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Excellence and success in small rural hospitals:
The interrelationships of power, participation in decisionmaking, and organizational commitment in rural nurses

Abstract
The purpose of this study was to explore power,
participation in decision making, and organizational
commitment among nurses in small rural hospitals. Quality
of care and length of stay cost efficiency were viewed as
outcome variables. All of these relationships are embedded
in a changing health care environment.
Fifty rural hospitals of 100 beds or fewer from eight
rural states agreed to be in the study. From the 50
hospitals, 319 RNs participated.
The study had three research hypotheses:
Hypothesis 1: Changes· related tq the health care
organization, patient care, and nursing d~partments are
being experienced by RNs working in small rural hospitals. A
high degree of change was evident in the responses, though
the pattern of change differed from the changes in other
studies.
·
Hypothesis 2: There are positive relationships among power
as knowing participation in change, participation in
decision-making, and organizational commitment among nurses
working in rural hospitals. Pearson's r correlations among
the variables were low-moderate.
Hypothesis 3: Power, participation in decision-making, and
organizational commitment have a positive effect on quality
patient care and cost effectiveness in small rural
hospitals.
In staff nurses, organizational commitment was significant
for both quality and length of stay cost efficiency, and
decision-making was significant for quality accounting for
35% of the variance. The highest variance was with top-line
manageme·nt nurses. Sixty percent of the variance in quality
was accounted for by power and organizational commitment.
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CHAPTER I
INTRODUCTION
All health care institutions, including rural
hospitals, are undergoing change and this change is often
radical and rapid.

Mergers, purchases, and closings are

occurring in hospitals of all sizes and in all geographical
settings.

A major impetus for this change is health care

economics.
For years policy makers have discussed issues related
to health care economics such as the percent of the Gross
National Product (GNP)
proportio~

care.

expend~d.on

health care and the

of our government budgets dedicated to health

Expenditures for health care, as a percentage of GNP,

increased at a faster pace than did other. aspects of the
economy in the last three decades (Legit, Lazenby, Cowan, &
Letsch, 1994).

Consumers and others who must pay the bills,

such as the third party payers, have expressed concerns
about the amount of money being spent on health care in the
United States.

These concerns are now manifested by the

selection of and relationships with health care providers,
by dramatic changes in reimbursement methods, and in new
forms of provider organizations.

The economic statuses of

health care institutions have been affected by the
implementation of Medicare's Diagnostic Related Groups
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(DRGs), by major changes in Medicaid rules, regulations,
funding distribution, and eligibility and by manifestations
of managed care: Health Maintenance Organizations (HMOs),
Preferred Pr.ovider Groups, .and case management models
(Burner & Waldo, 1997).

Health care organizations have

shifted focuses and have. become private business enterprises
rather than the public service facilities with social
missions from which they originated.
Many health care organizations have developed
strategies to deal with the radical changes in the health
care environment.

_These changes have included

reorganization of delivery systems, :·changes in staffing
patterns, addition of some services and deletion of others,
marketing strategies new to health care, and organizational
restructuring.

Obviously, these changes will effect patient

care and this effect may be negative in terms of quality of
care.

Quality of patient care may be sacrificed in order to

achieve cost containment.
While economic efficiency may be necessary for survival
of health care organizations, it should not be accomplished
at the expense of the organizations' obligation to provide
appropriate, high quality care.

Administrators in health

care settings are in danger of setting such high priorities
on the business aspects of health care that they fail to

Excellence
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These phenomena result not from a callus

disregard for the public welfare but from real fears of
organizational survival during these difficult economic
times.
Rural hospitals may be especially vulnerable to changes
in the health care environment.

Rural hospitals tend to be

small and lack the degree of fiscal safety that may be found
in "economy of numbers."

Generally, the more units an

industry produces, the more efficiently they are produced.
Producing smaller numbers tends to be more costly per unit.
Also, statistically, even slight deviations among smaller
groups of numbers
tends 'to' produce
a greater
effect on
.
'
'
'
'

numerical outcomes.

One or two admissions resulting in

significant financial loss could place' a small hospital "in
the red" (Weisgrau, 1997) .

Since the implementation of

Medicare reimbursement based on Diagnostically Related
Groups, hospitals are reimbursed at a set rate based on the
diagnosis.

Therefore, if patients are not discharged in a

timely manner, the hospital can be reimbursed at an amount
less than the cost of care, thus losing money.

Also, the

small rural hospitals are more sensitive to decreases in
numbers of admissions since the loss of a few admissions
would constitute a greater proportion of total admissions.
Clearly then, small rural hospitals are at high risk just by
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Given the potential

economic issues inherent in size, rural hospitals must be
especially effective in utilizing available resources, such
as the nursing staff, in order to deliver quality care in a
cost efficient manner.
Small hospitals often lack specialized expertise in
financial and quality management (Bushy, 1993)-.

Often one

individual in a small hospital must be responsible for a
broad span of functional areas ranging from materials
management to quality assurance (McByar, 1996).

These

individuals may be only minimally prepared for these tasks.
Marketing strategies'available to rural ~ospitals are
further limited by geographicai and financial constraints.
Many urban health care centers are riow marketing in the
rural areas and competition is increasing for the more
profitable services, such as elective surgery.

On the other

hand, it may be difficult for rural hospitals to discontinue
marginal or money losing service because the hospital could
be the only source for that service for miles around
(Weisgrau, 1997). Discontinuation would leave the community
without vital health care services.
Historically, nurses have had very little involvement
in the financial aspects of hospital administration.
the work of nurses surely has a profound effect on the

Yet,
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Nuxses, and the

work of nuxses, have been greatly affected by the txemendous
changes in all aspects of health caxe delivexy.

A bettei

undexstanding is needed of these dynamics.
Purpose
The puxpose of this study is to exploxe the concepts of
power (defined as the capacity to knowing paxticipation in
the pxocess of change); participation in decision making;
and oxganizational commitment among nuxses woxking in small
ruxal hospitals.

This xesearchex proposes to deteimine the

xelationship of these vaxiables to the majox outcomes of
quality of care and length of stay cost efficiency in rural
hospitals.
In this chaptex the authox will describe bxiefly some
of the changes pxesently being expexienced in the health
caxe envixonment and summaxize the effect of these changes
on communities, oxganizations, nurses, and the quality of
caxe.

Specifically, ruxal hospitals and ruxal nursing will

be discussed in texms of the unique problems and
considexations of rural communities.

Both the xesearch

pxoblem and the significance of the problem to nuxsing will
be presented.

Reseaxch questions will be delineated and the

xeseaxch hypotheses intxoduced.
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Significance
The Health of Rural Hospitals
During the 1980's almost 10% of hospitals in rural
areas closed; nearly 250 rural communities lost their local
hospitals (Hart, Pirani, & Rosenblatt, 1991).

Although the

overall rate of hospital closures has declined, closure of
rural hospitals has continued at a steady rate (Burda,
1993) .
Change and innovation are essential to the economic
survival of rural hospitals.

New approaches to patient care

call for involvement of nurses in case management and in the
development and use of planning and evaluative frameworks
such as critical pathways or care mapping.

Indeed, the

economic viability of some institutions may be dependent on
the ability to offer managed care as an option for
contracted services with industries.

Many rural communities

are dependent on a small number of industries for economic
survival.

Community hospitals must be able to offer and

effectively provide both the services and the financial
controls, using such strategies as case management, in order
to be competitive.
Though managed care models are not as prevalent in
rural communities, contracts that do exist are critical
(Weisgrau, 1997).

The loss of a contract by the local
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hospital to an urban hospital miles away can result in
financial hardship and ultimately a decrease in access to
care for the community.

The local hospital loses the

ability to market health care services to the employees of
the industry or business.

Statistically, the remainder of

the community will contain a higher proportion of residents
who are unable to pay for services and who lack the
resources to travel to distant providers (Agency for Health
Care Policy and Research, 1994).
Rural communities value hospitals as the local provider
of health care, as a major employer, and as a source of
pride (Muus, Ludtke, & Gibbens, 1995) ..

It can be

devastating for a community to lose its hospital.

There is

a negative impact on·the community as a whole and on the
ability of the community to provide for its own members.
Local inhabitants tend to lose the sense of involvement in
decision making and planning for future health care needs
when services are provided in a metropolitan facility many
miles away.
compromised.

Access to essential services can be seriously
In rural areas, transportation to distant

sites to receive health care is a problem for the elderly,
the ill, and the poor as most rural communities do not have
public transportation systems.

The loss of local emergency

services in a rural community can be especially serious
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since a large p,ortion of the community are engaged in
agriculture.

Agriculture has been identified as the most

dangerous of all occupations and is a major industry in many
rural areas (Geller & Ludtke, 1991) .

Clearly, the loss of

basic care in a rural community would have an impact on the
community as a whole.
Some rural hospitals are not only surviving these
turbulent times but are thriving.

These hospitals tend to

be creative, dynamic, and innovative.

In these hospitals,

nurses are involved in decision making and hold positions of
prominence in the community and in the organization.

They

work in an atmosphere of professional partnership. (Fuszard,
Green, Kujala, & Talley, 1994) .
This researcher intends to identify dynamics that may
be important to the health of rural hospitals in a time of
major change in the health care industry.

It is essential

to understand the involvement of nurses in the context of
health care delivery in the rural environment.

Nurses are a

valuable resource but may be under used and undervalued.
Empowerment of nurses and methods to enhance participation
in decision making may be means by which both the goals of
nursing and of the organization may be met with little
financial cost.

Changes in attitudes, organizational

structure, service delivery, decision-making processes, and
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evaluative procedures could be identified as possible
strategies to promote successful outcomes manifested by high
quality care and cost efficiency.
Nurses and Changing Health Care Environments
Many of the changes in hospitals affect nursing care:
how it is provided and who is performing the work.

The

trend toward patient-centered care has heightened the
concerns of nurses about the quality of care in some
hospitals.

There is evidence that nurses feel powerless in

effecting the direction and nature of change in the
workplace (Shindul-Rothschild, Berry, & Long-Middleton,
1996) .

In the traditional role as patient advocate, nurses

should be able to provide input into.decisions that
influence the quality of patient care.

Nurses have both the

experiential and theoretical knowledge of patient care
needed to effect positive change in the delivery of quality
care.

Especially in small rural hospitals, nurses function

as a critical interface between the hospitals and the
communities they serve.

However, in some hospitals, the

organizational structure, attitudes, and traditions do not
allow for participation in critical decisions by nurses.
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Quality of Care
Nurses should be involved in organizational re-design,
staffing re-configuration, and in the process of both
planning and implementing changes (Institute of Medicine,
1996) .

Nurses, who know nursing better than anyone else,

should not be excluded from decision-making activities that
affect patient care.

Evaluating outcomes in terms of

nursing care is complex and should not be removed from the
context in which the care is provided _(McCormick, 1991).
Nurses should work in a collegial manner with other health
care professionals in developing methods for delivering and
evaluating high quality and efficient health care.
Nurses are a source of strength and power that may be
poorly recognized·in some rural hospital in the present
atmosphere of rapid change and questionable economic
survival.

Better understanding the role nurses have, or

could potentially have, may make a critical difference in
outcomes for the hospitals, both in terms of the economic
health of the hospitals and the quality of care experienced
by clients.
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Nurses and the Future of Health Care
Hadley (1997), an active participant in the
Congressional debates on health care reform under the
Clinton administration, cites several challenges to nursing
as the new millennium approaches:

(Hadley, 1997)

(1)

"demonstrating (once again) that nurses provide costeffective, high quality care that can be measured (p. 165)."
Another challenge is (2) "overcoming the mentality of an
oppressed minority (p. 165)."
Nurses often do not recognize and use power
effectively.

In order to meet the challenge of the rapidly

unfolding future, nurses must assume professional authority
and self confidence.

Nurse.s must work with other

professionals in an active role.

According to Hadley (1997)

nursing has not only been Undervalued by others, it has been
devalued by the profession itself.

The turbulence evident

in the health care marketplace and in the nursing profession
is a challenge that, if met with confidence, strength, and

compassion, will reclaim the legacy of nursing (Hadley,
1997) .
There are many areas of research exploration that could
be defined in this turbulent environment. Among the most
evident to this researcher are those involving the power of
nurses as active participants in change.

The participation
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of nurses in decision-making is especially important in this
time of many changes and potentialities in health care.
Nurses and those involved in health care administration
could be powerful allies in achieving mutual goals of
quality care and cost efficiency.
Research Questions
Three research questions were formulated to assist the
researcher in collecting data appropriate to the study.

The

following research questions are posed:

1.

What are some of the changes being experienced in small

rural hospitals related to patient care delivery and the
organization'?
2.

What are the relationships of power, participation in

decision-making and organizational commitment among RNs in
rural hospitals'?
3.

Do nurses' perception of power, participation in

decision-making and level of organizational commitment have
an effect on the quality of care and financial success of
small rural hospitals'?
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Research Hypotheses
Hypothesis 1
Changes related to the health care organization,
patient care, and nursing departments are being experienced
by RNs working in small rural hospitals.
Rationale
Change is being experienced in all health care
environments.

In a study including 7,355 RNs from

throughout the United States, significant changes were
reported in organizational structures, in nursing services,
and in patient care (Shindul-Rothschild, Berry, & LongMiddleton, 1996.) .

Although the data were not analyzed

according to hospital size, 5407 of the RNs responding were
employed in hospitals.

There is no evidence to suggest that

rural hospitals are not also experiencing changes.
Hypothesis 2
There are positive relationships among power as knowing
participation in change, participation in

decision~making,

and organizational commitment among nurses working in rural
hospitals.
Rationale
Power implies a personal involvement in the process of
change and a perception that one possesses the ability to
intentionally participate in change (Barrett, 1986).

The
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actual participation by nurses in decision-making implies
organizational structural variables that would support the
ability to be involved in change.

The feelings that one can

participate knowingly in the process of change may not be as
intense in a less supportive environment.
When an individual believes their part in change is
valued by the organization they may experience a higher
level of organizational commitment.

Those with a higher

sense of participation in this change may experience a
higher level of commitment to the organization and the
common goals.

.The individual .feels a sense of involvement

in achieving the·goals.

It would be expected that someone

having high levels of invo·lvement in decision-making in the
setting, implementation, and evaluation of these goals would
experience a high degree of commitment to those goals.
Hypothesis 3
Power, participation in decision-making, and
organizational commitment have a positive effect on quality
patient care and cost effectiveness in small rural
hospitals.
Rationale
A recent publication of the American Nurses Association
(1997) reports strong relationships among shorter lengths of
stay, a decrease in nursing sensitive adverse outcomes, and
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A higher

ratio of RNs to other staff could indicate a higher level of
professional judgement and involvement related to direct
patient care and patient related issues within the
organization.
Summary
The information in this chapter functioned to present
the research problem, the significance of the problem, the
research questions, and the research hypotheses.

Three

research questions were identified as were three hypotheses
and the rationale for each.

A model was constructed to

guide the research'arid is presented·in the next chapter.
•,·

review of related literature follows as do the operational
definitions that will be used in the study.

A
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CHAPTER II
REVIEW OF THE LITERATURE AND ORGANIZING FRAMEWORK
Information in the preceding chapter focused on the
research problem, the significance of the problem, the
research questions related to the problem, and the research
hypotheses.

The study problem, the significance of the

problem, the study questions, and the research hypotheses
~re

grounded in the literature.

The

framework around which

this study is organized was derived from the literature and
begins this chapter (see figure 1).

An analysis of the

literature is presented in this chapter for additional
clarification of concerns and issues.

Operational

definitions are also introduced.
Although the study variables are thought to be
interrelated, they are examined here under three distinct
themes: (1) the organization,

(2) the nursing department,

and (3) patient-related issues.

These themes are the three

categories of the changes reported by RNs (N

=

7,355) as

analyzed by Shindul-Rothschild, Berry, and Long-Middleton
(1996).

Under the heading of organization, rural hospitals

are discussed within the context of a changing health care
environment.

The second theme, the nursing departments,

will explore the uniqueness of rural nursing and examine the
variables of power, decision-making, and organizational
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The third theme involves

patient related issues and focuses on quality of care and
cost efficiency.

These three themes are presented in the

model (figure 1) in order to illustrate that the major
phenomena of interest are embedded in a changing health care
environment.
The second portion of the model represents the supposed
interrelationships among power, decision-making, and
organizational commitment in rural nurses.

These three

variables are displayed in figure 1 as having a potential
effect on the outcome variables _of quality care and cost
efficiency.

19
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Literature Review
The Organization
Rural Hospitals
In 1985, rural hospitals were likely to be small,
isolated, publicly owned and run under a management
contract.

They were less likely to be accredited, to have

physicians who were board certified, and less likely to be
involved in teaching.

Though rural hospitals offered few

specialized services, they were likely to be involved in
meeting the primary health care needs of the surrounding
population, and to provide emergency care, obstetric, and
long-term services (Hogan, 1988).
A decreasing demand for inpatient hospital services
together with increased cost containment efforts has made a
difficult economic environment even more stressful for small
rural hospitals.

Historically, the rural health care system

has insufficient numbers of health care providers, an aging
population, and a high number of admissions involving
accidental injuries (Ermann, 1990).

The rural population

has higher levels of poverty and poorer health and
functional status than the urban population, even among the
younger age groups (Braden & Beauregard, 1994).

These

differences in service populations may place an economic
strain on rural hospitals beyond that experienced by urban
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hospitals.
Changes in Medicare payment methodologies have resulted
in increased competition and the desired cost reduction
among some providers but have threatened the viability of
others (Succi, Lee, & Alexander, 1997).

A high proportion

of the elderly reside in rural communities,

adding to the

sensitivity of rural hospitals to changes in federal
Medicare policy (Shride, 1997) .

In 1992, 59% of rural

hospital inpatient days were reimbursable under Medicare
compared to 51.5% for urban hospitals (Lutz, 1993).

This

has resulted in rural hospitals.being more vulnerable to
changes in Medicare reimbursement policies, such as payment
by DRG.
Governmental policy toward rural hospitals can be
inconsistent and sometimes results in major changes for the
hospitals.

For example, in 1993, hundreds of rural

hospitals were reclassified in terms of their Medicare
reimbursement
rates, losing an estimated $200 million in
J
potential reimbursement.

Hospitals are not all paid the

same rate for the same services by Medicare.
made as a percentage of a standard rate.

Payment is

This percentage is

dependent on economic and geographical factors and a change
in classification means a change in the amount paid by
Medicare on behalf of recipients.

Additional changes in
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reimbursement methods affecting rural hospitals are forecast
over the next few years (Lutz, 1993).

Sudden shifts in

reimbursement methodologies can have a catastrophic effect
on a financially fragile hospital unless the hospital can
adapt and change rapidly and appropriately.
The current changes in Medicaid eligibility and funding
presents an additional threat to the economic viability of
rural hospitals.

Poor and marginally indigent individuals

who have been Medicaid eligible will no longer have coverage
under new criteria.

These individuals generally neither

have health insurance or the means to pay for services.
Additionally,· aging

facilities~

small. size, and limited

strategic opportunities make rural hospitals more vulnerable
to increased competition and cost reduction measures (Succi,
Lee, & Alexander, 1997).

In the decade of the. 1980's,

approximately nine percent of rural hospitals closed (McKay
& Dorner, 1996) .

Almost one-third of the rural hospitals

had negative operating budgets in 1992 (Shride, 1997).
Rural Hospitals and the Changing Health Care Environment
A few of the trends now prevalent in most hospitals
have been evident in some rural hospitals. since the 1980's.
The trends include the tendency to shift from inpatient
services to outpatient services, staffing changes and the
provision of specialty services (Weisgrau, 1997).

From 1981
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to 1985, rural hospitals shifted toward outpatient surgery
to a greater extent than did urban hospitals (Hogan, 1988) .
Between 1985 and 1990, almost half of all rural hospitals
participated in some form of alliance with other rural
hospitals at some point in time (Moscovice, Christenson,
Johnson, Kralewski, & Manning, 1995).

Alliances ranged from

those involving joint educational programs to the actual
sharing of clinical facilities and staff.

These changes can

be seen from the perspectives of either creativity and
innovation in response to a changing environment or as
desperate measures grounded in an increased sensitivity to
changes in reimbursement and other.poiicies.

From either

perspective, change in rural hospitals is clearly evident.
Rural hospitals have been the subject of state
legislative and other policy changes.

The focus of much of

the legislative intervention has been on promoting changes
in the structure, mission, and activity of small rural
hospitals (Alexander & Succi, 1996) .

The aim of these

policy changes is to avoid failure and closure of rural
hospitals and thus improve rural health care.

Policies were

classified into two groups: those facilitating conversions
of the hospitals from acute care centered activities (for
example long term or primary care facilities) and those
directed toward maintaining the facilities in present form.
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Alexander and Succi (1996) evaluated the. rural
hospitals at risk of failure (N = 2776) using Medicare data
files from 1984 through 1991.

Substantially more hospitals

with 50 or fewer beds converted providing inpatient acute
care (56% vs. 37% of the general population of rural
hospitals) to primarily providing low-intensity non-acute
care.

These conversions were most prevalent in 1985 and

1989.

Of the study group (N=2776), only 133 closed.

The

hospitals at risk tended to survive closure but as a
facility providing different services.
Harmata and Bogue (1997) tracked all general acute care
hospitals that were outside 'the m~tropolitan statistical
area (MSA) through 1991 to evaluate their operating status.
Hospitals were identified as: (1) conversions (N = 147),
hospitals that kept health ·care as a primary function but
ceased to provide general acute care; (2) closures (N

=

290), hospitals that no longer functioned as a provider of
any health care; and (3) specializations (N=260), which were
hospitals that expanded to include non-acute functions but
continued to provide general acute care.
Three levels.of threat-changes were identified by
Harmata and Bogue (1997) from the external environment
associated with these cases.

Low-threat changes were

considered minor and included physician dissatisfaction,
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changes in existing policies such as Medicare and Medicaid,
and turmoil among local decision makers.

Moderate-threat

changes came primarily from the local economy and included
increasing out-migration, changes in transportation
patterns, and business closings.

High-threat changes

stemmed from the rapid de-industrialization which occurred
in the 1970's and 1980's.

This last factor not only

undermined the local economies, the government tax base, and
strained competing community resources, but the hospitals'
loads of Medicaid and uncompensated care increased.

A major

internal characteristic of the high-threat hospitals was
their inability to deal with change.

Those hospitals

considered to be at·low-threat tended to be able to create
opportunity when encountering change.
Given a rather large cohort of hospitals with chronic
financial loses (N

=

500), Duffy and Friedman (1993)

analyzed the survival rate and the changes they made if they
did survive.

The major difference in those surviving with a

negative cost margin and those with a positive cost margin
is that those hospitals with a negative cost margin invested
much less in technology.

Some of the survival strategies

used by these hospitals with chronic financial losses, such
as a marked decrease in technology investment, could result
in decreased access to care and a reduction in the quality
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of care provided.
Fuszard, Green, Kujala, & Talley (1994) identified ten
small rural hospitals considered to be "excellent."

These

hospitals consistently functioned to fulfill local rather
than regional needs.

Each of the ten hospitals had used

creative and innovative approaches to providing for the
specific needs of the community in a difficult economic
environment.

Specialized programs, each designed to meet a

particular need of that community, included a nutritional
program for the elderly, a radiation decontamination unit,
and a dialysis unit . .Many had cooperative programs with
other facilities that had been in place for many years.
Evident were informal "partnerships" with school systems,
industries, senior citizens' organizations, nutritional
programs, and others.
Rural hospitals, though having common problems and
concerns, are each unique within their communities.

The

practice of nursing within these unique environments
presents special challenges and rewards.
Aspects of the Nursing Department
Rural Nursing
Research on the work of nurses has had a strong bias
toward the urban setting (U.S. Department of Health and
Human Services, Public Health Services, 1988).

Small or
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rural facilities comprise nearly half of the membership of
the American Hospital Association, and these organizations
are expected to provide high quality services in an
atmosphere of constrained resources (American Hospital
Association, 1997).

Nurses in these work environments have

long been called upon to be flexible, to be able to change
focus and practice settings on a moment's notice, depending
on the needs of the patients.

A nurse in a small rural

hospital may deal with a fracture in the Emergency
Department and be called upon to assist with surgery for
that patient later in the same shift (Mueller & Stoeger,
1995) .

Yet, there has been limited exploration of the role,

responsibilities, dynamics, and relationships involved in
rural nursing.
Rural nursing has emerged as a specialty area of
generalists practice with unique characteristics and
dynamics (Bigbee, 1993) .

The uniqueness of rural nursing

practice is reflective of the diversity in rural
environments.

Among other characteristics, rural nurses

have a strong sense of interconnectedness and a high degree
of positive viability in their communities.
tremendous source of power and influence.

This could be a
Rural nurses tend

to experience increased independence and control of
practice. There is a high degree of cohesiveness among the
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Nursing practice requires function across a wide

variety of services and these nurses possess a wide range of
skills.

