
r -

1_,\. 

ROLE EXPECTATIONS OF THE CLINICAL NURSE SPECIALIST 

AS VIEWED BY STAFF NURSES AND PHYSICIANS 

by 

Connie Fruth Williams 

Submitted to the·Facul~y of_ the School of Graduate Studies 

of the Medical College of Georgia in partial fulfillment 

of the requirements for the degree of 

Master of Science in Nursing 

1 October 

1987 



CONNIE FRUTH WILLIAMS 
Role expectations of the Clinincal Nurse Specialist as viewed 
by Staff Nurses and Physicians 
(under the direction of DR. NANCY MCCAIN 

This study was conducted to examine the role expectations of 

the CNS as viewed by staff nurses and physicians. Fifty-five 

nurses' and 46 physicians~ expectations of four subroles and 37 

specific role functions of th~ clin~cal n~rse specialist were 

studied utilizing Clifford's Clinical Nurse Specialist 

Functions Scale (1981). Two-tailed ~-tests were employed to 

measure the differences between the means of the nurses' and 

. physicians' expectations for each subrole. 

Significant differences were found between the two 

groups' expectations of the education and the research roles,· 

but no significant differences were found between the 

expectations for the clinical .practice and the administrative 

roles. The nurses rated the.education role as most expected ana 

the administration role as least expected. The physicians 

expected the clinical.practice role the most, while the 

research role was least expected by the physicians. 
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CHAPTER I 

INTRODUCTION 

ROLE EXPECTATIONS OF THE CLINICAL NURSE SPECIALIST, 

AS VIEWED BY STAFF NURSES AND PHYSICIANS 

Clinical specialty is a role whose roots are deeply 

seated in nursing history. Yet, today's concept of a Clinical 

Nurse Specialist (CNS) is different from when it was first 

conceived. The idea of the Clinical Nurse Specialist as it is 

known today began in the 1940's when Peplau developed the rcle 

for psychiatric nurses. At that time, specialist nurses had 

expertise in psychiatric nursing, but did not nece~sarily 

_possess a graduate nursing degree. With today's requirement 

for graduate preparation,~the role has taken on increased depth 

and breadth in the knowl'edge base from which the role is 

derived. 

The expanded role of the nurse, though, is not new. This 

" 
role developed in the times of Nightingale due to the shortage 

of nurses (Menar~, 1987) . Many expanded nursing roles were 

developed out of necessity, and this continued through the ·many 

wars in the nation's history. As times changed, so did medical 

and nursing care. With the advances in medicine and the age of 
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specialization, many changes in nursing also occurred. As 

nurses became more specialized, many chose the field of 

administration. A gap appeared to develop between the_st~ff 

n.urses (~linicians) and the administrative nurses, and thus a 

need for coordination of adtivities between these two groups 

evolved. The role of the clinical nurse specialist-thus took 

root as a focal point betw~en the clinical and administrative 

aspects of nursing (Menardt 1987) . 

Clinical specialty as a concept was formed in the 1950's 

in· a national conference for psychiatric nurses (Menard, 1987) . 

In the 1960's Peplau developed the first CNS graduate 

curriculum at Rutger's University. By 1965 the American 

Nurses' Association (ANA) stipulated that the term "Clinical 

Nurs~ Specialist"- waul~ be used for master's or doctorally 

prepared nurses only. And by the 1970's and e~rly 80's, the 

CNS role had developed quite extensively in definition and 

purpose. The validation of this role in clinical practice is 

still being ~stablished. 

The ANA has addressed the role of the CNS in the Social 

Policy Statement (1980) and in a recent publication .entitled 

The Role of the· Clinical Nurse Specialist (1986). As defin~d 

in both publications, the CNS is a r~gistered nurse "who 

through study and supervised practice at_the graduate level 

·(master IS Or dOCtOrate) haS beCOme expert, in a defined area Of 

knowledge ·and practice in a selected·. cl;Lnical ·are'a of· nursing,'' 
' . . . 

('ANA, 1980, p·. 23). The graduate 'program ·includes. the study o·f · 

nursing theory, advanced scientific .concepts,· resear-ch 
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methodology, supervised clinical practice, and other areas 

relevant to a specialized practice (ANA, 1986) . The CNS then 

combines this body of knowledge with.her/his clinical specialty 

to derive the realm of expertise (ANA, 1986) . 

Purpose 

As defined by the ANA (1980), the clinical specialist is 

a relatively new role. Although the definition ot the 

specialist has now evolved, the validation of the role is still 

in its infancy. Much has been written about the role of the 

CNS and about its subroles, but how is this information 

disseminated to others interfacing with the CNS? Since 
" 

physicians and other nurses are the main source of referrals, 

how do they see the CNS role--what are their expectations for 

this person? Are they aware of the many roles and capabilities 

of the CNS, and if no~, then is the CNS being utilized 

effectively by these people? The purpose of this descriptive 

study was to address these questions by examining the 

similarities and differences in expectations of physicians and 

staff nurses toward the functions and specific subroles of the 

·clinical nurse specialist. 

Theoretical framework 

The theoretical framework applied to this study was one 

that utilized role theory and the concepts of role 

expectations, role taking, role making, and role ambiguity. 

·Biddle (1979) defined role theory as a science which is 



4 

concerned-with the study of behaviors that are characteristic 

of persons within contexts and various proce~ses that 

presumably produce, explain, or are affected by those 

behaviors. This is an adoption of the interactionists' 

approach to.role theory, as opposed to a functionalist 

approach. The functionalists propose that roles are more fixed 

and that they maintain specific expectations and demands whidh 

are enforced by a set of sanctions and not by others' reactions 

or behaviors toward those roles as is proposed with the 

interactionist system (Cason·& Beck, 1982). 

The CNS who is trained and educationally prepared for the 

position, assumes that position with special knowledge and 

specific expectations for her/his role and capabilities. 

Differing opinions exist, however, between the CNS and others 

(colleagues) concerning nurse specialist role expectations,_ and 

thus, much role ambuiguity and conflict may evolve (Harrell & 

McCulloch,1986; Tarsitano, Brophy & Snyder,19a6). It is these 

various expectations on which this study focused. 

Sarbin and Allen (1968) stated that role expectations are 

conceptu~l bridges between social structures and role behavior. 

They further described.them as· collections of cognitions 

(beliefs, subjective probabilities, expectancies, and elements 

of knowledge) which specify to others the duties, rights, and 

appropriate conduct forth~ persons_ in a particular role. Rol~ 

expectations also influence -the. behaviors of the person in that 

role (role occupant) by attempting to induce conformity. Role 

expectations, however, may differ in content and in structure 
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depending on the viewpoint of the person_ evaluating or 

assessing them (Sarbin & Allen,l~68). Therefore, the 

expectations of others may not neces$arily coinci~e with,those 

of the role occupant, no matter how confident or educationally 

prepared the role occupant may be, and thus, role ambiguity or 

unclear role expectations may result. 

Since the role of the CNS is still being clinically 

validated, the processes of role taking and role making may be 

employed to help define, modify, and establish one's role 

(Hardy, 1978). Role taking as described by Hardy (1978) is the 

viewing of one's position from the viewpoint of another and is 

necessary in order to more accurately understand the meanings 

of the other's perspective. Hardy added that r~le taking is a 

necessary step for the accomplishment of skillful interactions 

and successful role bargaining. Because it is necessary as a 

means of mutual understanding between role incumbents, role 

taking becomes an integral part of all interactions 

(Charon,1985). Thus, as a means of reducing the ambiguity and 

misunderstandings that interdisciplinary hea~th care members 

have, role taking may be employed. Sarbin and Allen (1968) 

maintained that the ability to role take increases th~ 

correctness of one's anticipation and prediction of the other's 

behavior. In adqition, they held t~nteractionists' view in 

asserting that the behavior of another is the basis for one's 

own behavior, and thus, skill in role taking by both parties 

facilitates normal social interaction and improves the 

congruity among expectations. 
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Role making emphasizes the inte·rpretation of one's own 

role expectations and the processes of creating and modifying 

this role to conform to those expectations (Hardy, 1978) . 

However, this role creation or role making is also influenced_ 

by the interpretation of others' expectations for the role. A 

change or compromise _must then be effected, either by the· actor 

of the role or by the others' acceptance of that role behavior. 

Thus, role bargaining and role modification continue as the 

making of a role evolves. Leininger (1978) maintained that 

there was a great need to clarify the role expectations of the 

various health profession practitioners, so that their 

potential contributions can be recognized and used 

appropriately. This scenerio further exemplifies the 

interactionist approach to role theory. 

Hardy (1978) dE;scribed role ambuiguity as disagreements 

concerning role expectations, usually associated with a lack of 

clarity in role expectations rather than with confliciing role 

expectations. Hardy asse.rted that inherent in role ambiguity 

are vagueness, uncertainty, and the lack of actor agreement on 

role expectations. 

Boyd (1986) asserted that role ambiguity may lead to 

decreased job satisfaction and decreased productionl.thus, 
. ~ · .. 

quality client care may .be affec·ted. Harrell (1986) cit·ed role 

ambiguity as a m~jor facto·r.'1imiting the role development, and 

thus, the effectiveness of the CNS. Continued role ~mbiguity 

without resolve is significantly related to tension, 

dissatisfaction with one's job, lo~$ of se~~ confid~nce~· ahd a 
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sense of futility (Sarbin & Allen,-.- 1968). · Consequentl~, a. 
( . 

propensity to leave the position results in a high turnover 

rat~, deterioration of the CNS position, and a negative impact 
I . . 

on \consistent arid quality patient care. 

I 

! 

Subroles of the CNS 

The literature substantiates multiple subroles for the 

clinical specialist, with the four most common being expert 

care provider, educator, consultant, and researcher (ANA 1986; 

Harriric,1983.; Harrell & McCulloch,1984; Menard, 1987; Woodrow & 

Bell, 1971). The clinical specialist models expert care by 

proyiding nursing care to a select group of clients. The fact 

that her/his practice is client-based enables the CNS to 

maintain the title "clinical" specialist. As such, the 

clinical care and decision making are based o~ the CNS's 

advanced knowledge base, the nursing process, and on mutual 

goal setting with the client and family. The nurse specialist 

is often involved in a therapeutic alliance with the client and 

family in teachin~ them about the many aspects of care and 

helping them incorporate healt~ information into their daily 

lives. Client teaching is often a major focal point for the 

direct care aspect of this practice. 

As a professional educator, the clinical specialist can 

affect quality client care in an indirect manne~. She/he may be 

involved in such activities as.rounds, lectures, seminars, and 

preceptorships as a means of teaching the staff about 

state-of-the-art health care ih .their field of expertise. As 



role models, clinical specialists can model quality 

client/family care consistant with their own nursing 

philosophies and theories of care. 

