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SUSAN R. COLGROVE 
The Relationships Among Nursing Unit Structure, Autonomy, Professional 
Job Satisfaction, and Nurse-Patient Interaction in Ambulatory Care 
Clinics 
(Under the direction of ARLENE LOWENSTEIN) . 

In. this study the relationships among· nursing unit structure, 

autonomy, professional job satisfaction, and nurse-patient interaction 

in ambulatory care clinics were investigated. A conceptual framework 

was derived from the Structure Interaction Model of Client 

Health Behavior, a model developed by the researcher that COIJlbined and 

synthesized concepts from quality of care, organization theory, and 

client-centered care. 

The hypothesized relationships were investigated using LISREL VI 

analysis. A sample of 134 registered nurses and 375 patients from 5 

ambulatory care settings was used in this study. Nurses' perceptions 

of nursing unit structure, autono~y, and professional job satisfaction 

and patients' perceptions of the nurse-patient interaction were 

measured using five instruments. 

Testing of the proposed causal.model resulted in beginning support 

for the causal chain between the theo+etical constructs of 

nursing unit structure, autonomy, professional job satisfaction; and 

nurse-patient interaction. These relationships pointe~ to the impact 

of structural factor on professional factors and professional factors 

on the process of care, namely the nurse-patient interaction .. 

The findings · were . that positive· perceptions of unit nursing 

struGture had a direct positive effect on perceptions of nursing 

autonomy ·. and indirectly affected perceptions of professional 

satisfaction when mediated by autonomy; positive perceptions of 

autonomy by the nurses · had . a di-rect positive effect on nurses' 



perceptions of professional job satisfaction; and finally, positive 

perceptions of professional job satisfaction had a direct positive 

effect on patient perceptions of the nurse-patient interaction. 

INDEX WORDS: Nursing Unit Structure, Nursing Autonomy, Professional 

Job Satisfaction, Nurse-Patient Interaction, Causal 

Model, LISREL 
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CHAPTER I 

Theoretical· Framework 

Introduction 

Quality of care has been an issue in health care and has 

come to signify the attributes of good care and the processes that will 

improve a person's health ( Hirschorn, Lams tein, Klein, McCormack, & 

Warner, 1978). Quality of care depends on access to care, performance 

of the institution, performance of practitioners in technical care and 

management of the interpersonal process, and on the performance of 

patients and family members participating in care (Donabedian, 1988). 

With health care costs rising rapidly and consumer demand for quality 

care increasing, administrators and policy makers have become 

interested in assessing the quality of health care· delivered by 

organizations (McGlynn, Norquist, Wells, Sullivan, & Liberman, 1988). 

One way to improve quality of care is to evaluate and measure the 

components of health care that affect patients' health status and 

behavior. A review of the literature revealed that the approaches to 

the analysis of quality of care used most often incorporate the 

assessments of structure, process, and outcome of care as suggested by 

Donabedian (1966). 

Structure analysis is the examination of the characteristics of 

the community, institution, its subgroups and providers, and the 

assessment of resources available for providing care (Gonnella & Louis, 

1 
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1988; McGlynn et al., 1988). Organizational structure is defined as 

the "hierarchical relations among members of the organization" (March & 

Simon, 1959 , P. 170) . Included in structure is the organization's 

size, cohesiveness, communication patterns, status relationships among 

members, power relationships, allocation of work roles, mechanisms to 

control and ·integrate work activities, level of participation in 

decision making, rules, and regulations (Alexander, 1990a; Lawless, 

1979; Pugh, Hinings, & Turner, 1969)~ The structure of the health care 

organization sets the stage for autonomy of practice, professional 

satisfaction, and professional performance. 

Autonomy of practice is defined as perceived independence or 

control over work activity and has been suggested as a factor in job 

satisfaction of professionals (Alexander, .Weisman, & Chase, 1982). 

Professional job satisfaction is defined as the degree of positive. 

affect toward the overall job and its . components, the state when 

working conditions are desirable and the needs of the professionals are 

met (Weisman, Alexander, & Chase, 1980; Weisman & Nathanson, 1985). 

Professional performance refers to the provider's interactions with 

clients (Bateman & Organ, 1983). Performance has been linked to 

professional satisfaction and client satisfaction (Garrity, 1981; 

Macarov, 1982). Structural attributes are important to the systems 

design, but have been seen as less accurate measures of , quality 

(Donabedian, 1988). 

Process analysis is the assessment of quality based on the use of 

resources in providing care. Process analysis is related to a 

patient's health status, and it has relied on review of medical records 

to validate that criteria for good care have been met (Gonnella & 
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Louis, 1988). There is much information on the relationship of process 

to outcome, however, much of clinical practice is unsubstantiated arid 

must be validated. There is little known about the relation between 

attributes of interpersonal process and outcomes of care (Donabedian ·' 

1988) . The very nature of the process of care or action of nursing 

involves interaction with patients . Therefore, it is important to 

understand what affects professional performance, because performance 

can affect the process of the patient-nurse interaction and the 

eventual outcome of care (Lucas, 1991; Weisman & Nathanson, 1985). 

Outcome analysis is the measurement of what happens to the patient 

as a result of the care (Schmadle, 1979). Outcome provides indirect 

evidence of whether the antecedent process is known or presumed to be 

the most effective care (Donabedian, 1988). Outcomes suggest cues that 

encourage the assessment of process and structure for possible causes 

of poor quality that can be evaluated and corrected. Outcomes are 

measures of organizational effectiveness, which is "the degree to which 

an organization reaches its goals" (Etzioni, 1964, p. 6) . Client 

satisfaction with services and professional satisfaction in work roles 

are two aspects of organizational effectiveness in health care 

(Greenley & Schoenherr, 1981; Maas & Mumford, 1989; Price, 1972; Scott 

& Shorttell, 1983; Weisman & Nathanson, 1985). 

A patient's perception of his or her care is also an indication of 

satisfaction level and thus can be considered an outcome of care. This 

is because satisfaction is an aspect of well-being, and thus important 

in quality of care assessment. Satisfaction can influence the process 

of care because a satisfied patient is more likely to participate in 

his/her own care (Cleary & McNeil, 1988). A patient's satisfaction 



also can reflect 

characteristics of 

the 

the 

individuals' judgments about 

organization, the technical 

4 

the structural 

process, the 

interpersonal process, and the outcomes of care (Donabedian, 1988; 

Greenley & Schoenherr, 1981). 

Analysis of structure, process, and outcome most often has 

occurred separately in healthcare. However, according to organization 

theory and the open systems view, the components of each are 

interrelated, one domain affected by and affecting others (Arndt & 

Huckaby, 1975; James & Jones, 1976; Thompson, 1967). Certain 

structural characteristics affect providers and clients and can 

increase the likelihood of the provision of specific types of care. 

Further, certain properties of the process of care (technical and 

interpersonal) improve the chances of causing changes in the health and 

well being of individuals (Donabedian, 1988). It-seems logical then to 

examine the relationships among nurses' perceptions of nursing unit 

structure, autonomy, professional job satisfaction, and nurse-patient 

interaction. Understanding these interrelationships will enhance the 

assessments of quality of care, which are based on the 

interrelationships between among, process, and outcome. 

Purpose 

The purpose of this study was to examine the relationships among 

nursing unit structure, nursing autonomy, professional job 

satisfaction, and nurse-patient interaction. The focus on ambulatory 

care-was selected due to the pressing need to understand a system that 

is under .pressure to change because of increasing acute care costs. 

The pressure from consumers, business , and indus try for quality care 

and service at a reasonable price from health care providers and 
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institutions has increased the demand for ambulatory care services 

(Eliopoulos, 1986). Nursing has played an important role in providing 

quality patient-centered care in outpatient clinics, and it is 

important to understand how administrative structure influences nursing 

behavior and how that behavior affects patients. 

Structural equation modeling, using Linear Structural 

Relationships (LISREL) was used to test the relationships proposed in 

the model and the goodness-of-fit of the model. Specifically, the 

nurse's perception of the structure of the unit level nursing 

organization, how that structure impacted professional nurses as 

measured by their perceptions of autonomy and · professional job 

satisfaction, and how the combined effect of nursing unit structure, 

autonomy, and professional job satisfaction affected the patient's 

perception of the nurse-patient interaction were investigated. 

Theoretical Framework 

Structure Interaction Model of Client Health Behavior 

The Structure Interaction Model of Client Health Behavior (SIMCHB) 

(Figure 1, p. 6), developed by the researcher; served as the foundation 

for the causal model tested in this study. The SIMCHB is a conceptual 

model of nursing that depicts the interrelationships among the domains 

of structure, process, and outcome. The model is used to describe the 

relationships between the elements of organizational structure, 

professional providers, clients, client-provider interaction, and their 

complex relationship to health outcomes. 

systems theory and thus supports 

The SIMCHB is based on open 

each component's openness, 



Figure 1. Structure-Interaction Model of Client Health Behavior (SIMCHB). 
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interdependence and interaction, dynamicity, and the transformation of 

events within each component due to information feedback. 

The concepts of the SIMCHB describe structure's importance to the 

practice domain of nursing. Practice refers to the "cognitive, 

behavioral, and social aspects of professional actions taken by a nurse 

in addressin~ a client's problems" {Kim, 1987, p. 107). There are two 

underlying assumptions to the structure domain of the model that affect 

practice. First, the effectiveness of practice is dependent on 

understanding how nurses think, make decisions, and apply knowledge in. 

their practice (Kim, 1987). Second, organizational structure affect~ 

the attitudes, behaviors, and resulting performance of professionals in 

practice (James & Jones, 1976). Professionals whose needs are 

satisfied in the workplace will exert greater effort on behalf of the 

organization, resulting in higher levels of performance at both the 

individual and organizational level. Understanding these phenomena in 

the practice domain requires examination and understanding , of 

s true tural · anq personal variables affecting the nurse' s performance, 

the unique characteristics the client brings to the relationship, and 

the client-professional interaction. 

The process component of SIMCHB is the client-nurse domain. A 

major aspect of this is the client-nurse interaction {Kim, 1987). It. 

is in this interaction that the client and health care system come 

together, resulting in client health care behaviors. An assumption of 

the model is that transactions that take place between the client and 

the nurse are essential to the care process, client health outcome, and 

goal attainment for the client and the health care organization {Mills, 

Chase, & Margulies, 1983). 
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Understanding the characteristics of the client, provider, 

structure, and interaction itself can enhance nursing interventions, 

which can improve health outcomes, the final component of the SIMCHB 

{Alexander & Randolph, 1985; Cox, 1982; Kim, 1987; Krouse & Roberts, 

1989; Webster-Stratton, Glascock, & McCarthy, 1986). 

The SIMCHB can be used to identify and examine: (a) the 

dimensions of organizational structure, (b) the unique characteristics 

of clients and professi.onals, {c) what nurses do in the client-

provider interaction process, {d) what elements affect the interaction 

process, and (e) the relationship of these elements to each other and 

to health outcomes. 

Explanatory models of the SIMCHB. The SIMCHB is a combination and 

synthesis of concepts comprising Donabedian's (1966) Structure-Process-

Outcome Model used in quality assurance assessments, James and Jones' 

(1976) Model of Organization Functioning, and Cox's (1982) Interaction 

Model of Client Health Behavior (IMCHB). 

Donabedian' s ( 1966) model is an approach to analyzing quality of 

care by evaluating structure, process, and outcome of care. This model 

is based on a sys terns view of health care deli very and is concerned 

with the analysis of the interrelationship of three systems: the 

health care organization, the client, and the environment as it relates 

to that system (Hirschorn, Lamstein, Klein, McCormack, & Warner,·1978). 

The concepts presented in Donabedian's (1966) model provide the overall 
( 

framework for the Structure Interaction Model of Client Health 

Behavior. The dimensions of the domains of structure-process-outcome 

provide-the framework for the SIMCHB. 
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Structural analysis is the assessment of resources and 

administrative processes that facilitate care to clients. Structure 

includes staff-to-client relations, adequacy of facilities, and 

profess~onal qualifications; administrative structure and functioning; 

and accessibility and availability of services, organizational context, 

norms/values, communication patterns, decision-making patterns, and 

financial structure. An assumption is that if there is good 

organizational functioning and instrumentalities, then good care will 

result. 

Process relates to the care of the client, the interaction of the 

provider .system with the client system, and the providing and receiving 

of care (Hirschorn et al., 1978). Process analysis is the assessment 

of a client's health status as it relates to the interactions of the 

provider and client system during the provision of care. Assessments 

of process are based on such areas as the appropriateness, 

completeness, and redundancy of history, physical examination, and 

diagn9stic tests; justification of diagnostic and therapeutic 

procedures; technical competence; health prevention and promotion; 

coordination and continuity of care; and acceptability of care to the 

client (Donabedian, 1966). 

Client health outcome is the result of the interaction of all 

three systems: the health care organization, the client., and the 

environment (Hirschorn et al., 1978). Outcome assessment measures the 

changes or non changes that occurred in clients as a result of care. 

Outcomes can be a criterion for quality care. Most outcomes are 

concrete and can be measured precisely, however, many factors other 

than medical care may affect outcomes (Donabedian, 1966). Structure, 
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process, and outcome cannot be divided into separate areas; they are 

interrelated .and each domain is a means to an intermediate end, and 

that end becomes the means to further ends (Donabedian, 1966}. 

The concepts depicted in the James and Jones (1976} Model of 

Organizational Functioning (Figure 2) illustrate the complex conceptual 

relationships between organizational structure and individual attitudes 

and behavior that affect performance. Adapting this model for the 

health care organization, specifically nursing, provides a basis for 

understanding the origin of attitudes and behaviors of nurses that 

could affect their performance with patients. 

The Model of Organizational Functioning (James & Jones, 1976) 

considers ·the ·external environment, theoretical rationale for 

organizational functioning, · the components of the organization, the 

relationship of the components to each other, individual resources, 

psychological and organizational climate, and organizationally related 

. attitudes and . motivations of individuals in· ~he organization. This 

model provides the basis for the description of the overall 

situation/structure of the health care organization, individual 

professional characteristics, and their combined relationship to 

individual professional behavior and attitudes in health care settings 

in the SIMCHB. These professional behaviors and attitudes are key 

elements in the process component of the SIMCHB. 

The James and Jones (1976} model is based on systems theory. 

Therefore, the categories and components of the model are. related, 

directly and indirectly, on a dynamic and homeostatic basis. The model 

is divided into four broad categories, each with many components. 



Figure 2. A Model of Organizational FUnctioning (James & Jones, 1976). 
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The first category is. situation, which encompasses the components 

of sociocultural and external physical environment.. Elements such as 

culture, geographic.location, technology, and safety are attributes of 

this component (James & Jones, 1976). Embedded within environment is 

the organization and embedded within the organization are subsystems 

and groups of the organization. Components of the organizational and 

subsystem/group include context, physical environment, structure, norms 

and values, and process. A final component of situation within the 

organization level is organizational climate. Organizational climate 

is the· conditions of the organizational environment related to job 

characteristics, leadership, and workgroup. 

The second category of the model includes intervening variables 

which link individuals and organizations, and which affect behaviors. 

These variables are susceptible to change as a result of experiences 

within the organization. A psychological climate is created that 

results from the individual's perception of the organization. Job 

satisfaction. is a function of organizationally related attitudes and 

motivation (James & Jones, 1976). 

The third category of the model includes individual 

These resources include individual characteristics 

resources. 

such as 

intelligence, personality, race, and socioeconomic status. These 

attributes are less susceptible to change (James & Jones, 1976). 

The final broad category of the model includes individual 

behaviors. 

category. 

Job behaviors and performance are components of this 

The elements of job behavior represent the activities 

individuals do in.their jobs that are relevant and measurable, such as 

productivity, promotion, and turnover. 
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The elements and relationships Cox (1982} proposed in the 

Interaction Model of Client Health Behavior (IMCHB} (Figure 3} provide 

the major portion of the proces.s and outcome domains for the SIMCHB. 

The IMCHB suggests quality patie.nt-centered care through a client

focused process model of client behavior. The three major elements of 

·the model are: client ~ingularity, client-professional interaction, 

and health outcome. 

Client singularity includes the client's background, intrinsic 

motivation, cognitive appraisal of . the health concern, and affective 

response to the concern. Elements of client-professional interaction 

affecting health beh.aviors include affective support, provision of 

health information, professional-technical competencies, and decisional 

control. Health outcomes include utilization of health care services, 

indicators of health status, severity of health problems, adherence to 

recommended health behaviors, and satisfaction with health care. 

The relationships identified in the IMCHB (Cox, 1982} illustrate 

how combining elements of client singularity and .client-professional 

interaction can affect certain health outcomes. These relationships 

enable explanations and predictions regarding health outcomes because 

they focus on the unique demographic, physical, social, cognitive, and 

psychological aspects of the client that can affect his/her behavior. 

Understand~ng the uniqueness of the client and the interrelationship of 

these factors is believed to be the key to the interventions and 

behaviors of professional providers during the interaction process. 

Expert professional skills are necessary to understand and 



Figure 3. An Interaction Model·of Client Health Behavior (Cox, 1982} 
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evaluate the client's unique characteristics and determine the needs of 

the client {Cox, 1982). 

Cox's (1982) model is based on the assumptions that "individuals 

as clients are not reducible to component parts; clients have the 

ability to make choices about their behavior; and· each client is 

unique" (p. 145). As a result of these assumptions and the concepts 

utilized in this model, Cox (1982) proposed that clients can make 

informed, competent, and independent decisions. Taking the client's 

unique characteristics into consideration, the concepts of the model 

imply that professional providers should give the client maximum 

decisional control in determining his/her health care state. 

The result of the synthesis and integration of these three models 

is a comprehensive theoretical framework for nursing in which 

relationships among structure, process, and outcome can be analyzed 

simultaneously. The Structure Interaction Model 
\ . of Client Health, 

Behavior is complex and it is necessary to test portions of it. Based 

on the model, the following constructs are viewed by the investigator 

as interrelated and affecting the nurse-patient interaction in 

ambulatory care visits: nursing unit s·tructure, autonomy, 

professional job satisfaction, and nurse-patient interaction. 

Relationship Among the Constructs 

Knowledge about the relationship between organizational structure 

and process is limited anci the . identified associations are weak 

(Donabedian, 1988). The structural characteristics of the organization 

and institution are recognized as very i~portant to a system, but by 

themselves are weak indicators of organizational effectiveness and 

quality of care {Alexander & Randolph, 1985; Donabedian, 1988). 
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o,rganizational theorists examine the relationship of 

organizational structure and process by examining job attitudes, job 

behavior, and job satisfaction (James & Jones, 1976; Porter & Lawler, 

1965; Pugh et al. , :1968; Wells, 1990) . Process in nursing focuses on 

the activities and behaviors of the ·nurse during. interaction with the 

client. Specifically, process is that which the nurse "does and fails 

to do in the course of delivering care" (Schmadl, 1979, p. 463). 

Structural issues relating to autonomy, centralization of decision 

making, technology, organizational climate, and job satisfaction in 

nursing personnel also are linked to the process of nursing (Alexander 

& Randolph, 1985; Andrews & Bragg, 1973; Gillies, Franklin, & Child, 

1990; Overton, Schneck, & Hazlett, 1977; Shoemaker & El-Ahraf, 1985). 

The relationship between structure and process in nursing centers on 

variables such as profit and ownership status, human ·and hardware 

resources and utilization, level of nursing care requirements for 

different patient populations, productivity, interdisciplinary 

collaboration, program implementation, and clinician competency 

(Aydelotte, 1982; Balasco, 1990; Lang & Clinton, 1984). 

Structure can affect the process of nursing through coordination 

of services, flexibility and sensitivity of leadership, centralization 

of decision making for professional staff, clinical orientation of 

staff, individual acceptance of change, and education of staff nurses_ 

(American Academy of Nursing, 1983; Hegyvary & Haussmann, 1976b; 

Johnson, 1989). Organization structure provides the framework in which 

nurses practice and can contribute significantly to the organizational 

climate of the hospital. 
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Nursing s true tures supporting shared governance , increased 

autonomy over work, increased flexibility, good relationships between 

administration and staff, a professional practice domain, and a focus 

on quality care to patients should have more satisfied employees. The 

positive climate that is ·created by · satisfied professionals should 

carry over into the nurse-patient interaction process and result in 

improved performance in nursing roles, with an end result of improved 

quality of patient care (Bateman. & Organ, 1983; Cherness, 1980; 

Hinshaw, Smeltzer, & Atwood, 1987; Macarov, 1982). The quality of the 

interaction process between the nurse and the patient and the attitudes 

of patient and nurse toward each other can influence client outcomes of 

adherence, satisfaction, and empowerment (Cox, 1982; Krouse & Roberts, 

1989). These relationships are based on· the fact that nurse-patient 

interactions'are critical to performance of the work process and goal 

attainment for the patient and the health care organization (Mills, 

Chase, & Margulies, 1983) . The goal or outcome of the process is "an 

improvement, usually in health, but also attitude, knowledge, and 

behavior conducive to fuller health" (Donabedian, 1986, p. 99). 

Based on the theoretical relationships proposed by the explanatory 

models and conceptualized in the SIMCHB of how organization structure 

promotes nursing autonomy, and how autonomy promotes professional 

satisfaction and performance, the causal model to be tested in this 

study is depicted in Figure 4. In this model nursing unit structure 

can directly impact professional satisfaction, nurse-patient 

interaction, and nursing autonomy. Structure also can indirectly 

impact nurse-patient interaction through professional satisfaction or 

through autonomy and professional satisfaction. Autonomy and 



Figure 4. Causal Model Describing Relations~ips Among Nursing Unit Structure, Nursing Autonomy, 
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professional satisfaction can also directly impact nurse-patient 

interaction. In addition, autonomy can mediate the relationship 

between structure and professional satisfaction. 

Individually and in combination these variables all impact the 

nurse-patient interaction. The relationships reflect the paths through 

which unit structure can affect the process of care. The importance of 

structure in the causal chain to nurse-patient interaction is 

identified in this model. One important pathway in the model suggests 

that a structure that meets the requirements for professional practice, 

namely nursing autonomy, will promote professional satisfaction and 

performance, which will in turn improve the quality and effectiveness 

of the nurse-patient interaction process. 

Structure 

Organizational structure is the frame of reference for this study. 

There are many definitions of organizational structure. Generally it 

is described as the ways in which an organization divides its labor 

{into tasks', hierarchial relations, authority of positions, rules and 

procedures' communication and decision making patterns) in order to 

achieve coordination among work activities {Alexander, 1986; March &· 

Simon, 1958; Mintzburg, 1979; Weber, 1946). 

From the nursing perspective, organizational· structure is the sum 

of the elements of the organ'ization that together provide the framework 

in which and through which nurses practice and through which the goals 

of nursing are accomplished {Stevens, 1985) . Structure provides the 

vehicle for allocating work roles, through differentiating and 

patterning relationships, and the administrative mechanisms to control 

and integrate work activities (Alexander, 1986; Thompson, 1967). 
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The basic dimensions of organi~ational structure have been debated 

by Porter and Lawler (1965), Indi~ .(1965), Pugh, Hickson, Hinings, and 

Turner (1968); James and Jones (l976), and others. James and Jones 

(1976) have proposed the following seven dimensions of structure, which 

are based heavily on the work of Pugh et al. ( 1968) : (a) total 

organization size; (b) centralization of decision making and 

authority; (c) configuration _ . ._ shape of role structure, hierarchial 

levels, communication structure; {d) formalization -- degree of role 

definition and role structure, extent of written communication; (e) 

specialization -- functional or task specialization, line and staff 

hj.erarchies; (f) standardization degree of procedure 

standardization and task specification; and (g) interdependence of 

organizational components degree of task interdependence and 

autonomy with respect to intraorganizational functions. The 

interrelationships of the events within and between the dimensions of 

structure are viewed as dynamic (James & Jones, 1976). 

Alexander and Bauerschmidt (1987), based on the research of Pugh 

et al. (1968), and their own research on nursing. unit structure, 

identified three dimensions of organizational $tructure: vertical 

participation, horizontal participation, and formaliz'ation. These 

dimensions are a combination of the dimensions mentioned above. 

Vertical participation is defined as the influence of superior

subordinate relationships on decisi,on making and job-related tasks 

(Alexander & Bauerschmidt, 1987). The dimensions of configuration and 

centralization are combined under this title. Horizontal participation 

.is defined as the "participation by individuals in decision making and 

task definition" (Alexander, 1987, p. 3). In this dimension the 
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former dimensions of specialization and interdependence of organization 

components are combined. Formalization includes the "extent to which 

rules, procedures, and instructions exist" (Alexander & Bauerschmidt, 

1987, p. 3). This includes standardization and is consistent with the 

definition of formalization by James and Jones (1976). 

Organizations usually are created to achieve goals and objectives 

that can best be met collectively, -and structure provides the means to 

achieve these ends (Argyris, 1962). Health care organizations are a 

complex set of mutually interacting and interdependent parts or 

subsystems and goals. Each subsystem interacts with each other, the 

larger organization, and the environment (Arndt & Huckaby, 1975). The 

nursing organization is a subsystem of the larger health care 

organization and has a structure relevant to its goals and those of the 

larger organization. 

Maintaining a balance between the elements of the environment, 

organization, and subsystems is an essential concept of systems {Arndt 

& Huckaby, 1975; Harrison, 1989; Thompson, 1967)• Structure develops 

because of the need for patterned coordinat'ion, cooperation, and 

communication between and within organizational -systems or units in 

order to create a whole and maintain balance among the elements. In 

health care organizations, a balance between the elements of 

coordination, cooperation, and communication leads to organizational 

effectiveness. Health care organization effectiveness should result in 

improved quality of patient care, patient satisfaction, professional 

growth, full utilization of professionals' knowledge, community needs 

being met, and the financial health of the institution (Greenley & 
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Schoenherr, 1981; Maas & Mumford, 1989; Price, 1972; Scott & Shortell, 

1983; Weisman & Nathanson, 1985). 

Structure is inherent in all organizations in the sense that all 

individuals and elements of the organization are related systematically 

to each other. either formally or informally (Porter & Lawler, 1965). 

Formal structure is that structure established by the organization to 

realize its goals. Informal structure refers to other organizational 

structures that are present and through which individuals attempt to 

realize goals other than those of the organization (Burns & Stalker, 

1961). 

There is no one structure that is most effective for all 

organizations (Porter & Lawler, 1965; Alexander & Bauerschmidt, 1987). 

The type of structure may vary between and within organizations, 

depending on . the technology requireinen ts , environment, education of 

providers, new discoveries or technical inventions, criteria by which 

effectiveness is judged, and product ·requirements (Alexander, 1987; 

Burns & Stalker, 1961; Harrison, 1989; Peat & Bohm, 1987). Within the 

nursing organization, structure should accommodate the work of the 

nurse and support professional practice (Maas & Mumford, 1989). 

Early classical and behaviorist organizational theorists 

emphasized either a mechanistic structure or organic structure (Burns & 

Stalker, 1961). Bureaucracy represented formal organization or a 

mechanistic structure. The organizational chart, job description, 

principles of hierarchy, low vertical and horizontal participation, 

strict rules and laws, highly formalized proc;edures and policies, 

specific task description, obligations, authority, control, and power 

were characteristics of this structure type. The researchers indicated 
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mechanistic structure was best suited when technology was routine and 

the task environment was predictable or stable {Alexander & Mark, 1990; 

Burns & Stalker, 1961; Harrison, 1989). 

Organic structure, at the other end of the continuum, has ·been 

characterized by flexibility of roles, high horizontal and vertical 

participation, low formalization or specification of tasks, few 

procedures, and multiple level communication. Positions are 

differentiated according to seniority or expertise {Alexander, 1982; 

Burns & Stalker, 1961) . Organic structure is believed to be more 

effective when there is non-routine technology and an unpredictable 

task environment {Burns & Stalker, 1961; Harrison, 1989). The 

characteristics 'and differences between mechanistic structure and 

organic structure are summarized in Table 1. 

Nursing org.anizational structure, both at the administrative and 

nursing unit levels, provides boundaries for nurses by defining their 

responsibilities, communication and decision-making patterns, and 

control over their work. Efficiency and professional satisfaction are 

expectations that result from these boundaries. A nursing unit is the 

spatial area having an assigned type of patient, its own regular 

complement of nursing staff with shared goals, a .formal hierarchical 

structure, and· arrangement of nursing tasks {Overton et al., 1977). On 

nursing units, structure provides the framework that directs nursing 

practice and usually is defined by the pattern of nursing assignment 

{Alexander, 1982). These patterns represent a continuum from highly 

structured to flexible (Haussmann, Hegyvary, & Newman, 1976) . 

Functional nursing, at the higher end of the continuum, makes 
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Table 1 

Characteristics of Mechanistic and Organic Systems Conditions Affecting 

the Fit of Mechanistic and Organic Structure (H~rrison, 1989, p. 82) 

Conditions Affecting the Fit of Mechanistic and Organic Systems 

Description 

Roles, Responsibilities 

Coordination and 
Control 

Communication 

Supervision and 
Leadership 

Sources of Knowledge 

Mechanistic 

Specialized, clearly 
defined. 

Supervision, rules, 
standard procedures, 
detailed plans; 
frequent evaluation 
based on meeting 
objectives, standards. 

Top-down emphasis: 
top management has 
key outside contacts. 

Nonparticipative, one
on-one: loyalty to 
superiors stressed: 
position and experi
ence grant authority. 

Local, internal. 

Organic 

Diffuse, flexible, 
change through use. 

Consultation among 
all having related 
tasks; flexible 
plans, diffuse, 
changing goals; 
evaluation of 
results over longer 
time frame. 

Multidirectional: 
multilevel. contacts 
with outsiders. 

Participative, team 
styles: emphasis on 
task, team, organi
zation; expertise & 
knowledge grant 
authority. 

External, cosmopoli
tan: professional 
orientation. 
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assignments based solely on the tasks. The efforts are directed by a 

single person and the focus is on getting the work done. Team nursing, 

in the middle of the continuum, emphasizes the integration of all 

nursing personnel to accomplish the nursing tasks. A nurse directs the 

work to be ¢lone for a group of patients during a specified shift. 

Primary nursing emphasizes a single nurse' s total responsibility for 

the 24-hour care of a patient. This type of structure is more 

flexible, emphasizing nursing accountability for the patient's care and 

allowing professional autonomy in decisions regarding that care 

·(Alexander, 1982). 

Autonomy. A key element of professionalism and nursing's ability 

to deliver qualitY: care to patients is autonomy {O'Conner & Gibson, 

1990). Autonomy is defined as "the practice· of pne' s occupation in 

accordance with one's education, with members of that occupation 

governing, defining, and controlling their own activities in absence of 

external controls" {Schutzenhofer, 1988, p. 3). 

workplace has been associated with positive 

Autonomy in the 

individual and 

organizational outcomes {Breaugh & Becker, 1987). For example, 

autonomy .has been linked to satisfaction {Lehrer, Nore, Mueller, & 

Fitzgerald, 1985; Weisman et al. , 1980) , quality of care {Brooten et· 

al., 1986; Knaus, Draper, Wagner, & Zimmerman, 1986) and participation 

in work {Slavitt, Stamps, Piedmont, & Haase, 1978). Nursing education 

and service organizations that support tight· controls limit nurses' 

ability to achieve autonomy for the profession and individually 

(Leininger, 1989). 

Antecedent conditions of autonomy have been described as 

recognition of what nursing is by administrators, direct client access, 
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decentralization of decision making at the patient level; 24-hour 

responsibility .and accountability . for nursing care; and collegiality 

within the profession {Maas & Jacox, 1977) • Professional autonomy at 

the practice level supports shared governance, nursing decision making 

regarding patient care, and ultimately, individual professional 

accountability for nursing care (Clifford, 1981). Accountability means 

that nurses must be "answerable and responsible" (Maas & Jacox, 1977, 

p. 14) for their decisions and actions "to self, to the client, to the 

employing agency, and to the profession" (ANA, 1976, p. 10). The 

relationship of the nurse to the patient and family is central to the 

care the patient receives. Without autonomy to make d~cisions and 

accountability for those decisions, care can become fragmented, task 

oriented, and nursing outcomes unclear (Balasco, 1990; Clifford, 1981). 

Historically, however, the emphasis on professionalism of nursing 

practice has not been supported. Health care organizations have 

structured nursing such _that practice supported a medical model of 

patient care, emphasizing paternalism by ·physicians and administrators, 

and a task~oriented approach to providing care {Clifford, 1981; 

Schutzenhofer, 1985). Administrative structure, rules, and procedures, 

have been a means to achieving organizational goals and have sometimes 

been in conflict with nursing's goals for patient care. Maintenance of 

formal structure has taken precedence over- achieving patient goals 

(Maas & Jacox, 1977). The traditional organizational structure 

approaches have limited the autonomy of nursing: controlling the scope 

of responsibility, limiting decision-making ability, controlling 
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cer~ain educational programs, regulating practice, and controlling the 

scope of practice (Clifford, 1981; Maas & Jacox, 1977). 

- A nursing organizational structure that supports autonomy creates 

an environment that encourages professional creativity, innovation, 

communication, empowerment, and satisfaction · (Alexander, Weisman & 

Chase, 1981; Kramer & Schmalenberg, 1988). This environment supports a 

professional identity, professional responsibility and accountability 

to patients, continuing professional education, quality assurance, and 

peer review (Clifford, 1981; Hinshaw et al., 1987). All of these 

characteristics are conducive to the provision of quality nursing care 

that meets the patient/family needs. 

Professional job satisfaction. Professional job satisfaction is 

defined as the degree of positive affect toward the overall work and 

its components; the state when working conditions are desirable and the 

needs of the profession are met (Weisman et al. , 1980; Weisman & 

Nathanson, 1985). Professionalism implies autonomy, control over the 

work and the environment in which it is done (Aydelotte, 1982; Slavitt 

et al, 1979} . Control over professional practice and autonomy are 

believed to be satisfiers of professional staff (Hinshaw et al., 1987}. 