Rural nurses are required to function as shapers of

health care policy, program developer, and initiator of
change" (p. 137) which extends their influence beyond that
of direct care provider.
Pan, Dunkin, Muus, Harris, & Geller (1995) examined the
likelihood of rural RNs leaving employment in three distinct
groups: those practicing in hospitals, those in the
community/public
facilities.

he~lth

arena, and those in skilled care
.
..
Alth9ugh demographic characteristics, income,

and position are important predictors, job satisfactions and
satisfaction with the community were the first and second
strongest predictors in the model.
Those nurses who had worked in rural hospitals for a
number of years tended to have less job satisfaction than
new employees and new graduates (Bushy & Banik, 1991) .

This

study, conducted among 50 very small rural hospitals,
surprisingly found that the RNs working on three or more
units had higher levels of job satisfaction.

The question

is raised as to whether there is a difference between "being
pulled" to a unit involuntarily and being "crossed trained"
so that an individual "belongs" to more than one unit. This
notion is supported by the qualitative findings of Fuszard,
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Green, Kujala, and Talley (1994) in the Rural Magnet
Hospital study which described flexibility between both
staff nurses and nurse managers in staffing areas of need
with a limited number of staff.

The primary sense of

affiliation appears to have been with the organization as a
whole rather than to a specific unit.
Bushy and Banik (1991) also developed three themes
concerning rural nursing from qualitative analysis.

The

first analysis described the need for improved communication
of nurses with admin1stration, physicians, and governing
boards.

A second.theme described an increase in the input

of nurses in improving patient care in the facility and in
controlling nursing.

The third theme addressed the low

salaries in rural hospitals.
Though rural nursing is practiced in diverse settings
there are some common characteristics, which enable study of
the concept.

Common threads are flexibility, autonomy in

practice, interconnectedness, collaboration, and being
valued and respected.
Power
While the subject of power has been addressed in
~

nursing, very little has been accomplished in terms of
research.

Barrett (1986) derived a theory of power from the

Rogerian principle of helicy in that it addresses the nature
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Helicy is the "continuous

innovative, unpredictable, increasing diversity of human and
environmental field patterns" (Rogers, 1990, p. 8).

Power,

as viewed by Barrett (1988) is based on the capacity of
humans to think, feel, and experience awareness.

It

includes the dimensions of awareness, choices, freedom to
act intentionally, and involvement in creating changes
(Barrett, 1986).

Barrett defines power as the "capacity to

participate knowingly in the nature of change characterizing
the continuous

repat~erning

of the human and environmental

fields" (p. 174t.
In a series of national studies (N

=

267), Barrett

found a positive correlation between power, as knowing
participation in change, and human synergistic development
as measured by Ference's Human Field Motion Test.

The

sample was diverse in regard to marital status, age, gender,
geographic location, city size, and occupation, though the
highly educated and those in professions were over
represented.

Human Field Motion was conceptualized as an

indicator of the direction of change in the Rogerian
Framework.

Evolution in the direction of accelerated Human

Field Motion is related to higher frequency power.
Trangenstein (1986) examined the relationships among
job satisfaction, job involvement, job diversity, and power
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as knowing participation in change among registered nurses
using a Rogerian conceptual framework.

Those phenomena were

viewed as pattern manifestations of the continuous, mutual
interactions of the individual nurse and the work
environment.

An underlying dimension, named Integral

Pattern of Job Association, indicated that those individuals
"who perceived themselves to be knowing participants in
change in a diverse environment tended to have feelings of
well being and identification with their jobs" (p. 74) .
Nursing administrators (N = 89) scored higher than the
mean on power, as measured by PKPCT, VII (Caroselli, 1995)
when compared to the staff nurses in Trangenstein's study.
The hypothesis that."there .is a positive correlation between
power and feminism as perceived by female nurse executives
in acute care hospitals was not supported" (p. 118) though
there was a modest correlation between the subscale of
PKPCT, freedom to act intentionally, and feminism.
Caroselli (1995) suggested that the homogeneity of the
subjects and nature of positions held may have been factors
to consider when interpreting the findings.
Power,

mea~ured

by PKPCT, was the predictor variable

(27%, p=.005) which was related to both empathy and job
satisfaction among Registered Nurses (N = 254) working in
public health (Evans, 1990).

Evans

(1990) concluded that
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power is a characteristic in a pattern of empathy, allowing
"the nurse to use power as a dynamic and intentional
connection with the environment creating patterns which
benefit the client" (p. 126) when viewed from the Rogerian
perspective.

Power, in combination with influence of

nursing administration, accounted for 23% of the variance in
job satisfaction (p

=

.005).

Hobbs (1991) explored the concept of empowerment among
baccalaureate nursing students (N

=

88) in a study utilizing

qualitative and quantitative methodologies.

Barrett's Power

as Knowing Participation in Change Tool was used to
determine high and lower levels of empowerment.
scored
0.001).

si~ificantly

different on the PKPCT (t

Two groups

=

8.89, p.=

Students with low scores described an educational

environment with more hindering manifestations than did the
high scoring group.

Those with low scores identified "not

being ready to choose," having limited curricular options,
very structured policies, being limited with time, and
having a faculty that were not protective of students.
Those students scoring high were "ready to choose," and had
an educational environment that supported assertive behavior
in students and fostered independence in senior students.
Nurse educators (N

=

439) from 59 baccalaureate and

higher degree programs in the United States were the
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Using

a Rogerian perspective, Kilker postulated that creativity,
power as knowing participation in change, and time
experience were related to transactional and transformation
leadership styles.

Power, as measured by the PKPCT,

accounted for thirty-six percent of the variance in
transformational leadership style
regression.

(p = .0005) by step-wise

Canonical correlation analysis demonstrated a

highly significant relationship between leadership style and
power as knowing participation in change (X2 = 181.16, df =
28, p < .0005), accounting for 35.7% of the variance
(Kilker, 1994) .
In a study of nurse executives (N= 182), Moulton (1994)
found support for the hypothesis that personal distress had
an inverse relationship with power as measured by PKPCT (r =
-.1467, p=.048).

Personal distress was defined as "the

individual's feelings of fear, apprehension, and discomfort
at witnessing the negative experiences of others" (p. 101)
Perspective taking had a positive significant relationship
with power (r=.1817, p < .05). Perspective taking was
measured as a sub-scale using an empathy instrument and was
defined as the ability to "spontaneously adopt the
psychological point of view of others" (p. 99) .

No

differences in power mean scores were found according to
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practice sites, which were acute care (291.63, sd= 25.81, n=
71), home health care (290.87, sd=19.73, n=60), and long
term care (286.74, sd=24.50, n=51).
Higgins (1993) postulated that nurses need to perceive
a sense of power within the work environment in order to
make decisions and experience a sense of control over the
practice of nursing.

In a study of Air Force mental health

nurses, power, as measured by PCKCT, had a moderate
correlation (r= .5532, p < .01) to their ability to care for
their patients.

Additionally, positive attitude of nurses

toward their patients was also moderately correlated
(r= .5159, p= .01).
Smith (1995) used the Rogerian framework to study
patterns of power, as knowing participation in change, and
spirituality among polio survivors (N = 172) and those who
had not had polio (N=80) .

There was a positive correlation

(R2 = .34, p < .005) between power and spirituality.
Spirituality was greater in polio survivors (t = 3.79, df
250, p < .001) and there was no difference in power between
the two groups (t = .44, df 250, p < .33).
Personal power imagery and relaxation techniques were
used as interventions in a smoking cessation program (Wynd,
1992) .

Eighty-two adult smokers were placed in three

treatment groups: those involved in power imagery (N = 28),
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27), and those

The quit-smoking

rate for the power imagery group was 67% (52%

three~month

abstinence), 69% for the relaxation group (55% abstinence),
and 27% with the control group (27% abstinence rate) .

Post-

testing using Barrett's PKPCT demonstrated significant
differences in groups (F

=

13.92, p < .05); the power

imagery treatment produced changes in power and smoking
rates.
PKPCT was used as a method to identify empowered
individuals diagnosed with end-stage renal disease for the
purpose of selecting potential subjects for qualitative
research (Murray, 1989). Some·individuals with end-stage
renal disease do have the capacity to bring about change and
to feel in control of some part of their environment.
Having selected the subjects, Murray used qualitative
methodology to identify five subcategories under the broad
theme of Assets: Purpose for Life; Realistic View; Positive
Outlook; Support System; and Hope.

The subcategories under

the theme of Action were Accepts Responsibility, Makes LifeStyle Choices, and Changing Life Patterns.

The third theme

involved hindrance identified by the participants: Decreased
Physical Endurance; Financial Constraints; and Decreased
MObility.

Identification of empowered individuals (and
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those not empowered) could assist in exploring interventions
to facilitate the active involvement of individuals-in
making choices regarding their own care and lifestyles.
Bramlett (1990) investigated the relationship between
power, as knowing participation in change, and creativity
among older adults using a pretest and post-test using. story
telling as a therapeutic modality.

Though the hypothesis

regarding power was not supported, this study established
the reliability of PKPCT with this age group.
Matas (1997) used the PKPCT in exploring the
experiences of those in chronic_pain_and those not in pain
(N

= .226,

113 matched pairs) in relationship to power and

human field motion.

A significant difference between groups

was evident (Wilkes' Lamba

=

.757, F

=

17.77, p< .001).

Significant positive relationships were also present between
human field motion and power in both groups (pain group, r
.71, p < .001; comparison group, r

=

=

.78, p < .0001).

There is a positive relationship between well-being and
power as knowing participation in change among older
individuals (N

=

61, age range 61-97) residing in both

community settings and in nursing homes (Morris, 1991) .

In

particular, Blacks scored higher on PKPCT's Awareness and
Choice scores while participants under the age of 85 scored
higher on the Creating Change scale.

Well-being was
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Those

residents living in the community scored higher on wellbeing.
Power is an important aspect of nursing practice.
Power, the ability to participate knowingly in change,
allows the professional nurse to use skills and knowledge
appropriate to a situation.

Power supports the ability to

be flexible, the use of innovative and creative
interventions, and collaborative relationships with others.
Participation in Decision Making
Decision-making is also -grounded in_one's ability to
make choices and act upon them.

Participation in decision-

making is manifested most clearly in an environment
structurally and philosophically supportive of this ability.
In addition to opportunity, participation implies that the
knowledge, confidence, and energy exist to achieve positive
outcomes.

Decision-making in nursing can include clinical

decision-making which directly involves the welfare of the
patient in assessment and evaluative choices.

This would

include decisions about the plan of care and intervention
options.

Other decisions have an indirect effect on patient

well-being and are aimed at managerial functions,
leadership, and policy making decisions.
Kreitzer (1990) investigated the impact of
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participation in decision making by staff nurses (N

=

on job satisfaction and organizational commitment.

There

564)

was a stronger preference to be involved in clinical rather
than non-clinical decisions, and 93.6% of nurses preferred
to always or frequently be involved in providing educational
information to patients and families.

There were no

differences in preference for involvement in decision-making
in regard to most demographic variables or clinical
specialty.

Day shift nurses preferred a higher level of

involvement than evening or night.

Those nurses working

full time or 75% or more part time preferred a higher level
than those employed for 75% or less.

In examining the

degree of congruence between preferred level and actual
level of involvement, considerable deprivation was
discovered; nurses wanted a higher level of participation
than they actually experienced.

The closest congruence was

among nurses with 11 and 16 years of experience.

A close

congruence between preferred level and actual level was
related positively to job satisfaction and organizational
commitment.
Most staff nurses (N

=

356) indicated that they have a

higher level of decision-making autonomy in the clinical
areas than in making decisions concerning unit operations
(Blegen, Goode, Johnson, Maas, Chen, & Moorhead, 1993) .
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130) thought that staff nurses should have

greater decision-making autonomy than the staff nurses did.
This study focused on identifying the decisions that nurses
want to make.

The nurses wanted to make independent

decisions on patient care activities, pain management,
teaching and health promotion activities, and safety and
prevention interventions.

While they preferred group

decision-making on the unit management level, they strongly
wanted more participation than they presently had.
Hanson, Jenkins ·and Ryan (1990) found that only 30% of
the rural nurses (N

=

167) in their study were satisfied

with the degree of contribution they make in their hospital
practice and only 36.1% felt "okay" about their level of
participation in decision making.

Autonomy was the most

effective predictor of job satisfaction and intention to
stay.

Nurses with families are the most likely to stay

employed, as changing jobs in rural areas is more likely to
involve a long commute or relocation.

More than half

(52.1%) had looked for another employment since being in
their current employment and 24.5% indicated that they would
likely, most likely, or certainly leave their present
employment within a year.
Nurse participation (N

=

113) in decision making

increased significantly in response to an increasingly
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~

=
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0.01,

An uncertain

practice environment is a work unit that has a high degree
of work variety, complexity, and change.

The variables

of

role differentiation, task coordination, and
decentralization remained constant (Allred, Arford, Michel,
Veitch, Dring & Carter, 1995).
Nurses in work units with high environmental
uncertainty were more involved in activities related to the
decision process than those nurses in low or moderate
environmental uncertainty (Allred, Arford, Michel,, Dring,
Carter, & Veitch,l995).

This held true in both patient care

and non-patient care decisions.

This lack of decision

making activity was thought to be related to inadequate
information, lack of resources, decreased coordination
across disciplines, and a lack of differentiation between
the staff nurses' and the case managers' roles.

The most

cost effective case management was in practice environments
where there was moderate intensity of complexity, change,
uncertainty, and unpredictability.
Hastings, O'Keefe, and Buckley (1992) describe a model
of professional practice implemented at the University of
Maryland Medical System.

Although the report was not

research based, it contained several aspects important to
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The model

was predicated on an atmosphere of change and uncertainty.
The implementation

of the model called for dismantling the

traditional roles and structures and the subsequent
development of unit based management.

One of the goals was

to change the base of power so that "it is hard to tell the
managers from the non-managers" (p.46).

Unit organizations

called "professional practice partnerships"

were designed

to enhance full participation of staff in decision-making
and to recognize the contributions nurses make to both the
quality and the business goals of the organization.

Such a

structure, it.was hoped, would enable the organization to
"turn on a dime" in response to the rapidly changing
external environment.
Shared governance is a nursing practice model that·
provides both the environment and structure for
participatory decision-making (Westrope, Vaughn, Bott, &
Taunton, 1995).

Under the shared governance model, nurses

are empowered to make decisions and are accountable for the
outcomes of decisions.

Shared governance can be seen as

nurses having control over their nursing practice.
Westrope, Vaughn, Bott, and Taunton explored the variables
of nurses' commitment to the organization, job satisfaction,
and intention to stay with the organization at a hospital as
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a shared governance model was introduced and implemented.
Data were collected at three intervals: Time 1, before
implementation (N

=

=

387); Time 2, initial implementation (N

=

360); and Time 3, mid-implementation (N

292).

Organizational commitment and job commitment increased over
time, as analyzed by Student's t tests for independent
groups and analysis of variance.

A correlation was evident

between increased participation in decision-making and to
both greater control over nursing practice, to more
meaningful work and stronger commitment (p
3)

~

0.01 at Time

0

In a hospital using a clinical ladder practice model,
RNs' perceived control over their practice correlated with
the variables for overall job satisfaction (R2

=

.05); satisfaction with work itself (R2

< .05);
(R2 = .31,

=

.43, p

with the higher levels of the clinical ladder
.05)

(Dwyer, Schwartz, & Fox, 1992).

.46, p <
and
p <

Perceived control

involved the ability to make decisions concerning work
content, scheduling and pacing, procedures, policies, and
one's work environment.

The study questions included

concern about the amount of decision-making autonomy that
professional nurses want.

Step-wise regression analysis was

helpful in describing a positive relationship for those in
higher positions on the clinical ladder with having
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preference for decision-making on management aspects of the
nursing unit, and with high levels of job satisfaction.
Conversely, those higher on the clinical ladder without such
a preference showed decreased job satisfaction.

Job

satisfaction is considered important to the delivery of
quality nursing care.

Frustration, loss of confidence, and

confusion in latitude in decision-making could result in
decreased performance.
Nurses (N=26) that were certified participated more in
decision-making than those who were not certified (R2 = 0.440, p < 0.05)

(Catolico, Navas, Sommer, & Collins, 1996).

Willingness to make decisions (instrument was inversely
scored) had a positive relationship in the nurses studied to
actual decision making (R2 = -0.491, p.< 0.01).

Also

statistically related was communication (R2 = -0.699, p <
0.001), goal formulation (R2 = -0.446, p < 0.05),
prioritizing (R2 = -0.591, p < 0.001) and growth/development
(R2 = -0.596, p < 0.001).

Although this study was small and

contained some methodological hazards, including a small
number of subjects, several key issues arose.

Nurses'

willingness to participate and their actual participation is
multi-factorial and includes complex processes.
Patients and their surrogates (N = 1,427) viewed nurses
as more influential in the decision-making process than
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= 696) .

Nurses that work in intensive care units and nurses who were
older or who had more work experience were not as involved
in decision-making as other nurses (Kennard, et al., 1996).
Participation in decision making by social workers (N

=

90) was greater in institutions where the residents were
empowered and the administrators were highly autonomous
(Kruzich & Powell, 1995).

This suggests that a powerful

leader supports a team of subordinates in significant
positions and increases both the staff's and the residents'
autonomy by using empowering strategies.

Social workers in

this environment would be· more able to be responsive to the
needs of residents.
The willingness and ability of nurses to participate in
decision making may be reflective of the work environment,
the relationships with leaders, the organizational
structure, and the method of patient care delivery.

Clarity

of roles and latitude of discretion in the practice model
used could have an effect on decision-making.

The degrees

of control over practice issues and the support of
autonomous nursing practice by hospital and nursing
administration may be important concerns.
Organizational Commitment
Mowday, Steers, and Porter (1979) developed a theory of
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organizational commitment grounded in beliefs about
attitudes.

Organizational commitment has to do with the

view an individual has toward the employing organization in
relationship to self.

It reflects an individual's

willingness to contribute toward the well-being of the
organization.

The relationship between employer and

employee extends beyond that of exchange of labor for
financial rewards and passive loyalty.

Organizational

commitment is "the relative strength of an individual's
identification with and involvement in a particular
organization" (p. 226).

Organizational commitment implies a

shared vision and common goals.
Organizational commitment is

char~cterized

by at least

three related factors:
(1)

a strong belief in and acceptance of the
organization's goals and values;

(2)

a willingness to exert considerable effort on
behalf of the organization; and

(3)

a strong desire to maintain membership in the
organization.
(Mowday, Steers, & Porter, 1979, p. 226)
Kreitzer (1990), in a study of 564 staff nurses,

demonstrated that organizational commitment has a positive
correlation to both job satisfaction and the degree of
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congruence between actual and preferred levels of decisionmaking.

The nurses in this study strongly preferred to be

highly involved in clinical and administrative decision
making but actually participated in these decisions far less
than they desired.

Job satisfaction and organizational

commitment related to participation in decision-making and
the congruence of the actual and preferred levels of
participation in decision-making.

That is, job satisfaction

and organizational commitment were higher in nurses who
participated in decision-making at the level they desired.
Quality circles is an approach to de-centralized
decision-making with an aim of motivating employees to
improve the quality of care.

A quality circle is composed

of unit management and staff and functions to solve unit
problems.

The purpose of quality circles is to enhance

employees' involvement in work related issues and processes
and to improve communication between management personnel
and staff members (Giles, 1994) .
The institution of quality circles in a long term care
facility had a significant relationship to organizational
commitment and effectiveness in RNs (Barnett, 1991).
Membership in the quality circles was voluntary (N

=

15) and

the group had ongoing education in problem solving, group
process, and decision making.

Qualitative findings
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indicated that the quality circle process had a positive
effect on leadership, communication, problem solving, and
interdepartmental cooperation.
Parasuraman (1989) developed a model of nursing
turnover which included personal, organizational, and job
experience as variables with job attitudes and behavioral
intentions as predictors of turnover (N = 307).

The above

variables were found to influence turnover, indirectly, by
their effect on three attitudinal variables: felt stress,
job satisfaction and organizational commitment, as well as
~·

intention to leave.

Not unexpectedly, intention to leave

was the strongest predictor of turnover.

Job satisfaction

(27% of the variance, p < .001) and organizational
commitments (26% of the variance, p < .001) were negatively
associated with intent to leave.
Among 232 staff nurses at a large urban hospital,
organizational commitment was found to be the strongest
predictor of intent to stay (Urden, 1990).

In the model

developed, professional commitment was a predictor of
intention to stay while professional image was not.
Qualitative analysis of data collected also supported the
model.
Newly employed nurses, with the exception of mastersprepared nurses, all reported decreases in job satisfaction,
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organizational commitment, and professionalism in the first
year of employment (McCloskey & McCain, 1987).

This held

true for both new graduates and experienced nurses.
Kishi (1989) found significant negative correlation (p
< or =.05) between organizational commitment and role

dissonance, role conflict, job related stress, and the
propensity to leave in staff nurses (N=230).

Role conflict

and job related stresses were found to be predictive of
organizational commitment in regression analysis.
There were no significant differences in organizational
commitment

be~w~en

labor intensive and non-labor intensive

nursing units (Wakefield, Curry, Price, Mueller, &
McCloskey, 1988).
the study (N

=

Staff nurses were the largest group in

537), which also included supervisory nurses

(N =55), licensed practical nurses and nurses' aides (N =
115), and clerks (N

=

65).

These findings conflicted with

other studies that indicated greater job stress, lower job
satisfaction, and a greater propensity to leave in high
labor intensive units such as critical care settings.
The practice climate of units accounted for 25% of the
variance for job satisfaction in another ·study of nurses
(Ringerman, 1990) .

Additionally, organizational commitment

was not affected in a negative manner by decentralization.
Both job satisfaction and the perceived practice climate
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appeared to be related positively to organizational
commitment.
In a model developed and tested by Gurney (1990), job
satisfaction (50% of the variance) and organizational
commitments (52% of the variance) were strong predictors of
intention to leave employment by doctoral prepared nurses (N
= 896).

The remaining variables were desire to quit and

intent to leave.
Gurney, Mueller, and Price (1997) found that doctoralprepared nurses (N=842) differ from other nurses in aspects
of organizational comniitment, scoring higher on commitment
than others.

A model was developed based on the earlier

work of Mueller and Price (1990) and of Gurney (1990).
This model sought possible evidence for increasing
professionalism in nursing.

It was believed that the higher

educated nurses would display characteristics of
"professionals" rather than of the "semiprofessional," a
label often used by those outside of nursing to describe
nursing.

The model explained 50% of the variance in

organizational commitment.

Job satisfaction was the

strongest direct path accounting for 41% of the variance (p<
.001).

Other variables having an effect greater than 10%

were mentor support, resource adequacy, variety,
distributive justice, career orientation, and role overload.
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Based on the study results, doctoral prepared nurses exhibit
attributes of professionals as described in the model.
Tumulty, Jernigan, and Kobut (1995), using the
organizational commitment scale developed by Penley and
Gould (1988), found that nurses in their sample (N = 152)
scored highest on the morale subscale.

The high score on

the morale subscale indicates "a positive affective response
of commitment to the organization based on internalization
of organizational goals and values" (p. 64) .

The other

subscales were calculative subscale, which is based on the
exchange relationship (work in exchange for money), and the
alienative subscale, which is a negative form of commitment
associated with the coercive power of an employer (the power
to reward or punish).
Nurses' perceptions of power and opportunity have a
strong positive correlation to commitment to the
organization (Wilson & Laschinger, 1994).

Wilson and

Laschinger used Kanter's Theory of Structural Power in
Organizations in establishing the theoretical relationships
between access to power and access to opportunity, and the
outcome of work effectiveness.

Subjects were 92 staff

nurses in a large metropolitan center.

The hypothesis that

the power and opportunity had positive relationships with
organizational commitment was supported in this study.

The
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strongest of the significant relationships (P< 0.001) were
between organizational commitment and empowerment (R2
0.77), access to information,
0.72), opportunity (R2

=

=

(R2

=

0.73), support (R2

.71), and resources (R"

=

=

.66).

The perceptions of job related power and opportunity was
correlated significantly with higher levels of perceived
managerial power (subscales; r

=

.53 to .68, p< .0001).

This is consistent with Kanter's supposition that
individuals prefer to work for powerful managers, that is,
those with the resources to support and empower.
Nurse managers (N

=

200) in Canadian hospitals larger

than 100 beds were the subjects of a study examining the
effects of decentralization autonomy and job satisfaction on
organizational commitment (Acorn, Ratner, & Crawford, 1997).
Path analysis of the conceptual model placed 44% of the
variance (p< .001) in organizational commitment with job
satisfaction and decentralization.

Scores on organizational

commitment tended to increase with the levels of
decentralization.

It is hoped that the high degree of

organizational commitment in the study group is reflective
of the population of first-line nurse managers and will be a
facilitating factor as organizational and management
structures and dynamics change.
Lee and Henderson (1996) questioned the issue of
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organizational commitment and burnout in nurse
administrators considering the present environment of
turbulence and change.

They questioned the degree both of

burnout and of occupational stress in nurse executives (N

=

78), and the relationship of burnout to organizational
commitment.

