DISAGREE

STRONGLY DISAGREE

A head nurse at one hospital insists that the rules be followed in detail at all times, even if
some oí them do seem impractical — Do you think this is the way head nurses and supervisors
SHOULD act?
STRONGLY ACREE

SOhEWHAT AGREE

UNCERTAIN

SOMEWHAT DISAGREE

tE I
STRONGLY DISAGRtE

At some hospitals the LVNs who are most successful are the ones who are realistic and practical
about tlieir jobs, rather than the ones who attcmpt to live according to idealistic principles about
servlng humanity — Uo you think this is the way it ShOUtD be in nursing?
STRONGLY AGREE

SOMtWhAT AGREE

UNCERTAIN

SOMtWHAT DISAGREE

STRONGLY DISAGREE

An LVN observes another LVA or aide who has worked in the hospital for months violating a very
Important hospital rule or policy and mentions it to the head nurse or supervisor ~ Do you think
that this is what LVNs SHOULD do?
STRONGLY AGREE

SOMtWHAT AGREE

UNCERTAIN

SOMEV;HAT DISAGREE

STRONGLY DISAGREE

D o c t o r s and h e a d n u r s e s a t t h e h o s p i t a l r e s p e c t and reward n u r s e s who s p e n d tirae t a l k i n g w i t h
p a t l c n t s i n an a t t e m p t to u n d e r s t a n d the h o s t i l i t i e s , f e a r and d o u b t s w h i c h may a f f e c t t h e p a t i e n t s
r e c o v e r y — Do you t h i n k t h i s i s what d o c t o r s and head n u r s e s SHOULD r e g a r d a s i m p o r t a n t ?
STRONCLY AGREE

S0:-1£WUAT AGREE

UNCtRTAIN

SOMEWHAT DISAGREE

STRONGLY DISAGREE

When a s u p e r v l s o r a t onc h o s p i t a l c o n s i d e r s an LVN f o r p r o m o t i o n , one o f t h e most i m p o r t a n t f a c t o r s
I s t h e l e n g t h o f e x p e r i e n c e on t h e j o b — Do y o u t h i n k t h i s i s what s u p e r v i s o r s SKOULD r c g a r d as
linportant?
STRONGLY AGREE 1 SOMEWHAT AGREE

UNCERTAIN

SOMtWHAT DISAGREE

STRONGLY DISAGREE
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PLEASE CHECK (l^) THE APPROPRIATE ANSWER FOR EACH OF THE FOLLOWING QUESTIONS.
Bow many einployers have you worked for as
•n LVN?
1;

2;

3;

4;

5 or more.

What Is the TOTAL length of tlme you have
vorked as an LV:<t?
Under I year;
^3 to 10 y e a r s ;

^l to 3 y e a r s ;
Over 10 y e a r s .

What Is your e t h n i c background?
Are you currently employed as an LVN?
_Mexlcan-Aiiierican;
_Negro;
White;

Other.

Yes;

No.

IF YOU ARE NOW EMPLOYED AS AN LVN PLEASE CONTINUE; IF NOT PLEASE STOP HERE.
Approxlmately how large i s the d t y or
town where you work?
Under 10,000;
10,000 to 100,000;
100,000 to 200,000;
pver 200,000.
WhaC type of employer do you work for?
Cllalc;
Office;

Hospltal;
^Rest home;
Private care;
Other.

Uow Important i s i t to you to know, IN
DETAIL, WHAT you have to do on a job?
I t I s extremely Important to me;
Very Important;
^Fairly important;
Not very important;
Not important at a l l to oe.
How ImportanC i s i t to you to know, IN
DETAIL, what the l i m i t s of your authorlty
on a Job are?
I t i s extremely important to me;
Very Important;
^Falrly important;
Not vcry important;
Not important at a l l to me.
How Important i s i t to you to know, IN
DETAIL, UOW you are supposed to do a Job?
I t i s extremely important to me;
Very Important;
Fatrly important;
Not very important;
NoC Important at a l l to mc.

Approximately how long have you worked for
your present employer?
Less Chan 1 year;
1 Co 3 years;
3 Co 10 y e a r s ;
Over 10 years.
Approxlmately how many patlenc beds are Chere
In the hospital ( c l l n i c , e c c . ) wherc you work?
_Under 50;

^50 Co 150;

Over 150.

Considerlng your Job as a whole, how well do
you like ic?
1 don'c like my Job aC all;
^Don't llkc it too w c U ;
Like some things, dislike others;
Llke It fairly well;
1 like my Job very much.

How Important is it to you to know how well
you arc doing?
^lt Is extremely Important to me;
Very important;
Fairly important;
Not very important;
Not importanC at all Co me.

On Che whole, whac do you Chink of Chls
hospltal (clinic, etc.) as a place to workî
A very good place Co work;
A good place;
A fair place;
A raCher poor place;
A poor place;
IC Is a very poor place co work.
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PLEASE INDICATE HOW OFTEN YOU FEEL BOTriERED BY THE FOLLOWING STATEMENTS
BY CHECKINC ( i ^ ) THE APPRÛPRIATt ITEM ON TKE SCALE BELOW EACH STATEMENT.

ftelng u n c l e a r on Jusc what the scope and r e s p o n s i b i l i t l e s of your Job are?
NEVER

SELDOM

SOMETIMES

FREQUENTLY

NoC knowing whaC o p p o r t u n i t i e s for advancement o r promotion e x i s t f o r you?
NEVER

SLLDOM

SOMETIMLS

FRtgUtNTLY

NoC knowing what your immeaiate s u p e r v i s o r t h i n k s of you, hou shc e v a l u a t e s your
performance?
NEVER

SELDOH

SOMETIMES

FREQUENTLY

The f a c t t h a t you c a n ' c get information needed to c a r r y out your job?
NEVER

SELúOM

SOMtTlMtS

FRtQUENTLY

NoC knowing JusC what the people you work with expect of you?
NEVER

SLLDOM

SOMtTIMES

FREQUti.TLY

F e e l l n g t h a c you have too hcavy a work load, one t h a t you c a n ' t p o s s i b l y f i n i s h during
an o r d i n a r y work day?
NEVER

StLDOM

SOMETIMES

FREQUENTLY

Thinking t h a t the AMOUNT of work you have to do may i n t e r f e r e with how w e l l i t
done?
NtVER

SELDOM

SOMETIMES

gets

FREQUENTLY

F e e l i n g thaC you havc to do Chings on che job t h a t are a g a i n s t your b e t t e r JudgemenC?
NEVER

SELDÛM

SO:ETIMES

FREQUENTLY

Thlnking t h a t y o u ' l l not be able Co s a t i s f y the c o n f l i c t i n g demands of v a r i o u s people
over you?
NEVER

SELDOM

I f you were complctely f r e e to
choose, would you p r e í e r to continue
worklng In t h i s h o s p i t a l ( c l i n i c ,
eCc.) o r would you p r e f e r not to?
I vould p r e f c r very much t o
c o n t i n u e working h e r e ;
I would p r e f e r to work h e r e ;
^I would not care é i t h e r way;
I would p r c f e r NOT to work h e r e ;
^l would p r e f e r very much NOT t o
conCinue working h e r e .

SOMETlMtS

FREQUENTLY

HOW LONG would you l i k e t o sCay in
Chis h o s p i t a l ( c ^ i n i ^ , e t c ) ?
I would l i k c to s t a y for as long
as I can work;
^I would l i k e to s t a y for q u i t c a
while l o n g e r ;
I would l i k e to s t a y for a l i t t l e
longcr;
I would like tj leave soon;
I would like co leave as soon as
possible.
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