8 

Another avenue for serving client care indirectly is 

through the consultant role. In this role, the CNS may consult 

with physicians, other nurses, allied health personnel, and 

community agencies. In addition, she/he may become involved in 

client care committees, task forces, and networking in order to 

utilize the knowledge of a specialty area, and thus, affect 

.quality care as a consultant (Cleary, Courtade, & Kerr, 1986) . 

Caplan's theory of consultation describes consultation as an 

interactive process which occurs between professionals (Barron, 

1983; Menard, 1987). Four types of consultation are derived 

from this theory: client-centered case consultation, 

consultee-centered case.consultation, program-centered 

administrative consultation, and consultee-centered 

administrative consultation (Barron, 1983) . As this indicates, 

the effect of the CNS's expertise could be felt hospital-wide. 

In such a role, the CNS could affect quality client care 

indirectly, but extensively. The first two types of 

consultation are those a nurse specialist would enco.unter most 

frequently. 

From her/his expertise in a given field, the CNS can 

observe situations and eva.tuate the need for clinical research. 

She/he can recognize problems which are researchable and 

coordinate and/or participate in the implementation process.of 

research (Menard, 1987) ~ Other important aspects of the 
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specialist's research role is the translation of research being 

done in her/his field to.the practice setting and the 

dissemination of this information to clients as w~ll as 

professionals (Menard, 1987). Research in health and nursing 

.care has brought many ·changes in recent years, especially in 

terms of technological advances. It is imperative that the CNS 

keep abrea~t of these advances in information and technology 

in order to maintain the status of expert and to affect 

quality, state-of-the-art client care. Keeping abreast of the 

current literature ·in the field is another research activity 

for the C~S (Wabschall~ 1987) .· The.nurse specialist is the one 

considered to be. the expert. i~ her/his field and must be 

current to maintain expertise and credibility. 

Clinical Significance of the Study 

Physicians and nurses are usually the primary source for 

re~err~ls for the clinical nurse specialist. Despite the 

.Previous descriptions of CNS capabilities and.role 

expectations, cl.inical· specialists state that consultations are 

most frequently initiated for basic· client education only. 

Thus, a major problem appears to be a lack of awareness by the 

physicians and other nurses of the abilities of the CNS and of 

her/his scope of practice. If this is,the case, how can 

effective utilization of the C~S be promoted or facilitated? 

This. study examined the role ·expectations held by the 

physicians and nurses who utilized clinical nurse.specialists 

services. It was developed to give the· CNS insight into the 
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perceptions of his/her role b~ others .. Thus, it provided a 

basis for further study into methods of increasing others' 

knowledge of the CNS capabilities, increasing the ~ffectiveness 

of the CNS utilization by these people, increasing referrals 

for utilization of the other CNS roles, and thus, improvin·g 

client care through the use of the multiple areas of expertise 

the nurse spec~alist has to offer. 

Definition of Term~ 

To further clarify terms used in this study, the· 

following defiriitions were derived: 

Clinical Nurse Specialist (CNSl was defined as a master's. 

prepared nurse whbse depth and breadth of ·understanding.in a 

specialized area of nursing is exhibited in expert knowledge 

and skills (ANA, 1980; JlliA, 1986; Hamric & Spross, 1983·; 

Harrell & McCulloch, 1986; Menard, 1987) and employed .at a 

large teaching hospital in the southeastern United States. 

Staff nurse was defined as any registered rturse licensed 

in Georgia and working.full-time at a lar~e.teaching hospital 

in the southeastern United Stat~s~:who bons~lted Or~h6se unit· 

consulted or employed the services of a nurse ,·specialist. 

Physician was defined.as any intern, resident, fellow, or 

attending physician with practice privledges at a lar~e 

teaching hospital in th~ southeaste~n United States who was 

involved in client care. 

·Role expectations were defined as "position-specific 

norms that identify the attitudes,. behaviors and cognitions 



1 1 

that are required and anticipated for a role occupant" -(Hardy, 

1978, p.76) as measured by the Clinical Nurse Specialist 

Functions Scale (Appendix C) . 

Subrole expectations were defined .as the specific 

expectations, behaviors, and actions of the role of the CNS, 

~rouped into several categories of like actions (i.e., 

educator, researcher, consultant, and direct-care provider) as 

measured by the Clinical Nurse Specialist Functions Scale 

(Appendix C) . 

Assumptions 

The assumptions applied to this study were: 

1. The CNS role with the subroles of direct care provider, 

educator, consultant, and researcher are identifiable 

-nursing roles. 

2. The CNS is educationally prepared for functioning in the 

subroles ·of direct care provider, educator,· consultant, 

and researcher. 

3. Participants have some knowledge or awareness of the 

capabilite~ of a CNS. 

4. Participants will answer·the questionaire honestly. 

Hypotheses: 

On the basis of the literature and research review and the 

questions to be addressed by this study, the following research 

hypotheses were derived: 



1. There will be no significant difference between the 

nurses' and the physicians' ratings of the clinical 

practice role. 

2. There will be no significant difference between the 

nurses' and the physicians' ratings of the educator 

role. 

1 2 

3. There will be no significant difference between the 

nurses' and the physicians' ratings of the administrator 

role. 

4. There will be no significant difference between the 

nurses' and the physicians' ratings of the research 

role. 



CHAPTER II 

REVIEW OF RESEARCH 

Since the role of the CNS as defined by the. ANA is 

relatively new, research appears very limited. Only five 

research studies related to the clinical specialist role were 

located. Thus, the findings of this study will add to the 

research knowledge lacking in this field. 

More has been written about the role of the Nurse 

Practitioner (NP) an4~~erceptions of that r6le. The nurse 
' . -.• ~:t . J :: 

practitioner is sim!iar ib the CNS in the aspects of autonomy, 
)~ ~ .. -~:·t -
,.t{· .. -:-, ~ .. :.·r~·: 

expanded roles, sp~~:d;'ialization, .?-?~ client-based practices. 
~ ~;· 

However, the roles , are dissimil~r in educational requirements 
.{!:!~ -~-r~ ;~ =~~ ' 

(not all NP 's hold ·:~~rad~~:te deg);,e,.es), location of practice, and 

superviiion. Due to fhe simil~~!ties between these two groups, 

_a review of the literature on nurse practitioners may be 
\ 

related to that of the CNS. 

Nurse Practitioner Studies 

Burkett, Parken-Harris, Kuhn, and Escovitz (1978) studied 

679 nurses and 597 ·physicians from l2 counties in.southeastern 

Pennsylvania, including metropolitan Philadelphia. The issues 

of .autonomy for the Nurse Practitioner and specific tasks 

appropriate to the NP role were studied ut·ilizing a 

13 
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questlonaire. The physicians participating in the survey were 

office-based physicians who identified themselves as general 

practitioners, family practitioners, pediatri6ians, internists, 

and obstetrician-gynecologists. The nurses were selected from 

the Pennsylvania State Board of Nurse Examiners, and those who 

responded were primarily-hospital-based staff nurses holding 

diploma degrees. 

Autonomy was addressed by asking the respondents to 

indicate their opinions as to whether NP's should practice 

"independently," "with·-a physician," or "either independently 
j 

or- with a physician" (p. 1091). The findings indicated that 

73% of the nurses and 92% of the physicians held the opinion 

that nurse practitioners shouid practice together with a 

physician. However, these two groups differed in their. 

opinions of this issue based on other variables such as age and 

education. For instance, 50% of the baccalaureat~ degree nurses 

under- age 45 favored independant NP ·-.practice·, while o:n.iy_· 20% of 

_the diploma nurses over age 4_5. held the same op~nion .. The 

subjects' prefer~nce for the type of NP educational program 

also appeared to predict their opinions of·nurse_practitioner's 

maintaining independent p~actice: 60% 9f those who favored a 

master's degree program also favore.d i'ndepe.ndent:: practice,_ 

while only 28% Qf those interested in a certificate NP program 

thought a nurse practitioner should practice independently. 

Among the physicians, however, there was little variance 

in opinions on this issue. There appeared to be no 

significant associatiori between variables such as the 
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physicians' area of specialty or their interest in employing a 

practitioner and their opinion on the issue of_independent 

nurse practitioner practice. 

The issue of capabilities of the NP was examined using a 

questionaire of 86 specific tasks ranging from general office 

tiuties, ordering basic laboratory work, and performing basic 

physical examinations to performing complete physical 

examinations, diagnosing certain maladies, and ordering 

specific medications. Each group was asked to check any task 

they felt was appropriate for the N~ to perform. The findings 

of this portion of the study indicated that nurses were more 

likely to check most-of the tasks on the questionaire than were 

·the physicians-. From the list of 86 tasks, the mean number of 

items checked by the physicians was 48.7, while the mean number 

checked by the nurses was 64.4. 

Burkett et al. (1978) reported that some of the 

differences between the· numl:;>er of tasks checked were influenc·ed 

by the physicians'. area of specialty, their desire to employ a 

nurse practitioner, and by the nurses' desires or aspirations 

to-become a practitioner. Nurses interested in becoming an NP 

and the physicians interested in employing an NP showed 

similarities in their opinions of the capabilities of a 

practitioner. The areas of greatest disagreement between all 

the nurses and physicians centered a_round. the are~s which. 

traditionally have been the domain of medicine (diagnosing, 

ordering medications; _and complete physicai. examinations). 
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Adinaro's thesis (1980) concerned the factors affecting ·a 

physician's ·association with an NP and described several tasks 

and roles perceived by the physician to be desirabl-e and needed 

in his/her practice.·- A mail survey wa~ sent to NP's and their 

associate physicians in the state of Georgia. Data were 

collected over a one month period with a 30.46% return rate (46 

physician respondents) . Physicians from various specialties 

including obstetrics-gynecology, family practice, general 

practice, pediatrics, internal medicine, and public health were 

studied utilizing a mail survey to assess their opinions of 18 
- l 

incentives for employing a Nurse Practitioner. The incentives 

~ere_ graded on a scale from 1 to 5, indicating the,physicians' 

opinions of its importance from very importan't (1) to not 

important (5) . The incentives ranged from increasing patient 

satisfaction, increasing the amount of patient teaching in 

practice, and improving quality client. care, to enabling 

physicians to spend more time ·with· -complex cases and increasing 

leisure time for physicians. The incentives for practitioner 

employment deemed most .important.by the physicians_ were: 

1. Allow physician(s) to spend more time on complex cases 

(69% = 32 physicians). 

2. Increas~ the amount of patient edu6ation provided (63% 

= 29 phyiicians). 

3. Increase patient satisfaction (63% = 29 physicians). 

4. Assure higher quality patient care (60.9% = 28 

physicians) . 
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This study appears to indicate a positive conception of the 

abilities and need for.expanded role nurses by physicians in 

Georgia. 