Most of the executives scored high on

commitment as measured by the Mowday, Steers, and Porter
instrument (1979).

An inverse relationship was evidenced

with organizational commitment and each of the subscales of
the burnout instrument: having burnout (R2

=

0.515, p <

0.001); experiencing depersonalization (R2

=

-0.445, p <

0.001); lack of personal accomplishment (R2 = -0.372, p =
0.001); and emotional exhaustion (R2

=

-0.448,

p < 0.001).

Organizational commitment may be an issue when nurses
feel that their goals of qUality patient care are being
discounted in favor of the organization's goals of cost
containment.

Although it is clear that balancing the goals

of attaining quality outcomes and cost efficiency should be
common goals of nurses and health care organizations, this
perception of opposing and exclusive goals could be a
barrier to achieving either one.
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Patient Related Issues
Quality of Nursing Care
Quality is almost as difficult to define as to measure,
and quality-is very difficult to measure.

Evaluation of

quality is to judge the character of the interaction between
the provider and the care giver (Gardner, 1992).

Three

concepts are identified from this interaction: input (an
understanding of the patient's condition); process or
structure (the conditions under which the care is given);
and outcomes.

The concept of quality reflects a desired

change in the patient's. condition.

Thus, if there is a poor

understanding of the patient's initial c·ondition,
estimating the appropriate outcome could prove difficult.
Also the patient or family members, or even other care
providers, may have differing views on the choices of
interventions and desirable outcomes (Gardner, 1992) .

Whose

standards and criteria are to be used when evaluating each
of the three components?

For example, using mortality

statistics as an indication of quality may be appropriate in
some circumstances, but nursing is often interested in the
process of dying.

The level of comfort and support received

by the patient and others is important in terms of quality.
Retroduction methodology is a sequential process of
deduction and induction deriving theory from both empirical
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Using this

technique, Larrabee (1996) developed a model of health care
quality.

The model is based on an organismic world view and

incorporates both ethical and economic concepts: value,
beneficence, prudence, and justice.

Patients and families

are equal partners with health care providers in defining,
evaluating, and achieving quality.

"Excellence" and

"virtue" are synonyms for quality.

Excellence "implies the

presence of desired attributes that approach a standard" (p.
355). Virtue as a synonym "suggests that quality means a
moral or ethically desired attribute" (p. 355).
of quality is value laden, it can

b~

The concept

measured empirically

and intuitively estimated, and the degree to which it is
present can be determined by those individuals desiring the
attribute.
Bethel and Ridder,

(1997), believing that hospital

patients are unable to accurately assess the quality of
care, chose explore patient satisfaction.
satisfaction was evaluated (N

=

Patient

22) in two units recently

converted to a patient-centered care delivery model.

There

was no significant difference in patients' satisfaction
before and after this change.

Satisfaction was reported as

percentages of patients (or their surrogates) indicating
satisfaction in the areas of education, technical-
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professional, trust, and overall satisfaction.
Bethel and Ridder (1997) also measured the work
satisfaction of the registered nurses working on the two
units (N

=

scales.

Of the seven subscales in this instrument, there

25) using a combination of two job satisfaction

were significant decreases (p < .05) in six of them.
Quality, as measured by chart audit (N

=

50) did not change

after the implementation of the new model.
spanned a four-month interval.

Data collection

Bethel and Ridder (1997)

speculated that job satisfaction may improve after a longer
period of time under the patient-centered care model.
Concern was expressed that if job satisfaction does not
improve, the quality of care may suffer in the long term.
In response to these finding, education programs addressing
team building and delegation have implemented in the two
units.
Bethel and Ridder (1997) did not describe the process
in which the new care de+ivery model was introduced to the
units.

The role of the nurses in choosing this patient care

delivery model, or of the planning and implementation of the
model, was unclear.

A better understanding of the

registered nurses' .roles in changing practice models and
perceptions of the dynamics of change may warrant additional
exploration.
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Young, Minnick, and Marcantonio (1996) believed a gap
between ·components of quality valued by patients and those
valued by nurses existed.

A congruence of goals among

patients, staff nurses, and nurse managers was essential to
providing patient centered care under a framework of total
quality improvement.

In an analysis of 69 acute care

hospitals in the Midwest, those aspects of care valued by
the patients the (N
by staff nurses (N

=

=

2051) did not agree with those valued

1264) or by nurse managers (N

=

97),

using zero order correlations (range 0.14-0.22).
Additionally, the value rankings of the staff nurses were
not congruent·with those of the nurse managers, though the
differences were smaller (-0.08-0.33 zero rank correlations
at the unit level)

(Young, Minnick, & Marcantonio, 1996) .

Quality of care may be exceeding difficult to evaluate if
those involved in evaluation, the caregivers and the care
receivers, neither share nor understand that which is valued
by the other.
Excellence/quality is not created by an organization
but by individuals (Hickman & Silva, 1984).

In the context

of quality nursing care, the administrative staff must be
mindful of creating and maintaining the attitude,
environment, and structure necessary for the achievement of
excellence by those providing care.
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Regional Medical Center in Memphis, Tennessee,
implemented a program entitled PROSTAR (Rogers, Larrabee, &
Knight, 1992).

PROSTAR's purpose was to empower

professional nurses to improve nursing care quality through
a system of recognition and reward.
and supported in acting on ideas.

Nurses were encouraged
Staff nurses assumed

responsibility for deciding on appropriate rewards for
clinical excellence.

The idea for the program was presented

to the nursing staff as a shared vision and 97% voted to
participate.

The program itself was developed and

implemented by committees and subcommittees that included
staff nurses.

Outcomes of the PROSTAR project included: (1)

a Trauma Outreach Program that improved the quality of
pre-transport care and reduced mortality; (2) $14,000
generated from outreach education; and (3) a program for
high risk pregnant diabetic women that decreased
hospitalizations of this group and enhanced the hospital's
reputation for quality care.
Commitments to quality goals and the empowerment of
staff were strategies also used at Baystate Medical Center
in Springfield, Massachusetts, to develop an effective
quality assurance (QA) program (Methot, Caesar, & Duquette,
1992).

Initially, staff nurses were only involved in the

data collection aspect of QA; the senior management team was
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responsible for data analysis, decision-making, and policy
development.

A unit based model of QA was developed to

involve and empower staff nurses.

Participation in the QA

program by staff nurses changed from sporadic and uneven
monitoring to 100% quarterly reporting and requests for
committee appointments.

Recommendations for changes and the

sharing of new information no longer came from
administration but from fellow staff nurses.

Staff nurses

reported feeling empowered and in control of their practice
of nursing.
It has been

demon~trated

repeatedly and consistently

that patient mortality decreases as RN staffing increases
and also as nurse to patient ratio increases (Aiken, Smith,
& Lake, 1994; American Nurses Association, 1997; Flood &

Scott, 1987; Hartz, et al., 1989; Krakauer, et al., 1992;
Scott, Forrest, & Brown, 1976) .

The issue of quality health

care is of special concern in the present atmosphere of
downsizing, reductions in nursing staff, and the increasing
use of patient care technicians in the delivery of bedside
nursing care.

This concern is enhanced by the current trend

toward decreased length of stays and increased acuity of
illness (Shindul-Rothschild, Berry, & Long-Middleton, 1996).
In a recent study of RNs (N

=

7~55)

sponsored by the

American Journal of Nursing (Shindul-Rothschild, Berry, &
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Long-Middleton, 1996) 56.8% of those responding replied that
the quality of care they provided did not meet their own
professional standards.

Slightly more than 35% of the

respondents would not recommend that a family member receive
health care at their organization.

Less than 10% rated the

care "excellent"; 12.2% described the care as "poor" and
1. 7% responded with the designation of "very poor."

More

than 75% of the nurses indicated an increase in acuity
(34.2% indicated "much more") and more than 50% cited an
increase in unexpected re-admissions of recently discharged
patients.
OVer half of the nurses responding in the American
Journal of Nursing study (N=7355)

(Shindul-Rothschild,

Berry, & Long-Middleton, 1996) reported an increase in the
number of complaints from patients and families.

A range of

one fourth to one third of the nurses completing the survey
indicated selected nursing sensitive complications had
increased.
evident.

Some regional differences in responses were
For example, staff cutbacks were more apparent in

the Northeast and in the Mid-Atlantic regions.

It is

difficult to judge if these trends hold true among rural
hospitals.
Shindul-Rothschild, Long-Middleton, and Berry (1997)
further analyzed the data generated in their national survey
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A majority of those living in the South

Atlantic, East-South Central, West-North Central, and
Mountain regions rated the quality of care in their
employing institutions as "poor" or "very poor".

In the

other areas of the country, RNs rated quality of care as
"good" or "very good".
Shindul-Rothschild, Long-Middleton, and Berry (1997)
developed a predictive model for quality, subjecting the
data to the Wald method of logistic regression.

Variables

were selected using the chi-square technique (p < .001) and
then eliminated if they were not significant in the
regression formula.

The model was able to predict 88% of

the variance predicting care rated "good" or "excellent".
The elements of quality identified were:
(1)

no reductions in RN staffing

(2)

retention of the chief nurse executive

(3)

time to provide basic nursing care

(4)

nurses are able to uphold their basic nursing
standards

(5)

fewer patient and family complaints

(6)

fewer pressure ulcers, skin breakdown, injuries to
patients, medication errors, and complications

(7)

Nurses are likely to remain in nursing
(p. 37)
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Eighty two percent of RNs in poorly rated facilities
reported the number of RNs providing patient care had been
reduced over the past year (Shindul-Rothschild, LongMiddleton, & Berry, 1997). Of these rating their
institutions "good" or "excellent", 45% reported reductions.
Another significant factor in the model was the loss of
the chief nurse executive.

Forty nine percent of the RNs in

the poorly rated facilities reported losing the chief nurse
executive.

Of the RNs from the "good" and "excellent"

facilities, 32% percent reported this loss.

Over one-third

of all respondents (38%) indicated the chief nurse executive
had been lost and not replaced.
In summarizing this information, Shindul-Rothschild,
Long-Middleton, and Berry (1997) speculate that the tendency
toward loss of nurse executive may be a "direct assault on
nurses' ability to exercise autonomy and authority over
nursing practice" (p. 38).

The reader is asked to imagine

the effect on nurses of practicing nursing in an institution
where there is no administrative authority for nursing at
all.

Information is not included in terms of size and

geographic locations for this trend.
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Cost Efficiency
It is difficult to obtain current uniform and
consistent data on hospital cost through public sources
(American Nurses Association, 1997).

Many factors affect

the financial health of hospitals: leadership, marketing
strategies, the local economic environment, and other
factors.

However, the cost efficiency of providing the

services is a good indicator of financial success.
Efficiency is the "best use of what is available to attain a
desired result" (Spencer, 1983) .

Cost efficiency then is

the best use of resources. to ·.attain an outcome while
maintaining a positive financial state.

This cost would be

the least amount possible in order to achieve the desired
outcome.

Hopefully, for a hospital, this would mean

providing a service at a cost to the hospital less than the
amount paid by the consumer (or paid on behalf of the
consumer) for that service.

Cost efficiency differs from

cost effectiveness in that cost effectiveness implies the
evaluation of different alternatives in achieving a goal.
Cost effectiveness analysis would be helpful in determining
the least expensive method of treatment between more than
one alternative in order to reach the same or very similar
outcome (Max, 1997).

An example would be comparing the use

of inpatient hospital care to care in the home setting for
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the same illness or procedure.
Since the purpose of this study is to compare the
relationship of variables in similar settings, with similar
interventions, and with similar services, the term·
efficiency is more appropriate for this analysis.

An

efficiency ratio and index will be calculated comparing one
hospital's performance relative to others providing similar
services using length of stay (LOS) and other data (Cookson,
1997).

In order to determine how well a given resource is

used, the outcomes must be evaluated.

Therefore, cost

efficiency should not be evaluated without an estimate of
quality.
Mohr (1997) describes events experienced when hospitals
focused on cost and profits without regard to patient
outcomes.

In the early 1990's, several very financially

successful private psychiatric hospitals (N

=

90) were found

to be using strategies to maximize profits at the expense of
the well-being of patients.

Unnecessary admissions and

actual abuse were documented.

Mohr (1997) conducted a

qualitative analysis of the massive notes from the
investigations that followed the discovery of this fraud and
deceit, including Congressional hearings.
produced four main themes:
patients;

The analysis

(1) insurance games;

(2) dumping

(3) patient abuse; and (4) language games.
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Clearly, danger lies in concern for profitability without
consideration of quality.

Not only were these hospitals

using unethical practices to maximize reimbursement and
limit expenditures, they were doing so at the expense of
client well-being.
The American Nurses Association (1997) conducted a
study in which cost efficiency, nursing sensitive patient
outcomes, and RN staffing patterns were linked.

The study

included 502 hospitals in New York, Massachusetts, and
California in both rural and urban settings.

Acuity,

staffing levels, and.skill mix were all greater in teaching
hospitals and lowest in rural settings.

Using regression

-

analysis, staffing and length of stay had a statistically
inverse relationship, that is, increased RN staffing was
related to a decrease in length of stay.

For example, with

all variables being held constant, it could be stated that
in New York, an increase of one hour per day of nursing care
would be predictive of a length of stay 4.4% lower than the
rest of the state.

Increasing the skill mix of RNs relative

to other skill levels of nurses would decrease the length of
stay by 11%.

In the regression analysis, being a rural

hospital predicted a lower length of stay of 3.9%.

Length

of stay was measured by calculating a geometric length of
stay index.

Geometric means were used to avoid possible
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distortion by unusual cases or outliers.
Additionally, the American Nurses Association study
(1997) evaluated patient outcomes by using four nursing
sensitive outcomes: post operative infections, urinary tract
infections, pressure ulcers, and pneumonia.

Again,

statistically significant inverse relationships were found
for all four nursing sensitive outcomes in both New York and
California.

In both rural and urban hospitals, as RN

staffing mix increased, the number of the selected nursing
sensitive adverse outcomes decreased.
Two small hospitals in rural Ohio were compared by
using selected DRGs, length of ·stay (LOS), and nursing hours
to determine nursing productivity (Jordon, 1994).

Hospital

A is a 63 bed county-owned facility and Hospital B is a 46
bed not-for-profit hospital.

Chart reviews were conducted

at each hospital using 20 charts each of four DRGs.

T-

testing at a 94% confidence interval showed statistical
differences in productivity between the two hospitals in
some of the DRGs.

In monetary terms, for heart failure and

shock (DRG 127), Hospital A lost $0.03 while Hospital B made
$1.12.

Jordon, in analyzing this data,

explored nursing

department and hospital variables that could impinge on
nursing productivity.

In this study nursing productivity

was defined as the portion of the cost for a particular DRG
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Obvious variables were

thought to be: (1) the cost of nursing administration,
the delivery model used,
departments,
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(2)

(3) the efficiency of other

(4) and salary costs.

Productive nursing care

was seen as essential to the survival of small rural
hospitals.

Nurses need to accept responsibility for

planning care and ensuring an expedient discharge with
optimal outcomes.
Length of stay can be a means by which nursing services
can project cost for variable scenarios of acuity (Sherman
and Jones, 1995) .

In a study of four large hospitals in the

Southeastern United States, nursing costs were found to be
dependent upon patient acuity and LOS.

Accounting for

acuity, as LOS increased, costs increased.

The hospitals

tended to have a LOS efficiency advantage only over a narrow
range of services.

Other acuity levels and LOS mix did not

reflect the same advantage.

It was suggested by Sherman and

Jones (1995), that hospitals should determine the acuity
level and LOS mix at which they function most efficiently
and target patient populations that most closely match this
mix.

This study did not evaluate quality and did not

address the ethical issues that might arise in limiting
availability of services at a hospital that is a community's
sole provider of care.

Sherman and Jones (1995) also
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suggested that nurses should understand the cost of care and
become involved in policy decisions in a proactive manner.
As well as understanding the contributions nurses can

make in the delivery of high quality health care, an
understanding of the effect nurses can have on fiscal
outcomes is also essential.

The study conducted by the

American Nurses' Association (1997) pointed out the logical
relationship between financial costs and quality of care.
One obvious way to manage cost containment is to avoid
expensive complications that increase a patient's length of
stay in the hospital by providing quality nursing care.
Other nursing variables that could influence outcomes may be
the amount and quality of patient teaching, emotional
support provided for patients and families, enhanced
communication with others involved in the care, and improved
coordination of the discharge plan.
Unfortunately, cost containment and quality may be seen
by some as competing and mutually exclusive goals.

However,

cost containment strategies that do not consider quality are
not necessarily efficient.

A patient receiving insufficient

nursing care who subsequently develops serious
complications, such as an infection or a skin breakdown,
could have a very expensive hospital stay.

Under many of

the present reimbursement methodologies, such complications
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could result in a significant financial loss for the
hospital.

A view of both cost efficiency and quality of

care as mutual goals of nursing and of the organization can
create the powerful alliance necessary to achieve these
goals.
Balancing Quality and Economics
Barker (1992) developed a model entitled "A quest for
excellence: A model for organizational success" (p. 55).
Excellence and success are defined in nursing as "the
balance of organizational, professional, and.personal
values."

Excellence refers to the quality of care and

success is viewed as a positive financial state.

This

balance results in the delivery of high quality nursing care
(achieving the professional and organizational goals) and
the satisfaction of the staff with the work environment
(meeting personal goals and aspirations).

According to

Barker (1992), the key to the model is a transformational
leader who is able to foster mutual trust and reorganize in
a way that will empower staff.

The desire to do something,

much less the desire to do it well, cannot be imposed (Kohn,
1993) .

Compliance with changes indicates a change in

behavior, but commitment indicates a growth in spirit,
greater productivity, and creativity.

It arises from

empowerment and gives spirit and joy to work (Richards,
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1995) .
As

we sit on "the edge of chaos" (Ray, et al., 1995)

there is opportunity for either failure or for a dynamic,
creative reordering of systems.

As

systems evolve, a

tension develops between order and chaos, and from the
elements of chaos, a new order develops.

According to Ray

et al. (1995), the system reaches a bifurcation point, a
crossroad between death and transformation, and there are
many possibilities leading to either growth or decay.
Effective choice making at the bifurcation point at the edge
of chaos is a creative act.

The successful new order is a

creative synthesi's of ethical caring and ethical economics;
a lack of balance with.either economics or caring will
result in failure.

Nurses can enable viable strategies

leading to a new reality by utilizing

"reflection-in-

action, mental models, convenantal relationship, and shared
vision" (p. 50).

The participation of nurses in change and

in decision making is critical to achieving "ethical
economic caring" (p. 49), the balance of quality and cost.
Summary of the Literature
The work of nurses is a strong influence on the quality
and cost effectiveness of health care in hospitals.

The

relationships nurses have with patients is integral with the
work environment.

The work of nurses cannot be unders·tood
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without exploring the dynamics of the organization and the
health care environment.
The achievement of quality and cost efficiency requires
health care organizations to be flexible, innovative, and
creative.

"Nursing is at the hub of the health care

delivery system, and is in a unique position to take the
lead in redesigning health care services" (Hastings,
O'Keefe, & Buckley, 1992, p. 45) .

The challenge is not in

selecting the most current or popular model of patient care
delivery.

It is in empowering the individuals, within whom

lies the energy, creativity, and

compassion, to be involved

in making the decisions about that which they know best,
quality nursing care.

The challenge is also for nurses to

become more involved in an arena not traditional in most
nursing practices: the cost of health care.

The key to

surviving turbulent times is in achieving a balance of
excellence (quality) and success (financial efficiency).
Specific challenges are also inherent to the unique quality
of nursing in rural hospitals.
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Conceptual Definitions
For the purposes of this study, essential concepts have
been defined:
Power:

The "capacity to participate knowingly in the

nature of change characterizing the continuous
repatterning of the human and environmental field"
(Barrett, 1986, p. 174).

Participation in Decision-Making:

Both the

level of involvement in decision-making and

"present
preferred

level of decision making" (Kreitzer, 1990, p. 64).
Decision-making is one's ability to make choices and
act upon them (Kreitzer, 1990).

Organizational Comnitment:

"The relative strength of

an individual's identification with and involvement
with a particular organization" (Mowday, Steers, &
Porter, 1979, p. 226) .

LOS cost efficiency: utilizing strategies to attain

desired outcomes while using the least amount of
resources possible. This involves keeping length of
hospital stays to a minimum.
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A desired change in a

Quality Nursing Care:

patient's condition reflecting excellence in nursing
care.

Registered Nurses (RNs):

Associate degree,

baccalaureate degree (or higher), or diploma educated
nurses who are licensed to practice professional
nursing.

Rural:

Not in a Metropolitan Statistical Area (MSA)

based on the .. 1990 census (U.S. Department of Health and
Human Services, 1990).

a hospital of 100 or fewer

Small Rural Hospital:

beds located in a rural county of the United States.

These definitions arise from the literature.
Measurement of variables will be discussed in chapter three.
Summary
This chapter has served to present the model developed
to guide the study.

Summaries of literature related to the

essential concepts followed.

Conceptual definitions were

included that will be the essential focus of this study.
In chapter three the author will describe in detail
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Major

assumptions will be defined and the research design will be
described.

Finally, the methods to be used in statistical

analysis are delineated.
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CHAPTER III
METHOD
Introduction
In this chapter the author will describe the research
methods used in conducting this study.
to this study are included.
described.

Assumptions specific

The overall research design is

Each of the research instruments used will be

presented in detail.

Included are the settings in which the

research was conducted, the study population, and the
sampling procedures used.

Attention is given to the

management of human subjects.

Finally, statistical

treatment of the .data obtained is described.
Research Design·
The design for this study is observational.

The goal

of observational research is to examine variables within
their natural context without experimental intervention
(McLaughlin & Marascuilo, 1990).

Some variables cannot or

should not be manipulated and are best understood as
described within the context in which they exist.

Although

in theory the independent variables in this study could have
been manipulated, it was impractical to do so. Manipulation
of the independent variables would have been expensive and
complex.

This approach would have required a high level of

commitment of resources and time from the participating
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hospitals at a time when these resources are scarce.
The relationships among the variables were the main
emphasis in this study.

Observational design is predictive

and descriptive and allows for a focus on interactions and
outcomes useful in model building (Daniel, 1991) .
Observational design is also useful when the temporal
and causal relationships among variables are unclear due to
the complexity of the research problem or lack of previous
research linking the variables. Observational design, also
known as ex post facto research, is conducted after the
variations in a dependent variable have occurred.

This

treatment of the data can allow for prediction in terms of
behavior or performance of groups and can serve as the
ground work for additional research (Polit & Hungler, 1995).
The purpose of this study is to begin the development
of a model descriptive of selected aspects of nursing in
small rural hospitals.

Other research designs, such as

experimental or quasi-experimental design, may be useful
when the dynamics and relationships among the variables are
better understood and an appropriate intervention developed.
If the independent variables, power, participation in
decision-making, and organizational commitment, are found to
be important in relationship to the outcomes (quality of
care and cost efficiency), then another design may be useful
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For example, an

intervention or treatment could be used, such as changing
the patient care delivery system in a hospital, or providing
an education program on decision-making.

However, this

design is both appropriate and useful in the process of
model development at this stage of research exploration
With observational design, large samples are possible,
usually more economically and efficiently than with
experimental intervention (Polit & Hungler, 1995) . A large
sample was needed in order to (1) minimize the effect of
other variables given a rapidly changing health care
environment (2) statistically·evaluate a large number of
variables (3) make generalizations concerning rural nursing.
A larger sample size may have helped mitigate potential
difficulties arising from the influences of (1) regional or
local economic factors,
administrators,

(2) attributes of hospital

(3) the history and responses of these few

hospitals in regard to changes already experienced. Even
using an experimental design, these, and other unidentified
variables, would be difficult to control.

Effect of

confounding or unidentified variables may be more easily
minimized with larger sample size.
Because large samples can be taken in a short period of
time, the effects of history/confounding events may be more

Excellence
evenly distributed across the sample.

77

A large amount of

data can be generated in a relatively short periods of time.
This is especially useful in exploring newly emerging
phenomena (McLaughlin & Marascuilo, 1990).
Many rural hospitals are in crisis and others are
approaching a critical point in terms of organizational
survival.

It is important to gather and analyze information

in a timely manner in order to development appropriate
interventions, plans, or strategies based on this knowledge.
Time is also an important consideration as a contextual
effect.

This study is grounded in the·notion of a rapidly

changing health care environment . . The. effects of history
can be minimized and consistency of the data maximized by
obtaining data from all participants over a short span of
time.

This research design facilitates the retrieval of

information in a timely manner.
Some limitations are inherent to this design.

Most

obvious is having no researcher control over the variables
(Polit & Hungler, 1995).

Although this lack of control can

be seen in a positive light (the variables are studied as
they naturally occur) limitation should be recognized and
acknowledged.

The independent variable has already occurred

and is examined after the fact.

Cause and effect cannot be

inferred using this research design.
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The sampling techniques used in observational study can
be viewe'd as a limitation.

