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Abstract:

This exploratory descriptive study identifies the personal and professional profile of nurse
administrators today. These nurse administrators function in nongovernmental acute care hospitals. The
conceptual framework of this study was organized around the sources of influence through formal and
functional power as identified in the publications of Stevens (1980a; 1980b) and Mersey and Blanchard
(1982). Dimensions of the organizational position were derived from national standards.
Responsibility, authority, and personal and professional characteristics which contribute to
administrative role were studied. Mentor-network relations which contribute to role development were
identified.

The study population was 35 nurse administrators in acute care hospitals in Montana. A questionnaire
was mailed to nurse administrators in order to identify- the personal and professional characteristics
which define the administrative role. All returns were found acceptable for data analyses. Descriptive
statistics were used to develop a group profile. Findings were compared with nationwide studies
conducted by the American Society of Nursing Service Administrators and the American Hospital
Association. The rural nature of Montana hospitals was identified as an extraneous variable in
comparisons.

Findings of this study included similarities and differences between the national profile and the profile
in Montana. Montana nurse administrators are following the nationwide trend for higher credentialling.
There is increased educational preparation in nursing administration, greater participation in corporate
affairs, and major responsibility for the department of nursing. Influence within the corporation is equal
to, or greater than, the responsibility held by Montana nurse administrators. Professional mentor and
network relationships are important concepts for administrative role development.
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ABSTRACT

This exploratory descriptive study identifies the personal and
professional profile of nurse administrators today. These nurse
administrators function in nongovernmental-acute care hospitals. The
conceptual framework of this study was organized around the sources of
influence through formal and functional power as identified in the
publications of Stevens (1980a; 1980b) and Hersey and Blanchard (1982).
Dimensions of the organizational position were derived from national
standards. Responsibility, authority, and personal and professional
characteristics which contribute to administrative role were studied.
Mentor-network relations which contribute to role development were
identified. : ;

The study population was 35 nurse administrators in acute care-
hospitals in Montana. A questionnaire was mailed to nurse
administrators in order to identify the personal and professional
characteristics which define the administrative role. A1l returns were
found acceptable for data analyses. Descriptive statistics were used
to develop a group profile. Findings were compared with nationwide -
studies conducted by the American Society of Nursing Service
Administrators and the American Hospital Association. The rural nature
of Montana hospitals was identified as an extraneous variable in
comparisons.

Findings of this study included similarities and differences
between the national profile and the profile in Montana. ‘Montana nurse
administrators are following the nationwide trend for higher
credentialling. There is increased educational preparation in nursing
administration, greater participation in corporate affairs, and major
responsibility for the department of nursing. Influence within the
corporation is equal to, or greater than, the responsibility held by
Montana nurse administrators. Professional mentor and network
relationships are important concepts for administrative role
development. :




CHAPTER 1
INTRODUCTION

Experien;e as a nurse éxecutiye jn a rural Montana Hospité1‘has
ﬁrovided the basis of interest for this statewide research study.
Professional mentor-network relationships in the practice setting Were
a powerful influence in career development for this researcher.
Personal experience has increased interest in the influence held by
nurse administrators and in mentor-network relationships of nurse ad-
ministrators in Montana.

In order to clarify the setting in which nursing administrators
in Montana function, the rural nature of Montana and of the acute care
hospitals are identified. Federal rules and regulations, accreditation
.standards, national nursing and hospital organization standards and
guidelines, provide a basis for comparison between roles and respon-
sibilities of nurse administrators in Montana and nurse administrators
natidnwidé. Deviation between national standards ana Montana standards
may be attributed to thé sparse population and the relative isolation
of some hospitals and nurse administrators. Data related fo the extent
and impact of mentor-network relationships on position acquisition gnd
career success validate the concepts as sources of influence for
>Monténa nurse administrators.

The nurse administrator, responsible for the'department of nursing,

also holds responsibility for the major portion of the institutional
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budget and the largest nuﬁber of organizational employees (SteVens,
1978b). The nursing administrator is a nursing leader functioning
within a position which requires both clinical nursing skills and admi-
nistrative expertise. Increased complexity of health. care, exploding
medical technology, and the expanding role of the nurse are axiomatic
of the dual role of the nurse executive (Stevens? 1980a).

The rural nature of the health care delivery system serves to iso-
late most of the nursing administrators in Montana. ' There 1s.a wide
diversity in size and services offered by Montana hospitals. Climatic
conditions and distance to other acute care facilities serve to magni-
fy health care de]ivery problems in rural hospitals. To understand
the role and responsibilities of nurse admjnistrators in Montana, some
perspective of the chdracteristics'of the state, population, hospital
size, and managemént require c]arificétion.

Montana, the fourth largest state in the nation, is rich in
natural resources, beauty, and land. Montana 1§ a]so thinly populated.
In the state's 145,392 square mile area there are only 5.4 persons per
square mile. Qver 47 percent of the population is considered rural
(Census,  1980). Areas of Montana are des1gnated as medically under-
served due to a maldistribution of health care prov1ders. Coordwnated
efforts have been made in recent years for upérading of emergency medi-
cal services and the rapid'transportbof patient froh primary to ter-
tiary health centers.
| Nationally there are over 7,000 acute care hosp1ta1s (AHA, 1981).
'Approx1mate1y 1.2 m1111on professional nurses are emp]oyed in the

United States, two-thirds are employed in hospitals (The American
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Nurse, 1983). In the 56 counties of Montana there are 60 nongovern-
mental acute care hospitals. The 1argestnacute care hqspital has 282
beds, five hqspita]s.have from 200—282’beds, and six hospita1s have
100-200 beds. Of the:remaining 49 hQspitajs the average is 28 beds
(MSDHES, 1983). Approximately one-half of all acute care.hospitals in
Montana are combined with Tong-term facilities or have allocated acute
care beds as swing beds (AHA, 1981). Services vary greatly in hos-
pitals in Montana and are totally dependent upon physician population.

Financial viébi1ity is increasingly difffcu]t for nonprofit hos-
pitals. Many of Montana's 60 acute care hospitals have entered into
management contracts or some other contractual agfeement with hospital
corporations. Six hospitals operate under church ownership,vfour are
county owned, two have corporate ownership, and the 48 remaining hos-
pitals are nonprofit corporations, districts, or authorities. Oniy 19
6f the 60 hospitals are accreditéd by the JoianCommission on
Accreditation of .Hospitals "(MSDHES, 1983).

Despite the continuaf increase of men in the profession, nursing
‘remains a profession dominated by women. Women in management positions
are in the majority. The role of women in executive posifions will
affect any reséarch on aspects of nursing administration at this time.
It is recognized that a focus on women's roles is beyond the scope of

this research study.
Purpdse of the Study

- The purpose of this exp]orafory descriptive study is the develop-

ment of a professional profile of nursing service administrators in
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acute care hospftals in Montana. The professional profile includes
personal and professionai characteristics and current roles, respon-
sibilities, and influences. Comparison of similarities and differences
between Montana ﬁurse administrators and nurse administrators.nation—
wide was ﬁade possible, since the instrument used was an adaptation of
the 1977 total universe survey of nursing admiqistrators in hospitals
by the American Society‘of'Nursing Service Administrators of the
American Hospital Association (ASNSA, 1980b). Mentor-network rela-
tionships, as a facet of career development and advancement, was a part
of the information requested in order to complete the profile.
National guidé]ines provided the framework.for considering role enact-

ment within one crucial dimension of administration, that of influence.
Statement of the Problem

The problem was to develop a profile of nurses in nursing admin-
istrative positions which provide information salient to the role of
- nursing administration in acufe care hospitals {n Montana. The data
obtained will aid in answering questions re]at;d to level of respon-
sibilities, sources of influence thrqugh power bases, educational pre-
paration, employment conditions, and the importance of mentor-network

relationships in position acquisition and role development.
Definition of Terms

For the purpose of this study, the definition of terms is a com-

posite from the review of literature.
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Nurse administrator: The highest ranking nurse in the organizational
structure of an acute care hospital and an active membér.of
executivé manégement.

Influence: Possession of sources of power which affect compliance,
motivation, and the behavior of others. |

Professional Network: Mutual interaction with professional contacts

who provide information, advice, and moral support for career
development and advancement.

Professional Mentor: An experienced professional who acts as a guide

for a less experienced professional to aid in the development of
professional expertise and for career advancement.

Sources of Influences: The formal power grantéd by the corporate posi-

tion and the functional power which combines ‘personality, behav-
ior, and perceived expertise and posifion.

‘Organizational Position: The hierarchical position occupied by the

nurse administrator in the acute care hospital administrative

structure.

Career Success: The se]F—perception of achievement of professional

position and goals, as evidenced by acquisition of both formal
and functional power.

Formal Power: Power derived from delegated authority and

responsibility based on organizational factors.

Functional Power: Power based on the individual characteristics of

the leader.

Professional Role: The achieved role of nurse executive which is a

synthesis of nursing and management.
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Conceptual Framework

The conceptual framework for this study i$ organized around the
concept of influence and is drawn from the publications of Stevens
(1980a; 1980b) and Hersey and Blanchard (1982). Major .complex
variables examined in this study are sources of influence, organiza-.
tional positjon, and career success.. Career success will be considered
only in relation to achievement of the ro]eé‘and respoqsibi]ities as
indicated in national guidelines. Network and_méntorship Tinkages are
concomitant variables identified to validate their effect on role devel-

opment and position acquisition.

The Model

| The conceptual model in Figure‘l i1lustrates the coﬁstructs, con-
cepts, variables, measures, and their proposed directional rela-
tionships. Each arrow represents the direction of'the relationship
assumed by this researcher to exist. A broken line.indicates that a
direct effect was postulated, however, it was beyond the scope of this
study to validate effect. No effort was made for antecedent ordering
of the variables thought by this researcher to influence success in
nursing administration.

The model was developed from narrative descriptions by Stevens -
(1980a; 1980b) and Hersey and Blanchard (1982). The model is an |
interpretation of concepts of formal and functional pdwer defined in
their publications. Organizational position encompasses fhe role, func-
tions, and qualifications of the nurse administrator as designafed by

the Health Financing Administration, Department of Health and Human




Sources of ) +

Influence

Forma

1 Power] | Functional Power

| ~

1. Reward 1. Expertise:
system | a) nursing
control b) management

c) public
relations

2. Sanction {| 2. Ability to
control set and

communicate
professional

3. Resource goals
control 3. Network re-

lations and
: linkages in
cision and out of

Organizational +

Position

Career

Success

. Professional Role

‘1. Division management and control

2. Formal and informal organizationa]
decision-making

. Membership on physician comm1ttees

. Membership on trustee committees/

boards ,

Status symbols/support systems

Environment reflecting authority

Title of authority

Clinical and management preparation

Activity in professional organizations

. Political activity/community visibility

Bw

QWO NOYO
e e s o »

4, De
making the
authority organization
I
Sources of Organ1zat1ona1 Power:

Stevens
Hersey and B]anchard

~ ASNSA Questionnaire

Figure

1. Conceptual Model
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Services (1982), Joint Commission for Accreditation of Hospitals
(1983), American Nurses' Association (1982),‘Nat1bna1 League for
Nursing (1980), American Society of Nursing Administfétors of the
@merican Hospital Association (1979; -1980a), and the American Hospital
Association (1979). . The standards were éompressed into ten‘broad
categories. Organizational position was measured us1ng an adaptation
of the American Society of Nursing Administrators®' 1977 survey of
nursing service édministratorsrin acute care hospitals (1980b) and
supplemental 1tems developed by the researcher. Sources of influence
are assumed to positively affect organizational position and to .

influence the dependent variable, career success.