Clinical Nurse Specialists Studies 

In the ·realm of clinical. specialty literature, five 

studies have been located which address the attitudes or 

perceptions of the roles of the CNS. An additional study 

addresses the attitudes and expectations fqr general nursing 

and expanded nursing roles. Clifford (1981) designed a study 

for a doctoral dissertation to ascertain whether employers and 

educators of clinical nurse specialists held similar or 

different perceptions of the importance of specific functions 

of the CNS role. An instrument was developed by Clifford 

consisting of 37 items, each representing a function of the 

CNS. This instrument, the Clinical Nurse Specialist Function 

Scale (CNSFS), ~as also us~d in the Tarsitano, Brophy and 

Snyder (1986) study, and was the instrument used for the 

current study. The items were derived from CNS job 

d~sciptions, literature review, and structured interviews with 

practicing specialists. 

A descriptive approach was taken and two groups of 

subjects were sqrveyed usinq"the CNSFS. ~liffbrd randomly 

selected 184 graduate nurse educators from 456 gr~duate faculty 

in National League for Nursing (NLN) accredited master's 

nursing programs from 11 midwestern ~tates. Also, 587 

potential CNS employers were randomly.chosen from the 823 
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hospitals -and community health agencies in 11 midwest states. 

Of -the educators contacted, 152 completed the survey and 524 of 

the potential employers responded. 

Using a two-tailed ~-test, Clifford found significant 

differences in the perceptions of the nurse educators and the 

- 1 employers for 30 of the 37 items. Significant differences were 

also found between the two groups for each role component. 

Using the mean icore for each item, the 10 most valued 
-' 

functions and the least valued functions for-each group were 

identified. The clinical functions were most-frequently chosen 

as the most highly valued items, whereas the administrative 

functions were rated as least valued. 

Harrell and McCulloch (1984) describe ~n unpublished 

study done at the University of ~orth Ca~olina - Chapel Hill ~Y 

Dominick and ~aunders in whi~~ n~rse administrators and CNS's 

perceptions of the CNS role we're compared. The ·-area of most 

descrepancy between these two groups was the role of 

researcher . 

. A study done by Webster (1985) explored medical students' 

perceptions of nurses. It was found that they perceived the 

nurse as very helpful, but ha~ no clear expectations o~ their 

role capabilities_. This study was a descriptive study 
.. 

conducted first-by making field observations in nine hospitals 

affiliated with a large medical school in the midwest. The 

second phase included individual tape recorded, semi-structured 

interviews with 60 randomly selected medical students. The 

total number of subjects included 15 students from each of the 
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four classes in the medical school. Third, the faculty of the 

rmedical school who were ,identified .by the· students as having 

iaught or presented cla~s material relevant to 

interprofessional relationships were interviewed. Face validity 

of the interview guide was determined by three doctorally 

prepared graduate faculty who were actively-involved in 

r~search. An interrater reliability of 96% and an intrarater 

reliabliity of 98% were established. 

The findings revealed that first-year students had a very 

global view of the term "health ··care team" which included the 

physicians, nurses, and all people involved in a client.'s 

well~beinci. By the third or fourth year, the students were 

.more specific in their definition of health care team and often 

organized it around a specific client need (i.e., diabetic 

team, oncology team, cardiology team) . Altogether, the 

students generated a list of 19 categ9ries of health care 

workers who might be included on a health care t.eam. 

Physicians were mentioned by all 60 of the student supjects, 

while nurses were included by only 48 (82%) bf the students. 

"Of the 48 students whb included rturses on the health care 

team, 41 (68% of the total sample) saw nu·rses._.as 

'professionals'_ (using the·· students own definition of the 

term)" (p. 314) . 

In relation. to the· role of the n·urse;. the study found 

that as medical students progressed in their understanding of 

the physician role, the nurses' :role bec~me ·m~re. diffuse and 

broad. Intormation ·concerning the nurses' role was offered 
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briefly in two physician-taught courses, but attendence was 

"habitually low and students·' recollection of the content was 

minimal" (p. 315). Most students reported they obtained their 

information,concerning the nurses' role from the nurses 

themselves, either through observation of or through 

discussions with the nurses. In addition, only the fourth-year 

students claimed to have seen nurses working in expanded roles. 

It was also not until the fourth ·year that nurses were seen as 

being responsible for "monitoring a patient's condition," 

"evaluating effects of treatments," or "interacting with 

physicians and the h~alth care team" (p.315). Fewer than 20% 

of the ·third- and fourth-year students were· aware that nurses 

had ·legitimate roles independant. of physicians·• orders· and 

expectations. Webster .. qoncluded that many factors in-fluenced 

this lack of awareness of nursing roles and enc6uraged-nurses 

to do more in teach{ng medical students about n~rsing and its 

many functions and roles. 

Again; ·this addresses the question of e.ffective 

utilization of the nurse in an expanded role. Though nurses 

are perceived as helpful, the lack of awareness of their 

capabilities by those utilizing their services may contribute 

to·the defeat or invalidation of their need or existence. 

Wyers, Grove, and Pastorino (1985) also examined the role 

of the CNS by comparing the perceptions of nurse 

administrators, CNS's and hurse educators. They developed 45 

behavior competencies on which the role of the CNS was 

evaluated. From this, four main subroles evolved: direct care 



21 

provider, educator, con~ultant, and researcher. This study was 

conducted using a descriptive survey to identify competency 

behaviors of a nurse specialist. A questionaire was sent 

nationwide to 527 subjects- who included nurse administrators 

from hospitals with 400 or more beds and who employed nurse 

specialists. The graduate nurse educators were from schools 

accredited by the NLN and offering master's degree course work 
~ 

to 'prepa:r:e the CNS. All of the nurse specialists who 

participated were master's prepared nurses in current or recent 

nurse specialist practice. 

All three groups agreed that each of the 40. competancy 

behaviors were essential. Also, no significant difference was 

found· among the three groups for the behaviors collectively. 

The nurse administrators and CNS's agreed on the behaviors and 

roles the most, whereas the nurse.educators and CNS's disagreed 

most. 

Tarsitano, Brophy, and Snyder (1986) studied 54 

administrators and 35 CNS}s from a .large metropolitan hospital 

in_ Texas to compare their pe.rcept-ions. pf four primary CNS 

subroles. They· used th~. ;qlinical Ntirse Specialist_Functions 

Scale (Clifford, 19~1} tb elicit their data. ·Nurse 

administrators were contacted by mail ··whi.+e the CNS 's were 

contacted at a meeting of the CNS Council of.the State Nurses' 

Association, at which time.th~ question~ires· w~re distributed 

·and immediately returned. A two-tailed .t.-test was used to 

. compare the mean scores of the administrators and t~e CNS's 

regarding four role components: clinical practice, educator, 
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administrator, and researcher. The study suggested that the 

two groups were congruent· ~n their perceptions except for the 

emphasis they placed on the research role. The administrators 

valued this role- more highly than did the nurse specialists. 

Sissoh (1987) used a descriptive approach to study 

perceptions o£ the CNS by ~o-workers .. The intent of this study 

was to gather data about the perceived contributions of the 

nurse specialists in one university hospital. This study was 

conducted utilizing eight open-ended questions concerning the 

most effective CNS role, the need for clinica~ specialists, and 

the cost-effectiveness of .nurse specialists. Data were 

obtained by interviewing ~20 pr6f~s~ionals including nursing ._ 

directors, head nurses, staff nurses, and physicians~ 

Information was analyzed on the basis of tota~·re~ponses, 

responses by each department, and responses across each 

personnel group. 

The greatest number of participants viewed the CNS first 

as a resource person (48%) and second as a client and staff 

educator (28%) . Across the departments, most participants 

valued the resource role as most helpful except for the 

obstetrics-gynecology department which identified patient care 

as the most helpful role. Of the various personnel groups, 

staff nurses id~ntified the teaching (client and staff) .role as 

most helpful, whereas the managers (50%) viewed the resource 

and consultant roles to be most helpful. Physicians were evenly 

divided with 50% stating that the teaching role was most 

important and the other half viewing the consultant/liaison 
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role as most helpful. Surpris~ingly, none of the participants 

identrfied the research role of the CNS as helpful. 

Additionally, most respondants stated they thought CNS's 

were very necessary and helpful, but that they did not 

understand the specific role components of the nurse specialist 

position. Yet, over 50% of the respondants stated the CNS 

affects all staff (nurses, managers, physicians, and_students) 

as well as clients and that their role of teachirig and role 

modeling held the greatest impact due to the effect on 

promoting quality patient care. 

When data were analyzed concerning the cost-effectiveness 

is~ue, 40 to 50% stated the CNS was very cost-effective, few 

(8-10%) stated the nurse specialist was not cost effective and 

the. remainder felt the position. was moderately cost,-effective. 

Across the personnel groups, .a general concensus was held that 

a CNS was cost effective. Interestingly, 73% of the physicians 

held this opinion. 



Design 

·CHAPTER III 

METHODOLOGY 

The design for this study was a univariate descriptive 

design (Polit & Hungler,1987) utilizing a Likert-type 

questionaire to elicit the data. Accordihg to Polit and 

Hungler (1987), descriptive studies are usually not coricerned 

so much with the relationships between variables as they are 

with observing, describing and documenting aspects of a 

situation, and that a univariate design does not necessarily 

focus on just one variable. "The purpose of descriptive studies 

is to obtain information about the current status of phenomena 

of interest" (Polit & Hungler, 1987, p.147). Since the intent 

of this study was to ascertain the expectations that the 

subjects have for specific CNS role functions and subroles, the 

above definitions certainly apply. 

Setting 

The data were collected in a large tertiary care, regional 

teaching hospital located in a city in the southeastern United 

States. This hospital offers general acute care inpatient 

services with a bed capacity of approximately 500. Regional 

24 
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outpatient care services are also offered through this hospital· 

system. 

Sample 

A convenience sample of nurses and physicians who utilized 

clinical specialist services at a large teaching hospital in 

the southeastern United States was used. Nurses who were 

full-time employees, but·not orientees, and who were employed 

.on adult nursing units were contacted. Since the staff nurses 

did not have mail boxes, they were elicited- from a list of 

names obtained from the nursing_office and then the respective 

head nurses were contacted to distribute the questio~aire · 

packets. Physicians' names were elicited from a list of 

clinicai faculty and housestaff members from the adult surgery 

and medicine departments. A questionaire packet was_ placed in 

each physician's mail box. Multiple services (general medicine,· 

orthopedics, neurology, cardiology, 6ncologyj general: surgery, 

cardia-thoracic surger~, neurosurgery, and u~ol9gy) ~hich 

utilized or employed a nurse specialist were represented by the 

nurses and physicians. 

Persons participating in the study completed a demographic 

data sheet whi6h was return~d ~ith t~e question~ire. E~ch 

participant had F code number assigned to them which was plqced 

on the demographic sheet, as well as the questionaire. 