Often techniques other than

random sampling are used to obtain subjects
Marasculio, 1990).

(McLaughlin &

Random sampling is a powerful technique

that allows the researcher to draw a sample from the
population of interest so that each member of the population
has the same chance of being selected as every other member.
These samples are more likely to be representative of the
population of interest and allows for statistical inferences
to the population based on the finding from the sample.
Random sampling was not practical for this study.
The rural hospitals participating in this study are of
100 beds or fewer and some of them have much fewer than 100
beds.

The number of RNs in some hospitals is very small.

Likely, all of them would not wish to participate so it was
necessary to include several hospitals in the study in order
to obtain a sufficient number of subjects.

At the

~ame

time, it was the desire of the researcher to have sufficient
numbers of hospitals involved to enable comparisons and
evaluations according to geographical region and other
hospital variables for interpretative purposes. Hopefully,
the larger number of subjects,

concentrated geographically,

approximated the population of rural nurses in these areas
by virtue of numerical strength and allow for comparison
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among groups by having sufficient numbers, allowing for
appropriate statistical evaluation.
This form of sampling has a great potential for selfselection of subjects.

Self-selection of subjects may

increase the risk of error in interpretation of results
(Polit & Hungler, 1995).

Subjects choosing to complete and

return questionnaires tend to share certain characteristics.
Those choosing not to participate may have a tendency to
share differing characteristics.

In this study, this could

mean differences in the response outcomes.

For example,

those choosing to participate may perceive higher levels of
power than those who do not.

Individuals tend to respond to

questionnaires that interest them.

Those with lower levels

of the attribute, or those placing little value or
importance on the attribute, may have chosen not participate
in the study.

This potential source of bias has to be

addressed in evaluating the results and is discussed in
chapter 5.
Many observational studies are conducted using survey
instruments or questionnaires and are subject to the
limitations and potential for error inherent to these
devices (Waltz,

Strickland, & Lenz,

1991).

The risk of

cultural of ethical bias is a concern with any research
questionnaire or survey form.

These instruments were not
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developed specifically for use in the rural environment and
this could have had an effect on the measurement.
Frequently, the researcher has no control over
conditions of administration of tests, questionnaires
(specifically, mailed surveys)
1991).

(Waltz, Strickland, & Lenz,

In this study, the researcher had no direct contact

with the respondents.

The researcher has no cues as to the

states of minds of the respondents, the settings and
conditions in which the questionnaire was completed, or the
influence of others on the responses.
have viewed the

instrume~t

The participants may

elements with a perspective not

anticipated by the researcher and may read different
meanings into questions than was intended by the researcher.
Although the researcher was available to the participants by
telephone, obtaining clarifying information in this way may
have taken more effort that the subjects were willing to
expend.
Observational design places the researcher at risk for
fallacy of causality (post hoc ergo propter) and multiple
interpretations of data (Polit & Hungler, 1995).

This may

be the area of greatest potential for error in the study.
The fallacy of post hoc ergo propter lies in the assumption
that one thing causes the other because it occurred in time
before the other.

Observational or ex-post facto research
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design does not prove causation and even a strong
relationship does not assume causality.

One must be careful

not to assume causality in this type of research design.
In this study, there is an additional factor in the
time sequencing in the collection of data.

The information

regarding the three independent variables, power,
participation in decision-making, and organizational
commitment, and one of the dependent variables, quality, is
collected at the same

time.

Information used to quantify

the second dependent variable, length of stay cost
efficiency, comes from 1996 Medicare data.
According to Hungler and Polit (1995), prospective
designs tend to be considerably stronger than retrospective
design as the researcher is at least able to go forward in
time from the event of the independent variable to that of
the dependent variable.

Medicare data from

prior years

has been used to calculate the length of stay cost
efficiency index for each hospital.

Conducting a true

prospective study (which would perhaps aid in interpretating
results) would require collecting the information of the
independent variables now and using the index generated from
1998 data when it becomes available, probably in late 1999.
In an atmosphere of unrelenting change in the health care
industry, that arrangement could bring its own
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Collection of information

regarding quality would also need to be removed from the
present to the future.

Time and financial contraints

prohibit this method.
A great potential for error in this study is the
assumption of directionality in terms of relationships of
the.variables.

Placing the events in temporal order would

assist in evaluating the case for the effect of the
independent variables on the dependent variables but, as
previously stated, this is not a practical approach for this
study.

The relationships as proposed in the research model

arise from the literature and are logically appealing,
however, evaluation of the statistical analysis could
produce multiple and competing plausible explanations.
Difficulty in interpreting findings due to interrelated
variables, unidentified influences, and complex
relationships can arise from this research design (Polit &
Hungler, 1995).

The supposed close relationship among the

independent variables in this study may make their effect on
the dependent variables difficult to evaluate.

In multiple

regression analysis, strong correlations among the
independent variables can result in difficulty with high
collinearity (Berry & Feldman, 1985).

The relatively large

number of subjects in this study should serve to minimize
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this potential for error.
This study is of complex dynamics and relationships.
The researcher was not aware of specific circumstances in
each of the hospitals or in the community and would be
unable to control these factors, in any event.

Responses

could have been influenced by recent changes in corporate
structure, personnel changes, staff reductions and
threatened layoffs, the present experience of living in the
specific community, and many other circumstances.
Variables unidentified and not a part of the research
model could have a. powerful effect on the research
variables.

A recent study of the Institute of Medicine

(1996) found a strong relationship between nurses having
more control of practice and improved patient outcomes.

It

was conjectured that organizations supporting such a
practice environment could well have other attributes
contributing to the improved outcomes.

Such considerations

are addressed in the final analysis of this study.
Assumptions
1.

The last United States census was in 1990.

It is

assumed that counties designated as rural at that time will
have, by and large, retained their ruralness.
2.

It is assumed that individuals completing the test

instruments answered honestly.
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It is assumed that the subjects participating are

representative of the population of rural nurses.
4.

Rural hospitals and rural nursing are integral with the

environment.

It is assumed that the effects of the external

environment (for example, economic variables in the local
community, changes in reimbursement methodologies, and
others) will be constant and consistent and/or will be
mitigated by the sample size.
Population
Registered nurses working in small rural hospitals were
recruited to participate in this study.

Subjects were

recruited from a.population of full and part-time RNs,
including executive and management personnel.
Setting and Sampling
Nurses were recruited from hospitals that are:
(1)

accredited by the Joint Commission for
Accreditation of Healthcare Organizations (JCAHO),
when possible,

(2)

have a LOS efficiency index calculated by the
Milliman and Robertson Company,

(3)

have 100 beds or fewer,

(4)

and are located in rural counties of the United
States.

States having at least 30% of the population classified
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as rural residents in the 1990 census were identified
(United States Census Bureau, 1995).

Nine states, three in

each of three regions, were selected (see Appendix K) :

South Atlantic

New England

Western Mountain

Georgia

Maine·

Idaho

South Carolina

New Hampshire

Wyoming

North Carolina

Vermont

Montana

States were selected in order to coincide with the
geographical regions used by both the Milliman and Robertson
Company (Cookson, 1997) and those used in the American
Journal of Nursing

st~dy

(Shindul-Rothschild, Berry, & Long-

Middleton, 1996) both which will be used in data collection.
All counties having a U. S. Bureau Census Designation code 5
in each of the nine states were identified.

Code 5

designates counties not in a Metropolitan Statistical Area
(United States Census Bureau, 1995").

The 1996 Hospital Blue

Book (McByar, 1996) was used to identify all hospitals
meeting the criteria of being located in a county designated
MSA code 5 and of having 100 or fewer beds.

A list of 213

hospitals meeting the geographical and size criteria was
developed.

Slightly over 50% of the 213 hospitals (109)

were not accredited by JCAHO.

An uneven distribution of
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accredited hospitals was evident; in some states almost all
of the small rural hospitals were accredited while almost
none were in other states.
from the selection process.

This criterion was eliminated
Personnel at Milliman and

Robertson and Company informed the researcher of the
availability of the LOS Index of each hospital.

Hospitals

not having a LOS index calculated by Milliman and Robertson
were eliminated.

Those eliminated included hospitals with

an insufficient number of cases and Indian hospitals
operated under the United States Public Health Services.

A

total of 203 hospitals in the nine states selected met the
criteria of size, ruralness, and availability of the LOS
Index for inclusion in this study.
Permission to conduct the study was solicited from the
director of nursing or equivalent at each hospital meeting
the criteria (Appendix A).

Each director of nursing, or

equivalent, was sent a letter describing the study, a packet
containing the cover letter (Appendix B)to be sent to the
RNs, a summary of the Milliman and Robertson Length of Stay
Index, and a copy of each of the questionnaires to be
completed.

These persons were then contacted by telephone.

All of the hospitals meeting the criteria in the selected
states were contacted at least once.
Those directors of nursing services agreeing to be in
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the study were asked to select one of three methods of
distribution: (1) provide a list of the nurses and their
addresses (2) place mailing labels on sealed stamped
envelopes (3) or to distribute the questionnaires within the
hospitals.

Two hospitals chose the first option and the

remaining selected option three.

An envelope containing a

cover letter (see appendix B) the testing instruments
(AJNPCS, OCQ, PDMS and PKPCT VII) and a stamped envelope
addressed to the researcher was provided for each of the
potential RN participants.

Return of the testing

instruments implied consent from the RNs to be a part of the
study.
Multiple calls were most often necessary for direct
communication with the person with the authority to make the
decision to participate.

Follow-up telephone calls were

discontinued when after 50 participation agreements.
Several telephone calls were returned after this point with
a total of 54 hospital agreements.

Additional effort was

made with hospitals in Vermont because there were no
agreements for participation from any of the eight hospitals
meeting the selection criteria.

Two Chief Nurse Executives

at Vermont hospitals explained that intense union activity
addressing some of the same issues involved in this study
would make participation difficult.

One did agree to
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participate but expressed serious reservations. The
researcher declined stating sincere appreciation of the
offer.

Three hospitals did not distribute the

questionnaires and there were no questionnaires returned
from one hospital, leaving a total of SO hospitals actually
participating. Of the 1320 questionnaire packets
distributed, 332 were returned to the researcher for 25.1%
return rate.

Of those, 13 were not included as subjects:

four were determined to be too incomplete and nine were from
Licenced Practical Nurses. A total of 319 subjects were
included in the study.
Human Subjects Management
Participation of individual subjects was voluntary.
The address and telephone number of the researcher was
available to participants and the researcher was available
for questions and concerns.

Responses were coded as to

facility for data analysis purposes but individual names
were not included.

The results of the study will be shared

with the leadership at participating hospitals and will be
available to any respondents who requests the information.
Analysis of data from respondents at individual hospitals
will not be available due to the small number of nurses at
many rural hospitals and the potential for loss of anonymity
of the subjects. Permission to conduct the study was
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obtained from the Medical College of Georgia Institutional
Review Board (see appendix C) .
Instrumentation and Measurement
The American Journal of Nursing Patient Care Survey
The American Journal of Nursing Patient Care Survey
(AJNPCS) was used to both collect indications concerning the
quality of care and demographic information (Appendix D) .
Additionally, this instrument elicits information on the
nature and quantity of organizational change, changes in
nursing care delivery, and participation in decision making.
The American Journal of Nursing Patient Care Survey was
published in the American Journal of Nursing in March 1996.
At that time, Registered Nurses were asked to complete and
return the survey.
in November 1996.

The results of the survey were published
The AJNPCS is adapted from an instrument

created by Shindul-Rothschild, the RN Quality of Worklife
Scale and is used with permission. (Appendix E) (ShindulRothschild, Berry, Long-Middleton, 1996) .
The AJNPCS is a two-page instrument; one page is
demographic variables and the other page contains questions
concerning nursing practice and work issues over the past
year.

The latter responses are indicated by either "yes" or

"no" answers or

a five level Likert-type response (much

less, less, about some, more, or much more).

Responses are
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reported as percentages of those selecting each of the
responses to the questions.

For example, the data reflects

the percentage of participates answering "yes" and the
percentage answering "no" to a question (Shindul-Rothschild,
Berry, & Long-Middleton, 1996) .

Psychometric analysis on

this instrument is not yet completed but appear
satisfactory.

These data will be analyzed and submitted for

publication in the near future (Judith Shindul-Rothschild,
personal communication, October 29, 1997) .

This instrument

was used to evaluate changes in rural hospitals (hypothesis
1) and to develop an indication of

qua~ity

(dependent

variable).
The Milliman and Robertson Length of Stay Efficiency Index
The Milliman & Robertson LOS Index is computed from
actual Medicare hospital discharge data adjusted for
severity and case mix.

Since Medicare patients account for

over half of all hospital admissions, overall efficiency can
be estimated using this data (Cookson, 1997).

Rural

hospitals tend to have a greater proportion of Medicare
admissions, averaging near 60% (Lutz, 1993).
The LOS Efficiency Index used in this study is based on
1994 and 1995 data.

These efficiency evaluations measure a

hospital's performance in relationship to the most efficient
practice.

For example, if the most efficient practice has a
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LOS of two days (which would be a LOS Efficiency of 1) and
hospital A has a LOS of three days, hospital A's LOS
Efficiency Index is 1.5.

The formula used is a simple _ratio

design adjusted for case mix:

Most Efficient LOS
Hospital A LOS

=

Hospital A LOS Efficiency Index
(Cookson, 1997) .

The formulas used to adjust for case mix, age, and
severity are proprietary and are not accessible to the
researcher.

They were developed by the Milliman and

Robertson Comp·any at a cost of over two million dollars and
are not available for publication (Personal communication,
Eileen Kurtz, October 27, 1997). However, the steps in
developing the formula and the "most efficient length of
stay" are described below:
1.

Data are grouped and identified by severity of

case.
2.

Regression analysis is utilized to derive equations

which represent expected LOS for each DRG by severity.
The expected length of stay is calculated by applying
the regression model.
3.

The expected length of stay is aggregated over

hospitals, Metropolitan Statistical Areas, and states.
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Determination of expected ratios are determined.
4.

Additional analysis is used to determine the lowest

LOS for each DRG-severity grouping.
5.

The lowest grouping is used as a benchmark.

Because the benchmark represents an average in the
grouping, it is possible for some hospitals to have an
index lower than the benchmark.

The value for the

benchmark is 1.
A hospital must have at least 10 cases per DRG to have
a LOS index calculated.

The number of cases in small rural

hospitals does result in greater sensitivity to variation.
Statistical testing estimates that indices from the smaller
rural hospitals should fall within a margin of .10 of the
value at a 95% confidence (Cookson, 1997).

This level

should be adequate for the purposes of this study.

The

margin of error for the general population of hospitals
ranges from . 02 to .04 of the values given at a 95%
confidence range (Cookson, 1997) .
It should be noted that the Milliman and Robertson
Company representatives have been generous in providing the
calculated indices to the researcher for each participating
hospital and have maintained a spirit of cooperation in this
research effort.
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Power as Knowing Participation in Change Test
The variable of power was measured using the Power as
Knowing Participation in Change Test, Version II (PKPCT, V.
II)

(Barrett, 1986).

The PKPCT, V.II is a 52-item semantic

differential scale with four subscales (Appendix F) .

A

semantic differential scale is an attitudinal scale that is
numerically anchored and has bipolar adjectives (Waltz,
Strickland, and Lenz, 1991) .

There are two versions of

PKPCT, with version II being conceptually simpler (Bramlett,
1990).

Version II will be used in this study with

permission of the instrument developer (see Appendix G)
Items are scored from the subjects' indication of a response
on the scale from one to seven describing how they feel
about themselves.

Both Barrett's (1986) pilot study

276) and test study (N

=

(N =

625) included subjects with many

diverse demographic factors and with a high proportion of
highly educated professionals.
PKPCT has been used in at least 31 research studies
(Caroselli & Barrett, 1998). Test reliability from these
studies ranged from .59 to .99.

Item retest reliability for

the PKPCT ranged from 0.60 to 0.90.

Validity coefficients

for the test ranged from .51 to .78. (Barrett, 1986).
Trangenstein (1989) found test reliabilities to range from
.86 to .92 for subscales and .96 for total score.

Higgins
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(1993) calculated reliability of ·.97 in the study with Air
Force nurses.

Bramlett (1990) initially found poor subscale

reliabilities in a study of adults more than 60 years of
age.

Many of these respondents had communication deficits

and appeared to have difficulty completing the test though
Bramlett was able to improve statistics by changing the
format of the test.
Participation in Decision-making Scale
Participation in decision-making was measured using the
Participation in Decision-making Scale (PDMS) (Appendix H).
This

sc~le

was developed by Kreitzer (1990), measures both

the actual level and the desired level of participation in
two areas: clinical.and administrative'decision-making
(Appendix I) .

The scale is used with permission of the

developer (see Appendix I)

The congruence of actual and

desired level of decision-making determines if the nurse is
deprived of desired involvement or saturated in terms of
involvement in decision making.

A nurse is deprived of

participation when participation is less than the desired
level.

Saturation occurs when the desired level of

participation in decision making is the same as the actual
level of participation.
The PDMS instrument (Kreitzer, 1990) was developed in a
study of Registered Nurses (N=564) .

It uses a five-point
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Participants select from five

responses indicating their level of participation: never
involved, rarely involved, somewhat involved, frequently
involved, or always involved.
scale has seven items.
items.

The clinical decision-making

The administrative scale has ten

Cronbach's alpha of the combined clinical and

administrative scales measuring the present level of
participation scale was .83 and .91 for the desired level
scale.

This measurement indicates that the test is

internally consistent and therefore statistically reliable.
The Organizational Commitment Questionnaire
The Organizational Commitment Questionnaire (OCQ)
(Appendix J) is a 15-item Likert type scale with a range of
seven choices for each item from "strongly agree" to
"strongly disagree."

The OCQ was tested on 2563 employees

in a wide variety of jobs, including nursing, and in many
different organizations.

Internal consistency as measured

by Cronbach coefficient alpha ranged from .82 to .93 in four
different testings (Porter, Steers, Mowday, & Boulian,
1974).

This instrument was used as a measurement of

organization commitment in this study.
Statistical Analysis
Statistical analysis was conducted with the assistance
of a statistical expert using descriptive, inferential and
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The first step of the

statistical analysis was exploratory.
the testing instruments and coded.

Data were taken from

This information, as

coded, was entered into a computer spread sheet which is
part of the Statistical Package for the Social Sciences
(SPSS)version 8.0 (1997).

Demographic data were subjected

to descriptive analysis in order to gain understanding
regarding the characteristics of the sample of subjects.
Frequency distributions of responses to individual questions
and indices calculated from sets of responses were
generated.

Graphic displays of responses and response sets,

such as tables, bar graphs, and pie charts, are used to
characterize distributions.

Appropriate numerical

descriptive statistics were calculated.

These include the

mean, median, mode,. standard deviation, minimum, and
maximum.

Relationships among two variables at a time were

investigated using Pearson's Product Moment Correlation
Coefficient as appropriate for the level and distribution of
data.

Statistical inferential techniques employed include

Student's t-test, Chi-square test of homogeneity, Analysis
of Variance, and multiple comparisons.
Analysis of Variance CANOVA)
Single factor ANOVA was used to compare three or more
groups for difference among their respective means
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This

form of ANOVA can only identify that a difference exists
among the means.
different.

It cannot identify which groups are

The analysis of variance approach, however, can

be extended to test for differences in a contrast among the
means, where a contrast is a linear combination of the means
whose coefficients add up to zero.

Because a significant

difference among the means using single factor ANOVA implies
that at least one contrast is statistically significant,
this approach is useful to decide which means or
combinations of means are significantly different (McClave &
Dietrich,l991).

Usually contrasts tested in the ANOVA are

specified in advance of the data collection, but in view of
the exploratory nature of this study, several contrasts
were, on occasion, tested one at a time using individual
ANOVAs, and the most significant (the one with the smallest
p-value under 0.05) was identified.

This approach was only

taken when the single factor ANOVA showed statistical
significance but the multiple comparison testing did not
identify a significant difference.

In all of the

significance testing done by this researcher, the 5% level
was used to judge statistical significance.
Multiple Comparison Procedure
The multiple comparison procedure used is the Tukey
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It permits comparison of all possible pairs of means.

Like the ANOVA, it is robust (gives accurate results when
the underlying assumptions are not completely satisfied by
the data) to departures from both normality and equal
variances.

It is the optimal test to use when all pairwise

comparisons are to be calculated and the direction of a
significant difference between two means is needed (McClave
& Dietrich,l991).

Although it is not necessary to perform

an ANOVA prior to performing the Tukey test, the SPSS
package will only work in this way (George & Mallery, 1995).
In case the ANOVA was significant but none of the pairwise
comparisons were significant, the search for a significant
contrast was made as described above.
The next step in the analysis was model building.

Both

multivariate techniques and multiple regression were used to
characterize both the form and the strength (amount of
explained variation) of the relationship between the major
variables of interest.

(Polit & Hungler, 1995, p. 479).

Principle Components Analysis
The multivariate statistical method, Principle
Components Analysis (PCA), is used to transform a set of
correlated

variable~

into a new set of uncorrelated

variables called principal components.

In the process, the

number of variables is reduced, and, hopefully, new
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The values of these

new variables, called principle component scores, can be
used with other statistical procedures both to evaluate
assumptions (normality and constant variance) and for
significance testing.

PCA is often done on the

variance-covariance matrix of the input variables. In order
to obtain valid results the variables should all be measured
in the same or comparable units, and the variables should
have variances that are similar in size.

In case these

assumptions are not met, PCA is done on the correlation
matrix.

Also, the use of the principal component scores is

valid only when the determinant of the variance-covariance
(or correlation) matrix is close to zero (Norusis,1998).
The number of principal components depends on the
relationships between the input variables. When they are
highly correlated, for example, one or two principal
components will suffice. The principal components are
identified by the eigenvalues of the variance-covariance (or
correlation) matrix, and only those eigenvalues which are
meaningfully different from zero are used.

One method to

identify the meaningful eigenvalues is by plotting them in a
Scree plot.

When the points on the graph tend to level off,

the corresponding eigenvalues are close enough to zero to be
ignored.

In practice, only eigenvalues which·are larger
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than the mean of all eigenvalues (larger than one for the
correlation matrix) are considered meaningful
(Norusis, 1998) .
This study includes five major variables:
(2) participation in decision-making,
commitment,

(1) power,

(3) organizational

(4) LOS cost efficiency, and (5) quality of

care. The two latter variables, LOS cost efficiency and
quality of care, are outcome manifestations and viewed as
dependent variables.

The dependent variable, quality, was

constructed using PCA on researcher designated elements from
the AJNPCS.

Consideration was given to using the responses

to the· single question which asked ·for a rating of quality
of care on a five-point scale.

However, additional

treatment was felt to be warranted in order to strengthen
the statistical usefulness of the variable.

The results of

this procedure are discussed in detail in chapter four.
Step-wise Multiple Linear Regression
Linear regression is appropriately used when the
dependent variable is quantitative.

This is certainly the

case for the LOS cost efficiency index, but not the case for
any of the several variables which reflect quality of care
that are measured on a five-point scale. On the other hand,
the principle component which is constructed from several of
these ordinal variables can be viewed as quantitative.
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Stepwise multiple regression is used both to identify the
important independent variables and to calculate an equation
which can be used to predict a value of the dependent
variable based on values of these important independent
variables.

These two procedures are often called model

building (Schroeder, Sjoquist & Stephan 1986) .

The

usefulness of the prediction equation depends on the amount
of the variability in the dependent variable which can be
explained by the important independent variables as measured
by the coefficient of determination.

When its value is

close to one, the prediction equation is very useful.

For

values close to zero, the prediction equation is of little
use (George and Mallery, 1995).

Because of the exploratory

nature of this study and the nature of the hypotheses to be
tested, the main use of the multiple regression output was
to identify which, if any, of the independent variables are
statistically significant in their relatio.nship to the
dependent variable.
Stepwise Logistic Regression
Two of the variables, which reflect quality of care
take only two values, namely either yes or no.

It is

inappropriate both to include them in the PCA with the
variables measured on a five point scale and to treat each
one as a dependent variable in a multiple regression
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Logistic regression, on the other hand, is

intended to be used when the dependent variable takes two
values(George and Mallery, 1995). The advantage to the use
of logistic regression in this analysis over, for example,
descriminant analysis, is that stepwise methods for variable
selection are available.
Summary
This chapter presented the research methods to be used
in conducting this study.
described.

The research design was

Several assumptions were identified.

Specific

information was provided concerning the study population,
the setting

~or

the study, and.the sampling techniques used.

Details of provisions for human subjects managements were
included.

Each of the data gathering tools and

questionnaires are described and psychometric data given.
Finally, the plan for data management and analysis was
presented.
In chapter four the researcher discusses the data
analysis in detail.

Both the participating hospitals and

the RN subjects are described statistically.

Each of the

research hypotheses are discussed in terms of the
statistical analysis.
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Chapter 4
Chapter four presents the data analysis in detail.
Both the participating hospitals and the RN subjects are
described in statistical terms.

