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ABSTRACT

Personal and Administrative Factors Necessary

for the Success of Integrated Education-Practice Roles

The purpose of this study was to identify: 1) The factors that

contribute to the success of integrated education-practice roles, and 2)

the extent to which integrated education-practice roles possess job

characteristics associated with motivation, satisfaction, and job

effectiveness. Hackman and Oldman's Job Characteristic Theory served as

the conceptual framework for the study.

An exploratory descriptive design was used as the literature

indicated that little knowledge exists regarding the characteristics of

integrated education-practice roles. A convenience sample of 44

individuals, (20 faculty and 24 clinicians), who held integrated

education-practice appointments at 4 different institutions,

participated in the study. Two of the institutions had separate

administrations over education and practice, while the other two had

unified administrations. All subjects had held an integrated

appointment for two or more years, with a sample mean of six years in

the role.

Two modes of data collection were employed: 1) An interview with

semi-structured questions focusing on the subjects' perceptions of the

strengths, weaknesses, likes, dislikes, and constraints of integrated

roles, and 2) the Job Diagnostic Survey, a Likert type scale measuring

motivation, job satisfaction, and work effectiveness.



Content analysis of the interview data produced six major themes,

suggesting the following factors as necessary for the success of

integrated education-practice roles: 1) Clear an realistic expectations

regarding time spent across clinical, educational, and research

responsibilities, 2) feedback and support from supervisors and peers,

3) committed leadership, 4) well-qualified faculty and clinicians,

5) streamlined communication channels, and 6) promotion criteria that

recognize clinical responsibilities. The lack of time to adequately

address all components of the role was the major weakness identified,

with the research component receiving minimal attention in the attempt

to fulfill clinical and teaching responsibilities.

Comparison of subjects' scores on the Job Diagnostic Survey with

national norms for professional/technical work roles indicated that

integrated education-practice roles may have substantially more skill

variety, task significance, and autonomy than the average professional

work role. However, scores also suggested that satisfaction with such

extrinsic context factors as salary, benefits, and job security are less

than the norm causing the individual to focus more on the importance of

these factors than on his/her own growth needs. T-tests comparing job

diagnostic scores of subjects whose primary role was that of clinician

with scores of those whose primary role was as faculty demonstrated that

faculty holding integrated appointments had significantly greater task

identity than clinicians. This finding would suggest that faculty may

have a clearer concept of the interrelationship of the many components

of the role than clinicians.

In addition, clinicians who were in an integrated role but from

institutions with separate administrations over education and practice

vi



had a higher general satisfaction than clinicians whose institutions had

a single administration over education and practice. This finding may

reflect the clinicians' greater sense of acknowledgement for his/her

clinical contribution when responsible to a chief of nursing services

rather than an academic dean.

This study raises many areas for future research including a

replication of this study with larger numbers to determine the

reliability of these findings, a comparative study of faculty and

clinicians with and without integrated roles to determine if the factors

identified are unique to integrated roles, and a more in-depth study of

faculty and clinicians' perceptions of each personal and administrative

factor identified in the study.
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CHAPTER I

THE STUDY PROBLEM

Introduction

The purpose of this study was 1) to identify factors that

contribute to the success of integrated education-practice roles as

perceived by incumbents in these positions, and 2) to identify the

extent to which integrated education-practice roles possess job

characteristics associated with motivation, satisfaction and work

effectiveness. Incumbents were defined as either faculty who also hold

practice appointments or clinicians who also hold faculty appointments.

The perceptions of these individuals regarding the nature of their joint

appointments serve as a valuable source of data to better understand

their effectiveness.

Statement of the Problem

When schools of nursing were within the domain of hospitals, there

was a close relationship between education and practice. This

relationship changed as nursing education moved from the hospital

setting to colleges and universities, and a schism between the entities

became apparent. This schism was at first seen as desirable because it

freed faculty and the students from being used as the major work force

in hospitals (Powers, 1976). It enabled the development of a more

integrated educational program that focused on the student's

educational/learning needs and allowed for the correlation of

theoretical knowledge and clinical experience.



Over the intervening years, the schism between education and

practice continued to grow, creating a lack of mutual understanding of

goals and needs of each group (Huckabay, 1979). Faculty became

tolerated as "guests" in the clinical setting (MacPhail, 1972) and were

viewed as having lost their clinical skills. Teaching became based more

on principles and problem solving concepts and less on the teacher's

role as a clinical model of health care (Aydelotte, 1974). Clinicians

argued that the faculty were not teaching students the skills necessary

for coping in the real practice world. As the ideal image of nurses

presented by faculty and the reality of nursing in practice were rarely

the same, students suffered as they tried to adapt to the real practice

world (Fasano, 1983). This often resulted in "reality shock" (Kramer,

1974) where the new graduate experiences confusion, dissatisfaction and

high stress levels, all of which result in their subsequent exodus from

practice (Kramer & Schmalenberg, 1977).

Since the 1ate 1970's, some critics of the separation between

education and practice have argued that mechanisms must be explored to

reduce this division from developing to its full potential. Continuance

of this gap is viewed as diminishing the work and worth of both

education and service. For example, Blazeck et al. (1982), stated that

this division has been recognized as a "primary impediment to

professional growth" (p. 18). While some attempts have been made to

bring together education and practice as the pathway to quality care and

professional growth, the profession as a whole has made limited

movements in this direction.

Conceptually, normative nursing education and practice can be best

illustrated as two separate entities. In this model there is direct



interaction and responsibility between the faculty and student and

between the clinician and patient as indicated by unbroken lines in

Figure 1. However, there is only undefined and variable responsibility

and/or indirect interaction between faculty and clinician, faculty and

patient, student and patient, and student and clinician, indicated by

broken lines in Figure 1.

Pºient

Education,
/

z

/

Facity {

Figure 1. Normative Education-Practice Model of Nursing

Whereas a model to reduce this division, enable more direct

interaction, and promote defined responsibility among faculty,

clinician, student, and patient/client is illustrated in Figure 2. This

second model is based upon the concept of integrated education practice

appointments.



Figure 2. Integrated Education-Practice Model of Nursing

In this second model, faculty have both teaching and practice

responsibilities. These appointments entail clinical involvement

through all or a combination of the following: 1) teaching/supervision

of the student in the clinical setting; 2) giving patient care;

3) developing educational programs for clinicians and/or

patients/clients; 4) consultation, and 5) undertaking clinical research.

In this second model, the clinician has a faculty appointment and

participates in all or a combination of: 1) curriculum development;

2) teaching students in either the school of nursing or in the clinical

setting, and 3) initiating and participating in clinical research.

The area where the educational and practice spheres intersect, as

shown in Figure 2, is the area where education and practice are

integrated. The amount of integration will vary with each individual

appointment and is determined by the amount of time either faculty or

clinicians have apportioned to their secondary role. For example, a

faculty member may have a 50:50 integrated education-practice

appointment where 50% of her time is involved with the school of

nursing, and the other 50% is involved in the clinical setting. Another



faculty member may have an 80: 20 integrated education-practice

appointment and her time will be divided accordingly.

Some leaders of the profession have recognized the need for

integrated education-practice models as evidenced by the "Statement of

Belief Regarding Faculty Practice" issued by thirteen (13) deans

(Christman et al., 1979), which stated:

Nursing's fullest potential in delivery of health care is
contingent upon the unification of nursing service and nursing
education. Unification is the mechanism to enhance the

quality of care, stimulate research into nursing practice
questions, infuse curricula with clinical realities, provide
exemplary learning opportunities for nursing students, and
facilitate entry for nurses prepared for basic and advanced
practice.

Some unification models, which have been developed and
tested, demonstrate the potential for nursing to achieve these
goals. There is an urgent need for nurse educators and
nursing administration to collaborate in the development and
testing of additional models (p. 158).

A weakness of this statement is that it chooses to only address

faculty practice roles in the unification of nursing. It is silent on

the knowledge and expertise clinicians can bring into curriculum

development, research, etc., and so make their contribution to unifying

nursing.

The rationale for this study is the belief that for nursing to

achieve its full potential and provide the quality of care needed by

society today, there must be the realization by the profession that

nursing education and nursing service cannot exist without each other,

they are of equal importance, and that the present tenuous link between

the two must be strengthened. Christman (1979) states that in any

clinical profession the professional role is a composite of service,

education, consultation, and research activities. When nurses choose

one subrole as their total professional activity, quality decreases, and



the profession is divided and growth of the profession is impeded.

Whereas by the integration of all subroles into one, there is

professional growth equal to that of other clinical professions.

Christman further posits, "It is interesting to speculate how much

richer the research efforts of nurses might be if the well-prepared

faculty members were consistently active in meaningful practice. The

essence of research is asking the right questions. If research

hypotheses emerged as a byproduct of daily and accountable nurse-patient

interaction, research would be more productive and useful to the

advancement of practice" (p. 11).

The evolution of integrated education-practice programs began by

Dorothy Smith at the University of Florida in the late 1950's. While

successful when Smith was dean, it has since been disbanded and nursing

education and service have reverted back to the more traditional modes

(Grace, 1981).

By the mid-1970's, three major integrated education-practice models

had been established: 1) Case Western Reserve Universities and the

Francis Payne Bolton School of Nursing, Cleveland, Ohio (1966);

2) University of Rochester Medical Center, Rochester, New York (1972);

and 3) Rush- Presbyterian–St. Luke's Medical center, Chicago, Illinois

(1973). These institutions, although having a similar philosophy,

differ in how they address the integrated education-practice

appointment.

Brazeck et al. (1982) analyzed the Case Western, Rochester, and

Rush models, illustrating similarities, differences, strengths, and

limitations of each model as written by those in each model. Her

analysis shows that the models have been viewed macroscopically with



little or no investigation at the micro or individual level. She also

argues that the differences in terminology used by these institutions

represents an area of potential communication problems that may delay

reduction of the education-practice schism.

Also, since the mid-1970's, other institutions have to a lesser

degree developed integrated education-practice models. Baker (1981),

writing about strategies that would facilitate collaboration between

education and service, lists some of these small scale models.

An analysis of the literature describing integrated education

practice reveals that it is, in the main, written by the leaders of the

involved institutions. Thus, little attention has been given to the

impact of the roles on the satisfaction and motivation of those who hold

such appointments.

The focus of the literature is on the purpose of the system's

specific approach and what the faculty can bring to the practice area,

rather than on what both faculty and clinicians can bring to their

secondary roles. Even more importantly, there is a dearth of

information regarding the nature or effectiveness of specific roles

within the integrated education-practice role. This study seeks to

address these data gaps by identifying factors influencing their

success, with special attention to motivational characteristics inherent

in the integrated role.

Significance of the Study

It is postulated by advocates of integrated education-practice

roles that such roles maximize the practical and theoretical knowledge

base of nursing and thus enhance patient care. Smith (1965), who



developed and executed the first such model at the University of

Florida, argued that unified education and practice roles would be the

one method of building a nursing science. The bringing together of both

ends of the continuum will advance the common goals of education,

research, and practice. Ford (1979) states that such integrated roles

enhance the learning climate, enrich teaching and student experiences.

Ford (1981), in reviewing nine years of the Rochester approach, argues

that it has demonstrated enriched clinical experience for students,

increased the standard of patient care, and expanded educational

programs offered. MacPhail (1983) supports the views of Smith and Ford

when she writes that an integrated model provides quality of care.

Christman (1979) states that a holistic model builds more certainty into

the quality of nursing practice, education, and research.

The data obtained in this study will help us to better evaluate

assumptions that have been made about integrated roles. Analysis of

role incumbent's descriptions of their experiences in the execution of

their roles will reveal the discrepancies, similarities, strengths,

weaknesses, and opportunities of the roles and so reveal the differences

and similarities between the expectation and reality of the role. This

knowledge base will be of assistance in re-evaluating and assessing the

realities of the role and restructuring the roles if necessary.

Utilization of these data in the development of new integrated

education-practice models should result in realistic role expectations

for incumbents in these roles.



CHAPTER II

CONCEPTUAL FRAMEWORK AND REVIEW OF THE LITERATURE

The conceptual framework of Hackman and Oldham's Job Characteristic

Theory (1975, 1976) was used in this study to guide the examination of

the relationship among the many variables affecting the effectiveness of

integrated education-practice roles. Many of the work characteristics,

which advocates of integrated education-practice appointments believe to

be important, are also the major tenets of the job characteristic

theory.

Development of Job Characteristic Theory

This framework had its genesis in the behavioral science theorists

of the late 1950's, who were moving away from the scientific traditional

management theories to concepts that considered factors that maintained

work productivity and motivated the employee. Herztberg's (1966, 1976)

two factor theory of satisfaction and motivation was the most

influential in the move. Herztburg postulated that the major factors

that contribute to employee satisfaction are intrinsic to the work.

These motivators include recognition, achievement, responsibility,

advancement, and personal growth in competence, whereas dissatisfiers

are extrinsic to the work, and include company policies, working

conditions, salary, and supervision. Herztberg's theory facilitated

much research into motivation and job satisfaction and new approaches to

job design and job enrichment followed, all of which laid the foundation

for job characteristic theory.
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Turner and Lawrence (1965) examined the relationship between

specific objective characteristics and employees' reactions to their

work. They identified six tasks that should increase job motivation and

satisfaction. These were: 1) amount of variety in the work; 2) level

of autonomy; 3) amount of interaction required to carry out work

activities; 4) level of skill; 5) knowledge required, and 6) amount of

responsibility given to job holders. The results of their studies

showed that different subcultural backgrounds reacted differently to

"good" jobs. This finding was supported by other studies, Blood and

Hulin (1967), Hackman and Lawler (1971), and Straw (1974).