Perception of the job and the nursing unit is most important to 

professional satisfaction. Thus, perceived autonomy may be the central 

point from which a nurse ·evaluates the organization and the work that 

is done and. determines professional satisfaction (Weisman et al. , 

1980). The pr.ofessionalization of staff and the satisfaction of that 

staff have been related inversely to bureaucratization in professional 

organizations (Greenley & Schoenherr,. 1981; Sorensen & Sorensen, 1974). 
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Satisfaction among employees is an administrative and 

organizational goal and is important because of its proposed antecedent 

relationship to health outcomes and costs (Haussmann et al., 

Lucas, 1990; Weisman et al., 1980). Nadler and Tushman 

1976; 

(1980) 

explained that the outputs of an organization are the direct result of 

the way the elements (task characteristics, formalization, 

centralization, personal· characteristics, and informal social 

characteristics) relate to each other. When there is congruence, there 

should be desirable outcomes·. Satisfaction has been linked to health 

outcomes and lowered hospital costs through its relationship to 

professional performance (Bateman & Organ, 1985; Cherness, 1980; 

Haussmann et al., 1976; Macarov, 1982; McCloskey & .McCain, 1988), 

turnover and retention (Price, 1972; Price & Mueller, 1981; Weisman, 

Alexander, & Chase, 1981), and patient satisfaction (Greenley ,& 

Schoenherr, 1981; Hinshaw, Atwood, Gerber, & Erickson, 1986; Weisman & 

Nathanson, 1985). 

An important aspect of satisfaction is the psychological climate 

that is present in the organization. Psychological climate is the 

individual's perception of the work environment, and it provides the 

individual with knowledge about the organizational environment. This 

knowledge imposes meaning upon new information and impacts individuals 

in adapting to the environment (Jones, 1984). Organizational climate 

therefore should affect satisfaction and other attitudes and behaviors 

depending on the degree to which organization policies, decision-making 

abilities, and other conditions affect the individual's perceptions 

(psychological climate) about the environment. 
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Employee satisfaction has been linked to motivation by Herzberg 

(1966). Staff who don't participate in decision making feel frustrated 

{Larson et al., 1984). "In a world of change and adaptation, where 

employees need to be personally motivated, it seems desirable and 

relevant to move toward flexibility of personnel rather than hierarchy 

of authority" (delBueno, 1991, p. 10). Long-term organizational 

effectiveness and satisfaction of staff is more likely to occur when 

there are satisfied staff (delBueno, 1991). 

Process 

Process is defined "as the activities, pursuits, and behaviors of 

the nurse that encompasses the totality of nursing behavior during 

interaction with the client" (Schmadl, 1979, p. 463). For the purposes 

of this research study, process refers to the interpersonal process of 

the patient-nurse interaction during a ·p~tient' s visit to ambulatory 

care. 

Models are needed to show processes by which positive changes in 

health states are affected and how nursing can contribute to these 

changes (Donaldson & Crowley, 1978) . The interpersonal process can 

contribute to successful outcomes directly as well as indirectly 

through patient cooperation and compliance and therefore success in 

technical care (Cleary & McNeil, 1988). Effective communication by the 

professional encourages information sharing, patient participation, 

mutual decision making, feelings of power and control, and patient 

satisfaction and compliance (Carter, Inui, Kukull, & Haigh, 1982; Cox, 

1982; Kasch, 1986; Krouse, Krouse, & Roberts, 1988). Effecting 

positive changes in health status depends, on a nurse-patient 

interaction that promotes consensus (Kasch, 1986). 
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Essential to achieving consensus through the acts of nursing is 

professional competency. Com~etent professional action is part of the 

nursing process and depends on technical and interpersonal competence 

(Cox, 1982; Kasch, 1986). It also depends on an organizational 

structure that supports a professional practice which emphasizes 

accountability and autonomy (Clifford, 1981; Maas & Jacox, 1977). 

Interpersonal competence is the ability to interpret and give 

meaning to persons and situations in order to guide and direct nursing 

action (Kasch, 1986). Interpersonal competence is central to 

accomplishing many nursing/health care goals (Kasch, 1986). 

Interpersonal competence is important because nursing action is in part 

a social interaction that includes assessment of the situation, 

interpretation, negotiation between nurse and client, and is goal 

directed (Kasch, 1986). The very nature of action of nursing involves 

interaction with patients (Kasch, 1986). By viewing nursing action as 

a process of social interaction, a unique contribution of the nurse in 

health care is specified -- "the ability ·to use communication as a 

resource to accomplish health care goals" {Kasch, 1986, p. 228). 

Nurse-patient interaction. The client-nurse domain is 

conceptualized to include the many facets of interaction that occur 

between the client and nurse in the process of providing nursing care 

(Kiht, 1987) ~ Patient-nurse interaction (patient and client are used 

interchangeably) is defined as the "medium by which nu;-sing care and 

therapy is provided through. human contact and in which the transfer 

and/or interchange of information, energy, and affection/humanity 

occur" {Kim, 1987, p. 104). Understanding the nature of the client

nurse interaction can enhance and improve the delivery of nursing 



31 

therapies, which can affect the client's status (such as general well 

being, adherence, and satisfaction) and increase the effectiveness and 

efficiency of nursing therapies (Kim, 1987). 

A unique contribution of nursing has been the achievement of 

positive health care outcomes through the client-nurse interaction 

{Kasch, 1986). Researchers have found nurse-patient interaction? can 

affect patient outcome variables of empowerment, satisfaction, 

agreement with plan of care, clinical health statu~ indicators, 

. severity of health problems, and knowledge about their health state 

(Cox, 1982; Krouse et al., 1988; Krouse & Roberts, 1989; Yoos, 1981). 

Many factors that influence patient health behaviors are not under the 

power of the nurse to change. However, improving the quality of the 

client-nurse interaction may be a means to positively influence some 

outcomes (Y6os, 1981). 

The assessment of quality in the process domain has been based on 

the resources utilized to provide care. Process analysis has been 

related to judgments about a patient's health status and has relied on 

review of medical records, diagnostic tests, and clinical histories to 

validate that criteria for appropriateness and completeness of care 

have been met {Gonnella·& Louis, 1988; Mark, 1985). The process of 

nursing is more difficult to measure,· however, because the process 

domain in nursing focuses not only on the resources used in providing 

care, but also on the activities and behaviors of the nurse interacting 

with the patient and other h~al th care providers (Schmadl, 1979) . 

These interactions· and relationships are complex, making measurement 

and validation of their effects on client outcomes difficult. 
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Significance 

The importance of testing organizational and nursing theories for 

their relevance in understanding and explaining the relationships among . 

nursing organizational structure, the nurse-patient interaction 

process, and health outcomes is supported by the increasing amount of 

health care and nursing literature suggesting the importance of nt~,rsing 

organization redesign to improve the nursing practice environment and 

quality of nursing care. This study was undertaken to test a portion 

of the SIMCHB, specifically to examine the relationships among nursing 

unit structure~ nursing autonomy, professional job satisfaction, and 

nurse-patient interaction in ambulatory care personnel. Knowledge 

gained about the relationships among these concepts increases the 

understanding of the specific .influences organizational structure has 

on professional practice and the quality of services in ambulatory 

settings, specifically the nurse-patient interaction. 

Research Question and Hypotheses 

The general question posed for this research was: To what extent 

does the causal model explain ·the relationships among nursing unit 

structure, autonomy, professional job satisfaction, and nurse-patient 

interaction? 

The following hypotheses were tested through Linear Structural 

Equation Modeling using the LISREL program: 

1. There are direct positive effects of flexibility. of nursing 

unit structure on autonomy, on professional job satisfaction, and on 

nurse-patient interactions. 

2. There are direct positive effects of autonomy on professional 

job satisfaction and on nurse-patient interaction. 
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3. There is a direct positive effect of professional job 

satisfaction on nurse-patient interaction. 

4. There is an indirect positive effect of flexibility of nursing 

unit structure on professional job satisfaction through autonomy. 

5. There is an indirect positive effect of flexibility of unit 

structure on nurse-patient interaction through professional job 

satisfaction. 

6. There is an indirect positive effect of autonomy on nurse

patient interaction mediated by professional job satisfaction. 

Defini.tion of Terms 

The following terms were defined operationally for the purposes of 

the study: 

Nursing unit was defined as a geographic area of. the clinic having 

an assigned type of patient, its own regular complement of nursing 

staff with shared goals, a formal hierarchical structure, and 

arrangements for nursing tasks. A nursing unit'can comprise a varying 

mix of nursing staff {Overton et al., 1977). 

Structure was viewed as organic. (informal/flexible) or mechanistic 

(bureaucratic/inflexible), based . on the three dimensions of vertical 

participation, horizontal participation, and formalization (Alexander, 

1982). The instrument used to measure structure was the Flexibility of 

Structure Instrument (Alexander, 1986). The dimensions of this 

instrument suggest three structural groups: flexible, semi-flexible, 

and inflexible. 
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Nursing unit structure referred to the structure (as defined 

above) of a particular ambulatory care clinic where nursing was 

practiced. 

Flexible nursing unit structure was a flexible structural group, 

with high vertical and horizontal participation·and low formalization 

(Alexander, 1982). 

Autonomy was . defined as "the practice of one's occupation in 

accordance with one's education, with members of that occupation 

governing, defining, and controlling their own activities in absence of 

external controls" (Schutzenhofer, 1988, p. 3). Autonomy was measured 

by two instruments, the Nursing Activity Scale (NAS) (Schutzenhofer, 

1988) and Work Autonomy Scale (Breaugh, 1985). 

High autonomy was. the maximum amount of autonomy a nurse perceived 

to be present based on the above definition of autonomy. 

Professional job satisfaction was defined as the degree of 

positive affect toward the overall job and its components; the state 

when working conditions are desirable and the needs of the 

professionals are met (Weisman et al. , 1980; Weisman & Nathanson, 

1985). Nursing job satisfaction was measured by the Job 

Characteristics Index (Munson & Heda, 1974); the following three 

indexes of that scale were used to measure professional job 

satisfaction: 

1.· Intrinsic task satisfaction -- satisfier of self-actualizing 

need. 

2. Involvement satisfaction -- satisfier of ego needs, as shown 

in a desire for power with or over others. 
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3. Task variety satisfaction -- satisfier of variety in job, 

related to tasks performed, prestige associated with job outside the 

hospital, and the scope of accountability in the job. 

Nurse-patient interaction was "the medium through which nursing 

care and therapies are provided to clients through human contact and in 

which the transfer and/or interchange of information, energy, and 

affection/humanity occur" (Kim, 1987, p. 104). Nurse-patient 

interaction was measured by the Nurse-Patient Interaction Tool, which 

ass~sses the patient's perception of the following four indexes of the 

interaction process. 

1. Agreement with plan is the patient's perception of the nurse's 

judgment, treatment plan, and inclusion of patient needs into final 

treatment decision. It is the "patient's cooperation and willingness 

to follow the proposed treatment plan" (Krouse & Roberts, 1989, p. 

720). 

2. Positive attitude is defined by the patient's perception of 

his/her desire and ability to comply with the treatment plan and the 

perception of the quality of the care. The latter is based on the 

perceptions of whether . he/she is understood by the nurse, feels 

comfortable with the diagnosis, and receives "good" care {Krouse, 

Roberts, & Michaud, 1990). 

3. _A_d_e_.g._u_a_c_..y __ o_f __ n_u_r_s_e_s_' __ c_o_m_m_u_n_1_· c_a_t_i_o_n relates to patient 

satisfaction. It is the feelings of contentment, as opposed to 

frustration, with the interaction and the treatment plan (Krouse & 

Roberts, 1989) . The adequacy of the nurse's communication is the 

patient's perception of frustration with the interaction, understanding 
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of what was discussed,. disagreement with the treatment plan, and 

feelings of pressure to agree with the nurse. 

4. Empowerment is the patient's perception of control and 

involvement versus powerlessness, both with the nurse during 

interaction and in the final treatment decision (Krouse et al., 1990). 

Powerlessness is the "patient's feelings of having little or no 

influence on the treatment plan" {Krouse & Roberts, 1989, p. 720). 

Control is the "patient's feelings of active participat.j.on in the 

interaction and in the formulation of the treatment plan" {Krouse & 

Roberts, 1989, p. 720). 

High nurse-patient interaction was defined as high perceptions of 

empowerment, agreement with plan, positive attitude, and adequacy of 

nurses' communication. 



CHAPTER II 

Review of Research 

Understanding the importance of and complex relationships 

among the components of nursing organizational structure, the 

interaction process, and outcome of patient care is necessary if health 

care organizations want to provide quality care to patients. In 

the review of the research the current and past research regarding 

structure, autonomy, professional job satisfaction, process, 

performance, provider-patient interaction, and outcome are discussed. 

Under the major heading of Structure, organizational theory's concept 

of the importance of structure and the relationships among the concepts 

of structure, nursing autonomy, and professional job satisfaction are 

discussed. Research relating to performance and provider-patient 

interaction are discussed under the heading of Process and Outcome. 

Research was reviewed from the nursing, medical, and organizational 

theory literature. 

Structure 

Organizational Theory 

Review of organizational . theory literature was necessary to 

understand the ·influence of the organizational structure and 

environment on individual behavior, attitudes, andmotivation for work. 

·The concepts from organization tl].eory literature provided the 

background for the relationships that exist among nursing 

37 
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organizational structure and environment, nursing practice, and 

patient outcomes. The literature of early organization theorists 

Fayol: ,.," Taylor, and Weber described organizations as machines and 

defined them by the term "bureaucracy," which denoted their 

administrative structure (Shafritz & Ott, 1987). The goal of the 

bureaucratic organization was efficiency and output and was 

characterized by: 

relationships, (c) 

(a) rational thinking, (b) formal structures and 

hierarchical delegation of authority, (d) division 

of labor based on specialization, (e) discipline, (f) rules and 

procedures based on the work ·activities, (g) promotion based on 

technical competence, and (h) impersonality of human relations. The 

bureaucratic organization was believed to be a method to enhance 

efficiency and overcome decision-making difficulties within 

organizations. 

The Hawthorne studies {cited in Shafritz & Ott, 1987) from 1924 to 

1932 provided beginning evidence that the work environment, personali· 

motivation, and productivity were interrelated and ·important to 

organizational functioning. As early as the 1930's and 1940's, 

Roethlesberger and Dickson and Mayo and Lombard, in studies of the 

aircraft industry in California,. demonstrated the relationships and 

importance of personal freedom, autonomy, and morale within an 

organization to the performance of the worker (cited in Shafritz & Ott, 

1987). 

Research by Merton (1940) and Selznick (1949) provided evidence 

that although bureaucratic organizations may have been more efficient, 

there were also many negative consequences for the employee and the 

organization (Shafritz & Ott, 1987). These included a decrease in 
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personal relationships, an internalization of organizational rules by 

employees, and less creativity in decision making (March & Simon, 

1958). Gouldner' s work (cited in March & Simon, 1958) suggested that 

one result of treating people like parts of a machine was that it 

fostered a mechanistic model. By constantly defining what was 

unacceptable behavior for employees in an organization through rules 

and procedures, the organization also highlighted what was minimally 

acceptable behavior. As a result individuals did only the minimum work 

necessary and this resulted in increased supervision and increased 

employee tensions. 

Beginning in the 1960's.to the present, the emphasis moved from a 

totally mechanistic view of structure and control by an organization to 

a mol:'e humanistic view that was sensitive to the human relations 

aspects of work (Shafritz & Ott, 1987). In this view, individuals and 

goals were seen as central to organizations. Organizations developed 

because the goals were too complex for one individual to meet. 

Organization theorists recognized that there was an important 

relationship between the organization's structure and goals and the 

needs and behaviors of individuals who work in them (Argyris, 1964, 

1973; Burns & Stalker, 1961; Katz & Kahn, 1978; March & Simon, 1958; 

Porter & Lawler, 1965). 

Researchers believed individuals who work in organizations were as 

complex themselves as the organization in which they worked. 

Individuals derived the motivation for their work based on having their 

needs met and seeking some gain through their work (Herzberg, 1966; 

James & Jones, 1976; Jones, 1984; Jones & James, 1979; Porter & Lawler, 

1965; 1968). Meeting these needs was believed to be influenced by the 
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context and various properties of organizational structure. It also 

was recognized that there must be a balance between the individual's 

needs and goals and authority of the organization (Etzioni, 1964; 

Porter & Lawler, 1965; Thompson, 1967) . As a result of theory and 

research into the relationships between attitudes and behavior and 

organizational situations, models were developed that integrated both 

individual and structural characteristics of the organization. This 

was an attempt to determine antecedent causes of behavior and attitudes 

in organizations (James & Jones, 1976). 

An important aspect of these integrated models concerned the 

characteristics of structure. Organizational structure was defined as 

"the enduring characteristics of an organization reflected by the 

distribution of units and positions within the organization and their 

systematic relationship to each other" (James & Jones, 1976, p. 76). 

There are various opinions regarding the dimensions of structure 

(Hall, 1972; Porter & Lawler, 1965; Pugh et al. , 1969) . For the 

purpose of this research, three characteristics of structure: 

formalization, configuration, and centralization of authority, 

represented the concept of structure. 

In an early study of nursing personnel, Pearlin (1962) reporte,d 

that the inflexibility of the organization's structure was caused in 

part by increas·ed centralization of decision-making authority, 

decreased autonomy, and increased alienation from work. Alienation 

from work was described as disappointment with career and professional 

development and failure to fulfill professional norms and expectations 

(Aiken & Hage, 1966). Aiken and Hage (1966) also examined the 

relationship between the· structural properties of formalization and 
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centralization and alienation among professionals· in 16 social welfare 

agencies. They concluded that decentralization was related negatively 

to alienation and that formalization was related positively to 

alienation from work. Child (1973) stated that centralization and 

formalization were controlling devices that restricted behavior; as 

centralization increased, formalization increased to limit behaviors of 

individuals. 

Bureaucracy also was believed to affect clients by PfOmoting 

impersonality of staff through its dimensions of universality, 

centrality, and formalization. These characteristics governed the 

relationship between staff and clients in bureaucratic· sett~ngs and 

could be predictors of c1ient satisfaction (Katz & Danet, 1973). In 

separate studies by March and Simon (1958) and Blau and Scott (1962), 

the conclusion was made that in health care organizations, increased 

bureaucracy increased patient dissatisfaction. Mechanic ( 1976) also 

reported in a book on the bureaucracy of medicine that patients were 

more dissatisfied in highly bureaucratic organization~. Decreased 

access to referral sources by patients due to the decreaseq autonomy of 

providers to refer their patients was believed to be the reason for 

patient dissatisfacation. 

Professionals presented special problems for bureaucratic 

organizations because of their advanced education, expertise in certain 

areas, and professional authority (Etzioni, 1969). It was reported in 

a study of public accountants ·that when "professionals work in a 

professional-bureaucratic organization, confl~ct' and deprivation result 

with predictable consequences such as job dissatisfaction and job 

migration" (Sorensen & Sorens~ri, 1974; p. 98). 
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Burns and Stalker (1961) challenged the traditional bureaucratic 

way of thinking that there is one best way to manage. an organization. 

They believed the organizational system was contingent on the 

circumstances and characteristics of the situation or environment, and 

that "no system was_superior" (Burns & Stalker, 1961, p. 25). Blau and 

Scott (1962) suggested that within an organization there are two forms 

of structure operating, formal and informal, and both of these forms of 

structure impact the total organization structure. 

Lawrence and Lersch (1967) advocated a contingency approach. 

Based on research of 10 firms, they reported that different 

organizational approaches were appropriate for different situations. 

Mintz berg ( 1979) combined organizational and management theory. 

Mintzberg illustrated through models that there were five parts of an 

organization: the strategic apex~ the middle line, the operating core, 

the technostructure, and the support staff. These could be fited 

together to form structural configu~ations: The configuration an 

organization used depended on its uni.que characteristics and goals and 

objectives. 

Organizational theory researchers strongly supported the view 

that organizational structure and individual behavior were related and 

affected the outcomes of organizations. The following review of the 

research covered the relationships among the structure of the nursing 

organization, autonomy, professional job satisfaction, and outcomes of 

health care. 

Relationship of Structure and Autonomy 

Engle (1970) defined work autonomy for the professional as 

"freedom to practice his [sic] profession in accordance with h:is 
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training" {p. 12). The following were the characteristics of 

professionals according to Blain {cited in Marriner, 1982): 

1. A defined body of knowledge and specific skills obtained 

through education. 

2. A service orientation rather than merely a financial 

orientation. 

3. A code of ethics, self-discipline, and a system of peer 

review. 

4. A monopoly recognized by society for carrying out certain 

functions. 

5. A professional based culture. {p. 98) 

The concepts of autonomy and accountability were supported by 

researchers as. being central to professionalism, to the structure of 

nursing departments, and to nursing. performance {Batey & Lewis, 1982; 

Dyer, Cope, Morsen, & Van Drimnelen, 1972; Maas & Jacox, 1977; Maas & 

Mumford, 1989). 

Stevens {1985) described the structure of the organization as 

setting the stage for how nursing is practiced in a setting. Autonomy 

has been connected closely to structure because autonomy or 

professional authority is a characteristic of professional behavior. 

However, according to researchers, it is organizational structure that 

determines how individuals will function in a particular setting. The 

principal of autonomy has been described as opposed to the bureaucratic 

principal of administrative authority {Etzioni, 1969). 

Most health care organizations can be characterized . as 

bureaucratic organizations {Fine, 1982). The characteristics of the 

structure of the hospital organization and nursing organization often 
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inhibit autonomy and accountability and thus the process of 

professional nursing (Alexander, ·Weisman, & Chase, 1982; Kramer & 

Schmalenberg, 1988; Pearlin, 1962). 

Professionalizatioh of staff has been related inversely to the 

amount of bureaucratization in professional organizations (Etzioni, 

1969). Engle (1970}, in a study to determine the validity of claims 

that bureaucratic organizations limited professional autonomy, reported 

that professionals in moderately and highly bureaucratic organizations 

were least likely to perceive themselves as autonomous. Pearlin (1962) 

reported results of a study of nurses that indicated when structures 

were rigid, impersonal , and highly centralized, there were decreased 

autonomy and participation in decision making by nurses which resulted 

in increased alienation. Increased control over decision making, 

decreased supervision, increased control over staffing, and high nurse

patient ratios were characteristics of the job that were related 

positively to autonomy in a study of special care unit nurses 

{Lewandowski & Kramer, 1980). 

Researchers have suggested that administrative-personnel, although 

not the technical experts in a health care setting, are often given the 

authority and power to make the organization effective. They further 

stated that when these individuals in the organization were 

professionals, as in in the case in health care organizations, conflict 

can result over the boundaries within which they may exert their 

professional authority. Failure of healthcare organizations to 

recognize the characteristics of professionals has resulted in 

differences between nursings' p~ofessional job expectations, 
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administration's expectations, and the nursing care that is given in 

the hospital (Fine, 1982; Wandelt, Pierce, & Widdowson, 1981}. 

The hierarchial relationships, centralization of decision making, 

and formalization and standardization of rules and procedures present 

in bureaucratic organizations may limit control and responsibility and 

thus professional practice (Jacoby & Terpstra, 1990; 

1977; Maas & Mumford, 1989; Sluyter & Cleland, 

Maas & Jacox, 

1972}. These 

characteristics have been shown to limit the freedom of the nurses to 

(a} be creative with approaches to nursing care of patients, (b) 

exchange information about patient care freely both horizontally and 

vertically, ( c} be involved in organizational decision making as it 

pertains to their professional practice, and (d} be involved in and 

use their professional discretion in clinical decision making. The 

results of these limitations are lack of influence, frustration, and 

alienation among nurses (Adeylotte, 1982; Fine, 1982; Kramer & 

Schmalenberg, 1988}. 

Relationships Among Structure, Autonomy, and Job Satisfaction 

Argyris (1973} concluded in a review of the literature on 

personality and administrative theory that when organizations supported 

centralization of. power and information, the demands on lower-level 

members were incongruent with their demands for control and 

self-direction. As a. result of this decreased autonomy, Argyris 

reported that members' overall satisfaction with their work was also 

decreased. Engle (1970} reported that 60% of professionals in high 

bureaucracy organizations who perceived low professional autonomy also 

expressed low personal satisfaction. Porter and S~eers (1973} reviewed 

10 years of literature and reported a positive relationship was 
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consistently found between lack of sufficient job autonomy and 

responsibility and dissatisfaction with work. 

In a study of professional autonomy and work satisfaction of nurse 

educators, decentralization was related significantly to 

satisfaction, and autonomy played a central role in work satisfaction 

(Grandjean, Aiken & Bonjean, 1976). Marriner and Craigie (1977) 

substantiated these results in a study of 822 nurse educators to 

determine the general importance of job characteristics to job 

satisfaction. Lack of participation in organizational decision making 

was a major source of dissatisfaction among faculty. The results of 

factor analysis also showed that nursing educators ranked the intrinsic 

factors of responsibility, autonomy, achievement, and academic freedom 

over extrinsic factors. 

Slavitt, Stamps, Piedmont, and Haas (1978) developed an instrument 

to measure work satisfaction. Of the six dimensions of satisfaction 

measured by the questionna{r~, autonomy was ranked the most important· 

to satisfaction. In the same study, acute care personnel perceived 

they had autonomy· 70% of the . time, and ambulatory care personnel 

believed they had autonomy 50% of the time. A study of registered 

nurses by Weisman, Alexander, and Chase (1980) reported that the best 

predictor of satisfaction was autonomy. 

Wandel t et al. ( 1981) reported in a study of 3500 nurses, that 

nursing dissatisfaction was related to nurses' inability to function 

professionally with clients and the nurses' belief that quality of care 

was compromised because of lack of autonomy. Similar findings were 

also reported by Weisman et al. (1981) in a study of 1259 nurses. 
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Their findings showed a significant relationship between job 

attributes, autonomy in nursing, and professional satisfaction. 

Studies of satisfaction have sometimes looked at autonomy in terms 

of responsibility or accountability. The findings of a study by Munr.oe 

(1983} of 329 new graduates indicated responsibility significantly 

predicted satisfaction and accounted for 33% of the variance. In . a 

meta-analysis, the relationship of job characteristics to 

satisfaction was examined, the authors reported autonomy was more 

highly related to satisfaction than any other job characteristic 

(Lohrer, Noe, Mueller, & Fitzgerald, 1985}. 

Kosmoski and Caulkin (1986} examined the relationships among 

organization and unit structure, ·autonomy, and job satisfaction. Using 

multiple regression, their results- showed a significant relationship 

between structures that allowed nurses to internally control (autonomy} 

nursing actions and satisfaction. Seybolt (1986} looked at the 

relationship - of autonomy to three types _of satisfaction: growth, 

career, and overall. In all three types, satisfaction correlated 

(using Pearson product-moment correlation} at .40 or higher. 

The causal relationships among organizational structure, 

individual and professional characteristics, satisfaction, intent to 

stay, and turnover have been examined by several researchers (Blegan & 

Mueller, 1987; Hinshaw, Smeltzer, & Atwood, 1987; Price & Mueller, 

1981}. Price and Mueller 

determinants of turnover. 

( 1981} developed a causal model for 13 

Using a sample of 1184 staff nurses the 

researchers looked at indicators for turnover. Using path analysis 

techniques, they determined the direct, indirect, and total effects of 

the variables involved. Routinization (repetetiveness of job} and 
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participation (centralization of decision making and autonomy) 

significantly influenced sat1sfaction. Satisfaction was an intervening 

variable affecting turnover through intent to stay. 

Blegan and Mueller (1987), building on the work of Price and 

Mueller (1986), reported on a causal model using LISREL analysis in 

which the same 13 causal determinants of nurses' job satisfaction were 

studied longitudinally. Lower routinization of work, increased job 

communication, and participation (autonom~) were significan.tly related 

to higher levels of satisfaction. 

Hinshaw et al. (1987) presented a multistage, recursive causal, 

model of professional autonomy and turnover. They tested personal and 

organizational factors, autonomy, job satisfaction, intent to leave, 

and turnover. Organizational job satisfaction was strongly (!!2=. 57) 

influenced by group cohesion, job stress, control over practice 

(evaluation and modification), and autonomy (quality of employment). 

2 Professional job satisfaction was predicted strongly (!! =.49) by job. 

stress, group cohesion, autonomy, and experience in agency. 

The Relationship of Structure and Satisfaction 

Researchers suggested that a balance is needed between 

formalization and standardization in organizations because these 

aspects of structure can affect attitudes and lead to alienation, 

boredom, dissatisfaction, turnover, and decreased productivity (Hackman 

& Lawler, 1971). Mottaz (1988) reported that nurses' participation in 

organizational and clinical decision making conveyed to the nurses that 

they were important participants in the organization. Dissatisfaction 

with their job was one of the major reasons nurses left their jobs 
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(Mottaz, 1988; Price & Mueller, 1981; Weisman et al., 1980; Weisman et 

al.,. 1981). 

Indik (1965) studied the relation between size and structure and 

attitudes and behavior of employees. A significant relationship was 

noted between centralization and absenteeism. A 'study by Andrews and 

Bragg ( 1973) compared two groups of hospital workers, one with the 

intervention of participative management and another without it. The 

two groups were followed for 18 months. . Increased satisfaction was 

noted in the group involved in participatory management. The 

researchers reported overall improved attitudes, a 50% improvement in 

absenteeism, and a 48% increase in productivity (Andrews & Bragg, 

1973). 

Slavitt et al. (1978) reported a significant relationship between 

autonomy and satisfaction. In that study Slavitt et al. (1978) found 

that 39% of acute care nurses and 80% of outpatient nurses disagreed 

with the way the work was organized. Further, 62% of acute care nurses 

and 80% of outpatient nurses believed they did not have a voice in 

planning decisions. 

Researchers have suggested decentralization of nursing service 

management enhanced job satisfaction.· Shoemaker and El-Ahraf {1983) 

reported that decentralization of authority and responsibility for 

decision making resulted in increases in satisfaction, efficiency, and 

effectiveness in the organization. In the 18 hospitals that 

participated, 77% decentralized to the unit level, there was an 

88% increase in retention and a 71% decrease in conflict in their 

settings • In a small study of 60 new employees at a 

university-affiliated hospital, lack of participation in decision-
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making was reported to be associated with dissatisfaction (Lar~on, Lee, 

Brown, & Shorr, 1984). 

Glisson and Durick (1988) studied 319 human service workers in 22 

service organizations. They reported that employee beliefs about the 

organization and the development of organizational commitment were 

important in predicting satisfaction. 

Mottaz (1988) investigated the nature and sources of job 

satisfaction among 312 nurses and 1303 individuals from various 

occupations .. The authors reported a significant relationship between 

low levels of satisfaction and low levels of autonomy, high levels of 

supervision, and low task significance. The level of work satisfaction 

was lowest for the nursing group, who also perceived they had low 

autonomy. 

The study of the Magnet Hospitals (Kramer & Schmalenberg, 1988) 

resulted in data that indicated organizational structure provided the 

-framework for· practice and the overall climate of the hospital. 

Characteristics of structure were decentralized responsibility to 

units; collaboration in decisions regarding scheduling, assignment, 

and educational activities of care; and an ·objective of quality patient 

care. Decentrali:zed structure permitted professional autonomy, which 

promoted responsibility and accountability for quality patient care. 

Satisfaction of employees and decreased turnover was reported to be the 

result of creating an organization responsive to the nurses' needs and 

conducive to professional practice. 

Pooyen, Eberhardt, and Szigeti (1990) studied 579 nurses to 

determine the contribution of work-related and demographic variables to 

turnover intentions and satisfaction. Participation in decision making 
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and situational constraints both were related significantly to 

satisfaction. Lucas ( 1991} examined the relationship of management 

styles and job satisfaction of staff nurses. Management style can be a 

reflection of the organization's structure and overall philosophy~ In 

this study management style predicted 36.6% of job satisfaction. 

Process and Outcome 

Structure, process, and outcome are interrelated, and it is 

di.fficult to discuss one without discussing its impact on the other . 

. Therefore, the review of the research on process bought into the· 

discussion the effect of structure on process, as well as the 

effects of process on outcome, provider performance, and nurse-patient 

interaction. 

The effectiveness of an organization has been measured in two 

ways, the quality .of th_e product and the satisfaction of its employees. 

For the health care system, organizational effectiveness corresponded 

to client health outcomes; the patient's physical and behavioral health 

status, attitudes, compliance, and satisfaction with care; and to the 

satisfaction of health care providers in their work situation (Weisman 

& Nathanson, 1985}. 

Researchers have suggested that the organizational structure of a 

hospital shapes the hospital, because that structure affects care 

directly by establishing policies that describe how professionals will 

practice, how care will be delivered, and how professional and patient

professional interaction will take place (Fagerhaugh & Strauss, 1977; 

Fleming, 1981} . The process in turn affects the perceptions of the 

patients, which are a measure of quality. Fleming {1981} reported that 

feelings of ownership and control by professionals were related 
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significantly to patient satisfaction and satisfaction was related 

significantly to improvement in patient condition, demonstrating that 

characteristics of structure significantly affect ·patient. satisfaction 

with care. 

Fagerhaugh and Strauss (1977), in a two year study of pain 

management of patients, concluded that organizational settings impacted 

patient behavior by "profoundly" affecting the interaction process 

between patients and providers. It was reported by the American 

Academy of Critical Care Nurses (Mitchell, Armstrong, Simpson, & Lentz, · 

1989) from a demonstration project that a positive organization 

structure, including decentralized administration, collaboration, 

participatory management, and professional staff were related to 

improved clinical outcomes and patient satisfaction. 

In a study of nursing homes, Janes-Kayser (1991) compare4 the 

environment, philosophy of care, and how care was given for two nursing 

homes, one in America and one in Scotland. Janes-Kayser reported 

that the social psychological environment of an organization ·affects 

the quality of the care given. Social psychological environment was 

defined as "the norms, values, activities, philosophy, attitudes, and 

beliefs of the caregivers, and personal interactions of all who are 

part of the institution" (p. 31). Janes-Kayser evaluated the Scottish 

setting as superior to the American. The Scottish setting had a 

personal, homelike atmosphere and a philosophy that every employee made 

a difference to the clients and was valued by administration. As a 

result, morale was high, turnover was low, personal commitments to 

patient care were high, and staff and patients functioned at their 

highest level when compared to the American setting. 
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The components of process are sequences of events, activities, 

behaviors of providers, and interpersonal relationships associated with 

care delivery between the patient and the provider {Given, Given, & 

Simoni, 1979; Schmadl, 1979). The affect of structure on process has 

been shown, but process is affected also by patient aspects and aspects 

that relateto,provider performance {Given et al., 1979). 

Researchers have shown that the process of care is intended to 

affect the outcome of care and requires the participation and 

cooperation of the provider and the patient {Cleary & McNeil, 1988; 

Cox, 1982; Cox & Roughmann, 1984; Donabedian, 1968; Krouse, Krouse, & 

Roberts, 1988). In a study of 103 ambulatory care patients, 

interviewed twice by telephone over a three-month period, it 

was reported that provider processes were ·necessary, but by themselves 

may not be sufficient to achieve outcomes {Given et al., 1979). 