Power (PKPCT),

participation in decision-making (PDM), organizational
commitment (OC), and quality (AJNPCS) are discussed
descriptively in terms of subjects' responses to the test
instruments.

Information gathered related to length of stay

cost efficiency (LOS) is presented. Each of the three
research hypotheses is

ad~ressed

in light of the statistical

analysis.Participating hospitals
Fifty-three hospitals in eight states agreed to be a
part of the research study.

Of these, 50 had at least one

RN who completed and returned the set of questionnaires
(see Figure 2) (see Appendix K).
hospitals had less than 50 beds.

Half of the participating
The smallest

participating hospital is a nine bed facility and the
largest has 98 beds.
is 40.

The mean bed size is 53, and the mode
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RN Respondents
The total number of RN respondents was 319. Although
the majority of respondents completed all of the research
instruments, some omitted questions or sections of
instruments, and·a few did not complete entire instruments.
Therefore, the total number of cases for some information

(
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or measurements was less than 319.-·Actual numbers are
reported in the instances involving fewer than the total
319 respondents.
Demographic data were obtained using the American
Journal of Nursing Patient Care Survey (AJNPCS)
Rothschild, Berry, Long-Middleton, 1996) .

(Shindul-

This instrument

was also used to gather information regarding changes being
experienced ·i·n rural hospitals, in nursing practice, and in
quality of care;

In this study, Cronbach's alpha

coefficient was conducted with two groups of questions: (1)
five questions concerning the amount of time available for
nursing tasks, and (2) seven questions related to
complications, medication errors and patient and family
complaints.

Cronbach's alpha for the first grouping was

.928 and .83 for the second.

Calculating Cronbach's alpha

for the entire instrument was not appropriate since the
instrument was not designed to measure a single concept.
Of the respondents who indicated their work status
(N=308), approximately 78% were full-time, 15% were "parttime", and the remaining indicated their statuses as
"float", "agency", and "other".

Staff nurses comprise

approximately 62% (N=l83) of the respondents. Approximately
11% (N=36) classified themselves as first-line managers;
9%(N=27)as middle-managers, and 8%(N=26) as top-line
managers, responsible for nursing services (see Figure 3).
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Nursing Position held by RN

respondents
N=319

educator
case manager

2.84%

0.32.%

current position

IJI siaff nurse

~ill) f<si-ine manager

~middle manager

top-line manager
8.211%

I!top-line manager
~CNS

1J!1 case manager

(i]NP
!2m consultant

middle manager
11.5lllo

li)educo!or
ljjolher
Pies show ~unts

IIISt.llne ma1189er
11.36%

The RN respondents represented many areas of specialty
practice(see Table 1).

The most frequently identified

speciality was "medical-surgical" nursing at 38% (N=lll).
About one-third of the responses (N=54 each)were evenly
divided between ICU/CCU and emergency departments or units.
It should be noted that some respondents indicated more
than one speciality.

A few did so by marking more than one

category; others responded with written comments.

In the
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event that multiple responses were checked, the researcher
coded the first answer given.

Thus, the "specialities"

listed may not accurately reflect the ·full scope of
practice areas of the respondents.

Table 1.

Clinical Practice Speciality of RN
Participants (N=290)
Frequency

Percent of

respondents

Medical/surgical

Clmal.ative

Percent

111

38%

38%

ICU/CCU

54

19%

57%

Emergency

54

19%

76%

5

02%

77%

31

11%

88%

Peds/neonatal

7

02%

90%

Orthopaedic

1

00.3%

91%

Geriatric

5

02%

92%

Psychiatric

1

00.3%

93%

20

6.9%

1

.3%

oncology
OB/GYN

OR/PACU
other
Total

290

100%

99.%
100%
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Considerable variation is apparent in the years of
experience, years in current position, and age of the
respondents (see Table 2).

The number of years ,as an RN

ranged from one to 47 with a mean of 13.6 years.

The

number of years in their current position ranged from one
to 33 with a mean of 5.1 years.
the eldest 65 years old.
age.

The youngest RN was 22 and

The mean age was 41.2 years of

The national mean age for RNs is 43 years, according

to the last available data (U. S. Health and Human
Services, 1994).

Table 2. Se1ected Characteristics of RN Participants

Associate degree graduates constituted approximately
38% (N=120) of the respondents, followed in numbers by
bachelor degree graduates at 36% (N=ll3), diploma graduates
at 21% (N=66), and masters prepared nurses at 6% (N=19)
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No respondents reported education beyond

the master's degree.

The educational distribution is

similar to the national figures for RNs education (U. S.
Department of Health and Human Services, 1994).

In the

1992 National Sample Survey, nine percent of nurses held a
master's or higher degree (United States Department of
Health and Human Services, Public Health Service_, 1992).
Figure 4.

Educational levels of RN Respondents

N=319)

education
Jildiptoma
li)assoclate
t1l] bachelor
.master
Iii doctorate
Pies show counts

Jl.lfto
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Over half of the nurses (62%, N=196) believe it is
"very likely" they will remain in the nursing profession.
Over one-fourth (26%, N=82)) are "likely" to stay in
nursing.

Less than six percent (N=18) was either "unlikely"

or "very unlikely" to remain in nursing. In the 1996 survey
of Registered Nurses sponsored by ANA (Shindul-Rothschild,
Berry, & Long-Middleton, 1996), 13% of the respondents
indicated the likelihood (responding "likely" or "very
likely")

of leaving the nursing profession.
Ouality of care

Several elements (variables) within the AJNPCS address
quality of care either directly or indirectly.

The

instrument uses a five-point ordinal scale, and the ranks
1,2,3,4, and 5 were assigned to the responses.

Low ranks

correspond to low quality and higher ranks correspond to
high quality of care.
The question: "Overall, how would you rate the quality
of patient care in your health care organization?" is a
direct rating of quality of care. Care was rated (Total
N=318) as "excellent" by 28% (N=89) of the RNs, "good" by
50% (N=158), and "average" by 19% (N=60).

It was reported

to be "poor" by under three percent (N=9), and "very poor"
by less than one percent (N=2) (see figure 5).
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RNs Perceptions of Quality of Care

Figure 5.
(N= 3l9)

Missing

.SOA.
very poor
excellent

.SOA.

27.8%

poor

2.8%
average

18.8%

good

49.4'.(,

Indirect indicators of quality.
Other questions which addressed quality indirectly were
included:
Have you seen a change in the following:
1.

Unexpected readmissions of recently discharged

pat~ents

(re-admissions)?

2.

Continuity of care?

3.

Complications secondary to admitting diagnosis?

Excellence
4.

Patient/family complaints·

5.

Medication errors?

6.

Nosocomial/wound infections?

7.

Pressure ulcers/skin breakdown?

8.

Injuries to patients?

9.

Unexpected patient deaths?
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(Shindul-Rothschild, Berry, & Long-Middleton, 1996, p. 27)
Respondents were asked to indicate one of the following for
each question: "much less", "less", "about same", "more", or
"less" (see Table 3).
One-third (N=92, of a total of 307) of the RNs
indicated that "unexpected

re~dmissions"

increased over the past year.

of patients had

According to over half of the

RNs (57%, N=173), "unexpected readmissions" were unchanged
at their employing hospital.
Almost a fourth (24%,N=68) of the RNs (Total N=309)
believed that continuity of care had decreased over the last
year. The majority (59%, N=l83) reported no change, and 19%
(N=61) indicated an increase in continuity of care.
Fifty-two (11%) of the 309 RNs believed that patient
related complications had increased. Almost 70%(N=221)
reported no change in the occurrence of complications within
the last year and 12% (N=36) reported fewer complications.
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Changes Related to Quality
Within the Past year

Responses to "have you seen
changes in the following?"

% of RRs
responding
"Less/lllllch

% of RRs
responciinq
"l!lore/=ch

less"

JDDrO"

Patient acuity

4.3%

(N=14)

56.4%

(N=180)

Unexpected readadssions

12.9%

(N=41)

30.1%

(N=92)

Continuity of care

24.3%

(N=67)

18.8% (N=58)

Ccmplications

11.7% (N=36)

16.3% (N=52)

Family and patient ccuplaints

31.4%

(N=97)

18.4% (N=57)

Medication errors

21.1%, (N=65)

Nosocomial. and. wound infections

31'is

Pressure ulcers/Skin hrealcdown

21.5%

(N=66)

(N=95)

7.8%

(N=24)

36.8%

(N=112)

5.3%

(N=16)

Patient injuries

35.3%

(N=109)

4.5%

(N=16)

Unexpected patient deaths

28.6

(N=89)

2.2

(N=7)

According to about half (N=155), of the total 309
nurses, the number and type of complaints issued by patients
and families were about the same.

Almost one-third

(N=97)reported complaints as being reduced. Eighteen percent
(N=52)reported an increase in the number of complaints:
Slightly over one-fifth (22%, N=66) of the nurses
(Total N=308)noticed an increase in medication errors.

More

than half of the RNs (N=177) reported no change, and 21%
(N=65)indicated a decrease in medication errors.
Most of the RNs had not observed changes in either
rates of infection or occurrences of pressure ulcers and
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skin breakdown. Infection rates over the last year were
evaluated by over 90% (N=282) of the RNs as about the same
or lower (Total N=319).

Very few nurses (5%, N=l6, Total

N=306) reported increases in pressure ulcers or skin
breakdown.

More than half (57%, N=181) rated the incidence

as about the same, and over one-third (35%, N=112) felt this
complication had reduced.
OVer 95% of the nurses (N=290, Total N= 306) had not
seen an increase in injuries to patients.

Very few nurses

(2%, N=16) indicated an observation of more unexpected
patient deaths.
Additional evaluation of quality by RNs
Two questions on the AJNPCS address quality by asking
the respondent: "Does the quality of care meet your
professional standards?" (quality meet standards) and "If a
family member needed health care, would you recommend that
it be provided by your organization?" (family care).
Responses were either yes or no.

Although less than 4% of

the nurses rated overall quality as "poor" or "very poor",
23% (N=74) felt that the care did not meet their
professional standards.

Approximately 11% (N=34)indicated

that they would not recommend their organization to a family
member.

Excellence

115

Construction of Quality Variables
Principle Component Analysis (PCA) was used to
investigate whether the variables described in table 3 from
the PCS which were measured on the five point ordinal scale
could be combined to form a single variable. It was the hope
of the researcher that the information contained in these
quality of care variables could be represented by a single
principle component variable corresponding to a single
eigenvalue which was the one meaningful eigenvalue in the
PCA.

Then this single variable would be used to represent

quality of care in subsequent multiple regression analyzes.
Dependent variable: Quality 8.
It was possible to represent the eight variables
(Quality 8): "unexpected readmissions", "complications",
"patient/family complaints", "medication errors",
"nosocomial and wound infections", "pressure ulcers/skin
breakdown", "injuries to patients", and "unexpected patient
deaths" with a single principle component as hoped. Included
in this Quality 8 set were variables which addressed
infections, ulcers, and injuries, three variables which had
been used in the literature to represent quality of care.
These eight variables share highly significant, similar
correlations.

The value of the determinant of the

variance-covariance matrix is .000393 (very close to zero),
the Scree plot (see Figure 6) confirms that there is one
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meaningful eigenvalue, and the correlations of the principle
component scores with the eight quality of care variables
were moderate to strong (see the re-scaled component column
of the Component Matrix in Table 4) .

The principle

component variable was named "Quality 8".

Scree Plot for Quality 8

Figure 6.

Scree ·Plot
2.5~----------------~----------~-----------.

2.0

1.5

]..0

~

.-i

Ill

' •5

~Q)
tJ>

.,.j

~

o.o~----,-----~----~-----r-----r--~-,-----4
1

2

3

Component Number

4

5

6

7

B

Excellence

117

Although it is sometimes difficult to interpret principle
components, in this case the high correlations with the
eight quality of care variables is strong justification for
interpreting the principle component, "Quality 8", as
representing quality of care.

Table 4.

Component Matrix, Quality 8

unexpected readmissions
complications
patient/family complaints
medication errors
nosocomial/wound infections
pressure ulcer/skin breakdown
injuries to patients
unexoected oatient deaths
Extract1on Method.

Pnne~pal

Raw
Component 1
.486
.359
.516
.499
.528
.606
.554
_482

Rescaled
Component 1
.613
.578
.653
.684
.732
.779
.787
698

Component AnalySis. 1 component extracted.

Dependent Variable: Quality 3
Two variables, "overall rating of quality" and
"continuity of care", were closely related in the data set
and did not seem to fit well with the eight variables
discussed above. A second principle component was needed
when either one or both were included in a PCA with the
other eight.

Consequently, a separate PCA was done with two
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variables, "overall rating of quality", "continuity of
care", and "patient/family complaints", and a variable based
on the resulting principle component scores was developed to
represent quality of care.

The inclusion of a third

variable, "patient/family complaints", reflects many
different trial PCA's with various combinations of input
variables.

The purpose was to maximize the amotint of

variability in the input variables explained by the
principle component scores.

The resulting principle

component was called "Quality 3".

Again, the three

variables shared highly significant, similar correlations.
The value of the determinant of the variance-covariance
matrix was .160 (close to zero), the Scree plot (see figure
7) confirmed that there was one meaningful eigenvalue.
According to the Component Matrix (table 5), the
correlations of the principle component scores with the
three input variables were moderate to strong.
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Figure 7 .
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The two representations of quality of care, Quality 8
and Quality 3, were moderately correlated (Pearson's
correlation coefficient is 0.54).

As will be discussed, the

two-representations were used separately in-the subsequent
analyzes with similar results.
Differences Among RN Current Positions: Quality of Care.
>

>

-

To evaluate-the opinions. on quality of care-among-the
four RN position types (staff nurse, first-line manager,
middle manager, and top-line manager), a single-factor
analysis of variance
Quality B.

(ANO~)

was performed
on the variable,
.. .
~

Although, the result was statistically

significant (p=0.04?l,

~uke~'§

test for pairwise comparisons

showed no differences at the 5% level of significance.
ANO~

The

was rerun incorporating several different ·contrasts

into the analysis.

The contrast which was most significant

(p = 0.009) identifies a difference between staff nurse and
first-line manager combined versus middle and top-line
manager combined (see Table 6) .
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One-Way Ana1ysis of Variance: differences
among positions and Qua1ity 8

T~le 6.

Between Groups
Within Groups
TniRI

Sum of Sauares df
14.713
3
466.658
256
?5Q
41!1 371

Mean Square
4.904
1.823

F
lp-value
2.690 .047

Contrast Coefficients
current
Contrast ~nurse first-line
manager
_1
.5
.5

position
middle
top-line
manager manager
-.5
-.5

Contrast Tests
Vartances Contrast
Quality 8

equal
unequal

1
1

Value of Std. Error
Contrast
-.6216770 .2346277
-.6216770 .2108304

t

df

-2.650
-2.949

256
81.4

Sig. (2tailed)

.009
.004

The analysis for differences among the four RN position
types was repeated for Quality 3 (see Table 7) .

In this

case, the Tukey test for pair-wise comparisons showed
significance.

Staff nurses differed from middle (p

and top-line (p

=

0.009) managers.

=

0.041)

Although first-line

managers were not significantly different from middle
managers (p
(p

=

0.039)

=

0.109), they differed from top-line managers

(see Table 8).

Excellence

One-Way Analysis of Variance: Differences

Table 7.

among positions for Quality 3

oum

01

Squares

df

Mean Square

F

p-value

Between Groups

25.024

3

5.325

.001

Within Groups ·

424.514

271

8.341
1.566

449.539

274

Total

~

.

..

.

'

.