Discussion of the Variables

An acute care hospital is a comp]ek social system with
interrelated subsystems. In order for administration to control and
coordinate organizational activities, there is the assumption of a
hierarchal power system. The hospital, considered a funﬁtiona]
or-ganization, has two lines of éuthority;‘the administrative . and
professional (Etzionni, 1964). Stevens' (1980a) descriptive model of
nursing administrétion reflects this muitib]icity.‘ The model is a
synthesis of both nursing and management. Complex prob]ehs related to
multiple roles in nursing will be discussed in the review of -
literature. -

-The nursing admihistrator combines both formal and functional
power in ordér to increase inf]uente both within and out of the organi-

zation. Formal power may be inherent in the organizational position, a
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positfon on powerfuT committées, reporting‘re1ationsh1ps, rewaras, and
status that reflect positional authority. Functional power is derived
from the personality and behavior of the leader, perceived expertise,
position, leadership, and the knowledge a leader possesses (Stevens,
1980b).

The impqrtance of mentorship and networking is discussed by both
Stevens (1980a) gnd Hersey and Blanchard (1982). They discuss it in
terms of information and connection power, and networks and Tinkages.

Coercive and reward power will not be considered in this study.
The instrument was not designed to answer questions related to
individual administrative practiceL

A formal position in an organization does not guarantee entree
into the informal organizational structure. .Aécess by the nursing
administrator to both the formal and informai administrative structure
is necessary in order to influence organizational decision-makjng. The
nurse administrator is an aﬁtive participant in the high-]eveT
administrative structure, has access to the office of the chief
executive officer, and is actively inv&]ved in physician and trustee
decision-making commiftees.and boards. Organizationé1 influence is
reflected in rewards and status symbols of the.position. These include
not on]ylsa1ary and benefits; but also adm{nistrative support services,
office, and t{t]e that reflect administrative management (Stevens,
1980a). |

Influence impacts not only on the divisién of nursing within the
organization, but also on the nursing profession and the overall direc-

tion of health care delivery. Managerial control insures control of
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the department of nursing, control of finances, and decisién and
policy-making (Stevens, 1980a).

Access to a position of authority does not insure access to bases
of power. Formal sources of influence are directly related to the
willingness of thé superior officer to delegate authority and respon-
sibility. The superior may also be in a position to withdraw '
authority. The most importanf sources of influence are the reward and
sanction systems. Power is finite, therefore, the nurse administfator
effectively controls organizqtiéna] influence (Hersey & B]anchard,

1982).
Conclusion

Sources of influence for the nursing admihistrator:are pro-
fessional, organizatiﬁnal, and personal. In order to develop
Teadership and management potential, sources of influence are utilized.
Influence is dependent upon personal interaction, is multidirectional
in nature, and is part of both the formal and functional structure.
The assumption is that professional mentor-network relations are an
important source of influence and nécessary for professional career
success. Acquisition of administrative influence and responsibility

is studied for its effect on professional achievement.
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CHAPTER 2
REVIEW OF SELECTED LITERATURE

Barbara Stevens is a nursing leader, author, educator, and
consultant in nursing administration. According to Stevens (1980a),
the role perceptions of nurse administrators are reflected in role
performance. Typical roles assumed by nursing administrators are those
of expert clinician, manager, educator, or expert in human relations.
Successful nurse executives exhibit role flexibility and adapt their
perceived role to meet organizational needs.

Robert Katz (1§74), consultant in corporate strateéy, states that
the successful administrator develops three basic interrelated
managerial skills. These skills are deveidped in order to direct the
activities of others, and for assumption of responsibility for
corporate objectives. Required managerial skills, as identified by
Katz, are human, conceptual, and technical. First, human skills
encompass departmental relationships. Second, conceptual skills, which
may be more innate than acquired, are necessary for.deveiopment of an
overall organizational view related to management pracfice.‘ Third,
technical expertise is required in order to comprehend organizational
operations and direction, as well as, the ability to prbper]y initiate

and analyze communication with subordinates and others.
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Admfnistrative Influence

In review{ng fiterature, empirical studies were found to be Tacking
in the area of‘power, influence, and aufhority. Much has been written
in nursing Titerature, however, confusion exists about concept defini-
tion. In nursing and management literature influence and aﬁthorityxare
frequently defined as allied coneepts of power. Power may be viewed as

_one aspect of interperéona] relationships. "Power is a dyadic rela-
tionship, based on béth the strengths -of the powerholder and the
dependencies of the followers" (Stevens, 1980a, p.183). Hersey and
Blanchard (1982) describe power as a "1e§der's influence potential" (p.
177). '

Paul Hersey and Kenneth J. Blanchard (1982), -behavioral scientists
and specialists in organizational management, state that formal and
functional power combine to provide the power base which constitutes
the influence-interaction system in administration. There are many
c]assificatibns of power noted in both management and nursing litera-
ture. The most frequently accepted are the five bases of power as
defined by French and Raven (1959); coercive, legitimate, expert,
reward, and referent. Raven and Kruglanski (1975) later introduced a
sixth base of power; informatioﬁ.\ in 1979 Pdui Hersey and Marshall \

Goldsmith (Hersey & B]ancﬁard, 1982) added connectioﬁ power as é
seventh power-baée; The'seQen power baSQS'def{ned by Hersey‘and
Blanchard (1982) are as follows:

1. Coercive power imp1jes a threat and is based on fear.
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Legitimate power is based on the leader's position, and
implies rights of control.
Expert bower is based on the Teader's expertise and
knowledge.
Reward power is based on the 1eader's ability to provide
positive rewards for compliance. |
Referent power is based on the leader's personal character.
Information power is based on the ability to gain access to,
or possess, information which is deemed valuable by others.
Connection power denotes coﬁnections with influential or

important others, both within and out of the organization.

Sources of power of the nursing administrator proposed by Stevens

(1980b) are as follows:

1.
2.

Knowledge includes expertise in nursing and administration.
Network relations and linkages grant access to information
channels both in and out of the organization, and with access

to influential peoplie.

. ~Control of resources ensures power and knowledge for resource

distribution and acquisition.

Decision-making or problem-solving ability with authority for

problem diagnosis,.resolution, and decision-making.

Vision and statésmanship in one's profession and the ability

to identify and communicate goals and practices to others.

The concept of mentorship is implied by Hersey and Blanchard's

(1982) definition bf“informaﬁion and connection powers. According to

Stevens (1980a), it is the responsibility of practicing nurse
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administrators to provide education and experience for nurses who
exhibit Teadership potential. Future nursing leaders need the guidance
and direction of an experienced nursing Teader for development of
1eadérship potential and for continuity of management.

Organizational status is refliected in status symbols. Stevens
(1980a) cites as examples of executive status symbols, the ph&sica]
environment which refiects position, title which denotes power, and
personal and departmental visibility both in and ouf,of the organiza-

tion.
Administrative Responsibilities

Responsibilities, dyties, and tjt]es bf the nurse. administrator . -
have changed in the past 100 years. - The nurse executive is no 1dnger
called the superintendent of nurses or nurse matron. In the past the
superintendeﬁt of nurses held total responsibility for the hospital and
nursing department management. Operafion of a school of nursing was an
added responsibility. Duties included student tréining, purchase of
supplies, fiscal managemenf, establishment of rules and regujatfons,
supervision of all patient care, and some direct patient care
(Erickson, 1980). Erickson postg]ates that characteristics of the
early role remafn in some hospfta]s. This is. seen in the immaculate
uniform, professional comportment, da{]y patient rounds, and-apparently
endless time for so]utibn,of employee problems. The provision of
direct patient care by the nurse administrator may be a‘vesfige of the
past in rural hospitals, both expected and accepted by administration,

trustees, and the community.
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Federal regulations for hospitals provide minimal guidelines for
the department of nursing and for the responsibilities of the nurse °
administrator. Delegated responsibilities relate almost exclusively to
nursing personnel and paﬁient care. Educational qualifications,
experience, and demonstrated abilities of the nurse administrator are

not clearly defined. Hospital size apparently identifies the need for

* increased qualifications (HCFA, 1982). The implication is that the

Targer the hospital, the more qualified the nursing service administra-
tor is expected to be.

The Joint Commission on Accreditation of Hospitg]s (JCAH), the
voluntary accrediting agency for health care institutions, has
developed standards for hospital departments and institutional
organizations. Standards are specific for evaluation of hospital
management. The JCAH récognizes the nurse executive as a member of the
total hospital admfnistration with authority .and responsibility.
Responsibilities include aéseésﬁent, eva]uétion, individualization of

patient care, total departmental management, and overall institutional

~planning. -Standards expand responsibilities and authorities to include

formal liaison with the.medical staff, hospital and trustee committees
and boards, and coordination with all hospital departments. |
Responsibilities include the departmental budget and budget alloca-
tion.- It is recommended by the JCAH that nurse administrators have at
Teast baccalaureate education. Addifiona1 standards include advanced

education, experience, and demonstrated ability in nursing practice and

administration (JCAH, 1983).
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The American Nurses' Assoéiation (ANA) and National League for
Nursing (NLN) have developed standards,.po1icy statements, or criteria
for evaluation of nursing service departments and delineation of role
and responsibilities of theﬂnursing service administrator. The
American Hospital Association (AHA) and the American Society of Nursing
Service Administrators of the American Hospital Assocgation (ASNSA)'
have issued guide]ines which aTSo'défine'the.ro1e and fesponsibi]ities
of the nursing administrator. These guide]ines parallel JCAH standards
(ANA, 1982; AHA, 1979; ASNSA, 1979; NLN, 1980). The ASNSA, ANA, and
NLN are specific in recommendation ofka master's degree in nurs%ng_
administration as the requiréd educational preparation. In additibn,
both strong nursing and administrative preparation are considered
essential. Criteria follow JCAH standards in recognition of the nurge
administrator as a member of the executive management team. Authori-
ties Tnc]udg reporting directly to the chief executive officer and
communication with the board of trustees. The nurse administrétor“
holds responsibility for departmental fisca]yand management control and
the p]aﬁning.and monitoring of patient care. The three'primary
functions of the nursing administrator, as defined by the AHA, are
patient care, fiscal, and resource management (AHA, 1979).

The Montané Hospital Association (W. Leary, personal correspon-
dence, October 14, 1983) has developed no. specific guidelines for
def1n1ng the role and functions of the nursing administrator. The.
association is quick to point out that AHA has developed guidelines and
not a universal policy statement. -Guidelines may be adopted at the

discretion of individual hospital members. Each hospital assumes
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responsibitity for development of position‘desériptions defining roles
and responsibilities for the nurse administrator which are functional
for the specific hospital. The Montana Society of Nursiqg Service
Administrators of the Montana Hospital Association (MSNSA) did develop
a position sthtement in 1978 which was adapted from AHA guide1ines
(MSNSA, 1978). The position statement serves as a guide for Montana
nurse administrators.