However, the contribution of the patient in the process, through 

compliance and knowledge of disease and treatments, was critical to the 

outcome. 

In a study of physician-patient relationships and outcomes of 

care, researchers reported that patient satisfaction was related to the 

interpersonal interaction processes of patient care, not the technical 

interventions of providers. Specifically, patient satisfaction related 

to the education patients received from providers, the amount of 

participation they had in their health care decisions, and the stress 

counseling the patients received {Brody, Miller, Lerman, Smith, Lawaro, 

&Blum, 1989). 

The interaction process should not be used to control patients, 

but utilized as a vehicle to encourage patient involvement in decisions 
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about their care (Kasch & Knutson, 1985}. Bogdan, Brown, and Foster 

(1982) reported that the context of the process predetermined the kind 

of provider-patient relationship and the amount of information that was 

transferred to patients. In a qualitative study of providers and 

parents of infants in four Neonatal Intensive Care Units, the 

researchers reported that the unequal power distribution of providers 

and well established provider rol'es affected the transmission of 

information to parents. 

Performance 

Essential to the process of care is provider performance, which 

has been associated with quality care evaluation (Benson, Gartner, 

Anderson, Schweer, & Kirchgessner, 1987; Donabedian, 1985; Hastings, 

1987). The first aspect of performance to be examined was research 

concerning the determinants of performance. Dyer et al. (1972) studied 

the prediction of job performance from biographical, personality, and 

administrative climate. data. Significant. correlations were found 

between high-performing staff nurses and each of the three 

· indicators. Performance was rel~ted positively to education, higher 

psychological inventory scores, . and higher ratings of organizational 

climate. 

Nathanson and Becker (1973), in a study· of 100 physicians in 

pediatric ambulatory care clinics, reported that physician performance 

was associated positively with work satisfaction. Hegyvary and 

Haussmann (1976b) studied the relationship of five independent 

variables on the quality of the performance of the nursing process. 

Significant ~elationships were found between performance and. unit 

organizational structure, staff attitudes, and job satisfaction. 
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Koerner {1981) examined job performance in community health nurses. 

Koerner's (1981) data supported Hegyvary and Haussmann's {1976b) work 

that suggested that when examining performance, nursing must include 

"environmental, organizational, and human relations dimensions" (p. 

48). 

Donabedian (1985) stated performance was influenced by training, 

experience, specializat:i,.on, and age of pract.itioners; characteristics 

of the hospital organization; and characteristics of the client. In a 

study of 569 nurses, McCloskey and McCain (1988) reported that 

determinants of job performance were career commitment, education, job 

satisfaction, and feedback. Leadership skills of the head nurse, such 

as expectations and communication, were also important to staff 

performance. 

The relationship of performance to quality of care also has been 

the subject of research. The proposition that interpersonal competence 

by the provider in the process of care was an essential component of 

nursing action needed to bring about a change in a patient' s health 

state was supported in the literature (Cox, 1982; Flaskerud, 1986; 

Kasch, 1986; Yoos, 1981). Inherent in professional competence, within 

the interaction process, was the professional behavior of caring for 

individuals, not controlling ;i-ndividuals. Shi ber and Larson ( 1991) 

stated that caring was part of the process of care and a component of 

the nurse-patient relationship. Nursing criteria for caring in the 

interaction/communication process were: compassion, availability, 

listening and involvement, nonpossesiveness, follow through, and 

timely responses to needs (Shiber & Larson, 1991). 
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Kobasa ( 1989) r~ported from a study of 300 cancer patients that 

the perceptions of care and caring behaviors of professionals emerged 

out of the "interactions between patients and the health care system 

and its representatives" (p. 296). Cronin and Harrison (1988) examined 

the importance of nurse caring behaviors perceived by 22 patients after 

a myocardial infarction. Two of the most frequently indicateq 

performance behaviors that represented caring by the providers were 

monitoring. the patient'· s condition and professional competence. 

Essential to the processes of care was quality, which 

"focuses on provider performance" (Donabedian, 1968, p. 182). The 

performance of providers was both directly and indirectly related to 

the process of care. Past and present actions and interactions of 

providers with patients affected the process of care (Donabedian, 

1968). 

Macarov (1982) argued that although it is logical that job 

satisfaction should lead to improved performance, demonstrated by 

increased productivity, no consistent correlation has been established. 

Macarov (1982) reported that the work of Porter and Lawler and Locke 

suggested there was not a 

performance 

indicated, 

may 

however, 

cause 

that in 

causal relationship and, in fact, 

satisfaction. Macarov (1982) 

service settings, interpersonal 

relationships between clients and professionals are crucial to the work 

and the outcomes. Employee dissatisfaction with the environment and 

work may be difficult to put aside during provider-patient interactions 

therefore may affect the interpersonal relationship. This suggested 

that in service settings, job satisfaction may affect performance, 



57 

which then may affect the quality of the interactions-and the eventual 

outcomes. 

Nievaard. ( 1987) provided some support for the relationships among 

perform~ce,. the context of ~ork, provider attitudes, and effect on 

·patients. In a study of 112 nurses and 298 patients of those nurses, a 

statistically significant positive relationship was reported between 

problems nurses had with physicians and hospital management and the 

negative attitudes· the nurses had toward the patients . Nurses , angry 

with physician and administration, transferred their anger from these 

groups to the patients ; as a result they distanced themselves from 

their patients. Nievaard (1987) also reported that positive patient

oriented at ti.tudes by nurses were related to decreased patient feelings 

of isolation and displacement. 

Provider-Patient Interaction 

The process of care in this study was nurse-patient interaction. 

Nursing action is achieved in part through the "process of social 

interaction" (Kasch, 1986, p. 228). King (1968) stated that "nursing 

is a process of action, reaction, interaction and transaction" (p. 27) 

for the attainment of goals. Further, King (1968) believed 

communication was affected by the setting in which nurses practiced and 

interacted with patients and other providers. Diers and Leonard (1966) 

reported that the nurse-patient interaction was as important to the 

outcome as the outcome itself. Diers & Leonard (1966) believed if care 

was to be patient-centered, research must be conducted to understand 

the components affecting the interaction, the interaction process, and 

the effects on the patient. 
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Researchers have reported on the physician-patient interaction, 

what it encompassed, the relationship of the interaction to outcomes of 

satisfaction and compliance, and the analysis of the interaction 

process. Although nursing researchers have documented the theoretical 

importance of the nurse-patient interaction {Kasch, 1986; Kim 1987"; 

King, 1968; Peplau, 1952}, strong empirical support has not been 

established. Garvin and Kennedy ( 1990} reported that sociology and 

psychology have looked extensively at the variables that influence the 

provider-patient interaction. However, little of this knowledge has 

been transferred to nursing or tested in nursing; "all studies are 

isolated" and there is "no research agenda or focus" in nursing's 

research on the topic (Garvin & Kennedy, 1990, p. 215}. . May (1990} 

stated that the literature on nurse-patient interaction is "limited in 

frequency" (p. 307}. 

The patterns of nurse-patient communication have been related to 

nursing's success in maintaining or bringing about changes in a 

patient's health state and/or behavior (Caporeal-Katz, 1983; 

Daubenmire, 1976; DiMatteo & DiNicola, 1982; Flaskerud, 1986; Kasch, 

1986; Krouse & Roberts, 1989}. Kasch and Dine (1988} described two 

types of communication used in the nurse-patient interaction, 

position-centered and person-centered. Position-centered was 

impersonal and centered on control by the care provider. Statements 

such as, "All diabetics must follow the diet we prescribe," would be a 

typical statement by the provider who used this type of interaction. 

Position-centered interaction required little creativity or little 

affect by the provider, and was not individualized to the patient. 
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Person-centered interaction recognized each nurse-patient 

encounter and every individual patient as unique. This interaction 

examined the individual's feelings, encouraged self-disclosure, and 

required competence and commitment by the professional. Person

centered interaction exemplified the type of. intera~tion necessary for 

patient-centered care (Kasch & D_ine, 1988). 

Patients and providers ··relate to each other through their 

communicative behavior; the nurse affects the patient's behavior, the 

patient affects the nurse's behavior, and both are affected by the 

system they are in (Daubenmire, 1976). Patient-centered care, with its 

emphasis on the client's uniqueness and on greater patient 

responsibility for participation in care, necessitates increased 

emphasis on understanding the social interaction of nurses and patients 

and patient outcomes (Diers & Leonard, 1966; Dodge & Oakley, 1989; 

Krouse & Roberts, 1989). 

Effective verbal and non-verbal communication is the only way some 

aspects of nursings' action can be carried out. The communication 

process in the nurse-patient interaction is used to diagnose problems 

through history taking and listening to patient concerns (Daubenmire, 

1976), encourage client cooperation/compliance through patient 

participation (Garrity, 1981 ; Kasch & Knutson, 1985; Kovner, 

1989; Starfield, Steinwachs, Morris, Bause, Siebert, & Westin, 1979), 

provide empathy (Dawson, 1985), counsel .and support patients (Campbell 

et al., 1990; Limandro, 1987) and provide inf9rmation about health, 

disease, and self-care (Cox & Roughman, 1984; Gardner & Wheeler, 1987; 

Holland, 1987). 
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This distribution of power, control, authority, language, and 

interpersonal style is a critical element in the provider-patient 

interaction process (Bogdan et al., 1982; Roberts & Krouse, 1988). 

Interactive style can either place controls on the client or facilitate 

involvement (Krouse et al., 1988; Krouse, Roberts, & Michaud, 1990). 

Krouse and associates reported that supportive, non-controlling 

interactive styles decreased frustration, increased intent to comply, 

and increased patient feelings of control and satisfaction with the 

interaction. 

Holland (1987) believed effective interaction emphasized shared 

teaching and learning and encouraged patient participation, all of 

which can improve care. A detailed analysis of nurse-patient 

interaction, using clinic visits of pediatric nurse practitioners, was 

done by Webster-Stratton, Glascock, and McCarthy (1986) and 

demonstrated the controlling behavior of providers in interactions. In 

this study of 35 pediatric nurse practitioners, the authors used 

interactional analysis to evaluate 60 well child visits. The 

researchers reported that the interaction was dominated by the 

practitioner through questions, commands, and opinions. They also 

reported that little affect was shown by the nurses, either positively 

or negatively, in the nurse-patient interaction. Statements. of praise 

and support were minimal, and in 83% of the visits the practitioner did 

not use the mother's name. 

The relationship of the interaction process to outcome also has 

been examined. Korsch, Gozzie, and Francis (1968) studied 800 patient 

visits to a pediatric outpatient clinic. The researchers used the 

interactional analysis technique to analyze taped interactions between 
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physicians and patients (mothers) during clinic visits. The purpose of 

the study was to determine if there was a relationship between the 

verbal communication of the provider and the patient and the outcome as 

measured by satisfaction and response to advise. A total of 76% of 

the visits were believed to be satisfactory, based on the mother's 

perceptions of the interaction. The components of the interaction 

contributing to dissatisfaction were lack of warmth and friendliness, 

failure to recognize and take into consideration concerns and 

expectations of the patient, poor explanations of diagnosis and causes 

of illness, and use of medical language unfamiliar to the patient. 

In a similar study of 285 patient (mother) and physician 

interactions in a pediatric clinic, a significant negative 

relationship was reported between the amount of social interaction and 

non-compliance (Freemon, Negrete, Davis, & Korsch, 1971). Stiles, 

Putnam, Wolf, and James (1979) reported a significant relationship 

between patient satisfaction and patients being allowed to verbalize 

their concerns and physicians giving objective_ information. 

The involvement of patients in the interaction process, through 

patient-practitioner agreement about problems, has also been associated 

with better patient outcomes (Eisenthal & ·Lazare, 1976; · Starfield, 

Wray, Hess, Gross, Berk, & ·n' Lugoff, 1981) . Star field et al. ( 1979) 

sampled 215 patients and reported there was greater improvement in 

patients when physician and patient agreed on the problem. This 

provided suppor·t for the hypothesis that greater patient 

participation in the interaction, as opposed to medical control of the 

interaction, resulted in improved outcomes. Similar results were 

reported in a nursing study to explore relationships between nurse-
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patient agreement on importance of outcomes and patient satisfaction 

with nursing care {Kovner, 1989). A total of 73 patient-nurse 

dyads were studied. Using multiple regression, a significant 

relationship was found between nurse-patient agreement on problems and 

goals· and patient satisfaction. 

In a review of the literature on clinician-patient interaction by 

Garrity {1981), techniques of the provider, mutuality of expectations, 

raising patient responsibility, and affective tone of the interaction 

were all positively related to the patient outcome of compliance. 

Carter, Inui, Kukull, and Haigh {1982) reported that decreased 

patient and provider tension during the interaction and timing of 

responses were related to positive patient outcomes of satisfaction and 

compliance. 

Research was lacking on the relationship of structure and the 

interaction process. Knight and Field {1981) in a study of cancer 

patients reported that organizational constraints and frequent patient 

turnover lead to task-oriented, routinized work that minimized the 

effect of the nurse-patient interaction. Nurses avoided certain 

interaction situations with patients due to strict medically oriented 

policies that limited the information they received about patients and 

·what they could share with patients. From later study Field { 1984) 

reported that on a surgical ward, increased division of labor, 

increased delegation by manager, and increased collaboration among 

staff concerning patient care resulted in improved nurse-patient 

interaction. The relationship of organizational structure to the 

process of patient care was shown in both of these studies. 
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The researchers of process and outcome have demonstrated that 

patients want information regarding their health, disease, and its 

therapy, and they want to participate in decision making. Spitzer 

(1988) commented on the importance of meeting consumer expectations: 

"To a great extent, · consumers' definition of quality of care is a 

result of their perceptions of factors important to physical and 

psychologic.al comfort tt ( p. 32) . Nur$es- "are the front line care 

.givers" (Spitzer, 1988, p. 32). ··They are the providers who have the 

most contact with the patient· and his/her family. Based on those 

comments and the findings reported by other researchers, it is 

important that nursing and hospital administrators understand what 

influences the behavior of ambulatory nursing staff because of the 

impact this behavior may have on patient satisfaction and eventual 

health outcomes in ambulatory care. 

Ambulatory care nursing has been defined as including assessment 

and screening for physical and psychological problems, health promotion 

and prevention, education and counseling, clinical decision making, 

relevant information sharing with other professionals, and discharge 

planning (Koerner, 1987; Verron, 1981). To provide high quality care 

that is acceptable to the patient and cost effective, a system must be 

based on collaboration and utilization of personnel and resources to 

their fullest potential. 

Previous researchers have provided evidence that structure, 

process, and outcome are interrelated and that the evaluation of all 

three simultaneously is neces~s~ry to improve the quality of patient 

care. It has been reported in the literature that one aspect of 

resource utilization is the structure of the clinic that dictates 
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nursing practice. Further, researchers have provided beginning support 

for the hypothesis that provider performance in the process of care is 

a key component of ·quality of care. However, research linking. 

nursing unit structure, nursing autonomy, professional job 

satisfaction, and the nurse-patient interaction process has been 

limited. 



CHAPTER III 

Methodology 

The purpose of this study was to examine the relationships among 

nursing unit· structure, nursing autonomy, professional job 

satisfaction, and nurse-patient interaction proposed in the causal 

·model (Figure 4, p. 18), utilizing structural equation modeling. The 

causal model being.investigated in this study was part of the larger 

Structure Interaction Model of Client Health Behavior (Figure 1, p. 6). 

The relationships among ambulatory care nurses' perceptions of the 
( 

structure of the unit (clinic) level nursing organization and their 

perceptions of autonomy, their perceptions of professional ·job 

satisfaction,\ and patient perceptions of nurse-patient interaction were 

_examined in this study. In this chapter, the study design, subjects, 

instrumentation, data collection procedure, and analyses for instrument 

evaluation and hypothesis-testing are described. 

Design of the Study 

Questionnaires were distributed by the investigator to cross-

sectional samples to answer the research question and test the six 

study hypotheses. The" focus · of this study was on the direct and 

indirect effects of the independent variable (structure) on the 

dependent variables (autonomy, professional job satisfaction, and 

nurse-patient interaction). A causal model design with cross-sectional 

samples was selected because this examines the relationship that does 

or does not exist between two or more variables measured at a single 

65 
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time point in a sample from a designated population (Waltz & Baushell, 

1981; Woods & Catanzaro, 1988). 

Structural equation modeling (LISREL) was used to examine the 

theoretical causal relationships among the latent variables proposed in 

the research question. Linear structural equation modeling provides a 

means to simultaneously analyze multiple indicator variables and latent 

or construct variables in a conf.irmatory and hypothesis-testing manner. 

A group of linear equations was solved at one time with the results 

reflecting the dependent relationships (Newcomb, 1990). The linear 

structural relationship model, LISREL, defined and developed by 

Joreskog and Sorbom (1988), .was used in this study and implemented on a 

microcomputer. 

Setting 

The research settings included ambulatory care centers at five 

academic medical center hospitals. Convenience sampling was utilized 

to select the sites. An attempt was made, however, to select sites in 

different geographic locations to increase generalizabili ty. Clinics 

selected within each site were matched according to services provided 
I 

across the settings, so that the same type of clinics within each 

setting were utilized across the study. Patient subjects inclu~ed a 

mix of private patients and clinic patients, i.e., paying and 

non-paying patients. 

Site A was a 1000 bed hospital in a large northeastern 

metropolitan city. Site B was ·a 550 bed hospital located in a large 

midwestern city. Site C was a 550 bed medical center located in a 

southeastern coastal city. Sites D and E were 550 bed academic medical 

centers located in two southeastern cities. 
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Sample 

A total of 150 nurse subjects and 450 matched patient subjects 

were desired for the study. These numbers were based on sample size 

recommendations for LISREL (Kline, 1991; Newcomb, 1990) and literature 

review of typical sample sizes for structural equation modeling 

studies. The actual number of subjects participating was 137 nurses 

and 380 patients. Data from three nurses were eliminated because the 

patients corresponding to the nurse failed to complete questionnaires~ 

· In addition, data from five patients were lost because the nurse 

~orresponding to the patients failed to complete a questionnaire. 

Thus, 134 nurses and 375 patients contributed usable data. 

The total number of patient subjects desired was larger than.the 

number of nurse subjects because the responses of the patients for each 

nurse were averaged to get one set of patient scores for every nurse. 

The purpose of one averaged score was to obtain a more representative 

score on the subscales of the Nurse-Patient Interaction Tool. 

Averaging helped reduce the bias that could have occurred if only one 

patient had responded to the questions. Averaging also helped to 

reduce the bias that might have occurred because of a patient's poor 

diagnosis or poor state of health at the time of completing the 

instrument. After averaging occurred, 134 nurse-patient pairs of data 

points resulted and were used as input for the variance/ covariance 

matrix utilized in LISREL. 

An attempt was made to have the number of nurses divided equally 

among the various settings, however, this was not achieved. 

Criteria for selection of nurses required only that the nurse 

subjects were registered nurses employed in an ambulatory care clinic 
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for at least three months. This time period provided minimum assurance 

that the nurse had a familiarity with the unit organizational struct~re 

(Alexander, 1986). Ambulatory care registered nurses working in the 

specific clinics at each study site were asked to participate in the 

study until the desired number of subjects was reached at each setting. 

At four of the five sites every nurse was asked to participate. When 

clinical nurse specialists , nurse clinicians, .and nurse midwives were 

part of the staff, they also were asked to participate. 

Patient participation was·elicited independently from the nurse's 

participation, but during the same time period. Each nurse in the 

study was asked to·solicit the participation of three patients they had 

seen in the clinic. To avoid bias in selection of patients by the 

nurse, nurses were requested to ask the first three patients who met 

the criteria. Criteria for selection of patients were that (a) the 

patient was seen by a nurse who participated in the study and (b) 

the ·patient spent at least five minutes interacting with · the nurse 

about his/her health concern, about health education, or about 

procedures or aspects of care. Patients could have seen the nurse only 

once or seen the nurse regularly. The average of their scores on the 

Nurse-Patient Interaction Tool provided the data used in the overall 

analysis. 

Patient's data collection took place at the end of their clinic 

visit. Completion of the nursing instrument may have occurred before 

or after the patients completed their questionnaires. 

Instrumentation 

Measurement of the study's constructs--unit structure, autonomy, 

prbfessional job satisfaction, and nurse-patient interaction was 
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accomplished by use of the following instruments: the Flexibility of 

Structure Instrument (Alexander & Randolph, 1985}, the Nursing Activity 

Scale (NAS} (Schutzenhofer, 1987}, Measurement of Work Autonomy 

(Breaugh, 1985}, the Job Characteristic Index (Munson & Heda, 1974}, 

and the Nurse-Patient Interaction Tool (N-PIT} (Krouse et al., 1988}. 

Flexibility of Structure Instrument 

Nursing Unit structure was measured by ·the Flexibility of 

Structure Instrument (Alexander & Randolph, 1985}. The Flexibility of 

Structure Instrument is a 14-item questionnaire with a 5-point Likert 

scale response format for measuring a nurse's perception of the degree 

of flexibility of relationships among the personnel in his/her s~tting •. 

Respondents· are asked to select responses that best represent their 

perceptions of the clinic's structure. Permission to use the Structure 

Instrument (1982} was obtained from the author (Appendix A}. No 

changes were necessary for adaptation to ambulatory settings. The 

instrument was selected for its simplicity and the presence of 

structural concepts contained in other instruments. The instrument has 

been reported to take about 15 minutes to complete. 

Anchors for the 5-point Likert scales are 1 = never, 2 = seldom, 3 

= sometimes, 4 = often, and 5 = always. The scoring is such that 1 

indicates mechanistic structure {inflexible} and 5 indicates organic 

structure {flexi~le}. Five items are worded positively toward 

structure, and nine items was worded negatively {in which ca~e the 

·scoring was reversed}. The instrument measures three dimensions of 

structure: vertical partic~pation, horizontal participation, and 

formalization. 
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Vertical participation is the degree to which supervisors seek 

inputs from subordinates for decision making and how often the 

subordinates must consult with superiors concerning job-related tasks 

and decisions. Seven items make up this subscale. Total scores for 

this scale range from 7 to 35. A high score indicates flexibility of 

structure, with decreased hierarchy, and increased professional 

participation in decision making (Alexander, 1982). 

Horizontal participation is the attitude toward involvement of 

individuals with peers in decision making and definition of tasks. 

This subscale has five reverse-scored items, and total scores range 

from 5 to 25. A high score indicates flexibility of structure, with 

decreased hierarchy and a positive attitude toward individual 
I 

involvement in decision making (Alexander, 1982). 

Formalization is the extent to which rules, procedures, and 

instructions exist and are used. There are two reverse-scored items in 

the subscale, with total scores ranging 2 to 10. A higher score 

indicates flexibility, with fewer rules and procedures (Alexander, 

1982). 

Structure is measured on a continuum from organic (flexible) to 

mechanistic (inflexible, bureaucratic) for each subscale. A higher, 

more positive score on the structure dimensions suggests a unit with 

more organicness or flexibility, professional participation in decision 

making, and fewer rules and procedures. Similarly, a lower score on 

structure dimensions implies a unit with more inflexibiiity and less 

professional participation · (Alexander, 1982). A medium score 

indicates semi-flexible structure. 
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Alexander's (1986) instrument was adapted from an instrument 

developed by Leifer and Huber (1977). Leifer and Huber based their 21-

item instrument on the empirical findings of Duncan (1971). Duncan's 

(1971) original instrument examined the dimensions of participation in 

work decisions, formalization, hierarchy of authority, impersonality in 

decision making, and division of labor. Leifer and Huber (1977) 

utilized factor analysis· on the data. The results of that analysis 

showed that each of ~he five dimensions loaded on one factor they 

called structure of the organization. 

On the original 21-item instrument of Leifer and Huber (1977), 

the Spearman-Brown reliabili ties of six factors were reported to be: 

Hierarchy of aut~ority .91, impersonality of decision making .72, rules 

and procedures .74, division of labor .65, participation in strategic 

decisions ·.81, and participation in work decision making • 78. When 

factor analyzed with respect to the organicness as opposed to perceived 

environmental uncertainty, the scores of all six factors were high and 

included the structure variable. Mean scores of each measure were 

averaged to obtain organicness score. Eigenvalues were all above 3.04 

(Leifer & Huber, 1977). 

In the early work of Alexander (1982) using the 21-item 

instrument, 12 items loaded on three factors. Initial validity and 

reliability of the Flexibility of Structure Scale (Alexander, 1982) 

were evaluated with convenience samples of nurses in acute care and 

nurses in psychiatric care. Work on the instrument in long-term care 

and ambulatory care has just begun and the results were not available. 

Reliability was calculated using the Spearman-Brown formula. This 

method estimates the "internal consistency (reliability) of an 
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instrument by correlating scores on half of the measure with scores on 

the other half" (Polit & Hungler, 1983, p. 622). 

In the first group, Alexander (1982) utilized the 21-item 

instrument in a sample of acute care nurses (~=160) and three factors 

evolved, with a total of 12 of the 21 items loading on the factors of 

vertical participation, horizontal participation, and formalization. 

Spearman-Brown reliability coefficients of .74 

participation, • 67 for horizontal participation, 

i 

fpr vertical 

ahd G61 for 
I . 

formalization for 12 of the 21 items were reported by Ale~ander (1982). 
! 

Five of the 21 items did not load with any factors and we:re eliminated 

in the later instrument. Four of the 21 items loaded lat less than 

.40. 

Alexander (1986) used the 21-item tool again in ~ second sample of 

acute care nurses (~=318) and reported Spearm~-Brown reliability 

coefficients of . 74 for vertical participation, . 67 for horizontal 

participation, and . 55 for formalization for the same 12 i terns which 

loaded on three factors in the original instrument. Two items that had 

originally loaded on the vertical participation factor in the 1982 

Alexander study, in this study loaded on the horizontal 

participation factor. Also, two new items loaded on vertical 

participation. Alexander (1986) reported that these 14 items loaded at 

the . 50 or higher level on three factors: vertical participation; 

horizontal participation, and formalization. 

Making these changes in the instrument, the total number of items 
r 

became 14, and the Spearman-Brown correlation coefficients were 

recalculated and found to be; .76 for vertical participation, .72 for 

horizontal participation, and .55 for formalization. Eigenvalues 
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reported for the three factors were: 3.67 (Vertical Participation), 

1.98 (Horizontal Participation), and 1.62 (Formalization) in the 1982 

study; and-3.67, 2.09, and 1.34, respectively, in the 1986 study. 

In the study of structure on psychiatric units (g=92), Alexander 

(1990b) reported Spearman-Brown reliability coefficients of .80 for 

vertical participation, .30 for horizontal participation, and .74 for 

formalization. No explanation was given for the low .30 reliability. 

Factor analysis results in the studies cited were believed by 

Alexander (1986) to lend support for the construct validity of the 

revised instrument. Criterion validity for the Alexander (1986) 

instrument was established by comparing results from validity check 

questions administered concurrently with regular questionnaires. 

Significant correlations were reported between the two, suggesting 

criterion-related validity. 

Nursing Activity Scale 

The Nursing Activity Scale (NAS) (Schutzenhofer, 1988) is a 30-

item, summated behavior rating scale with a 4-point Likert response 

format for measuring characteristics of professional behavior, 

specifically professional autonomy among professional nurses. 

Schutzenhofer (1988) defined professional autonomy as the "practice of 

one's occupation in accordance with one's education, with members of 

that occupation governing, defining, and controlling their own 

activities in the absence of external controls" (p. 3). Most of the 

items are not specific to a particular area of nursing. After 

consultation with Dr. Schutzenhofer (August 30, 1991), several words 

were changed1 to make the questionnaire appropriate for the ambulatory 

care setting. In addition, one item was deleted because it was 
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specific to an acute care situation. Permission to use the Nursing 

Activity Scale (Schutzenhofer, 1988) was obtained from the author 

(Appendix A) • 

The instrument takes approximately 15 minutes to complete. 

Anchors for the 4-point scale are: 1 = very unlikely of me to act in 

this manner, 2 = unlikely of me to act in this manner, 3 = likely of me 

to act in this manner, and 4 = very likely of me to act in this manner. 

The questions describe situations in which the nurse must take some 

action that· requires the exercise of professional judgment. The 

instrument is scored by weighting items on a scale of 1 to 3 (low to 

high). Scores can range from 60 to 240 and are based on the summation 

of weighted item scores. 

The conceptual basis for the instrument was nursings' dependency 

on autonomy of individual practitioners, with education and the work 

environment as the means to increase autonomy of nursing. Existing 

instruments did not measure the behaviors characteristic of 

professional autonomy. A pool of 29 i terns was developed from the 

nursing literature and from a survey of deans, clinical nurse 

specialists, and directors of nursing. Content validity was evaluated 

by using content experts in item development and peer review 

(Schutzenhofer, 1988). 

Initial validity and reliability were established during two 

stages. First, . content validity was obtained by developing the 

original 29 items from a review of the nursing literature and a survey 

of nursing deans , service administrators, and clinical nurse 

specialists. These items were not specific to any clinical area, but 

described situations in which a nurse must act with some degree of 
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autonomy. A panel of nursing faculty rated the items as high, 

medium, or low levels of autonomy. Interrater reliability for the 

i terns was set at . 80 or higher. Only items with . 80 or higher were 

kept in the instrument. The resulting 12-item instrument was 

distributed to two groups of RNs for testing. Group I (n=68) were RNs - -

in a baccalaureate completion program and Group II (g=133) were RNs in 

the St. Louis area. 

The Guttman (cumulative scales) scaling technique was utilized to 

demonstrate scalability. This method requires developing a number of 

items of increasing intensity regarding a construct. The scales are 

usually a homogenous set ·of items, related to only one construct. 

Participants are asked to agree or disagree with a series of i terns 

representing a hierarchy ·(Woods & Catazaro, 1988). The Rep 

coefficient of reproducibility is the critical statistic for Guttman 

Scale analysis. In _this study, Reps of • 81 and . 82 were obtained for 

the two groups . Although short of the . 90 level required, they 

demonstrated a trend toward scalability (Schutzenhofer, 1988). 

During the second stage of development, the instrument was 

expanded to 30 i terns . The new instrument contained the 12 original 

items, 6 addi tiona! items from the original pool of 29, and 12 new 

items developed by the faculty consultants. The items were rated again 

by doctorally prepared faculty. The 30-item instrument was then sent 

to a random sample of RNs (g=500) . These nurses served as experts in 

analyzing autonomy . and established content validity (Schutzenhofer, 

1988). 

Reliability of the scales was evaluated using Cronbach' s alpha, 

yielding a reliability coefficient of .91 for the first stage and .92 
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. for the group in stage two testing. Testing of the instrument with two 

convenience samples (g=58 and g=62) yielded reliability coefficients of 

r = .68 and .79 using a test-retest approach (Schutzenhofer, 1988). 

A study of nurses (g=543) is presently underway using the 

instrument and examining the relationship of selected nurse 

characteristics and professional autonomy. The Cronbach' s alpha has 

.been reported to be .82 (Schutzenhofer, 1991). 

Work Autonomy Scales 

Autonomy was measured by the Work Autonomy Instrument {Breaugh, 

1985). The Work Autonomy Instrument measures three distinct types of 

work autonomy using the subscales of work method autonomy, work 

scheduling autonomy, and work criteria autonomy. The instrument has 

been tested using professionals in engineering, architecture, and 

dental hygiene. Permission to use the Work Autonomy Instrument 

{Breaugh, 1985) was obtained from the author {Appendix A). 

The instrument consists of nine questions, three in each subscale. 

The items are rated using a 7-point Likert-type format. On a continuum 

from 1 to 7, 1 equals strongly disagree and 7 equals strongly 

agree. Each subscale is totaled independent of the others. 

The instrument was developed from a review of the job 

characteristics literature. That review culminated in the proposition 

that autonomy could not be measured as one global concept if a complete 

understanding of autonomy was to be achieved. Breaugh {1985) believed 

that the concept of autonomy was complex and that there were several 

facets of autonomy. The following facets of autonomy.were defined by 

Breaugh ( 1985) : 
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Work method autonomy. The degree of discretion/choice 

individuals have re~arding the procedures (methods} they utilize 

in going about their work. 

Work scheduling autonomy. The extent to which workers feel 

they can control the scheduling/ sequencing/ timing of their work 

activities. 

Work criteria autonomy. The degree to which workers have the 

ability to modify or choose the criteria used for evaluating their 

performance. (p. 556} 

The nine questions on the instrument are focused on the 

inqividuals' perceptions of autonomy. This is because organizational 

theory literature supports the belief that it is a person's perception 

of their autonomy that affects their reactions to the job. 

Breaugh ·(1985) reported that reliability was assessed using test

retest reliability (Pearson product moment correlations} and internal 

consistency coefficients (Cronbach's alpha}. Construct validity was 

tested by examining the factor structure of the autonomy items, the 

stability of the factor structure across two samples, and correlations 

of the autonomy .scales with other associated variables. It was 

expected that the three subscales of autonomy would be moderately 

intercorrelated. Two studies were conducted in different organizations 

to evaluate the reliability, validity, and importance of the three 

facets of autonomy. 

Breaugh's {1985} sample consisted of employees (g=97} in a 

large midwestern organization. The subject's educational 

backgrounds were varied. The 9-item autonomy instrument was 

compared with three other autonomy and satisfaction instruments: the 
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Hackman and Oldham autonomy scale, Hackman and Oldham's 

satisfaction scale, and Lawler and Halls' job involvement index. The 

questions on the instruments were administered a second time, one month 

later, to obtain test-retest reliability. 

A second study was conducted among technical-professional 

employees (!!=312). The purpose of the .second study was to assess 

the generalizability of the first study. 

Internal consistency reliability coefficients (alphas) reported 

for the two studies were in the acceptable range of .70 or greater for 

new scales {Nunnally, 1968): method (.92/.91), scheduling (.81/.81), 

and criteria (.77/.83). Test-retest coefficients for the first 

study were: method (.76), scheduling (.71), and criteria (.65). The 

average intercorrelation among the three scales for the first study was 

.29 and .42 for the second. These correlations were acceptable and 

indicated the subscales were similar, but not redundant (Brink & Wood, 

1989). 

Items loading at .40 or greater were used to define factors. 

Eigenvalues were not given. To assess the stability of the factors 

over two samples, congruence coefficients of .94 and .98 were reported 

for the two studies. Values greater than or equal to • 90 were 

indicative of factor stability {Harmon, 1971). 