Table 8. Multiple Comparisons: ·Current Position

and Quality 3
Tukev Test

,.,

current
I

nn~i

ri nn

scarr
nurse

\<II

current

···~=

Difference

~~~-

Error

p-values

nosirinn

I T-.T\

rl.rsc-.nne

.:>.oE-uz

.z.:>u

·"""

• /U'

• z ""

.uqJ.
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-.:>. oE -uz
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·"""

• .::lzt>

.J.U"

- • tJ OW

• .::IZ4

.U::$"

scarr nurse

• /U'

.z66

.uqJ.

Il.rst-J.l.ne
manager
t:op-J.l.ne
manager

• /4

• .:>Ztl

.J.U"

.J.z

.,j!)J.

·""0

scarr nurse

·""

• z ""

.uu,

rl.rst:-J.J.ne

·""'

• .:>Z4

.u.:>"

manager

IDJ.aaJ.e

• J.Z'

• .:>OJ.

·""0

manager

IDJ.aaJ.e
manager

top-J.l.ne
manager

l.rst:-J.l.ne scarr nurse
manager

IDJ.aaJ.e
manager
t:op-J.l.ne

0

/4

manager

IDJ.aaJ.e
manager

top-J.l.ne
manager

*

The mean dl.fference l.s sl.gnl.fl.cant at the .05 level.
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The following table (see Table 9) for selected quality
of care variables illustrates the pattern of differences
identified by the significance testing.

Notice that middle

and top-line managers tended to score quality of care higher
than the staff nurses and the first-line managers (who may
actually be in a better position to judge quality).

Table 9.

Percent of "Positive Responses" (ranked 4 or 5)
for Selected Quality of Care Variables

N=190 Staff Nurses.

N=27 Middle-managers

N=36

N=26 top-line managers

First-line Managers
Variable

Staff

FirstLine

Middle

TopLine

overall rating of quality*

74.2

77.8

85.2

88.5

patient/family complaints **

27.9

28.6

48.1

46.2

infections**

29.0

25.0

44.4

46.2

ulcer/skin problems**

31.7

32.4

51.9

61.5

patient injuries**

31.2

33.3

51.9

50.0

*Indicates responses of "good"(4) or "excellent"(5)
**Indicates responses of "less" (4) or "much less" (5)

•
Similar results were observed when comparing responses
for the variables, "Does the quality of care you provide
meet your professional standards?" ("quality meet
standards") and "If a family member needed health care,
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would you recommend that it be provided by your
organization?" ("family care")

(see Table 10) .

The

difference among position types was statistically
significant for "family care" (p=0.028, Chi-Square Test of
Homogeneity) .

RespO~f!eS

Table 10. Percent of ''Yes"
N=l90 Staff Nurses-- '
N=36

N=2-7 Midc::!le-managers

First-line Managers
Variabie
-

---

"

to quality questions

--

- N=26 top-l:ine managers
First__:_
• _Line

Middle

TopLine

74.1

72.2

84.0

80.8

85.0

88.9

Staff

-~-~~

---

quality meet standards
family care

-~.

--~-=

100

100

Length of Stay Cost Efficiency
Length of stay cost (LOS) efficiency index for the
hospitals included in the study was calculated by Milliman
and Robertson Company using the formula (and adjusting for
case mix) (Cookson, 1997):

Most Efficient LOS
Hospital A LOS

=

Hospital A LOS Efficiency Index
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The "most efficient length of stay" used in the fonnula
is calculated by Milliman and Robertson using several steps:
1.

Data are grouped and identified by severity of

case.
2.

Regression analysis is utilized to derive equations

which represent expected LOS for each DRG by severity.
The expected length of_ stay is calculated by applying
the regression model.
3.

The expected length of stay.is aggregated over

hospitals, Metropolitan Statistical Areas, and states.
Determination-of expected·ratios -are determined.
4.

Additional analysis is used to determine the lowest

LOS for each DRG-severity grouping.
5.

The lowest grouping is used as a benchmark.

Because the benchmark represents an average in the
grouping, it is possible for some hospitals to have an
index lower than the benchmark.
(Cookson, 1997)
An index for each of the 50 participating hospitals was
provided to the researcher by the Milliman and Robertson
Company.

The LOS indices for the 50 hospitals in this study

ranged from .80 to 1.92 (see Table 11). The mean LOS cost
efficiency index calculated was 1.336.
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Table 11. Length of Stay COST EFFICIENCY INDEX
as calculated by Milliman and Robertson Company

N=SO hospitals
Mean

T.3::lo

Med1.an

1.330

Mode
Std. Dev1.at1.on
-

benchmark comparison

=

1.~4

.277

Minimum

.80

Maximum

1.92

1

The Independent Variables
Power
The variable of power was measured using the Power as
Knowing Participation in Change Test, Version II (PKPCT, V.
II)

(Barrett, 1986).

The PKPCT, V.II is a 52-item semantic

differential scale (Appendix H).

Cronbach's Reliability

Coefficient is .97 for the PKPCT, VII for this study.
Twenty-three respondents either did not complete the
PKPCT or returned instruments that were too incomplete to
use.

Of the 296 valid responders, scores encompassed a

range of 198, from a low of 138 to a high of 336 (see Table
12).

The mean score was 271, and the median was 279.

The
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highest score was also the mode (336) which was the maximum
score on the instrument.

The lowest possible score on the

PKPCT is 48.

Table 12

Power as Knowing Participation
in Change (PKPCT) Scores
N

Mean
an
Moeie

Mea~

Std.

296

271.5
2"/9. 0
33b
38.~

Dev~at~on
Min~um

~::stl

Max~mum

33b

Differences Among RN Current Positions: Power
Demographic variables were tested for significant
differences in power scores.

The single-factor ANOVA

performed to assess differences among the four position
types for power was statistically significant (p=0.043).
Respondents indicated their current nursing position held in
one of four categories: staff nurse, first-line manager,
middle manager, and top-line manager.

Because Tukey's test

for pairwise comparisons showed no differences at the 5%
level of significance, the ANOVA was rerun incorporating
several different contrasts into the analysis.

The contrast
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which was most significant (p=0.006) identified a difference
between staff nurse and first-line manager combined versus
middle and top-line manager combined.
It must be noted that, when a statistical procedure was
repeated for each of the four positions, the data for 286 of
the 319 survey respondents were used.

These are the

respondents who classified themselves as staff nurse (197),
first-line manager (36), middle manager (27), or top-line
manager (26) .

Further when the same analysis was done for

the nurses combined, the data for the same 286 respondents
were used.
Decision-making
Information regarding participation in decision making
was obtained by using the Participation in Decision-making
Scale (PDMS)

(Kreitzer, 1990) .

interval type scale.

The PDMS used a five-point

Participants select from five

responses indicating their level of participation in
decision-making: never involved, rarely involved, somewhat
involved, frequently involved, or always involved.
clinical decision-making scale has seven items.

The PDMS

The

administrative scale has ten items.
Decision-making is presented as summative scores of
actual participation in decision-making.

Also described

here are the desired levels of participation, decision-
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making authority, and the difference between actual
participation in

dec~sion-making

and desired participation.

The questions asked for information regarding the RN's
actual participation in decision-making were repeated
exactly in terms of the desired involvement in decisionmaking.
The score for actual participation in decision-making
was used as the independent-variable in this study. Maximum
score possible for actual participation in decision-making

is 85. In this study, the mean score for actual
participation was 46.7 (N=280, SD=l2.8). Lowest score was
22, and highest was 84 (see

Cronbach's

Table.~3),_

reliability coefficient for this study was .90, calculated
on the actual participation in decision-making scale.

Table 13.

Participation in Decision-making Scores

I

N=280

Mean
Mee11an
Moae
Sta.DevJ.atJ.on
MinJ.mum
MaxJ.mum

I 46.7

I

46.0
46
12.8
22
84

Most of the RNs, 87% of those responding (N=244),
desired a greater opportunity for participation in decisionmaking than they currently experience.

Mean score for
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desired level of participation in decision-making is 61.1
(sd = 12.6). Only 5% (N=S) wanted less participation and 6%
(N=8) were satisfied with the present level of involvement.
Five staff nurses indicated a desire for less involvement.
Four top-line management nurses, three first-line management
nurses, and one middle-management nurse responded that they
also wanted less involvement.
One-way analysis of variance (F=3.520, p=.016) showed
a significant difference among educational levels and
participation in decision making.

Nurses with Masters

degrees(N=19) participated more often in decision-making
-

than did nurses from other educational levels.

Years as RN,

age, and educational level for actual participation in
decision-making scores was not significant.
Differences Among RN Current Positions: Decision Making
The single-factor ANOVA performed on the variable
"actual participation in decision making" to assess
differences among the four position types was statistically
significant in regard to decision-making.

The four

positions were: staff nurse (197}, first-line manager (36),
middle manager (27), and top-line manager (26); which were
the categories of responses on the AJNPCS.

The Tukey test

for pair-wise comparisons also showed significance. Staff
nurses differed from first-line (p=O.OOO), middle (p=O.OOO)
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and top-line (p=O.OOO) managers.
Organizational Commitment
The Organizational Commitment Questionnaire (OCQ)
(Appendix F) is a 15-item interval scale with a range of
seven response choices for each item from "strongly agree"
to "strongly disagree."

Cronbach's reliability coefficient

was .92 for the Organizational Commitment Questionnaire in
this study.

Minimum score on the OCQ was 15 and maximum

score was 105.

Responses ranged from the lowest possible

(15) to the highest possible score (105).
75.4 (SD=17.3)
Table 14.

Mean score was

(See Table 14).

Organizational Commitment Scores

N=297

Mean
MedJ.an
Mode
Stei. DevJ.atJ.on
MJ.n:Lmum
MaxJ.mum

75.4
78.0
81
l"/. 3
15
105

Mean score was lower for staff nurses (N=197) at 72 (p
= .009). First-line managers (N=36), middle managers (N=27),
and top-line managers (N=26) scored higher. One-way ANOVA
identified significant differences in organizational
commitment scores with current nursing position held
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(F=3.903, p=.OOO). Part-time RNs (N=47) had significantly
lower organizational commitment than full-time employees
(N=240)

(mean= 69.0, F=l.687,p=.003).

Educational groups

differed significantly (F=3.. 345, p=.020).

Associate degree

graduates (N=l20) scored higher on organizational commitment
than those with other educational preparation.
Differences Among RN Current Positions:

Organizationa~

Commitment
As noted above, the single-factor ANOVA performed on
the variable for organizational commitment to assess
differences among. the four position types was statistically
significant. The Tukey test for pair-wise comparisons also
showed significance.

Staff nurses differed from middle

(p=O.Ol5) and top-line (p=O.OOl) managers.

It was unclear

whether first-line managers fit best with the staff nurses
or with the other managers.
Findings related to research hypotheses
Hypothesis 1
Changes related to the health care organization,
patient care, and nursing departments are being experienced
by RNs working in small rural hospitals.

Hypothesis 1 was supported.

In addition to the changes

related to quality already presented in this chapter, the RN
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respondents indicated changes in the organization, in the
nursing department, and in patient care observed by the RN
respondents over the past year. The RN respondents in this
study provided the information

regardi~g

changes in the

health care organization, in patient care, and in nursing
departments on the AJNPCS.
Organizational Changes.
The first section of the AJNPCS asked· the RN
respondents: "Within the past year ... Has· your health care
organization made any of ·the following changes?"
Respondents were asked to indicate any of these changes
observed (see Table 15).

All 319 respondents completed this

section.
Surprisingly, given the economic restraints of the
current health care environment, 70% (N= 223)of the RNs
indicated that their hospitals were in the process of
building construction or renovation within the past year
(see Table 13).

One-fourth (25.5%, N=81) had entered into

managed care contracts.

In the past year community based

services had been added, according to 39.2% (N=125) of the
nurses.

The closure of beds or entire units had been

experienced by 14.6% (N=47).

Fifteen percent of the

participants (N=48) reported mergers.
Some inconsistencies were evident when participant
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responses were reviewed. Individuals from the same hospitals
provided differing answers.

It was supposed by the

researcher that some employees may not be aware of all of
the changes being experienced at a given hospital or may
catagorize responses differently.
Table 15.

Organizationa1 Changes
W:ithin the Past Year·

Changes Experienced:

% of RNs
Answering
"yes"

added new services

67.1%

closed units or beds

14.4%

merged with another organization

15.0%

added community based services

39.2%

facility construction/renovation

69.9%

acquired managed care contracts

25.4%

lost managed care contracts

1.9%

substituted Nurse Practitioners for
Physicians

14.7%

Nursing department.
The second section of the AJNPCS asked the respondents
to indicate changes observed in the nursing department at
their health care organization (See Table 16) .

This aspect

of change dealt primarily with staffing issues and the
utilization of RNs in the organization.
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Changes in Nursing Departments
Within the Past Year

%ofRNs
responding

"yes"
(N=319)
Reduction in # ofRNs providing direct care

21.9%

Increase in number Advance Practice Nurses

7.5%

Increase in# of patients assigned to RNs

41.1%

Substitute part-time, per diem, temp. for full-time RNs

25.4%

Hiring UAPs/tech/aides to provide care previously provided by RNs

7.2%

Increase in time RNs spend supervising UAPs/techs/aides

9.1%

Loss of nurse executive without replacement

18.8%

Reduction in number of nurse maoagers

27.3%

Increase in cross-training of nursing staff

72.7%

A reduction in the number of nurse managers was
reported by 27% (N=87) of the RNs.

The loss of a nurse

executive without replacement was experienced by 19% of the
participants (N=60).
Cross-training of nursing staff was the most frequently
reported change at 73% (N=232).

The substitution of part-

time or temporary for full time positions was noted by 25%
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Reductions in the total number of

Registered Nurses providing direct patient care was reported
by 22% (N=70).

However, the utilization of unlicenced

assistive personnel (UAPs) was reported by only 7% (N=24).
Correspondingly, only 9% (N=29)of the RNs indicated an
increase in the time spent supervising UAPs.

The reduction

in the number of RNs providing direct patient care appears
to have been managed, in part, by increasing the patient to
nurse ratio, as was reported by 41% (N=131) of the nurses.
Patient care
In addition to the information previously discussed
regarding quality, the third section of the AJNPCS also
addresses changes related to patient care activities over
the past year.

The respondents were asked to indicate their

evaluation of these aspects of patient by choosing among the
responses: "much less", "less". "about same", "more", and
"much more" in regard to time available for selected nursing
activities (see Table 17).
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Changes Reported by RNs

About Time Available for Selected Nursing Activities
'Is of RNs
responding
"less or much

Jlmount of time
to:

'Is of RNs
responding "more
or much more

less time"

'Is of RNs
responding
"about the same
time"

46%

38%

17%

46%

39%

15%

52%

9%

time"

teach patient
lllld. their
femi~ies

Totu N=313
comfort IIJld.
talk to
patients
Totu N=311
provide basic

nursinqcare

39%

Tot:U N=309
ad.equate~y

-

·-

d.oCUIDOint
nursing care
Totu N=311

38%

47%

15%

consul.I: with
other m=bers
of heuth care
team
Totu N=312

31%

54%

15%

.

Note: percentages may not total to 100% due to round1ng off.

Although small percentages of the nurses reported
having more or much more time to teach (17%, N=52), to
comfort (15%, N=48)), for documentation (15%, N=47), to
provide consultation (15%, N=48), and to provide basic
nursing care (9%, N=29), most others have less, or much less
time, to accomplish these tasks.

Almost half (46%) have

less or much less time for teaching, 46% (N=143) for
comforting, 36% (N=142) for consultation, 38% (N=96) for
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documentation, and 38% (N=l21) h9-ve "less" or "much less"
time to provide basic nursing care.

Over half (56%, N=180)

have observed increased acuity of patients and almost a
third (30%, N=92) have noticed an increase in the number of
unexpected re-admissions of recently discharged patients.
Qualitative findings of RN respondents.
The AJNPCS contains an area that respondents may use
for comments. Twenty-nine of the RN respondents in this
study elected to provide written comments.

Many of the

responses sought to clarify answers to their responses on
the AJNPCS.

Some of the RNs provided additional information

related to the flexibility and variability in roles and
practice areas of RNs in rural hospitals.

Other RNs wished

to share a description of rural hospital nursing.

Several

provided strongly worded responses regarding the quality of
care provided in their hospitals.
Selected qualitative comments follow which assist in
clarifying the RN responses.

"I answered 'no' to a family member being in the hospital
(where I work) .

If a family member needed surgery, I would

have the surgery (at the employing hospital) but I would
never leave the bedside without replacing myself with
another RN".
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"Almost 4 years ago, our hospital was bought by a large
corporation.

We had a lay-off.

We have been acquiring

contracts and expanding services for a few years now'

"Too many changes made without input from those directly
affected.

Too little communication from upper levels of

management administration."

Another RN checked all 12 areas of primary nursing
speciality and provided this explanation: "very small
community hospital, we care for all primary nursing areas"

A staff nurse who also functions as charge nurse listed
Medical/surgical as the primary nursing speciality, but
explained that this included orthopaedic, neurology,
geriatrics, psychiatric and hospice/palliative care.

This

nurse was also cross-trained to outpatient surgery.

An RN from an urban area shared the disappointment and
discouragement she experienced working at a large teaching
hospital in the first years after nursing school. After
three years at a small rural hospital, this RN stated, "I
feel I am able to preform my job much more comfortably and
effectively and there is a sense of COMMUNITY with both
staff and patients".
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"We do not have a nurse manager, or assistant, staff
development instructor or clinical nurse specialists in our
small facility.

We as a team help each other," explained an

Emergency department nurse.

Several of the respondents conveyed the belief that
patient safety and quality of care are being risked by staff
reductions and corporate concerns for profits.

An

emergency

department RN had just resigned "due to lack of staff"
... feeling that it was "unsafe for patients ... one RN to 3
cardiac and 2 trauma rooms with one LPN as backup!"

"Increased acuity and busier outpatient (emergency room and
outpatient) services gave a greatly increased workload,
making it more difficult to provide quality patient care".

One of the RN respondents wrote at length concerning the
emphasis on profits by the health care corporation at the
expense of patient safety.

This nurse wrote in red ink,

used several exclamation points for emphasis, and
underscored words for emphasis.

The corporation was

conveyed as uncaring about the welfare of either the
patients or the employees of the hospital.

Despite these

feelings, this nurse also expressed a high degree of loyalty
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to this hospital on the OCQ, and explained that this was
"only because it is part of my community.

I love my

community and being a nurse".

These responses reflect the diversity among rural
hospitals and in the practice of rural nursing.

Some

patterns are clear: the multifaceted roles of the RNs,
challenges inherent to practice of nursing in a small rural
hospital and the concerns of the nurses about staffing
issues and quality of care.

Another aspect remains unclear

and ambiguous: the experience of rural nurses have had
related to the business or financial focus in health care
currently so influential in health care decisions.
Hypothesis 2
There are positive relationships among power as knowing
participation in change, participation in decision-making,
and organizational commitment among nurses working in rural
hospitals.

Data were obtained using the PKPCT VII, the PDMS and,
the OCQ in order to examine the relationships of power,
participation in decision-making, and organizational
commitment as shown as independent variables in the
conceptual model (see Figure 1, page 19). These instruments
were previously described on pages 93-95.
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Hypothesis 2, as stated above, was supported.
Pearson's r was calculated on the total scores of the three
independent variables: power, actual participation in
decision-making, and organizational commitment.

Moderate

positive correlations were found among the variables (p

=

.01) (see Table 18). The power scores were positively
correlated with the scores from both participation in
decision-making (r = .291) and organizational commitment (r
=

.404). The decision-making scores are positively

correlated with power s.cores (r = .291) and organizational
commitment (r = .369).
The correlations among variables differed when the
scores of management personnel were analyzed separately from
those of staff nurses.

Generally, the correlations were

lower among staff nurses and higher in those involved in
management.

When analyzed separately, Pearson's r ranged

from .246 to .339 (p = .01), maintaining low-moderate
relationships in staff nurses.

In analysis of first-line

management nurses, the correlations between organizational
commitment and decision-making (r = .51, p =.01) increased
between power and organizational commitment (r

=

.70,

p=.Ol). The relationship between organizational commitment
and decision-making with middle-management nurses was not
significant.

Significant relationships were noted between
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power and decision-making (r =.498, p = .05) and between
power and organizational commitment r =.55, p = .01) in the
middle-management nurses.

In nurses in top-line management

positions, significant relationships were between power and
decision-making (r

=

.595, p

=

.01) and between decision-

making and organizational commitment (r

=

.530, p

=

.05).

The correlation between power and organizational commitment
was not significant with this group.

~

.
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Relationships remained relatively stable and
significant when the samples were analyzed based upon the
nurses' educational level, except masters prepared nurses.
The lack of significance in this group could be influenced
by the small number (N=16).

The remaining educational

levels had significant p6slHve·-··relatio.ns:hips among .. 'the
variaiiles _of _power, _PCI~ticipation in- decision-making ·and
organizational· corilmitment (see Table

Table- 19. Significant. Rel~tionships

-19f~

amortq Variables

·by Educational Level

I

I
Power and
Decision-making
Power and
Organizational
Corrmi tmen t

Associate
Degree

r=.21,

I

Diploma

I

Bachelor
Degree

p=.05

r=.372, p=. 05

r=. 325, p=.01

r=.329, p=.01

r=.327, p=.05

r=.515, p=.01

r=.235, p=.05

=.490, p=.01

r=. 362, p=.01

Decision-making

and
Organizational
Corrmi tment

S1gn1f1cance level:

p~

.05

I
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Hypothesis 3
Power, participation in decision-making, and
organizational commitment have a positive effect on quality
patient care and cost effectiveness in small rural
hospitals.
... - ... , - ·..
~

Hypothesis 3 evaluated the three independent variables
(power,- participation in decision-making, and
organizational commitment) in relation to the outcomes
portion of the conceptual model (quality and length of s.tay
.---=-:-:-. ; -: .-. -.
.
cost efficiency,· Figure 1). Regression techniques were
applied in order to assist in evaluating these
relationships.

Preliminary work involved constructing

variables for "quality" from the data obtained.

Because of

the marked differences found among position levels held by
the nurses and the independent variables power,
participation in decision-making and organizational
commitment, and with the dependent variables, quality and
length of stay cost efficiency, regression analysis was
geared to address these differences.
Relationship Between Quality of Care and Independent
Variables: Regression Analysis
The relationship between the dependent variable and
the independent variables was investigated in several ways.
Stepwise regressions were performed for:

(1) the four
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(staff

nurses, first-line managers, middle managers, and top-line
managers ) (2) staff nurses with the three levels of manager
combined (first-line; middle, and top-line), (3) staff
nurses and first-line managers combined with the middle and
top-level nurses combined.

This gave a ·total of seven

possible groupings for current position held.

Step-wise

regression was done-once using "Quality 3" and repeated
using "Quality 8" to represent quality of care, which are
the factors deve-loped using Principle Component Analysis
previously described.
Regression was repeated for each of the seven
groupings of nursing positions.

In

each calculation, the

coefficient of determination (the proportion of variability
in the dependent variable explained by the independent
variables) is larger (usually about twice as large) when
Quality 3 is used as opposed to when Quality 8 is used.
Thus, the aspect of quality of care represented by Quality
3 is apparently more closely related to the aspects of
power, decision making, and organizational commitment
represented by the independent variables.

The probability

values reported below are from the stepwise regressions of
the independent variables on Quality 3.
For the staff nurses, the stepwise regression
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identified both organizational commitment (p=O.OOO) and
decision-making (p=0.002) as significant (see table 20).

Table 20.

Regression: Quality 3 and Independent Variables.

STAFF NURSES

. ·
·Unstandardized ·
Coefficients
B
Std. Error
-4.502
.553
4.164E-02
.006

(Constant)
Organiz.
Commitment
3.209E-02
Decision

.010

!-statistic

p-value

.516

-8.144
7.317

.000
.000

.972

.218

3.097

.002

.972

Tolerance

Beta

I

R square = .352 .

No further information is added by including the first-line
managers with staff nurses.

For the top-line managers both

organizational commitment (p=0.013) and power (p=0.027) are
significant.

When the middle managers are added only

organizational commitment (p=O.OOO) is significant.

But,

when the three levels of managers are combined, both
organizational commitment (p=O.OOl) and power (p=0.022) are
again significant(see Table 21).
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Table21. Regression: Quality 3 and Independent
Variables
ALL LEVELS OF MANAGEMENT

IUnSlanu~• uiZ..u

{Constant)

Organizational
Commitment
Power

l"''anua'':'IZtru

B
-4.967
3.320E-02

Std. Enor
.775
.009

·9.065E-03

.004

I·

R square =.461

II

I,_

Beta

.443
" - .291 ..

-'6.406
3.560

.000
.001

2.339

.022

I

Relationship Between Quality of Care Variables,
"quality meet

standards~'

and "family care", and the

independent variables
Two questions on the PCS address quality by asking the
respondent: "Does the quality of care meet your professional
standards" and "If a family member needed health care, would
you recommend that it be provided by your organization?"The variables, "quality meet standards" and "family care",
take only two values, namely either yes or no.

Because

multiple linear regression requires a continuous dependent
variable, it would be inappropriate to use it to investigate
the relationsh;ip between either of "quality meet standards"
or "family care" and the independent variables.

Logistic

regression, on the other hand, is intended to be used when

Excellence
the dependent variable takes two values.

149

The advantage to

.the use of logistic regression in this analysis over, for
example descriminant analysis, was that stepwise methods for
variable selection were available.
For the dependent variable "quality meet standards" and
the independent variables power, decision makingJ and
organizational commitment, stepwise

log~sti~,regressions

were run for the four levels of current nursing position
separately and for the three levels of manager combined.
For the staff nurses, logistic re_gression identified··
organizational· commitment (p=O. 0007) as significant..

For

the three levels of manager, combined, power is
significant(p=0.0030).

These results are consistent with

those for the dependent variables Quality 3 and Quality 8.
When the variable "family care" was the dependent
variable in a stepwise logistic regression for staff nurses,
organizational commitment (p=O.OOOO) was again identified as
significant.

It is not possible to perform the logistic

regression for the managers, because the middle and top-line
managers all answered "yes".

The combined responses would

have reflected the relationship for first-line managers too
strongly.

It was not possible to find a model which

included a significant independent variable for the firstline managers.
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Relationship Between LOS Cost Efficiency Index and the
Independent Variables
The LOS Cost.Efficiency Index is a hospital rating, not
the scores of individual nurse respondents.

To evaluate the

relationship.between this variable and the independent
variables of power, decision-making, and organizational
commitment (which had been rated by each of the individual
nurses within a hospital) it was necessary to combine-these
individual scores into a total score for each hospital.

The

total score was achieved by calculating a mean score of all
nurses responding from the individual hospitals.

Because of

the differences among the nurses holding the four nursing
position types, discussed above, the mean was first
calculated for each of the nursing position types within the
hospitals.

Stepwise regressions were then run separately

for each of the four levels of nursing position held.
For the staff nurses, the stepwise regression
identified organizational commitment(p=0.003) and approached
power (p=0.084) as significant.

For the first-line managers

decision-making (p=0.020) was significance.

For the top-

line managers decision-making (p=0.083) approached
significance (level of significance defined as
Table 22).

p~

.05)

(see

There was no significance -for middle managers.

The mean score using all managers were next calculated for
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each hospital and a stepwise regressions was then run.

For

the three levels of manager combined, decision-making
(p=O . 0 0 0) was significant.

Table 22.

Stepwise Regression Results for

Independent variables and LOS cost-efficiency:
1•t Line

p-values

Staff

Organizat.
commitment

.003*

. 665

.342

.193

Decision
making

. -608

.020*

.385

.083

Power

.084

.090

.477

.211

Constant

.000

.000

.032

.019

IR-square

.234

.279

.185

.334

*significant at

p~

Middle

Top-line

J

.05

Summary
Chapter four presented the data obtained and analyzed
in this study.

The participating hospitals were described

according to size and location.

The sample of RNs was

described in terms of the demographic information they
provided.

Scoring of the research instruments used for each

variable was discussed and
analysis.

presente~

with descriptive

Each of the three hypotheses were addressed.
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Analysis of data related to hypothesis one revealed
patterns of changes being experienced in small rural
hospitals.

Changes were reported concerning the

organization, the nursing department, and in patient care
issues.
Although managed care contracts are not as much of an
issue in these rural·hospitals as in other hospitals, the
majority of responding nurses observed an increase in new
services and in facility construction and renovation.
substantial

n~er

A

of respondents reported the addition of

community based services.
Changes were also evident in the nursing department.
Only a small number of RN respondents had seen an increase

in the use of unlicenced assistive personnel.

However, over

40% of the respondents had observed an increase in the RN to