Questionaires were distributed to 234 physicians and 127 

nurses. The code numbers for physicians were #1-234 while 

#300-427 was used for the participating nurses. A sample size 
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of 30 participants in each group-was expected as a minimum, 

while 50 participants for each group was preferred. The 

following descriptions of the sample population were elicited 

from the demographic data: age, gender, health educational 

background, number of years in the health profession, position 

of the respondants and the number of times each person had 

consulted a clinical specialist. 

Data Collection 

Questionaire packets were distributed each subject to 

elicit participation in this study. The packet consisted of a 

cover letter, demographic sheet, and the questioriaire (CNSFS 

instrument - Appendicies A-C) . Instructions for filling out 

the questionaire were on the instrument itself. Participants 

were asked to fill out the instrument and demographic sheet and 

return them in the addressed return envelopes at their earliest 

convenience. In the event that less than 50 instruments for 

each group had been returped after 3 weeks, reminder letters 

would have been sent to those not responding. Because greater 

than 50 were returned, this was not necessary. 

Protection of Rights of Human Subjects 

Code numbers were used to distinguish the nurses' 

responses from the physicians' for data collection purposes. 

The physicians' code numbers ranged from 1-234 and the nurses 

ranged from 300-427. The author maintained a copy of the names 

and codes for the express purpose of the reminder notices only, 
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and this information wa$ kept in a locked file. For purposes 

of the study, code numbers only were used. The cover letter 

(Appendix A) informed the potential subjects of the purpose of 

the study, the estimated time involved in filling out the 

question~ire, and the promise to maintain participant anonymity 

in this study. Consent to participate in this study was 

acknowledged by return of the questionaire and was so stated in 

the cover letter. 

Research Instrument 

The re~earch instrument used to measure the role 

expectations of the CNS was the Clinical Nurse Specialist 

Functions Scale (CNSFS) . It was developed by Clifford 

(1981/1982) as part of a dissertation and evolved through a 

process of a review of the literature, interviews with nurse 

specialists·coricerning their j6b furictions, a~d {rom a 

compilation of_ CNS job descriptions. This instrument was 

obtained and evaluated by_the author_to haye possible merit for 

this study becaus~ it included specific functions and the four 

main subroles for-the CNS, apd it-elJcited the expectations for 

the nurse specialist's rbl~~ and fun6tions. 
·. ' . . .··. -~ 

Permission to use 

the instrument in this study was obtained (Appendix D) . 

The CNSFS was a 37-item Likert-type questionaire which 

utilized five categories from which the subjects indicate their 

expectations for each specific CNS role function listed. The 

scale ranges from "not expected in the position" (0) to "of 

utmost importance to the position" (4)~ The subject indicated 



28 

his/her. answer by circling the number which most appropriately 

des~ribed the ex~ectations· for each item as it applied to the 

function of a nurse specialist. Therefore, a high score (4) 

was considered to be of utmost importance to the function of a 

.CNS, while a low.score (0-1) indicated that the item was not 

expected to be a function of the CNS or was rated as being of 

little. importance to the nurse specialist role. 'The· items were 

compiled as to their r~lation to specific subroles. Of the .37 

items listed, four subroles·were identified: direct .care 

provider/clinical practice, educator, administrat.or_,· and 

researcher. The subrole of consultant was included· in the 

clinical practice category. .Thus, these ··subroles coinC-ided .· 

with the mairt subrol~s revealed in the literature (Menard, 

1987; Hamric & Spross, 1983; Harrell &_McCulloch, 1986; Woodrow 

& Bell, 1971) . 

Questions 1 to 11· (11 items) related to the clinical 

practice subrole. These rol~ items related to the direct 

patient·care functions ·of the CNS and included the patient 

teaching and coordination activities of a specialist. The 

range of ~ossible total sc6re~ for.trie clinical practice 

subrole was 0. (lowest) to 44 (highest). 

Questions 12 to 20 (9 items) related to the educator 

subrole. These .items were directed toward. the professional 

educator and inservice activities of the nurse specialist. The 

range of possible total scores for the educator role were 0 

(lowest) to 36 (highest) . 
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The administrative subrole was represented ·by items 21 to 29 

(9 items), which addressed the leadership and administrative 

functions expected of a CNS. The range of possible total 

scores for this subrole was 0 (lowest) to 36 (highest) . 

The researcher subtole was represented by questions 30 to 

37 (8 items) and included the nursing research aspects of this 

role. The range_of possible total scores was 0 (lowest) to 32 

(highest) . 

Clifford (1981/1982) determined validity of this 

instrument by evaluating content validity. Since the study by 

Cl£fford was the first of its kind and considered ~s a 

beginning· in studying this field, empirical validity was not 

·determined (Clifford, 1981/1982). The CNSFS has been used in 

another study by Tarsitano, Brophy and Snyder .(19~6), but they 

did not report any reliabi~ity and validity· inforciatiori-or 

methods. 

In this study, reliability was assessed by utilizing the 

Cron~ach's reliability coefficient (alpha) and the test-retest 

methods. Reliability was,tested by the calculatton .of 

Cronbach's alpha for the test as a whole and· for each subscale. 

For the test-retest method, the instrumerit w~s readministered 

to three nurses and three physicians,· three weeks after the 

initiaadministrqtion. Reliability was estimated using Pearson's 

correlation. Data obtained from these tests are presented in 

Table 1. 



Table 1 

·Reliability tests for CNSFS 

Scale 

CRONBACH 1 S ALPHA: 
Total CNSFS 
Subscales: 

Clinical Practice 
Education 
Administration 
Research 

TEST-RESTEST: 
Clinical Practice 
Education 
Admini,stration 
Research· 

" 

# items 

37 

11 
. 9:. 
·9 

8 

11 
9 
9 
8 

Reliabil,ity 
coefficient 

.94" 

.82 

. 88. 

.89 

.97 

.98. 
.• 60.:
·. 82 
.72 

,.· 

30 

The.higher values indicate a higher degree of internal 

consistency (Polit & Hungler,1987; Waltz, Strickland, & 

Lenz,1984). Therefore, .the CNSFS as a whole, as well as each 

subscale of the instrument, have high internal consistency. 
I 

From the test-retest v~lues, the subroles of clinical practice,· 

administration, and re·search have a high degree of stability, 

·whereas the'education subrole e~hibited a moderate degree of 

stability. The values obtained in the education ·subrole may 

hav~ included an outlier. Two of the nurses' resporises.changed 

little, but the pther's a~erage scores for this subrole were. 

inconsistent. (pre~est average= 2.44 and posttest average 

. 89) . Thus-, reliability for the educator subrole was 

recalculated without the outlier scores and the reli~bility 
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coefficient was higher (~ = .74) and more consistent with the 

other scores obtained for each subrole. 

The potential threats to this study's internal and 

external validity were subject selection, Hawthorne effect, and 

experi~enter effects. Subject selection was a potential threat 

because a convenience sample was used of those nurses and 

physicians who worked only at one facility, therefore affecting 

generalizability of the findings. In addition, there was the 

possibility of someone rating expectations as "0-1" just 

because they had no idea about what a CNS is or does, rather 

than the response being baseq on knowledgeable expectations. 

To minimize this threat, the author selected subjects only from 

health professionals with a clinical background who presumably 

had some pre-existing knowledge or exposure to a nurse 

specialist. 

The Hawthorne effect was also considered a possible 

threat to this study's internal validity. This refers to the 

changes in the subjects b~havior based on the knowledge that 

they are participants in a study and the effect this has on the 

results of the study (Polit and Hungler, 1987). To minimize 

this effect, the author elected to utilize the questionaire 

method for data collection in an effort to preserve anonymity, 

elicit honest answers and hopefully reduce the Hawthorne 

effect. 



CHAPTER IV 

DATA ANALYSIS 

- . . 

A two-tailed t.....:.test 'for indepen:dent samples was:. used to · 

evaluate the. responses·- of the nurses and physi_~ians. The mean 

scores for each subrole category (Table 9) wer~ calculated 

utilizing the SPssx computer program for the purpose of testing 

the iesearch hypotheses. The mean scores_for eath. question 

were also calculated for the purpose of determining significant 

differences between nurse and physician responses, as .well as 

for the interest valu~ of determining the highest and lowest· 

rated items in each subrole. Probability scores were evaluated 

for significance at the R < .05 level for each subrole and each 

CNS function. 

-Demographic (Sample) Statistics 

Demographic data were collected for age and gender (Table 

2), nurses'educational background (Table 3)_, the number of 

years in the medical or nursing profession (Table 4), the 

number of years employed at the institution of study (Table 5), 

the position of .the nurses and physicians (Table 6), the area 

of specialty (Table 7) and the number of CNS consultations they 

have instituted (Table 8} . The relationships between 

biographical variables and the role expectations of the CNS 

32 



33 

were evaluated for evide~ce of trends. No meaningful 

correlations were found between the demographic (sample) 

data ·and the ratings of the CNS subroles by the nurses and 

physicians. 

The target population consisted of 127 nurses and 234 

physicians.employed in a large teaching hospital in the 

southeast. Of this population, 61 (48%) nurses and 50 (21.4%) 

physicians returried the ·study packets. However, of the packets 

returned, 6 of the nurses' and 4·of the physicians' data were 

not usable due to incompletion of either th~ data sheet ·or th·e. 

questionaire (CNSFS) . Therefore, data were, ~~~lyzed from 55 

nurse and 4 6 physician part.fdipants. · 

Data from the demogra.pnic sheets were COII_lpiliect and are 

discussed in the following·paragraphs.and displayed in the 

'following tables: 
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.Age and Gender. The age range of the nurses was 20·to 63· 

with the mean age being 30.5 years. Physi<?ians' a:ges ranged. 

from 25 to 58, with a mean age of 38.8 years· .. : Five ( 9.-1%) of 
' ' . . ~ . ' 

. . ' . 

the 55 nurse participants were m.ale, while 5 .(10.9%) of ·the 46 · 

physician participants~were·female. The age and~e~der of the 
. . 

nurse and physician ~articipants are display~d in Table 2. The 

actual age of each subject was elicited but categoiized into 

five groups for·ihe purposes of the-.iable~ 

Table 2 

Age and Gendet: Qf Eat::tici~~n:ts 

RN MD 
Age .n % ·n 51, 

0 

20-29 31 56.4 11 23.9 
30-39 17 30.9 17 37.0 
40~49 5 9.0 7 15.2 
50-59 1 1.8 11 23. 9· 
60 + _l· L.a. _Q __Q_._Q_ 
Totals 55 100.0 46 100.0 

Gender 

Female 50 90.9 5 10.9 
Male ~ ~ ll .a9.....l 
Totals 55 100.0 46 100.0 

.. ·:- . 
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Nurses' Educational Background. The majority of the 

nurses participating in the study reported having a 

baccalaureate degree education. The_ secon_d_ highest number of 

nur~~ participartts reported an associate degree level of 

nursing education~ The level of health educational backg~o~nd 

is displayed in Table 3. Numbers and percentages were 

calculated and totaled. 