Another test of construct validity utilized in the· study examined 

the relations between constructs (Nunnally, 1978). Correlations 

obtained for both studies between the autonomy scale and three other 

scales that measured satisfaction, performance, job involvement, and 

autonomy established construct validity. In each case the results 

indicated the relationships were significant as hypothesized. Autonomy 
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correlated with autonomy, satisfaction, and job involvement; and 

performance correlated positively with all. three ~utonomy facets. 
" 

Breaugh and Becker {1987) reported on four additional studies to 

test the reliability, validity, and importance of the three facets of 

the Work Autonomy Scales. The purpose of these studies were to test 

experimentally the construct validity, perform confirmatory factor 

analysis for construct testing, and further explore the need for three 

facets of autonomy. In every study, coefficient alpha was greater than 

.75, the goodness-of-fit index was .95 when confirmatory factor 

analysis was done and factor loadings were greater than .67 

In a recent study by Brady, Judd, and Javian (1990), using the 

instrument with 89 dental hygienists as participants, the authors 

reported that only one factor was extracted (average loading was .75). 

They further reported a coefficient alpha of .94 for the 9-item scale. 

The subscales were not independent and intercorrelations among the 

subscales were • 73 (. 3 to . 7 is recommended for intercorrelations of 

subscales) {Nunnally, 1978). Brady et al. {1990) believed that because 

they used professionals who see autonomy. in all spheres of their work, 

this negated the need for three subscales. 

Job Characteristics Index 

Professional satisfaction was measured by the Job Characteristics 

Index (Munson & Heda, 1974) • The Job Characteristics Index is a tool 

specifically designed to measure satisfaction among hospital nurses. 

Personal conversation with Dr. Munson (July 9, 1991) indicated it is 

also appropriate for ambulatory care nurses because it was developed to 

measure job satisfaction ·for any group of nurses. Permission was . · 
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granted by the author to use the instrument (Appendix A). The 

instrument consists of a set of five, 3-item indices. 

The 15 i terns are asked twice on the instrument. On the first 

part, each item has two different responses. Each question asks for 

the amount of satisfier a -nurse perceives as available and the 

"yardstick" by which the nurse judged the adequacy of this amount. 

They are answered on a 7-point· Likert-type scale anchored by the terms 

"none at all" for 1 to "maximum" for 7. These items CQmprise the 

satisfaction index. The questions on part two correspond to the 

importance a nurse attaches to this component of satisfaction. These 

questions are answered on a 5~point Likert-type scale anchored by the 

terms "among the less important" for L and "among the most important" 

for 5. 

Thus," three elements of satisfaction are measured by the 

instrument, producing three scores for each of the five subscales of 

the instrument. The three elements of satisfaction and their scores 

are as follows: 

1. The amount of satisfier a person perceives as available or 

objective job conditions; this score is the response to part a and 

termed (a). 

2. The yardstick by which the individual judges the adequacy of 

this amount or the person's evaluation ·of goodness of job conditions; 

this score results from subtracting the response in part a from the 

response in part b and is written (b-a). 

3. The third element is the relative importance the individual 

attaches to specific job characteristics; this score results 

by multiplying the score obtained for the response in part three, 
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called I, times the (b-a) score, it is written [I(b-a)] (Munson & Heda, 

1974). For the purposes of this study only the (b-a) score was 

utilized. 

The 5 subscales for measuring job satisfaction are: 

1. Intrinsic task satisfaction -- satisfier of self-actualizing 

needs. This includes fully using skills and abilities, opportunities 

to do important worthwhile things, and self-fulfillment in the job. 

2. Involvement satisfaction -- satisfier of ego needs, as shown 

in a desire for power with or over others. This includes authority to. 

direct others, to share in the determination of methods and procedures, 

and the opportunity .to share in setting hospital· goals. 

3. Task variety satisfaction-- satisfier of work. needs, as shown 

through prestige of job, accountability for work, and variety of tasks. 

4. Interpersonal satis·faction -- satisfier ~f belongingness needs 

as shown in a desire for warmth in personal relations. This includes 

working with likable people, unders t·anding by others, and opportunity 

to give help to people. 

5. External satisfaction -- indirectly related to many needs, but 

directly reflecting the satisfaction with employment . as a device for 

satisfying such needs off the job. This includes job security, 

financial rewards, and fairness of conditions. 

For the purposes of this study, only the subscales of 

intrinsic, task variety, and involvement satisfaction were utilized in 

data analysis. These indices pertained directly to unit structure and 

nursing autonomy. 

Munson and Heda (1974) developed the Job Characteristics Index by 

adapting the original work of Porter and Lawler (1968), which 
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conceptualized job satisfaction in terms of Maslow's hierarchy of 

needs. The instrument was selected because it focused on higher order 

organizational job satisfiers for professional nurses, rather than 

individual needs satisfiers. ·This instrument allows the researcher to 

identify salient need levels of individuals and the degree to which 

deficiencies are felt in meeting them {Munson & Heda, 1974) . The 

original instrument had a total of 13 items, four indices with three 

items in each index and one general satisfaction item. The present 

instrument has 16 i terns, five groups of three i terns each and one 

general satisfaction question. 

Initial reliability and validity were established during pilot 

testing {g=55) and in the original instrument testing with 351 nurses. 

To evaluate construct validity three areas were examined using matched 

pairs and matched groups: consistency in individual reports of 

satisfaction when respondents face a similar work environment, 

differences between respondents from different work groups, and 

satisfaction scores. The findings of Munson and Heda' s { 1974) study 

supported that the instrument "does ha~e the properties ascribed to it" 

{p. 165}. The construct of satisfaction in this instrument can be 

characterized as · an organizational variable based on the results of 

these tests. 

Content validity was established . during the development phase. 

Extensive review of the literature and r~view of the work of the 

instrument by Porter and Lawler (1968} led to the existing instrument, 

which was a modification of Porter and Lawler's. 

Reliability was assessed using Spearman-Brown split-half 

reliability and item-total correlations. Split-half reliability for 
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the original 13-item scale was· reported to be .85. Internal 

consistency, Cronbach' s alpha, using item-total correlations, ranged 

from .33 (.50} to .63 (. 77}, . with a ~ean correlation of .44 ( .61} 

(Munson & Heda, 1974}. Values in parenthesis indicate the coefficients 

corrected for· length by the Spearman-Brown formula .(Munson & Heda, 

1974}. Test-retest'was not done in the initial testing, but Munson and 

Heda (1974} reported that Porter found .65 to .70 correlations between 

responses taken a few weeks apart. 

Lucas (1991} utilized the ·instrument with a sample of nurses 

(g=505} to examine the relationship of nurses' perceptions of 

management styles with professional satisfaction. Lucas utilized 

individual index group mean scores and a total of the index mean scores 

for the total satisfaction score. Cronbach's alpha was reported to be 

.89 in the Lucas {1991} study. 

The four nursing instruments (described above} and eight 

demographic questions were put together into an 8 1/2 by 11-inch 

booklet to make up the 8-page Ambulatory Nursing Q~estionnaire 

utilized in the present study (Appendix B}. General directions for 

each of the instruments were shortened and made uniform throughout the 

present study's instrument. Directions specific to an individual 

instrument were placed in the. Ambulatory Nursing Questionnaire 

unchanged. 

Nurse-Patient Interaction Tool 

The Nurse-Patient Interaction Tool (N-PIT} (Krouse et al., 1988} 

measured patient perceptions of their interaction with the nurse. The 

tool is a 28-item questionnaire with a 4.:..point Likert response format. 

Permission to use theN-PIT {Krouse et al., 1988} was obtained from the 
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author (Appendix A). Four elements of the interaction are measured 

with this instrument: per~eptions of empowerment, adequacy of nurse's 

communication, positive attitude, and agreement with plan. Patients 

are asked if they felt control during the visit or were frustrated. 

Anchors for the 4-point scale are 1 = not all to 4 = a great deal. 

Mean scores are calculated for each of the four factors. The 

instrument takes approximately 10 minutes to complete. 

The theoretical basis of this inst~ument was Orem's. General Theory 

of Self-Care. It involves four major components: (a) returning 

control of health care to the patient, {b) ·decreasing feelings of 

helplessness, (c) allowing greater participation by patients in care, 

and (d) increasing perceptions of control and power during interaction 

(Krouse et al., 1988). Krouse and Roberts (1990) suggested that 

encouraging active· participation by patients in their care and plans 

for that care would increase patient perceptions of their power, 

control, and satisfaction, and lead to better compliance. Based on the 

above premises, a pool of 44 items was developed and patients were 

asked to respond to them concerning their interaction with the nurse in 

a clinical situation. 

Initial reliability and validity testing was done using the 44-

i tem. instrument on a sample of 84 patients. Student nurses were 

assigned to one of three groups, each trained with a different 

interactive style. Patients were assigned to one of the three groups 

and thus experienced one of three interactive styles when they received 

care. The patients responded to the interaction using the Nurse

Patient Interaction Tool. Initial reliability and validity indicated . 

overall consistency {Cronbach' s alpha = • 76). Principal components 
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factor analysis revealed 12 factors; eigenvalues were all greater than 

1.0. Varimax rotation then was performed and four factors were 

extracted: Factor 1 (11 items, Control vs. Powerlessness) had a 

Cronbach's alpha of .93; Factor 2 (11 items, Agreement with Plan) had 

an alpha of .90; Factor 3 and Factor 4 had weak reliabilities and were 

not included in future pilot tests (Krouse et al., 1988). 

The construct of active negotiation predicted that patients who 

had act1ve involvement and control over the nurse-patient interaction 

perceived more control and were more likely to comply. Comparison of 

· groups {with and without active participation) was used in establishing 

.construct validity. Based on these results, the scales appeared 

sensitive to detecting differences in nurse-patient interaction styles 

(Krouse et al~, 1988). 

A second sample (g=100) involved emergency room patients. The 44-

item instrument clustered into- four factors of 28 items. These four 

factors explained 41% of the total variance occurring in the nurse

patient interaction. -When ·examining just the 28 items that 

factored-out, overall internal consistency of the revised 28-item 

Nurse-Patient Interaction Tool was .82 (Cronbach's alpha). The 

variance explained in the revised version was 52%. Each of the 

subscales had Cronbach's alpha coefficients greater than .70, a 

criterion accepted as indicating good reliability of a new scale 

(Nunnally, 1978). 

The third sample {n=98) included patients who were undergraduate 

students in a university health service. The Spearman-Brown 

coefficient for the overall scale was .88, which demonstrated good 

internal consistency. Factor analysis, using varimax rotation, 
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extracted four factors explaining 57% of the variance. Internal 

consistency (Spearman-Brown) of Factor 1 (Agreement with Plan) was .93. 

Factor 2 (Powerlessness) had a coefficient of .91. The third Factor 

(Intent to Comply) had a low internal consistency of .54, as did the 

last subscale (Feelings of Coercion) at .54. Eigenvalues were greater 

than 1.5. Items with factor loadings greater than or equal to .50 were 

included in the final scale. In the overall sample just described the 

internal consistency was .86 (Spearman-Brown formula), and the variance 

explained by the four factors was 53%. 

Construct validity began during the pilot testing. Significant 

differences were noted between patients involved in either active or 

non-negotiated interaction. Construct validity was further supported 

in the second·and th~rd study. Construct validity for the first two 

factors was also supported by correlation of scores on each factor with 

specific answers on patient and nurse exit questionnaires distributed 

in the emergency room study. The authors reported beginning validation 

of the two final subscales. Although it is not a reliable form of 

construct validity (Carmines & Zeller, 1989), factorial validity was 

demonstrated through consistent item loading~ on two of the four 

factors during the three investigations. It also showed consistent 

loadings on the final two factors in the third study (Krouse, Krouse, & 

Roberts, 1991). 

The 28-i tern Nurse-Patient Interaction Tool (Krouse et al. , 1988) 

and seven demographic · questions were. put into a 4-page 8 1/2 x 

11-inch booklet for the patients (Appendix B). The large size was used 

to improve readability for patients. Items and order of q~estions were 

unchanged in the new format. Additional explanation was give_n on how 
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to complete the 4-point scale, using simpler language than in the 

original instrument. 

Pilot Study 

A pilot study was done· to pretest the questionnaire for this 

study. In addition, this pilot study assisted the investigator to 

understand the logistics of administering the instruments to the two 

sample groups and the specific problems that might arise in dealing 

with a variety of different clinics. The procedures for the pilot 

study were basically the same as those described in the procedure 

section of this report. The final procedures .for the study were the 

result of minor changes made after the- pilot s.tudy. The exact nature 

of these changes is noted below and under "Procedure." 

A pretest of the Ambulatory Nurs.ing Questionnaire and the Nurse

Patient Interaction Tool was done with 15 ambulatory care nurses and 45 

patients from an ambulatory care clinic. Nurses were approached, the 

study explained, and the nurses asked to participate. The nurse 

~selected three patients and asked them to participate. In addition to 

completing the questionnaire, the nurses and patients were asked to 

answer several questions concerning the clarity of the items and to 

indicate any problems they had in completing the instrument. 

The Ambulatory Nursing Questionnaire took the nurses in the pilot 

study an average of 25 minutes to answer. Twelve of the nurses in the 

pilot study reported that the directions and format of scales were 

clear and simple to understand. Two nurses commented that several 

questions in Part one were "confusing"; another thought the spread on 

the 7-point scale was difficult to respond to; and one felt the 

instrument was lengthy and difficult to complete during clinic hours. 
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The final form of the Ambulatory Nursing Questionnaire was 

unchanged from that of the pilot instrument. The investigator believed 

that although "confusion" over an item was an important issue, it could 

be resolved without instrument changes . Due to the nature of the 

study, the research question, and the type of analysis required, the 

length of the questionnaire was not changed. A clearer explanation of 

how to respond to the scaling and the allowance of more time for 

questionnaire completion were utilized to resolve the previous 

problems. 

The Nurse-Patient Interaction Tool took patients an average of 10 

minutes to complete. Three patients required assistance in reading the 

questions on the tool. Patients generally stated the directions and 

format of scales were clear and easy . to understand. Overall , they 

responded that the format of the answers was not difficult to follow. 

Four of the 45 patients commented that the questions on treatment 

and medicine were difficult to answer. The patients commented that 

either there was not discussion of treatment, the nurse did not give 

an opinion on treatment, or only physicians dealt with treatments and 

medicine. These comments did not appear to deal with the questions 

themselves, but with the actual interaction the patients experienced 

with the nurses. As a result, the instrument was not changed in the 

formal study. 

Missing data were present on a few of the patient questionnaires. 

It was emphasized to the nurses in the study that they must stress the 

importance of completing the entire questionnaire to patients. 

As a result of the pilot study, it was recognized that it would 

not be possible to administer and collect nurse and patient 
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questionnaires one clinic at a time and finish the study at a site 

within a week. · Due to constraints on the researcher and those imposed 

by the site, a week was all that was allotted for data collection at 

each site. 

A major reason for the prolonged patient data collection was the 

long period of time it took nurses to identify patients who met the 

study criteria. Criteria for inclusion required a minimum of a 5-

minute interaction 

patient's illness; 

with 

the 

the nurse· regarding some 

patients' concerns about 

aspect of the 

their illness, 

treatments, medications, or followup; teaching; counseling; or care 

planning. The nurses selected the first three patients who met the 

criteria. Patients could be new or returning patients. 

At the pilot site, it was found that nurses were not involved with 

enough patients, as defined by the criteria for selecting patients, to 

select three patients attending a particular clinic. The nurses needed 

at least two days to select the patients. The nurses reported they did 

not have time to spend with patients because of the volume of patients 

seen, the type of clinic being held, the physician control in the 

clinic, and the rapid time period in which patients moved through a 

clinic. 

As a result, the investigator found it necessary to distibute all 

the questionnaire envelopes to the nurses within the first two days at 

the site. This allowed the nurses several days to complete their 

questionnaires and distribute questionnaires to their patients. The 

investigator then rotated among all the clinics and assisted patients 

and nurses when necessary, and collected completed questionnaires. 
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Procedure 

This study was approved by the Human Assurance Committee at the 

Medical Coilege of Georgia (Appendix C). In addition, approval was 

obtained from the five sites participating in the study. The informed 

consent document was modified for each ·site to m~et requirements of the 

individual centers. A copy of the general informed consent is contained 

in Appendix C. 

The Ambulatory Nursing Questionnaire and the Patient Interaction 

Tool were coded and put into separate . 9 x 12-inch coded envelopes. 

Each Ambulatory Nursing Questionnaire had three Nurse-Patient 

Interaction Tools with the same code. Separate informed consents for 

patients and nurses, attached to the front of the envelope, explained 

the purpose and details of the study and assured confidentiality and 

voluntary participation. Site A had an additional letter in each 

envelope that described the details of the study in a shorter format 

than the informed con.sent document. Patient envelopes also contained a 

pencil. Completion of the questionnaire by the individual, for both 

the nurse and patient groups of subjects, was considered consent to 

participate. Nurses and patients were directed to place the completed 

forms back in the envelope, seal it, and return it to the clinic 

receptionist or the investigator. 

Based on the pilot study it was found that small groups were the 

best way to distribute the questionnaires. Due to . the different 

physical settings of the clinics at the various sites, the method for 

distribution of the nurse and patient envelopes varied slightly at each 

center. The researcher met with the nurses at preset times, for about 

15 minutes, to discuss the study and distribute the instrument packets. 
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In order to meet with every nurse in the clinic settings, distribution 

of the packets often took several days at the larger sites. Ambulatory 

care nursing administration personnel assisted with the distribution of 

the instruments by informing staff of the study, providing clinic 

schedules to the investigator, and setting up the staff meetings. 

The meetings were held either individually or in small groups in 

the nurses' respective clinics or in a general staff meeting. At every 

meeting the purpose of the study, the requirements of nurses 

participating in the study, the requirements of the patients, how 

patient packets should be distributed and collected, and the general 

information contained in the informed consent. document was explained 

to the nurses. 

The researcher explained the criteria the nurses· should use for 

·selecting patients to participate. The criteria were unchanged from 

the pilot study. In addition, nurses were ins true ted on how to ask 

patients if they would like to participate in the study and how to 

explain the study to their patients. Once patients were 

identified, nurses participating were asked to say to patients: 

The clinic is involved in a study to learn about your (the 

patient's) feelings about your visit with me {the nurse). We 

would like you to answer a few questions that will take you about 

10 minutes. A nurse is available in the waiting area to help you 

complete the questions if you need assistance. Your name will not 

be anywhere on the form.. It is up to you, if you do not want to 

participate it is ok. Would you like to be part of the study? 

If there were refusals, the nurses were requested to continue to ask 

patients until three patients consented. 
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Each nurse received four coded envelopes, inciuding one nurse 

and three patient envelopes. Nurses' names were matched with the coded 

envelopes given out and recorded by the investigator. This was done 

for the purpose of collecting completed packets from the various 

clinics. Only. the investigator- had access to the list of names, and 

after all the envelopes were collected the lists were destroyed. 

Nurses were given a minimum of two days to complete the 

instrument. Every attempt was made to collect all the nurse 

questionnaires prior to leaving the site. Nurse subjects who did not 

complete the forms in time were asked to mail those forms to the 

investigator in the sealed envelope. Follow-up telephone calls were 

made to the nurses at one to two weeks to remind them to return their 

questionnaires. 

Patients completed the questionnaire at the end of their clinic 

visit. The patient packet was returned to the researcher or the clinic 

receptionist. Patients were reminded to answer every ques.tion: The 

researcher· was available to assist patients who had difficul-ty reading. 

The questions were read to the patient and simple, preset explanations 

were given to patients. At Sites D and E a trained research assistant 

assisted with this 'process. The' investigator met with the assistant 

and reviewed the questions, the extent of explanations to be given, and 

words to use with the patients. The research assistant also was 

observed by the investigator while assisting several patients to assure 

compliance with the research protocol. 

An attempt was made to use clinics common to all settings. The 

general clinics included were Medical, Surgical, Obstetrics· and 

Gynecology, Pediatrics, and Primary Care. Subspecialty clinics of 
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these general areas were Endoscopy, Geriatrics, Renal, Oncology, and 

Neurology. ·At every site, with the exception of Site A, all nurses in 

Ambulatory Care wer~ asked to participate in order to achieve a large 

enough sample. The sample was r~stricted at S.:Lte A due to the large 

number of nurses at the site. Only nurses from clinics which were used 

at the· other sites were asked to participate. The investigator limited 

. the number at that site to avoid weighting of the overall sample with 

the subjects from one site. 

Data from nurse and patient subjects were collected during the 

same time period at each site. Data collection took approximately one 

week at each site and was done during January, February, and March, 

1992. 

Procedures for Analysis 

LISREL 

LISREL modeling is the preferred path analytic method to analyze 

relationships between constructs when the constructs measured have 

multiple observed indicators. It enables the analysis of multiple 

observed indicators and latent variables. simultaneously. Using 

multiple observed indicators adds stability to the data and reduces the 

probability that spurious relationships may confound the results. 

Multiple observed indicators measure various aspects of the latent 

variables more accurately than a single indicator measure of· a latent 

variable, thus reducing measurement error. The LISREL method takes 

into account the multiple indicators of the latent variables and treats 

the measurement errors in its computational process {Lomax, 1982). 

Latent variables are unobserved variables that are represented by 

observed indicators. The model consisted of four observed (x) 
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. indicator variables, ten observed (y) indicator variables, one latent 

exogenous variable, Nursing ·Unit $tructure (STR); and three latent 

endogenous ·variables, Autonomy (AUT) , Professional .Job Satisfaction 

(SAT), and Nurse-Patient +nteraction (NPIT). 

Structural equation modeling was used to examine the postulated 

causal relationships among the latent variables proposed in the 

structural ~quation model (Figure. 5), determine the overall goodness

of-fit of the model, and test the six hypotheses (p. 101). A key to 

the model is presented in Table 2. 

Lomax (1982) stated that "the major goal of L!SREL--type 

structural equation modeling is confirmatory, in the sense of 

substantiating some theory' and exploratory' in the sense of making 

finer theoretical distinctions than were initially hypothesized" (p. 

4). Structural equation modeling has two components: the measurement 

model aspect and the structural or path model aspect. The measurement 

aspect and structural aspect can be used separately or in the full 

structural equation model with latent variables, depending on the 

purpose of the research (Newcomb, 1990). 

The measurement model describes how the researcher expects the 

latent or construct variables to be reflected in the -observed 

indicator variables (Lomax, 1982; Newcomb, 1990). The measurement 

model also provides a means to evaluate the measurement properties of 

the indicator variables (Lomax, 1982). When the measurement component 

is used alone it is thought of as confirmatory factor analysis (CFA). 

Confirmatory factor analysis is used in instrument development of 

scales and to provide conceptual clarification. of constructs or 

construct validity (Newcomb, 1990). 



Figure 5. Structural equation model of the relationship among nursing unit structure, autonomy, 

professional job satisfaction, and nurse-patient interaction. 
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Table 2 

Key to LISREL Modeling Terminology 

Large Circles = Constructs 

~ = Ksi (Exogenous Variable) 

n = Eta (Endogenous Variable) 

Rectangle = Measured indicator variables 

Small Circles = Error terms (residual or unique terms) 

STR (~) -Nursing Unit Structure, inclusive, strength of structure 

scales, latent exogenous variable. 

yl - Vertical participation, structure scale, observed indicator 

variable. 

y2 - Horizontal participation, structure scale, observed indicator 

variable. 

y3 - Formalization, structure scale, observed indicator variable. 

AUT (n) - Autonomy, inclusive, strength of autonomy scales, latent 

endogenous variable. 

yll- Nurse activity scale {NAS), observed indicator variable. 

ylO - Work criteria autonomy, autonomy scale, observed indicator 

variable. 

y9 - Work schedule autonomy, autonomy scale, observed indicator 

variable. 

y8 - Work ~ethod autonomy, autonomy scale, observed indicator 

variable. 

SAT (n) -Professional Job Satisfaction, inclusive, strength of 

satisfaction scales, latent endogenous variable. 

96 

y7 ~ Task variety satisfaction, satisfaction scale, observed indicator 

variable. 

':"~· }:.··,. 
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(Table 2 ~ continued) 

y6 - Inv6lvement satisfaction, satisfaction scale, observed indicator 

variable. 

y5 - Intrinsic satisfaction, satisfaction scale, observed indicator 

variable 

NPIT (n) - Nurse Patient Interaction, inclusive~ nurse-patient 

interaction scales (NPIT, latent endogenous variable. 

yl - Empowerment, NPIT scale, observed latent variable. 

y2 - Agreement, NPIT scale, observed latent variable. 

y3 - Attitude, NPIT scale, observed indicator variable. 

y4 - Communication. NPIT scale, observed indicator variable. 

BETA (D) - Regression path coefficients from one endogenous latent 

variable to another endogenous latent variable, AUT to SAT, SAT 

to NPIT, and AUT to NPIT. 

GAMMA (r) -Regression path coefficients from one exogenous latent 

variable to another endogenous lantet variable, STR to AUT, SAT 

to NPIT, STR to NPIT. 

DELTA (6) - Error terms for the observed X variables. 

EPSILON (e) - Error terms for the observed Y variables. 

ZETA (r) -Error term for the latent dependent variable (equation 

error). 

LAMBDA (~) x - Factor loadings of STR on observed X variables. 

LAMBDA (~) y - Factor loading of AUT, SAT, and NPIT on the observed Y 

variables. 
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The structural or path component of the structural equation model 

describes the hypothesized theoretical relationships among the latent 

construct variables (Lomax, 1982;. Newcomb, 1990). The structural or 

path aspect is a path analytic process that tests relationships among 

latent variables that are measured· by multiple indica.t<;>rs. Structural 

equation modeling allows the paths to be tested for possible causal 

effects present in the data (Newcomb, 1990). 

The pathways or relationships between the latent con::;tructs are 

hypothesized a priori based on theory; the pathways are not generated 

from empirical data (Lomax, 1982; Newcomb, 1990; Yarcheski & Mahon, 

1989). The theoretical basis of the proposed latent constructs and 

paths is critical in causal modeling because substantiating these 

relationships is the confirmatory goal of LISREL-type structural 

·equation modeling (Lomax, 1982). 

The exploratory goal of structural equation modeling is to modify 

the model by making finer distinctions in the model. These changes are 

based on computer-generated specifications derived from the empirical 

data and again substantiated from theory. 

Instrumentation and Data Analysis 

These two asp~cts of analysis were done simultaneously because of 

the nature of LISREL analysis. In order to answer the research 

question and hypotheses and satisfy the major purpose of this study, 

data analysi,s included descriptive statistics of the sample data, 

examination of the internal consistency of the instruments, a test of 

the measurement model using confirmatory factor analysis, and a test of 

the six hypotheses (p. 101) proposed in the structural portion of the 

model (Figure 5, p. 95) using structural equation modeling. 
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Internal consistency. Reliability of the Structure Tool 

(Alexander, 1986) and its subscales, the Nursing Activity Scale 

(Schutzenhofer, 1988), Work Autonomy Instrument (Breaugh, 1985) and its 

subscales, Job Characteristics Index (Munson & Heda, 1974) and its 

subscales, and Nurse-Patient Interaction Tool (Krouse et al., 1988) and 

its subscales were assessed by computing the internal consistency 

using Cronbach's alpha coefficient. 

Measurement model. A test of the measurement model using 

confirmatory factor analysis provided a method to evaluate the 

construct and content validity of the instruments and the overall 

measurement model when the constructs were considered .together. 

Through confirmatory factor analysis the subscales and i terns of the 

instruments were evaluated and the conceptual clarification of the 

latent constructs was achieved (Newcomb, 1990). 

Through the ·measurement mode~ and confirmatory factor analysis the 

researcher -also validated whether the variables did represent the 

latent construct variables. In the confirmatory factor analysis, 

latent construct variables w~re tested to see if they correlated freely 

(also seen in obliquely rotated exploratory factor analysis) or if they 

were uncorrelated (as in orthogonal · exploratory factor analysis) 

(Newcomb, 1990) . 

Confirmatory factor analysis is theoretically stronger than 

exploratory factor analysis because the latent construct variables and 

relations between them were specified a priori to the study and based 

on theory (Kline, 1991). The guidelines proposed by Lomax (1982) were 

followed in the confirmatory factor analysis component. 
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The measurement portion of the LISREL model was evaluated before 

the structural model because the optimal measurement model must be 

established prior to assessing the fit of the total structural equation 

model (Lomax, 1982). Because LISREL used only the factorally validated 

portion of the observed variables to estimate the structural components 

of the model, it was more precise than multip~e regression. 

Construct validity was tested by comparing·the factor loadings of 

the various subscales of a latent construct. High loadings indicated 

the scales measured the same latent construct (Kline, 1991) . In 

addition, discriminant validity was established by evaluating the 

correlations between different latent factors. Discriminant validity 

was established if the correlations were not too high (Kline, 1991). 

Structural equation model. The final part of data analysis 

involved a test of the structural equation model. The structural 

equation model specified the causal relationships, described the causal 

effects, their significance, and the amount of unexplained variance 

among the latent constru·ct variables and their indicators (Joreskog & 

Sorbom, 1988). Figure _5·· (p. 95) shows the structural equation model 

tested in this study and Table 2 (p. 96) provides a key to the 

terminology of the model. 

The following research question based on the proposed structural 

equation model was explored using LISREL-type structural equation 

modeling: To what extent does the causal model explain the 

relationships among nursing unit structure, autonomy, professional job 

satisfaction, and·nurse-patient interaction? 
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The following hypotheses were tested through LISREL analysis: 

1. There are direct po'sitive effects of flexibility of nursing 

unit structure on n\.lrsing autonomy, on professional job satisfaction, 

and on patient-nurse interactions. 

2. There are direct positive effects of autonomy on professional 
r 

job satisfaction and on nurse-patient interaction. 

3. There is a direct positive. effect of professional job 

satisfaction on nurse-patient interaction. 

4. There is an indirect positive effect of flexibility of 

nursing unit structure on professional~ job satisfaction through 

autonomy. 

5. There is an indirect positive effect of flexibility of unit 

structure on nurse-patient interaction through professional job 

satisfaction. 

6. There is. an indirect positive effect of autonomy on nurse-

patient interaction mediated by professional job satisfaction. 

Validity 

Internal validity refers to the relationship between the 

independent and dependent variable (Woods & Catanzaro, 1988). The 

greatest potential threat to the internal validity of the causal model 

tested related to the possibility of faulty interpretation of causal 

influences. Even though a causal model was used to test the impact of 

one variable on another, cause and effect relationships cannot be 

established with this design. This was due to the fact that there was 

no manipulation of variables. However, direct and indirect relations 

within a structural model help to identify significant relationships 

that could imply causality for that particular sequence (Monroe, 
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Visintainer & Page, 1986; Newcomb, 1990). It is important to note, 

however, that different causal models and their paths also may 

represent a good fit with the data {Newcomb, 1990). Thus, analysis by 

LISREL provided a method for evaluating the causal model and 

hypotheses and determining goodness-of-fit of ~he model (Joreskog & 

Sorbom, 1988). However, a good-fitting model did not rule out other 

models. 

Low response rate was another potential threat to the internal 

validity. In this study, questionnaires were distributed and collected 

by the investigator at the sites· to nurse and patient subjects in an 

attempt to increase th~ response rate and diminish this threat to 

validity. The obtained response rate was quite high at 91% for nurses 

and 84% for patients. 

A potential source of measurement error was instrument reactivity, 

particularly because only one procedure (self-report questionnaire) for 

collecting .data was utilized in the study (Polit & Hungler, 1983). 

Subject response tendencies and bias when responding may have accounted 

for the relationships or lack of relationships that occurred. These 

could have enhanced or decreased correlation coefficients. In order to 

identify potential problems with instrument reactivity, the instruments 

were pretested in the pilot study for clarity and other potential 

sources of bias. 

External validity refers to the representativeness or 

generalizability of the study results {Woods & Catanzaro, 1988). The 

external validity of this design was directly related to the 

representativeness of the sample (Brink & Wood, 1989). Because a 

random sample was not possible, sites at different geographic locations 
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in the United States were used to help assure representativeness of 

ambulatory nursing staff at academic medical centers. In order to 

obtain a better evaluation of patient perceptions, three patients for 

each nurse were asked to participate and their responses were averaged. 

Averaging helped reduce patient bias and the effect of patients' 

present state of health on their responses . 

. Factors associated with the Hawthorne effect also may have 

affected construct validity. People who know they are in a study may 

distort their responses due to the attention of being studied. This 

may be due to their evaluation apprehension·or their desire to please 

or displease (Polit & Hungler, 1983). Social desirability refers to 

subjects' responding in a particular manner because they think that is 

the expected behavior. Evaluation apprehension refers to subjects' 

anxieties about participating in the study, thus ·influencing their 

responses (Huck, Cormier, & Bounds, 1974). The inve~tigator explained 

the study to the nurses , and the ·informed consent document provided 

further explanation of the study. Thegeneral purpose of the study was 

s ta.ted to the patients ·by the nurses and in the informed consent 

document. 

subjects. 

Study hypotheses were ·not revealed to nurse or patient 

Potential·. threats to statistical conclusion validity in this study 

involved the generation of a Type r·or Type II error. A Type I error 

involves rejection of a true null hypothesis and false conclusion 

of statistically significant results, when in fact there is no 

difference in the population (Munroe et al., 1986). A Type II error 

involves acceptance of a false null hypothesis and false 

conclusion of no statistically significant result. The likelihood of 
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making an incorrect, no-difference conclusion--Type II error--increases 

with small sample sizes and low alpha levels (Cook & Campbell, 

1979) 0 

Protection of Human Subjects 

Human assurance approval was obtained ·at each site. Assurance of 

protection of human rights and informed consent to participate in the 

research were obtained from all nurses and patients participating in 

the study. Concerns of nurse subjects could have included ... fear their 

supervisors might learn of their responses to the questionnaire and the 

resultant effect on their job of any negative responses. Patients 

could have been concerned about their future care if hospital staff. 

learned of their negative perceptions of the nurse-patient interaction. 

No physical, social, or legal risks were present in this study. 

Complete confidentiality was assured to the participants and maintained 

to protect the subjects; this eliminated all risks to patients and 

clients. 