The basic premises of job characteristic theory are 1) to ensure

that the characteristics that create conditions for high work

motivation, satisfaction, and performance are built into jobs, and

2) that individuals respond differently to the same job. Therefore, the

characteristics of job holders as well as the jobs themselves must be

considered when work is designed.

Construction of Job Characteristic Model

Hackman and Oldham (1975, 1976, 1980) further developed the concept

of job characteristic theory. As shown in Figure 3, Hackman and

Oldham's model encompasses four major constructs with interactions

between each construct. The first of these is referred to as "critical

psychological states." These states are intrinsic, cannot be

manipulated, and are the causal core of the model, and include that the

individual must: 1) have a knowledge of the results of his or her work,

that is, know how effectively they are performing the job; 2) experience

responsibility and accountability of the results of the work, and

3) experience the work as meaningful, valuable, and of importance
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according to one's own value system. All three states must be present

if high internal motivation is to occur and be sustained.

Core Job Critical Outcomes

Characteristics Psychological

States

Skill Variety Experienced High Internal

Task Identity Meaningfulness — Work Motivation

Task Significance of the Work

High "Growth"

Experienced Satisfaction

Responsibilities –)
Autonomy —” For Outcomes of High General

the Work Job Satisfaction

Knowledge of the High Work

Feedback from job—) Actual Results of- Effectiveness

the Work Activities

Moderators:

1. Knowledge & Skill

2. Growth Need Strength

3. "Context" Satisfactions

Figure 3. Hackman & Oldham's Job Characteristic Model

The second construct is that of "core job characteristics," which

are measurable and have an influence on a specific critical

psychological state (see Figure 3). These characteristics are skill

variety, task identity, task significance, autonomy, and feedback.
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"Moderators" are the third construct, and they intervene between

outcomes and core job characteristics. Moderators are: knowledge and

skill; growth need satisfaction, and "context" satisfaction. "Knowledge

and skill" are related to the fact that if workers have the knowledge

and skill they experience positive feeling as a result of their work

performance. "Growth need satisfaction" refers to the degree of need an

individual has for personal accomplishment. "Context" satisfaction is

concerned with the degree of satisfaction an individual has with

aspects of work "context."

"Outcomes" are the fourth construct and include high work

effectiveness, high internal motivation, high "growth" satisfaction and

high general job satisfaction. Outcome can be considered as either

personal or work outcome. If an individual has the opportunity for

personal learning and growth at work, he/she usually finds this

personally satisfying and is continually being motivated. Work

effectiveness is related to the quality and quantity of work or services

produced.

Hackman and Oldham (1976) describe the model thus: "At the most

general level, five 'core' job dimension characteristics are seen as

prompting three psychological states which, in turn, lead to a number of

beneficial personal and work outcomes. The link between job

characteristics and the psychological states and the outcomes are shown

as moderated by the moderators" (p. 255). Since the core job

characteristic is the precipitating component of the model, these

variables will now be more explicitly defined as they may influence the

success of integrated education-practice roles.
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Skill Variety. This characteristic is defined by Hackman and

Oldham (1980) as "The degree to which a job requires a variety of

different activities in carrying out the work, involving the use of a

number of different skills and talents of a person" (p. 78). An

individual will experience a task as meaningful if it requires numerous

activities that challenge their skills and abilities.

Joiner et al. (1982) defined nursing jobs in Hackman and 01dham's

theoretical framework. They describe "skill variety" as "The degree to

which the job challenges the individual and requires the use of a number

of different skills and abilities. It may represent the extent to which

the nurse performs a variety of tasks and has opportunities to use a

variety of equipment and procedures. For example, the nurse may

interact with patients' families, administer a variety of medications,

and work on patient charts. Here the nurse performs social,

operational, and administrative tasks" (p. 27).

Sovie (1981) aptly illustrates the importance of skill variety when

describing the role of a Clinician II as a consultant in a surgical

unit. This consultant identified fourteen (14) functions she performs

as a consultant in surgery. These include teaching (both formal and

informal), acting as the patients' and nurses' advocate, facilitating

group processes, providing direct care to patients, and assisting

clinicians in planning interventions.

Sherwen and Salvio (1983), describing their experiences of a shared

teacher/practitioner appointment, state that one of the benefits of the

experience was the enrichment of their professional roles, because of

the development of different skills when they worked in each other's

setting. Hansen (1979) refers to the many skills practitioner/teachers



14

utilize in their roles, for example, providing patient care as primary

nurses, as consultants for other nurses, and negotiation and

communication skills.

Brooks and Ulsafer-Van Lanen (1979) state that as chairpersons they

found that they required new skills that enabled them to move rapidly

from one frame of reference to another as they encountered all facets of

their integrated roles. These skills were necessary for them to be

effective in their chairperson roles, as they were not "hat switching"

as in the traditional sense, but were functioning from one role and one

job and not components of several jobs. The acquisition and usage of

these skills made their jobs satisfying and challenging.

Task Identity. This characteristic is described by Hackman and

Oldham (1980) as "The degree to which a job requires completion of a

'whole' and identifiable piece of work, that is, doing a job from

beginning to end with a visible outcome" (p. 78). If the individual has

a total task to do, she sees the task as more meaningful than if she

were responsible for only a part of the task.

Joiner et al. (1982) define task identity as "The degree to which

the task provides for completion of a job. The task has a definite

beginning and some identifiable outcome. For example, the nurse should

be able to identify a personal contribution to a patient's welfare and

have a clear understanding of the nursing role in the overall process of

patient care" (p. 27).

Knue (1979) states that when education, service, consultation, and

research are combined in one role, the result is increased role

satisfaction and the further development of one's professional role.

Further, she argues that the practitioner/teacher role is instrumental
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in reducing reality shock for new graduates, as the student and/or new

graduate see the spectrum of nursing by interacting with and seeing the

practitioner/teacher both as a teacher and a clinician.

Sherwen and Salvio (1983) spoke of enhancement of their primary

roles as educator and clinician, which occurred because of their

experiences of working in each other's role and setting. Sherwen found

that her teaching gained a more realistic presentation and Salvio felt

more confident in the clinical and faculty environment. Both came to

understand the other's role and saw the integration of both education

and practice as a positive move.

This premise is the underlying basis of integrated education

practice roles and has the potential to significantly enhance task

identity for the nurse. Christman (1979), Ford (1981), and MacPhail

(1983) have all argued that the strength of integrated

education-practice roles is that professional growth of nursing occurs

with each such role; education, research, practice, and consultation are

integrated into one professional role, and the end result is research

that has its origins in patient needs and enhancement of patient care.

Task Significance. Task significance is defined by Hackman and

Oldham (1980) as "The degree to which the job has a substantial impact

on the lives of other people, whether those people are in the immediate

organization or in the world at large" (p. 79). If individuals realize

that the results of their work have a significant effect on the well

being of others, the meaningfulness of their job is usually enriched.

Joiner et al. (1982) have described an example of task significance

in nursing: "A nurse filling out charts in coronary care may perceive

this to be a much more significant task than filling out routine
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hospital reports, even though the task identity and skill variety of

both jobs is similar" (p. 28).

Anderson (1981) believes that one of the most significant areas of

impact for integrated education-practice roles is that of role modeling.

Students observe faculty practicing and also clinicians teaching, and

see that both roles are of equal stature and the credibility of both the

faculty and clinicians is enhanced.

Knue (1979), Mowry (1979), and Van Putte (1981) argue that the

student, by her interaction with both faculty and clinicians and by

observing them working together, will have realistic role models who

simultaneously offer a progressive view of nursing practice. By seeing

what is taught in the classroom being applied in the clinical setting by

both faculty and the clinician, it is believed that the student will

more readily develop the necessary skills for competent clinical

practice and help reduce the reality shock syndrome that new graduates

experience.

Jezek (1978) suggests that significant integrated education

practice roles lie in having a credible role modeling effect on students

and also an economic effect on patient costs. Students have direct

contacts with academically prepared faculty and clinicians and

experience. realistic clinical situations. The gaining of clinical

skills in this scenario enables them to more effectively cope as new

graduates and helps reduce the number of new graduates leaving nursing

(Kramer, 1974) and is cost effective.

Hubbard (1981) argues the significance of integrated education

practice roles is that they enable research questions to be readily

found in the practice area. Such "practical" research will in turn have
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an effect on curriculum, nursing practice, and society. Faculty and

clinicians participating in such research see this as very meaningful to

them, the patient, and the profession. Faculty and clinician would thus

perceive these roles as having task significance because of the effect

it would have on advancing knowledge and improved health care.

Mowry (1979) argues that integrated education-practice roles enrich

and are meaningful to staff nurses because of the interactions that

faculty and students have with them in the practice setting. Students,

when assigned to patient care, refer to the staff nurse as a reference

source concerning the care of the patient. The staff nurse evaluates

the student's clinical performance and is also a teaching assistant in

the clinical setting. These facets of her role are seen by the staff

nurse as important, enlarges the role, and has an impact upon both

student and staff nurse.

Autonomy. This characteristic is defined by Hackman and Oldham

(1980) to be "The degree to which the job provides substantial freedom,

independence, and discretion to the individual in scheduling the work

and in determining the procedures to be used in carrying it out" (p.

79). Joiner et al. (1982) state that autonomy "implies self-direction

and self-control, as opposed to control by strict rules and procedures.

Nurses with autonomy can make decisions without the approval of the

supervisor" (p. 28).

Christman (1979) states that the integrated model puts all nurses

in a position of accountability. When accountability is located in the

entire professional process rather than in completion of specific tasks,

it allows for a higher level of job performance. Hubbard (1981) speaks

to the fact that integrated roles allow the nurse social, professional,
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and personal accountability and allow her to demonstrate her unique

areas of clinical competence in an interdisciplinary setting.

Feedback. Feedback is stated by Hackman and Oldham to be "The

degree to which carrying out the work activities required by the job

provides the individual with direct and clear information about the

effectiveness of his or her performance" (p. 80). Joiner et al. (1982)

more specifically define feedback as "The degree to which the job

provides the nurse with information on job performance. Such

information can be provided by patients, physicians, supervisors, or

directly from work outcomes" (p. 28).

Many authors speak to the importance of feedback as it occurs in

integrated roles. MacPhail (1981) describes enhanced evaluation of the

integrated education-practice roles by patients and physicians. Both

patients and physicians commented favorably on the quality of care

given, which in turn stimulated faculty and clinician to look for other

ways to enhance the quality of care given. Hubbard (1981) states that

the broad spectrum of feedback she receives from patients, nursing

colleagues, and physician colleagues greatly contributes to the success

of integrated roles. Christman (1978) refers to the importance of

feedback of data from the practice setting being used in curriculum

design and further research, and that this would help keep nursing

practice up to date with scientific development. Mowry (1979) states

that the feedback that staff nurses and faculty give students about

their clinical performance is effective in breaking down the "we vs.

they barrier," and, "the quality of clinical practice is thus not only

influenced by, but also influences nursing education" (p. 19).
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In summary, Hackman and Oldham's Job Characteristic Theory (1975,

1976, 1980): 1) Focuses directly on the individual's actual work within

an organization, 2) looks at both the design of work for both an

individual and a group, 3) looks at how individuals react differently to

their jobs, and 4) emphasizes the importance of collecting diagnostic

data about a work system before it is changed. The theory of core job

characteristics provides a useful framework for identifying the factors

that influence success and the extent to which motivation, satisfaction,

and work effectiveness are achieved.

A review of nursing literature has shown that proponents of

integrated education-practice roles have argued that the "core job

characteristics" are indeed important facets of such roles. Since this

literature is in the main anecdotal, this study sought to determine the

actual success of integrated roles.
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CHAPTER III

METHODS

Study Design

An exploratory descriptive study was undertaken using both

quantitative and qualitative methods. This design was considered most

appropriate since the literature indicated that little knowledge exists

regarding the characteristics of integrated education-practice roles

(Anderson & Pierson, 1983).

Research Setting

Data were collected from four (4) urban university schools of

nursing that have integrated education-practice appointments. These

schools conduct graduate nursing programs and have ready access to

medical centers where affiliated nurse clinicians also have integrated

education-practice appointments.

Three schools conduct undergraduate programs, and all schools

conduct graduate programs, at both masters and doctoral level. Graduate

student numbers range from approximately 150 to 450, and faculty numbers

are approximately 80 to 219. All the schools of nursing and their

affiliated medical centers have both national and international

reputations, and the medical centers range in bed size from

approximately 700 to 1200.

In Institution I, the school of nursing and the nursing service

systems are completely merged under one administration. In this setting

the integrated education-practice appointees are titled and

responsibilities are:

1) Unit leader, a member of the faculty, who directs nursing

activities and staff development, and who participates in
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2)

classroom and clinical instruction, and also participates in

research.

Practitioner Teacher, a faculty member who is a consultant to

staff for patient care, who assists in patient teaching,

management functions, participates in teaching students, and

who participates in and applies research.

Institution II is similar to Institution I in that there is one

administrator for both the school of nursing and nursing service.

Persons with integrated education-practice responsibilities and titles

are as follows:

1)

2)

Clinician I, held by clinicians in leadership positions, who

are responsible for patient care.

Faculty Clinician II, who are responsible for classroom

teaching and clinical supervision of students, and are

clinical specialists.