Table 3 

Nurses' Educational Background 

RN 
Education n g,. 

0 

AD 24 45 
BSN 30 53 
MS(N) 1 1 
DSN 1 -1 
PhD _Q _Q 
Totals 56 100 
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Years in Profession. The number of years in the 

profession was asked. of each participating nurse and physician. 

In the nurses group, the most frequent numbers of years in the 

nursing profession were 1 and 2 yea~s, with 37% of the nurse 

participants fallirig into that category. ~ mean·of 6.09 years 

in the profession described the nursing sample. One nurse 

failed·to enter this information, yielding a total of 54 nurse 

replies for this category. The physician sample exhibited a 

greater number of years in the medical profession. The highest 

frequency of years in the profession was 21 or·more years and 

the mean was 13.98 years. The number of years for which each 

subject had been practicing in his/her profession is displayed 

in Table 4. The actual numbers of years in practice were 

elicited and then the data were categorized into six 

categories. 

Table 4 

Number of Years in Profession 

RN MD 
Years n % n g,. 

0 

0-3 26 48.1 6 13.0 
4-7 13 24.0 9 19.6 
8-11 7• 13.0 9 19.6 
12-15 3 5.6 5 10.9 
16-20 2 3.7 4 8.7 
21+ _.3. ~ ll 2..8....2. 
Totals 54 100.0 46 100.0 
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Years at Institution. The nuinber of years employed at the 

institutio~ 6f study was elicited for local interest and to 

later determine ~£ any correlation existed b~tween longevity at 

the instit~tion· and their ratings of each subrole~ Four of the 

physicians had :Qeen at the ho.spital less than 1 year and the 

physician with.the most longevity had been there 31 years, with 

a mean of 7.77 years at the institution foi the physicians. One 

physician-did not complete this question, thus the total number 

of physici~n respondents for this category was 45. The nurses, 

interestingly, exhibited fewer years at the hospital than did 

the physician sample. Two nurses had been employed at_ the 

hospital for less than 1 year and the longest amount of time 

employed at the institution was· 17 years. Thus, a mean number 

of ·3. 818 years at this hospital was calculated- for the nurses. 

The high-est frequency was 13 nurses having· been employed at the 

hospital for 2 years. Data for the number of·years employed at 

the institution are presented in Table 5. 

Table 5 

Years at the Institution 

RN MD 
Years n 9.-

0 n 9.-
0 

0-10 51 92.7 34 75.6 
11-20 4 7.3 8 17.8 
21-30 0 0.0 2 4.4 
31+ _Q_ __Q__Q_ _l __2_._2. 
Totals 55 100.0 45 100.0 
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Position. Of the nurse respondents, 33 (60%) were staff 

nurses, while only 8 (14.5%) were head nurses. Two of the 

nuises did not answer this question, so the total nurse 

respondents· for thi~ category were 53. The physicians were 

71. 7%. (n=33) attending phys.ic.ians and 4. 3% (n=2) were interns. 

This information is displayed in Table 6. 

Table 6 

EQsition 

RN MD 
Position n % Position n % 

Staff nurse 33 62.3 Intern 2 4.3 
Charge nurse 12 22.6 Res.ident 9 19.6 
Head nurse 8 15.1 Fellow 2 4.3 

Attending .3..3. 1:L..1.. 
Totals 53 100.0 46 100.0 

·;' 
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Specialty. The adult specialties of practice 

specific~lly represent~d b~ the nurses and physicians were 

general medicine, endocrinology, orthopedics, neurology, 

cardiology, oncology, general surgery, cardia-thoracic surgery, 

neurosurgery, urology and th~~e· of· the critical care units. 
·-

Because many divisions or numbers of representatives were 

small, for purposes of anonymity these specialites were ·divided 

into 3 main groups: general medicine, general surgery,. and. 

other. From the sample of nurses, the majority (n = 31) 

represented the general surgery specialty, while the majority 

of the physicians (n = 25) wer~ from the "other" specialty 

practice areas·.· The specialty information is p-resented in 

Table 7 . 

Table 7 

Practice Specialties 

RN MD 
-specialty n % n % 

Medicine 17 30.9 14 30.4 
Surgery 31 56.4 7 15.2 
Other ~ .l2.....1 2..5. .5A-.3. 
Totals 55 100.0- 46 100.0 
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Number of Consultations. Information concerning how many 

times each subject had consulted a nuise specialist is 

displayed in Table 8. These data were elicited from the 

demogrqphic sheet and placed into five categories. The most 

frequent number of times a CNS was consulted by nurses was 1 to 

5 times a month, while 1 to 6 times a year was the second 

highest rating by the nurses. The number of consultations by 

physicians also fell into the same two categories. Three nurses 

claimed never to have consulted a CNS and four of the 

physicians so claimed. One physician did not answer this 

category, giving a total of 45 physician respondents for this 

category. 

Table 8 

Number of CNS Consultations 

RN MD 

Consultations n % n g. 
0 

1-5 times/month 21 38.2 is 33.3 
6-10 times/month 10 18.2 4 8.9 
11 + times/month 7 12.7 8 17.8 
-----------------
1-6 times/year 12 21.8 10 22.2 
7-12 times/year 2 3.6 4 8.9 
-----------------
Never consulted 3 5.5 4 8.9 
-----------------
Totals 55 100.0 45 100.0 
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Data Analysis for Testing Hypoth~ses 

Hypothesis 1. This hypothesis stated that there would be 

no significant differenc~ b~tween the nurses' and the 

physicians' ratings of the clinical practice role. A 

two-tailed ~-test was used to evaluate the means of the nurses' 

and physicians~ responses to this subro1e's functions. The 

t-va1ue of -.2S was not significant at the .OS level, therefore 

the nu11.hypothesis w~s supported. 

Hypothesis 2. This hypothesis stated that there would be 

no significant difference between the nurses' and the 

physicians' ratings of the educator role. When the ~-test was 

employed to evaluate this hypothesis, a ~-value of 2.64 was 

obtained, which was significant at the ~ < .OS level .. 

Therefore, the null hypothesis for this subro1e was rejected. 

·The nurses viewed the educator ro.1e as more important than did 

the physician·s. 

Hypothesis 3. This hypothesis stated that the-re would be 

no significant difference between the nurses' and the. 

physicians' ratings of the administrator role. For this 

subro1e, the ~-value w~s .20, and thus, not significant at the 

~ < .OS level. As such, the nti11 hypothesis was supported. 

Hypothesis 4. This hypothesis stated there would be·no 

significant dif£erence between the nurses' and the physicians' 

ratings of the researcher role. For this subro1e, the ~-value 

was 4.88 which was significant at the~< .OS level, and thus, 

the null hypothesis was rejected.· The nurses viewed the 
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researcher role as more important than did the physicians. 

Statistical data for each subrole are presented in Table 9. 

Table 9 

Data Analysis for Hypotheses 

(n=55) <n=4 6) 
Subrole RN MD .t.-value ;Q_-value 

mean mean 

Clinical Practice 2.7008 2.7338 -.25 .801 
Education 2 0 96061 2.5824 2.64 .010* 
Administration 1.7798 1.7475 .20 .846 
Research· 2.6780 1.7144 4.88 .000* 

* significant at. ];2. <.05 level, 2-tailed .t.--test 

Additional Data Analysis - Subroles 

Clinical Practice. Based on the means of the nurses' and 

physicians' ratings of their expectations of the clinical 

practice subrole, this is a highly expected role for a clinical 

specialist. Compared to all the subroles, the nurses rated 

this second highest (mean= 2.7008), while the physicians ·rated 

clinical practice the highest (mean= 2.7338). Since the ~eans 

of both groups are in the 2.7 range, this indicates a rating 

between "important" and "very important", but closer to "v_ery 

important". ·Therefore it may be assumed that the expectations 

for this subrole were ~enerally high for both groups. 
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Education. The nurses group (mean= 2~9606) rated the 

educator subrole higher than did the physicians (mean = 

2.5824). Interestingly, as compared to the other subroles, the 

·nurses r~ted educa~iori:hig~est, while the physicians rated it 

second hi~hest. As such, the nurses' expectations for this 

subrole.were quite high (very important on the CNSFS scale), 

whereas the physicians' expectations for this role were a 

little less, ·with a rating between "important" and "very . . 

important" . 

Administration. The administration subrole was generally 

rated between "slightly important" and "important" by both 

groups. When compared with the other subroles, nurses rated it 

as the least expected role (mean= 1.7798). for a nurse 

specialist, and physician~ rated it second least expected (mean 

1.7475). 

Research. The expectations for the research role were 

generally higher than were the expectations for· the 

administration subrole, aa· evidenced by the subrole means, but 

significant differences between the nurses' and physicians' 

expectations of thi~ role existed. The nurses (mean= 2.6780) 

~ppeared to expect this role more so than did the physicians 

(mean= 1.7144). The nurses rated this role between 

"important" and ."very important", whereas ·the physicians' 

expectations for this role were rated between "slightly 

important" and "important". In the overall ratipg, the 

physicians rated this role last, revealing low expectations for 

the research subrole. 



Table 10 

Rankings of Subroles 

Rank 

High 
I 
I 

Low 

Role 

Education 
Clinical 
Research 
Administration 

mean 

2.9606 
2.7008 
2.6780 
1.7798 

Role 

Clinical 
Education 
Administration 
Research 

Additional Analysis·- Iridiyidual CNSFS Functions 
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mean 

2.7338 
·2.5824 
1.7475 
1.7144 

Clinical Practice. The CNS functions rated highest by 

the nurses were functions 7 and 8 which pertained to health 

teaching for clients and familiies~ The third highest 

expect~tion was for specialized direct client care (function 

6), while the lowest rated function for this subrole was 

routine direct client care (item 5) . 

The physic·ians rated the implementation of health 

teaching for clients and families (function 8) the highest, 

specialized· direct client care (6) next, and 'establishing a 

nursing diagnosis (2) lowest. Alarmingly, many physicians 

wrote comments related to their not knowing what a nursing 

diagnosis was and asked if it was different from a medical 

diagnosis. 

Significant differences existed at the R < .05 level 

between the means of the nurse and physician responses to 

function 5- "administers routine client care~" Physicians 

expected this more so than did nurses. Although no significant 
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difference existed between the means of the groups at the ~ < 

.05 level concerning the function (6) of "administers 

specialized ·client care," the actual rating of this function by 

both groups was higher than was their rating of "administers 
r 

·routine client care." This indicates a trend toward higher 

expectations for the CNS to administer specia.li.zed client care 

as opposed to routine client care. 