National guidelines further chérge nursing administrators with the
responsibility of promoting nursing research and for providing educa- .
tional opportunities within the institution. The nursing administra-
tor is also expected to assume responsibility for health care direction’
and promotion in areas within and outside of the institution (ANA, 1982;
MSNSA, 1978; ASNSA, 1979; Stevens 1978b). :

The following newspaper advertisement appeared in a major Montana
daily newspaper during July of 1983. "Director of Nursing for small
Hospital-Nursing Home in Eastern Montana--Generous Salary and benefits
X-ray exper. helpful . . ." .("Professional Positions", 1983,

p. 7-B). The implied responsibilities provide added interest in
investigating the question of how closely the recommended role and
responsibilities of the nuréing service administrator parallel the

reality of the role in rural Montana..
National Profile

To obtain a profile of the nursing administrator, the ASNSA con-
ducted a universal survey in 1977. The final summary was published in

November of 1980. Of the 7,084 nurse administrators surveyed, 5,325
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(75.2 percent) returns were gomp1eted (ASNSA, 1980b). The seven page
survey provided data for the development of a general‘phofi1e of the
nursing administrator nationwide. The survey revealed that the average
nursing administrator is female (94%), hahried, and between 40-49 '
years old. The nurse administrator has held the position from one to
five years. Upwérd mobility is a national frend. The nurse admin-
istrator previously worked from one to five years in positions.ranging
from staff nurse to assistant nursing administrator. The nurse admin-
istrator reports directly fo the chief executive officer and parﬁ'
ticipates in administrative coverage for overall hospital operation.
The nurse administrator has held a faculty position and may have been
a clinical specialist. The exact role of clinical specialist is not
defined in the questionnaire. The nursing administrator has a bac-
calaureate degree or higher, is pursuing formal education, and has
obtained continuing educational ﬁnits within the previous five years.
The nurse administrator is responsible for the departmental budget and
may be involved in hospital budget planning. There is total respon-
sibility for the depértment of nursing. If a bargaining unit exists,
the nurse administrator is a part of the negotiating team (ASNSA,
1980b).

Data analysis of the ASNSA 1977 survey has significance beyond the
general profile. The largest percentage (45.9 percent) hold a diploma
in nursing. The major is unidentified, but 27.5 percent hold master's
degrees, and only 0.5 percent are doctorally prepared. The budget is
established by,73.l percent of the nursing administrators, while only

56 percent have full administrative responsibility for that budget.
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According to Stevens (1980b), a managerial title denotes power and
position. The ASNSA (1980a) survey revealed that.despite the
recognized administrative position, 77.1 percent of the nurse admin-
istrators still hold the title of director of nursing. Correlation of
data revealed that men in the position achieved higher positions
earlier in their careers and are more cbncentrated in larger hospitals.
Never-married women are in larger hospitals, have higher salaries, and
hold more advanced degrees. Younger nurse administrators generally
practice in sma]ier hospitals. Twenty-six benefit categdries were com-
pared with‘hospital size. There appears to be Tittle commonality in
benefits offered by individual hospitals.

The ASNSA survey reveals that many nuréing adminfstrators work over
44 hours d week and some as many as sixty hours. This illustrates the
demands placed upon nursing administrators. There were no guestions in
the survey related to obtaining the position by advancement within the
organization or recruitmeént from outside of thé agency. The annual
salary range reported in 1977 was from less than $15,000 to $35,000 or

more per year.

National Profile in 1982

In 1982 the ASNSA”again conducted a survey of nursing administra-
tors in hospitals (ASNSA, 1984). The purpose was to obtain an update
of the profile and to identify changes in the roles, functions, respon-
sibilities, and prdfessiona] background. This was not a universaT
sample. The population included only ASNSA members. The sample size

was 500 with 343 (68.6 %) responding.
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Some characteristics are unchanged from the 1977 survey. The
average nurse administrator is, or has been married, is a woman
between 40 and 49 years old, and has functioned in their present position
from one to five yearﬁ. Some changes noted are the upward movement for
higher credentials within the organization; Tﬁere is increased involve-
ment in hospital affairs. Changes are noted also in tit]é, corporate
responsibility, and appointment tp hospital goVerning boards. The
nurse administrator reports to the highest administrative officer, par-
ticipates in hospital budget planning and priority setting, and attends
meetings of the hospifa] governing:bbard and medical executive commit-
tees (ASNSA, 1984).

The salary averages approximately $35,000 and benefits have
increased. The average nurse administratof has a master's degree, has
taken courses related to administration, and is activeiih community and
professional groups. |

The 1982 survey report was received following receipt of per-
mission to use the 1977 ASNSA QUthionnaTre. This research study was
in progress. The 1982.survey, by including only a sample population of
ASNSA members, may not be totally representative of the average nurse
administrator. The results of the surveéy are of value in 1nferpretaf'

tion of trends found.ih this researcher's study.
Administrative Preparation

It is estimated that less than twenty percent of all nursing admin-
istrators have a master's degree, many of which may be in fields other

than nursing. Only 22 percent have baccalaureate degrees. As a rule,




21
the majority of nursing administrators have advanced tHrough the rank§
and have learned management skills on the job. Power for the nurse
administrator is frequently an unresolved issue, and some nurses are
advanced because of the fact that they lack influence (Stevens, 1978b).
Ruth;Kronmi11er (1979), assistant professor at Yale University School
of Nursing, states that "promoting individuals from within the ranks,
although thought to be one of the best ways to fill supervisory posi-
tions and a legitimate 1ncént1ve towérd,improving competencies has its
pitfalls. Being a good staff nurse does not always mean being a good
supervisor. Indeed, becoming a good staff'nurse.does not ensure that
one will be an effective executive director either!" (p. 666).

A review of literature leaves no doubt that the practice of
nursing service administratjon must be based on clinical competence and
sound managerial skills. What 1s not agreed  upon by some authors, is
whether an advanced clinical component in patient care should be a
requisite in educational programs for nurse administrators. Dorothy
Jones, associate-professor at Boston University School of Nursing, and
Murial Poulin, professor in adhinistration at Boston UnTversity School
of'Nursing and associate ddminiStratbr'at Beth Israel Hospital (1983),
advocate a curriculum with a strong client component in order to remain
current jﬁ advanced technology today.' Nurse administrators require
~clinical competency in order to address probTems related to a changing
population profile and for the development of nursing as a science. '

Other authors state that as the second ranking officer in the
health care institution, the responsibilities of the nursing admin-

jstrator are to administer nursing care and no longer to provide thé
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direct patient care (Stevens,.1978a; Rotkovitch, 1979). Stevens refers
to the need for "clinical conceptualization" (p. 6). Rachel
Rotkovitch, vice-president for nursing at Yale-New Haven Hospital,
advocates that the c]inicﬁ] component involve a preceptorship with a
practicing nurse administrator. The nurse administrator must be pre-
pared with managerial skills that provide power and the authority of
leadership in order to adequately institute both departmental and
organizational planning.

Rotkovitch (1979) further states that the nurse administrator must
be educationally prepared to communicate nursing to others. They must
be prepared to communicate with the adminis£rator, trustees, physicians,
and the community at large. In order to enact the executive role, the
nurse administrator must learn to be politicly astute and visible.
According to Stevens (1978b), the nurse executive must be able to view
management related to the total system. The nurse administrator must
also be educationally prepared in the management skills of the chief
executive officer in order to function in -times of his/her absence.

The numbers of students in advanced clinical practice increased
from 1968-1977. As functional specialty options in schools of nursing
decreased, the numbers of students enrolled in administrative programs
also dec?ined. (Fitzpatrick & Heller, 1980). Only recently has there
been an increase in master's programs in nursing administration.
Increasingly, programs have been developed by corporate hospitals, pro-
fessional organizations, and universities for the practicing nurse
administrator. The ANA and ASNSA recognition programs are examp]es of

encouragement for professional growth by nurse administrators.
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According to Stevens (1978b), the increase in organizations for nursing
administrators and the sophistication of professional journals is evi-
dence of the awareness of a need for change by nurse administrators. -

-0f the 111 graduate programs in nursing Tisted by the NLN in the
1982-1983 publication of master's programs in nursing, there are only
39 programs that offer a major in adhinistration. However, many of the
programs do offer fuhctiOna1 concentration in that area (NLN, 1983).

The NLN Nursing Data Book 1982 lists 142 master's programs, 93 of -which

are accredited by NLN. Of the 5,026 graduates in the 1980-1981 academ-
ic Yeér, only 5.2 percenf are listed as graduating in the functional

area of administration (NLN, 1982).
Women in Management

According to an anaTysis'of»a survey of registered nurses by the
Division of Héa1th Profess{ona1s, nursing remains a predominantly
female occupation. Men in nursing increased from 1.9 percent in 1977
to only 2.7 percent in 1980 (AJN, 1982). By contrast, nurse managers
function in an administfative structure dominated by men. Physi¢1ans
and hospital administrators are primarily men who have traditionally
controlled policy and decision-making in health care systems (Ashley,
19765 Meisenhelder, 1982). Attitudes are changing, but there remain
disproportional employment opportunities for women iﬁ the work force
(Roos, 1981; Kanter, 1977; Robert;, 1982). The role of women in
nursing. is viewed from the standpoint of social concepts related to the

role of women both in the past and present (Ashley, 1976).
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A recent survey (AJN, 1983) reveadls that the median salary for
hospital nursing administrators is $36,727. Of the top.45 hospital
managemeht personnel, nursing administrators' salaries rank only sixth.
Salaries are five percent 1ess'than for men in administrative positioné
which are organizationally equal. The"l7l»nuréing administrators in
this sample supervise an average of 497 employees and have worked an
average of nine years with their current employer. The administratprs
had held their bosﬁtioh an average of threeiyears. _Nurse admini-
strators receive approximately one-half the salary of the top
administrative officer, despite their supervisory responsibilities.

The survey revealed they have, on the average, seventeen years of
education and hold an average of two academic degrees.

Lucie Young Kelly (1981), professor of nursing at Columbia
University, posits that nurses in administration are working through
and solving problems related to a prior lack of managemént training and
the difficulty of functioning in power situations tradftionally domi -
nated by men. A major source of conflict for the nurse administrator
is the dual role of nurse and administrator. The combined.power
inherent in both roles provides strength for the successful nurse
administrator.

A major barrier to management potential is powerlessness within the
' corporation. Powerlessness results from lack of organizational oppor-
tunities, authority withouf formal power, and accountability for others
without informal political influence (Kanter, 1977). According to
Mirides and Cote (1980), barriers for women in management are organiza-

tional with traditional male-oriented policies and procedures.
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Barriers are corporate with the socialization and rapport accorded men.
There is also the barrier created by centuries of accu]turat%on and
and conditioning of women. Rosen and Jerdee, in 1974, stated that
greater support and concern given men in the corporation had a detri-
menta?Iaffect on the self-image and career progress of women (1974).
With increasing numbers of women in management bosition§, this trend
may today be viewed from a different perspective.

There has been a plethora of research studies‘and authors who
have attribdted success or failure of women in management positions to
sex-role stereqtybing. The Tist of differences is 1nterminab1e; To
men are attributed the traits of the "corpofatg man" with authori-
tarianism, task orientation, and competitiveness. WOmen'are associated
with the "queen bee syndrome"; Qfewiﬁg ofher women as competitors.
Women are viewed as cooperative, team oriented, compassionate, passive,
accommodating, and less goal directed (Bunker & Bender, 1980; Hennig &
Jardim, 1977; Sargent, 1978; Moore & Rickel, 1980).