In Institution III, the school of nursing and nursing service

administration are two separate entities. Titles and responsibilities

for persons holding integrated education-practice positions include:

1) Shared Appointments, where the percentage of time allocated to

both the faculty and the clinical roles are determined by the

chief nurse executives in the institutions. Salaries are

shared by both institutions as per the ratio of time in each

institution. Individuals elect which organization to draw

their salaries from and there is an internal arrangement

between the institutions, where one institution cross-charges

the other for the appointee's services.
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2)

3)

Clinical Appointments, held by nurses in leadership positions

in either the hospital or clinical agency. Salaries are from

the hospital or agency and they are responsible for quality of

care provided in the clinical setting. They can participate

in teaching, research, curriculum design, and as preceptors.

Associate Appointments, held by faculty. These positions

afford them practice and research privileges. They supervise

students in the clinical area and are responsible for

influencing the quality of patient care and for developing a

climate of learning.

Similarly, Institution IV has separate administrations for the

school of nursing and the department of nursing service. Persons

holding integrated education-practice appointments and their

responsibilities are as follows:

1)

2)

Professor and Clinical Associate, titles held by faculty who

have primary responsibility for classroom teaching, act as

consultants for clinical staff, supervise students in clinical

settings, and conduct research. These faculty are salaried by

the School of Nursing;

Clinical professor, a title held by nurse clinicians in

nursing service, who precept graduate students, participate in

classroom teaching and clinical research, are clinical

resources for faculty, participate in staff development,

direct patient care, and patient teaching. These clinicians

are salaried by the department of nursing service.
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Sample

Forty-four (44) individuals who held integrated education-practice

appointments participated in this study. Twenty (20) of these were

faculty as their primary role, and twenty-four (24) were clinicians as

their primary role. The only criterion for inclusion of subjects was

that faculty and clinicians had held integrated education-practice

appointments for more than two years.

To acquire the sample, a letter was sent to the deans and directors

of nursing of the selected schools and hospitals, asking for their

support of the study and requesting the names of faculty and clinicians

who held integrated education-practice appointments at their

institutions (Appendix I). From this list the investigator randomly

selected a sample of five faculty and five clinicians. In one

institution, the list was so small that randomization was not possible.

Assurance was given that the investigator would attempt to maintain the

anonymity of the institutions and of the respondents participating in

the study.

Subjects were sent a letter (Appendix II) explaining the purpose of

the study and requesting their participation. They were assured of

confidentiality and anonymity, and told what their participation in the

study entailed. This was the completion of a questionnaire and survey

taking approximately 45 minutes, and an interview of approximately 60

minutes duration. The subjects were offered a report of the study upon

completion.

Procedure

Along with their letters of invitation to participate in the study,

all subjects were sent the following: 1) an interview preference time



24

sheet (Appendix III); 2) a demographic questionnaire (Appendix IV);

3) the Job Diagnostic Survey (JDS) (Appendix W); 4) a stamped addressed

envelope with a return address, and 5) a consent to use verbatim

accounts and questionnaire data in further research and subsequent

publication. Subjects were asked to complete these and return them

within 21 days. Assurance was given that they need not answer questions

on the questionnaire, survey or during the interview. Return of these

materials was considered as their agreement to participate in the study.

Respondents were then contacted by telephone to finalize interview

arrangements.

Letters to subjects at settings I, II, and III were sent in

September 1983. Respondents were contacted by telephone in October 1983

to finalize interview schedules. During this time, follow-up telephone

calls to non-respondents were also made to assess their willingness to

participate. Interviews for the first three institutions were conducted

over a three week period in November 1983. Because of the traveling

distance involved, one week was allotted for each setting. Subjects for

setting IV were contacted in January 1984 and, following the same

procedures, interviews were held in March 1984.

On arrival at each setting, the investigator reconfirmed each

appointment. After introduction to the subject, the interviewer gave an

overview of the study and requested permission to use a tape recorder.

Subjects were identified by code number only on tape, and permission was

obtained to transcribe the tapes. The investigator also took a written

record of the interviews, and sought and was given permission to keep

all data for further research. Each interview was conducted privately,

in the respondent's office, and was completed within 60 minutes.



25

Interview fatigue was controlled by limiting the number of , and

spacing the scheduling of , interviews each day. By taking a

professional approach and establishing rapport with each subject and,

being cognizant of both self and subject fatigue, interviewer effects

were reduced (Polet & Hungler, 1978).

Environmental effects were controlled by ensuring privacy, and by

conducting the interview in the subject's choice of setting (Gardner,

1982). All subjects in the study were employed in institutions where

studies were frequently conducted, and were familiar with participating

in and conducting research. Consequently, the novelty effect of

participation in a study should have been eliminated (Polet & Hungler,

1982).

Data Collection Methods

Two major modes were used to obtain the data necessary to answer

the research questions: 1) interviews using a semi-structured approach,

with open-ended questions, and 2) the Job Diagnostic Survey (JDS). As

mentioned under the procedure, each subject was also asked to respond to

a 14-item demographic questionnaire that provided data about length of

clinical and faculty experience, the length of integrated

education-practice appointment, basic and ongoing education, and how

each respondent's working time was divided across responsibilities.

Interview Protocol. The interview protocol consisted of 16

questions focusing on the subjects' perceptions of their integrated

appointments in regard to the strengths, weaknesses, likes, dislikes,

supports, and constraints to these appointments (Appendix VI). The

content validity of the interview protocol was based upon the

relationship to issues stemming from the literature, to discussion with
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colleagues familiar with integrated education-practice appointments, and

to Hackman and Oldham's Job Characteristic Theory (1975, 1976). The

questions were piloted with two persons who had held integrated

appointments, to provide feedback on clarity and relevance of the

questions. As a result, some questions were reformulated.

Job Diagnostic Survey. The Job Diagnostic Survey was developed by

Hackman and Oldham to measure the interaction between three classes of

variables outlined in their Job Characterstic Theory: "a) the

psychological state of employees that must be present for internally

motivated work behavior to develop; b) the characteristics of jobs that

can create these psychological states; and c) the attributes of

individuals that determine how positively a person will respond to a

complex and challenging job" (Hackman & Oldham, 1976, p. 250).

The Job Diagnostic Survey contains 83 items in 6 sections, is

measured on a 7 or 5 point Likert scale, and takes 30 minutes to

complete. Each section is further subdivided into items as follows:

1) Job Characteristics, which include skill variety, task

identity, task significance, autonomy, feedback from job

itself, feedback from agents, and dealing with others;

2) Experienced Psychological States, which includes experienced

meaningfulness of the work, experienced responsibility for the

work, and knowledge of results;

3) Affective Outcome, which includes general satisfaction,

internal work motivation, and growth satisfaction;

4) Context Satisfaction, which includes satisfaction with job

security, satisfaction with compensation (pay), satisfaction

with co-workers, and satisfaction with supervision;
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5) Individual Growth Need Strength, which includes "would like"

format, "job choice" format, and combined growth need strength

score;

6) Motivating Potential Score, which is:

MPS = Skill Task Task
Variety Identity Significance Feedback

X Autonomy X3 From Job

Over the two year period of its development, the Job Diagnostic

Survey underwent three major revisions, with more than 1500 persons in

over 100 jobs participating in the survey. Revisions were based on

psychometric and substantive considerations. Each subsection with the

exception of "specific satisfaction" is measured in two sections of the

survey to reduce the degree to which substantive content and measurement

technique are confounded within the scale. It achieved acceptable

reliability and validity when tested on 658 employees working in 62

different jobs in seven organizations. The jobs included white and blue

collar and professional work and were very heterogeneous. Service and

industrial business organizations participated in the study. Data were

also collected from supervisors and researchers using a Job Rating Form

(Hackman & Oldham, 1975).

Internal consistency reliabilities ranged from a high of .88

(growth need strength in the "would like" format), to a low of .56

(social satisfaction). The median off-diagonal correlations range from

. 12 (task identity) to . 28 (growth satisfaction). In general, the Job

Diagnostic Survey has shown acceptable levels of internal consistency.

The discriminant validity of the items on the scale has also been shown

to be satisfactory (Hackman & 01dham, 1975).
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Oldham, Hackman, and Stepina (1979) also developed a national

normative data scale for several job categories, using 6930 employees

working in an expansive range of jobs in organizations throughout the

United States. The means and standard deviations were calculated by

averaging the scores of respondents who worked on specific jobs within

each job category. These results indicate if a target job's

characteristics vary with the national norm. If the target scale is +0

– one or more standard deviations from the national norm, this suggests

action needs to be taken to improve the task significance of the job.

Data Analysis

The demographic questionnaire of biographical data included age,

sex, basic education, number of years employed in present educational

and/or clinical institution and how the respondent's week is divided

among education, clinical practice, clinical teaching, research and

other responsibilities. These variables were examined with measures of

central tendency in order to describe the general sample involved in the

study. They were also used to crossbreak data of subgroups with

disparate characteristics in order to examine the responses to both the

interviewer and the Job Diagnostic Survey.

The interview data were transcribed from audio tapes and content was

analyzed by first compiling and tabulating all responses to each

interview question. These raw data were then examined for common themes

across the sample as well as for differences based on primary role and

setting.

The Job Diagnostic Survey was scored according to Hackman and

Oldham's (1976) prescribed formula. Specific variables were scored and

grouped in one of the six sections. First, subject means on each
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variable were compared to the Job Diagnostic Survey national normative

data (Oldham, Hackman, & Stepina, 1979) of the professional/technical

job group. T-tests were also employed to compare responses of subjects

who were primarily faculty, with hose who were primarily clinicians, as

well as to compare respondents across settings.
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CHAPTER IV

RESULTS

In this chapter the sample demographic characteristics and the

respondents' perceptions of the strengths, weaknesses, likes, dislikes,

and constraints of their integrated education-practice roles will be

discussed. Information obtained from scores on the Job Diagnostic

Survey will also be presented.

Demographic Characteristics

Forty-four (44) females who held integrated education-practice

appointments in four institutions participated in the study. The age

range of participants was from 20–29 years to 60 years, with 25 subjects

(56.8%) between 30–39 years (Table 1).

Table 1. Age of Subjects a

Age Frequency Percent

20 – 29 5 11.4

30 — 39 25 56.8

40 – 49 9 20.5

50 – 59 3 6.8

60 + 2 4.5

* N=44

Table 2 describes the subjects' basic nursing education. The

majority of subjects, 31 (70.5%), had a Baccalaureate of Nursing as

their basic nursing education.



31

Table 2.

As seen in Table 3,

Science in Nursing as

Basic Nursing Education of Subjects 8.

Basic Nursing
Education Frequency Percent

Associate 3 6.8

Diploma 10 22.7

Baccalaureate 31 70.5

* N=44

(18.1%) faculty subjects had doctorates.

Table 3. Highest Academic Qualification
Held by Subjects *

33 (75%) of the subjects had a Master of

their highest academic qualification. Eight

Degree Frequency Percent

M.S.N./M.S. in Nursing 33 75. 0

M. A. /M.S. in related discipline 3 6.8

*Doctorate in Nursing 2 4.5

*Doctorate in related discipline 6 13.6

* N=44

b - Faculty

The period of time subjects had been employed full-time in nursing

education ranged from 0 to 33 years, with the average being 6.8 years,

and the length of time subjects had been employed in their present

educational institution was from 1 to 22 years, with 6 years being the

group average. Similarly, the period of time subjects had been employed

full-time in nursing service was 0 to 27 years, with the average being 9
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years; 1 to 22 years was the range that subjects had been employed at

their present clinical institutions, with an average of 6 years.

Table 4 describes the faculty titles held by subjects. The

majority held either Assistant Professor or Instructor titles.

Table 4. Faculty Positions Held by Subjects a

Title in Educational Cases Held by Frequency Percent

Institution Faculty and
Clinicians"
Holding Title

Assistant Professor F=4, C=11 15 34. 1

Associate Professor F=9 9 20.5

Full Professor F= 1 1 2.3

Instructor F=5, C= 10 15 34.1

Assistant Clinical

Professor C=2 2 4.5

Visiting Lecturer F= 1 1 2.3

Clinical Associate

Nursing C= 1 1 2.3

* N=44

b
Faculty role as primary role

Clinical role as primary role

Table 5 illustrates the mean and standard deviations of the

approximate percentages of time spent weekly in specific educational or

clinical activities. Classroom education, clinical teaching and

clinical practice received the greatest amount of time, and research the

least. The actual percentage of time spent in research activities each

week is shown in Table 6.
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Table 5. Mean and Standard Deviation of

Percentage of Time
Allocated to Work Responsibility Weekly

Consultant Other,
Classroom Clinical Clinical Staff mainly
Education Practice Teaching Research Development Admin.

X 27.2 24.9 22.9 7.4 17.4 36.5

S.D. 24.2 17. 9 18.2 7. 0 18.5 28.0

Table 6. Percentage of Time
Spent Weekly in Research Activities

Percent of Time Number of a Percent of
Spent in Subjects Subjects
Research Activity

0 8 18.2
l 4 9. 1

2 1 2.3

3 1 2.3
5 17 38. 6

10 10 22.7

20 2 4.5
40 1 2.3
50+ 0 0

* N=44

Table 7 describes the number of faculty and clinicians who

participated in this study from each institutional setting. The most

faculty were from Institution II while the most clinicians were from

Institution III.
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Table 7. Frequency of Faculty & Clinicians
at Each Institutional Setting

Institutional Number of * Number of b

Code Faculty Clinicians

I 5 6

II 7 5

III 3 7

IW 5 6

* n = 20 °n = 24

Faculty and Clinicians' Perceptions of Their Integrated Education

Practice Roles

Subjects' Perceptions of "Strengths" of Integrated

Education-Practice Roles

Responses from these three interview questions provided data regarding

perceptions of strengths of the roles: 1) What do you see as the

strengths of integrated education-practice roles?, 2) What do you like

about your integrated education-practice role?, and 3) It has been

stated that integrated education-practice roles are effective in

a) reducing staff turnover and b) reality shock for new graduates. What

is your opinion and why?