Education. Based en the means of the nurse respondents, 

function 13, "acts as a consultant for nursing staff," was 

rated as the highest function (mean= 3.5091) expected in·the 

education role. The next highest was 14, "acts as a consultant 

for medical staff" (mean= 3.3636). Participating in inservice 

education for non-nursing personnel was rated as the lowest 

function (mean= 2.5455) by nurses, while the next' lowest 

expectation was for serving as a role model for nursing 

students (mean= 2.6727). 

Physicians rated function 15, "assisting nursing staff in 

meeting client/family health education needs" as the most 

highly expected function (mean = 3.0000) in this subrole. The 

next highest was 17, "participates in inservice education for 

nursing personnel." ·Not unexpectedly, the physicians rated 

function 14 the lowest (mean= 2.2826); this function involves 

acting as a con~ultant for the medical staff. Interestingly, 

this same function was rated as next to the highest by the 

nurses. When evaluated using a ~-test, there was a significant 

difference· in the means of the two groups at the ~ < .05 level, 

-in regard to this CNS function. The next lowest rated function 
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by physicians was 19, "assists with clinical and theoretical 

teaching of nursing students." Both groups rated function 20, 

"contributes to the education of the public through health 

organizations and/or membership activities" as the third lowest 

function expected of a CNS in the educator role. 

Ad~inistration. For five of the nirie function statements 

in this subrole, significant differences were found at the ~ < 

.05 level. These functions pertained to participating in 

institutional committees which influence and/or determine 

policies of nursing practice, taking leadership in defining and 

interpreting nursing standards of practice, hiring and 

terminating nursing personnel, monitoring the changing needs of 

a practice. ar_ea, and instituting appropriate changes. 

Nurses rated function 22, "takes leadership in defining, 

maintaining, and interpreting standards of nursing practice" as 

the most highly expected function (mean 2.9273) for the 

administrative role of the CNS. The next highest (mean = 

2.8727) was for participating in institutional committees which 

influence and determine nursing policies. 

Physicians' highest expectations were just the reverse of 

the nurses, with committee participation being highest (mean 

2.~609) and taking leadership for nursing standards second 

highest (mean= 2.1739). The functions of hiring and 

terminating nursing personnel weie ~oth rated lowest and next 

lowest by both groups, but significant differences at the ~ < 

.05 level were found. The nurses rated these functions much 
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lower than did the physicians, indicating a more negative 

expectation of these CNS functions by the nurses. 
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Research. Significant differences were found at the .~ < 

.05 level betwe~n the means of the nurse~' and physicians' 

responses fo~ every CNS functiori in this subrole. The nurses 

rated function 37, "communicates the results of research 

through presentations and publications" the highest (mean 

2.7778). The next highest nursing expectation (mean= 2.7636) 

was for the function of "assisting nursing personnel in 

utilizing rese.arch to efffect change." The lowest rating by 

nurses (mean= 2.5741) was for function 32, "planning of 

nursing studies a~cording to nursing research standard~." The 

next lowest expectation (mean= 2.6111) was for the function of 

"identifying relevant clinical research questions for study." 

Physicians rated the CNS function of "assessment of the 

needs for nursing research in a clinical area" highest (mean 

1.8696). Th~ next highest (mean = 1.8667) was assisting the 

nursing personnel in utilizing research to effect change. The. 

lowest expectations of physicians were for evaluating the 

nursing research process (mean = 1.3778) and for conducting 

research related to nursing practice (mean= 1.6087). The 

means and significance levels for each function of the CNSF~ 

are presented i~ Table 11, Appendix G. 

Written Comments 

The physicians wrote in more comments at the end of the 

CNSFS instrument than did the nurses. The nurses commented 
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only on why they ·never consulted a CNS, which included "I work 

night shift and have little need to consult a CNS," "They're 

never around when you need them," and "I thought only 

physicians could consult a CNS." 

Physicians, on the other hand, commented on many things. 

Several commented on function 2, nursing diagnosis. The 

consensus of the comments was, "What is a nursing diagnosis and 

is it different from a medical diagnosis"? In addition, many 

commented on their ·views of the CNS role. Examples of comments 

included: "The role of a nurse specialist is to function as a 

patient/nurse/community resource; however, they should not be 

autonomous to medical supervision by physician specialists;" 

"The role of the· CNS is to p'rovide special skills to improve 

patient/family/nursing personnel education;" "A CNS is a 

limited but specialized area of nursing in which a nurse 

develops and utilizes specific skills directly related to 

patient care." As to their views of prescribing nursing·. 

interventions (function 4l~, comments included, "Doctors 

prescribe!" and "My answer depends on the nature of the 

intervention and the patient's problem(s)". Terminology also 

appeared to be a confusing issue for the physicians. · S~veral 

plac~d question marks beside specific questions, especially 

questions relat~d to nursing diagnosis and the research role 

components. Comments were, "What does this mean?" Nursing 

titles also became an item of ambiguity for the physicians. 

Two comments were, "You know how much we utilize and re_ly on 

nurse clinicians" and "The enterostomql therapist is very 



49 

important in the management of urinary diversion and 

incontinent patients." One physician was very humble and 

honest in saying "I 'thought a clinical nurse specialist was a 

staff nurse who worked on a specialty unit. After reviewing 

this CNS scale, it it obvious that I have no idea what a 

clinical nurse specialist really is or does. Please call me at 

my extension to discuss this." 



CHAPTER V 

DISCUSSION, CONCLUSIONS,· RECO:M:MENDATIONS 

i . 

!This study was conducted to examine the role expectations 
I 

of t~e CNS ~s viewed by staff nurses and physicians. 
I 
i 

Fifti-fiv~ nur~es' and 46 physicians' e~pectatio~s of four 

subro~es and.·37 specific role functions of the clinical nurse 

s~eciblist were:stridied utiiizing Cliff6rd's Clinical Nurse 

Speci~list Functions Scale (1981) . Two-tailed ~-tests were 
. I 

employed to measure the differences between the means of the 
. ! 

. ' 

nurse.!s' and physicians' expectations for each subrole. 
! 

Significant differehces ~ere found between the two groups' 

·expectations.of the education and the research roles, but no 

signi~ic~nt differences were found between the expectations for 
! 

the cLLinical practice and the administ-rative roles. Thus, the 
} 

null hypothesis was supported for the.clinical practice and 

administration subroles, but rejected for the education and 

research subroles. 

The nurses rated the education role as most expected and · 

the ·administration role as least expected. The physicians 

expected the cltnical .practice role the most, while the 

research role was least expected by the physicians. 

No demographic variables were found to mean.ingfully 

correlate with the nurses' and physicians' ratings of their 

50 
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expectations for the various subroles. Many written comments 

indicated a lack of awareness on the part of the physicians 

concerning nursing diagnos~s, nursing research, and the 

differences between the various nursing title$ and capabilities 

of nurses. 

Internal consistency/reliability as measured by 

Cronbach's alpha was high for the CNSFS as a whole and for each 

subrole. The test-retest method revealed high reliability for 

all subroles except .education, which measured moderately. 

Discussidn · 

No significant differences were found between the nurses' 

and physibians' expectatioris of the dlinical ·practice a~d 

administ·ration roles.. This . is perhaps due to the fact that 

clinical practice was rated highly by both groups, while 

administration was rated low by' both groups~ Conversely, 

research and education revealed significant differences in 

expectations between the two groups. The research subrole was 

rated last by the physicians, indicating a low expectation for 

this role. The earlier.claim that this may be due in part to a 

lack of understandirig of this role is not substantiafed by the 

data~ However, since clinical p~actice was rated so highly by 

the physicians, .one may conclude that despite their support of 

the research role of the CNS, higher emphasis and expectations 

are held for the direct client care role as opposed to the 

research role (an indirect method of affecting and promoting 

client care) . 
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As indicated by the means of the individual CNS 

functions, client education was rated high by both groups, 

supporting the CNS claim that most consultations are for basic 

client education. 

Nu~ses generally rated the four subroles higher than did 

physicians, indicating perhaps a greater expectation for the 

various subroles based on a greater knowled~e base of the 

various role functions. The nurses' rating of education as the 

highest expecta~ion for the CNS indicated their needs and 

expectations for specialized assistance in understanding and 

providing care for their clients. It appears that rather than 

someone else doing for them, the nurses want to know· how to 

better care for their clients with special needs. This finding 

is congruent with the_expectations of the staff nurses studied 

by Sisson (1987). However, this finding is interesting in 

light of the curr~nt national nursing shortage. Due to the· 

shortage, one might assume that nurses would expect clinical 

practice to be the most important CNS role at present. 

Also, despite a high rating of the education subrole, it 

only rated moderately (~ = .60) for reliability on test-retest. 

Possible explanations for this moderate rating may be: 

1. A possible outlier score was discovered. One nurse's 

response on the-posttest was inconsistent with the.pretest 

response and with the other subjects' average responses 

(pretest average for education= 2.44 and posttest average 

.89). When reliability was calculated without the outlier 

scores, a reliability coefficient of~= .74 for the educator 
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subrole was obtained. This value is more consistent with the 

other subrole coefficients. 

2. The sample of people used for the test-retest may 

have been too small and thus not an accurate representat~on of 

the total population. 

3. The testing effect may also ha~e come-into play_. 

Polit and Hungler (1987) stated that this effect is often seen 

in studie~ which deal with opinions or attitudes. Thus, ideas 

were introduced in the first test, arid the· subjects then had 

time to ~hink about their e~pectations of a C~S and may have 

expressed their change of expectations in the retest. 

The physiciari participants in this ~tudy expected the CNS 

to be most involved in clinical.~ractice with direct client 

care. Research and administration were ·rated low, perhaps due 

·to a la6k '6f ab}lity to·a~sociate ~he value of these roles with 

the promotion of quality client care, although in an indirect 

manner. Perhaps physician's are more aware o~ .the impact of 

direct client care as oppqsed to the .value of indirect, but 

specialized quality care promotion. Thus, there apears to be a 

great need to educate physician colleagues on the value of CNS 

indirect client care a~ well as di~ect care in affecting a 

larger client population and improving the quality of care 

provided by the-staff nurses. These findings do not coincide 

with Sisson's study (1987) in which the physicians rated 

education as the highest expected nurse specialist role. 

Based on the ratings of these role components, the 

answer to the res·earch question, "What are the role 
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expectations· of the· CNS as viewed by physicians ·and nurses?" is 

direct client care and education. Although the administration 

and research subroles were rated low, this does.not 

substantiate ·a· lack of awareness or lack of understanding of 

these subroles by nurses and physicians. However, on the basis 

of the writt~n comments, one may ·assume such a situation does 

exist. 