Social and economic factors have effected change in employment and
the role of women in management. The women's movement and related
organizations have all collaborated in creating change. Civil rights
legislation, affirmative action programs, and the éhanging profile of
the.workforce have all contributed to change. Women now constitute 43
percent of the workforce and are entering what have been considered
nontraditional fields. This includes organizational executive posi-
tions. There is an increased need in both industry and busfness for

competent managers (Mirides & Cote, 1980).
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According to Marilyn Ferguson k1980), aﬁthor of numerous publica-
tions on socia1'change, increasing numbers of women are impacting and
changing policy making and government. Rather than building on the
past male oriented strqctdre, social change must be created by both
women and men,

Not all authors agree that sex differences affect women in manage-
ment today. A more androgynous management model which combines both
male and female behaviors has been suggested. In the future training
programs, recruitment, and performance appraisals will be generic “in
nature. (Sargent, 1978; Mirides & Cote, 1980).

Candace West (1982), at the University df California, Stevens’ﬂ
College, states that succesé in a man's'wor]d is, at least partly,
attributed to learning the unspoken rules of men's games. In inter- . "
action between]men‘and women the imp]icatién of actions.change with
:gender. West states that even if a woman "does learn the rules of the
game, she may not be treated as a credible-player" (p.. 20).

The questjon that West (1982) presents, is why women should be
singled out for management and assertiveness training, rather than
addressing the real issues. These issues include not only changing the
work structure, but a change in interpersbnaT interaction patterns as
well. There is a différence in communication aﬁd influence styles be-
tween men and women (West,'1982; Wi]ey'& Eskelson, 1982).

.Rather than a focus on an androgénous management model, ‘the
research studies of Carol Gilligan (1982), associate professor at
Harvard University, affirms that qualities associated with wéakneSs in

women are in reality their strengths. Differences in developmental
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orientation is reflected in the differences of thouéht and interprefa-
tion. Social status, power, and reproductive biology, shape experi-
ences and the relationships  between men and women. The éarWy social
environment differs, and relationships and issues of dependency are
experienced differently. As a result, women become more re]ationsﬁip
oriented and for men, individualization and achievement are important.
There are diffefences in‘perspecfive, modes of language, and thought;
all of which have implications for women deveioping their own style of

management expertise.
Mentor Connections

Professional mentor and network relationships are relatively new
concepts for women in management. The assumption is that mentor con-

nections and professional networks are mutual concepts which have a

direct relationship to success for the nurse administrator in a rural

state.

Hersey and Blanchard (1982) refer to the 'training and development
of young leaders prior to a&vancement as "anti—Petér-Erinc1p1e vaccine"
(p. 146). The primafy purpose of a mentor relationship is in sociali-
zation of a younger person into the profession. 1In this'wqy there is
insured continuity and qua]fty of 1eadérsh1p. Professional deQe]opment
is achieved by access.to influential persons, entree into 1nner'
circles, and socialization into the system (Vance, 1982).

Henry Mitzenberg (1975), associate professor at McGill University,
conducted an indepth study of the activities'of five American chief

executives. Mitzenberg found that the emphasis of the manager is on

2
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verbal media. The manager spends 78 percent of his time in verbal
communication. Telephone access is essential, and—information‘seeking
behavior is by word-of-mouth. Managers reiy on soft communication such
as gossip, spgcu]ation,_énd heresay. Mitzenberg states that "today's
gossip may be tomorrow's fact" (p. 52). With vital verbal communi-
cation stored in the minds of managers, the support for mentorship
necessary to pass on leadership knowledge appears fo be essential.

Abraham Zaleznik (1977), professor of social psychology ofimanage-
ment at Harvard, cites the one-to-one relationship in mentoring. This
relationship requires time and emotional expenditure, and may be a
major reason for reluctance of executives to enter into mentor rela-
tionships. Mentorship offers firsthand experience in thg-use of power
to influence the actions of others. Equally important is to Tearn what
Zaleznik (1977) calls "the important antidotes to the power disease‘
called hubris--pefformance and integrity" (p. 78).

The concept of mentoréhip is not new. The term originated in Greék
mythology (Atwood, 1979). The most widely reviewed nursing study is
Connie Vance's 1977 doctoral research at Teachers College, Columbia
University. The mentor connections of 71 identified Teaders in nursing
were determined. Vaﬁce defines a mentor as "someone who serves as a
career role model and who actively advises, guides, and promotes
another's career and'training" (p. 10). Vance found that 83 percent of
the influential nurse participants reported one or more mentors.
Mentors were predominantly women; 79 percent were women, and 21 percent
were men. Ninety percent of the mentors had actéd as mentors to younger

ﬁurses (1982). Phyllis Owens (1982), in a master's research study at
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the University of Colorado, found that 65 percent of'the 55 nurse admin-
istrator participants had been mentees, and seventy-five percent were
mentors to others in‘hurﬁing.

In non-nursfng studies, Margaret Hennig and Anne Jardim (1977)
reporting on Hennig's doctoral dissertation at Harvard Business School,
found that of the 25 sucéessfu] women in management under study, gT]
reported haviné mentors. The successful women developed close rela-
tions with a ha]e boés, just as they had with their fathers early in
Tife. Fathers infTuenced thefr deve]opmént, encouraged risk-taking,
jndependence,‘and competition. The father also provided approval, con-
firmation, and rewards. Successful women found acceptance later in
life from a male superior.. Women equated'advancement and acceptance
with ability and intelligence. According to Hennig and Jardim women
fail to assume a mentorship role .because they fear loss of organiza-
tional position. Later women fail to promote sdbordinates because of
unwillingness to share their unique position within the organization.

Daniel Levinson (Levinsoﬁ, Darrow, K]ein; Levinson & McKee, 1978),
of Yale University, conducted a Tongitudinal study of'the.careér
history of forty men. Levinsoﬁ states thaf a mentor eaf1y in a man's
career is instrumental in achievement of career success, and the rela-
tionship termination is a painful experience. Levinson reported Tittle
mentoring is found ahong women and pqstu]ates'there is a lack of
gualified women to'function in the role. Némen are involved in sur-
vival in a male work-oriented world, according to Levinson. Levinson
did not include women in the study, and assumptions related to'mentOr

relationships for women are not validated.
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Ih a study of 1,250 new executives by Gerald Roche (1979), inter-
nationa]vmanagehent consultant, only a small, unspecified percent were
women. Two-thirds of all executives included in the study reported
having mentors, and one-third had two or more mentors. éontrary to
Levinson's study, men did not view mentors as contributing to career
success, and mentors and mentees ended fhei% relationship as friends;
Women executives all reported having mentors. Seven out of ten of the
mentors were men. A‘male sponsor was viewed by women ﬁarticipants as
being essential for career success. | |

Nursing Tliterature reveals a general concern that nurses have been
unwilling to support professional growth 1n others. The 1ack of
support is attributed to the socialization of women, power struggles in
nUrsing, competitiveness, and a poof se]f-image,‘ The decreased numbers
of women in leadership positions who also have less power and influence.
have contributed to the small numbers of nﬁrses in mentorship roles.
Mentor relations are seen as being mutually beneficial for both mentor
and mentee. Authors agree that as more nurses gain positions of
influence and confidence, not only Teaders in-nursing, but also all
nurses will develop mutually satisfying'mentor relationships (Pilette,
1980; Shoor, 1978; Cameron, 1982).

Not all authors agree that mentorship relations are essential for
professional growth (Cameron, 1982; Pilette, 1980). In Vance's (1981)
study, 17 percent of the nurse influentials had no mentors, and there
were 35 percent in Owen's (1982) study who were successful without

mentorship relations.




31

Jeanne Speizer (1981j, research associate at Wellesly College,
reports weaknesses in recent studies which attempt to validate the con-
cept of mentorship. Speizer asserts that research studies havé been
retrospective in nature. Research has primarily been conducted with
business groups and men in management. Findings of the studies are.
contradictory and varied. Assumption§ are presented without necessary
support data. While women have generally viewéd a mentor as a factor
in career success, men have not always agreed.

One consistent finding in research studies has been the prevalence
of men who function in the role of mentor for women in managemgnt posi-
tions. Ruiz (1982) states that the power sfrugg1e within nursing and
the critical attitude womén have of each other has been a contributing
factor in women seeking men rather than women as mentors. According to
Vance (1981), as more women move into influential positions there will
be confidence in abilities and persona1-va1ue. With more women in
management, supportive relations with other women will be available and
found equally as effective as men in mentorship roTes;

Robert Katz (1974) may-have serendipitously provided the major
reason for women selecting men as mentors. Katz states that the higher
the manager rises in the cbrporate hierarchy; the more important are
“conceptual skills. The top executive needs a confidante within the
organization with the same conceptual skills, knowledge of corporate
operations, key personnel, and corporate change. Only with a confidant
within- the corporation is there a we]]—{nformed, objective,‘and

supportive person with whom to freely discuss fears, doubts, and
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aspirations. Subordinates are unable to provide .unanimous or continual
support.

The nurse administrator is dependent upbn‘the hospital administra-
tor for reward and sanction powers. In small rural hospitals, most
nurse administrators have male supervisofs, but no peer within the
internal environment on whom to depend for support and encouragement.
The chief executive officer becomes the 1nf1uent1a1 mentor who provides

sources of organizational 1nf1uence.
Professional Networks

Social ahfhropo1ogist J. A. Barnes (1954)‘studyihg.§ocia1 fields |
in Bremnes, Norway durfng‘1952—53,.f1rst'uséd the term web fo explain
social phenomenon.. Barnés developed the image of a network which more
clearly identified the multidimensional concebt of social re1ation§
found in his work. People represented the knots, lines identified per-
sonal interactions. Claude Fischer, (Fischer et al., 1977) author of
studies in social relations, more succinctly defines a social network
by saying, "We are each a center of a web of social bonds that radiates
outward to the people whom we know intimately, those whom we know well,
those whom we know casually, and the wider society beyond; These are
dur personal social networks" (p. vii).

According to Marilyn Ferguson (1980), the recent proliferation of
ﬁetworks is a powerful force in social and pefsona] transformation of
modern society. Ferguson describes a network as the modern version of
an ancient family system. Today's family are those persons with bonds

of commonly held values, assumptions, and goals. Everyone within the
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network is perceived as the center of a flexible, open network system.
Ferguson also states that a network is a grass roots phehomena. Not
only is a network self-generating, but it also may be self-destructing.
Each network has its own identity depénding upon the need. "Just as a
bureaucracy is less than the sum of its parts, a network is many times
greater than the sum of its parts" (pp. 216-217).

According to Stevens (1978b); there are increasing numbers of
nursing administrators who are joining'informa11y to provide education
and problem-solving assistance. An unofficial survey by the ASNSA
listed 42 such organizations for nurse administrators.
| Sue DeWine, associate professor in the School of Interpersonal
Communications at Ohio University, and Diane Casbojt, in management
training at Ross Léboratdries (1983), conducted a.research of network
activities of 158 professional women. Although the subjects were pri-
marily in middle and lower management positions, some findings are
applicable to any social network. DeWine and Casbolt found -that men
traditiona1]& used informal social networks as a source of ‘professional.
aanncement. Good old boy networks have traditionally been available
but good old girl networks have been nonexistent for women. As more
women obtain managerial posﬁtions, netwofks are proving to be the Tink
to peers who are able to aid in professional advancement.- Networking
for men has provided for establishment of contacts for self-promotion.
Relationships are a part of the social as we]T‘as business milieu. By
contrast, women establish network re]ationships for specific goals

related to development of professional contacts,
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Women executives have previously been excluded from the informal
corporate network which extends beyond the walls of the institution.
The informal network influences corporate policy making and provides
promotional opportunities (Puetz, 1983; Warihay, 1980).