Data showed the following themes as the strengths of integrated

roles: 1) Autonomy and freedom; 2) the ability to maintain expertise in

both teaching and practice; 3) being role models for students and

graduates; and 4) role variety.

Autonomy and freedom. Twenty-six subjects (59%) expressed autonomy

and freedom as a major strength of their integrated role. They

described the freedom to be creative and flexible as challenging, as

they were not bounded by the traditional faculty or clinical role. They

identified many opportunities within the roles to expand their
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experiences and encourage personal growth and development. One

clinician comments that, "One can make decisions, initiate ideas, and

follow them through. It's not a rigid process but is flexible and a

challenge to me." Twelve faculty (60%) and fourteen clinicians (58%)

perceived autonomy and freedom as a strength of their integrated roles.

The ability to maintain expertise in both teaching and practice.

Twenty-two (50%) subjects stated being able to do both teaching and

practice as a major strength of integrated roles. It enabled them to be

aware of what was being taught in the school and practiced in the

clinical area and to be on top of any changes that occurred in either

education or practice. It is interesting to note that this response

came primarily from those who were faculty. Fourteen of the twenty

faculty and seven of the twenty clinicians indicated the ability to both

teach and practice as a strength of integrated roles. One clinician

stated that, "It's the best role I've ever had. It brought for me my

sound clinical expertise and teaching skills. I'm able to collaborate

with faculty and contribute my clinical expertise in educational

programs. It grounds me in both practice and education." A faculty

subject remarked, "It brings a reality base to my teaching and I'm a

better teacher because of clinical practice; there is a completeness

about my role."

Being role models for students and staff. Fifteen subjects (34%)

perceived that their integrated roles provided good or excellent role

models for both students and staff. Faculty were seen as participating

in clinical practice and likewise clinicians were seen participating in

the educational programs; therefore, students saw and experienced

nursing being practiced as it was taught in the school. Any new
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clinical concepts were quickly integrated into the educational program

and clinical reality was consistently brought to teaching.

Consequently, education and practice were kept abreast of each other.

One clinician responded, "Students see the teacher/practitioner as one

entity and have an awareness of both roles." One faculty stated that,

"I don't have to apologize to students for the quality of care given."

It is interesting to note that eight out of twenty faculty and seven out

of twenty-four clinicians saw role modeling as one of the strengths of

their integrated role.

Role modeling was also seen as a strength of integrated roles in

relation to reducing staff turnover and reality shock for new graduates.

Sixteen subjects (36%) attributed the role modeling factor of their

integrated role to being effective in reducing staff turnover. One

clinician remarked that, "The staff interact with faculty and clinicians

who have both teaching and clinical expertise. We are a good resource

for the staff. We can offer support and set a climate conducive to

learning." This response was evoked equally by faculty and clinicians,

9 out of 24 clinicians (37.5%) and 7 out of 20 faculty (35%).

Twenty-three subjects (52%) also gave the role modeling aspect of

their integrated roles as the major reason for reducing reality shock

among new graduates. One faculty subject stated, "Because of our role

as teachers and clinicians we are seen in both settings. I can gear my

teaching to the reality situation." A clinician responded, "Absolutely,

staff and new graduates see faculty and clinical roles as one; they see

the exchange of ideas. They have persons with both teaching and

clinical expertise to turn to, and this has a positive effect on new
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graduates." Ten of 20 faculty and 13 out of 24 clinicians responded in

this manner.

Role variety. Thirteen subjects (29.5) saw role variety or

diversity as a strength of integrated roles, and this was the least

frequent response. Role variety was viewed as a challenge and it gave

flexibility to the role. One clinician responded, "It's the variety and

diversity of the role that's exciting and challenging. I am a

practitioner, teacher, consultant, and patient advocate; each role is

different, but that's the challenge." A faculty subject remarked, "I

like the diversity of the role: being a teacher, having involvement

with students, being on theses committees, having a practice role, being

involved in research. This is a challenege and allows me a lot of

flexibility."

Subjects' Perceptions of the "Weaknesses" of Integrated

Education-Practice Roles

There were four questions related to the problematic aspects of

integrated roles: 1) What do you see as the weaknesses of integrated

education-practice roles?, 2) What do you dislike about your role?,

3) Does the role place any constraints upon you?, and if so, 4) What do

you see as constraints in the role? Unrealistic expectations regarding

the time required to perform the role emerged as the most significant

theme. Other identified themes included: 1) Lack of a clear definition

of the total integrated role and its interwoven strands; 2) very little

support or feedback from immediate superiors; and 3) excessive

communication channels.

Unrealistic expectations about the time required to perform all

roles. Lack of time to fully develop each strand of the integrated role



38

(teaching, practice, consultation, research, and publication), to the

degree necessary to be effective, was the most frequently described

weakness or constraint surrounding integrated roles. Thirty-one

subjects (70.4%), including 14 of 20 faculty and 17 of 24 clinicians,

identified time as the major problem of their role. Respondents

described time constraints as creating stress and frustration. For

example, one faculty subject stated, "I'm always playing catchup between

the roles. There's not enough time and there's a feeling that one

cannot satisfy people in either education or clinical areas." A

clinician responded, "That stress can be overwhelming. It's difficult

to do all the roles. I'm often doing all of them in one day." Another

faculty subject stated, "I'm unable to give all to each role and the

balance act between roles creates tension and frustration and I'm unable

to keep up with literature, etc."

Twenty-two subjects (50%) stated that expectations of the hierarchy

were unrealistic in relation to their integrated role and how one can do

all the strands effectively. Respondents described the difficulty in

trying to do teaching, clinical practice, research, and publishing. A

faculty subject commented, "There are high expectations you will do it

all. You were hired to do so and there's just no time to do all the

roles. For example, the students here have forty hours assigned time

each week. I have students three to four days each week, either in the

classroom or in the clinical area. When do I get time to do other

things?" A clinician responded, "Expectations of faculty exceed what is

realistic. I'm expected to give sixty hours to the school each year,

yet last year I gave six hundred. Once you get known as a good

preceptor, you are asked to do more." A faculty subject remarked,
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"There's an unrealistic expectation of roles and time. I'm unable to

fit research into my time. I have two to three full clinical days, plus

meetings with graduate students, class preparation, and marking of

papers. When can I do research?" Ten out of 20 faculty and 12 out of

24 clinicians discussed unrealistic expectations by the hierarchy as a

major weakness of their roles.

Lack of clear definition of both the total integrated roles and

their interwoven strands. Twenty-two subjects (50%), comprised of 11 of

the 20 faculty and 11 of the 24 clinicians, described the lack of a

clear definition of their integrated roles as a major weakness, making

it difficult to set priorities among the teaching, practice, research,

and publishing strands of the role. Subjects indicated that the

allocation of their time is usually divided between teaching and

practice with little time left over for research, yet research is

described as an important strand of the integrated role. A clinician

subject responded, "There's a lack of clarity about the role and how one

is supposed to be able to do all facets of it." A faculty subject

stated, "The promotion process includes clinical criteria but there's

not enough weighting given to the importance of the role and the

description of my role is too diffuse to be helpful."

Very little support or feedback from immediate supervisors. All

subjects responded that they received a yearly evaluation but only one

faculty person (2.0%) remarked that she also received informal feedback

throughout the year. Forty-three subjects (98%) responded that they

received no other feedback other than the yearly evaluation and all

described this lack of feedback as a weakness of integrated roles. One

faculty subject remarked, "My department chair has stated that she
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believes it not necessary to give out compliments or feedback to any

faculty." One clinician stated, "I write my own evaluation and give it

to my chief." Fourteen subjects (32), comprised of 7 out of 20 faculty

and 7 out of 24 clinicians, all described that there was little or no

support from their immediate supervisor. This was perceived as

frustrating and stressful as they tried to juggle the different strands

of their integrated roles, and they felt they needed support and

guidance. One faculty subject responded, "There is no feedback or

support from superiors. Most times I'm not sure how well I'm doing my

job. There needs to be more direction and support from above." Another

clinician remarked, "My immediate chief hasn't any idea what integrated

roles are really like or what I do. She has never done it. There is

very little support from higher up, and there needs to be more

direction." A faculty subject stated, "There is no support from peers

or immediate supervisors. There is a lack of communication between us."

Another faculty subject responded, "Individuals higher up the line are

not experienced in roles to be able to define the roles or be of

support, but should try to get better understanding of what we do and

develop support ties."

Excessive communication channels. Eleven subjects (25%) described

the many communication channels, and the resulting length of time to get

changes made, as a weakness of integrated roles. A clinician subject

remarked, "All the things that allow us to be flexible require excessive

paper work and committee work. There's no such thing as a simple

decision. I can lose credibility with the time delay. It's time

consuming trying to get policies changed, waiting for everybody and all
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the different committees to agree." Five of 20 faculty and 6 of 24

clinicians commented on excessive communication channels.

Subjects' Interest in Being Employed in Institutions that Do Not Have

Integrated Education-Practice Roles

Thirty-one subjects (70.4) responded that they were not interested

in being employed in any institution that did not have integrated

education-practice appointments. Thirteen subjects (29.5), 7 of 20

faculty and 6 of 24 clinicians, stated that they would be willing to

work in an institution without such roles, but only if they could seek

or negotiate an integrated education-practice appointment. Seven

clinicians (29%) stated that if they had to seek employment elsewhere in

the future, it would be only if the position was at a university

setting. One faculty subject responded, "Not unless absolutely

necessary and then I would seek an integrated appointment. I cannot

imagine myself working anywhere that doesn't have such appointments.

That's the reason I commute 45/60 minutes each way daily."

Subjects' Perceptions of What They Would Like to Change/Alter

about Their Integrated Roles

Although 13.6% of the respondents, 2 of 20 faculty and 4 of 24

clinicians, saw no need to change anything about their integrated roles,

three themes emerged from the data that reinforced responses regarding

weaknesses of the role: 1) The need to establish more realistic goals

and a clear definition of the role; 2) the need to establish peer

support groups and better feedback and support from immediate

supervisors; and 3) a need for reconsideration of the promotion process.

These themes came from the following questions: Is there anything you
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would like to change about your integrated role and is there anything

you would like to alter regarding your institution's philosophy?

More realistic goals and role definition. Sixteen subjects (36.3%)

responded that it was more realistic goals and a clear definition of

roles that was very necessary. Nine of 20 faculty and 7 of 24

clinicians saw this as a major issue. One faculty subject responded,

"There's a need to develop a logical philosophical basis for the role

' A clinician responded, "To have thethat encompasses realistic goals."

degree of authority to make responsibilities, it's important that clear

guidelines are set down relating to each aspect of the role." The

subjects indicated that within the realistic goals perhaps a specific

percentage of time should be allocated to research and just not , as is

the current practice, time allocated only to teaching and practice.

This would increase the amount of research undertaken and eliminate the

feeling that "there's no time to do research."

The need to establish support groups and a feedback system.

Thirteen subjects (29.5%) discussed the need to develop peer support

network groups. They described these groups as providing individuals

with opportunities to ventilate ideas, brainstorm, and to seek advice

and support from each other. They reinforced the belief that this would

help reduce the intense competitiveness and increase collegial

relations. One clinician stated, "It would be great to have a peer

group where I could discuss what I'm doing, what are the ups and downs,

and get feedback from them."

Eighteen subjects (41%) responded that there was a need for more

support and feedback from immediate superiors as well. They stated that

there was a need for discussion about how their roles were integrated,
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and it was also important to get both positive and negative feedback.

This would enrich their jobs and further professional development. One

faculty subject stated, "I would like to see the chiefs/chairs and even

the deans really do the total role. They don't, you know. And because

of this they don't fully understand our problems. There needs to be a

mechanism by which we could discuss this, other issues and our problems,

and then get support by our chiefs and chairs." A clinician responded,

"There needs to be a better support system from above." Another

clinician expressed the need for, "more positive reinforcement from

above; there's a real feeling that people survive without support."

Reconsideration of the current promotion criteria. Eleven subjects

(25%) discussed the need to reconsider the promotion track, which is

currently based on research and publication. They suggest that there

needs to be a stronger emphasis on how the clinical and teaching aspects

of all components of the role are to be truly recognized. Subjects

argued that if clinical practice was truly valued, there should be

promotion criteria that more clearly measure the worth of clinical

practice. One clinician responded that, "There needs to be a relook at

the promotion process and more value needs to be placed on clinical

practice. I would hope that academic institutions would appreciate the

value of clinical practice when considering promotion." A faculty

subject remarked, "There needs to be a relook at a clinical basis as a

promotion route. Other professions have it; why not nursing?" Seven of

20 faculty and 6 of 24 clinicians responded in this fashion.

Seventeen subjects (39%) questioned whether it is necessary for

everybody to perform in all areas concurrently, although all

aspects/strands of the integrated roles are important. Nine of twenty
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faculty and eight of twenty clinicians suggested that perhaps it would

be more effective if each individual concentrated on two strands; for

example, teaching and practice, practice and research, or teaching and

research. However, all strands of integrated roles would be fully

covered by the total complement of faculty and clinicians. One

clinician responded, "I don't believe everybody has to do all three

roles all the time. It's okay if some do more of education, practice,

or research, but the whole picture is one of integration. Practice

should equal research which should equal teaching." A faculty subject

stated, "Many persons with integrated appointments have trouble doing

all three strands of the role, but can do two strands well. Perhaps

there needs to be an interlocking process by which the total view is an

integrated one."