The instruments were coded to ensure confidentiality. Coding was 

necessary to allow nurses to be matched with their patients. Each 

nurse received a coded packet with three matching coded patient 

packets. The investigator obtained the names of the nurses and their 

units. for the, sole purpose of collecting questionnaires. Only the 

investigator had access to the code list, and once data collection was 

completed the codes and names of nurses were destroyed. Patients 

agreeing to participate were given a coded packet with the same code 

number as the ·nurse whom they saw. Patient names were not obtained at 

any time .. 
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The potential benefits to be gained by the nurse subjects included 

clearer understanding of the relationship and importance that ·unit · 

nursing structure could have on the autonomy of nurses and their 

professional job satisfaction. Further, it provided evidence of the 
q 

relationships o.f these factors to nurse performance . in the nurse-

patient interaction, as perceived by the patient. This is important 

information for nursing administrators as they attempt to justify the 

importance of professional · practice for the nurse and the impact 

nursing can have on patient outcomes. 

A potential benefit to be gained by patient subjects was a feeling 

that by participating in the study they were contributing valuable 

information that might improve provider respect for patient opinions 

and their overall care and outcomes. In addition, better understanding 

by providers of elements that may affect compl1ance was gained. With 

the assurance of confidentiality it was believed there were no 

potential risks to subjects. 



CHAPTER IV 

Data Analysis and Results 

A ca~sal model was proposed to explain the relationship among the 

variables of nursing unit structure, autonomy, p~ofessional job 

satisfaction and nurse-patient interaction. Statistical analysis of 

the proposed model involved five stages of analyses: (a} descriptive 

statistics;_ (b) establishment of measurement reliabilities; (c) 

estimation of measurement models for nursing unit structure, autonomy, 

professional job satisfaction, and nurse-patient interaction; (d) 

estimation of the overall measurement model for the constructs; and (e) 

testing of proposed structural equation model. SPSS, Statistical 

Package for the Social Sciences ( 1990} and LISREL VI, Analysis of 

Linear Structural Relationships (Joreskog & Sorbom, 1985) were utilized 

in the statistical analysis process (Appendix D). 

Demographic Findings 

Description of Nursing Subjects 

The overall nursing sample consisted of 137 nurses from five 

academic medical centers. Of the overall sample, 136 completed the 

demographic information. The mean age of nurses working in ambulatory 

care was 40.8 years. Of the 136 responding to the demographic 

questions 28.7% (g=39} held a diploma in nursing, 19.1% (g=26} had 

associate degrees, 39.0% (g=53) held baccalaureate degrees, 12.5% 

106 
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(g=17) held masters in nursing degrees, and 0.7% (g~l) held a Ph.D. 

as their highest nursing degree. The nurses held a variety of 

positions, but the majority were staff nurses 62.5% (g=85). 

The length of time the nurses worked in ambulatory care averaged 

8. 5 years, with the average length of employment at the setting 8. 3 

years. The nurses in the study represented the following clinical 

areas; medical, pediatrics, surgical, obstetrics and gynecology, 

neoplastics, endoscopy, adolescent health, narcotic rehabilitation, 

renal dialysis, orthopedic, otolaryngology, family practice, primary 

care, and ophthalmology. 

Description of Patient Subjects 

A total of 380 patients participated in the patient portion of the 

study. Of the patients responding to the demographic questions, the 

mean age of the patients was 39.9 years. Seventy-eight percent (g=292) 

were female and 22% (g=82) were males. Sixty-eight percent (g=258) 

completed high school and 32% (g=120) did not finish high school. 

Thirty-six percent (n=137) indicated they attended college. 

Among the patient sample, 81% (g=308) indicated this was not their 

first visit to the clinic. Seventy percent (g=265) stated that they 

had seen the nurse whom they were seeing in the clinic more than once. 

Measurement Reliabilities 

Measurement reliabilities of scales utilized to measure the 

variables·· of the causal model were evaluated to examine measurement 

error as a source of variance. Internal consistency is a form of 

reliability, it examines the covariance among the items of the 

measurement instrument and the items' covariance with the. central 
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construct. High covariance among the items indicates the instrument is 

measuring the same attribute of the dimension {Nunnally, 1978). 

Although use of LISREL analysis, using latent variable path 

analysis, will be affected less by imperfect reliability than observed 

variable path analysis, it does not compensate for measures w.i th poor 

reliability. For a scale to be useful to research "it must lead to 

quite consistent results on repeated measurements and reflect its 

intended theoretical concept" (Carmines & Zeller, 1989, p. 16). 

Therefore Cronbach's coefficient alpha was utilized to assess the 

internal consistency reliability of each measure (Table 3). A total of 

14 observed measures, that were contained within the five measures, 

were utilized in this study. Acceptable alphas for new instruments is 

.70 or greater and for old instruments .80 or greater {Nunnally, 1978). 

Based on these guidelines the measures were found to be sound, with 11 

of the 14 having high internal consistency (i.e., alpha greater than or 

equal to . 70) . The three observed measures below . 70, included the 

formalization indicator of the Flexibility of Structure Instrument, 

with an alpha of .69, the attitude indicator of the Nurse-Patient 

Interaction Tool with an alpha of .63, and the task indicator of the 

Job Characteristics Index, with an alpha of .68. These indicators also 

had a small number of items which could also have contributed to low 

reliability. These values were very close to ·the acceptable · minimum 

reliability for new scales and were therefore included in the analysis. 

Estimation of Measurement Models 

First, the estimation of the measurement model for each instrument 

model will be discussed. This· will be followed by a discussion of the 

analysis of the overall measurement model for the constructs. 
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Table 3 

Internal Consistency of Instruments 

Variable Measure 
Number 

of Items Alpha 

Nursing Unit 
Structure 

Autonomy 

Professional Job 
Satisfaction 

Nurse-Patient 
Interaction 

Alexander's Structure 
Instrument -- Overall 

Vertical P~rticipation Scale 
Horizontal Participation Scale 
Formalization Scale 

Nursing Activity Scale {NAS) 

Work Autonomy Scale -- Overall 

Work Method Autonomy Subscale 
Work Scheduling Subscale 
Work Criteria Subscale 

7 
5 
2 

2g 

3 
3 
3 

Nursing Satisfaction Instrument 
Satisfaction Score Scale - Overall 16 

Intrinsic 
Task 
Involvement 

Nurse-Patient Interaction Tool 

3 
3 
3 

.80 

.83 

.70 

.6g 

.go 

.go 

.g1 

.82 

.81 

.86 

.88 

.68 

.88 

Empowerment Subscale g .75 
Positive Attitude Subscale 5 .63 
Adequacy of Communication Subscale 6 .73 
Agreement. with Plan Subscale 8 .75 

Estimation of the Measurement Models for the Instruments 

The process of estimating each measurement model for the five 

instruments required many steps. The details of these analysis, an 

explanation of LISREL Analysis, and the criteria to evaluate the fit of 

the model and theoretical relationships are included in Appendix D. A 

summary of the results of this analysis is described here. 
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Summary of the Estimation of the Measurement Models for the 

Instruments. In esti-mation of the measurement model for the structure 

instrument, two factors, rather than three were found to significantly 

represent the construct of structure. Six items representing the 

vertical participation dimension and three items representing 

horizontal participation were found to comprise the two factors. The 

other dimension of structure, -formalization, was deleted due to 

questionable squared multiple correlations and poor goo~ness-of-fit 

indices when the items. of this factor were preserit in the model. 

·. Estimation of the measurement model for the autonomy instrument 

had two parts because two instruments were used to measure autonomy. 

First the measurement model for the Work Autonomy Instrument (Breaugh, 

1985) was estimated. Following a series of confirmatory factor 

analyses the original 3-factor 9-item scale was trimmed to two factors 

with 6 items. Factor 1, method autonomy, contained its original 3 

items. · Factor 2, schedule autonomy, contained three items, two 
\ 

original to the factor and one from Factor 3. 

The second part of the estimation of the measurement model for 

autonomy involved the ;measurement model for the Nursing Autonomy Scale 

(Schutzenhofer, 1988). The measurement model for the Nursing Autonomy 

Scale was represented significantly in the final model by nine items. 

The other 20 i terns of the dimension of nursing autonomy were deleted 

due to low factor loadings, non-significant ~-values, low squared 

multiple correlations, and poor indices of goodness-of-fit for the 

model. 

The items were trimmed from the models or moved to another factor 

over several steps to observe for changes in the individual parameters 
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and overall goodness-of-fit indices. Those deleted had weak or 

questionable _loadings in the exploratory factor analysis, non

significant !-values, large modification indices on other factors, and 

low squared multiple correlations in relation to the other . i terns on 

that scale. The final measurement model for Schutzenhofer' s (1988) 

instrument of nursing autonomy is represented by the letters NAS. 

The final measurement model for autonomy r~sulted from the merger 

of the two previously described measurement models. The resulting 

model had three factors, NAS, method autonomy, and schedule autonomy, 

and contained 15 items. 

Estimation of the measurement model for the Job Characteristics 

Index for professional satisfaction required the least amount of 

refinement to the model. The final model contained the original three 

factors: intrinsic, task, and involvement. The number of items was 

reduced from nine to eight, with item 15 deleted and item 6 moved to 

Factor 3. Items 15 and six had high modification indices, suggesting 

they would load better on other factors or that they should be deleted. 

after several confirmatory analyses with those items deleted or moved, 

the measurement model for the satis~action instrument ·was accepted 

based on the fact··that it had the best goodness-of-fit indices. 

The final measurement model for the Nurse-Patient Interaction Tool 

was estimated. The result of the confirmatory factor analyses was a 4-

factor model with 12 of the 28 items form the Nurse-Patient Instrument 

remaining in the model. Decreased variability within and among subject 

responses caused· a problem in the confirmatory factor analysis. 

Convergence of the empirical data with the proposed measurement model 

could not be achieved and the model was not positive definite. The 
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problem with variability had been increased due to the substitution of 

missing data with averages and the use of a covariance/variance matrix 

as opposed to raw data scores. The decreased variability increased 

the colinearity of the items. To resolve these problems the results of 

the exploratory factor analysis were used to select items for deletion, 

because this process was based on raw data scores. The model was 

trimmed using only the highest loading factors and their items from the 

exploratory factor analysis. Confirmatory factor analysis on these 

items resulted . in four factors: empowerment, positive attitude, 

adequacy of communication, and agreement with plan. Each factor had 

three items representing it, and each item loaded on the same factor as 

the original loading on the Nurse-Patient Interaction Tool. 

Estimation of the Measurement Model for the Constructs of Nursing Unit 

Structure, Autonomy, Professional Job Satisfaction, .and Nurse-Patient 

Interaction 

Only those indicators that were most central to the latent 

constructs they measured were included in the final measurement model 

for the constructs and used in the structural equation model. At this 

level of analysis the observed indicators were no longer the individual 

items on the scale, but the factors/dimensions that resulted from the 

previous confirmatory factor analyses for each instrument. This 

measurement model included the 4 latent variables and the 12 observed 

indictors described in the preceding section (Figure 6). 

The validity of this overall measurement model for the constructs 

was evaluated in two confirmatory factor analyses to confirm that the 

proposed factor structure fit the data factor structure. In assessing 

the fit, factor loadings, !-values, squared multiple correlations, Chi-



Figure 6. Measurement model with latent variables and observed 

indicators. 
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square degrees of freedom ratio, goodness-of-fit indices, modification 

indices, and £-value were evaluated. At this level of analysis, 

modification indices were not used to determine items for deletion, but 

were used to determine .which error terms should be correlated. 

A matrix of covariance/variances among all 12 observed indicator 

variables (dimensions) was submitted as input data for the confirmatory 

factor analysis. The results of the confirmatory factor analysis are 

presented in Table 4. 

Table 4 

Confirmatory Factor Analysis for Overall Measurement Model for 

Constructs 

Fit Indices 

Chi . df CJ:?.i/df E GFI AGFI 

64.66 48 1.3 .055 .925 .878 

The overall goodness-of-fit indices presented a good fit of the 

measurement model for the constructs and the measurement model for the 

data. Chi-square was small in relation to the degrees of freedom; E 

was greater than .05 suggesting ·the models were not different; the 

goodness-of-fit index was greater than the suggested .90; and the 

adjusted goodness-of-fit index was close to .90. The factor loadings 

of 11 of the 12 indicators were all appropriate and their corresponding 

t-values were all significant (! > 2.00, E < .05). Only the observed 

indicator of involvement for the latent variable of professional 
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satisfaction had the low factor loading of .13 and a non-significant t

value. 

The squared multiple correlation for involvement was . also low, 

which indicated a low correlation with the construct professional · 

satisfaction. Two other indicators had low squared multiple 

correlations, nursing autonomy with .18, and adequacy of communication 

with .06, however, their ~~values were significant. 

A review of the modification · indices showed error covariance 

between the indicators of task satisfaction and involvement 

satisfaction (TE[6,7]) and involvement satisfaction and intrinsic 

satisfaction (TE[5,6]) for the latent variable of professional 

satisfaction. High modification indices on these observed indicators 

suggested the correlation among their error terms. 

The final confirmatory factor analysis was done on the measured 

model for the constructs. Task satisfaction and involvement 

satisfaction and involvement satisfaction and intrinsic satisfaction 

were freed to c.ovary. 

Because the indicators of nursing autonomy and · adequacy of 

communication were believed to be theoretically important to the model, 

they were kept in the model despite their questionable statistical 

status. The results of this analysis are contained in Table 5. 

A significant change in Chi-square based on the change in degrees 

of freedom occurred from the previous confirmatory factor analysis 

(Table 4, p. 114). The Chi-square degrees of freedom ratio improved, 

the goodness-of-fit indices improved, and there was a large increase in 

E (. 329). All of these indices suggested that the data and the 

measurement model for the constructs were not significantly different. 
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_ Table 5 

Measurement Model for the Constructs, Observed Indicators TE (5,6) TE 

(6,7) of Professional Satisfaction Freed to Covary, Fit Indices 

Fit Indices 

Chi df 

49.68 46 

Chi/df 

1.08 .329 

GFI AGFI 

.906 

The final overall measurement model for the constructs was 

accepted for testing the proposed causal model in its original form. 

This was based on the previously described acceptable goodness-of-fit 

indicators and the theoretical basis of the model. The s true tural 

equation model for testing the relationships among nursing unit 

structure, autonomy, professional satisfaction, and nurse-patient 

interaction using the above measurement model for the constructs· is 

diagrammed in Figure 7. 

The structural portion of the structural equation model tests the 

hypothesized relationship among the latent constructs. Directional 

relationships are hypothesized a priori, with causal inferences made 

that are only as strong as the data (not the. statistical method) can 

support (Newcomb, 1991). 

Test of Hypothesized Causal Model 

The hypothesized causal model was tested using the LISREL VI 

computer program (Joreskog & Sorbom, 1985). The results · of that 
' 

analysis were used to assess the goodness-of-fit of the theoretical 

model with the empirical data. At the same time, the results were 

analyzed to assess the hypothesized relationships among the causal 

model latent-constructs to evaluate the theoretical adequacy of the 
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Figure 7. Structural equation model for proposed causal model testing the relationships among nursing 

unit structure, autonomy, professional job satisfaction, and nurse-patient .interaction. 
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model. Modification of the model, to achieve the "best-fitting" model, 

took place as a result of these analyses. 

The statistics used to assess the goodness-of-fit of the model 

with the data were the same as those used in the assessment of the 

measurement model. (See Appendix D for explanation.} The statistics 

included: (a) the Chi-square test, (b) 

change in Chi-square and degrees of freedom; 

degrees of 

(d) ~2/df; 

(f) goodness-of-fit, and (g) adjusted goodness-of-fit. 

freedom; (c) 

(e) E-value; 

The decomposition of effects from path analysis for each 

respecified model were examined to evaluate the theoretical 

relationships. The signif1cance of the structural coefficients, direct 

and indirect effects' and squared mul t.l.ple correlations for each' path 

analysis of a respecified model evaluating the theoretical 

relationships were calculated and are presented in individual tables 

for each respecified model. The statistics used to assess the 

theoretical relationships of the. causal model were the: (a) ~-values 

of significance of hypothesized relationships, {b) direct effects, {c) 

indirect effects, {d) total effects, and {e) squared multiple 

correlations for the structural equation. 

A matrix of the covariances/variances among the causal model 

latent variables served as the data for analysis. A series of analyses 

of the proposed causal model were done. Each analysis built on the 

assessment of individual estimated parameter fj_t for the previously 

specified model. Several models were subsequently specified and 

estimated until one was obtained that both exhibited an acceptable 

statistical fit and indicated a substantively meaningful representation 

of the observed data. In total, three post hoc models were eventually 



119 

hypothesized before the final structural equation model was estimated. 

The steps in the process to assess the goodness-of-fit and respecify 

the structural equation model are summarized in Table 6. 

Table 6 

Summary of Respecification Steps .in the Model-Fitting Process 

x2 df x2 df ~2/df GFI AGFI :e* 

Model 1 Proposed 

Causal Model with 

TE ( 5 , 6) , ( 6 , 7 ) 

free 49.8 46' 1.08 .948 .906 .329 

Model 2 with TE 

(5,6) (6,7) (6,8) 

free 44.9 45 4.9 1 .99 .949 .912 .447 

Model 3 with BE 

( 3 , 1 ) , GA ( 2 , 1 ) , 

GA (3,1), TE (5,6), 

TE (6,7) free 51.0 49 1.2 3 1..04 .943 .910 .393 

* .2 > than .05 suggests the models are not different. 

The results of the first analysis of the structural equation model 

for the proposed model (Model 1) are presented in Table 6 and Table 7. 

In this model the observed indicators of satisfaction, involvement and 

intrinsic and task and involvement, were freed to covary. The indices 

suggested a good fit of the proposed model with the data. Chi-square 
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was small and the ratio of Chi-square to degrees of freedom was in the 

acceptable range of less than 2. 0. The goodness-of-fit and ad jus ted 

' goodness-of-fit were greater than .90. The E_-value was .329, which 

suggested the models were not different. 

The results of the decomposition of the effects of the path 

analysis are presented in Table 7. Six direct paths and three indirect 

paths were present, three direct and one· indirect paths were 

significant in the path analysis of Model 1. The path from structure 

to autonomy had a structural ·coefficient of 1.125 and a ~-value of 

4.94, significant at the .01 level. The path f~om autonomy to 

professional satisfaction was significant at the .05 level (~=2.34) and 

a coefficient of .. 242. The p~th from professional satisfaction to 

nurse-patient interaction had a structural coefficient of .06 and was 

significant· at the .05 level. In addition, there was a significant (~ 

> 1.64, E < .05) indirect path from structure to professional 

satisfaction through autonomy. The variances accounted for by the 

endogenous variables .in the causal model were: autonomy, 35%; 

satisfaction, 16%; and nurse-patient interaction, 7%, for a total of 

58% of the variance accounted for. 

In the second model, the indicators of task satisfaction and 

method autonomy (TE[6,8]) were added to those previously freed to 

covary. This was done based on a modification index in the previous 

analysis of 5.887. Although this was within the acceptable range, it 

was at the high end, and the model was respecified allowing the two 

observed indicators to covary. The results for Model 2 are presented 

in Table 6 · (p. 119) and Table 8. 
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Table 7 

Decomposition of Effects from Path Analysis for Proposed Causal Model 1 

with TE (5,6) and TE (6,7) Freed 

A. Effect on 
Autonomy of: 

Structure 

B. Effect on 
Satisfaction of: 

Autonomy 

Structure 

C. Effect on 
Nurse-Patient 
Interaction of: 

Satisfaction 

Autonomy 

Structure 

* .E. < .05. 

**.E. < .01. 

Direct 

t-values Effects 

4.942** 1.125 

2.339* .242 

.727 .133 

2.135* .060 

-.268 -.007 

-.537 -.025 

Causal Effects 

Indirect Total 

Effects Effects 

.000 1.125 

.000 

.272* .405 

.000 .060 

.015(ns} .008 

.017(ns} -.008 

{ns) = non-significant, t-value < 1.64 for one-tailed test. 

R2 Full 

Model 

-354 

.155 

.074 
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Table 8 

Decomposition of Effects from Path Analysis for Proposed Causai Model 2 

with TE (5_, 6), TE (6, 7), and TE (6,8) Freed to ·covary 

A. Effect on 
Autonomy of: 

Structure 

B. Effect on 
Satisfaction of: 

Autono~y 

Structure 

t-values 

4.934** 

2.894** 

.052 

Direct 
Effects 

1.104 

.292 

.009 

Causal Effects 
Indirect 
Effects 

.000 

.000 

.322* 

Total 
Effects 

1.104 

.292 

.331. 

2· !! ·Full 
Model 

.348 

.218 

----------------------------~------------------------------------------

c. Effect on 
Nurse..;. Patient 
Interaction of: 

Satisfaction 2.104* .071 .000 .071 .072 

Autonomy -.563 -.015 .021(ns) .006 

Structure -.307 -.014 .. 007 (ns) -.007 

* E. < .05. 

** .E < .01. 

(ns) = non-significant, !-values < 1.64 for one-tailed test. 

Although most of the goodness-<:>f-fit indices improved, the ratio 

of Chi-square to degrees of freedom was below 1.00. A ratio below 1.00 

suggested the improvement in the model may be due to "capitalizing on 

chance" during the fitting procedure and that the added parameters may 

not have a real significance or meaning (Joreskog & Sorbom, 1988). The 

structural coefficient parameters remained basically unchanged; the t-
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values and sq~ared multiple correlations for autonomy increased 

slightly. This was due to allowing error terms of method autonomy and 

task satisfaction to covary. This model was not considered a good-

fitting model statistically because of the question over the low Chi-

square/degrees of freedom ratio. For these reasons the model was 

rejected. 

One final model (Model 3) was estimated, however the changes 

threatened the a priori theoretical relationshipso The decomposition 

. of the :effects from path analysis of this model are presented in Table 

9. · In this model, the non-significant direct pathways suggesting the 

hypothe'sized relationships . between nursing unit structure and 

satisfaction {GA[2,1]), nursing unit structure and nurse-patient 

interaction (GA[3,1]), and. autonomy and nurse-patient interaction 

(BE[3, 1]) were removed from the model. The observed indicators of 

satisfaction (task and involvement (TE[6,7]} and involvement and 

intrinsic {TE[5,6]) were freed to covary. 

In this final model the three previously direct effects remained 

significant. The significance of the· direct effect of autonomy on 

professional satisfaction increased to ~=3.43. The other significant , .. 

direct paths, structure to autonomy and professional satisfaction to 

nurse-patient interaction had minimal changes in their probability 

values and structural coefficients. The indirect path from structure 

to satisfaction through autonomy was no ·longer significant in the 

respecified model. The three endogenous causal model variables 

accounted for 59% of the variance accounted for by all the endogenous 

variables in the model. 
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Table 9 

Decomposition of Effects from Path Analysis for Proposed Casual Model 3 

with the paths BE {3,1), GA {2,1) and GA {3,1) removed from the model 

TE {5,6), and TE (6,7) Freed to Covary 

A. Effect on 
Autonomy of: 

Structure 

t-values 

4.971** 

Direct 
Effects 

1.119 

Causal Effects 
Indirect 
Effects 

.000 

Total 
Effects 

1.104 

R2 Full 
Model 

.378 
---------------------------------~-----------------~-------------------

B. Effect on 
Satisfaction of: 

Autonomy 

Structure 

C. Effect on 
Nurse-Patient 
Interaction of: 

Satisfaction 

Autonomy 

Structure 

* E < .05. 

** E < .01. 

3.434** 

!_<2.00 

2.054* 

!_<1.00 

t<l.OO 

.290 

.00 

.051 

.000 

.000 

.000 

.324(ns) 

.000 

.015(ns) 

- .Oi6.(ns) 

.290 

.324 

.051 

.015 

-.016 

{ns) = non-significant, t-values < 1.64 for one-tailed test. 

.160 

.059 

Pooled· error terms used to calculate t-value for indirect effects. 

The goodness;..of-fi t indices reported in Table 6 did not show a 

significant improvement in Chi-square compared to the proposed causal 

model {Model 1). The goodness-of-fit and adjusted goodness-of-fit were 

greater than the suggested .90 (Byrne, 1989). The probability value 
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equaled .393, a value well above the recommended .05, which indicated 

the theoretical model and data model were not different (Byrne, 1989}. 

Based on these analyses of the causal model and the loss of the 

significant indirect path from structure to professional satisfaction, 

the proposed ca~sal model (Model 1} was determined to be the best-

fitting model with the data. The goodness-of-fit indices and the 

number of significant pathways gave statistical and theoretical support 

to the causal model. 

Test of the Theoretical ·Relationships 

of the Proposed Causal Model 

The evaluation of the theoretical relationships in the proposed 

causal model was done by examining the six hypotheses. Each of the six 

hypotheses are discussed in relation to the results of Model 1 are 

contained in Table 10 and diagrammed in Figure 8. Model 1 was the 

proposed structural equation model for testing the relationships among 

the latent variables for the study. 

Hypothesis 1 

There are direct positive-effects of flexibility of nursing unit 

structure on nursing autonomy, on professional job satisfaction, 

and on patient-nurse interactions. 

As indicated by the results in Table 10, flexibility of unit 

structure had a significant direct positive effect on autonomy. As 

hypothesized, increased perceptions of flexible unit structure were 

related to increased. perceptions of autonomy among the nurses 

responding. However, the relationships between structure and 

professional satisfaction and between structure and the nurse-patient 

interaction. was non-significant. Due to the failure to find 
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Table 10 

Decomposition of Effects from Path Analysis for Proposed Causal Model 

(Model 1) and Fit Indices 

A. Effect on 
Autonomy of: 

Structure 

B. Effect on 
Satisfaction of: 

Autonomy 

Structure 

C. Effect on 
Nurse-Patient 
Interaction of: 

Satisfaction 

Autonomy 

Structure 

* E < .05. 

** E < .01. 

t-values 

4.942** 

2.339* 

.727 

2.135* 

-.268 

-.537 

Direct 
Effects 

1.125 

.242 

.133 

.060 

-.007 

-.025 

Causal Effects 
Indirect 
Effects 

.000 

.000 

.272* 

.000 

.015(ns) 

.017(ns) 

Total 
Effects 

1.125 

.242 

.405 

.060 

.008 

-.008 

(ns} = non-significant, t-values < 1.64 for one-tailed test. 

R2 Full 
Model 

.354 

.255 

.074 

Pooled error terms used to calculate t-value for indirect effects. 

Fit Indices 

Model 1 

!§ {6, 5) 

(5,4) free 49.68 

df "!!.
2
/df 

46 1.08 

GFI AGFI 

.945 .906 .329 

*E > than .05 suggests data model and theoretical model are not 

different. 



Figure 8. Path diagram for hypothesized causal model 1 with path coefficients. 
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significant direct 

satisfaction and 

rejected. 

Hypothesis 2 

positive effects of structure 

nurse-patient interaction, the 
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on professional 

hypothesis was 

There are direct positive effects of autonomy on professional job 

satisfaction and on nu.rse-patient intera~tion. 

had a direct positive effect on professional Autonomy 

satisfaction, such that as perceptions of autonomy increased, 

perceptions of professional satisfaction increased and vice versa. 

However, the direct relationship between autonomy and the nurse-patient 

interaction was non-significant. Due to the failure to find a 

significant direct effect in the relationship between autonomy and 

nurse-patient interaction, Hypothesis 2 was rejected. 

Hypothesis 3 

There is a direct positive effect of satisfaction on nurse-patient 

interaction. 

Hypothesis 3 was supported by the results of data analysis. As 

predicted, professional satisfaction had significant direct effects on 

the nurse-patient interaction. The relationship was positive, such 

that as perceptions of professional satisfaction among nurses 

increased, so did patient perceptions of a positive nurse-patient 

interaction. 

Hypothesis 4 

There is an indirect positive effects of flexibility of nursing 

unit structure on professional job satisfaction through autonomy. 

Hypothesis 4 was accepted. There was a significant indirect 

effect of flexibility of unit structure on professional job 
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satisfaction through autonomy. In other words, per·ceptions of high 

flexibility of unit structure among ambulatory care nurses positively 

affected their perceptions of high autonomy and led to perceptions of 

professional satisfaction among the nurses' group. 

Hypothesis 5 

There is an indirect positive . effect of flexibility of unit 

structure on nurse-patient interaction through professional job 

satisfaction. 

Hypothesis 5 was rejected because there was not a significant· 

direct path from structure to professional satisfaction. Therefore, 

there could be no indirect pathways to the nurse-patient interaction. 

Hypothesis 6. 

There is an indirect positive effect of autonomy on nurse-patient 

interaction mediated by profession job satisfaction. 

There were significant paths from autonomy to professional 

satisfaction and from professional satisfaction to nurse-patient 

interaction. However, the indirect positive effects of autonomy on the 

nurse-patient interaction mediated by professional job satisfaction 

non-significant. Due to the failure to find significant indirect 

effects, Hypothesis 6 was rejected. 

Summary of the Test of the Goodness-of-Fit and Test and 

Theoretical Relationships of the Proposed Causal Model 

(Model 1) 

Goodness-of-Fit 

The results of the tests of goodness-of-fit of the model suggested 

a good-fitting theoretical model with the empirical data. Chi-square 

was small at 49.8 with 46 degrees of freedom, the ratio of Chi-square 
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to degrees of freedom was ~ess than the recommended 2. 0, and E was 

greater than .05 (2, = .329), suggesting that the theoretical and data 

models were not different (Newcomb, 1990). The goodness-of-fit and 

adjusted goodness-of-fit indices were above the recommended .90 and .80 

respectively (Kline, 1991; Newcomb, 1990). The highest modification 

index was 5.887 which was acceptable (Hayduk, 1989). 

Theoretical Relationships 

The findings of the theoretical .. relationships suggested that even 

though the hypothesized model was rejected, because only two of the six 

hypotheses were supported by the findings, there were four significant 

relationships and the proposed causal model did fit the data very well. 

The four significant relationships found among the latent variables 

supported positive direct relationships among flexibility of unit 

structure and autonomy, autonomy and professional satisfaction, 

professional satisfaction and nurse-patient interaction, and a 

positive indirect relationship from flexibility of unit structure to 

professional satisfaction through autonomy. 



CHAPTER 5 

Discussion 

The present study was among the few studies in nursing 

administration that have used structural equation modeling to examine 

the relationship among nursing unit structure, autonomy, professional 

job satisfaction, and nurse-patient interaction in ambulatory care 

clinics. The results of the testing of the fit of the model and the 

hypothesized causal model are discussed in the following sections. The 

goodness-of-fit and the hypothesized relationships of the structural 

equation model are discussed in terms of the findings in order to 

assess the theoretical adequacy of the proposed causal model. 

Fit of the Proposed Structural Equation 

Model with the Data 

Three significant direct paths and one significant indirect path 

were found in the model. This resulted in full acceptance of 

hypotheses 3 and 4 and rejection of hypotheses 1, 2, 5, and 6. Despite 

the rejected hypotheses, the overall fit of the proposed causal model 

with the data was very good. A ~igh goodness-of-fit ( .945), high 

adjusted goodness-of-fit (.906), low Chi-square over degrees of freedom 

ratio (1.08), and a high E value (E > · .329) all were indicative of a 

good-fitting model. 

Based on the analysis of the results, several respecifications 

were made to the proposed model. First, a model was specified in 

131 
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which error terms of two different latent variables with high 

modification indices, autonomy and professional satisfaction, were 

allowed to covary (Model 2). Second, a model was specified in which 

the non-significant paths (.~-values < . 1. 60) were deleted from . the 

proposed model (Model 3). However, in both cases the changes either 

did not produce significant changes in Chi-square compared to the 

proposed causal model (Model 1) or did not improve the other fit 

indices of the model with the data. In addition, theoretical support 

for the changes was lacking, and any changes would have altered the a 

priori basis of the model. 

For the above reasons, it was concluded that the proposed model, 

Model 1, represented the best-fitting model. Possible explanations for 

the non-significant paths are explored in the following discussion of 

the test of the model on theoretical terms. 

Test of the Proposed Structural Equation 

Model on Theoretical Terms 

Six hypotheses, each with ·several parts, spec;:ified the nature of 

the relationships among the causal variables in the hypothesized causal 

model. These hypotheses were based on theoretical propositions. Each 

hypothesis will be examined individually for adequacy based on the 

proposed causal model. 

Hypothesis 1 

Ther~ are direct positive effects of flexibility of unit structure 

on nursing autonomy, on professional job satisfaction, and on 

patient-nurse interactions. 

The purpo~e of this hypothesis was to evaluate and document the 

critical role of structure in the determination of the effectiveness of 



133 

the organization, as measured by nurse satisfaction and patient 

satisfaction. In addition, structure's impact on autonomy was 

evaluated to explore how flexibility of unit structure impacted 

autonomy of nursing practice. It has been proposed that structure sets 

the stage for nursing practice (Stevens, 1985}, and autonomy has been 

defined as a characteristic of professional practice {cited in 

Marriner, 1982}. Therefore it is important to evaluate the affect 

structure had on autonomy. 

Following data analysis, a significant path between flexibility of 

unit structure and autonomy was found. This finding supported the 

theoretical proposition that a unit structure that encourages 

participation in decision making and communication among nurses also 

encourages autonomy in the work group (Aiken & Hage, 1967; Alexander 

et al., 1982; Argyris, 1973; Jacoby & Terpstra, 1990; Pearlin, 1962}. 

The hypothesis that organizational characteristics and attributes of 

the nursing unit structure inhibit autonomy were also supported 

{Alexander et al., 1982; Weisman et al., 1982}. 

Hospital bureaucracies have been described by Wien ( 1990} as 

designed to encourage dependent nursing functions, to limit 

responsibility and accountability·to the nurse, to limit professional 

growth, and thus lower the prestige of the nurse. Engle (1970} 

reported that professionalization of staff has been related inversely 

to the amount of bureaucratization in organizations. Increased control 

over decision making, responsibility and accountability, and decreased 

supervision have also been related positively to autonomy (Lewandowski 

& Kramer, 1980}. Lewandowski and Kramer's (1980} results were 

supported by the findings of this study. 
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satisfaction appear counterintuitive. Blegan and Mueller {1986) 

reported that lower routinization of work and increased communication 

and participation at various levels were related significantly to 

higher levels of satisfaction. Job satisfaction of professionals, at 

the organizational level, also have been shown to reflect the extent to 

which the organization satisfied the needs of the professional staff 

{Weisman & Nathanson, 1985). Wandelt et al. {1981), reported nursing 

dissatisfaction was related to nurses' inability to function 

professionally with clients and the nurses' beliefs that this inability 

to compromised quality of care. 

In a study of 822 nurse educators, Marriner and Craigie {1977) 

reported that a lack of participation in· organizational decision making 

was a major source of dissatisfaction among faculty. Grandjean. et al. 