Janice Meiéenhe]der (1982), instructor at Boston University School
of Nursing, étates that women in business are “a]iens in a male,
corporate world" (p. 77). Managers use social, professional networks
for support, assistance, social contacts, and advancement. The
professioﬁa] network increases self-esteem for the nurse who functions
in isolation and promotes understanding and support from other nurse
executives. Nurse administrators are drawn together by mutual
frustrations and problems. According to Meisenhelder, lack of
cohesiveness in nationg] nursing associations indicates a need for
informal rather than formal network associations. This indicates a
need for informal networks for all proféssional nurses.

One of the inconsistencies found in network studies 1s‘the actual
amount of support perceived as given and received by women in manage-
ment positions. Philomena Warihay (1980), management development con-
su]tént,'conducted a national cross-sectional study of 500 women in
management positions. Thirty percent of the women in top level admin-
istrative positions reported -no woman superior on whom to depénd for
support. Women in all positions perceived that they did provide neéded
support for others. However, appfoximate]y one-ﬁalf of the women in
Tower management levels experienced little, if any, support from women

in superior positions.
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Networking for nurses is an old concept with a new name according
to Andrea 0'Connor, associate professor at Columbia University School
of Nursing (1982),'and Lucie Young Kelly (1980). Nurses have a]wqys
used professional contacts and have valued knowing who ‘to know.
Contacts are viewéd as necessary for communication of vital informatibn
and in influencing change. Kelly (1980) states that "contacts isn't a
dirty word; 1t's-a reality. Until nurses use it better, they will
linger on the fringes of power" (p. 396).

Professional networks for nurse executives provide access to
information,.advice, ideas, and mora1 support. The referral system
inherent in a network insures contact not.only on a one-to-one basis,
but also access to the entire network system. ;A_network for nurse -
executives is reciprocal, every person in the network is affeﬁted. It
requires initiative to reach out to others. It also involves an |
exchange of talents (0'Connor, 1982).

For a network to be successful, O’Connqr‘(l982) presenté seyera]
caveats. There must be a realization of an investiture 6? time.
Utilization of telephone contact is essential, as is face-to-face con-
tact at professional, formal, and soéia] meetings. Areas of expertise
and credentials of all members must be known. Every person must be an

expert in some area, and be able to share that expertise with others.
Conclusion

A need for this study is demonstrated by a review of literature
which reveals few studies specific to nursing administration. Many

studies are retrospective in nature. Knowledge of personal and
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professional characteristics of nursing administrators in Montana is
unknown.

There are ‘multiple factors which contribute to power and influence
of those in management positions, and particularly for women. Many
factors have not been considered in studies of nurses which are
integral to the role of the nurse in management. In this study, there
is inclusion of mentor connectipns, professidna] networks, and some
consideration giQen to the ro]é of Women in management. This reflects
an effort to gain a realistic berspectfve'of the multiplexity of soufces

of influence in nursing administration.
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CHAPTER 3
METHODOLOGY

An exploratory descriptive study was designed to develop a profile
of Montana nursfﬁg-service adﬁinistrators, functioning in-acute care
hospitals today. The method was selected to identify the roles,
respOnsibf]ities, authorities, and demographic variables which deter-

mine sources of influence of Montana nurse administrators. There was a

lack of published research specific to nurse administrators funCtioning‘

in rural areas. The design allowed for a comparison study between
Montana nurse administrators and with nurse administratoks nationwide.
No attempt was made to prove a relationship between sources of

influence and success in the role of nursing administration.
Population:

The target population for this study consisted of the total popu-
lation of nursing administrators employed by the 60 nongovernmental
hospitals in Montana. A list of all acute care hospitais and. hospital
bed size was first obtained from the Montana State Depaftment of Health
and Environmental Sciences (MSDHES, 1983). Specifically. excluded from
the study were the nursing service administrafors emp]oyed by long-term
facilities, special treatmen@ centers, hospice, mental health, or chem-
ical dependency centers. Warm Springs State -Hospital, the U. S.

Public Health Service. Indian Hospitals, Veteran Administration Medical
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Centers? and the U. S. Air Force Hospital at Maimstrom Air Ferce Base
were also excluded. Administrative structure? employment, advancement
po]icies,'admission, and patient populations in these facilities
differ from general, short-term, écufe caré facilities. Population
selection was made in an effort to control for homogeneity in order to
eliminate a possib]é source of bias. A response rate was a con-‘

sideration in population size. A fifty percent response rate would

eliminate the risk of response bias and would allow for comparison

with the nationwide survey (Polit & Hungler, 1978).
Protection of Human Rights

The Human Rights Committee approved the study, and a1f human
rights requirements of Montana State University were met. In the cover
letter accompanying the questionnaire, all nursing administrators were
1n§1ted to participate. No formal consent form was used. Consent to
participafe was implied by partic%pation in the study and return of the
questionnaire. Confidentiality was assured in the cover letter and

maintained throughout the study.
Data Collection and Instrument Desﬁgn'

The instrument was designed to examine three major variables in
this study; formal and functional power and professional role. Data
were collected by the use of a mailed questjdnnaire to each of the 60
nursing administrators in specified acuté care hospitals.

A mailed questionnaire wastselected‘for thisﬂstudy because it

offered anonymity, eliminated possible response bias, and because of the
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time and distance considerations (Polit & Hungler, 1978). The
questionnaire cover letter explained the study objectives.
Questionnaires were mailed on March 16, 1984 with a requést for return
by April 6, 1984. A postage-paid envelope addressed to the researcher
was enclosed. Questionnaires were not coded and identification could
only be made through hospital size. All returns were received by April
17.

The instrument was déve]oped from items obtained from the 1977
Survey of Nursing Service Adminﬁstrators in Hospitals. The survey was
developed by the American Society of Nursing Service Administrators of
the American Hospital Association (ASNSA, 1980b). The 1977 survey was a

universal study used to develop a national profile of nursing admin-

. istrators. The survey was used to analyze the functions, ro]esé

responsibilities, and authorities of nurse administrators. Additions to
the questionnaire were made by the researcher to obtain data for
variables in the study not included in the ASNSA survey. The ASNSA
questionnaire is not under copyright. Written permission to
use the instrument.was obtained prjor to instrument devé]opmené.
The 1977 ASNSA questionnaire was uéed fq order to méke comparisons
between Montana nurse administrators and nurse amehistrators nation-
wide. Items in the ASNSA survey reformuiated to conform to current
trends, or by suggestions genérated during pretest, may affect some
comparisons.
The instrument was divided into threé parts. Part I was designed
to identify administrative practice. Thg roles, functions, authorities,

and responsibilities were identified by items related to reporting
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level, administrative coverage, nursing department and corpbrate
responsibility, and span of confro1. Drawn from the ASNSA survey were
items 1, 2, 3, 4, 5, 6, 7, 9, 10, 14, 18, and 19. Deletions or addi-
tions were made in questions 3, 10, 14, 18, and 19 to obtain infor-
mation on currenf administrative practice. (See Appendix B.)

Part II of the instrument Qas designed to include items ‘to study
the variables of mentofship and networking. These concepts were not
exp]ored in the ASNSA survey. Items were_déve1oped by the researchér.

- Part III of the instrument contained items to examine personal and
professional variébles included in the study. Included in Part III are
items to identify age, sex, and marita] status; b}ofessionaT and com-
munity activities; educational preparation and route to the top nursing
pqsition; salaries and benefits. Drawn from the ASNSA survey were
items 23, 24, 28, 30, 31, 32, 35, 36, 37, 38, and 39. Thé additions to
questions 23, 28, 30, 32, 37, and 38 were made in order to conform to
current practice. Items on promotion from wfthin the institution or
Montana residency were inc]uded to identify the charactéristics of
practice in a rural state for a possible relationship to variables in
the study. The instrument contains open-ended and fixed-alternative

items.
Reliability and Validity

The ASNSA (1980b) instrument is a survey for the stated purbose of
obtaining information on the personal and professional background,
scope of responsibilities, skill levels, éducational preparation, func-

tions, and roles of nurse administrators. There is no information
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related .to reliability or validity of the ASNSA national survey
questionnaire. The 1977 survey was universal and not restricted to
members of ASNSA. The survey included only the top nursing service
administrators in 7,084 acute care hospitals. There was a 75.2 percent
response rate. A previous study had been done in 1973. Some instru-
ment limitations and comparisons in the 1977 survey were available in
published reports of analysis of data. Items drawn from the ASNSA
questionnaire were evaluated to determine reliability in measurement of
variables included in this study (Polit & Hungler, 1978).

Prior to beginning the research study, three key informants con- -
sidered experts in nursing administration in Montana were consulted.
The key informants identified components in the role of the nurse
administrator in Montana, mentor-network re]at{onships,_and administra-
tive practice. Identified components were used to guide instrument
development. - Questions were also developed from review of Titerature
and added to the gquestionnaire.

Approximately two months prior to administration of fhe question-
naire, the researcher met with five graduate nursing students and four
nursing faculty members in the graduate nursing progfam of Montana
Stéte University to pretest the instrument. The instrument was revised
based on faculty and student evaluation. The instrument was again
pretested by one former nurse administrator working in an admin-
jstrative position and one nurse administrator who functions in a
Veterans Administration Medical Center in Montana. The instrument was

further refined in accord with recommended changes. The small
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population of nurse administrators in Montana precluded pretesting the

instrument with the population under sfudy.
Analysis of Data

Due to!the.exploratory descriptivefnature‘of the study, descrip-
tive ana]ySisﬂwas used to order and clarify data that were obtained.
Data summary was$ done by relative fréquency disfribution, and measures
of central ﬁendenqy.' Content analysis was done on all open-ended
items. Cross-classification was done for some data to determine
possible re]ationshipé,L Comparison of data from the 1977 ASNSA (1980b)
survey. was done when appropriate. In order to perform comparisons with

nationwide studies, analyses of data were done by rounding to the

nearest tenth using statistical convention (Kviz & Knafl, 1980).
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CHAPTER 4
FINDINGS

Results of data analyses from the Montana nurse administratof study
are presented in this chapter.” The results are presented in three .
sections: administrative practice, menton-network re]ations,'aﬁd
'demographic-information. This corresponds with the organizatfon of the
questionnairé and the summary of findings from the study used fér com-
parison. Data obtained in this study are used to identify a profile of
nursing admfnistrators functioning in Montana today. The data.were
analyzed to answer queétions related to the major complex variéb]es
found in the‘conceptual framework. These variables are sources of
influence, organizationé] position, and the concomitant variab]es‘of
mentor-network relations. Data generated from the study further deter-
mine the formal and functional powers and administrative role of the

nurse administrator.
Population

The target population for this study were fhé 60 nurse administrators
currently holding the top administrative position in nongovernmental,
acute care hospitals in Montana. Special treatment centers weré-also ex-
_ cluded from the study. The hospital may, or may not, contain extended .

. care term or swing beds. There were 35 (58.3%) who returned question-

naires, and 25 (41.7%) who did not. Only one respondent was male.
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This eliminated any possibility for comparison between the profiles of
male and female nurse administrators. A1l questionnaires were returned
completed and were usable for this study. No questionnaire was
returned undelivered.