Subjects' Perceptions on Why Integrated Education-Practice Models Have

Not Been More Widely Adopted and Their Perceptions of the Critical

Factors Necessary for the Success of Such Models

Results under this section were from the following questions: Why

do you think that integrated education-practice models have not been

more widely adopted throughout the U.S.A. and, if you were going to

establish an integrated practice model of nursing, what do you see as

the essential factors for it to be successful? The responses yielded

the following themes: 1) Committed leadership; 2) cadre of

well-qualified people; and 3) clear and realistic expectations that are

supported within the institutions. Each of these factors was seen as

critical to the success of the roles, and their absence in institutions

as a major reason why the integrated role has not been widely adopted.
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Committed leadership. Thirty subjects (68%) expressed the belief

that leadership was the most critical factor for the success of such

models and also was the reason why such models had not been more widely

adopted. They described the leader as having to be a risk-taker,

charismatic, and one who would have a sound educational and clinical

background. Fifteen of 20 faculty and 15 of 24 clinicians expressed

comments about the importance of leadership and one faculty subject

responded, "Leadership's the key. The leader must have an understanding

of worth of both the faculty and the clinical role. They must establish

good rapport with the other disciplines, be risk takers, be prepared to

go out on a limb." A faculty subject stated, "It's leadership, one who

knows both education and practice. It would be good to have individuals

for positions who have sound backgrounds in both areas."

Cadre of well-qualified people. Nineteen subjects (43%) , comprised

of 8 of 20 faculty and 11 of 24 clinicians, expressed a belief that

there had to be a cadre of well-qualified faculty and clinicians who are

prepared to participate in all strands of the integrated role. One

faculty subject responded, "It takes commitment, it is demanding and a

challenge, and there's a lot of academics who are not willing to take

risks." Another faculty subject stated, "There needs to be a

combination of good teachers, researchers, and clinicians who are

prepared to collaborate, work together, and share knowledge and

' A clinician responded, "There must be a cadre of extremelyexperience.'

competent clinicians and expert teachers who are willing to do the other

role and integrate their knowledge and skills."

Seven of 20 faculty and 7 of 24 clinicians (32%) expressed the

concern that there are not enough masters—prepared nurses who are
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willing or educationally prepared to participate in such a model. One

faculty subject responded, "There's not enough people prepared and it

takes time to prepare the numbers needed." A faculty subject stated,

"It takes time. Many faculty do not want to participate in clinical

practice. It needs a lot of masters-prepared nurses, and it all takes

time." Another faculty subject expressed the following thought, "It's

such a change from the traditional role that for many faculty and

clinicians it's very threatening and demanding."

Clear and realistic expectations, which are supported within the

institution. Twenty-five subjects (57%) expressed the opinion that

there is a need for a philosophical basis, role definition, and

expectations of the role to be clearly expressed. One faculty subject

stated, "The philosophy must encompass the total role, but the goals

must be realistic and achievable." Another faculty subject responded,

"There has to be a blueprint plan for teaching, practice, and research.

Included in such a plan are support systems; right from the start,

support groups are important." A clinician stated, "There has to be

consistency in the model; it's important to ensure that faculty and

clinicians have freedom and authority. The role must be clearly defined

and the expectations of the hierarchy must be realistic." Another

clinician responded, "There must be realistic expectations of what

individuals can do, set realistic time frames for all aspects of the

role, and develop good support systems." Twelve of 20 faculty and 13 of

24 clinicians expressed these views.

Job Diagnostic Survey

Twenty-one separate scores were provided by the Job Diagnostic

Survey (JDS), with the variables they measure shown in Table 8. A
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general picture of the responses will be presented, as well as a more

focused presentation of significant findings.

Job Characteristic Scores of Study Sample in Comparison

to National Sample

Table 8 shows the scores of the subjects, on each of the dimensions

of the Job Diagnostic Survey in comparison with scores for a national

survey of the professional/technical job positions. The 21 scores are

grouped under the three concepts of Hackman and Oldham's Job

Characteristics Theory. They are core job characteristics, critical

psychological states, affective outcomes, context satisfaction and

growth need strength. In addition, a total score is presented for the

job motivation potential. In comparing the study scores to the national

survey scores, cognizance is taken of: "If the target scores are less

than one standard deviation away from the normative mean, this suggests

that there is an insignificant difference between the two scores"

(Hackman & Oldham, 1980, p. 316).

Table 8 indicates that for skill variety, autonomy, dealing with

others, experienced meaningfulness, and growth satisfaction, the study

sample has a substantially higher mean than the national sample.

However, the job choice growth needs strength variable is substantially

lower than the national mean. The study sample motivating potential

score is much higher than the national sample. This score was arrived

at by a computation of all core job characteristics and reflects the

overall potential of a job to foster internal work motivation. Other

sample variable mean scores show no significant variation from the

national survey.
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Table 8 Comparison of Study Sample's Job Diagnostic Survey
Mean Scores to National Job Diagnostic Survey Mean

Scores of Professional/Technical Positions

Job Characteristic Variable Total Study” National sample"
Theory Dimensions Sample Professional/

Technical

X S. D. X S.D.

Skill Variety 6.4 .61 5.4 1.00

Task Identity 4.9 1.30 5. 1 1.20
Core Job Task Significance 6. 3 .62 5.6 .95
Characteristics Feedback from Job 5.4 1.00 5. 1 1. 10

Autonomy 6.3 .62 5.4 1.00
Feedback from Agents 4.4 1. 20 4.2 1.40
Dealing with Others 6.7 . 50 5.8 . 55

Experienced Experienced Meaningfulness 6.2 . 59 5.4 . 87
Psychological States Experienced Responsibility 6.1 .48 5.8 . 72

Knowledge of Results 5.2 1.20 5. 0 . 99

General Satisfaction 5. 1 1.00 4.9 . 99

Affective Outcomes Internal Motivation 6.0 . 72 5.8 .65

Growth Satisfaction 5.9 . 90 5. 1 1. 10

Pay Satisfaction 3. 8 1. 60 4.4 1.50
Context Security Satisfaction 4.4 1.70 5.0 1. 20
Satisfactions Social Satisfaction 6. 1 . 78 5.5 . 85

Supervisory Satisfaction 4. 6 1.80 4.9 1. 30

Individual Would like GNS 6.5 . 56 6. 1 .82

Growth Need Strength Job Choice GNS 3. 6 . 50 4.8 .64
Total GNS 5. 7 .50 5.6 . 57

Motivating Potential Score 211 57 154 55

* N = 44

6,930 for a national normative data base for nine job categories, including
"professional/technical"

Differences in Job Diagnostic Scores of Faculty and Clinicians

In comparing Job Diagnostic Survey scores of faculty and

clinicians, only one significant difference was observed. As shown in

Table 9, faculty have significantly higher scores for task identity than

clinicians: t = 1.99, p = < .05. The dimension related to task

identity measures the degree of completeness of the total job an

individual has, that is, the degree to which there is a definite start
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and apparent outcome. Thus, this finding would suggest that faculty

tend to see their integrated role as a more complete, total role than

clinicians.

Table 9. Significant Differences in Task Identity Scores
Between Faculty and Clinicians in

Integrated Education-Practice Roles

Variable Primary Number of J. D. S. J. D. S t P
Role Subjects X S. D.

Task Identify Faculty” 20 5. 3 1.2

b 1.99 . 05
Clinicians 22 4.5 1. 3

Note: Some subjects did not complete survey

* N = 20 ° N = 24

Differences in Job Diagnostic Scores of Subjects

from Various Institutions

Table 10 speaks to significant differences in the Job Diagnostic

Survey between subjects of institutions that have a single

administration over education and service and institutions that have

separate administrations for both education and service. As can be

seen, subjects from separate administrations have a substantially higher

score for general satisfaction than subjects from the single

administration institutions (t = 2.68, p = K.02). General satisfaction

is a dimension of personal outcomes from the job and indicates that

individuals are satisfied in their work situation and see their job as

enriching. This finding would suggest that faculty and clinicians from

the separately administrated institutions see their position as more

enriching and personally satisfying than faculty and clinicians from the
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singlely administrated institutions. No other significant differences

were found between subjects from different types of institutions.

Table 10. Differences in General Satisfaction Scores

of All Subjects from Institutions Having
a Single Administration and Those Having

Separate Administrations

Variable Type of Admin. Number of J. D. S. J. D. S t P
of Institution Subjects X S. D.

General Single 17a 4.8 1.09

Satisfaction b –2. 59 .02
Separate 12 5. 7 . 77

Note: Some subjects did not complete aspects of the survey.

* N = 23 ° N = 21

In performing a further crossbreak of the data, it became apparent

that clinicians were responsible for the difference in general

satisfaction. While there were no differences between faculty from the

two types of institutions, Table 11 indicates that clinicians from

institutions with separate administration of education and services

demonstrated a greater mean for general satisfaction than clinicians

from institutions with a single administration for education and

services.

Table 11. Significant Differences in General Satisfaction
Scores of Clinicians from Institutions Having

a Single Administration and Those Having a
Separate Administration of Education and Services

Variable Type of Admin. Number of J. D. S. J. D. S t P.
of Institution Subjects X S. D.

General Single ga 4.6 1.2

Satisfaction b –2.68 . 02
Separate 8 5.9 0. 5

Note: Some subjects did not complete aspects of the survey.

* N - 11 ° N = 13
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There were no other significant differences between faculty from

different types of institutions or clinicians from different types of

institutions.

Summary

Demographic Data

The data presented from the demographic questionnaire has

demonstrated that the study subjects were a very homogeneous group with

57% being between 30 and 39 years of age and the average nurse being

employed in her present educational or service institutions for 6 years.

31 of the 44 had a Baccalaureate in Nursing as their basic degree, and

33 of the 44 had a Masters of Science in Nursing or a Masters of Science

as their highest academic qualification. Three had masters in related

disciplines and the remaining had doctorates.

The demographic data also indicated that, while teaching, practice,

consultation, and administration received approximately equal amounts of

time in the subject's integrated roles, the amount of time allocated

weekly to research averaged only about 7%. Research activities are

shown to have the least amount of time apportioned to them weekly.

Interview Data

Data from interviews with faculty and clinicians who had integrated

education-practice roles have identified four major factors that they

perceived to be the "strengths" of their roles: 1) Autonomy and

freedom; 2) the ability to maintain expertise both in teaching and in

practice; 3) being role models for students and staff; and 4) role

variety. Also identified were factors that were perceived as

"weaknesses" of integrated roles. These were: 1) Unrealistic

expectations for time required to perform the role; 2) lack of a clear
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definition of the total integrated education-practice role and its

interwoven strands; 3) little or no support or feedback from immediate

superiors; 4) excessive communication channels. Factors subjects would

change about their roles emphasized improvement in these areas of

weakness. Subjects identified three factors that they considered

critical for the successful establishment of integrated

education-practice models of nursing: Committed leadership, a cadre of

qualified people, and clear and realistic expectations that are

supported by the institution.

The last important result was that not one subject would be

interested in being employed in institutions that do not have integrated

education-practice appointments unless they could negotiate development

of such a role.

Job Diagnostic Survey Data

The Job Diagnostic Survey data showed in general that the job

characteristic scores of persons with integrated education-practice

roles were similar to those of other individuals holding professional

work roles. However, skill variety, autonomy, dealing with others,

experienced meaningfulness, and growth satisfaction were somewhat higher

than the norm. Only one job characteristic appears substantially lower

than the norm, that being the job characteristic component of growth

need satisfaction. The data also demonstrated that faculty subjects

were significantly higher in task identity than were clinician subjects

holding integrated education-practice roles. In addition, subjects from

institutions with a separate administration for education and practice

were shown to have a higher general satisfaction about their integrated

role than subjects from institutions with a single administration for
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education and practice. It was the clinicians' high general

satisfaction that appeared primarily responsible for this difference in

satisfaction level between the two different types of administered

institutions.
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CHAPTER W

DISCUSSION

The purpose of this study was to identify 1) the factors that

contribute to the success of integrated education-practice roles and

2) the extent to which integrated education-practice roles possess job

characteristics associated with motivation, satisfaction, and job

effectiveness. In this chapter the findings from the interview data

(qualitative) and the Job Diagnostic Survey (quantitative) will be

synthesized to answer the research questions limitations of the study

and to address both implications for nursing and areas for further

research. Factors identified as necessary for the success of integrated

education-practice fall into two major categories: 1) personal

characteristics and, 2) administrative characteristics. Limitations of

the study, implications for nursing, and areas for further research will

also be discussed.

Personal Characteristic Factors Necessary for Integrated Education

Practice Roles to be Successful

Motivation

According to Hackman and Oldham (1975, 1976, 1980), the core job

characteristics of skill variety, task identity, and task significance

incite the critical psychological factor of experienced meaningfulness

that in turn incites both personal and work outcomes. In particular,

the characteristics affect internal work motivation. In this study, the

skill variety and task significance scores of subjects as well as the

entire score for experienced meaningfulness were substantially higher



55

than the national norm for the professional and technical job category.

Although not substantially higher than the norm, the task identity score

reflected those of a motivated group as well. These findings indicate

that the subjects see their integrated role as valuable and worthwhile.