Conclusions 

Cli~ical specialists are educated as to the purpose and 

need for the various role components .. Thus, ·they assume their 

positions with specific role expectations £or.whic~ they have 

been educated and trained. Although the literature (Clifford, 

1981; Sisson, 1987; Tarsitano, Brophy, & Snyder, 1986; Wyers, 

Grove & Pastorino, 1985) $Ubstantiates a general congruence of 

expectations between nurse specialists and nurse administrators 

and educators, the findings of this study_indicate that despite 

the CNS's expectations for their position, the colleagues with 

whom they work closely have quite different and more narrowly 

defined expectations for them. Thus, a setting for role 

ambiguity develops. As previously discussed, the dangers of 

unresolved role ambiguity incl~de job dissatisfaction, a 

deterioration o~ the team effort, and a propensity to vacate 

the position, which all impact negatively on the quality of 

client/professional care and education that takes place. 

Leininger (1978) stated that the more often social distance 

occurs in groups, the more likely problems will occur in 
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achieving collaborative relationships in multidisciplinary 

work. 

Therefore, it is imperative that the CNS and his/her 

colleagues discuss and educate one another as to the roles and 

capabilities of the CNS in order to improve the effective 

utilization of a CNS and to fo$ter job sati,sfaction, 

collegiality and the validation of the CNS role. The symbolic 

interaction approach to role theory would advobate the 

processes of role taking and role making as methods of 

initiating the validation of the CNS role. Mutual role taking 

can be employed not only to teach others about the CNS roles 

and capabilities, but also to assist the CNS in viewing the 

position f~om others' viewpoints. Thus, the proocess of role 

making e~olves-and conti~ues as the CNS p6stition.is validated 

in practice. Thus, ultimately,· client care may be improved, 

both directly and indirectly. 

Since the findings of this study do substantiate a 

disparity in the expectations of the CNS role held by 

physicians and staff nurses, these finding~ may be utilized to 

provide a basis for further study into methods of increasing 

others' knowledge of· the CNS capabilities, increasing the 

effectivene~s of the CNS utilization by these people, 

increasing refe~rals for utilization of the other CNS roles, 

and thus, improving client care-through the use of the multiple 

areas of expertise the n~rse specialist has to offer. 
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Limitations 

The limitations of this study were: 

1. The study was conducted at only one hospital, therefore 

generalizability is limited. 

2. The terminology of the functions in the CNSFS often 

appeared to be confusing to the participants. This 

confusion may have affected the ratings of their 

expectations for.the CNS roLes. 

3. The participants were all from adult care· specialties. 

Perhaps the inclusion of pediatric, 

obstetric-gynecology, and psychiatric staff and 

physicians may have given a different perspective. 

ReCommendations 

Several additional areas of study are recommended:. 

1. Replicate the study with a larger sample in more 

lhospitals. 

2. Expand the sample to include. nurses and physicians 

from pediat~ics, obstetrics-gynecology, and psychiatry 

departments. 

3. Develop a study on the same basis, but develop a 

different instrument utilizing terminology more common 

to staff ~urses and physicians. 

4. Develop a study which examines one or more role 

clarification methods for teaching the staff nurses and 

physicians about the capabilities of the CNS. 
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5. Replicate the study using a larger sample of people for 

the te$t-retest method of evaluating reliability. 

Summary 

· In summary, this descriptive study addressed the role 

expectations of the clinical nurse specialist by staff nurses 

and physicians, and introduced and supported the question of 

the possible disparity in the expectations versus the actual 

capabilities of the C~S. With the preliminary data provided 

from this study, additional studies may be developed in the 

area of clinical specialty, and perhaps the role expectations 

of the CNS can be clarified and validated in practice. 
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MCG School of Graduate Studies 
June 26 1987 

Dear Colleagues: 

I am a Registered Nurse currently enrolled in the MCG Graduate School, and am 
studying the Clinical Nurse Specialist tract.' Since you are a profes~ional who consults 
the services of a nurse specialist (Cardiology, O.ncology, Diabetes, etc.), I am 
i'1terested in your thoughts abo~t the nurse specialist's role. 

As my research project for graduation requirements., I am studying the role 
expectations of the Clinical Nurse Specialist (CNS) as seen by physicians and staff 
nurses who consult and utilizetheir services. lam interested inexamining.what you 
expect their roles to be, as a means of determining your reasons for consulting nurse 
specialists. 

I am very much interested in having you participate in this study, to elicit your 
thoughts and expectations of the CNS role. Enclosed is a questionaire which elicits 
these various role expectations for clinical specialists. This questionaire should take 
you no longer than 15 minutes to complete. : 

The use of code numbers is to protect your anonymity .and also to distingui.sh 
nurses' responses from physicians' responses .. Completion and return of the 
questionaire will acknowledge and constitute your consent. to participate in this study. 
Please complete the data sheet and q~estionaire and return at your earliest 
convenience so I may begin collecting the data. · 

Thank you very much, in advance, for your participation. Your participation will 
influence the success of my research, as well as give nurse specialists valuable · 
information concerning their roles. Should you desire a copy of the results of this ·_ 
study, please let me know. If you have any questions, please feel free to can me at 
-or my committee chairperson, Dr. Nancy McCain at- Questions 
. concerning research policy may be forwarded to Dr. Schuster at-

Thank you. 

Connie F. Williams, R.N. 
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CODE# ___ _ 

D.EMOGRAPHICS -·NURSES 

AGE __ SEX: 
(1) Femal~-
(2) Male __ 

NUMBER OF YEARS IN NURSING ------

HOW LONG HAVE YOU BEEN WORKING AT MCG? -----

DEGREE: 
(1) A.D._ 
(2) B.S.N._ 
(3) M.S. _ 
(4)- D.S.N. _. _ 
(5) Ph.D .. _. _ 

AREA OF SPECIAL TV: 

POSITION: 
(1) Staff Nurse __ 
(2) Charge Nurse __ 
(3) Head Nurse · 

(1) Medicine__ (3) Pe-diatrics_ .(5) Renal (7) Other __ _ 
(2) Surgery·__ (4) OB-GYN _ (6) Oncology __ 

NUMBER OF TIMES YOU CONSULT A CLINICAL NURSE SPECIALIST: 

(1) 1-5 times per month __ _ 
(2) 6-10 times per month __ 
(3) 11 + times per month __ 

(4) 1-6 times per year __ 
(5) 7-12timesperyear __ 

I have never consulted a CNS ___ Why? ___ ~-------



CODE# ___ _ 

DEMOGRAPHICS· PHYSICIANS 

AGE __ SEX: 
(1) Female __ 
(2) Male __ 

NUMBER OF YEARS IN MEDICINE-----

HOW LONG HAVE YOU BEEN WORKING AT MCG ?. ____ _ 

POSITION: 
(1) Intern ___ _ 
(2) Resident __ _ 
(3) Fellow ___ _ 
(4) A~ending_. __ _ 

AREA OF SPECIALTY: 
(1) Gen. Internal Medicine ___ _ 
(2) Cardiology------
(3) .Metabolism/Endocrinology __ 
(4) Nephrology _____ _,..;·..-· ., __ 

(5) General Surgery ___ _ 
(6) CT Surgery-----
(7) Urology-------
(8) Other. _______ _ 

NUMBER-OF TIMES YOU CONSULT A CLINICAL NURSE SPECIALIST: 

, (1) 1-5 times per month _ __,__ 
(2) 6-10 times per month __ 
(3) 11 + times per month __ 

(4) 1-6 times per year __ 
.(5) i-12timesperyear __ 

I have never consulted a CNS ___ Why? ________ _ 
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code __ _ 

CLINICAL NURSE SPECIALIST FUNCTIONS SCALE 
This scale is being used to determine how professionals working with and utilizing the services of Clinical 

Nurse Specialists view the relative importance of specific functions expected of the CNS in the hospital setting. 

Instructions: 
Please circle the number which indicates your expectations for e~ch function in the job of a CNS. Please 

base your answers upon your perception of the importance you place on each function as you consult or utilize ( 
the services of a Clinical Nurse Specialist. If you have any comments, please write them on the back of this paper. 

Please use the following scale: 
0 = Not expected In the position 
1 =Slightly Important 

2 = Important 
3 = Very Important 

4 =Utmost Importance 

0,1234-
0 1 2 3 4 
0 1 2 3 4 
0 1 2 3 4 
0 1 2 3 4 
0 1 2 3 4 
0 1 2 3 4 

0 1 2 3 4 
0 1 2 3 4 
0 1 2 3 4 
0 1 2 3 4 
0 1 2 3 4 
0 1 2 3 4 
0 1 2 3 4 
0 1 2 3 4 

0 1 2 3 4 
0 1 2 3 4 
0 1 2 3 4 
0 1 2 3 4 
0 1 2 3 4 

0 1 2 3 4 
0 1 2 3 4 
0 1 2 3 4 
0 1 2 3 4 
0 (2 3 4 
0 1 2 3 4 

0 1 2 3 4 

0 1 2 3 4 
0 1 2 3 4 
0 1 2 3 4 
0 1 2 3 4 
0 1 2 3 4 
0 1 2 3 4 
0 1 2 3 4 
0 1 2 3 4 
0 1 2 3 4 

Assesses patient problems. 
Establishes a nursing diagnosis. 
Establishes long and short term goals for care of individual patients. 
Prescribes nursing interventions. 

· Administers routine direct patient care. 
Administers specialized direct patient care. 
Initiates health teaching to be done by other nursing personnel for patients and families based on 
nursing assessement. · . 
Implements health teaching for patients and families, based on nursing assessment. 
Assesses quality of nursing care in specific area of specialty. 
Promotes upgrading of nursing care in specific area of specialty. 
Coordinate_s patient care with other disciplines or departments. 
Develops assessmeQt and evaluation tools to assist staff in planning and providing patient care. 
Acts as a consultant for the nursing staff. 
Acts as a consultant for the medical staff. ·";· 
Provides assistance to nursing staff in meeting identified patient and family health education 
needs. 
Participates in formal and informal inservice education for non-nursing health personnel. 
Participates in formal and informal inservice education for nursing personnel. 
Serves as a role model for nursing stud~nts. 
Assists with clinical and theoretical teaching of nursing students. 
Contributes to the education of the public through participation in health oriented organization 
programs and/or membership activities. 
Participates in institutional committees which influence or determine policies affecting nursing 
practice. 
Takes leadership in defining, maintaining, and interpreting standards of nursing practice. 
Participates in formal evaluation of nursing personnel. 
Has responsibility for all nursing activities in a clinical area. 
Participates in decisions regarding employment of nursing personnel. 
Participates in decisions regarding termination of nursing personnel. 
Takes leadership in the development and maintenance of a system of peer review for nursing 
personnel. · 
Participates in evaluating conditions, resources, and policies essential to the delivery of nursing 
care service. · 
Monitors changing needs of clinical area and institutes appropriate change. 
Assesses the needs for nursing research in a clinical area. 
Identifies relevant clinical questions appropriate for systematic study. 
Plans nursing studies according to accepted nursing research standards. 
Conducts research relating to nursing practice .. 
Evaluates the· nursing research process. 
Interprets to nursi_ng personnel the results of nursing research. 
Assists nursing personnel in utilizing research to effect change. 
Communicates results of research through presentations and publications. 