Comparisons of some data were made using the Amer%can Societ}‘of
Nursing Service Administrators of the American Hospital Association
(ASNSA) 1977 survey of nursing serviée administrators in acute care
hospitals (1980b). Se]ected compariéons were made with some findings
of the ASNSA 1982 survey (1984). Consideration must be made for the
large numbers of returns in the 1977.survey. One return changed the
data analysis in‘thé Montana study, one return has little effect on

analysis in the ASNSA survey. The 1977 ASNSA nationwide universal

study included all aéute care hospitals. The population numbered

7,084, with a return of 5,326 (75.2%). There were 66 hospitals in

Montana included in the 1977 ASNSA study with a 63.6 percent return.
The 1982 ASNSA sample population included only nurse administrators in
acute care hospitals who are members of the ASNSA. The sample size was

500 with a return of 343 (68.6%).

1

Administrative Practice

Of interest and concern for nurse administrators and dther leaders,

has been the administrative role and span of control of nurse admin-

istrators. Of further concern is the possible lack of allocated
authority for the increasing responsibility in acute care hospitals.

In this section the roles, authorities, responsibilities, and
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accountabilities of the nursing administrator are covered. Also
included are the reporting relationships, and level of participation in

overall organizational affairs.

Reporting Relationships

Thirty-five nurse administrators responded to item one which asked
if the nursing admiﬁistrator reports directly to the top administrative
officer. Thirty-three (94.3%)'respondents report to the
top administrative officer in the institutioh. There were 5.7 percent
who report to the second level in‘the‘ﬁospita1 administrative hie?archy.’
There is an apparent trend‘for nurse administrators in 1argér medical
;enters to report to an administrative officer at the second level
of the administrative structure. The offjcer may hold the title of
executive vicé-pfesident or chief operating officer. Some nurse
admiaistrators first indiéated a reportfng‘relationship to the top
administrative officer. The indicated person was then listed in a
second or third level of authority with no other officer listed as a
superior. In assessing‘hospita1'éize, it‘canlon1y'be,cbnc1Udéd thaf,
the respondent COnsidered‘the'gdvernihg‘bodrd to be the top level of
authority.

In comparison with the 1977.ASNSA survey, 84.9 percent of the
nurse administrators nationwfde report to the top administrativey
officer. There are significantly greater numbers of nurse
administrators in Tlarge hospitals in the ASNSA sufvey with reporting

relationships to lower levels in the organization.
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Administrative Hospital Coverage

Item two askéd if the nurse administrator pefsona11y participated
in hospital coverage. Thirty-one (88.6%) of the 35 respondents par-
ticipate in administrative coverage oflthe hosp{ta1. Four (11.4%) did
not assist in administrative coverage. 1In the 1977 ASNSA s%udy, 67.3

percent of the administrative coverage was provided by the nurse admin-

istrator or the nursing staff.

| Span of Control

There were 27 units or special debartments listed in item three.

The item requested information on the span of control within the
institution. Theré were 34 nurse administfators who résponded to this
item.  One questionnaire conﬁained a response unusable for analysis.
0f the 27 units or departmentg Tisted, not all hospitals report having
all units or departments in their facility. There were three of the
special services for which no nurse administrator reported
responsibi]ity the 1aboratory,‘rad19]ogy, or school of nursing.

An analysis was made of the numbers of hospital units or deparf-
ments.undér the span of control of the nirse administrator. There were
17.6 percent who stated responsibility for 1-4 departments, 55.9 percent
. were responsible for 5-8 depaftments,‘17.6 percent held responsibility
for 9-12 departﬁenfs; ahd 8.9 percent Were reéponsib]e for 13-14 special
departments or units.

Information on the span of control within tHe hospital indicates
the extensive control held by nurse administrators in Montana.

Responses also indicate the extent of institutﬁona]"accountabi]ity‘by
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control of such diverse departments as the dietary, housekeeping,
Taundry, social work, pharmacy, ambulance service, or occupational,
physical and spee;h therapy.

The 1977 ASNSA survey data are analyzed for nurse administrators

who report to the top three administrative levels. An average of 22

percent reported responsibility for 1-4 departmeénts, 51.2 percent were
responsible for 5-8 departments, 23.} were responsible for 9-12
departments, 1.5 percent were responsib]e‘for‘13-16 departménts, and -
0.1 percent reported responsibility fo% 17-20 departments. A valid
comparison cannot be made with the ASNSA survey. Some nurse
administrators in the 1977 survey report to lower levels of authority.
Span of control is somewhat Tess for nurse administrators in the

Montana study, but is comparable with nurse administrators nationwide.

Hospital Bed Size

Item number four requested information on the numbers of.acute care
beds in the institution. The 35 hospitals were classified by bed size,
6-24, 25-49, 50-99, 100-199 or 200—299‘acute care. beds. Of .the
reporting hospitals, 14 (40%) were between 6-24 beds, 9 (25.7%) had
between 25-49 beds, 3 (8.6%) had between 50-99 beds, 4 (11.4%) were
between 100-199 beds, and 5 (14.3%) were -between 200-299 acute care
beds.

The rural nature of Montana hospitals is apparent when comparing
hospitqj'size to'the national survey. ..Only 29.2 percent of the

reporting hospitals in the 1977 ASNSA survey had Tess than 50 acute

~care beds, and 32.8 percent were over 299 beds.
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A large number of nurse administrators (14 or 40%) in this study
held added responsibility for extended care beds. Three of the 14
(21.4%) stated a swing bed concept was used for extended care. Data
analysis excluded hospitals with designated acute care beds as swing
beds. The range of extended care beds was from 13-55 with a mean of

approximately 27.

Budget Setting and Planning

There is increased concentration in hospitals today on cost con-
tainment and fisqa]Aresponsibi11ty. Maintaining dua]ity patient care
with carefﬁ] fiﬁancia] confro]s is a major natfona] c0ncern.v |
Responsibility forhfiscal management is a designated authority for
- nurse administrators in accord with national standards. Control of
resources is also a recognized formal power. Administrative respon-
sibility for.depaftmenta] and for overall organizatiéna] budget
planning and priority-setting is an important facet of nurse ;dmin—
istrative authorify.

Items 5-8 in the instrument were designed to obtain information on
budget control. Thirty-five nurse adhinistrators responded to the
questions on participation in pTannihg for the overall hospital budget.
There were 26 (74.3%) who do participate and 9 (25.7%) who stated they
do not participate in'ﬁospita] planning. fhirty—four nurse administra—
tors answeréd the quest%on on priority-setting for the ‘institutional
budget. There were 28 (82.4%) who responded they do participate in

institutional priority-setting and only 6 (17.6%) who do not have this

authority.
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There were 34 nurse administrators who responded to the item'con-
cerning'estab1ishment of the hurs{ng budgef. bTwenty-six (76.5%) have
authority to establish the budget for the department of nursing, and 8
(23.5%) stated they do not plan the departmental budget. Fo]]ow1ng
formal approva] of the nursing budget, 22 (62.9%) stated they do have
full responsibility for development of the departmental budget and 13
(37.1%) stated they do not have fu]] respons1b111ty
Comparison with the 1977 ASNSA survey revealed that on]y 50.8 per-"
cent of the nurse administrators nationwide were involved in planning
the overall hospital budget, and 48 percent were involved in hospfta]
prioeity-setting. The nuréing budget wes established by 73.1 percent
of the nurse administrators, and 56.1 percent had‘fu]] administrative
responsibility fO]Towing*budget.appr09a1. Then1982 ASNSA survey shows a
trend for greater harficipation by nurse administrators in both insti-
tutioné] and nursing department participatioh in budget control. Mon-
tana nurse administrators appear to be‘foilowihg the national trend fbr

greater participation in institutional and departmental budget control.

Time Allocation:

Six categories were established for analysis of hours in the normal
workweek of the nurse administrator (item 9).. Three respondents stated
they worked more than the indicated hou?s, and one Feported extra
on-call hours. These returns were calculated es even hours worked for
data ana]ysis;' Thirty—five nurse administrators responded to this
item. Only one (2.9%) reported working. 1ess than 35 hours 13

(37.1%) worked from 40-44 bours 7 (20%) reported work1ng 45-49 hours,




9 (25.7%)‘worked 50-59 Hours, 4 (11.4%) worked 60‘hodrs, and 1 (2.9%)
reportedly worked over 60 hours each week.

For the nurse administrator to work more than 40 hours in an
average workweek follows the trend nationwide. This reflects the
demands of the. position. There is also a need for reward mechanisms,
status, and formal and functional powers to meet indicated
responsibilities.

Nurse administratofs were requested in item 10 to iﬁdicate the
percentage of time in the workweek allocated to various functions. The
percentage of allocation of time is idehtified‘in Table 1. Analysis of
data revealed that‘over:33 pefcent of the nurse administrators spend no
time in direct patient care activities (n=33). Forty-two percent of
the nursenadministrators spend greater than 70 percent of their work-
week in administrative activities. Considering the span of control of
most nurse administrators in Montana, the 24 percent wﬁo indicated
research activities appears to reflect an upward trehd in professioné]
interest.

An 5tem-by-item comparison with the 1977 nationwide survey was not
possible bécause of item revision. In the nationwide survey, 69.4
pgrcent of the nurse administrators report spending 76 fo 100 percent
of their workweek %n administrative functions. Consideration must be

made for the increased numbers of lérge hospitals in this study.

CorporaterParticipation

' ' {
The aggregate analysis of participation on corporate committees and

boards by nurse administrators is presénted in Table 2. Thirty-four
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Table 1. Percentage of time spent in normal workweek.

Percentage of time

Function 1-4  5-25  26-50  51-75  76-100
Community 15. 33.3- 51.5
Administration 3.0 18.2 42.4 " 36.4
Direcf patient . - o « I
care 30. 9.1 51.5 6.1 3.0
Teaching:
Patients 51. 9.1 39.4
Staff 18.2 12.1  63.6 6.1
Students | 87. 12.1
Outside 7. 18.2" 9.1
Research 75. 18‘.2~ 6.1
Qutside ‘ |
consult 69. 24.2 6.1
Professional 51.: 21.2 27.3
Other 97. 3.0

Total n=33
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nurse administrators responded to item 11. Only 3 (8.8%) stated they

had no participation on any corporate committee or board.

0f equal

importance is.the fact that no nurse administrator stated they hold

voting privileges on the governing board. There are a majority of the

nurse administrators ‘in this survey who had some participation in

corporate activities. Over 50 percent had membership or voting

privileges on the accreditation or Ticensure (57.2%), administrative

staff (84;9%), governing board (53.8%), corporate planning and

development (78.2%), and executive medical staff (67.9%) committees.

Table 2.~ Partic{pation on corporate committees or boards.

Percentage participating

Committee/ : Voting
Board n None Occasionally Member .member
Accreditation/
Licensure 28 32.1 10.7 39.3 17.9
Administrative :
Staff 33 9.1 6.0 27.3 57.6
. Board of
Trustees - - - 26 30.8 15.4 53.8
Corporate : ‘ | S
Planning 32 15.6 6.2 46.9 31.3
Executive
Medical 28 17.8 14.3 64.3 3.6
Interdepartmental '
Research 17 52.9 11.9 17.6

17.6

Total n=34
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Items related to corporate activities were not included in the
1977 nationwide survey. fhe 1982 ASNSA survey contains sohe items
related to participation in corporate activities. Data analysis
revealed that 21.6 percent of nurse administrators report membership on
tﬁe hospital governing board and 3.9 percent were voting mémbers.
Greater participatton is in activities of governing board committees,

than on the governing board itself.