Such an interpretation was supported by the interview data wherein

the subjects described both role variety and the maintenance of teaching

and practice skills as major strengths of their integrated role. The

expert participation in these different and highly skilled arenas

enabled them to utilize their knowledge and skills and, as one clinician

responded, "it allows me to have impact on patient care, and my clinical

experiences and practice are translated into the educational setting,

and the faculty experience and skills are translated into the clinical

areas." The subjects, therefore, find this utilization of a variety of

different skills challenging, demanding, and meaningful to them. These

results are supported by the work of others. For example, Hansen (1979)

discusses the numerous skills that practitioner/teachers develop and

utilize in their integrated roles and how this enriches their roles.

Sherman and Salvio (1983) stated that during their shared teacher/

practitioner appointments, their professional experiences were enriched

and were more meaningful because of the development and usage of the

different skills necessary to function in the alternate role.

The task identity scores, the only characteristic not substantially

higher than the norm, would appear to have been somewhat lowered by the

sclinicians scores rather than those of faculty. Faculty task identity

scores were substantially higher than scores for clinicians, indicating

that faculty may perceive their role as a more complete total role than

do clinicians. This may be because faculty are more involved in
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research than clinicians and perhaps see research, teaching, and

practice as a continuum, with research questions coming from practice

and the results reflected in both practice and teaching. The

clinicians, on the other hand, are more involved in practice and

teaching and have less involvement in research projects.

Task significance seemed most apparent in data related to role

modeling. Role modeling was described in the interview data as a

strength of integrated roles because of its impact on the student and

its effect in reducing staff turnover and reality shock for new

graduates. As students perceived faculty and clinicians functioning as

experts in both areas, they saw the reality of practice brought to the

school and the school brought to practice, demonstrating the worth of

clinical practice. Staff also gained from their interaction with

faculty and clinicians. They had experts to turn to and they could see

education and practice were of equal importance. Subjects emphasized

that, as a result, many staff have been stimulated to undertake graduate

study. New graduates have had similar experiences leading all of the

subjects to believe that role modeling within the integrated role has a

significant effect on reduced staff turnover and reality shock.

Hackman and Oldham (1980) refer to task significance as the amount

of impact an individual's job has on the lives of others. If the

individuals realize this significance, their own jobs are more

meaningful and enriching. Subjects participating in the study perceive

their integrated roles as having a significant impact on student, staff,

and others.

Proponents of integrated education-practice roles support these

findings as indicated by Van Putte (1981) who stated that because of
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integrated roles, education and practice are so closely aligned that

students do not feel threatened when in the clinical area and are

comfortable as members of the patient care team. The interaction among

staff, faculty, clinicians, and students is described as enriching for

all. In addition, Anderson (1981) suggests that integrated

education-practice roles enable the student to observe credible role

models and this reality based experience is one of the most powerful

concepts of the integrated role. Knue (1979) also argues that students

and new graduates interacting with faculty and clinicians, demonstrating

both teaching and clinical expertise, have a resource for support and

guidance that reduces reality shock and staff turnover.

This study has shown that, consonant with previous literature,

integrated education-practice roles are perceived as having a great deal

of skill variety and task significance that is reflected in their belief

that such roles are important, worthwhile and , consequently, stimulating

to their own motivation, personal worth, and growth.

Satisfaction

Autonomy, also a core job characteristic, triggers the critical

psychological state of experienced responsibilities for work outcome

which in turn enhances growth satisfaction and other job outcomes.

Subjects scored higher on autonomy than the national norm for the

professional/technical job category on the Job Diagnostic Survey. This

would suggest that subjects have more autonomous and decision-making

positions than the professional/technical groups. It also indicates

that the subjects saw their roles as expanded and their work outcomes

dependent on their own efforts. They were able to be creative, have

freedom to make decisions, and were accountable for their actions.
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These made their roles vital, gave them a feeling of satisfaction, and

allowed them to develop personally.

It is interesting to note that clinicians from separately

administered institutions had a substantially higher Job Diagnostic

Survey score for general satisfaction than clinicians from single

administered institutions. This may indicate that clinicians from

separately administered institutions experience a greater degree of

accountability and freedom as their responsibility is to the service

institution and they do not have to contend with academic regulation.

Hackman and Oldham (1980) state that if a job provides substantial

autonomy and independence, then the individual sees work outcomes as

being dependent upon their actions and responsibilities. These findings

are supported by Joiner et al. (1983) who, in a study of nurses from

different clinical areas, noted that coronary care nurses scored higher

on the autonomy score than nurses from other areas of practice such as

psychiatric, obstetric-gynecologic, pediatric, and medical/surgical.

They suggest that this is because coronary care nurses typically perform

more critical care tasks and appear to have more autonomy in decision

making than do other nurses.

Nurses in this study with integrated roles demonstrated scores even

higher than the coronary care nurses, indicating that they may also

experience higher degrees of autonomy and accountability than most

nurses. This conjecture is supported by Christman (1979) who posits

that integrated roles place nurses in positions of high accountability.

It is also supported by the interview data of this study, reinforcing

that autonomy was seen by subjects as a strength of integrated education



59

practice roles, which had a positive effect on their personal and work

Out COmeS.

Job Effectiveness

Hackman and Oldham (1980) state that individuals with high

motivating potential scores (MPS) will have high job effectiveness. Job

effectiveness refers to both the quantity and quality of services

provided. The motivating potential scores for subjects was

substantially higher than the national professional/technical job

category scores. This score is arrived at from an equation involving

all five core job characteristics and reflects the overall potential of

a job to foster internal work motivation. Data from both the Job

Diagnostic Survey and interviews have indicated that subjects perceive

their roles as improving patient care, bringing together of practice and

teaching, promoting graduate education, and enhancing their motivation

and satisfaction.

Summary of Personal Factors

Core job characteristics have been discussed singularly in relation

to the specific psychological states each incites and in relation to

personal and work outcomes. Yet there is interaction among the critical

states and outcomes. All these states prompt, to some degree,

motivation, satisfaction, and work effectiveness. For any job to be

internally motivating, have personal growth and job satisfaction, and

work effectiveness, all five core job characteristics must be present.

Results of this study have indicated that the core job characteristics

are present in integrated education-practice roles. Data have

demonstrated that subjects find their integrated roles challenging and
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motivating, and they perceive their jobs as important, as having an

impact on others, and enriching themselves.

All of these findings are also supported by interview data

indicating that the majority of subjects do not want to be employed in

an institution that does not have integrated education-practice

appointments. Others indicated that if they were to move to such a

setting, they would seek to negotiate an integrated education-practice

appointment. Though data in this study have indicated weakness factors

of their roles that need redesigning, the subjects believe that the

education-practice role is the model of choice for the delivery of care

and teaching.

Administrative Factors Necessary for Success of Integrated Education

Practice Roles

Clear and Realistic Expectations Regarding Time Spent

Across Clinical, Educational and Research Responsibilities

The investigator acknowledges that within all institutions there

are organizational styles and limitations that are considered norms for

that institution. However, the need for clear and realistic

expectations emerged as a major theme both in regard to weaknesses of

current education-practice role areas and areas for needed change. It

included concerns about the lack of a clear definition of the nature of

one's expected commitment to each aspect of the total role as well as

about how much time should be spent in each area. Subjects accepted and

spoke to the fact that these integrated roles were more than a 40-hour

week.

The major concern was that when teaching and practice were such

high priorities, little or no time was left for research and
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publication. In fact, the results indicated that only a small

percentage of time was spent in research by the subjects. Many subjects

commented that, while each year they negotiated with their chiefs or

department chairs for "official" research time, the percentage of time

allotted to education and teaching subsumed research as part of the

faculty commitment. As one faculty subject summarized the situation:

"It's the time schedules. One shouldn't schedule in more than 40 hours.

There are unrealistic expectations about time and the role. I'm unable

to fit research into my schedule. If I want to do research, I do it on

my own time."

The lack of clear definition of one's time commitment was also

reflected in the Job Diagnostic Survey scores on task identify, the only

core job characteristic score that was not higher than the national

norm. Hackman and Oldham (1980) assert that when an individual's job

enables completion of a whole task that has a beginning and outcome, the

task if more meaningful to them; yet subjects did not perceive

themselves as having the time to adequately perform all aspects of their

role. So they may not have experienced the feeling of involvement in a

complete cycle of the role. The findings of this study are supported by

the writing of both Kent (1980) and Jezek (1980), who have stated that

the work loads of the education-practice roles may be overwhelming.

It would appear from the interview data that the administrative

hierarchy of institutions that have education-practice roles believe

that the composition of the integrated roles is understood, that their

expectations of role output are realistic, and that the lines of

demarcation between education, practice, and research are clear.

However, the incumbents of the role disagree.

*
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It was evident from the findings that clear and realistic

expectations for the education-practice roles did not exist for the

majority of those in such roles and that they viewed this factor as

critical to the continued success of the roles. This issue has

implications for nursing practice and research.

Feedback and Support from Supervisors and Peers

All but one subject responded that the only feedback they received

was their annual evaluation. One clinician responded "I suppose its the

same everywhere. When everything's going 0. K., you don't hear anything.

It's when things go badly you hear something."

Hackman and Oldham (1980) consider feedback as a core job

characteristic that is divided into two parts: First, feedback from the

job, a factor of the motivating potention scores, where the individual

is provided direct and clear feedback about the effectiveness of her

performance; secondly, feedback from others, others being co-workers or

supervisors. Because of the very strong interview response by subjects

regarding lack of feedback, it could be expected that the Job Diagnostic

Survey score for feedback would be lower than national norms. However,

the mean Job Diagnostic Survey scores indicate that there is no major

difference between the subjects' scores and the national norms. In

fact, subjects' scores were only slightly higher. This finding may have

resulted from the fact that subjects indicated that they received

feedback from students and some co-workers, but not from supervisors.

These results are supported by Hubbard (1981), who describes the

importance of feedback from patients and co-workers as a contributor to

the success of integrated roles.



63

Another theme discussed by subjects was that there was very little

support from immediate supervisors and a general feeling that their

chiefs and/or department chairs had no true understanding of their

integrated roles. The Job Diagnostic Survey scores for supervisor

satisfaction indicate that the study group score is slightly lower than

the national norm. There appeared to be no literature either supporting

or negating these data, but this issue cannot be dismissed as

unimportant. It has important implications for nursing.

The subjects argued that feedback is critical for the continued

success of integrated education-practice roles. They suggest the

development of peer support groups wherein open forum discussion could

occur and individuals could get support and guidance. This would

increase job satisfaction, motivation, and work effectiveness. It was

also seen as important to establish mechanisms by which incumbents of

integrated roles have more positive support and feedback from

supervisors.

Committed Leadership

Responding to the questions relating to what they perceived as

critical factors for the success of education-practice roles, subjects

described committed leadership as a critical factor. They listed

qualities such as being prepared to be a risk taker, being charismatic

and dynamic, and being a person who has a sound educational and clinical

background. If the leaders guiding institutions are not prepared to

take a stand on the education-practice role and help develop this model,

it will apparently be unsuccessful. Subjects also expressed the belief

that not all the profession is committed to such models and many of

today's educational and practice leaders are not prepared to give up
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existing domains of power and take the risks necessary for developing

such models.

It is interesting to note that the leaders of the institutions

where this study was undertaken are visionary, charismatic, dynamic

leaders and, under their leadership, education-practice roles are

successful. Whereas the first such integrated education-practice model

of nursing at the University of Florida flourished under one such

leader, after a change of leadership, the nursing model reverted back to

a more traditional one.

The leaders must be considered by the profession as influential so

they can recruit the qualified staff. Based on the study's data, the

investigator suggests that these leaders need the qualities Vance (1977)

refers to as "influence attributes." These are 1) scholarship

(well-educated, learned, knowledgeable), 2) intelligence (intellectual

strength, ability to think), 3) courage (risk-taking), 4 humanism

(skillful in interpersonal relationships, respect, concern and

sensitivity toward people; people-oriented), and 5) a sense of self

(self-confident, self-assertive). These qualities are especially

important if integrated education-practice models of nursing are going

to be developed more throughout the U.S.A.

Well-Qualified Faculty and Clinicians

The development of a cadre of well-qualified people who are

prepared to undertake an integrated role was considered essential to the

success of such roles, although it was acknowledge that this is a

lengthy process. This cadre must be knowledgeable and skilled in

teaching, practice, and research. Because more persons are obtaining a

Baccalaureate of Nursing as their basic nursing qualification and then

º
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quickly moving to graduate study, the pool of graduates available for

integrated roles will be becoming increasingly younger and will only

have limited clinical or teaching experience. Consequently, it will be

imperative that peer and supervisor support groups be available. Ford

(1979) supports the view that it takes time to develop the qualified

personnel to undertake such roles. Subjects question whether it was

necessary for each person with an integrated role to participate in

teaching, research, and practice. Perhaps it would be more realistic,

for example, if the research was a joint venture, with the questions

arising from the practice area and with the clinicians and faculty

working together to achieve a result.

Streamlined Communication Channels

Many subjects described the communication channels, including

paperwork and committees, that are necessary in making decisions and

achieving change, as excessive and a weakness of the integrated roles.