{1976) also found that decentralization of decision making was related 

significantly to satisfaction. In another study Kosmoski and Calkin 

{ 1986) reported that s true tures that encouraged internal control of 

nursing actions were related to increased satisfaction among nurses. 

The findings of this study suggested that structure, as defined, did 

not directly play a significant role in the professional satisfaction 

of ambulatory care nurses. 
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A possible explanation for the non-significant path from structure 

to professional satisfaction is that the dimensions of structure did 

not adequately define it. Vertical and horizontal participation may 

have been defining the autonomy the nurses had in their jobs. Autonomy 

may have been a dimension of structure, not separ~te construct. 

Another factor that may have affected the results involves the 

possibility that satisfaction in ambulatory nursing personnel rests on 

a combination of administrative issues other than those in the strict 

sense of organizational structure. It is possible that attributes of 

structure other than a decentralized organization and participation in 

decision making may directly affect professional satisfaction. The 

benefits of regular hours and absence of weekend shifts may have 

provided more of a satisfier to the nurses than the structure in which 

they were working. 

Nurses at the study cites reported in conversation that positions 

in the ambulatory clinics were filled -quickly and the hours were 

attractive. In addition, at several centers the pay in ambulatory care 

was reported to be equivalent to that of inpatient staff nurses. In 

this study, the average length of time in a position was reported to be 

more than eight years. This longevity in the job could also suggest 

satisfaction with their jobs {Price, 1981). 

In addition to better hours, nurses in ambulatory care may have 

perceived more autonomy and flexibility in their jobs that led to 

satisfaction. This could have been due to the different environment of 

the clinic setting, different work loads, different types of patients, 

lower acuity of patient conditions, and amount of nursing supervision 
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present in the ambulatory care setting as compared ·to the inpatient 

setting. 

The findings also failed to support the direct relationship 

between flexibility of unit structure ~d the nurse-patient 

interaction. The ·direct effect between the two variables was non

significant. ~ Although there is very little research on the nurse

patient interaction and its relationship to structure, Cleary and 

McNeil (1988) found links between structure and patient satisfaction. 

Fagerhaugh and Strauss (1977) reported that the organizational setting 

affected the interaction between the provider and the patient. 

Greenley and Schoenherr (1981) also reported that patient satisfaction 

significantly correlated with increased communication and decreased 

formalization and standardization in the work setting. 

Low variability in the patient self-report data may have 

accounted for the non-significant results. Because there were multiple 

and interdependent factors relating to patient satisfaction, 

significance of the results may have been affected. Although structure 

determines how the organization operates, many other factors such as 

the type of hospital, environmental . conditions, and professional and 

patient factors may also have affects on the process and outcome of 

care and patient perceptions of that care (Clearly & McNeil, 1988). 

Patient perceptions of control, acceptance of care, and 

satisfaction with care are affected by the interaction a patient has 

with a nurse (Krouse et al., 1991). However, patient characteristics 

such as ,age, ethnic origin, race, socioeconomic, physical and 

psychological status, and attitudes and expectations concerning care 

and the outcome of care, may have affected their perceptions of the 
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interaction. Older patients, Black patients, Hispanics, and less 

critically patients have been reported as being more satisfied with 

aspects of their care than younger patients, non-Black/Hispanic, and 

more seriously ill patients (Fleming, 1981}. In this study, the 

average age of the patient was approximately 40 years. There were 

large numbers of Blacks and Hispanics responding, and overall, the 

responses . suggested a generally positive perception of the nurse-

patient interaction. Based on the previous findings in the literature, 

these population characteristics in the sample also could have been 

related to decreased variability in the patient self-report data. 

Many functions of nursing can be carried out only through an 

effective nurse-patient interaction, and that interaction is related to 

the success of the nursing role with the patient. Yet, little research 

has been done in the area of the nurse-patient interaction (Cleary & 

McNeil, 1988; Garvin & Kennedy, 1990}. Dawson (1985) hypothesized that 

the perception the communication process leaves with the patient can 

affect the health outcomes. However, nurse-patient interaction is a 

complex process affected by several interdependent factors: the 

patient, the nurse, the organization, and the environment (Daubenmire, 
~ 

1976}. Therefore, the path from structure to the nurse-patient 

interaction may not be direct, but indirect. 

Hypothesis 2 

There is a direct positive effect of autonomy on professional job 

satisfaction and on nurse-patient interaction. 

The purpose of this hypothesis was to examine the impact autonomy 

of professional practice might have on determining professional 

satisfaction and patient perceptions of their nursing interaction. A 
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significant path was found between autonomy and professional 

satisfaction, and a positive relationship existed such that perceptions 

of high autonomy were associated with perceptions of high professional 

satisfaction. However, the hypothesis was rejected because 

significance was not established for the relationship between autonomy 

and the nurse-patient interaction. 

The importance of the construct autonomy to work has been studied 

intensely over the years. Autonomy has been examined in relation to 

work satisfaction (Brady et al., 1990; Grandjean et al,. 1976; Kosmoski 

& Calkins, 1986; Loher et al., 1985), turnover (Price & Mueller, 1981; 

Weisman, Alexander, & Chase, 1981), and patient satisfaction and 

patient welfare (Brady, Judd, & Javian, 1990; Maas & Jacox, 1977). The 

significant results of autonomy's impact on professional satisfaction 

was consistent with the results of other studies that examined the 

relationship between the two variables (Alexander et al., 1982; Brady~ 
I 

et al., 1990; Kosmoski & Calkins, 1986; Weisman et al., 1981). The 

results suggested that the more the nurses perceived autonomy in their 

practice, i.e. , being able to use discretion in work-related 

activities, the more satisfied they were professionally. 

The results of this study did not establish the direct 

relationship between autonomy and patient perceptions of the nurse-

patient interaction. The four observed indicators of nurse-patient 

interaction were patient perceptions of empowerment, a positive 

attitude by the nurse, agreement with the plan, ahd adequacy of the 

communication with the nurse. A high sc.ore on each scale indicated 

high satisfaction with the nurse-patient interaction. 
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Most researchers have not examined the nurse-patient interaction 

per se, but rather have examined general satisfaction of patients. In 

this discussion the term patient satisfaction is interchangeable with 

positive perceptions of the nurse-patient interaction. 

Although one of the characteristics of professional practice is 

autonomy, there are only a few studies in which autonomy's impact on 

patient satisfaction have been evaluated. The purpose of this study 

was to ascertain what relationship existed between the c~nstructs of 

autonomy and nurse-patient interaction as measured by patient 

perceptions of satisfaction. Greenley and Schoenherr (1981} reported a 

direct relationship between autonomy and patient satisfaction. In that 

study, patients who received care in organizations with more provider 

autonomy and communication perceived more satisfaction. Brady et al. 

(1990}, from a study using professional dental hygienists, reported 

autonomy did not correlate with patient satisfaction. 

It is possible that the negative findings in this study were due 

to the inaccurate measurement of patient perceptions of the nurse

patient interaction. Traditional views of the role of the nurse by the 

patient, the patient's desire to "make the nurse look good," the 

patient's assessment of the entire visit as opposed to only the nursing 

interaction, and the other characteristics of the patients (age, race, 

socioeconomics} as described in the discussion regarding Hypothesis 1, 

may have resulted in an inaccurate assessment of the nurse-patient 

interaction. 

Patients may have been unable to separate out the nursing portion 

of the visit enough to evaluate it by itself. It is also possible that 

patients had little "meaningful" interaction with the nurse, because 
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they had little interaction with the nurse, despite the fact the nurse 

was present . However, they rated the nurse highly because the nurse 

was "nice" or "friendly." 

Another possible explanation for the findings was that in only a 

few instances and settings did the patients come to the clinic to see 

only the nurse. For most patients, the primary reason they came to the 

clinic was to see the physician. Therefore, questions that dealt with 

issues such as care decisions and treatments may have been difficult 

for the patient to interpret in terms of the nurse. This may have been 

particularly difficult if the patient held a traditional view of the 

nurse' s role. Thus, the patient's inability to accurately access 

the nurse-patient interaction might have caused some of the decreased 

variability that was noted in their responses, thus affecting the 

results. 

Hypothesis 3 

There is a direct positive effect of satisfaction on nurse-patient 

interaction. 

The findings of the study supported Hypothesis 3. Satisfaction 

had a significant positive direct effect on the patient's perceptions 

of the nurse-patient interaction. Patient perceptions of greater 

satisfaction with the interaction ip terms of empowerment, attitudes, 

communication, and agreement· with plans, were affected by perceptions 

of professional satisfaction by the nurses. 

The achievement of nursing care .is accomplished in part through 

effective nurse-patient interaction (Kasch, 1986.). Satisfaction among 

employees is an administrative and organizational goal and has been 

identified as important because of its proposed antecedent relationship 
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to staff turnover (Price & Mueller, i981), health outcomes, and costs 

(Haussman et al., 1976; Lucas, 1990; Weisman et al., 1980). 

The findings of this study support the findings of others that 

professional satisfacti~n ·_in a job directly affects client satisfaction 

(Bateman & Organ, 1985; Cherness, 1980; Weisman & Nathanson, 1985) and 

client outcomes (Haussman et al., 1976; Weisman & Nathanson, 1985). 

'l'he results also support the findings of Hinshaw et al. (1976), who 

reported that dissatisfied nurses negatively influence patient 

satisfaction . and compliance with treatment. Further, the findings 

supported the work of Nathanson and Becker ( 1973} and McCloskey and 

McCain ( 1988) who found that work sati$faction was a determinant of 

job performance as measured by patient satisfaction. 

The results of this study suggest that nurses who were more 

satisfied with their working conditions interacted more effectively 

with clients. Professional satisfaction resulted in patient 

perceptions of greater empowerment, better agreement with the plan of 

care, perceptions of good communication with the nurse, and patient 

perceptions of a positive nursing attitude toward them. These results 

suggested that nurses ' positive feelings about the job carried over 

into their interaction with the patients. Likewise, dissatisfaction 

with their job may have led to negative feelings that were difficult ·to 

put aside and which influenced their interaction with patient. 

Hypothesis 4 

. There is an indirect positive effects of flexibility of nursing 

unit structure on professional job satisfaction through autonomy. 

The purpose of this hypothesis was to demonstrate the importance 

of organization· structure as a determinant of professional satisfaction 
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through the professional practice environment it provided. The 

findings of the study supported Hypothesis 4. Flexibility of nursing 

unit structure had an indirect positive effect on professional job 

satisfaction through autonomy. Structure had a significant positive 

direct effect on autonomy, and autonomy had a significant positive 

direct effect on professional satisfaction. The indirect effect of 

structure on satisfaction was also significant at the probability level 

of . 05. In the discussion o·f Hypothesis 1 it was· explained how the 

indirect effect of structure through other variables, such as autonomy, 

may have been a better representation of structure's relationship to 

professional sa.tisfaction. The significant results of this hypothesis 

confirmed those earlier propositions. 

The result of the study supported the Weisman et al. (1981) 

findings that showed a causal pathway from organizational attributes to 

job satisfaction through autonomy. The findings in this study also 

supported Greenley and Schoenherr's (1981) findings that service 

organizations permitting more decision latitude (autonomy) to providers 

attain higher levels of work group satisfaction. Thus, the appropriate 

structuring of professional roles, through decentralized decision 

making and professional communication, and meeting the needs of 

professional 

satisfaction. 

Hypothesis 5 

staff, through autonomy, result in professional 

There is an indirect positive effects of flexibility of unit 

structure on nurse-patient interaction through professional job 

satisfaction. 
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The purpose of this hypothesis was to show that the organizational 

structure at the unit level was a determinant of pati~nt satisfaction 

with the nurse-patient interaction, through positively affecting the 

satisfaction of the nurses who interacted with patients. The findings 

failed to . support Hypothesis 5. The positive role of professional 

satisfaction on nurse-patient interaction was found. However, 

structure's direct relationship on satisfaction could not be 

substantiated. 

The non-significant results of Hypothesis 1 that pertained to the 

direct effect of structure on satisfaction negated any possible 

indirect effects structure might have had through that variable. In 

the previous discussion of Hypothesis 1 and Hypothesis 4 it was 

explained how in this .stud~ autonomy mediated the effect structure had 

on satisfaction. Theoretically, structure provides the overall 

framework for nursing practice and thus the framework for how the 

nurse-patient interaction should be conducted. Structure provides the 

framework for allocation of work roles · through differentiating and 

patterning relationships and the framework for administrative 

mechanisms to control and integrate work activities {Alexander, 1986; 

Thompson, 1967). If an appropriate structure is present, professional 

satisfaction should occurred {Hypothesis 2). Flexibility of structure 

may result in a climate that encourages providers to provide services 

more effectively and in which the client would perceive the provider 

as highly patient-oriented {Weisman & Nathanson, 1985). 

Thus, structure should logically have had an indirect impact on 

the outcome of practice through the nurses who interacted with the 

patients . However, the complexity of s true ture, with its mutually 



144 

interacting and interdependent dimensions. and their affect on autonomy 

and professional satisfaction, made it a difficult variable to measure. 

A possible explanation for the non-significant direct relationship 

between structure and satisfaction and non-significant indirect 

relationship between structure and nurse-patient interaction may have 

been due to the complexity of the structure. There are many dimensions 

of structure (Alexander & Bauerschmidt, 1987; Munson & Heda, 1974; Pugh 

et al. , 1968) . Possibly the dimensions of vertical and horizontal 

participation did not adequately capture the relationships between the 

two. 

HyPothesis 6 

There is an indirect positive effect of autonomy on nurse-patient 

interaction mediated by professional job satisfaction. 

The purpose of this hypothesis was to examine autonomy of nursing 

practice as an indirect determinant of patient perceptions of the 

interaction process. Specifically, the study examined whether a 

characteristic of professional nursing practice, autonomy, led to 

positive patient perceptions of the nurse-patient interaction in 

association with the professional satisfaction that resulted from 

autonomous practice. The findings did not support the indirect 

relationship of autonomy on nurse-patient interaction through 

professional satisfaction. Thus, although other findings in the study 

- ' 

showed that autonomy significantly affected professional satisfaction 

(Hypothesis 2} and satisfaction significantly affected nurse-patient 

interaction {Hypothesis 3), job satisfaction did not significantly 

mediate autonomy's effect on nurse-patient interaction. 
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the few 

·satisfaction on nurse-patient interactions. 

autonomy and professional 

Greenley and Schoenherr 

(1981) reported that absence of bureaucratic rigidity {increased 

autonomy and role discretion) was associated with higher professional 

satisfaction, decreased staff conflict, and increased patient 

satisfaction. Fle~ing (1981) also reported that feelings of ownership 

and control (autonomy) by professionals were related to patient 

satisfaction. However, the potential mediating effects of professional 

satisfaction were not discussed in either study. 

Conclusions 

Testing of the proposed causal model resulted in some suggestive 

support for the hypothesized causal chain between the theoretical 

constructs of unit structure, autonomy, professional job satisfaction, 

and nurse-patient interaction. Significant direct effects were 

observed between nursing unit structure and autonomy, autonomy and 

professional job satisfaction, and professional satisfaction and nurse-

patient interaction. A significant indirect path from structure to 

professional job satisfaction through autonomy was also observed in the 

data. These findings supported the causal relationships. There 

relationships pointed to the impact of structural and · professional 

factors on the process of care, namely the nurse-patient interaction. 

In the present study is was found that the variable of nursing 

unit structure was important in the model' because the relationship 

between structure and autonomy was significant and accounted for 35% of 

the variance in the hypothesized model. 



Structure also impacted professional satisfaction by providing a 

professional practice environment that promoted autonomous nursing 

practice. However, by itself, structure did not directly affect the 

nurses' perceptions of their professional satisfaction or the patients' 

perceptions of their interactions with the nurse. 

Factors other than vertical and horizontal participation (which 

measured the construct of structure) may have been instrumental in 

satisfying nurses and patients directly. The results and discussion 

suggested that structure was possibly a more· complex variable with more 

dimensions than were tested in this study. In addition, it appeared 

that structure was a variable that was interdependent with other 

variables in an organization, such as autonomy, hours of work, work 

load, and pay, and through these variables could have impacted 

professional satisfaction and the patient interaction. 

The conceptualization (and p~obably operationalization) of nursing 

unit structure for nursing must be improved before further empirical 

research can proceed effectively, based on the results of this study. 

Adequate conceptualization of structure must ·be reached to ascertain 

whether the process and quality of nursing care and patient outcomes 

are related to the ~dministration and performance of the nursing 

organization and its management. components. 

Another important variable to the study was the nurse-patient 

interaction. Diers and Leonard (1966) described the nurse-patient 

interaction as being important to the treatment as the treatment 

itself. .The nurse-patient interaction variable was an important 

variable in five of the nine proposed relationships in the model. A 

significant relationship was found in only one of those five paths, and 
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the variance accounted for by nurse-patient interaction was only 7% of 

the variance of the model. It appeared that the non-significant 

results may have been due to the failure to accurately measure the 

patient perceptions of the nursing interaction. 

The decreased variability of the self-report data and comments by 

the patients suggested the inability of many patients to accurately 

assess the professional role of the nurse in the interaction. In this 

study the level of involvement of the nurse with the patient varied 

between sites and within clinics. At some sites and within some 

clinics, the nurse was the only one involved with the patient during 

his/her visit. At other sites there were multiple providers and the 

amount of nursing involvement varied extensively. Thus, the basis for 

assessment varied greatly from patient to patient and setting to 

setting. For some patients the assessment may have been more 

representative of the patients perception of the overall visit or a 

perception of the interaction based on· a tradi t.i,onal view of the 

nursing role. A clearer definition of nursing interaction, a better 

understanding of the patient's perception of what the nurse did, and a 

better understanding of the nurse's role at each center would have 

improved the measurement of nurse-patient interaction. 

A third variable, autonomy, proved to be an important determinant 

of professional-satisfaction with nursing practice in this study. The 

results of this study supported the importance to professional autonomy 

to nurses, in relation to their professional satisfaction. Having the 

ability to govern, define, and control their activities without 

external controls was an important professional satisfier to the 

ambulatory care nurses in the study. 
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Autonomy also proved to be an important mediating variable between 

structure and professional satisfaction. In this relationship,· 

structure's importance to professional practice and professional 

satisfaction was established. The findings suggested that hospital 

policies that constrain the practice of nursing, or indifference of 

administrators to the importance of meeting nurses needs for 

professional practice, can result in dissatisfaction of the staff. 

The dire.ct relationship of professional satisfaction on the nurse

patient' interaction was another important finding. Based on the 

results in this study, it is suggested that nurses carry over in to 

their patient interactions feelings of professional satisfaction about 

their jobs. These feelings of satisfaction are positively related to 

how the patient perceives the interaction. 

This information is crucial for a practice profession which needs 

to identify factors that can influence the delivery of care. It 

implies that nursing administrators within health care organizations 

need to provide work environments conducive to the needs of the 

professionals within them, because the process of nursing is impacted 

by professional satisfaction. The proposed model is a beginning 

attempt to meet this challenge and presents empirical support for some 

important relationships between the elements of organizational 

structure and the process of nursing care in the ambulatory care 

setting. 

Implications 

The findings in this study suggest a major challenge for nursing 

administration in ambulatory care settings to create a flexible unit 

structure that supports decentralization of decision making and 
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professional participation and which provides the organizational 

framework for autonomous practice from which nurses gain professional 

job satisfaction. Because it is professional job satisfaction 

that influences positively the patient perceptions of interaction, 

ambulatory care organizations should strive to determine the correlates 

of professional job satisfaction for the nurses in their institutions. 

Nursing and Related Research 

Results of this study point out the need for further research to 

develop and test theory related to the relationship among unit 

structure, autonomy of nursing practice, professional satisfaction, and 

the nurse-patient interaction in ambulatory care. It is important to 

clearly conceptualize structure and identify the specific structural 

determinants of professional satisfaction and the nurse-patient 

interaction. It is also important to further identify the determinants 

of the effective nurse-patient int.eraction, a precursor to improved 

patient outcomes. 

The n~rse-patient interaction components ·appears to be the most 

difficult variable to assess. This appears to be due partly to 

ambulatory care patient's traditional view of nurses and their 

inability to accurately assess the professional aspects of the nurses' 

role. Separating nursing ·care from medical care appears to be a 

difficult task for the patients. 

Both qualitative and quantitative research are needed to 

accurately assess the relationships among the variables of unit 

structure, autonomy, professional satisfaction, and the nurse-patient 

interaction in ambulatory care settings. Triangulation could be used 

in the study of nurse-patient interaction. The qualitative component 
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of this method would enhance the understanding the patient's perception 

of the nurse's role and thus the perception of the interaction with the 

nurse. 

Ambulatory care has grown rapidly in the last decade, due to 

rising costs of inpatient care and attempts to treat patients on an 

outpatient basis to lower those costs. The structure of nursing 

practice in ambulatory care settings must be evaluated to see that it 

meets the needs of the nurses, so that they may practice professionally 

and provide quality care to the growing number of patients. 

Nurses have had and will continue t·o have a significant role in 

the delivery of care to ambulatory care patients. However, with 

serious cost containment in the health care sys tern being initiated, 

their value to patient outcomes must be justified. Therefore, nursing 

research must be conducted in ambulatory care to examine the 

relationships among organizational attributes, professional 

satisfaction, professional nursing practice, nurse-patient interaction, 

and patient outcomes. 

Recommendations for Future Research 

More large studies are needed to look at the interrelationships 

among organizational attributes and the practice environment, nursing 

practice, professional satisfactio·n, nurse-patient interaction, and 

patient outcomes. Decisions about the types of unit,structures to put 

in place and organizational changes should be based on empirical data 

that support a professional nursing practice environment, nursing 

satisfaction with the unit and the work, and. the role of the nurse

patient ~nteraction on patient outcomes. 
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The nurse-patient interaction is possibly the most important 

aspect of the nursing process, yet there has been very little research 

into the predictors of results of effective nursing interactions. 

Satisfaction of patients may serve as a good indicator of quality of 

nursing care because higher patient satisfaction may be the result of 

better communication associated with improved nurse-patient 

interactions. Patients who are more involved in their care may be more 

likely to comply with treatment regimens, return for care, and as a 

result have improved outcomes. Thus, the results of this study 

indicate the need for research in the following areas: 

1. Conceptual clarification of the dimensions of structure for 

ambulatory care nurses. 

2. The relationship between the structure in ambulatory care 

nursing and autonomy of practice. 

3. The relationship between structure and the process of care 

(the nurse-patient interaction). 

4. Patient outcome in ambulatory care and its relationship to 

nursing practice. 

5. The type of nursing practice appropriate for the different 

settings within ambulatory care. (Not all clinics are conducive to or 

require professional nurses. ) · 

6. The structural predictors of professional job 

satisfaction in ambulatory care nurses. It is also necessary to 

evaluate the professional practice issues important to professional 

satisfaction in ambulatory care nurses. 

7. Evaluation of the indirect role of ambulatory structure on 

patient satisfaction through profession.al job satisfaction. 
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8. Patient perceptions of the role of the nurse. 

9. The determinants of patient satisfaction with the nurse

patient interaction. Because patient satisfaction has been shown in 

several non-nursing studies to be related to provider-patient 

communication, monitoring patient satisfaction may help to identify 

situations in which communication is not optimal. 

10. The relationship between quality. of care and the nurse

patient interaction .. 
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Cllildren's 
----HOSPITAL 

June 6, 1991 

Dear Sue, 

Appendix c 
Center of :'\ursing E.~cellenc 
1\..:;-r: Kelly ~"·hutzc:::r.\,f~r. R.X. E~ 

Thanks for your interest in my autonomy scale. I apologize for the delay 
in sending this to you. My hard drive died as I vas updating this file, dying 
before I could back up or print the file. I have been reconstructing this file 
for the last two veeks. 

I am most happy to send yo~ a hard copy of the revised autonomy instrument. 
The scoring instructions are attached. You may make as many copies of the scale 
as you vish. Should you or any of your colleagues use the scale in a study, I 
only ask that you send me a summary of the outcomes and that you also inform me 
of any publications or papers that result from such studies. The scale is nov 
called the Nursing Activity Scale (NAS). The title change is an effort to reduce 
respondent bias. 

I have included a list of my publications on autonomy. You will also find 
a ·handout from a presentation, a list of those who have reported completed 
studies using the· NAS and the abstract of a study I am conducting, funded by 
Sigma Theta Tau. This study should be completed soon. This study has yielded 
a Cronbach's alpha of .82. 

Piease don't hesitate to call or write me at the address belov if you have 
any further questions once you've looked over the NAS. Best of luck with your 
study! 

Sincerely, 

~ - . utzenhofer. R.Ni EdD 
Direetor, Center of Nursing Excellence 

Enclosure 

/pl 

;(Jf.J ~nuth Kin~shighway Boule\':lre.l 
:'\t. 1., •ui:--. .\ ti:-:o-• .,uri 63llf1 
!- 1 I·.,.:: i •l.=t'.'\ l·., 



IJII 
11 II 
~IVERSITY OF MISSOURI-ST. LOUIS 

October 7, 1991 

Ms. Susan Colgrove 

Dear Susan: 

School of Business Administration · 

8001 Natural Bridge Road 
St. Louis, Missouri 63121-4499 

Telephone: (314) 553-5881 
FAX: (314) 553-6420 

I enjoyed talking with you this morning. The scale format for the work 
autonomy scales is described in the appendix of the Human Relations articles. 
Good luck with your dissertation. 

an equal opportunity institution. 



Department of Health S·ervi.ces Management and Policy 

School of Public Health 
The University of Michigan 
FAX(313)~~ 764~4338 

July 9, 1991 

Susan Colgrove 

Dear Ms. Colgrove: 

.1420 Washington Heights 
Ann Arbor, Michigan 48109-2029 

(313) 936-1304 

You have full permission to duplicate and use the Job 
Characteristics Index in your research. 

I am pleased the index can be of assistance in your work. 

Sincerely, 

Elizabeth A. Sullivan for 
Fred c. Munson, Ph.D. 

FCM/eas 



- John H. Krouse, M.D. 
~ Otolaryngology· 
~ Head and Neck Surgery ', . 

june 6.1991 

Susan Colgrove. RN. MS 

Dear Susa.n. 

I apologiz.e for taking so long in sending you the rest of the materials you requested .. but I just 
found aU the folders I needed to score the instrument. i know you wanted to work on your proposaJ 

this summer. and I hope I am not too late in getting aU the materials to you. 

Congratulations on passing your comprehensive examination! That is a "Wonderful 
accomplishment and I'm sure you're feeling very proud of yourself. The end is now in sightl Just keep 
plowing away and the rest of the requirements for your doctoral degree wiH soon be behind you. 

Enclosed is the entire Nurse-Patient Interaction Tool that was developed by Susan Roberts and 
myself. I have ~lso enclosed a scoring key with the four factors and the tool items incJuded within 
each facto.r. As you know from the articJes I sent you, only 28 items are actuaHy used. but I have not 
reworked the original form into this slimmer 28 item tool. If your committee would prefer for you to 
use only the items incJuded in the four factors, I suggest you have the instrument retyped in the same 
format. and just delete the extraneous items. Scoring simply consists of adding up the item scores for 
each factor. 

Good luck -with the study! I ·look forward to hearing from you as the pro.iect progresses. If you do 
decide to use the tool please supply me with a copy of your raw data on theN-PIT along with 
appropriate demographics so that I can further expand the data base on the instrument. Don't forget to 
let me know how things are going for you. 

g Address: 

. Kings Road, SuiteD 
1d Beach, FL 32174 

309 Palm Coast Pkwy., N.E. 
Palm Coast, FL 32137 

Sincerely. 

Helene Krouse, RNC. PhD 

1015 N. Stone~ 
Del-and, FL 327 
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AMBULATORY NURSING QUESTIONNAIRE . 

NURSE DEMOGRAPHICS 

1. Age 

2. Basic Nursing Program, check one: 
..re. 

Diploma_ ADN BSN __ _ 

3. Highest Nursing Degree Attained, check one: 

Diploma____ ADN____ BSN ____ _ MSN ___ _ PhD ___ _ 

4. Degrees in other fields, check· one: 

BS MS __ Other 

5. Length of time in ambulatory care nursing? ____ Years ____ Months 

6. Length of employment at this setting? ___ Years _____ Months 

7. Present position, check one: 

Staff Nurse __ _ CNS ___ _ Nurse Practitioner ___ _ 

Assistant Head Nurse ___ _ Head Nurse ____ _ Case Manager ____ _ 

Nurse Clinician Nurse Midwife ---- ---
8. Clinic area you work in: 

Medical __ __ Pediatrics. ___ _ Surgical ___ _ OB/GYN __ Other __ _ 

Orthopedic __ _ ENT __ _ Family. Practice ___ _ Opthamology __ _ 

DIRECTIONS 

Thank you very much for taking the time to complete this questionnaire. In 
the following questions there are OQ right or wrong answers, just different 
perceptions of the relationships and situations presented. Select your 
answer from the categories presented. Please do not add qualifying 
statements to the items to justify your answer. Answer items as stated. 
Please CIRCLE each jtem even jf yoy have not encountered such a sjtuatjon 
before. CIRCLE only one answer per guestjon. 

IT IS IMPORTANT TO THE STUDY THAT YOU ANSWER EVERY QUESTIQN. 



Part I 

The following statements are d$signed to describe the relationships·betwee 
the personnel in the clinics. You are asked to CIRCLE each item accordin 
to one of the five categories which is most representative of the clini 
you work in. The term .. superior .. in the questionnaire refers to tha 
individual or group of individuals who is/are the immediate supervisor(s 
most frequently· in the clinic (i.e. may be the team leader, clini 
coqrdinator, charge nurse, or head nurse). 

1 = NEVER 2 = SELDOM 3 :: SOMETIMES 4 = OFTEN 5 = ALWAYS 

1. I am not likely to express 
my feelings openly about my job. 1 2 3 4 5 

2. In this work group most people do not 
have a voice in decision making. 1 2 3 4 5 

3. Several individuals have a say 
in making decisions in my work group. 1 2 3 4 5 

4. I am encouraged to make suggestions 
in decisions relevant to my work. 1 2 3 4 5 

5. I am encouraged to speak my mind on the job 
even if it means disagreeing with my superior. 1 2 3 4 5 

6. My superior often seeks out my advice 
before decisions are made. 1 2 3 4 5 

/ 
1. In my work there are many people 

involved in decision making. 1 2 3 4 5 

8. My job is not clearly defined. 1 2 3 4 5 

9. I have to check with my superior 
before I do almost anything. 1 2 3 4 5 

10. I do not share any influence 
with my superior in making decisions. 1 ~2 3 4 5 

11. The superior in this group usually 
makes the decision himself/herse)f. 1 2 3 4 5 

12. There are rules and procedures for handling 
most kinds of problems which arise in making 1 2 3 4 5 
decisions. 

13. I do not play an .active role in making 
most decisions in my work group. 1 2 3 4 5 

14. The same rules and procedures are generally 
followed in making decisions. 1 2 3 4 5 

Please Go On To Next Pag 



Part II 

The fo.llowing items describe situations in which 
action that requires the exercise of some degree 
judgment. You are asked to respond to each item 
you would be to carry out the action in each item. 
in responding to the items: 

a nurse must take some 
of 'professional nursing 
according to how likely 
Use the following scale 

1 = Very unlikely of me to act in this manner 

2 = Unlikely of me to act in this manner 

3 = Likely of me to act in this manner 

4 - Very likely of me to act in this manner 

CIRCLE one number after each sjtyatjon that most accurately describes how 
yoy woyld act as a nurse. IT IS IMPORTANT THAT YOU ANSWER EVERY QUESTION. 

1. Develop a career plan for myself and regularly 
review it for achievement of steps in the plan. 

2. Consider entry into independent nursing practice 
with the appropriate education and experience. 

3. Voice opposition to any medical order to send a patient 
home without an opportunity for nursing follow-up if the 

1 2 3 

1 2 3 

teaching plan for the patient is not completed. 1 . 2 3 

4. Initiate nursing research to inv~stigate a 
recurrent clinical nursing problem. 

5. Refuse to administer a contraindicated drug despite 
the physician's insistence that the drug be given. 

6. Consult with the patient's physician if the 
patient is not responding to the treatment plan. 

7. Depend upon the profession of nursing .and not on 
physicians for the ultimate determination of what 
I do as a nurse. 

8. Evaluate the clinic patient's need for home nursing 
care and determine the need for such a referral 
without waiting for a physician's order. 

9. Propose changes in my job description to my super-
visor in order to develop the position further. 

10. Answer the patient's questions about a new 
medication or change in medication before 
administering drug, whether or not this has 
been done previously by the physician. 

11 • Institute case conferences in the clinic. 

Please 

1 2 3 

1 2 3 

1 2 3 

1 2 3 

1 2 3 

1 2 3 

1 2 3 

1 2 3 

Go On To Next 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 
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2. Withhold a medicine that is contraindicated for a 
patient despite pressure from nursing peers to 
carry out the medical order. 1 

3. Consult with other nurses when a patient is not 
responding to the plan of nursing care. 1 

14. Routinely implement innovations in patient care 
identified in the cur~ent nursing literature. 1 

t5. Initiate a request for a psychiatric consult with 
the patient's physician if my assessment of the 
patient indicated such a need. 1 

16. Promote innovative nursing activities, like 
follow-up phone c~lls to recently discharged patients, 
to evaluate the effectiveness of patient teaching. 1 

17. Assess the patient's level of understanding concern
ing a diagnostic procedure and its risks before 
consulting with the patient's physician if a patient 
has questions about the risks of the procedure~ 1 

18. Assume complete responsibility for my own professional 
actions without expecting to be protected by the physi-
cian or hospital in the case of a malpractice suit. 1 

19. Develop effective communication channels in my employ
ing institution for nurses' input regarding the 
policies that affect patient care. 1 

20. Develop and refine assessment tools appropriate to 
my area of clinical practice. 1 

21. Record in the chart the data from my physical assess
ment·of the patient to use in planning and implement~ 
ing nursing care. 1 

22. Initiate community care planning,concerning the 
nursing care of, the patient, even in the absence of 
community planning by them physician~ 1 

23. Report a physician who: harasses me ·to the 
appropriate manager or administrator. 1 

24. Complete a psychosocial assessment on each patient 
and use this data in formulating nursing care. 1 

25. Offer input to administrators concerning the design 
of a new nursing unit or the purchase pf new equipment 
to be used by nurses. 1 

26. Adapt assessment tools from other disciplines to use 
in my clinical practice. 1 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

IT IS IMPORTANT THAT YOU ANSWER EVERY QUESTION. Please Go On To Next Page 



27. Carry out patient care procedures utilizing my pro
fessional judgement to meet the individual patient's 
needs even when this means deviating from t·he "cookbook .. 
description in the hospital procedure manual. 1 

28. Decline a temporary reassignment to a speciality unit 
when I lack the education and experience to carry out 
the demands of the assignment. 1 

29. Initiate referrals to social service and dietary at the 
patients request even in the absence of a physician's 
order. 1 

2 

2 

2 

3 4 

3 4 

3 4 

Items number 31 to 38 describe aspects of your work. Respond to each item 
according to how ·;t. pertains to you. A 7 point scale is used to rate each 
item. CIRCLE one number between 1 and 7 that most accurately descrjbes 
your work. IT IS IMPORTANT THAT YOU ANSWER EVERY QUESTION. 