Institutional Committee Participation

Active participation on institutional committees increases the
influence of nurse administrators within the organization. Item 12 was
included to analyze authorities identified in national standards for
nursing service administrators,,‘Thirty—fivé nurse administrators
responded to this item. A]] respondents statéd they ﬁérticipated on at
least 30 percent of the identified hospital committees. Not all '
committees included in this item are operationa1izgd in the-reporting
hospitals.

Over 51 percent of the nursing édministrators stated active
participation on all of the hospital Fommittees included in this 1teh.
Data were analyzed for committee participation. Aggregate data '
“analysis is presented in TabTe 3. fwo (5.7%) nurse administrators
participated on from 1-3 committees, 8 (22.9%) participated on 4-6
committees, 7 (20%) participated on 7-9 committees, and 18 (51.4%)
cactively participated on greafer than 10 committees within the

hospital.
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Table 3. Participation on hospital committees.

Percentage participating

Institutional No hospital No Active

committee n committee  participation participation
Emergency Care 3 14.7 | 8.3
Infection Control 34 - 100.0
Disaster Planning 35 2.9 97.1
Medical Records 31 9.7 22.6 67.7
Pharmacy and

Therapeutics 33 o 3.0 ’ 6.1 : 90.9 .
Professional ‘ | :

Library 31 51.6 9.7 38.7
Quality Assurance . 35 14.3 5.7 80.0
Safety 32 ‘ 12.5 9.4 78.1
Special Care Unit 33 21.2 3.0 75.8
Standing Medical | |

Staff 32 3.1 6.3 90.6
Risk Management 32 25.0 _ 12.5 | 62.5

Total n=35

Nursing Theory for Professional Practice

Nursing administrators were asked in item 13 to identify a
nursing theory which héd been developed or adopted by the department
of nursing. Of the nurée administrators who responded to this item
(N=32), only 1 (3.1%) had a fully developed nursing theory for

professional practice. A nursing theory had been developed by a
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collaborative effort of the nursing staff following an indepth study of
existing nursing'théories. There were 3 (9.4%) who stated that the
nursing departments was in the process of adopting'a theory fdr nursing
practice. One department had selected Dorthea E. Orem's theory for
nursing practice, one department selected Martha E. Rogers' theory for’
nursing practice, and one respondent indicated no spécifié‘nursing
theory. This may reflect a growing trend for departments of nursing in

Montana.

Level of Responsibility for the Department of‘Nursing

Informatfon was requested to determine the level of responsibility
the nurse administrator inuMontana‘Hofds for nursing praqtfce in the
department of nursing (item 14). Analysis of data is shown in Table 4.
The 1977 ASNSA survey item waé changed to include responsibilities
identified in national standards. Data analysis indicates a trend for
increased responsibility in some areés. Montana nurse administrators
had greater responsibi]ityhfor changing nursing policies and
procedures, deQe]bpment of nursing research, implementing new nursing
roles, and increasing or decreasing nursing staff. Montana nurse
administrators had 1es§ reéponsibf]ity for the elimination df
non-nursing duties from nursing service than did the nurse
administrators included in the 1977 nationwide study.

There are only 33.3 percent of the nurse administrators in Montana
who holdvresbonsibility for confractua] agreements with nursing
schooTs.J It must be noted that the Tow response reflects few hospitals

in Montana with nursing school affiliation.
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Table 4. Level of responsibility in the nursing department.

Percentage bf responsibility

Function Full Partial None

|=

Contractual agreement ' :
with nursing school 33 . 15.1 18.2 66.7

Changing basic organi-
zation of nursing care
on units 35 8.7 8.6 - 5.7

Changing nursing
procedure and
policies 3 . 91.4 8.6

Developing and/or
implementing nursing '
research projects - 35 68.6 14.3 . 17.1

Development of depaft-
mental educational
programs 35 62.9 37.1

Eliminating non-nursing _
duties , 34 - 29.4 ‘ 61.8 8.8

Establishing individual ‘ ‘ :
practice workload 35 71.4 25.7 2.9

Implementing new
nursing roles .as they '
. develop 34 91.1 5.9 3.0

Increasing or de-
creasing nursing '
staff : 34 79.4. '20.6

Total n=35
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. AdministrativeVSnpport Services

Span of control and Tevels of responsibiiities inherent in the
position of nurs1ng administrator increases the need for support
services for nurse administrators. The avai]abiiity of adequate
support services has been an increaSing concern for nurses in
administrative-practice Support services avai]abie for nurse
administrators are a ref]ection of working conditions and of forma] and
functional powers of the administrative position. Items 15 and 18
requested information related to support services. Only 16 (45.7%) of
the total reporting hospitals have institutional computer services.
The discrepancy in reported data in a supplemental item is apparently
due to contractual computer services when no in-house service is
available. Analysis of data tor support services through use of
computer programs and other support- services are presented in Table 5.

-Nurse administrators in this study state that major snpport services
are available in total or in part. Additional computer assisted data
collection and analysis included word proces51ng, data fi]ing,
productiVity reports, p011c1es and procedures anddemergency room

acuity profiles.

Personnel Management

Collective bargaining. Only 7 (20%) of the 35 nurse administrators
stated there is collective bargaining for professional nurses in their
hospital (item 17). Of the hospitals who reported collective

bargaining units, 5 (71.4%) of the nurse administrators participated as




58
members ‘of the management‘negotiating team. Two (28.6%) served in an

advisory capacity for the negotiating team.

Table 5. Administrative support services.

Support services "n Percent available

Computer Services

Audit 6 . 27.
Fiscal data 21 95.
Patient and staff instruction .

[S2 V)

Manpower data 9 40.9
Nursing diagnosis 1 4.5
Patient profile 6 27.3
Payroll 18 - - 81.8
Scheduling
Statistical Analysis 14 63.6
Other 4 18.2
Total n reporting=22
. Access to other support services

Access to data from other

departments , 29 85.3
Computer . 18 52.9
Materials management 26 . 76.5
Record keeping 26 76.5 -
Secretarial . 25 ‘ ] 73.5
Staff coordinator : 14 41.2
Quality reports ' , 22 . 64.7
Cost center financial :

reports ' : 30 88.2
Other 6 17.6

Total n reporting = 34
In the 1977 ASNSA nationwide survey only 15.6 percent of reporting
hospitals had collective bargaining units for professional nurses.

There were reportedly 53.5 percent of nurse administrators who served
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on the negotiating team, and-33.1 percent served in an advisory
capacity.

Nurses With Other Reporting Levels. There were thirty-five nurse

administrators who responded to item 16; Twenty-one (60%) stated there
were professional nurses functioning in the hospital who repoﬁted
directly to an administrative officer other than the nursing admin-
istrator. The administrative officer may be the top administrative
officer, vice-président of technical services, a member of the medical
staff, or some other administrative officer. Practice areas may‘
include oncology, cardio-pulmonary, cardiac rehabilitation or cathe-
terization, quality assurance, surgery, anesthesia, education,
emergency servi;e, diagnosis re]ated-groupings, or risk ﬁanagement.
One certified nurse practitioner-was reported as functioning with a
reporting relationship other than to the nurse administrator.

Personnel Responsibility. There were 35 nurse administrators who

responded to item 19 requesting information on full-time and part-time
employees for whom the nurse admjnistrator was delegated
responsibility. A generalization on]y‘was madé in analysis of data
generated, due to the methods used in reborting numbers of employees.
Employees were reported by numbers of:empjoyees, by full-time
equivalents, and by approximations. Analysis of data éomparing
personnel to bed size is included in Table 6. Bed size is 1isteﬂ in
five categories as fo]]ows: 6-24 beds, 25-49 beds, 50-99 beds, 100-199
beds, and.200-299 beds. Comparison with the 1977 nationwide study was

not done.
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Table 6. Comparison of number of employees with hospital bed size.

Employees

Hospital bed size n Percent reporting Mean Range

6-24 14 40.0 29 13-52

25-49 9 25.7 ' 49 33-78

50-99 3 8.6 130 32-209

100-199 4 11.4 218 128-285

200-299 5 14.3 415 265-556
Total n=35

Nurse administrators were requested to proQide information on
percentage of total hospital employees for which they hold delegated
responsibility. Percentages of emp16yees were‘ana1yzed by categories
‘of less than 24 percent, 25-49 percent, 56-74 percent, 75-80 percent,

" and over 80 percent of all hospital emp1oye¢s. One (3%) nurse admin-
istrator held responsibi1{ty for less than 24 percent of the total
hospital employees, 9 (27.4%) of the nurse administrators were respon-
sible for 25-49 percent of all hospital employees, 21 (63.6%) of the
nurse administrators were responsible for 50-74 percent of all hospital
employees, one nurse administrat@r (3%) reported responsibility for
75-80 percent of all employees, and one nurse administrator (3%) held

" responsibility for over 80 percent of al employees. The larger the
hospital, the greater are the numbers of employees for which the nurse

administrator is held accountable. In hospitals with greater than 50
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beds, no general pattern emerges of numbers of employees reporting to
the nurse administrator, and for whom they hold accountability. Rela-
tively small Hospjta}s report percentagés of oVera]] hospital employees
for whom the nurse administrator is accounfab]e are as great, or
greater, fhgn in the larger hospitals.  Actua1 numbers o% emb]oyees are

understandably smaller. -
Mentor-Network Relationships

It is suggested that menfor and nefwork ke]ationshipé are
contributing factors in role development and success in an administra-
tive position. Items wére selected to measure‘the importance of
mentor-network relations for nurse administrators in Montané. Content
analyses were used to identify tgtegories of responses. Analysis of
data included the occupatibn and sex of fhe menfor of mentee, and the
-assistance received from a mentor or provided to a mentee. ‘These items
were requested‘f011owing search of 11ﬁeréture~to identify key factors
in mentor and nétwork relationships. Coﬁtent analyses were also used
to identify categories of management expertise shared through
networking by nurse administrators.‘ It should be noted in this study,
mentor and network relationships were used q]most-exc]usive]y for |
development of managemeht expertise and‘role‘déve1opment. The
acquisition of administrative expertise was considered to be the
primary facet of mentor-network re]ationshipsl

“~

Mentor Relations

Thirty—thrée nurse administrators responded to item 20 requesting

information on the presence of mentors who had aided in development of
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professional expertise and career role development. There were 20.
'y(60.6%) who stated there had been mentor reJationships.earlier in their
careers. Thirteen (39.4%) stated they had not had a professiona1'with
whom they had developed a mentor relationship.

Summary analysis of data revealed that 25 (59.5%) of the mentors
were female and 17 (40.5%) were ma]e.' Approximately two-thirds of the
mentors for both male and female nurse administrators were female.

Five (25%) of the nurse administrators had one mentor, 11 (55%) report-
edly had two mentors, and 3 (15%) reported having three mentors. The
greatest number of mentors was sig, reported by one respondent k5%).

Research indicated that fathers and men in administrative positions
frequently function as mentors for-women in management positions. Men
functioning as mentors in this study inc]uded one executive/father
(5.9%), six hospital administrators (35.3%), one associate administra-
tor (5.9%), six physicians (35.3%), and three other health pro-
fessionals (17.6%).