patient ratio and this was reflected in a reduction of the
number of RNs providing direct patient care.

Hospitals

appear to be attempting to compensate for the staff
reductions by increasing the use of part-time, per diem, and
temporary nurses for full-time RNs.

The use of this type of

nursing personnel increased substantially within the past
year, according to respondents.

The most frequently

observed change in the nursing department, cross-training of
nurses to other speciality areas, may be another strategy
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for increasing efficiency in the rural hospitals.
In evaluating changes in quality and patient care
issues, the most frequently reported change was an increase
in patient acuity.

Almost a third of the RNs reported an

increase in the number of unexpected readmissions. A
substantial number of nurses reported less time to perform
basic nursing

act~vities.

In order to address hypothesis 2, correlations were
calculated among the three independent variables, power,
participation in decision-making, and organizational
commitment. Moderate.positive correlations were found among
the variables.
Hypothesis 3 addressed the relationships of the
independent variables of power, participation in decisionmaking, and organizational commitment, to the dependent
variables, quality and length of stay efficiency.

Because

of significant differences among the RN respondents in
regard to current position held, the regression analyses
were conducted according to these groups.
relationships were established:

Several
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(1) Staff nurses:
Stepwise regression identified participation in decisionmaking and organizational commitment as significant with the
dependent variable of quality, using "Quality 3".

Logistic regression analysis identified organizational
commitment as significant with the dependent quality
variables "quality meet standards" and "family care".

Stepwise regression identified organizational commitment as
significant with the dependent variable Length of Stay Cost
Efficiency.

(2) First-line nurse managers:

Step-wise regression analysis identified participation in
decision-making as significant for the dependent variable
Length of Stay Cost Efficiency.

(3) Nursing Management (First-line, Middle, and top-line
managers combined) :

Regression analysis identified power and organizational
commitment as significant with the dependent quality
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variable "quality"

Logistic regression analysis identified power as significant
with the dependent quality variable "quality meets
standards".

(4) Top-line management:

Step-wise regression analysis identified power and
organizational commitment as significant for the dependent
quality variable "Quality 3".

Chapter five provides a forum for discussion of the
research findings.

The implications the study_has for

nursing and health care in the rural environment are
presented. Recommendations are made for additional study.
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Chapter 5
Chapter 5 provides a forum for discussion of the
research findings.

The implications of the study are.

presented for nursing and health care in the rural
environment. Recommendations are made for additional study.
This research study has three independent variables,
power; participation in decision-making, and organizational
commitment.

Power is defined as the "capacity to

participate knowingly in the nature of change . .
(Barrett, 1986,.p. 174).

"

It is grounded human awareness,

the ability and willingness to make choices, the freedom to
act intentionally, and involvement in creating change.
Participation in decision-making is the ability to affect

choices concerning work and the work environment (Kreitzer,
1990) .

Decision-making is influenced by power as manifested

in personal attributes, work dynamics, relationships, and
organizational structures.

Organizational commitment

implies a common vision or mission and a congruence of goals
of the nurse and those of the organization.

It is the

"relative strength of an individual's identification with
and involvement with a particular organization" (Mowday,
Steers, & Porter, 1979) .

The three independent variables in

the study reflect the creative use of energy, the
involvement of nurses in choices, and the shared vision set
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in the context of many changes and turbulence in health care
at this time.
Power may be viewed as the spirit or the perception of
involvement in change.

Participation in decision-making may

be more dependent on organizational and structural variables
of the hospitals but is also reflective of involvement in
change.

Commitment to the organization speaks to the shared

vision necessary to achieve common goals directed toward the
outcomes of excellence and success.

The dependent

variables, cost efficiency and quality of care are
manifestations of a co-created' reality as the organization
grows and reconfigures in a time of turbulence.
Discussion of Hypotheses
Hypothesis 1

Changes related to health care organizations,

nursing departments, and patient care are being experienced
by RNs working in small rural hospitals.

Changes related to organizational structure.
Although change was clearly evident in the rural
hospitals represented in this study, the patterns of changes
differed from the health care organizations reported in the
AJN study (Shindul-Rothschild, Berry, & Long-Middleton,
1996) . The AJN study included many different types of
practice sites (only 77% of the AJN respondents worked in
hospitals) which made comparisons difficult.

Comparison may
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health care organizations (see Table 23).
Table23.

Comparison: Organizational changes observed
by RN respondents within the past year ·

....

Rural Hospitals · .. ·
in this study
(N=319)
%of!U{s
responding "yes"

-

Wrthin the past year, has your
heaJtli care organization made·
any of the..following changes?

added new services

-

closed wrlts or beds
•.

-

AJN heahh care · .

organizations*
(N=7,355)
%ofRNs
responding "yes "

67.1

50.7

14.4

55.9

merged with another
organization

15.0

added commwrlty based
services

39.2

43.3

initiated construction/
renovation

69.9

66.3

acquired managed care
contracts

25.4

49.9

1.9

14.1

14.7

14.2

lost managed care contracts
substituted Nurse Practitioners
forMDs

39.9
- - !· ;.

*(Shindul-Rothschild, Berry, & Long-Middleton, 1996)
Note: 77% of the health care organizations in the AJN study were hospitals
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Clearly, the fifty rural hospitals included in this
study had closed fewer beds or units and had fewer mergers
than reported for the health care organizations in the AJN
study.

More rural agencies added new services.

The

addition of the community-based services and the
construction or renovation statistics remained about the
same between the two studies.

However, the loss or gain of

managed care contracts were much less of an issue in the
rural hospitals, from the perspective of the RN respondents,
in the rural hospital:s .·. Only a fourth have acquired managed
care contracts compared t.o half of the agencies in the AJN
study.
The rural hospitals in this study seemed to use the
expansion of services, including community-based services,
as strategies to deal with change, rather than the
acquisition of managed care contracts or agency mergers.
The data did not help to identify whether this level of
involvement was due to lack of opportunity, a lack of need,
or a lack of ability to compete.

Additional investigation

would be helpful in identifying patterns of change,
successful and unsuccessful, in rural hospitals.
Fewer units or beds were closed in the rural hospitals
than reported by nurses in the AJN study.

It is probable

that earlier trends in health care unfavorable to rural

Excellence

160

hospitals had resulted in closure or reassignment of
facilities in past years (Duffy & Friedman, 1993).
chan~es_may

These

not have been reflected in observations made

during the past year.

Another possible reason for

maintenance of units and beds may be the obligation and
commitment of
serve.

the.rura~_hospital~

to__the_pommunities they

Similar or competitive services may not be easily

accessible or available to .those living in rural areas.
Services-provided by these rural hospitals·may·be ·essential··
to the well-being of the community and thus the hospital
administrators may be hesitant to initiate closures.
Changes related to the nursing.departments.
Cross-training of staff was the most frequently
reported change and this was the

onl~area

of change

reported at a higher rate than in the ANA study (ShindulRothschild, Berry, Long-Middleton, 1996) . With this
exception, all other changes related to nursing services and
delivery of care were reported at a lower rate than in the
national study.
Seventy-two percent of the nurses in this study
reported an increase in cross training compared to 60% of
those in the AJN study.

Additionally, many of the RN

respondents indicated in writing on the questionnaires that
they consistently work in several speciality areas. For
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in ICU, the emergency department,

and in a Medical-surgical )Jnit.

Obviously, one method o:f

dealing with
change :i,mplei!lep.ted by rural
hospitals
.
. - '·
.'
. - - - - . is
~

-

supporting greater flexibility in staffing and the crosstraining inherent to that strategy.
It

has been reporl!ed,in,t:tJ.E! _lit1;1rature that rural

nurses frequently functions in multiple roles and
flexibility is more often the rule than the exception
(Bushy, 1991
flexibility

&

Fuzard, Green, Kujala, & Talley-,· 1994) ,. ·This

an_?·cc:.dapt_aJ?i~.i_:t:t ~C:Y.. b~

_a_ vital key to survival

in the changing health care environment.
However, cross-training of nursing staff could be a
two-sided coin.

On the one hand, the findings of this study

support that rural nurses often function in several
speciality areas and flexibility may be an expected
attribute of rural nurses.

On the other hand, this manner

of utilization of nurses may add support to the notion that
a "nurse is a nurse is a nurse" which can be detrimental to
the needs of nurses in speciality areas and can result in
unsafe patient care practices.
It is possible that the increase in the amount of
cross-training may be more reflective of licensing and
accreditation requirements than any real difference in
staffing patterns in rural hospitals.

For example, Joint
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Commission for Accreditation of Healthcare Organizations
(1997) currently requires documentation of cross-training
for those nurses working in multiple speciality areas to a
much greater degree than in past years.

Those hospitals

hoping to meet these standards must provide formal crosstraining education for all speciality areas where the nurses
work.·
The findings-of a recent study sponsored by the Georgia
Nurses Association (GNA) using the AJNPCS (Scott-Stiles,
1998) with Georgia· nurses, revealed a similar pattern of
responses. The number of "yes" responses in the Georgia
study was. greater in all areas than the "yes" responses in
this study but less than those in the AJN study (see Table
24). It might be expected that a relatively high percent of
the respondents were rural nurses, since Georgia is both a
rural state (as defined in this study)· and has a high
percentage of rural hospitals (McByar, 1996).
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Changes observed

:in the Nurs:i.ng Departments w:i.th:i.n the past year

Changes observed within
the past year

RNs in

A.JN

this
study
(N=319)
% yes

RNs*

Georg:i.a
RNs**

(N=7355)
.~ yes

(N=280)
% yes

Reduction in # of RNs
providing direct care

21.9%

60.2%

47.7%

Increase in number Advance
Practice Nurses

7.5%

11.8%

Not
available

Increase in # of patients
assigned to RNs

41.1%

65.5%

61.7%

Substitute part-time, per
diem, temp. for full-time
RNs

25.4%

48.6%

38.6%

Hiring UAPs/tech/aides to
provide care previously
provided by RNs

7.2%

41.9%

27.8%

Increase in.time RNs spend
supervising
UAPs/techs/aides

9.1%

35.8%

24.9%

Loss of nurse executive
without replacement

18.8%

37.7%

Not
available

Reduction in number of
nurse managers

27.3%

45.0%

Not
available

Increase in cross-training
of nursing staff

72.7%

59.4%

Not
available

..

* (Shindul-Rothschild, Berry, & Long-Middleton, 1996)
**(Scott-Stiles, 1998)
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Other changes were reported at much lower frequencies
than those in the ANA study (Shindul-Rothschild, Berry,
Long-Middleton, 1996.
nursing departments

Among the most alarming changes in

w~re

the loss of nurse managers and

executive level nurses
without
replacement.
.-.
. ..
.
- - . . ..

Over a fourth

of the rural nurses reported a reduction in the number of
nurse managers, and 18.8% reported the loss of a nurse
executive .. without replacement.

As alarming as this is, a

much higher percentage of nurse respondents in the 1996 ANA
study reported these losses, 45% and 37.7% respectively
(Shindul-RothschiJ:d, · :Beri:y, Long-Middleton, 1996). · ·one· is
given to wonder who is maki!!g _decis:h_on _related to nursi!_!g
care and nursing issues in the hospitals that have lost
nurses in the leadership roles.

Thirty-one of the 50

hospitals in this study were accredited by the Joint
Commission for Accreditation of Health care Organizations
(JCAHO) (McByar, 1996).

One of the requirements for JCAHO

accreditation is that nurses are in leadership positions in
the nursing services department (Joint Commission for
Accreditation of Health Care Organizations, 1997).
Reduction in nursing leadership positions could have serious
consequences on accreditation by JCAHO, as well as licensing
on the state level, and certification as providers for
third-party payers.

Another consequence may be
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organizational restructuring which results in nursing
leadership having a lower ranking in the organizational
hierarchy.

Such restructuring could have serious

implications for the power position of the nursing staff and
the ability of nurses to be involved in key decision-making
activities.

The loss of nursing executives, without

replacement, in this and the other studies could indicate a
trend in that direction.
The rural hospitals in this study had neither reduced
RN staffing or increased the use of UAPs, technicians or
aides to the same degree ·as indicated :o·y the ANA study
(Shindu1-Rothschil~,

Ber~y,

Long~Mid~leton,

1996).

Although

some of the rural nurses reported the use of part-time,
agency, and temporary nurses as replacement for full-time
positions,

this was less than reported by the nurses in the

ANA study.

However, the increase in the use of part-time

and per diem nurses raises concern about the continuity of
care provided.
Rural hospitals in this study appear to have used two
strategies to cope with diminishing resources: (1) Crosstraining of the nursing staff and (2) reduction in the
RN:patient ratio.

Since the reductions in the RN:patient

ratio appeared to be accomplished without the use of other
personnel (such as UAPs), additional study of staffing

Excellence

166

patterns in rural hospitals and the change in the ways RNs
work should be further investigated.

As many of the rural

hospitals lost (and did not replace) nurses in leadership
roles, decision-making in these matters should be explored.
The recently completed study in Georgia (Scott-Stiles, 1998)
concluded that the use of assistive personnel had a positive
effect on the nurses' perceptions of quality only when the
nurses were involved in the decision-making process about
how the UAPs were utilized.

Additionally, the American

Nurses Association (1997) reported that cost efficiency,
nursing sensitive patient outcomes, and RN staffing patterns
were linked.

In both rural and urban hospitals, as

RN-staffing mix increased, the number of the nursing
sensitive adverse outcomes decreased (ie: pressure ulcers
and nosocomial infections).

Staffing patterns specific to

small rural hospitals should be described and carefully
explored.
Changes in small rural hospitals: issues related to
quality.
Clearly, the RNs in this study were concerned about the
quality of care in the hospitals in which they were
employed, although many of the concerns were not as acute as
those expressed in the national study (Shindul-Rothschild,
Berry, Long-Middleton, 1997)

(see Table 25) . In almost all
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areas, the rural RNs reported much less negatively than the
nurses in the national study.
Table 25. Comparison: Changes observed re1ated to
Qua1ity and Patient Care within the past year

Comparison of Responses
RNs in this study
Changes obserVed''
_·during the past ,_year
.. ., ''.,.

.~

Less/much , -More/much
less
more

%

%<·.·-

,,

.o

.A.JN Nurses*
(Total N=7355)
Less/much
less

-

More/:rm.ich'
-more
0·

%

'0

.,

patient acuity'_

,76;7%--·

4.3%
(N=14)

56.4%
. (N=180)

3.5%

12.9%
(N=41)

30 .1.%
(N='92)
,

5.3%

Continuity of care

24.3%
(N=67)

18.8%
(N=58)

55.2%

10.9%

c;omplications ·
secondary to admitting
diagnosis

11.7%
(N=36)

16.3%
(N=52)

5.2%

42%

con;;>iaints from
patients & families

31.4%
(N=97)

18.4%
(N=57)

6.8%

Medication errors

21.1%
(N=65)

21.5%
(N=66)

8.8%

Infections -

31%
(N=95)

7.8% :
(N='24)

9.9%

-pressure ulcers/Skin
breakdown

36.8%
(N=112)

5.3%
(N=16)

14.2%

25.4%

Pati:ent Injuries

35.3%
(N=109)

4.5%
(N=16)

14.1%

41.3%.,

28.6
(N=89l

2;2
(N';=7l

12%

-

.. -

-

uneXpected
Re-admiss~ons

.

·_.·.

-

Unexpected patient
·· ... deaths

* (Shindul-Rothschild, Berry,

-

.

-

55.1%

-

-

& Long-Middleton, 1996)

--

54.9%
37%

-

32.9%

14 ..3%
--
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The specific concerns felt by the rural RNs may be
better recognized in the changes reported in their nursing
practice.

As previously stated, the rural hospitals in this

study appeared to be coping with diminishing resources by
increasing RN to patient ratio without adding assistive
personnel.

Although the changes related to nursing

activities were not as dramatic as those reported in the AJN
study, the numb.ers reflected the grave concerns of many of
the nurses who responded (see Table 26).

This aspect of

nursing care, activities directly related to the care of
patients, addressed those roles essential to the heart of
nursing practice in any environment.
Table 26. Comparison of responses of rural nurses and nurses
in AJN study related to nursing practice

I
In the past year, changes in
the amount of time to:

I

Nurses in
this study

I AJN
Nurses* I
(N= 7, 533)

% less/much
less time

% less/much
less time

Teach patients and families

57% (N=48)

72.8%

Comfort and talk to patients

46% (N=142)

63.5%

Provide basic nursing care

39% (N=121)

68.5%

Adequately document care

38% (N=119)

65.9%

Consult/health care providers

31% (N=96)

57.1%

* (Shindul-Rothschild, Berry, & Long-Middleton, 1996)
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Summary of Hypothesis 1
Changes were evident in all the aspects of change
included in hypothesis 1.

The majority of responding nurses

observed an increase in new services and in facility
construction and renovation.

A substantial number of

respondents reported the addition of community based
services. Changes were evident in regard to closing beds or
units, mergers with other organizations, activities with
managed care contracts, and the substitution of nurse
practitioners, though much less than those reported in a
national study,
Changes were more profound within the nursing
department.

Only small numbers of RN respondents had seen

an increase in the use of unlicenced assistive personnel.
However, over 40% of the respondents had observed an
increase in the RN to patient ratio and this was reflected

in a reduction of the number of RNs providing dir.ect patient
care.

The utilization of part-time, per diem, and temporary

nurses for full-time RNs increased substantially within the
past year.

The most frequently observed change in the

nursing department was cross-training of nurses to function
in other nursing speciality areas.
The most frequently reported change related to patient
care and quality issues was an increase in patient acuity.
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Almost a third of the RNs reported an increase in the number
of unexpected patient readmissions in the past year.

Nurses

reported having less time to perform basic nursing
activities, such as patient teaching, talking with and
comforting patients, and documenting care.
Nurses are working with less full-time nursing staff,
less time to provide basic nursing care, increased
RN:patient ratios, higher acuity of patients, while
experiencing the loss of nurses in leadership positions.
These findings point toward a potential for serious problems
related to patient safety and quality of care.
HYPothesis 2
There are positive relationships among power as knowing
participation in change, participation in decision-making,
and organizational commdtment among nurses working in rural
hospitals.

Although this hypothesis was supported, the
relationships were not strong.

Pearson r correlation

coefficients were positive and low-moderate.

Perhaps

additional exploration of these variables as manifested in
rural nursing is warranted.

Additional attention should be

given to the dynamics of power and decision-making and to
the meaning of organizational commitment in the practice·of
rural nursing.
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The data analysis revealed meaningful differences among
positions held by rural nurses.
roles in rural hospitals.

Clearly nurses assume many

Exploration of the management and

leadership roles and levels of involvement in providing
patient care have been unclear in rural nursing practice.
There may be greater differences in how roles are actualized
related to hospital size.

For example, the differences

between leadership-management and staff nurses may be less
clearly defined in

t~e

very small rural hospitals.

In

smaller rural hospitals, the level of participation by nurse
managers and nurse executives in patient care activities may
be greater than at larger health care organizations. One
top-line manager in this study wrote that the hospital was
ordinarily staffed by the respondent and only one additional
RN.

Staff nurses may also have duties not ordinarily seen

as part of the staff nurse role.

For example, a s·taff nurse

in this study explained that she works in the emergency
department but also manages care plans in the hospital's
extended care facility.

An interesting extension of this

study might include specific hospital size (for example,
hospitals with fewer than 50 beds) as well as other
differences, such as communication patterns, the number of
RNs on staff, and the types of services provided by the
hospitals.
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Hypothesis 3
Power, participation in decision-making, and
organizational commitment have a positive effect on quality
patient care and cost effectiveness in small rural
hospitals.

Hypothesis 3 was also supported, though the amount of
variance explained by the independent variables on the
outcome variables was moderate.

The independent variables,

power, participation in decision-making, and organizational
commitment, accounted for about one-third of the total
variance in the outcomes of quality and cost-efficiency.
However, there were differences among nursing positions
held.
In staff nurses, organizational commitment was
significant for both quality and length of stay cost
efficiency, and decision-making was significant for quality.
In first-line nursing managers, participation in decisionmaking was significant for length of stay cost efficiency.
In a combination of the three levels of nursing management
combined, power and organizational commitment was
significant for quality.

In RN respondents holding top-line

management positions, both power and organizational
commitment was identified as significant for quality.
Additional refinement in the evaluation of quality,
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especially as it applies to rural hospitals, should be
pursued. Quality, as measured in this study, is an indirect
measurement based on the RNs' perceptions of quality in
their health care organizations.

Other quality indicators

appropriate to rural hospitals should be explored and
correlated to the perceptions of quality by the RNs, such as
nursing sensitive outcomes, and patient expectations.

The

difficulties in accomplishing this has been addressed
elsewhere in this document, and include the small numbers of
cases in rural hospitals and the lack of resources for
quality evaluation.
Other factors influencing the outcomes should be
identified.

As

with hypothesis 2, the clear differences in

the manifestations of the independent variables and their
effect on the outcome variables were strikingly different
among position levels.

At the same time, some of the

differences were less clear with the middle-management
nurses.

Perhaps there is a lack of consistency in these

roles related to hospital size, educational preparation of
the RN, nursing experience of the individual nurse, or other
factors.
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-The Study Variables
Power
Although Barrett (-1996) has not established norms for
the· ·power as- Knowing Participat-ion in Change Tool (PKPCT-),
Mercier (1994), ·using PKPCT VII, did define a range of power
scores from a study of homeless men and women (N = 66).
Mercier defined low power scores as ranging between 46 and
143, midrange -from 144 to 267, and high power scores from
144 to

-2~7,

with 267 being the highest score among these

subjects (Mercier, 1994).

Although Mercier's study cannot

be used to establish normative scores for nurses it is
interesting to note that the

mean~ower

score for RNs in

this study would score "high" using these ranges.

Other

studies that have used PCKCT with nurses are those of
Kilker's (1994) with nurse educators (N = 439, mean PKPCT
total score = 263.5, standard deviation (sd) given only for
subscales) and Higgins's (1993) mental health nurses (N =
144, mean PKPCT total score= 267.72, sd = 44), and
Moulton's (1994) nurse executives.

Moulton (1994) reported

mean scores according to practice sites in a study of nurse
executives.

Practice sites were acute care (291.63, sd =

25.61, N = 71), home health care (290.67, sd = 19.73, N =
60), and long term care (266.74, sd = 24.50, N =51).
mean score for top-line nurses in this study was 290.2.

The
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PKPCT scores are highest for masters prepared nurses at
294.0.

Associate degree graduates had a mean score of

275.9, followed by diploma graduates at 268.5, and bachelors
degree nurses scores at 265.7.

Educational levels differed

significantly in One-way analysis of variance (F=3.223,
p=.023).

Bachelor degree nurses-tended to be less

experienced than the other educational groups, with 27.4%
(N=113) having 3 years or less nursing experience .. Diploma
graduate nurses were slightly older than the other groups,
with the mean age ··of 44·. 7 (N=66) .·

Mean age of the associate

degree nurses was 41. 9 (N=119) arid the youngest were
bachelor degree nurses with a mean age of 37 (N=ll3) .

These

differences may account for the differences in the patterns
of scoring on power.
Top-line managers mean score is 290.2, a significant
difference (p = .011). The forty-five respondents who
categorized themselves as part-time employees score
significantly lower with a mean of 254.9 (p = .020).
Analysis of variance (ANOVA) did not reveal significant
differences in PKPCT scores based on years as an RN or age.
Power was significant as an influence on the outcome
variable of quality in both middle and top-line nurse
managers. Power, as measured in this study, was defined as
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This suggests that

participation.of nursing leadership in effecting change in
rural hospitals has a positive influence on quality patient
care.

Changes affecting nursing care should be made only

with the participation of nursing leadership.

This finding

is especially important in light of the reduction· of.nurse
executives without replacement described in this:study.
Rural nurses tended to score high on the-PKPCT.
Although the instrument does not presently allow for
normative evaluation o£ the scores, .the power scores of the
respondents were.well above.the mid-point of the lowest
possible and highest possible scores.

It should be noted,

however, that the mean score for rural RNs were slightly
lower than those reported for other groups (Higgins; 1993;
Kilker, 1994: & Moulton, 1994). The lowest power scores of
subgroups identified in the respondents were those of parttime, per diem, or temporary RNs.

Since slightly over a

fourth of the respondents reported seeing an increase in the
number of part-time, per diem, and temporary RNs within the
past year, power in this group of personnel could warrant
additional study.

This group also scored lower on

organizational commitment.

Possibly part-time and per diem

nurses lack the sense of involvement necessary for both
power (as defined in this study) and organizational
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commitment.
The concept of power should be more closely evaluated
in the context of rural practice.

Power is defined(Kullen &

Reinstein, 1970) as a position of authority, ascendency, or
control over others.

This remains a common

and

traditionally held notion of power in many organizations.
The expression of authority may be more evident in rural
communities than in urban ones since rural communities tend
to hold on to traditions and customs.

Many health care

organizations adhere to a traditional hierarchal structure
and it is important to understand power in this context.
Power seen from this view includes position power, the power
of control, coercive power, and the power of authority or
knowledge.

This meaning of power carries a connotation of

strength and domination.
A case can be made that these views of power are
derived from a masculine or patriarchal world view. Since
nurses are predominately female, understanding power in this
way could be very important.

Again, many rural communities

tend to be traditional in social and work roles and power
may continue to be manifested in domination-submissive
relationships, such as physician-nurse, administratorsubordinate, or even male-female.

This kind of power can

make collegiality and collaboration difficult, if not
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impossible.
A few

studies have looked at this aspect of nurse

empowerment, collegiality and collaboration in rural
hospitals (Anderson-Loftin;· 1997; Winstead-Fry, Bormolini, &
Keech, 1995) .

Anderson-Loftin, (1997) developed a model for

case management specifically for rural practice which
includes·these aspects.

Additional investigation of power

·in relationship to case management and other forms of client
advocacy and multi disciplinary collaboration would be
warranted •. ·
The potential for research on power in rural hospitals
is tremendous.

One could speculate about the nature of the

work groups in small rural hospitals: the work groups would
likely be small and intimate and the probability of the
individuals having long term relationships outside the work
environment is high.

The idea of studying power from this

perspective is intriguing and could lead to several
potential research projects.

For example, a study might

examine the consistency and dynamics of work groups and the
balance of unity/cohesion within these groups in rural
hospitals and the effect on power and decision-making.
Another vision of power may be manifested by looking a
nursing as a professional group.

Again, this could be

important in rural hospitals where gender roles tend to be
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Hadley (1996) described nurses as lacking

unity as a group and thus seriously diluting potential for
power and achievement as a group of professionals.

Lack of

cohesiveness is seen as a serious barrier to effecting
positive change in nursing.
Several definitions view power as the ability to access
and utilize resources.

In an atmosphere ·of economic

restraint, power in this form is· evident.in all health care
organizations~.

This view of power may be especially ·

important to rural hospitals
financial, technological,

a~d

sufferin~

a serious lack of

personnel resources.

The Kanter (1977.). theory of structural power within
organizations identifies that structural factors -of the work
environment are important in determining the attitudes and
behaviors within an organization.

These structural

variables have more influence on "powerless" behavior than
do the individual characteristics and personalities of the
employees.

Changes in structures, according to this theory,

will serve to empower employees.

Enhancing the power of

employees aids in the accomplishment of the organization's
goals, such as producing high quality patient care and
maintaining financial stability,
Benner (1994) expressed concern on hearing nurses state
that "the very qualities essential to their caring role are
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the source of their powerlessness in the male-dominated
hospital hierarchy" (p. 207).

Neither the feminine nor the

masculine view of power is appropriate in the practice of
nursing.

According to Benner, excellence in nursing

practice involves commitment and involvement, and it
requires power.
Benner· (1994) suggested that nurses ·have found safety
in their use of power by genuinely caring fqr their ·