On one hand, they have a great degree of autonomy but, on the other,

they are hampered when many decisions take months to reach because of

the requirement that all committees agree. As one faculty subject

responded : "All the things that allow us to be flexible require

excessive paperwork and committee work. There's no such thing as a

simple decision and you lose credibility with staff because of time

delay. It's time consuming tying to get policies changed, waiting for

everybody to agree." While the subjects see this as a problem, the

investigator is not convinced that these communication channels differ

in volume of paper, committee work, or time periods from the traditional

education-practice arena, raising an interesting research question.
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Promotion Criteria that Recognizes Clinical Responsibilities

Many subjects expressed concern about the current promotion

criteria that are based primarily on teaching, research, and

publication. As one clinician responded: "How can one be very

proficient in all three areas? Yet we are judged on our academic role

for promotion. What is the clinical role really worth? And how does

one find time for research and publishing." Subjects expressed concern

that, for promotion purposes, the clinical role was not seen to be as

"important" as teaching or research. Yet the paradox of this dilemma is

that, because of teaching and clinical commitment, only 7%

(approximately 3 hours per week) is the weekly mean time spent on

research. Perhaps a support of the devaluing of the clinical role is

the fact that most of the literature relating to education-practice

roles speaks about what faculty can bring to practice and little about

what the clinician brings to education. The Job Diagnostic Survey

scores of subjects for pay satisfaction, security satisfaction, and

job-choice-growth-need were lower than the national norm, indicating

greater needs for such factors as economic rewards and vacations more

than personal development. In contrast to the intrinsic aspects of the

integrated role, which seem quite motivating, these lower scores for

growth-need strength indicate an area of extrinsic dissatisfaction that

may be related to the promotion process and the financial and security

rewards it provides.

Summary of Administrative Factors

This study has identified administrative factors that the subjects

perceive as critical factors for the success of integrated roles. These

factors evolved from discussions of perceived weakness factors, changes
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that need to be made, and those factors critical to make such roles

successful. The factors identified will not be resolved quickly, but

they all have implications for nursing practice and nursing research.

Limitations of the Study

Although the subjects were very homogenous in the demographic

variables, a limitation of this exploratory study is the sample size of

forty-four. Secondly, since the deans and directors of nursing were

asked to provide the investigator with a list of faculty and clinician

who had held an integrated appointment for two years, the

generalizability of the data may be limited by any bias in the methods

chosen to provide these lists.

Implications for Research

This study has generated several research questions. First, in

order to accurately determine if the factors identified in this study

are valid, a replication of this study with a larger sample population

should be undertaken. Second, it would be important to determine if the

factors identified are unique to integrated education-practice roles.

Therefore, a comparative study of faculty and clinicians within

integrated roles and faculty and clinicians not having integrated roles

would be recommended. Third, as subjects of this study have strongly

indicated, role modeling for students is a strength of the role. A

study of student perception of faculty and clinicians with integrated

roles validate this belief. Fourth, the impact of clinician input

teaching, practice, and research needs to be studied as this might

assist in developing criteria for evaluating clinical responsibilities

and clinical promotion criteria. Fifth, administrations' and senior

faculty's perceptions of expectations of integrated roles may resolve
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some of the dilemma pertaining to realistic expectations. Sixth, a

study to identify what are realistic expectations for persons with

integrated roles would be important. Seventh, as subjects discussed the

unrealistic expectations and their resultant stress, the issue of

burnout arose. It would be interesting to do a study comparing the

burnout rate for faculty and clinicians with integrated

education-practice roles to faculty and clinicians in traditional roles.

Finally, as there are differences between faculty and clinician scores

on different Job Diagnostic Survey scores, a comparative study

identifying more specific perceptions about each variable may yield

valuable data that may explain these differences.

Implications for Nursing

This exploratory study has identified personal and administrative

factors for the success of integrated education-practice roles. Core

job characteristics that lead to motivation, job satisfaction, and work

effectiveness have been demonstrated to be present in integrated

education-practice roles.

If the nursing profession believes that "Nursing's fullest

potential in delivery of health care is contingent upon the unification

of nursing service and nursing education" (Christman, et al., 1979, p.

158), then it behooves the profession to be cognizant of the finding of

the study. In the planning, implementing, and/or reassessing of

integrated education-practice models of nursing, the administrative and

personal factors identified in the study should be addressed in the

philosophy, goals, framework of the model, and design of the integrated

role.
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Within such models, mechanisms should be found to establish clear

and realistic expectations and define how one's responsibility is to be

allocated across teaching, practice, and research. Perhaps it is time

within such models for serious reconsideration of just what an

individual can accomplish while continuing to maintain the quantity and

quality of work outcomes that produce job satisfaction.

Rather than having expertise in teaching, practice, and research,

it may be more realistic to expect persons with integrated roles to have

expertise in two of the three components and have only a sound knowledge

of the third component. The basic premise behind such an approach is

that varied persons collaborating in teaching practice or research will

produce outcomes of high quality and quantity, while still maintaining

the integrity of the integrated philosophy. For example, if research

questions are to come from the clinical area and/or be clinically based,

research collaboration between the clinician and the faculty member,

both of whom have expertise in that area should be encouraged. Such

collaboration would be both enriching and the responsibility is shared.

This approach may more effectively allow both clinicians and faculty to

be actively involved in research and still accommodate their teaching

and clinical responsibilities. Research collaboration and joint

authorship is considered justified and acceptable by other disciplines,

yet in many cases within nursing, solo research and publication are

expected. Collaboration for research should not be seen as a move away

from the philosophy of education, teaching, and research being

integrated into one role, but rather of an even closer integration with

two persons working as one and combining their knowledge, skill, and

experience, working together to produce effective results. Research
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questions and results may be even richer by this combination while the

time of both the clinician and faculty would be more efficiently used.

As the pool of qualified graduates develops and begins to undertake

integrated education-practice roles, these individuals will in the main

be in the 25-35 age group and will be relatively inexperienced in either

clinical practice and teaching. Yet the nature and complexity of

integrated education-practice role requires incumbents of such roles to

have expertise in teaching, practice, and research. To enable these

graduates to adapt, develop expertise, and fulfill the institution's

expectations, the development of peer support groups, also direction,

feedback and support from immediate chief, department chair, etc., is

essential. Commitment to the method and outcomes of the integrated

education-practice roles must be equal to the commitment expressed to

their underlying philosophy.

Paramount to the development of integrated education-practice

models of nursing is the development of evaluation tools, ongoing

evaluation of such models, and the publication of evaluation results.

Only through continued research will the profession fully understand the

effects of integrated education-practice roles and the factors that

enhance their success.
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Appendix I

San Francisco, CA 94.122

Dear Dean/Director of Nursing Service:

As part of my master's in science program at the University of
California, San Francisco, I am writing a thesis. The study I am
undertaking is entitled "Factors That Contribute to the Success of
Integrated Education-Practice Roles as Perceived by Incumbents of These
Positions." This is an area in which there has been little or no
research done, but I believe is very important, especially if the schism
between education and practice is to be reduced.

Because your school/medical center has such appointments, I am
asking for your support of this study. Should you agree to participate,
would you send me a list of faculty/clinicians who have held such
appointments for two or more years? From this list a convenient sample
will be made and those individuals selected will be contacted by me and
asked to participate in the study. Respondents to this request and your
institution are ensured of confidentiality and anonymity.

Participation in the study consists of completing a demographic
survey and a job diagnostic survey, both of which will take
approximately 45 to 60 minutes and which will be followed by an
interview taking approximately 60 minutes. I would also like to meet
with you and discuss our views on integrated education-practice roles
since I believe your views will be a valuable contribution to the study.

Upon completion of the study, I would be happy to send you a copy
of the results and also forward an abstract of the study results to all
persons who participated in it.

-

I anticipate being in for the week of to

conduct the interviews. If I receive a favorable response to my
request, I will contact you to arrange an interview appointment.

I would be happy to furnish you with any other information you may
require and enclose the names of my thesis committee members.

Thank you for our assistance in this matter.

Sincerely yours,

Joyce W. Edwards
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Thesis Committee

Dr. Sandra Weiss, RN, DNS, FAAN (Chair Person)
Associate Dean for Academic Programs
University of California, San Francisco

Dr. Anne Davis, RN, PhD, FAAN
Professor, Department of Mental Health and Community Nursing
University of California, San Francisco

Dr. Marilyn Flood, RN, PhD
Deputy Director of Nursing Service
Moffitt Hospital
University of California, San Francisco
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Appendix II

San Francisco, CA 94.122

Dear

I am a master of nursing science student at the University of
California, San Francisco. As a part of my course I am writing a
thesis. My study is to identify factors that contribute to the success
of integrated education-practice roles as perceived by incumbents in
those positions and I would like you to participate in my study.

I believe that this is an area in which little research has been

done, but is very important, especially if such roles/models are to
increase throughout the U.S. To me it also has an international
significance; as an Australian, I hope to see such models developed and
implemented in Australia.

Your participation would consist of completing a demographic
questionnaire and job diagnostic survey that should take a maximum of
one hour, and being interviewed by me later in the year, which should
take an estimated 60-90 minutes.

Your name was selected from a list of faculty and clinical staff
sent to me by your dean. As I indicated in my correspondence with your
dean, all individuals participating in this study will remain anonymous
and confidentiality is ensured by the use of coding methods. Your
return of the completed questionnaire and survey will be considered your
informed consent.

I enclose the questionnaire, survey, and a tentative interview
schedule. Because of distances involved, if you would indicate three
times and days that you would be available for interview, and upon
receipt of this information I will contact you by telephone to finalize
details. If there are questions on either the questionnaire or survey
you do not wish to answer, please leave blank and likewise during the
interview, please feel free to not answer any question.

All records will be stored in a safe place and will be destroyed on
completion of the study unless you give permission that they be used in
a later study, in which case they will be stored in a safe place but
your identification will have been destroyed.

I would like to interview you about your perceptions of your
integrated education-practice role during the week of
when I will be in to collect data. On completion
of the study a copy of the results will be sent to you if you would like
to see them. I hope that you will agree to participate in this study.
I know your time is valuable, but I believe this study is important and
I will endeavor not to inconvenience you in any way. Thank you for your
time.

Sincerely yours,

Joyce W. Edwards
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Interview preference time:

NAME Telephone: business

home

Please choose 3 times and rank in order of preference; if another time is more
convenient, please add:

Wed Fri Sat SunTime Mon

9:30–11:00 a.m.
-

10:00–11:30 a.m.

1:00–2:30 p.m.

2: 30-4:00 p.m.

6:00-7:30 p.m.

7:00–8:30 p.m.

your choice:

ThursT u e s

On finalization of interview schedule, your name and telephone number will be
destroyed.

I DO/DO NOT object to data collected for this study being kept for further

studies (please circle your answer).
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14.

Appendix IV

QUESTIONNAIRE

Sex:

Age:

Your basic nursing education was:

_ Associate Degree Program
Diploma School Program
Baccalaureate Degree Program

_ Other (please specify)

3.1
3.2
3.3
3.4

Code No.

(1:1-4) 8l.

Year graduated from basic program: 19

Number of years employed in present education institution:

Number of years employed in present clinical institution:

Number of years employed full-time in nursing education:

Number of years employed full-time in service setting:

Your title in education:

9. 1 Assistant Professor

9.2 Associate Professor

9.3 Full Professor

9.4 Other (please specify)

Your title in clinical field:

Your status in education:

ll. 1 Tenured

ll. 2 Non-tenured

ll.3 Presently awaiting tenure decision

ll. 4 Not applicable

Highest degree held at present time:

12.1 MA/MA in Nursing

12.2 MA/MS in related discipline
12.3 Doctorate in Nursing

12.4 Doctorate in related discipline

12.5 L Other (please specify)

Presently in graduate study?
13.1 Yes (please specify degree sought)

13.2 No

What would be an approximate percentage of your time spent
each week in:

a. Education activities in the academic setting

b. Clinical practice

c. Clinical teaching

d. Research

e. Staff development/consultation
f. Other

(1:8)

(1: 9)

(1:10)

(1:11)

(1:12-13)

(1:14-15)

(1:16–17)

(1:18–19)

(1:20)

(1:21)

(l: 22)

(1:23)

(1:24)

(1:25)
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Appendix V

JOB DIAGNOSTIC SURVEY

Section One

This part of the questionnaire asks you to describe your job as objectively as you can.
Please make your description as accurate and objective as you possibly can.

For the following statements you are to circle which is the most accurate description
of gour job.

1. To what extent does your job require you to work closely with other people
(either "clients," or people in related jobs in your own organization)?

l 2 3 4 5 6 7

l: 27 Very little; Moderately; some deal
dealing with ing with others is
other people necessary.
is not at all essential and crucial

necessary in part of doing the
doing the job. job.

Very much; dealing
with other people is
an absolutely

2. How much autonomy is there in your job? That is, to what extent does your job
permit you to decide on your own how to go about doing the work?

l 2 3 4 5 6 7

l: 28 Very little; the Moderate autonomy; many Very much; the job
job gives me almost things are standardized gives me almost
no personal "say" and not under my con- complete responsi
about how and when trol, but I can make bility for deciding
the work is done. some decisions about how and when the work

the work. is done.

3. To what extent does your job involve doing a "whole" and identifiable piece of work?
That is, is the job a complete piece of work that has an obvious beginning and end?
Or is it only a small part of the overall piece of work, which is finished by other
people or by automatic machines?

l 2- 3- 4 5 6 7

l: 29 My job is only a tiny My job is a moderate- My job involves doing
part of the overall sized "chunk" of the the whole piece of work,
piece of work; the overall piece of from start to finish;
results of my work; my own contri- the results of my
activities cannot bution can be seen activities are easily
be seen in the in the final out- seen in the final

final product or COme . product or service.
service.

4. How much variety is there in your job? That is, to what extent does the job require
you to do many different things at work, using a variety of your skills and talents?

l 2 3 4 5 6 7

l: 30 Very little; the job Moderate variety. Very much; the job
requires me to do
the same routine

things over and
over again.