Comments ________________________________________________________ ~-------
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The University -of Kansas Medical Center 

Office of Student Affairs 
School of Nursing, Station 8 
College of Health Sciences 

Connie Williams 

Dear Ms. Williams: 

April 24, 1987 
Rita Clifford, R.N., Ph.D. 

Assistant Dean 
Director of Student Affairs 

Thank you for your inquiry about the Clifford Clinical Nurse Specialist 
Functions Inv~ntory. You certainly have my permission to use it in your 
study. I enclose a copy for your convenience~ There is no cost associated 
with it. There are two limitations of which I am aware. First of all, no 
reliability information has been developed, and secondly, no factor analysis 
has been done to determin~ if the items really fall in the categories which I 
intended. These are both things I intended to complete. However, I have not 
done so. I developed it with the id~a that items 1-11 related to clinical 
functions, items 12-20 related to educational functions, items 21-29 related 
to administrative functions, and items 30-37 related to research functions. 
Of course you will need to modify the instructions to make them appropraite to 
your sample. 

Best wishes to you for.success with your project. 

Rita Clifford, R.N., Ph.D 
Assistant Dean · 
Director of Student Affairs 

RC:esd 

39th and Rainbow Blvd., Kansas· City, Kansas 66103 • (913) 588-1619 
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. Ms. Betty M. Golden~ M.S.N. 

'-"'l.l'rtVVI VI UJ UUUI(;HC: :::H.UUlC:~ 

Medical Co 11 ege of Georgia 
Augusta~ Georgia 
June 18~ 1987 ~ 

Associate Administrator and Director of Nursing 
MCG hospital and Clinics · 
Augusta~ Georgia 

Dear Ms. Go 1 den: 

This letter is to reiterate our discussion and confirm your verbal 
agreement -regarding the inclusion of MCG staff nurses as subjects for my·· 
graduate school research project. This project is entitled '"Role 

·expectations of the Clinical Nurse Specialist as viewed by staff nurses 
and physicians: For this studyj staff nurses will be asked to complete a 
questionaire to elicit their expectations of the role of the CNS. 
Participation will be elicited from a random sample of the MCG fulltlme 
nurses and anonymity wi 11 be strict 1 y protected by means of code numbers. 
There is no risk involved in participation in this study and participation is 
voluntary. · 

It is necessary that .I have your written permission to include with 
my abstract for the Human Assurance Committee. Therefore~ your 
signature below will indicote opprovol of such. 

I want to thank you for your support and for your approval of my. 
utilizing the nursing staff as subjects in my study. The information 

. elicited is not only critical to my C,ompletion of my master·s degree 
, requirements~ but I also anticipate this information will be valuable to 

the CNS"s of MCG. 

·Agoin~ thonk you. 

Permission is granted to use MCG F}urses in the study entitled "Role 
expectations of th·~ CNS.as viewe~ by staff nurses. and physicians·. 

Date 



Dr. Paul Webster, Ill 

oonool of "roduote 6tudieo 
Medical Co 11 ege of Georgia 
Augusta, Georgia 
June 22, 1987 

Professor and Chairman·_· Department of Medi C'i ne 
MCG Hospital and Clinics 
Au.gusta, Georgia 

Dear Dr. Webster: 

This letter is to reiterote our discussion ond confirm your verbol 
agreement regarding the inclusion of MCG Medical Faculty as subjects for 
my graduate school research project. This project is entitled ·Role 
expectations of the Clinical Nurse_Speciolist os viewed by staff nurses 
and physicians: For this study, physicians will be asked to complete a 
questionaire to elicit their expectations of the role of the CNS. 
Part i ci pat ion wi 11 be e 1 i cited from a random samp 1 e of the MCG Medica 1 
Faculty and anonymity will be strictly protected by means of ,code 
numbers. There. is no risk involved in participation in this study and 
port i ci pat ion is vo 1 untary. 

It is necessary thot I have your written permission to include with 
my abstract for the Human Assurance Committee. Therefore, your. 
signature below will indicate approval of such. 

I wont to thank you for your support ond ·for your approval of my 
.util.izing the Medical Faculty as subjects in mystudy~ The information 
elicited is not only critical to my completion of my master's degree 
requirements_, _but I also_anticipate this information will be valuable to 
the Clinical Nurse Specialists of MCG. 

Agoi n,· thonk you. 
Sincerely, 

Connie F. Wi 11 i oms, B.S.N. 

Permission is granted to use MCG Medicol Faculty in the study entitled 
·R pectations of the CNS as viewed by staff nurses and physicians·: 



Dr. Arlie Hansberger 

6choo1 of eraduate 6tudi eo 

Med1co1 Co'llege of Georg1o 
Augusto~ Georg1o 
June 1 B~ 1987 

Professor and Chairman - Department of Surgery 
MCG Hospitol and Clinics 
Augusto~ Georgia 

Dear Dr. Hansberger: 

This letter is to reiterate our discussion and confirm your verbal 
agreement regarding the inclusi_on of MCG Surgical Faculty os subjects for . 
my graduate school research project. This project is ent1tled "Role 
expectations of the Clinical Nurse Specialist as viewed by staff nurses 
and physicians." For this study~ physicians.will be asked to complete a 
questionaire to elicit .their expectations of the role of the CNS . 

. Participation will be elicited from a random sample of the MCG Surgical 
Faculty and anonymity will be strictly protected by means of code 
numbers. There is no risk involved in participation in this study and 
participation is voluntary. 

It is necessary that I have your written permission to include with 
my obstroct for the Human Assurance Committee. Therefore~ your 
signature below will indicate approval of such. 

I wont to thank you for your support and for your approval of my 
utilizing the surgical staff as subjects in my study. The information 
elicited is not only critical to my completion of my master's degree 
requirements~ but I also anticipate this information will be v~luable to 
the Clinical Nurse Specialists of MCG. · 

Agoin~ thank you. 
Sincerely~ 

Connie. F. Wi 11 i oms~ B.S.N. 

Permission is granted to use MCG Surgical Faculty in the study entitled 
"Role expectations of the CNS os~viewed by staff nurses and physicians". 

Date I J 



Dr. John F. 51 s ley 
Assistant Dean for Housestaff 
MCG Hospital an-d Clinics 
Augusta~ Georgia 

Medico 1 Co 11 ege of Georgi o 
Augusta~ Georgi a 
June 1 al 1987 

This letter is to reiterate our discussion and-confirm your verbal 
agreement regarding the inclusion of MCG Housestaff as subjects for my 
graduote school research _project. This project is entitled "Role 

_ expectations of the Clini"cal Nurse Specialist as viewed by staff nurses 
and physicians: For this study~-physicians will be asked to complete a 
_quest i onai re to e 1 i cit their expectations of the ro 1 e of the CNS. 
Participation_will be ~licited from a random sample of the MCG Housestaff 
and anonymity will be strictly protected by means of code numbers. There 
is no risk involved in participation in this study and participation is 
voluntary. 

It is necessary thot I have your written permission to include with -
my obstroct _for the Human. A~surance Commit tee. Therefore I your 
signature below wi~l indicate approvol of such~ 

_I want to thank you for your support and for your approval of my 
utilizing the houses,taff as subjects in my stud.y. The information elicited 
is not only critlcal to- my completion of my ~asteri.s degree requirementsl 

· _but I also anti_cipate this information will be v·aluable to the Clinical 
Nurse Specialists of MCG. - -· ·· 

Agai nl thank you. 

Connie F. Wi 11 i ams I B.S.N. 

Permission is granted to use MCG Housestaff Physicions in the study 
entitled -·Role expectations of the CNS as viewed by _staff nurses and 
physi ci ansa~ 

Date 
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HUMAN ASSURANCE COMMITTEE CORRESPONDENCE 



~MCG 

June 25, 1987 

Connie Fruth Williams, B.S.N. 

Medical College of Georg 
Augusta, Georgia 30912-00E 

Office of Grants and Contrac1 

RE: PROJECT TITLE - ROLE EXPECTATIONS OF THE CLINICAL NURSE 
SPECIALIST AS VIEWED BY PHYSICIANS AND STAFF NURSES 

APPROVAL DATE - June 25, 1987 

Dear Ms. Williams: 

The above referenced protocol has been examined and found to 
be exempt from formal review by the HUMAN ASSURANCE COMMITTEE 
in accordance with the institutional assurance on file with 
the DHHS. 

Sincerely, . ... 

Georg·e s. Schuster, DDS,, PHD. 
CHAIRMAN . 
HUMAN ASSURANCE COMMITTEE 

GGS/jms 

An Affirmative Action I Equal Opportunity Institution A unit of the University System of Georgie: 
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Table 11 

CNSES Data - Mean~ 

RN MD ~· 

#1 2.9444 2.5652 .075 
#2 2.1091 2.0909 .944 
#3 2.6727 2.5870 .707 
#4 2.7091 2.6000 .. 609 
#5 1.3273 2.2444 .000* 
#6 2.9091 3.2000 .178 
#7 3.3818 3.1739 .244 
'#8 3.1818 3.2826 .597 
#9 2.7455 2.5556 .369 
#10 3.0545 2.9111 .480 
#11 2.6852 2.8478 .436 
#12 2.8333 2.4545 .075 
#13 3.5091 2.5652 .000* 
#14 3.3636 2.2826 .000* 
#15 3.2000 3.0000 .257 
#16 2.5455 2.6304 .701 
#17 3.0909 2.9348 .425 
#18 2.6727 2.5652 .645 
#19 2.7273 2 .·3 696 .081 
#20 2.7091 2.4130 .149 
#21· 2.8727 2.2609 .00.4* 
#22 2.9273 2.1739 .002* 
#23 1.4000 1.8261 .091 
#24 1.2727 1.6304 .173 
#25 .5818 1.1087 .013* 
#26 .6000 1.1304 .013* 
#27 1.3019 1.5870 .205 
#28 2.2182 1.9318 .200 
#29. 2.8182 2.1333 .001* 
#3.0 2.6545 1.8696 .001* 
#31 2.6111 1.7333 .000* 
#32 2.5741 1.8043 .001* 
#33 2.7273 1.6087 .000* 
#34 2.6364 1.3778 .000* 
#35 2.7273 1.6304 .000* 
#36 2 ~ 7.636 1.8667 .bOO* 
#37 2.7778 1 .. 8444 .000* 

* = significant at ~ < .05 level, 2-tailed .:t.-test 