patients .. This aspect of power·is especially important as
health care decision-making is

bei~g

taken away from the

local communities as institutional mergers, hospital sales,
and organizational affiliations occur more and more often in
rural hospitals as a survival strategy (American Hospital
Association, 1997).

Additionally, power as an integral part

of nursing practice is even more important with many nurse
executives and managers positions being eliminated, or the
positions filled with non-nurses (Shindul-Rothschild, Berry,
& Long-Middleton, 1997).

Decision-making.
One of the most striking revelations of this study was
not specifically included in the hypotheses and was not a
part of the model.

The rural nurses in this study want to

be more involved in decision-making than they presently are,
as evidenced by the difference in scores between the actual
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participation in decision-making and the desired level of
participation.

Of all the-respondents in this. study

(N=280), only 13 of the RNs wanted less involvement in
decision-making.

An overwhelming majority of the RNs, 86%

(N=231), indicated the desire to have more participation in
decision~making.

In staff nurses, participation in -

decision-making was found to.be a significant influence on
the outcome of .quality in Stepwise regression analysis.

In

first-line nurse managers participation in decision-making
was identified as significantrwith length of stay cost
efficiency.
Additional.work is required in exploring decisionmaking by nurses in rural hospitals, the relationship it has
to various roles and in different positions, the
relationships with others within the organization, and the
relationships to the outcomes of quality and cost
efficiency. Data are available from this study which will
allow additional exploration of decision-making with these
respondents.

Particular attention should be given to the

types of decisions that are being made with the respondents
and to the areas of decision-making that were less than the
desired levels of participation.

Further analysis of data

will be the next extension of this study.
The management responses may indicate that these
individuals desire less direct involvement in patient-care
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related decisions. · Seven of the decisional areas involve
direct patient care activities.

The concepts of role

confusion, role stress, and role ambiguity may deserve to be
re-framed in the present context of a changing health care
environment. A new approach might be given to understanding
the unique roles, both the formal and the informal which
many nursing leaders enact in rural hospitals.
Organizational commitment.
Most of the nurses tended to respond in the higher
ranges of organizational commitment... -Leaders and managers
tended to score higher than staff nurses.

Part-time, per

diem, and temporary RN employees scored lower than other
respondents.

Organizational commitment was defined in this

study as a sharing of goals and visions between the
organization and the employee.

It requires active

involvement in achieving goals and a sense of participation

in creating the vision.

Understandably, this group may have

less commitment to the organization.

However,

organizational commitment remained a stable influence on
both the outcome of quality and LOS cost efficiency across
groups.

Since it is apparent that part-time and per diem

nurses are providing more of the nursing care in hospitals
than previously, strategies to increase organizational
commitment should be instituted.

In staff nurses,

organizational commitment was a significant influence on
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both of the dependent variables, quality and length of stay
cost efficiency.

Involvement of parti-time and per diem

nurses in creating and implementing goals, in policy
development, and participation in evaluative processes
should be encouraged
Organizational commitment remained a significant
influence on. quality with top-line managers, and with the
three levels of nursing management combined.

Strategies to

enhance organizational commitment in order to achieve the
objectives of quality care and financial stability would
seem prudent in light of.these findings.

Fostering

commitment to the organization does not require huge cash
investments but does necessitate the creative involvement of
employees in developing and implementing the goals of the
organization.

The study recently conducted by the Georgia

Nurses Association (Scott-Stiles, 1998) underscores the need
for nurses to be involved in developing and implementing
goals of the organization.

Those nurses clearly wanted

involvement in developing the role of the unlicenced
assistive personnel and expressed concerns about quality of
care without that involvement. The health care organizations
and the nurses have the common goal of providing quality
care.

Participation of nurses in reaching that goal will

foster organizational commitment and enhance the likelihood
that the goal of quality care will be reached
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Many of the nurses provided written comments with their
responses.

A pattern emerged from. some responses that was

not reflected in the statistical analysis.

This researcher

was astounded at the passion communicated by some of the
individuals who ·scored extremely low on organizational·
...

commitment.

These nurses appeared to be angry and

dispirited and expre.sseci. a lack faith in the nursing
leadership and values of the organization.

By the quality

of their responses, they appear to have cared very deeply
about their practice of nursing ·and the care their patients
received.

Although this information is.statistically

importance, it also has· implications for nursing practice.
Changes are occurring in staffing levels, in the amount of
time available for nurses to provide basic nursing care, and
in the type, education, and roles of assistive personnel.
Rapid change seems to occur without regard to issues
important to nurses without input from nurses.

If this

trend continues, it appears nursing will lose the support of
some of its most passionate and caring members.
Conceptual Model
The conceptual model (see figure 1, page 19) used to
guide this research study was evaluated statistically in the
three hypotheses.

It was not tested as a unified whole.

Hypothesis 1 addressed the changes that have been
experienced in the rural hospitals.

Hypothesis 2 described
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the relationships among power, participation in decisionmaking, and organizational commitment.

Iri the model, power,

participation in decision-making, and organizational
commitment are independent variables. The dependent
variables are quality and length of·· stay cost efficiency.
Hypothesis 3 proposed that power, participation in decisionmaking, and organizational commitment influence the outcomes
of quality and length of stay cost efficiency.

Each of the

three hypotheses has been addressed in this document.
However, the underlying conceptuai model should be evaluated
in terms of the study's findings.
Imbedding the conceptual model in a context of change
was clearly appropriate.

Responses of the RN participants

identified both the magnitude of change experienced in rural
hospitals with the last year and the patterns of change
unique to the rural hospitals in this study.

As proposed in

the conceptual model, there is an interrelationship among
the independent variables of power, participation in
decision-making and organizational commitment, though this
relationship is modest.

The independent variables appear to

have a degree of influence on the dependent variables of
quality and length of stay cost efficiency.

However,the

effect uneven according to the nursing position held by the
RN respondents.
Considerable variability remains unaccounted for in the
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conceptual model. Additional exploration of the literature
on rural hospitals and rural nursing should help determine
additional areas of potential influence on quality and·
length of stay cost efficiency.

For example,- structural or

organizational factors, hospital size, leadership style,
communication dynamics, number of staff RNs, and the use of
part-time and per diem nurses may be important influencing
factors on the dependent variables.

It might be useful to

identify rural hospitals that both produce quality care and
are cost efficient and determine attributes that these
hospitals have in· common.
The assumption of directionality in the lower portion
of the conceptual model may be unwarranted (see figure 1,
page 19) .

The direction of influence is from the

independent variables, power, participation in decisionmaking, and organizational commitment, to the dependent
variables, quality and length of stay cost efficiency.

It

could be that health care organizations empowering to
nurses, encouraging participation in decision-making, and
fostering organizational commitment, are the same
organizations that produce high quality and efficient care.
A collegial and empowering attitude toward nursing staff may
be a major influence on all these phenomena.

Such an

atmosphere was described in a report on quality by the
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These organizations support

and value nursing professionalism· and maintain high
standards for quality of patient care.
The conceptual model developed for this study was
useful in developing the research questions and hypotheses.
It was helpful ·in analyzing, organizing, and explaining the
findings.

The conceptual.model served as .a beginning point

for additional exploration related to rural nursing.and
rural hospitals.
Implications for Nursing
This study brought into focus the unique practice
environments found in rural nursing.

According to some .of

the RN respondents, this endeavor to define the unique
aspects. of rural nursing and the value in patient care
enhanced the self-image and pride of rural nurses.
The study results may be utilized to enhance the
ability of nurses in small rural hospitals to provide
guidance, active participation, and evaluation of the
services within their organization.

Nursing participation

should include: (1) determining the focus and mission of a
changing organization; (2) effecting the philosophy of
service provision; (3) determining criteria, structure, and
process of evaluation; and (4)the development of the
organizational spirit and vision.
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Richards (1995) described companies experiencing near
failure that "surrendered" the "illusion of control" in
order to survive, and in doing so, became very successful.
They relinquished-the illusion.of.control, the illusion of
power, .to those who actually do the work.

According··to

Richards, the most valuable resource of the organization,the.energy and spirit of employees, are not administratively
controlled. If given a chance, the employees will take
charge of·their own work processes and meet with successful
outcomes.

Richards did note that the managers in the

organizations.did not choose to surrender until-they became
desperate.
Changes must begin with alterations in attitudes and
leadership styles of management. For example, inherent to
transformational leadership (Barker, 1992) are the concepts
of a shared organizational vision, valuing and empowerment
of the staff, involvement of the employees in decisionmaking, and the use of creative energy.

An approach to

change in this nature could be two pronged: leadership
education for those already in positions of authority and
for those just beginning in nursing.
One major barrier to the implementation of
transformational leadership and participatory management is
the gap between the knowing and the doing.

When new
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techniques require changes in attitudes and behaviors;
education/information is- not enough.

Individuals .. who do

these things well·need to be identified.

Education.should

include opportunities for mentor relationships and preceptor
roles.
These changes cannot be effected solely within nursing
and the nursing department.

Dialogue between hospital

administrators, the nursing leadership, and the nursing
staff should be ongoing.
In addition to changes in leadership styles and ._
management techniques, changes in organizational structure
and patient care delivery systems are necessary.

Kanter's

Theory of Organizational Power (Kanter, 1977) posits that
three structural organizational factors are responsible for
work behaviors:
1) access to roles and opportunities that afford
challenge, growth, and development
2) access to resources, information, and support which
is viewed as power (in Kanter's model)
3) social composition of the workplace.
According to Kanter (1977), the structural variables in the
organization are more important to employee empowerment than
individual attributes.
These structural components could be affected by
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changes in the patient care delivery systems of rural
hospitals.

Models such· .as· case management and collaborative

practice in the rural hospitals could provide the structural
support required.

Anderson-Loftin's (1997) case management

model for rural hospitals has. the potential. of providing the
necessary structure and atmosphere..

Another model of . _

collaborative practice was implemented in rural. New England.
A multi disciplinary model of health care delivery was
introduced at a small rural hospital in Vermont· with.
positive outcomes (Winstead-Fry, Boromolini, & Keech, 1995) .
This collaborative practice model. was· based on the.
coexisting goals of high. quality c.are and achieving a .
decrease in patient length of stay.

Key-to the

implementation was enabling Registered Nurses to make
decisions and to intervene in patient care decisions.
Testing and evaluation of these and other practice
frameworks needs to be conducted in rural hospitals.
Schools of Nursing with a special interest in rural
nursing (such as the Medical College of Georgia and Georgia
Southern University) should have a particular interest in
this study.

Nursing educators are already engaged an effort

to help students learn to think critically and make
decisions.

Less successful, perhaps, are the efforts in

education concerning power.

Power, in nursing education, is
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often equated with management and leadership skills or in
knowledge of the political process and sometimes does not
adequately foster the confidence and attitudes about power
necessary ..to its successful· use in the clinical setting.
Schools of nursing may develop partnerships with rural
hospitals.

These partnerships should not be limited to the

local. hospitals.

Many rural hospitals are remote and lack

access to educational opportunities but offer excellent
environments for learning and for the creative practice of
nursing.

Such partnerships could both enrich the education

of. the students .(and ·the: faculty) and provide resources and
support to the hospitals.

These reciP,rocal relationships

could also provide a rich source of research opportunities,
including further examination of the independent variables
in this study and strategies designed to promote them in the
rural environment.
In summary, interventions would include education of
nurses, nursing students, hospital administrators, and
policy makers.

Specific programs, such as alternative or

innovative delivery systems should be placed into trial and
rigorously evaluated.

This and other interventions

(organizational structure changes, leadership styles,
decision-making orientation, etc.) should be coordinated and
communicated through channels accessible to rural hospitals
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All strategies and interventions should

be developed with the input and active participation of
rural nurses.

Finally, strategies should be implemented-to

increased the level of communication among effected parties:
nurses, hospital administrators, educators, researchers, and
policy makers, and member of the rural communities.
Recommendations for Future Studies
Several possibilities of research in the rural
environment have already been noted in this document.
Additionally, consideration needs to be given to the
dissemination of research aimed at rural nursing.

Though a

publication in a journal such as Nursing Research, would be
a wonderful academic achievement, it may not be read by
those who could be most affected by the findings.
Communication of the findings should be directed to both
rural nurses and hospital administrators in appropriate
media. Journals focused toward clinical practice, such as
the American Journal of Nursing, Journal of Rural Health, or
RN should be considered.
Attention should also be given to those involved in
public policy decisions when distributing information.
Currently, there is much discourse on health care related
issues such as regulation of managed care organizations,
access to health care services, concerns about public
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funding for health care, and the utilization of unlicenced
assistive personnel.

Nurses can both provide input

concerning these issues and participate in defining and·
solving problems in these and other areas.

In communicating

with policy makers, special attention should be given to the
quantification of the outcome variables, quality of care and
cost efficiency and the role of RNs in achieving these
outcomes.
Additional work should be accomplished in the area of
evaluating quality of care in rural hospitals.

Existing

methods for evaluation are based largely on statistical
techniques.

The small number of cases in rural hospitals

often makes these calculations meaningless, or worse,
misleading.
Specifically, some of the research areas and questions
derived from this study are:
1.

The measurement and evaluation of quality in rural

hospitals should continue.

Particular attention should be

given to the small numbers of cases presenting unique
considerations and methodical concerns.

Other, perhaps

indirect, indicators of quality may be more appropriate to
rural hospitals.

The relationship of the organization to

the its community and mutual expectations and organizational
goals, could be explored
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In terms of best uses of limited resources, The issues

of limited resources, cost efficiency, and cost containment
must continue to be explored.
3.

The scope and depth of rural nursing practice in rural

hospitals should be-more definitively studied.
4".

A qu:ali.tative study on--the manifestations and

expressions.of power in-the rural hospitals may give
additional information on model development.
5.

The desire of the rural RNs to become more involved in

decision-making warrants.,fl,lrther-investigation.
6-.

The effect-'of -rapid "and :-radica:t -change in the health

care organization on the organizational commitment of the
nurses should be carefully studied.
Conclusions and Summary
Although the hypotheses were supported statistically,
clearly other relevant factors need to be defined and
explored.

In addition to the initial work in exploration of

the variables and the relationships among them, perhaps the
most useful outcomes of this study are:

1.

the beginning development of quality indicator in rural

hospitals, specifically the perception of quality by the
nurses in a statistical useful manner
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The desire of RNs to be more involved in decision-

making.
3. the description of the changes being experienced in
rural hospitals.
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Appendix A
April5, 1998

Greetings:
I am a doctoral student in Nursing Administration at the Medical College of Georgia. I hive lived
and worked in a rural community all of my life and appreciate the uniqueness, creativity, and energy
found in many rural hospitals. I intend to focus my doctoral research on exploring relationships between
rural nurses and their employing hospitals. I hope you will allow me to collect data for the study
within your organizational environment.
I invite the nui"S!!S at your. hospital to participate in a study entitled "Excellence and Success in
Small Rural Hospitals: The Interrelationships of Power, Decision-making, and Organizational
Commitment in Rural Nurses." Power is defmed as intentional participation in change. Participation
in decision-making includes both the actual and desired level of involvement in administrative and
clinical functions. Organizational commibnent is the degree of attachment and shared goals perceived
by individuals in relationship to the organization. Excellence is the quality of care as perceived by
muses and success is cost efficiency as determined by length of patient stay (LOS).

This study, with the exception of LOS, will be conducted using questionnaires which will be
mailed to the RNs worlting for your hospital. length of stay will be evaluated by using Medicare data
aheady available. The nurses will be free· to complete and return these forms or to choose not to
participate. All information obtained from individuals will be anonymous and confidential. The
overall results of the study will be available to both participating individuals and institutions upon

request.
I will call you within a few days to discuss this further and will be glad to answer any questions
you may have. I have included a copy of the letter to the RN, and copies of the questionnaires I would
be using, and a summary of the LOS data element
I appl"I!Ciate your consideration related to participation in this sfudy. Thank you.
.•.
Sincerely yours,

;

' .
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'
Associate Professor and Otaitperson
Chair, Dissertation Committee
School of Nursing
Medical College of Georgia
Augusta, GA 30912

AppendixB

April 25, 1998

Dear Colleague:
Having lived and worked in a rural community, I have a special interest in rural hospitals and
rural nursing. As a doctoral student at the School of Nursing at the Medical College of Georgia, 1 am
focusing my research toward gaining a better understanding of the work experiences of rural nurses. 1
believe nurses in rural environments have unique opportunities and ·challenges, but research exploring
the dimensions of rural nursing practice is limited. I am inviting you to participate in a study entitled
"Excellence and Success in Small Rural Hospitals: Power, Decision-Making, and Organizational
Commitment among Rural Nurses."
I have enclosed four questionnaires with directions for their completion. If you choose to become a
part of this study, please complete these as directed and return them to me in the envelope provided.
Completing and returning the questionnaues gives your consent to be a participant; if you choose not to
participate, simple do not return the· questionnaires. Your participation is voluntary but would be
deeply appreciated.

Some of the questions involve information concerning your work and relationship with your
employer. All information obtained will be held in confidence. Though the overall results of the study
will be available to participating hospitals and individuals requesting it, there will be no way of
identifying individual responses. The code numbers identify only the hospital at which the
respondents work. individuals cannot be identified. If you have any questions or concerns, please call or
write tome.
Again, I would appreciate your participation in this study. Thank you.
Sincerely yours,

Barbara Woodring. R.N., Ed.D.
Associate Professor and Chairperson
Chair, Dissertation Committee
School of Nursing
Medical College of Georgia
Augusta, GA 30912

.t>ppena~x

c

Human Assurance Committee
Institutional Review Board

April 14, 1998

Brenda Talley, RN, MSN
Parent Child.Nursing
Medical College of Georgia
RE:

EXcellence and Success in Small Rural Hospitals: The Interrelationships
of Power, Participation in Decision Making
and Organizational Commitment in Rural Nurses

APPROVAL DATE:
HAC FILE NUMBER:

April 3, 1998
98-02-199

Dear Dr. Talley:

The referenced protocol was examdned and found to be exempt from review by
the full Human Assuran9"e Cormti.ttee -(HAC) i-n accordance with the DHHS policy
and the insitutional assurance on file with the OHHS.

If the study continues

beyond the initial year, an annual review by the HAC Chairman is required,
with a progress report constituting an important part of the review. The
COmmdttee will notify you of the anniversary report by sending you an HAC-107X
form for completion. Failure to return this report by its due date will reBUl.t
in an auto.matic: termiDation of this study. Reinstatement will cmly be granted

following resubmiasion of the

proto~ol

to the full HAC.

If VA patients or facilities are involved in this study, you must also have a
letter of approva~ from the VA Research & Development commcittee prior to
involvement of VA patients or facilities.

Chairman, Human Assurance Commdttee

cc:

file
chror::.

HAC
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Appendix E

BOSTON COLLEGE·
CHESTNIIT HILl, MASSACHUSETTS 02167;1812

SCHOOL OF NURSING
(617) 552-4250
Fmr # (617) 552-0745

October 8, 1997
Brenda Talley, MSN, RN
Assistant Professor
Georgia Southern University
Department of Nursing
Post Office Box 8158
Statesboro, GA 30460 ·· ·
(912) 681-5794 email -~ta1Jey~gsaix2.cc.gasou.edu

··.·,.·

·~- -~-"'

.t ••

Dear Dr. Talley:
This letter authorizes you to distribute the 1996 AJN Patient Care Survey ,.
under the following conditions:
. . _ _.
1. Copyright remilins With the·Arnerican .]ourn{ll of Nursing (A]N )
and all use of the instrument must c:;Ieariy-credit Judith ShinduiRothschild, and AJN.
2. Any psychometric analysis of the measurement instrument will be
forwarded to Dr. Shindul-Rothschild at Boston College.
3. A summary of major findings will be forwarded to Dr. ShindulRothschild at Boston College.
4. Any publication of findings subsequent to the distribution of the 1996
AJN Patient Care Survey will credit Dr. Shindul-Rothschild and AJN.
Best wishes in your research.

J

thschild, PhD, RN,CS
Assistant Professor

cc. ·Santa Crisall, Editor in Chief, American Journal of Nursing
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Appendix G

I give permission for Brenda Talley to use the Power as Knowing
participation in Change Tool, Version II, (PKPCT, VII) which I developed,
in her dissertation research. The research will be conducted under the
direction of Barbara Woodring, RN EdD, Associate Professor, Medical
College of Georgia. Research results, including statistical information
concerning this instrument, will be forwarded to me at the completion of the
project.
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Srctlon 1. The finl set or questions are aboul dcc:iosinnal areas lhal nurses have ldenlificd u being importll\1 to lhml. For each dccl!iiunal area, please lndteate both (A) your prutn/ level o(
involvemenl in that decision and (B) your pl'(/trM!Ic:vel of involvement in lh11l decision.
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Decision-Making
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Seclioa U. The questions in this seclion focus on how much say or influence various types of personnel have in making
decisions and bow much authority you have in decision-making.
19.
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In your opinion, how milCh say or lnftuence do each oflbe foHowing types of staff presently have in deciding what
kinds of work or palient care is 10 be performed in your unit aud how mucb influence do you lbink they should have?
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!0. How much influence or say do each ofthe following staff presently have in deciding upon the ~les, policies, and
proc:edures for your unit, and how much influence do you think they should have?
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Llmd below are four common decisions about your worl<. How much authority do you feel you have in making each
oftbe following decisions about your worl<? (By "authority," we mean how much weight docs your own
opiniooldecision have In detennining what al:blally happens.)

2 I.
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patients I have.

Appendix I

I give permission for Brenda Talley to use the Participation in DecisionMaking Scale (PDMS), which I developed, in her dissertation research. The
research will be conducted under the direction of Barbara Woodring, RN
EdD, Associate Professor, Medical College of Georgia. Research results,
including statistical information concerning this instrument, will be
forwarded to me at the completion of the project.
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Appendix J

ORGANIZATIONAL COMMITMENT QUESriONNAIRB

Limd below are a series of s1alemeDts that teptesent possible t'eeliiii!'P that iDdividuals migbt have about the
cumpauy or o:qpmization far which they Mille. With respect to your own feeli~Jaj~ about the pmticular CliJ!Iillizalio
forwllich you 1t1e niJIII11101fdng(company name) please indicate the clegRe of,....r l!gleement or disagreement
with each statement by checldng one of the sewn altemalives below.
I = Stnmgiy

Disagree

2 =Madorately

3 = Dis1!g1ee

4 = UJidecided

Disape

S = Slightly
Ape

6 =Malmdely

7 = SltoDgly
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I. lam willingtopul inaglelll cleal afeft"ortbeyond lbatnormattyexjb Ill'' In
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this wganization.
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I find that my wlues and the mganization•s values are W1Y similar.

6. I am proud to tell ather& !bat I am part af this orpnization.

7. I could just as -well be .....tdng fm a dilrerent cxgani2ation as long as the lype
of M~rk was similar.
. 8. This OIJ!1Inization n:ally lnspiles the W1Y best in me In the way af job petfonnance.
9. It would take vety little chan~ in my present circumstances to cause me 10

leave the 01J!11DizatiQD.
10. I am extremely glad thai I chose this Olg;lllization to work tor over atbm I was
COliSidmng at the lime I joined.

11. Tbele•s not 100 nwcb to be gained by stickitrg with this urpimian indefinitely.
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4
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15. Deciding 10 worlt tor this mganziation "MIS a definite mistake Dll my part.

I

2 3

4

s

6 7

APPENDIX K
Participating Hospitals

Rural Hospital 100 beds or fewer:
Mount Desert Island Hospital
10 Wayman Lane P 0 Box 8
Bar Harbor, Maine 04608-1625
st. Andrews Hospital and Healthcare Center
3 St Andrews Lane P 0 Box 417
Boothbay Harbor, Maine 04538
Mayo Regional Hospital
75 W Main St.
Dover-Foxcroft, Maine 04426-1029
Maine Coast Memorial Hospital
50 Union st.
Ellsworth, Maine 04605-1534

Northern Maine Medical Center
143 E Maine St.
Fort Kent, Maine 04743-1497
Houlton Regional Hospital
20 Hartford St.
Houlton, Maine 04730-1891
Down East Community Hospital
Upper Court St. RR 1, Box 11
Machias, Maine 04654
Alice Peck Day Memorial Hospital
125 Mascoma St.
Lebanon, NH 03766-2650
New London Hospital
270 County Rd.
New London, NH 03257
Cottage Hospital
Swiftwater Rd. P 0 Box 2001
Woodsville, NH 03785-2001

District Memorial Hospital
71 Whitaker Ln
Andrews, NC 28901
Charles A Cannon Jr. Memorial Hospital
P 0 Box 8
Banner Elk, NC 28604
st Luke's Hospital
220 Hospital Dr.
Columbus, NC 28722
Montgomery Memorial Hospital
520 Allen St. P 0 Box 486
Troy, NC 27371-2802
Bertie Memorial Hospital
401 Sterlingworth St. P 0 Box 40
Windsor, NC 27983-0040
Laurens County Hospital
Hw 76 W P o Dr 976
Clinton, SC 29235

us

St. Eugene Community Hospital
301 E Jackson
Dillon, SC 29536-2509
Hilton Head Hospital
P o Box 2117 25 Hospital Center Blvd.
Hilton Head, SC 29925-1117
Clarendon Memorial Hospital
10 Hospital St. P 0 Box 550
Manning, SC 29102-0550
Marion Memorial Hospital
1108 N Main St P 0 Dr 1150
Marion, SC 29571
Hampton Regional Medical Center
503 Carolina Ave W P 0 Box 338
Varnville, SC 29944
Fannin Regional Hospital
Hw SN, P 0 Box 1549
Blue Ridge, Ga. 30413-1549

Gordon Hospital
Red Bud Rd P 0 Box 938
Calhoun, Ga 30703-0938
Evans Memorial Hospital
200 N River St. P 0 Box 518
Claxton, Ga 30417-0518
Rabun County Memorial Hospital
P. 0 Box 705
Clayton, Ga. 30525-30525
Dorminy Medical Center
Perry House Rd. P 0 Box 1447
Fitzgerald, Ga 31750-1447
Wheeler County Hospital
3rd. St. P 0 Box 398
Glenwood, Ga 30428-0398
Minnie G. Boswell Memorial Hospital
Siloam Rd. P o Box 329
Greensboro, Ga. 30642-0329
Hart County Hospital
138 W Gibson St. P 0 Box 280
Hartwell, Ga. 30643-0280
Candler County Hospital
400 Cedar St. P 0 Box 597
Metter, Ga. 30439-0597
Jenkins County Hospital
931 Winthrope Ave.
Millen, Ga. 30442-1839
Tatnall Memorial Hospital
Rt 1 Box 261, Hw 121
Reidsville, Ga. 30453
Camden Medical Center
2000 Dan Proctor Dr. P 0 Box 805
Saint Marys, Ga. 31558-0805
McDuffie County Hospital
521 Hill St. SW
Thomson, Ga. 30824

Fallon Medical Complex
202 S. 4th West P 0 Dr 820
Baker, Mt. 59313-0820
Bozeman Deaconess Hospital
915 Highland Blvd.
Bozeman, Mt. 59715-6999
Liberty County Hospital
Hw 223 & Monroe P 0 Box 760
Chester, Mt. 59522-0705
Stillwater Community Hospital
44 W 4th Ave N P 0 Box 959
Columbus, Mt. 59019-0959
Pondera Medical Center
805 Sunset Blvd
Conrad, Mt. 59425-1721
Powell County Memorial Hospital
1101 Texas Ave.
Deer Lodge, Mt. 59722-1899
Madison Valley Hospital
217 N Main St. P 0 Box 397
Ennis, Mt. 59729-0397
Big Horn County Memorial Hospital
17 N Miles St.
Hardin, Mt. 59034-2323
St. John's Lutheran Hospital
350 Louisiana Ave.
Libby, Mt. 59923-2196
Valley County Hospital
402 Old State Hwy, P 0 Box 151
Cascade, Id. 83611-0151
Teton Valley Hospital
283 N First E, P 0 Box 728
Driggs, Id. 83422-0728
St. Benedict's Family Medical Center
709 N Lincoln, P 0 Box 586
Jerome, Id. 83338-0586