STRONGLY DISAGREE STRONGLY AGREE 
1 2 3 4 5 6 7 

30. I am allowed to decide how to go about getting my job done (the 
methods to use). 
1 2 3 4 5 6 7 

31 • ' I am able to choose the way to go about my job (the procedures to 
uti 1 i ze). 
1 2 3 4 5 6 7 

32. I am free to choose the the method(s) to use in carrying out my work. 
1 2 3 4 5 6 1' 

33. I have control over the scheduling of my work. 
1 2 3 4 5 6 7 

34. I have some control. over the sequencing of my work activities (when I 
do what). 
1 2 3 4 5 6 7 

35. My job is such that I can decide when to do particular work 
activit1es. 
1 2 3 4 5 6 7 

36. My job allows me to modify the normal way we are evaluated so that I 
can emphasize some aspects of my job and play down others. 
1 2 3 4 .5 6 7 

37. I.am able to modify what my job objectives are (what I am supposed to 
accomplish). 
1 2 3 4 5 ,6 7 

38. I have some control over what I am supposed to' accomplish (what my 
supervisor sees as my job objectives). 
1 2 3 '4 5 6 7 

Please Go On To Next Page 



Part III 

In the following questions please give an objective appraisal of your 
satisfaction in your particular clinic job. In part (a), "How much is there 
now?" you are to give your opinion of how much of the characteristic 
described in the question is present in your job now. In part (b), "How 
much should there be?", you are evaluating your job in terms of how much 
your job could provide of the characteristic in question. You will be 
asked later to say how important the characteristic is to you. 

Use the scale below to respond to the items. CIRCLE one number on the 
scales that represents how much of the characterjstjc being rated is in 
your job. IT IS IMPORTANT TO THE STUDY THAT YOU ANSWER EYERY QUESTION. 

[None At All] 1 2 3 4 5 6 1 [Maximum] 

1 • The opportunity to fully use my skills and abilities in my clinic 
a. How much is there NOW? 1 2 3 4 5 6 1 

b. How much SHOULD THERE BE? 1 2 3 4 5 6 1 

2. The opportunity to do important and worthwhile things in my job: 
a. How much is there NOW? 1 2 3 4 5 6 1 

b. How much SHOULD THERECBE? 1 2 3 4 5 6 1 

job: 

3. The self-fulfillment a person gets from being in my clinic job (that 
is, being able to use one's own unique capabilities, realizing one's 
potentialities): 
a. How much is there NOW? 1 2 3 4 5 6 1 

b. How much SHOULD THERE BE? 1 2 3 4 5 6 1 

4. The variety of work in my job: 
a. How much is there NOW? 1 2 3 4 5 6 1 

b. How much SHOULD THERE BE? 1 2 3 4 5 6 7 

5. The accountability for many different things in my clinic job: 
a. How much is there NOW? 1 2 3 4 5 6 7 

b. How much SHOULD THERE BE? 1 2 3 4 5 6 7 

6. The prestige of my job outside the clinic (that is, the regard 
received from others not in the hospital): 
a. How much is there NOW? 1 2 3 4 5 6 7 

b. How much SHOULD THERE BE? 1 2 3 4 5 6 7 

7. The financial rewards of my job: 
a. How much is there NOW? 1 2 3 4 5 6 7 

b. How much SHOULD THERE BE? 1 2 3 4 5 6 7 

IT IS IMPORTANT THAT YOU ANSWER EVERY QUESTION. Please Go On To Next PagE 



[None At All] 1 2 

8. The job security in my job: 
a. How much is there NOW? 

3 

b. How much SHOULD THERE BE? 

4 5 

1 

1 

6 7 [Maximum] 

2 3 4 5 6 7 

2 3 4 5 6 7 

9. The fairness of working conditions (hours, leave or vacation policy 
etc.) that go along with my j6b: 
a. How much is there NOW? 1 2 3 4 5 6 7 

b. How much SHOULD THERE BE? 1 2 3 4 5 . 6 7 

10. The opportunity in my job to work c1ose~y with likeable people: 
a. How much is there NOW? 1 2 3 4 5 6 7 

b. How much SHOULD THERE BE? 1 2 3 4 5 6 7 

11. The understanding of others on my unit of the problems and diffi
culties faced in my job: 
a. How much is there NOW? 1 2 3 4 5 6 1 

b. How much SHOULD THERE BE? 1 2 3 4. 5 6 7 

12. The opportunity, in my clinic job, to give_help to other people: 
a. How much is there NOW? 1 2 3 4 5 6 7 

b. How much SHOULD THERE BE? 1 2 3 4 5 

13. The autho~ity to direct others connected with my clini~ job: 
a. How much is there NOW? 1 2 3 4 5 6 7 

b. How much SHOULD THERE BE? 1 2 3 4 5 6 7 

14. The opportunity, in my clinic job, to share in the determination of 
methods and proc~dures: 
a. How much is there NOW? 1 2 3 4 5 6 7 

b. How much· SHOULD THERE ~E? 1 2 3 ..4 ·5. 6 7 

15. The opportu~ity in.my clinic job·to share in the setting of goals: 
a. How much is there NOW? 1 2 3 4 5 6 7 

b. How much SHOULD THERE BE? 1 2 3 4 5 6 7 

16. Taking everything tog~the~, the amount of satisfaction I get from my 
job: 
a. How much is there NOW 1 2 3 4 5 6 7 

b. How much SHOULD THERE BE? 1 2 3 4 5 6 7 

IT IS IMPORTANT THAT YOU ANSWER EVERY QUESTION. Please Go On To Next Page 



In the list below are the characteristics you have just used to rate your 
job. Now, please rate them in terms of their importance to your own 
satisfaction. That is, tell me the importance you place on having a job 
with the characteristic. Place an X in the box for the number that 
expresses the items importance to.yoy. Try to distribute your answers 
about equally, using each column at least three times. PLEASE ANSWER EVERY 
QUESTION. 

{1) {2) 
Among the Of 

least some 
important importance 

{3) 
Middle 

range of 
importance 

(4) {5) 
Among the Among the 

more most 
important important 

17. The opp_ortunity to fully use my skills and abilities 
[] [] [] [] [] 

18. The opportunity to do important and worthwhile things . 
[] [] [] [] [] 

19. A feeling of self-fulfillment 
[ ] [ ] 

20. Variety of Work [ ] [ ] 

[ ] 

[ ] 

21. Having responsibility for many different things 
[ ] [ ] [ ] 

22. 

23. 

Prestige outside the hospital 
[ ] [ 

Financial rewards [ ] [ 

] 

] 

24. Job security [ ] [ ] 

25. Fair working conditions 
[ ] [ ] 

26. Working with likeable people 
[ ] [ ] 

[ 

[ 

] 

] 

[ ] 

[ ] 

[ ] 

27. Understanding by supervisors of my job problems 
[ ] [ ] [ ] 

28. The opportunity to give help to others 
[ ] [ ] [ ] 

29. Having authority to direct others 
[ ] [ ] [ ] 

[ ] 

[ ] 

[ ] 

[ 

[ 

] 

] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

30. Sharing in the determination of methods and procedures 

[ ] 

[ ] 

[ ] 

[ ] 

[. ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

[] [] [] [] [] 

31. Sharing in the setting of goals 
[ ] [ ] [ ] [ ] [ ] 

THANK YOU FOR YOUR TIME 



NURSE PATIENT INTERACTION QUESTIONNAIRE 

PLEASE ANSWER THE FOLLOWING QUESTIONS. 

AGE __ 

SEX __ female ___ male 

HAVE YOU FINISHED HIGH SCHOOL? YES __ NO 

hAVE YOU ATTENDED TECHNICAL SCHOOL? _,_YES _NO 

HAVE YOU ATTENDED COLLEGE? _YES __ NO 

IS THIS YOUR FIRST TIME TO THIS CLINIC? ___ YES __ NO 

HAVE YOUR MET BEFORE WITH THE NURSE YOU SAW TODAY? _YES _NO 

DIRECTIONS 

Thank you for taking the time to fill out the questions about your clinic 
visit. The following questions are about the visit you had with the NURSE 
in the clinic. Please answer the questions with your feelings about that 
visit. There are no right or wrong answers, just yo~r feelings about the 
clinic visit with the nurse. 

You will use numbers to answer each question. Each number is matched to 
several words that describe how you felt about the visit. CIRCLE the 
number that describes how you felt about your time with the nurse. 

1 = NOT AT ALL 2 = VERY LITTLE 3 = A FAIR AMOUNT 4 = A GREAT DEAL 

Sample Question: 

Do you enjoy eating ice cream? 1 2 3 4 

PLEASE ANSWER EVERY QUESTION. 



1 = NOT AT ALL 2 = VERY LITTLE 3 = A FAIR AMOUNT 4 = A GREAT DEAL 

1. How much input did you feel that you had into 
the decisions about your treatment? 1 2 3 4 

2. Do you feel you had control over the 
treatments decided on? 1 2 3 4 

3. Are you likely to follow the suggested 
treatment? 1 2 3 4 

4. Do you feel you were involved in 
decisions made during the visit? 1 2 3 4 

5. Do you feel you will be able to 
follow the suggested treatment? 1 2. 3 4 

6. How satisfied were you with the visit? 1 2 3 4 

1. Did the suggested treatment agree with what 
you thought the treatment should be? 1 2 3 4 

8. Do you feel the nurse understood your 
problems? 1 2 3 4 

9. Did you feel you were in control of the 
visit with the nurse? 1 2 3 4 

10. How much did you feel frustrated by the visit? 1 2 3 4 

11. Did you disagree with the suggested treatment? 1 2 3 4 

12. Were you frustrated with the visit? 1 2 3 4 

13. Do you feel you received good care? 1 2 3 4 

'14. Do you feel the nurse was interested in 
having you involved in the decision? 1 2 3 4 

15. How much did you contribute to the final 
decision about your treatment? 1 2 3 4 

16. Did the nurse allow you to speak up? 1 2 3 4 

PLEASE ANSWER EVERY QUESTION. 

Go On To The Next Pag 



1 = NOT AT ALL 2 = VERY LITTLE 3 = A FAIR AMOUNT 4 = A GREAT DEAL 

17. Do y6u feel the nurse paid attention to 
what you were saying? 1 2 3 4 

18. How often do you feel the nurse asked for 
your opinions? 1 2 3 4 

19. How often did the nurse use words that you 
didn't understand? 1 2 3 4 

20. Are you confident about the .treatment 
selected? 1 2 3 4 

21. Are you comfortable with the nurse's judgment? 1 2 3 4 

22. Do you feel the nurse suggested the 
appropriate treatment for you? 1 2 3 4 

23. Do you feel the nurse was forcing her 
opinion upon you? 1 2 3 4 

24. Do you feel the nurse understood your 
illness and concerns? 1 2 3 4 

25. How comfortable are you with the diagnosis 
made? 1 2 3 4 

26. Were your ideas included in the treatment 
decision? 1 2 3 4 

27. Did you feel you had to agree with the nurse 
during the visit? 1 2 3 4 

28. At the end of the visit, did you and the 
nurse agree about the treatment? 1 2 3 4 

Please write any additional tomments you h~ve about your visit below. 

PLEASE ANSWER EYERY QUESTION. 

Please place yoyr completed auestjonnajre in the envelope. seal jt. -and 
gjye it to the nurse in the waiting area. 

THANK YOU FOR YOUR TIME! 
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Human Assurance Committee 
Institutional Review Board 

October 21, 1991 

l 

t ..... 

Susan R.,colgrove, RN, MSN 

RE: "Nursing Unit Organizational Structure, Autonomy, 
Job Satisfaction, and the Nurse-Patient Inter
action in Ambulatory Care Clinics" 

APPROVAL DATE: October 17, 1991 

FILE. NUMBER: 91-10-062 

Dear Ms. Colgrove: 

The HUMAN ASSURANCE COMMITTEE has reviewed and approved the 
above referenced project by expedited procedure in accordance 
with the DHHS policy and the institutional· assurance on file 
with the DHHS. 

The Committee would like to call your attention to the fol
lowing obligations as Principal Investig~tor of this study. 
Under the terms of our approved Institutional Assurance to 
the Department of Health and Human Services, you must provide 
us with a progress report at the termination of the study, or 
at the annual anniversary date of this approval, whichever 
comes first. If the study will be continued beyond the ini
tial year, an annual review by the HUMAN ASSURANCE COMMITTEE 
is required, with a progress report constituting an important 
part of the review. The Committee will notify you of the an
niversary report by sending you an HAC-107 form for comple
tion. 

If VA patients or facilities are involved in this study, you 
must also have a letter of approval from the VA Research & 
Development Committee prior to involvement of VA patients or 
facilities. 

Sincerely yours, 

Georges. Schuster, D.D.S., Ph.D. 
Chairman 
HUMAN ASSURANCE COMMITTEE 



INFORMED CONSENT Nurse 
NURSE-PATIENT INTERACTION AND FACTORS AFFECTING THE PROCESS 

Principal Investi~ator - Susan Colgrove, RN,MSN 

This research study is being conducted by Susan 
Colgrove, Ph.D. candidate~ School of Graduate Studies, 
Medical College of Georgia for her dissertation. You are 
being invited to participate because you are a nurse working 
in ambulatory care. This study seeks to understand how the 
factors of clinic structure, professional autonomy, job 
satisfaction, and nurse-patient interaction are related. 
Understanding these relationships may lead to more effective 
methods of organizing nursing practice in ambulatory care, 
which could ultimately lead to the improvement of nurse
patient interaction and quality of patient care. 

Your participation in this study is voluntary and you 
may decline to participate at any time before or during the 
study. Approximately 150 nurses will be parti~ipating. 
There will be no fees paid for participating. Participation 
in the study involves completing a questionnaire and a 
demographic information sheet. These forms will be given to 
you by the researcher and collected by the researcher. 
These forms request information concerning nursing 
education, the clini~'s nursing structure, nursi~g 
activities in the clinic, and characteristic~ of your job in 
the clinic. This questionnaire will take about 40 minutes 
to complete. 

The data gathered will be used in a confidential manner 
to complete the research. Your name will no~ be on the 
questionnaire. If you agree to participate, several 
patients you saw in the clinic will be asked to complete a 
questionnaire on the nurse-patient interaction. Only coded 
questionnaires will be used, so no one Will be able to match 
names of patients with nurses. Summary data only will be 
;.:'!"'':'··.'~~?.d ~~ ~~= ;:::;-t~~~;:;-:4~~;-.; :iu~~itg1;:,, ·ir-.c.:j·iv iduai 
responses will remain confidential. The data will be used 
in my dissertation and other professional papers. 
Completing the questionnaire will be your consent to 
participate. 

For any questions concerning the study or for 
information concerning the results, feel free to contact: 

Susan R. Colgrove, RN, MSN 
Medical College of Georgia, 404-721-2494 
Deptment of Nursing Administration 
Augusta, Georgia 30912-4810 

For any questions concerning the rights of research 
subjects, you may contact: 

Dr. George Schuster 
Institutional Review Board 
Medical College of Georgia, 404-721-2991 
Augusta, Georgia 30912-4810 



INFORMED CONSENT . - Patient. 

NURSE-PATIENT INTERACTION AND FACTORS AFFECTING THE PROCESS 

Principal Investigator - Susan R. Colgrove, RN,MSN 

Because you are a patient in the clinic, you are being 
invited to participate in a research study about how nurses 
and patients inferact during clinic visits. This research 
study is being conducted by Susan Colgrove, Ph.D. candidate, 
Medical College of Georgia, School of Graduate Studies, 
Augusta, Georgia. The study is designed to look at your 
feelings about your visit with the nurse in the clinic. By 
learning about your feelings, we can try to improve· the time 
nurses spend with you and the care they give you. 
Approximately 450 patients will. be asked to participate in 
the study. There will not be any money paid for 
participating in the study. You can decline to participate 
at anytime before or during the study. There are 28 
questions that will take about 10 minutes to answer.· 

Your answers will be kept in a confidential manner so 
that no one will be able to identify you as a participant. 
None of the responses from or about individual patients will 
be discussed with the nursing or medical staff. Overall 
results of the study will .be given to the participating 
hospitals and reported in my dissertation and other 
professional papers. Your name and any other identifying 
information will never be revealed. Completing the 
questionnaire will be taken as your consent to participate. 

Nursing and medical cara will not be affected by your 
decision to-participate or not participate. For any 
:;:..:c:;~ i :;,-. .:. .:.:.r.cr;; t i.i ~ t.~ t~ ic ~ i..uu.r. ur' 1 or· l:.he r·esu i ts, fee i free 
to contact Susan Colgrove, RN, MSN at 

Medical College :of Georgia, School or Nursing 
Augusta, Georgia 30912 
(404) 721-2494 

For questi~ns concerning the rights of research 
subjeGts, you may contact: 

Dr. George Schuster 
Human Assuranc~ Committee 
Medical College of Georgia 
Augusta, Georgia 30912 

(404) 721-.2991 
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APPENDIX D 

LISREL Analysis 

Overview of the Steps in LISREL Analysis and Criteria 

to Evaluate the Fit of the Model 

A structural equation model for latent variables consists of two 

submodels, the measurement model and the structural equation or path 

model (Joreskog & Sorbom, 1988). These submodels deal with two types 

of problems that are addressed in the evaluation of relationships 

between variables. The measurement model deals with the validities and 

reliabilities of the measurement instruments used in the study and the 

combined latent variable constructs. The structural equation model 

deals with the hypothesized causal relationships among the variables 

under study and the extent of their explanatory power (Joreskog & 

Sorbom, 1988; Newcomb, 1991). 

Measurement Model 

In the measurement ·model for this study, the constructs of 

nursing unit structure, autonomy, professional job satisfaction and 

nurse-patient interaction under study were the latent variables. As 

such they were not directly observable or measureable. 

the measurement model was to examine and describe 

The purpose of 

how well the 

instruments measuring each latent variable serve as an observed measure 

for the latent variables (Joreskog & Sorbom, 1988). In addition, at 

the next level of analysis of the measurement model, the reliability 

and validity of the combined constructs were estimated. 

Reliability, validity, and measurement properties were essential 

components of this evaluation (Joreskog & Sorbom, 1988). Measurement 

error is highly probable in the social and behavioral sciences. Error 



distorts the qata and reduces the chance of finding significant 

relationships because of the large error variance that accompanies it 

(Joreskog & Sorbom, 1988; Newcomb, 1990). Evaluation of the 

measurement model considered this error through the use of multiple 

observed indicators (Joreskog & Sorbom, 1988). 

Measurement model for the instrument. The two levels of analysis 

in the estimation of the measurement model for the structural equation 

model were analysis of the measurement model .for the instrument 

measuring a construct, and analysis of the measurement model for the 

combined constructs. The first level used exploratory factor analysis 

and confirmatory factor analysis to look at the items and scales that 

make up the instrument. The purpose of this level of exploratory and 

confirmatory factor analysis was to identify the items that best 

described the construct. 

As a result, items that did not describe the data well were 

deleted · or "trimmed" from · the model. Model trimming has been found 

useful in the exploratory stages of model development as long as it is 

not used as a substitute for a priori hypothesis testing (Pedhazur, 

1982). Pedhazur (1982.) described theory trimming as the deletion of 

paths from the model "that do not meet the criteria of statistical 

significance and/or meaningfulness" (p. 616). 

Exploratory factor analysis at this level of analysis was used to 

see if the i terns loaded in the same pattern as published by the 

instrument's author. This analysis provided information on the factor 

structure and validity of the instruments. Factor loadings and !

values were evaluated for the items of each instrument. In this study, 

only items with high factor loadings (> .5) and significant t-values (> 



2.0) were considered when making decisions to keep items in the 

instrument. 

In confirmatory factor analysis of the instruments measuring a 

latent construct, the factor structure for the data (that proposed by 

the instrument's author) was specified a priori. This analysis 

verified whether the factor structure proposed by the instrument was 

consistent with the data. The confirmatory factor analysis component 

of the LISREL VI program provided the statistical analysis of the 

empirical data on the latent and observed variables. 

In confirmatory factor analysis of the measurement model, 

goodness-of-fit of the theoretical model with ·the empirical data was 

assessed. The following indices were used in that evaluation of model 

fit, Chi-square (~2 ), degrees of freedom (df), Chi-square/degrees of 

freedom ratio (~2/df), 2-value, change in Chi-square based on change in 

degrees of freedom between two models , squared multiple correlation 

(~2 ), goodness-of-fit index (GFI), adjusted goodness-of-fit (AGFI), 

modification indices, maximum likelihood loadings, and t-values. 

Chi-square was used to evaluate the degree of fit between the 

causal model and the data set to which it was applied. The index was 

obtained by comparing elements of the model covariance/variance matrix 

with those of sample covariation matrix. Chi-square can be heavily 

influenced by sample size; the larger the g the .more sensitive chi

square can be and the more difficult to achieve a fit of the model and 

the data (Biddle & Marlin, 1987). 

The 2-value associated with Chi-square test (relative to the 

degrees of freedom) is the most common index for judging the degree to 

which a model fits the data (Newcomb, 1991). The closer the match 



between the elements. of the covariance matrix, the lower the Chi-square 

and the larger the E_-value .. (Newcomb, 1991) . A small Chi-square index 

with a high E_-value indicates a better fit and confirmed model, but 

does not rule out the possibility that there are other models that 

would also fit. For this study, a £-value greater than . 05 was 

desirable. A Chi-square· to degrees of freedom ratio less than or equal 

to two was used to suggest that the model was a good representation of 

the data (Newcomb, 1991). 

The change in Chi-square and the degrees of freedom between two 

models was another way to measure the degree and significance of the 

change that occurred between two models. The difference between the 

test statistics {Chi-square) and the difference between the degrees of 

freedom on the two models were calculated. A z-table was then 

consulted to determine, if the Chi-square difference based on the 

degree of freedom difference was greater than the critical value of the 

significance level, which indicated that there had been a significant 

change in Chi-square. A significant change in Chi-square indicates 

that that significant change in the models has occurred.-

The squared multiple correlation was used as a measure of the 

strength of the linear relationship. It represents the strength of the 

variable to the construct it is measuring (Joreskog & Sorbom, 1988). 

Goodness-of-fit is the relative amount of covariance/variance 

explained by the model without adjustments. Indices greater than .90 

(out of a maximum of 1.00) were used to indicate a good fit (Kline, 

1991). Another measure of model fit is the adjusted goodness-of-fit. 

This is a measure of the relative amount of variance and covariance, 

jointly accounted for by the model, corrected for number of model 



parameters (Joreskog & Sorbom, 1988). This .index is independent of 

sample size and ranges from 0 to a maximum of 1. 00. High values, 

greater than .80, were viewed as indicative of a better fit (Kline, 

1991; Newcomb, 1990). 

Modification indices were also utilized to evaluate the fixed 

(non-estimated) parameters and the covariation among error terms. 

Errors in the measurement model pertain to the covariances among the 

errors of the various observed indicators. These are represented by 

theta delta (TD) if the covariation of the errors is related to the 

exogenous variable and theta epsilon (TE) if the covariation of the 

errors is related to the endogenous variables. 

Modification indices close to, or greater than 10, suggest a 

specification. error in the model (Byrne, 1989). At the instrument 

level of the measurement model analysis, indicators with· high 

modification indices were trimmed from the model, because the purpose 

of the analysis was to determine the items that best describe the model 

for the data. 

Maximum likelihood loadings for the observed indicators are 

similar to factor loadings in that they represent the strength of an 

item to a particular factor. Values close to 1.00 are desired. In 

addition, !_-values of those items must be significant (!_ > 2.00, E. < 

• 05) • At this level of analysis, low factor loadings and 

nonsignificant t-values were used to suggest trimming ·the item from the 

model. 

Information from the exploratory factor analysis and the 

confirmatory factor analysis, along with subjective review of the items 

of the instrument, were used to refine the instruments to reduce 



variability and better measure the latent construct under study. In 

the estimation of the measurement model for the instruments, scales 

become the latent variables and items become the observed indicators 

for those variables. The result of this analysis was the measurement 

model of the construct for the data. In the model for this study the 

observed indicators now representing the latent constructs are the 

factors/dimensions. 

Measurement model for the combined latent constructs. The second 

level of measurement model analysis pertains to the reliability and 

validity of the measurement model when the individual latent construct 

variables are combined in a model. The measurement model for each 

construct, determined at the previous level of analysis was utilized in 

this analysis. A covariance/variance matrix was formed for all the 

latent variables by combining the data from the observed indicators of 

those latent variables. 

At this level of analysis the observed indicators were the 

factors/dimensions that represented an. instrument' in the measurement of 

a construct and the constructs were the latent variables. Confirmatory 

analysis of the measurement model of the constructs evaluated the 

construct validity of the overall measurement model. 

Confirmatory fa~tor analysis was· again used and the constructs and 

observed indicators were specified a priori. This analysis verified 

whether the factor structure proposed by the construct combined was 

consistent with the data. The same indices as described in the 

previous measurement model analysis were used again, Chi-square, 

degrees of freedom, Chi-square/degrees of freedom ratio, E_-value, 

change in Chi-square based on change in degrees of freedom between two 



models, squared multiple correlation, goodness-of-fit index, adjusted 

goodness-of-fit, modification indices, maximum likelihood loadings, and 

t-values. Instead of pertaining to items (as was the case at the 

previous level), the factors/dimensions were evaluated for their 

relationship with their specified construct and with other constructs. 

Factor loadings of observed indicator variables were examined for 

significance and correlations among the different latent variables. 

High loadings of indicator variables on a common latent variable 

indicated convergent validity (Kline, 1991). Moderate to high 

correlations indicated that latent variables may not be independent 

{Newcomb, 1991). Low correlations among observed variables of 

supposedly different latent variables represented discriminant 

validity. 

Modification indices at the construct level of measurement model 

analysis were used again, but in a slightly different way. The fixed 

parameter or error term corresponding to the largest modification index 

was relaxed {freed) to correlate with other indicators or constructs) 

to examine if the fit of the model was maximally improved (Joreskog & 

Sorbom, 1988) . 

Structural Equation Model 

Multiple regression is the basis of analysis for the structural or 

path portion of the structural equation model (Newcomb, 1991). 

However, structural equation modeling is more flexible and powerful 

than multiple regression in the study of complex problems because it 

uses multiple observed indicators and simultaneously examines the 

relationships between variables (Kline, 1991). 



The structural equation model describes the theoretical 

relationships between the variables by a set of general linear 

equations (Lomax, 1982). The evaluation of the structural equation 

model requires the examination of these relationships. The causal 

model is composed of exogenous ·and endogenous latent. variables. 

Exogenous variables always ·act as a cause and never as an effect. 

Endogenous variables are directly caused or influenced by any of the 

other constructs (Hayduk, 1987). 

The individual relationship between the latent variables were 

examined by decomposing, into different components, the covariance 

between the exogenous variable and endogenous variable, and between two 

endogenous variables (Hayduk, 1987; Pedhazur, 1982). The structural 

coefficients that resulted combine.d to imply a covariance/variance 

matrix among the observed indicators . and they also constituted 

"effects" (Hayduk, 1987). 

The structural coefficient between all pairs of variables in the 

model were decomposed into the following parts: (a) direct effect, 

(b} indirect effects, and (c) total effects (Hayduk, 1987; Pedhazur, 

1982). The sum of the direct and indirect effects resulted in the 

total effect. Direct and indirect effects were examined to evaluate 

the hypothesized relationships among the causal variables. 

A path coefficient represents the direct effect of a hypothesized 

relationship between a cause and effect variable (Pedhazur, 1982). 

Beta (BA) coefficients express the estimate of the weight of the 

relationship between two endogenous variables. Gamma (GA) coefficients 

express the weight of the relationship 'between exogenous and endogenous 



variables. In the LISREL VI program, these are expressed as 

standardized regression coef.ficierits (Joreskog & Sorbom, 1988). 

Indirect effects were calculated by summing all the indirect 

effects transmitted through all routings of two or more paths. They 

were also calculated by subtracting the direct effect from the total 

effect (Hayduk, 1988) .. 

The following statistics were used to assess the theoretical 

relationships of the causal model: (a) t-values of significance of 

hypothesi~ed relationship, (b) direct effects, (c) indirect effects, 

(d) total effects, and (e) squared multiple correlations for the 

structural equation. 

All of the structural coefficients have standard errors calculated 

by the LISREL VI program. Thus, hypotheses can be tested and 

confidence intervals can be created for measurement of the variances 

and covariances, structural disturbances variances and covariance, and 

measurement loadings of the indicators and constructs (Hayduk, 1987). 

The standard errors are used to calculate t-values. These values 

provide an indication of the parameters importance to the model 

(Hayduk, 1988) . The ~-value represents the number of sampling 

distribution standard deviations the estimate is away from zero 

(Hayduk, 1987). The LISREL VI program generates ~-values for each 

hypothesized direct effect; ~-valu,es for indirect effects are 

calculated by pooling the standard errors for the pathways involved, 

and dividing the indirect effect by this value. 

In this study a one-tailed·. test of significance was utilized. A 

t-value greater than 1. 64 was significantly different from zero and 

sufficient enough to reject the null hypothesis at the .05 probability 



level. A ~-value greater than 2.60 in this study was significant at 

the .01 probability level. 

Squared multiple correlations for the structural· equations are 

also used to evaluate the relationships. The explained variance was 

the portion of the variance in the intervening and endogenous variables 

2 explained by B . In other words, the squared multiple correlation was 

the amount of variation in the endogenous variables jointly accounted 

for by the model (Biddle & Marlin, 1987}. 

Estimation of Measurement Models 

For the Instruments 

Estimation of the Measurement Model for Nursing Unit Structure 

Organizational structure, regardless of the level of the 

organization, provides the framework for hierarchical relations, 

authority of positions, rules and procedures, communication and 

decision making patterns, and the division of work (Alexander, 1986; 

March & Simon, 1958; Mintzburg, 1979}. The Flexibility of. Structure 

Instrument (Alexander, 1986} is a 14-item questionnaire measuring a 

nurse's perception of the degree of flexibility of relationships among 

the personnel in a setting. The instrument measures three dimensions 

of structure: vertical participation, horizontal participation, and 

formalization, with high scores. on scales indication flexibility 

Alexander's (1986} dimensional conceptualization of the measurement 

model of structure and its representation in the Flexibility of 

Structure Instrument is diagrammed in Figure D-1. Observed indicators 

are represented by the actual item numbers on the questionnaire. Latent 

constructs at this level of measurement analysis of an instrument are 

represented by the factors/dimensions. 



Figure D-1. Measurement model for Flexibility of Structure Instrument. 
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Exploratory Factor Analysis using varimax rotation was obtained 

for the data. This analysis ·supported a 3-factor structure, 

similar, but not identical to Alexander's. Eigenvalues were all 

greater than 1.0 {Table D-1) .. 

Factor 1 had nine items loading greater than . 50. Six of the 

seven items of vertical participation in Alexander's model loaded on 

Factor 1· for this study. Three additional items , which had loaded on 

Factor 2 in Alexander's model, also loaded on Factor 1. Factor 2, 

horizontal participation, had three items loading greater than .48. 

One of the three items loaded on Factor 1 in Alexander's model. This 

item also loaded closely on Factor 1, and identification with Factor 1 

could be justified. Formalization, Factor 3, had two items with high 

loadings. These were identical to Alexander's model. 

Confirmatory factor analysis was utilized to examine the 

relationship of the 14 items of the Structure Instrument to the three 

factors specified by Alexander's model. The three factors of 



Alexander's model were specified and the item for each factor was 

fixed. 

Table D-1 

Exploratory Factor Analysis of Measurement Model of Structure, Factor 

Loadings and Eigenvalues 

Factor. 1 Factor 2 Factor 3 
Dimensions/Item Loading Loading Loading 

Vertical Participation 

4 .80240 

2· *·. 77543 

5 .70726 .20399 -.30333 

6 .70547 .24601 

10 *.68316 *.24370 

3 .65010 -.23024 

13 *.63957 .25677 

7 .60174 .44172 

11 .52361 .43172 .22237 

Horizontal Participation 

8 *.82800 

1 .25406 *.53744 

9 .47835 .48302 

Formalization 

12 .86439 

14 .85112 

Eigenvalue 5.42467 ~-74931 1'.18604 

* Item originally loaded on Alexander's Factor 2 in model. 



The results of the confirmatory factor analysis .are presented in 

Table D-2. All the i terns except number 14 loaded on the designated 

factor at a significant level . (~ > 2. 0, 2 < • 05) . However, the maximum 

liklihood. loadings were all greater than 1.0 suggesting an error in the 

model's specification (Joreskog & Sorbom, 1988). Items number 1, 8, 9, 

and 12 had squar~d multiple correlations (~2 ) for the ~ variables of 

less than .22. This was an indication that the items were not strongly 

measuring the intended dimension (Joreskog & Sorbom, 1988). Item 

2 number 14 had an ~ greater than 1.0 and a negative variance, both of 

which suggested an error in the model specification. 

The assessment of the overall fit of the measurement model for the 

instrument was also questionable. Chi-square was high at 97 . 03 , but 

the ratio of ·chi-square to df, 1. 3, was satisfactory (Joreskog & 

Sorbom, 1988). Goodness-of-fit and AGFI were less than the recommended 

.90 and .80 respectively. In addition, E < .05 indicated the 

theoretical model and the sample data model were significantly 

different. The root mean square residual (RMS) was .088, which 

suggested the error variance was low (Joreskog & Sorbom, 1988). 