(1)

requires me to do
many different things,
using a number of
different skills and
talents.

*.

s
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l: 34

1: 35

1: 36

1: 38

l: 39

5. In general, how significant or important is your job? That is, are the results of
your work likely to significantly affect the lives or well-being of other people?

: 33

l 2 3- 4 5

Not very significant; Moderately significant.
the outcomes of my work
are not likely to have
important effects on
other people.

6 7

Highly significant; the
outcomes of my work can
affect other people in
very important ways.

To what extent do managers or co-workers let you know how well you are doing
on your job?

l 2 3- 4 5

Moderately; sometimes
people may give me
"feedback"; other
times they may not.

Very little; people
almost never let me
know how well I am

doing.

6 7

Very much; managers or
co-workers provide me
with almost constant
"feedback" about how
well I am doing.

To what extent does doing the job itself provide you with information about your work
performance? That is, does the actual work itself provide clues about how well you
are doing-aside from any "feedback" co-workers or supervisors may provide?

l 2- 3 4 5 6 7

Moderately; sometimes
doing the job provides
"feedback" to me; some
times it does not.

Very little; the job
itself is set up so
I could work forever

without finding out
how well I am doing.

Section Two

Listed below are a number of statements which could be used to describe a job.

Very much; the job is
set up so that I get
almost constant "feed
back" as I work about

how well I am doing.

You are

to indicate whether each statement is an accurate or an inaccurate description of your
job. Once again, please try to be as objective as you can in deciding how accurately
each statement describes your job.

Write a number in the blank beside each statement, based on the following scale:

How accurate is the statement in describing your job?

l 2 3 4 5 6 7

Very Mostly Slightly Uncertain Slightly Mostly Very
Accurate Accurate AccurateInaccurate Inaccurate Inaccurate

work from beginning to end.

The job requires a lot of cooperative work with other people.

The job requires me to use a number of complex or high-level skills.

The job is arranged so that I do not have the chance to do an entire piece of

4. Just doing the work required by the job provides many chances for me to figure
out how well I am doing.

5. The job is quite simple and repetitive.

-

6. The job can be done adequately by a person working alone—without talking or
checking with other people.

about how well I am doing in my work.
7. The supervisors and co-workers on this job almost never give me any "feedback"

º,

s

(2)
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l: 43

l:44

l: 45

1: 46

1: 49

1 : 50

l:51

l: 52

l: 53

l: 54

1 : 55

8. This job is one where a lot of other people can be affected by how well the
work gets done.

9. The job denies me any chance to use my personal initiative or judgment in carrying
out the work.

10. Supervisors often let me know how well they think I am performing the job.

ll. The job provides me the chance to completely finish the pieces of work I begin.

12. The job itself provides very few clues about whether or not I am performing well.

13. The job gives me considerable opportunity for independence and freedom in how I
do the work.

14. The job itself is not very significant or important in the broader scheme of
things.

Section Three

Now please indicate how you personally feel about your job. Each of the statements below
is something that a person might say about his or her job. You are to indicate your own
personal feelings about your job by marking how much you agree with each of the statements.

Write a number in the blank for each statement, based on this scale:

How much do you agree with the statement?

l 2 3 4 5 6 7

Disagree Disagree Disagree Neutral Agree Agree Agree
Strongly Slightly Slightly Strongly

1. It's hard, on this job, for me to care very much about whether or not the work
gets done right.

2. My opinion of myself goes up when I do this job well.

3. Generally speaking, I am very satisfied with this job.

4. Most of the things I have to do on this job seem useless or trivial.s
1 : 56

1 : 57

1 : 58

1 : 59

1: 60

l: 61

I usually know whether or not my work is satisfactory on this job.

I feel a great sense of personal satisfaction when I do this job well.

The work I do on this job is very meaningful to me.

8. I feel a very high degree of personal responsibility for the work I do on
this job.

9. I frequently think of quitting this job.

10. I feel bad and unhappy when I discover that I have performed poorly on this job.

ll. I often have trouble figuring out whether I'm doing well or poorly on this job.

12. I feel I should personally take the credit or blame for the results of my work
on this job.

13. I am generally satisfied with the kind of work I do in this job.

14. My own feelings generally are not affected much one way or the other by how well
I do on this job.

15. Whether or not this job gets done right is clearly my responsibility.

(3)
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l: 6.3

1:64

1: 65

l: 66

1:67

1: 68

l: 69

1: 70

l: 71

1:72

1: 73

1:73

1:75

1:76

Section Four

Now please indicate how satisfied you are with each aspect of your job listed below.
Once again, write the appropriate number in the blank beside each statement.

How satisfied are you with this aspect of your job?

l 2 3 4 5 6 7

Extremely Dissatisfied Slightly Neutral Slightly Satisfied Extremely
Dissatisfied Dissatisfied Satisfied Satisfied

The amount of job security I have.

The amount of pay and fringe benefits I receive.

The amount of personal growth and development I get in doing my job.

The people I talk to and work with on my job.

The degree of respect and fair treatment I receive from my boss.

. The feeling of worthwhile accomplishment I get from doing my job.

The chance to get to know other people while on the job.--
The amount of support and guidance I receive from my supervisor.

The degree to which I am fairly paid for what I contribute to this organization.

The amount of independent thought and action I can exercise in my job.l O

ll. How secure things look for me in the future in this organization.

12. The chance to help other people while at work.

13. The amount of challenge in my job.

14. The overall quality of the supervision I receive in my work.

Section Five

Now please thin of the other people in your organization who hold the same job you do.
If no one has exactly the same job as you, think of the job which is most similar to
yours. Please think about how accurately each of the statements describes the feelings
of those people about the job. It is quite all right if your answers here are different
from when you described your own reactions to the job. Often different people feel
quite differently about the same job. Once again, write a number in the blank for each
statement, based on this scale:

How much do you agree with the statement?

l 2 3 4 5 6 7

Disagree Disagree Disagree Neutral Agree Agree Agree
Strongly Slightly Slightly Strongly

1. Most people on this job feel a great sense of personal satisfaction when they do
the job well.

2. Most people on this job are very satisfied with the job.

3. Most people on this job feel that the work is useless or trivial.

4. Most people on this job feel a great deal of personal responsibility for the
work they do.

5. Most people on this job have a pretty good idea of how well they are performing
their work.

6. Most people on this job find the work very meaningful.

(4)
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2: 9

2 : lo

7. Most people on this job feel that whether or not the job gets done right is clearly
their own responsibility.

8. People on this job often think of quitting.

9. Most people on this job feel bad or unhappy when they find that they have
performed the work poorly.

10. Most people on this job have trouble figuring out whether they are doing a good
or bad job.

Section Six

Listed below are a number of characteristics which could be present on any job. People
differ about how much they would like to have each one present in their own jobs. We are
interested in learning how much you personally would like to have each one present in
gour job. Using the scale below, please indicate the degree to which gou would like to
have each characteristic present in your job. NOTE: THE NUMBERS ON THIS SCALE ARE
DIFFERENT FROM THOSE USED IN PREVIOUS SCALES.

4 5 6 7 8 9 10
Would like Would like Would like

having this having this having this
only a very much extremely
moderate much
amount

(or less)

. High respect and fair treatment from my supervisor.

. Stimulating and challenging work.

. Chances to exercise independent thought and action in my job.

. Great job security.:
2 : lz

2 : 13

2 : 14

2: 15

2 : 16

2: 17

2 : 18

2 : 19

2: 20

2:2 l

2 : 22

. Very friendly co-workers.

. Opportunities to learn new things from my work.

. High salary and good fringe benefits.

8. Opportunities to be creative and imaginative in my work.

9. Quick promotions.

10. Opportunities for personal growth and development in my job.

ll. A sense of worthwhile accomplishment in my work.

Section Seven

People differ in the kinds of jobs they would most like to hold. The questions in this
section give you a chance to say just what it is about a job that is most important to
you.

For each question, two different kinds of jobs are briefly described. You are to
indicate which of the jobs you personally would prefer-if you had to make a choice
between them.

In answering each question, assume that everything else about the jobs is the same. Pay
attention only to the characteristics actually listed.

TWO EXAMPLES ARE GIVEN BELOW:

(5)
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JOB A

A job requiring work with
mechanical equipment most
of the day.

1------------------ 2--------------

Strongly Slightly
Prefer A Prefer A

JOB B

A job requiring work with
other people most of time
day.

----3-------------------- 4------------------ 5

Neutral Slightly Strongly
Prefer B Prefer B

If you like working with people and working with equipment equally well, you would circle
the number 3, as has been done in the example.

Here is another example. This one asks for a harder choice—between two jobs which both
have some undesirable features.

JOB. A

A job requiring you to
expose yourself to
considerable physical.
danger

1------------------ 2--------------

Strongly Slightly
Prefer a Prefer A

JOB B

A job located 200 miles
from your home and family.

----3-------------------- 4------------------ 5

Neutral Slightly Strongly
Prefer B Prefer B

If you would slightly prefer risking physical danger to working far from your home, you
would circle number 2, as has been done in the example.

JOB. A

l. A job where the pay is very good.

JOB B

A job where there is
considerable opportunity

2:23 to be creative and
innovative.

1- 2 3 4 5

Strongly Slightly Neutral Slightly Strongly
Prefer A Prefer A Prefer B Prefer B

JOB. A JOB B

2. A job where you are
often required to

2:24 make important

A job with many pleasant
people to work with.

decisions.

1- 2 3 4 5

Strongly Slightly Neutral Slightly Strongly
Prefer A Prefer A Prefer B Prefer B

JOB A JOB B

3. A job in which greater
responsibility is

2:25 given to those who do
the best work.

A job in which greater
responsibility is given
to loyal employees who
have the most seniority.

l 2-- 3 4 5

Strongly Slightly Neutral Slightly Strongly
Prefer A Prefer A Prefer B Prefer B.

(6)

(7

*

s
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JOB A

4. A job in an organization
which is in financial
trouble—and might have
to close down within

JOB B

A job in which you are
not allowed to have any
say whatever in how your
work is scheduled, or in

the year. the procedures to be used
in carrying it out.

l 2- 3 4 5

Strongly Slightly Neutral Slightly Strongly
Prefer A Prefer A Prefer B Prefer B

JOB A JOB B

A very routine job. A job where your co-workers
are not very friendly.

l 2- 3 4 5

Strongly Slightly Neutral Slightly Strongly
Prefer A Prefer A Prefer B Prefer B

JOB A JOB B

A job with a supervisor A job which prevents you
who is often very from using a number of
critical of you and skills that you worked
your work in front of hard to develop.
other people.

l 2 3 4 5

Strongly Slightly Neutral Slightly Strongly
Prefer A Prefer A Prefer B Prefer B

JOB. A JOB B

A job with a supervisor who A job which provides
respects you and treats you constant opportunities
fairly. for you to learn new and

interesting things.

1- 2 3 4 5

Strongly Slightly Neutral Slightly Strongly
Prefer A Prefer A Prefer B Prefer B

JOB. A JOB B

8. A job where there is a A job with very little
real chance you could chance to do challenging
be laid off. work.

l 2 3 4 5

Strongly Slightly Neutral Slightly Strongly
Prefer A Prefer A Prefer B Prefer B

(7)
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JOB. A

9. A job in which there is a
real chance for you to

: 31 develop new skills and
advance in the organization.

JOB B

A job which provides lots
of vacation time and an

excellent fringe benefit
package.

l- 2 3 4 5

Strongly Slightly Neutral Slightly Strongly
Prefer A Prefer A Prefer B Prefer B

JOB. A JOB B

10. A job with little freedom and A job where the working
independence to do your work conditions are poor.

: 32 in the way you think best.

l 2 3 4 5

strongly Slightly Neutral Slightly Strongly
Prefer A Prefer A Prefer B Prefer B

JOB A JOB B

ll. A job with very satisfying A job which allows you
teamwork. to use your skills and

: 33 abilities to the fullest
extent.

l 2 3 4 5

Strongly Slightly Neutral Slightly Strongly
Prefer A Prefer A Prefer B Prefer B

JOB A JOB B

12. A job which offers little or A job which requires you
no challenge. to be completely isolated

: 34 from co-workers.

l 2 3 4 5

Strongly Slightly Neutral Slightly Strongly
Prefer A Prefer A Prefer B Prefer B

(8)
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:
o

11.

12.

13.
14.

15.

16.

17.

18.

Appendix VI

Interview Questions

Please describe your present position.
How does this differ from your previous position?
What do you see as the strength of integrated education-practice
roles?

What do you see as the weaknesses of integrated education-practice
roles?

What do you like about your integrated education-practice role?
What do you dislike about your integrated education-practice roles?
What do you see as constraints in the integrated role?
Does such a role place constraints upon you?
What are your responsibilities in your secondary role?
How did you establish credibility with other faculty and a clinical
staff 2

It has been stated that integrated education-practice roles have
been effective in reducing staff turnover. What is your view?
Likewise, it has been stated that such roles have been effective in
reducing reality shock. What is your opinion?
Do you receive feedback from peers, students, and your supervisor?
Could you see yourself employed in a school of nursing or nursing
practice setting which does not have integrated education-practice
appointments?
Is there anything you would like to change about your integrated
role?

Why do you think integrated education-practice models of nursing
have not developed more throughout the U.S. A. ?
Is there anything you would change about your institution's
philosophy?
If you were going to establish an integrated education-practice
model of nursing, what do you think are the important criteria,
necessary for the model to be successful?
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