Table D-2 

Confirmatory Factor Analysis of Measurement Model for Structure 

Instrument Original 3 Factor 14-Item Model, Factor Loadings, t-values, 

and Fit Indices 

Factor 1 Factor 2 Factor 3 
Dimensions/Item Loading t-value Loading t-value Loading t-value 

Vertical 
Participation 

3 
4 
5 
6 
7 
9 

11 

Horizontal 
Participation 

1 
2 
8 

10 
13 

Formalization 

12 
14 

* E. < .05. 

Fit Indices 

Chi 

97.03 

Fixed 
1.549 
1.837 
1.855 
1.289 

.861 
1.202 

df 

74 

at 1.00 
4.851* 
4.773* 
4.726* 
3-991* 
3-575* 
4.113* 

df 

1.3 

Fixed 
2.107 
1.295 
2.306 
2.017 

at 1.00 
2.986* 
2.357* 
2.978* 
3.006* 

E. 

.038 

GFI 

.884 

Fixed at 1.00 
4.290 .806 

AGFI RMS 

.835 .088 

* E > .05 Indicates models are not significantly different. 



Based on this confirmatory factor analysis data, items number 1, 

8, 9, 12, and 14 were considered of questionable value to the 

measurement model for the instrument measuring structure. The 

questionable nature of those items was supported by the earlier 

exploratory factor analysis that revealed items 9 and 1 had weak 

loadings. The researcher also noted that nursing subjects reported 

difficulty answering questions 12 and 14 due to ambiguous and confusing 

wording. As a result of these concerns, the model was trimmed so that 
\ 

the best conceptualization of the construct of structure could be 

utilized for structural equation model testing. 

Items 1, 8, 9, 12, and 14 were deleted one at a time from the 

measurement model for the latent variable structure in order to 

determine their impact on the overall measurement model for the 

instrument. Items 12 and 14 were the only two i terns in Factor 3. 

Eliminating one would have greatly reduced the reliability of the other 

and its effect on measuring structure. Since both items appeared to be 

questionable both were deleted.· Therefore, the formalization factor 

was eliminated, leaving the two factors vertical and horizontal 

participation. 

All of the items loaded on the designated factor at a significant 

level (! > 2.76, 2 < 0.5). No negative variances occurred and there 

was a significant change in Chi-square (£ > .05) from the previous 

3-factor measurement model ·for the structure instrument. The GFI 

index was slightly greater than the recommended . 90 suggesting the 

theoretical model fit the data; however, the low E value {£ > .001) 

gave an indication the models were not similar. The squared multiple 

correlations for items 1, 8, and 9 remained low and thus still 



sugge.s ted their questionable value to the various factors measured. 

Conside~ing all the confirmatory factor analysis results, the model did 

not appear to be much different from the 3-factor .model. As a result, 

further model trimming occurred. 

I tern number 1 was trimmed from the model. In addition to the 

previously mentioned problems with· this item, many subjects expressed 

difficulty with the wording of this question. The negative wording in 

the question and in the response scale resulted to confusion over which 

response to choose. 

The deletion of i tern 1 resulted in significant ~-values for the 

new measurement model for ·the structure instrument (~ > 3.75, E > .05). 

The fit indices improved, with Chi-square changing significantly from 

the previous · model. The GFI increased and all the squared multiple 

correlations greater than . 30 except item numbers 8 and 9 with R
2

' s 

of .129 and .218 respectively. 

Again, although there were significant improvements in the 

measurement model , two items (8 and 9) continued to have 

questionable indices relative to their value in measuring the construct 

of structure. Two more confirmatory factor analysis were initiated, 

first eliminating item number 9 and then item number 8. 

The final confirmatory factor analysis resulted in the best 

fitting model for the measurement model for the structure instrument 

(Table D-3). 

(~ > 4. 70. 

All items loaded significantly on their designated factor 

E < • 05) · Chi-square changed significantly from the 

previous models. Both the GFI and AGFI were in the acceptable range, 

and the model was not significantly different from the data. 



Table D-3 

Confirmatory Factor Analysis of Measurement Model for Structure 

Instrument, 2- Factor Model without Items 1, 8, 9, 12, and 14, Factor 

Loadings, t-values, and Fit Indices 

Factor 1 Factor 2 

Dimensions/Item Loading t-value Loading t-value 

Vertical 
Participation 

3 Fixed at 1.00 

4 1.535 5.559* 

5 1.868 5.524* 

6 1.932 5.523* 

7 1.282 4.583* 

11 1.213 4.761* 

Horizontal 
Participation 

2 Fixed at 1.00 

10 1.052 6.909* 

13 .940 7.190* 

* E < .05. 

Fit Indices 

Chi df Chi/df GFI AGFI RMS 

34.21 26 1.31 .130 .947 .goB .071 



In addition, the squared multiple correlations revealed that the 

nine items correlated appropriately with their designated factor. The 

findings provided confirmation for a 2-factor, 9-item measurement 

model for the structure instrument. The two factors included six items 

of vertical participation and three items of horizontal participation 

(Figure D-2). 

Figure D-2. Refined measurement model for the Flexibility of 

Structure Instrument. 

Construct NURSING UNIT STRUCTURE 

Factors/Dimensions 

Items 

·Estimation of the Measurement Model for Autonomy 

Because of t~e multifaceted nature of autonomy, two instruments 

were combined·to measure the construct of nursing .autonomy. The first 

instrument was the 9-item Work Autonomy Scales by Breaugh (1985), 
r 

which measured three dimensions of autonomy: method auton0my, 

scheduling autonomy, and criteria of work autonomy. The second 

instrument was the 29-item Nursing .Autonomy Scale (NAS) by 

Schutzenhofer (1988) which measures the global construct of 

professional autonomy for nurses. 



The proposed measurement model ·for the autonomy instrument to 

measure the construct of autonomy is diagrammed in Figure D-3. A total 

of 38 i terns made up the measurement model: 29 i terns of the Nursing 

Activity Scale related to professional nursing autonomy and 

9 items of the Work Autonomy scales related to general work autonomy. 

A measurement model was determined for each instrument; the two 

measurement models were then combined to determine a final measurement 

model for ·the autonomy instrument. 

Figure D-3. ·Measurement model for Autonomy Instruments. 

Construct 

Factors/Dimensions METHOD CRITERIA 
(Nursing /' \ _ lto\y) 

Item 1 2 ... 29 1 2 9 

The . 9-item· Work Autonomy instrument was evaluated first. 

Exploratory factor analysis using varimax rotation was used to examine 

factors for the sample (Table D-4) . The items loaded on to two 

factors and accounted for 70% of the variance accounted for by all the 

factors. 

The first factor had three items with factor loadings greater than 

. 80. These i terns corresponded with the method autonomy dimension in 

Breaugh's (1985) instrument. The second factor contained six items 



with loadings greater than .56. In addition, three items on the second 

factor also loaded on Factor 1 with loadings greater than .40. This 

information later became part of the reasoning for justifying items 

trimmed from the model. 

Table D-4 

Exploratory Factor Analysis ·of Measurement Model of Work Autonomy 

Factor Loadings, and Eigenvalues 

Dimensions/Item 

Method 

1 

2 

3 

Schedule 

4 

5 

6 

Criteria 

7 

8 

9 

Eigenvalues 

Factor 1 

.~ 

.89925 

·~ 

.42191 

.46275 

.54261 

.35300 

.54261 

5.25862 

Factor 2 

.22164 

.30228 

.28019 

.~ 

.61700 

.~ 

.81894 

.TIQ§2 

.63314 

1.05145 

.. 

The next step utilized a series of confirmatory factor analyses to 

estimate the best measurement model for the 9-item Work Autonomy 



instrument. Constraints were imposed such that the nine autonomy items 

were designated as related to three separate factors, representing 

method autonomy, schedule autonomy, and work criteria autonomy. The 

results of the first confirmatory factor analysis for the 9-item Work 

Autonomy instrument are presented in Table D-5. 

Table D-5 

Confirmatory Factor Analysis of Measurement Model .for Work Autonomy 

Instrument, 3-Factor 9-Item Model 

Factor 1 Factor 2 Factor 3 
Dimensions/Item Loading t-value Loading t-value Loading t-value 

Method 

1 .966 17.676* 

2 .926 13.284* 

3 1.000 Fixed 

Schedule 

4 1.010 8.822* 

5 .926 10.029* 

6 1.00 Fixed 

Work Criteria 

7 .777 7.261* 

8 .977 12.309* 

10 1.00 Fixed 

* E. < .05. 

Fit Indices 

Chi df Chi/df E. GFI AGFI RMS 

112.29 24 3.8 .000 .858 .733 .136 



All the items loaded at a high level of significance (~ > 7.2, 2 < 

.05}. However, the goodness-of-fit indices were poor. The ratio of 

chi-square to degrees of freedom was large, 2 was less than .05, both 

goodness-of-fit indices were less than the recommended • 90 and • 80 

respectively, and a large root mean square all suggested a large 

amount of error was still unaccounted for in the model. 

A review of the modification indices · for the model showed i terns 

number 8 and 9 had large values on factors other than the one 

designated by the model. In the exploratory factor analysis, these two 

i terns also had loaded on a factor other than the one specified by 

Breaugh' s instrument. Item number 9, which dealt with control over 

objectives for work, was reviewed by the researcher. The question was 

believed to be to broad for the majority of the nurses in ambulatory 

care, because the nature of the various clinics dictate, to a certain 

extent, the overall objectives. 

Based on the above indices, model respecification was necessary. 

Since exploratory factor analysis suggested only two factors, a 

confirmatory factor analysis of a 2-factor model for the autonomy 

instrument was estimated. 

A high Chi-square, a high ratio of Chi-square to degrees of 

freedom, 2 < • 05, and goodness-of-fit indices below . 90 were all 

present in the confirmatory ·factor analysis estimation of the model. 

These results. indicated an overall poor fit of the 2-factor measurement 

model of Work Autonomy Instrument with the data. Items number 4 and 7 

had squared multiple correlations less than . 45 and in comparison to 

the other items appeared to be the weakest items representing Factor 2. 



Five other confirmatory factor analysis were . done to examine 

measurement models for 2-factor scales with 6, 7, and 9 items. In four 

of these estimations, despite the fact that t-values for the items were 

significant (2 < .05) the overall fit of the measurement model 

specified for the data was poor. Fit indices of these analyses are 

presented in Table D-6. 

The final measurement model for the Work Autonomy Instrument was 

estimated with a confirmatory factor analysis of a 6-i tem 2-factor 

model. Items 9, 4, and 7 were trimmed. These deletions were based on 

the results of the preceeding confirmatory factor analyses, low squared 

multiple correlations for items 4 and 7 to Factor 2, high modification 

indices for the items (6.64 and 8.99 respectively), and the clarity of 

the items for ambulatory care was questionable. 

Item 4 dealt with control of scheduling· over work. In the 

exploratory factor analysis it loaded closely on Factor 1 ( ·• 46) and 

Factor 2 (.62). For the-most part, _the amount of autonomy the nurse 

has in setting the schedule is dictated by the particular clinic. As a 

result, some nurses may have had difficulty interpreting. and responding 

to· this question. Item 7 was believed to be an appropriate question, 

but was deleted based on the empirical data that suggested it poorly 

represented the measurement model for_ the instrument. 
I 

These findings suggested that a 2-factor, 6-item, measurement 

model for the Work Autonomy Instrument was the best representation of 

the construct (Table D-7). Chi-square was small, and although the 

ratio of chi to the degrees of freedom was not at or below the 

recommended 2.0, it was the closest in this model. The goodness-of-fit 

index was greater than .90 and the adjusted goodness-of-fit was greater 



Table D-6 

Confirmatory Factor Analyses of 2-Factor Model Work Autonomy 

Instrument, and Fit Indices 

9 Items Factor One- 1, 2, 3, 7, 8, 9 

Factor Two - 4, 5, 6 

Chi 

210.77 

df 

26 

Chi/df 

·4.0 

7 Items · Fattor Orie - 1, 2, 3, 7 

Factor Two - 4, 5, 6 

Chi df Chi/df 

87.79 13 5.21 

7 Items Factor One - 1, 2, 3 

Factor Two - 5, 6, 7, 8, 

Chi 

73.16 

df 

13 

Chi/df 

5.6 

6 Items Factor One - 1, 2, 3 

Factor Two - 4, 5, 6 

Chi df Chi/df 

38.66 8 4.7 

E 

.000 

E 

.000 

E 

.000 

E. 

.ooo· 

GFI 

.744 

GFI 

.870 

GFI 

.724 

GFI 

.916 

AGFI 

.557 

AGFI 

.721 

AGFI 

.154 

AGFI 

-779 

RMS 

.246 

RMS 

.228 

RMS 

.159 

RMS 

.104 



Table D-7 

Confirmatory Factor Analysis of Measurement Model Work Autonomy 

Instrument, 2-Factor Model, Six Items, Factor Loadings, t-values, and 

Fit Indices 

Factor 1 Factor 2 
Dimensions/Item Loading t-value Loading t-value 

Method 

1 .935 17.246* 

2 .902 13.162* 

3 Fixed at 1.00 

Schedule/Criteria 

5 1.178 7.544* 

6 1.350 7.752* 

8 Fixed at 1.00 

* E. < .05. 

Fit Indices 

Chi df Chi/df E. GFI AGFI RMS 

24.11 8 3.01 .002 .946 .858 .107 

than .80. The £-value remained small, but did improve slightly in this 

measurement model. This measurement model was selected as the model of 

Work Autonomy Instrument to be utilized in the testing of the proposed 

causal model. The two factors that remained were the dimensions of 

method autonomy and schedule autonomy. 



The es tim·a tion of the measurement model for autonomy with the 

Nursing Autonomy Scale Instrument also began with an exploratory factor 

analysis of the data. Exploratory factor analysis using varim~ 

rotation was performed on the data. The items of the instrument loaded 

on eight factors with eigenvalues greater than 1.0 and accounting for 

66.7% of the variance accounted for by all the factors. The original 

scale was unidimensional. A total of 26 items with loadings greater 

than .50, loaded on the five-factors. These five factors accounted for 

55% of the variance accounted for by all the factors. Factor 1 with 

eight items had an eigenvalue of 8.10 and accounted for 28% of the 

variance. The factor loadings and eigenvalues for these i terns are 

presented in Table D-8. 

Constraints were imposed such that the 29 autonomy items shown in 

Figure D-3 were designated as related to only one factor, NAS. The 

results of the first confirmatory factor analysis of the measurement 

model of the instrument are contained in Table D-9. 

The !-values indicated significance at the E < .05 level, however 

most of the other values indicated severe problems with many of the 

i terns and the model. Several i terns had low loadings ( < • 50) on the 

factor, many items had low B2 , < .300, and all of the goodness-of-fit 

indices indicated an extremely poor fit of the measurement model for 

the Nursing Autonomy Instrument. 

Trimming of the model was. done in several steps Items were 

deleted based on their loadings and . placement on factors· in the 

exploratory factor analysis, low loadings in the confirmatory factor 

2 analysis, low R values, low t-values compared to the other !-values, 



Table D-8 

Exploratory Factor Analysis of Measurement Model of Nursing Autonomy 

Scale Instrument, Five Factors with Loadings Greater than .50 

Item Factor 1 Factor 2 Factor 3 Factor 4 Factor 5 

10 .8325 
6 .7760 

13 .7513 
3 .7235 
8 .7061 

11 .6770 
22 .6732 
4 .5475 

18 .7102 
23 .6997 
12 .6965 
29 .6617 
27 .6566 
16 .5692 
28 .54249 

15 .7199 
17 .6097 
21 .5107 

25 .7802 
26 .5955 

19 .7768 
9 .5792 
5 .7368 

Eigenvalues 8.111 2.731 2.207 1.574 1.574 

and the researcher's subjective review of the question for theoretical 

relevance. 

On review of the questions that were deleted it was noted that the 

construct autonomy was unclear. In many cases, autonomy was clouded 

with other issues such as medical-legal, administrative, practice, and 

the nursing process. 



Table ~-g 

Confirmatory Factor Analysis Nursing Autonomy Scales (NAS) Instrument, 

Factor Loadings, t-values, R2, and Fit Indices 

Item Factor 1 

1 .385 
2 .575 
3 1.044 
4 .433 
5 .382 
6 .goa 
7 .741 
8 .741 
g 1.2g4 
10 .goo 
11 1.272 
12 .663 
13 .g83 
14 .682 
15 .782 
16 1.540 
17 .6g5 
18 .865 
19 .650 
20 . 604 
21 .586 
22 1.497 
23 ·373 
24 .g46 
25 .613 
26 .766 
27 .824 
28 .804 
2g 1.00 Fixed 

* E. < .05 for t-values. 

Fit Indices 

Chi df Chi/df 

1117.72 377 2.9 

t-values 

2.578* 
2.980* 
5.571* 
2.812* 
3.2g4* 
5.812* 
5.115* 
4.586* 
6.026* 
6.037* 
5.836* 
4.488* 
5.781* 
4.756* 
6.o4g* 
6.436* 
5.043* 
4.728* 
4.778* 
4. 570* . 
5.0g7* 
6.4g5* 
2.288* 
5.631* 
4.013* 
4.g07* 

E 

.000 

3.8g2* 
3.g17* 

.000 

GFI 

.603 

R2 

.056 

.076 

.337 

.067 

.Og5 

.37g 

.268 

.204 

.421 

.423 

.384 

.194 

.373 

.223 

.223 

.425 

.514 

.25g 

.220 

.202 

.266 

.52g 

.043 

.347 

.148 

.241 

.138 

.140 

.326 

AGFI RMS 

.542 .076 



Because the number of items was large, several items were deleted 

at one time. Items number 1, 2, 4, and 23 were deleted in the second 

confirmatory factor analysis;. items 5, 12, 25, and 28 in the third 

confirmatory factor analysis; items 27, 20, 18, and 9 in the fourth 

confirmatory· factor analysis; items 7, 14, 19, and 26 in the fifth 

.confirmatory factor analysis; and item 29 in the sixth confirmatory 

factor analysis. After each confirmatory factor analysis all of the 

indices were reviewed and the information provided additional 

justifications for further deletions in order to trim the measurement 

model for the autonomy instrument. The results of these four 

confirmatory factor analysis are presented in Table D-10. 

A significant change .in Chi-square occurred with each analysis {E. 

< .05) and the overall goodness-of-fit improved greatly. All of these 

changes indicated trimming the model was improving its fit, however, 
( 

the values were still not in the acceptable ranges. It is interesting 

to note that the items remaining at this point were items that had 

loadings of greater than .65 on the initial exploratory factor analysis 

with the exception of i terns number 16 { . 571) and number four {.55) . 

Model trimming continued to refine the measurement model for the 

Nursing Autonomy Scale Instrument. 

The final measurement model for the Nursing Autonomy Scale 

Instrument was unidimensional and consisted of nine items. The results 

of the confirmatory factor analysis are presented in Table D-11. 

The trimming of the model resulted in a model in which the items 

had improved ~2 values, improved factor loadings, significant !-values 

{! > 5.5, E. < .05), a low Chi-square, a low Chi-square degrees of 

freedom ratio, a mean root square less than .05, goodness-of-fit 



Table D-10 

Confirmatory Factor Analyses of Measurement Model for Nursing Autonomy 

Scale Instrument 

Unidimensional Scale Fit Indices 

CFA-2 Chi 

25 Items 838.05 

CFA-3 Chi 

21 Items 548 

CFA-4 Chi 

17 Items 3517 

CFA-5 Chi 

13 Items 209.83 

CFA-6 Chi 

10 Items 89.65 

df 

275 

df 

189 

df 

119 

df 

65 

df 

35 

Chi/df 

3.01 

Chi/df 

2.7 

Chi/df 

2.90 

Chi/df 

3.10 

Chi/df 

2.7 

E. 

.000 

E. 

.002 

E. 

.000 

E. 

.000 

E. 

.000 

GFI 

.639 

GFI 

.689 

GFI 

.732 

GFI 

.773 

GFI 

.874 

AGFI 

.574 

AGFI 

.620 

AGFI 

.655 

AGFI 

.668 

AGFI 

.802 

RMS 

.070 

RMS 

.060 

RMS 

.052 

RMS 

.053 

RMS 

.048 

greater than .90, and adjusted goodness-of-fit greater than .80. All 

of the items on this final unidimensional 9-item measurement model, 

except items number 15 and 16, loaded on the first factor in the 

exploratory factor analysis. The findings suggested this final 

measurement for the Nursing Autonomy Scale Instrument was the best 

representation of the construct autonomy. 



Table D-11 

Confirmatory Factor Analysis of Measurement Model for Nursing Autonomy 

Scale Instrument, Unidimensional 9-Item Scale, Factor Loadings, t

values, R2 , and Fit Indices 

Item Factor 1 t-values R2 

3 .782 7.693* .447 

6 .701 8.459* .534 

8 .962 8.588* .549 

10 .723 9.366* .646 

11 .913 7.867* .466 

13 .678 7.867* .508 

15 .389 5.645* .248 

16 .901 7.397* .415 

22 1.00 Fixed .000 .557 

* E. < .05. 

Fit Indices 

Chi df Chi/df E. GFI AGFI RMS 

50.452 27 1.9 .004 .923 .871 .032 

The items of the final scale were weighted and summed for a total 

score for the Nursing Autonomy Scale as indicated by the Schutzenhofer 

(1988). These scores along with the scores of the Work Autonomy Scales 

were then merged to form a single measurement model for the construct 

of autonomy (Figure D-4). 



Figure D-4. Refined measurement model for autonomy instruments. 

Construct . AUTONOMY 

NURSE AUTONO~ ~ORK AUTONOMY 

I /""' 
NURSI:NA:~ METH~A~MY SCHE~~UTONOMY 

Factors/ 

Dimensions 

Items 6 8 10 11 13 15 16 22 1 2 3 5 6 8 

Estimation of the Measurement Model for Professional Job Satisfaction 

The Job Characteristic Index by Munson and Heda {1974) was the 

instrument selected to measure the construct of professional 

job satisfaction. The instrument conceptualized professional 

job satisfaction with five dimensions/factors, however, only three 

dimensions {intrinsic, task, and involvement) were utilized for this 

study. (See Chapter 3). The measurement model for Job Characteristics 

Index is diagrammed in Figure D-5. 

An exploratory factor analysis was done on the nine items. The 

items of intrinsic, task, and involvement had loadings of the factors 

specified by Munson and Heda (1974), and they loaded on the first three 

factors which accounted for 57% of the variance. The loadings were 

equal to or greater than . 50. The i tern loadings for these three 

factors are presented in Table D-12. 



Figure . D-5. Measurement model for Job Characteristics Index for 

nursing satisfaction. 

Construct 

Factor/Dimensions 

Items 

Four confirmatory factor analyses were done to estimate the best 

measurement ·mod~l for the 9-item satisfaction instrument. In the first 
. . 

analysis the full model was estimated. Constraints were imposed such 

·that the nine satisfaction items shown in Figure D-5 were designated as 

related to three separate factors,. representing intrinsic, task, and 

involvement satisfaction. The results of the first confirmatory 

analysis of the full measurement model for satisfaction are contained 

in Table D-13. 

The results of this analysis showed that the loadings were within 

the acceptable ranges for all the items, t-values were all significant 

( .2 < • 05) , and the squared multiple correlations for the i terns were 

generally acceptable, with item 5 having the lowest-· correlation at .. 29. 

These values suggested the items are important · to· the 

measurement model and that they<.: correlate with their . specified 

factors. The goodness-of-fit indices are also fair.ly good; however 

the _E-value was < .05, suggesting the models may nQt ·.have been 



Table D-12 

Exploratory Factor Analysis for Job Characteristics Index for Nursing 

Satisfaction, Factor Loadings, and Eigenvalues 

Dimensions/Item Factor 1 Factor 2 Factor 3 

Intrinsic 

1 .8708 

2 .8427 

3 .6467 

Task 

5 .8225 

6 .6082 

4 -5514 

Involvement 

13 .5237 

14 .5016 

15 .4974 

Eigenvalues for 
the 15 Items 5.914 1.391 1.248 



Table D-13 

Confirmatory Factor Analysis for Job Characteristics Index for Nursing 

Satisfaction, 3-Factor 9-Item, Factor Loadings, t-values, R
2 , and Fit 

Indices 

Dimensions/Item Factor 1 Factor 2 Factor 3 t-value R2 

Intrinsic 

1 1.00 Fixed .526 

2 1.146 8.743* .709 

3 1.144 8.584* .668 

Task 

4 1.00 Fixed .456 

5 .678 5.059* .291 

6 1.204 6.030* .467 

Involvement 

13 1.00 Fixed .517 

14 1.040 8.017* .643 

15 1.012 7.607* -556 

* E < .05. 

Fit Indices 

Chi df Chi/df ·E GFI AGFI RMS 

60.27 24 2.5 .000 .909 .829 .111 



different. The modification indices suggested three items (5, 6, and 

15) were problematic and possibly should be deleted or placed on 

another factor. Item number 6 also heavily loaded on Factor 3. Item 

number 15 also loaded on Factor 1, and item number .five loaded 

additionally on Factor 2. 

The above questions were reviewed by the researcher as the first 

step in the respecification process of the measurement model for the 

the satisfaction instrument. Question 6 dealt with prestige of the job 

received from others. Because Factor 3 related to administrative issues 

of the job, it s~emed possible that prestige went along with decision

making power and the greater authority to direct others. As such, 

question 6 could possibly fit theoretically better on Factor 3. 

Question number 5 related to accountability in the job and 

appeared to be appropriate only on the designated factor of task. 

Question number 15 dealt with setting goals, and it also appeared to be 

pertinent to the involvement factor. 

Three more confirmat·ory factor analyses led to the final 

measurement model for the professional satisfaction instrument. Item 6 

was moved to Factor 3 in the second confirmatory factor analysis. 

Items number 3 and ~5 were trimmed and, item 6 was returned to Factor 2 

in the third analysis. The original structure with item 15 deleted was 

the fourth analysis. These analyses are contained in Table D-14. 



Table D-14 

Confirmator:[ Factor Anal:[sis of Measurement Model for Job 

Characteristics Index for Nursing Satisfaction, Three Factors, Nine 

Items, Seven Items, and Eight Items 

Fit Indices 

CFA-2 Chi df Chi/df E. GFI AGFI. RMS 

9-Items 56 24 2.2 .000 .912 .835 .114 

CFA-3 Chi df Chi/df E. GFI AGFI RMS 

7-Items 74.98 12 6.2 .000 .885 .733 .337 
6 on Factor 3 

CFA-4 Chi df Chi/df E. GFI AGFI RMS 

8-Items 47.15 17 2.7 .000 .920 .831 .106 
6 on Factor 2 

A final confirmatory factor analysis was done with item 15 deleted 

and i tern 6 moved to Factor 3 (Table D-15) . A significant change in 

Chi-square occurred, the goodness-of-fit and root mean square residual 

improved, and the ·E_-value increased to .001. In addition, the 

modification indices and multiple correlations for the items were 

within acceptable ranges. 

This was the measurement ·model for the satisfaction instrument 

accepted for inclusion in the analysis of the overall measurement model 

(Table D-15). The items and factors in this model were believed to be 

the best representation of the construct of professional satisfaction. 

The refined measurement model for Job Characteristics Index for nursing 

satisfaction is contained in Figure D-6. 



Table D-15 

Confirmatory Factor Analysis Measurement Model for Job Characteristics 

Index Instrument for Nursing Satisfaction, Three Factors, Eight Items, 

Item 6 on Factor 3, Item 15 Deleted 

Fit Indices 

Chi df Chi/df E GFI AGFI RMS 

40 17 2.3 .001 .928 .847 .103 

Figure D-6. Refined measurement model for Job Characteristics Index 

for nursing satisfaction. 

Construct PROFESS ONAL JOB SATISFACTION 

Factor/Dimensions INTRINSIC 

Items 4 5 

Estimation of the Measurement Model for Nurse-Patient Interaction 

Nurse-patient interaction was the fourth major construct in the 

proposed causal model. The construct of the nurse-patient interaction 

has four dimensions: patient empowerment, positive attitude, adequacy 

of communication, and agreement with plan. Figure D-7 presents the 



measurement model for the Nurse-Patient Interaction Tool (Krouse et 

al., 1988). 

The proposed measurement model for the interaction instrument was 

comprised of 28 i terns. For every nurse in the study an attempt was 

made to get three patient participants. It was originally planned to 

average the scores for the three patients, resulting in one patient set 

score for each nurse. However, three problems occurred that hindered 

this process . First, some 

corresponding to them did not. 

study. 

patients responded, but the nurse 

The patients were deleted from the. 

Second, incomplete patient questionnaires resulted in missing 

data. The average value for each item (for the set of patients 

responding to a particular nurse) of patient questionnaires was 

calculated and substituted for the missing value. This was a necessary 

step in order to maintain the sample size for patients and in order to 

obtain average patient interaction scores for each nurse. 

The third problem was that not every nurse had a set of three 

patients responding. To maintain the overall sample size, if only one 

patient responded, the dyad score was based on just one patient. If 

two or three patients responded, the scores were averaged to get one 

set (one dyad) of nurse-patient interaction scores. The total number 

of sets of averaged nurse-patient interaction scores was 134. Thus, 

134 matched pairs of nurse and patient sets were utilized to test the 

causal model. A covariance/variance for the 134 averaged patient sets 

was computed and submitted as input for the confirmatory factor 

analysis. 



Figure D-7. Measurement model for the Nurse-Patient Interaction Tool. 

Construct NURSE-PATIENT-INTERACTION 

Factor/ 

Dimensions EMPO ERMENT A/EEMIDIT COMMUNICATION 

I 
Items 1 2 4 9 6 7 17 20 10 11 3 5 8 

15 16 18 22 21 22 24 28 19 23 27 13 25 

Exploratory factor analysis was done on the 28-item, 4-factor 

instrument. The items loaded onto seven factors with eigenvalues 

greater th~ 1.0. Revie~ of the analysis revealed 25 of the 28 items 

had loadings greater than . 50. Four factors had 19 .i terns loading 

greater than .50 and of these, 15 items loaded on the factors defined 

by Munson and Heda (1974). These items became the starting point for 

the confirmatory factor analysis. The results of the exploratory 

factor ·analysis .. are contained in Table. D-16. Only those items with 

loadings greater than .50 are reported. 

Four attempts were made to run a confirmatory factor analysis on 

the data using the full measurement model and trimmed versions. 

However, on each attempt the data failed to converge and the 

covariance/variance matrix was determined to be "not positive 

definite." This warning for the input data suggested possible 

collinearity among the items (Joreskog & Sorbom, 1986). Joreskog and 



Table D-16 

Exploratory Factor Analysis of the Nurse-Patient Interaction Tool 

Factor 
Item 1 

Agreement (AGR) 

21 . 703* 
20 . 692* 
24 .641* 
22 .569* 
25 .519 

2 3 4 5 6 

Communication (COM) 

12 
10 
11 

2 
1 
4 

26 
7 

15 
16 

5 
3 

13 
6 
8 

17 
27 
23 

9 
18 

.866* 

.836* 

.755* 

Empowerment (EMP) 

.799* 

.722* 

.705* 

.530* 

.511 
.715 
.620 

Positive Attitude (ATT) 

.704* 

.676* 

.652* 

.608 

.546* 

.542 
.779 
.676 

7 

.717 

.701 

* Indicates the items loading on the factors specified by the 

instrument. 

Names of four identified factors from instrument above respective 

items. 



Sorbom (19~6) suggest deletion of one or more variables to reduce the 

collinearity. A review of the raw data also revealed a lack of 

variability in the patient responses. Substitution of averages for 

missing data and averaging the pati~nt responses also increased the 

lack of variability. 

The exploratory analysis had also revealed high loadings on 

certain factors, suggesting the· strongest items measuring the 

construct. The goal of the analyse's was to determine the best items 

Tor the measurement model for the Nurse-Patient Interaction Tool 

previously presented in Figure D-7. It was decided to rely heavily on 

the exploratory factor analysis for the initial selection of the items 

for the confirmatory factor analysis. 

The top three items from the four factors identified as having the 

most items matching from the original instrument were selected to 

represent their respective construct in the confirmatory factor 

analysis of the measurement model for the Nurse-Patient Interaction 

Tool. The results are pres en ted in Table D-1 7 . Cons train.ts were 

imposed such that the 12 interaction items were designated related to 

four ~actors, as identified above. 

The loadings were all significant (~ > 2.0, E < .05). Multiple 

_correlations for all the items ranged from .42 to . 70, indicating 

moderate to high correlations with the factors. Chi-square was small 

in relation to the degrees of freedom, and both goodness-of-fit indices 

were greater than the recommended . 90. The probability that the 

measurement model for the data and the instrument were not different · 

was :2 > .285. 



Table D-17 

Confirmatory Factor Analysis Measurement Model for Nurse-Patient 

Interaction Tool, 4-Factors, 12 Items, Factor Loadings, t-values, and 

Fit Indices 

Factor 1 
Dimensions/Item (t-value) 

EMP 

1 

2 

3 

ATT 

1.00 

-933 (6.949)* 

.857 (7.005)* 

Factor 2 

5 1.00 

3 

13 

COM 

10 

11 

12' 

AGR 

20 

21 

24 

t > 2.00, E 

Fit Indices 

Chi 

53.07 

< • 05. 

df 

48· 

Chi/df 

1.1 

.829 (5.744)* 

.744 (5.926)* 

E. 

.285 

Factor 3 Factor 4 

1.00 

1.135 (7.365)* 

1.172 (7.976)* 

GFI 

1.00 

.857 (5.745)* 

-995 (5.557)* 

AGFI RMS 

.906 .009 



To COJtfirm that these were the best fitting items , the next . 

highest loading items (26, 6, 19, and 22) on each factor in the 

exploratory factor analysis were added to the measurement model. Item 

number 6'was t~e only item that did not fit the factor designated by 

the Nurse-Patient Interaction Tool. 
\ 

The results indicated a poorly 

fitting model. Chi-square.was greater than 2.00 and the goodness-of-

fit index was less than .60. 

A final confirmatory factor analysis was done with item number 6 

deleted from the model. Again a poorly fitting model was estimated. 

The Chi-square to degrees of freedom ratio was greater than 2.0, and 

the goodness-of-fit index was only .74. Based on these results, the 4-

factor, 12-item measurement model was accepted as the model for nurse-

patient interaction fo~ testing in the proposed causal model. The 

refined measurement model for the Nurse-Patient Interaction Tool is 

diagrammed in Figure D-8. 

F:Lgure D-8. Refined measurement model for ·Nurse-Patient Interaction 

Tool. 

Co'nstruct NURSE-PATIENT I TERACTION 
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