Mentors for nurse administrators in this study were almost
exclusively professionals in health occupations. Twenty-two (52.4%)
were nurse professionals, 19 (45.2%) were health professionals other
than nurses, and 1 (2.4%) was identified only as an executive.
Professional nurses who had functioned as mentors were nurse super-
visors (19%), nursing service administrators (16.7%), professional
nurse peers (16.7%), and one dean of a school of nursing (2.4%). - Other
health professionals who had-provided mentorsh%p were hospital admin-
istrators (16.7%), physicians (7.1%) and others (21.4%). Health pro-

fessionals listed as other were associate administrator, pharmacist,
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materials manager, controller, physical the?apist, hospital diétitian,
and consujtant. | .

The aﬁsistance provided by the mentor was 1dentif§ed as managemént
expertise, goal setting/gquidance, psychdsocia] support, employment,
role mode]/inspiration, and feedback. The analysis of data.are
presented in Table 7.. Psychosocial support wés provided by offering
encouragement, support, self-confidence, "strokes", and financial

assistance.

Table 7. Assistance provided by mentor.

Category of assistance n ‘ Percentage
Management expertise ' 20 40.8
Goal setting/quidance ' ' 13 . 26.5
Psychosocial suﬁport ‘ 10 20.4
Employment ' 2- 4.1
Role Model/inspiration ' 2 4.1
Feedback ‘ 2 4.1
Total n=49 .

Nurse Administrators as Mentors

Thirty-four nurse administrators responded to item Zl-ﬁequésfing
information related t& mentorship by the ﬁurse administrator. Only 50
percent stated that they had been, or were, mentors to otheré.“vMentees
identjfied'weré all nurse professioﬁa]s.‘ The grgatest numbers were

staff nurseé'(6l.5%), supervisors (15.4%), or other nurse administrators

'
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(12.8%). Students (7.7%) and one assistant nurse administrator
(2.6%) were also listed.

- Analysis of data showed that 74.4 percent of the mentees were
female and 25.6 percent were male. One (5.9%) respondent‘reported‘men-
tor relationships with 10 other professions, 2 (11.8%) had been mentors
for three other professionals. The majority stated they had functioned
as mentor to two other professiona]é (52.9%) br to one other pro-
fessional (29.4%). ‘Approximate1y;two—thirds (65.2%)- of all assistance
provided the mentee had been administrative assistance or pro-
fessional development. Other assistance was iaentified as psychosocial
support (34.8%). Psychosocial support was provided by encouragement,

lTistening, advice, counsel, and "self-motivation through autonomy".

Network Relationships

Thirty-four nurse administrators responded to item 22 which
requested information on the network relationships of nurse administra-
tors in Montana. Support.and assistance thrbugh network relations is
apparent in responses to thig 1tem;. Thirty nurse administratofs
(88.2%) reportedly do participate‘in a network systeh with other nurse
administrators. Only 4 (11.8%) stated they had no network par-
ticipation. Networking is a critical facet of influence for this group
of nurserédminigtratoré_

There were 72 ;eparate_aréas of expertise reportedTy'shared with
other professionals. Shared expertise included management skills
(43%), professional development (26.4%), staff development (18.1%),

patient care management (8.3%), and psychological or emotional support
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(4.2%). The small amount of emotional support provided may reflect the
increasing autonomy of nurse administrators. This may also be attri-
buted to distance to other nurse administrators in Montana which would
preclude utilization of other nurse administrators for emotional sup-
port. |

Areas of expertise shared most frequently by nurse administra-
tors are management skills/career deve]opment staffing patterns, poli-
cies and procedures, and development of new services. Other areas of
expertise reportedly shared are in areas of problem solving, accredita-
tion standards, fiscal management, staff‘motivation, staff education,
and retention and recruitment of personne]! Emotional support and
advice were considered by only three of the reépondents.

Thirty-six areas of expertise were identified as having beenA
requested from other network members. Administrative aesistance
“included management skills (36%), professional development (22.2%),
staff development (22.2%), patient care management (14%), and emotional
support (5.6%). |

Only two nurse administrators reportedly had requested any type of
emotional support or advice. One'nurse adminfstrator stated there‘had
been network advice requested, but not neceined. The nuhbers of nurse
administrators in this study actively participating in a network does
validate that one or more networks exist in Montana. There is a
general willingness to share administrative expertise. The most fre-
~quently requested skills were in areas of prob]em so1v1ng, staff1ng

patterns and acuity systems, po11c1es and procedures, and fiscal

management.
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Demographic Information

In order to complete the profile of nurse administrators in
Montana's acute care hospitals, personal and professional information

was requested. Data requested included demographic information.

Administrative Title

The response to item 23 requestﬁhg iﬁformation on‘administrafive
title (n=35) indicated the most comﬁon title is still director of
nursing. Twenty-three (65.7%) stated fhey hold this title. Thé next
most common titles are nursing administrator (8.6%), vice-president of
nursing (8.6%), and assistant administratof (2.8%).“ Titles listed as
other (14.3%) included director of nursing services, assistant
administrator/director of nursing, and director of professional
services.

Data corresponds with title designation deterhfned by the 1977
nationwide survey. However,'nationwide the second greategt percentage
listed chief of.nursing as professibna] title. It should be ﬁoted thaf
governmental hOspifa]s which use thé title of chief nurse are not
included in this research study. Administrative title has remaineq
relatively unchanged since the 1977 nationwide study was completed.
Nurse administrators who function in hospitals with greater numbers of
beds, generally hold titles ref]ectfve of status within the cor-

poration.

Employment, Recruitment, Time in Position

Thirty-five nurse administrators responded to item 24 requesting
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information on years in current pbsifioﬁ. Years in present position
are reported by five-year segments. The range was from threé_days to
13 years. The greatest percenfage of hurse administrators reported
holding their present position from 1-5 years. Time indicated in
months was calculated by rounding months to years'for data ana]ysié.
In increasing order, time in present position was 11-15 years (2.9%),
less than one year (20%), 6-10 yearsn(22.8%), 1-5 years (54.3%);

Comparison with the 1977 nationwide survey Eorresponds with thesen
findings. In the ASNSA study there aré greater numbers who have held
their position over 10 years. |

| Data analysis related to recruitment and promotion from within the
institution is found in Table 8. O0Of 35 respondents; 60 .percent stated
fhey had been promoted from within their present piace of emp]oymenf.

Most of the nurse administrators (51.4%) are native of Montana, and

‘most (68.2%) are not natives of the area in which they now reside. A

breakdown of the 12 fespondents who Tisted state of origin other than-
Montana is as follows: 66.7 percent are from the Midwest, 16.7 percent
are from Eastern states, 8.3 percent are from the South, and 8.3 per-
cent are from the far West. Nurse administratofs were: requested to
provide information on areas of residency (n=8). Fifty percent were
from rural areas, 25 percent were from areas considered sﬁburban,‘and
25 percent from urban areas. ‘

The majority of those reporting (n=34), stated tﬁey were not
recruited for their present position from another area of Montana ‘
(61.8%). Some nurse administrators stated they had applied for the

position, rather than being recruited for their position.
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Clarification in these items would be essential in further studies.

Table 8. Recruitment and promotion of nurse administrators.

Total n Percentage - Percentage

Category reportjﬁg yes no
Native of Montana 35 51.4 48.6
Promoted from within )
the organization 35 60.0 40.0
Native of present residence 22 31.8 © 68.2
Recruitment from within :
Montana . 34 38.2 61.8

Years of Experience, Certification, Specialization

Analysis of data in response to item 28 requesting information on
experience by tHe nurse administrator in other professional positions
is presented in Table 9. There were 100 percent of thése reéponding
(n=35) with experience as é staff nurse. There was some discrepancy in
reporting prior years of experience as a nurse administrator. There
were 56.5 percent who reported years wﬂich did not correspond to years
in present position, and 43.5 percent did correspond to the stated
years in present position. Some revision of this item would be needed
for further studies. Prior experience listed as other included
experience in physicians' offices, in-service educafion, assistant
nursing administration, emergency room, Professional Standards Review
Organization, industrial nursing, nursing_home_administration, and

anesthesia.
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Table 9. Years of experience in prior positions.

: Years
Percentage reporting
Position category n experience Range‘ Mode
Staff nurse 35 100.0 1-20 2
Head nurse 19 - 54.3 1-20 2
Nursing supgrQisor 11 31.4 1-7 3
Clinical specialist 2 5.7 2-3 1
Nurse practitioner 1 ' 2.9 .5 1
Nurse administrator' 23 65.7 1-10 2
Faculty 7 _ 2.0 1-4 2
Other - 10 - 28.6 1-5 1

Total n reporting = 35

Data corresponds with the experience of nurse. administrators
reborted in the 1977 survey. One except{oh‘hoted in the'1977-survey is
the greater numbers of nurse administrators who had functioned as
assistant nursing administrators.

In response to item 29, onf} four hufse admfnistrators stated they
were nurse clinicians or spec1a1i§ts. Two reported a master of nursing
major, one had a one year university certificaté, and one 1%stéd o
Jon—the-job;training". Questions related to clinical specia]fzation in
both the 1977 and 1982 ASNSA surveys obtained duestionable data.

This item again needs carefuT evaluation for clarification.
Nurse administrators were asked in item 29 to 1dentffy national

certification in nursing administration. Only four of the nurse
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administrators (n=35) stated they were certified in nursing service

administration. Certification for two nurse administrators is through

ANA, and two did not indicate the certifying organization.

Educational Preparation and Continuing Educatidni

Analysis of data in item 30 related to highest degree earned is

shown in Table 10. The data are compared with the 1977 and 1982 ASNSA

studies (ASNSA, 1984, p. 11). Major field of study from national sur-

veys is not indicated in the table due to the great numbers of pro-

fessional fields reported in both nationwide studies.

Table 10. Comparison of percentages of respondents report1ng highest

degree attained.

Montané o
nurse administrators - 1977 "ASNSA 1982 ASNSA
B a1984. - survey - Csurvey
Degree attained . n  Percentage n Percentage  n Percentage
Rssociate Degree 5 17.1 126 2.5 1 0.4
Diploma 10 28.6 2,345 45.9
Baccalaureate ‘ 1,204 23.6 63 25.2
B.S. o 1 2.9
B.S.N. 13 37.1
Master's . 1,402 27.5 154 61.6
M.A. S 2 5.7 :
M.N./M.S.N. 3 8.6
Doctorate : 25 0.5 5 2.0
Other | 27 10.8
ap= 35
bp=5,104
Cp= 250
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In Montana, master's or baccalaureate degrees earned in fiel&s
other than nursing have all been earned in health care administration.
One nurse administrator reported current enrollment in a master's -
program in health care adminfstration; Tﬁé area of education
foTlowing'basic nursing:preparation reflects the upward‘trend nation-
wide for advanced preparation in administrative practice.

Despite full-time emp]oymént, increased resbonsibi]ities, and
distance to educational centers,‘this study indicates.an awareness of‘
need for continuing education. Continuing educational credits earned
are considerably less than the numbers of continuing educational hours
earned within the last five years. This appears to follow the trend of
the nationwide ASNSA survey.

Sixteen (48.5%) of the respondents reported éarning‘no academié
credits within the past five years, 8 (24.2%) héve earned over 12,
and some report 30-50 academic credits earned within the past five
years. Of the 17 who stated they have earned academic credits, 11
reported almost all were direthy re]ated to nursing administratioﬁ.
There were 75.8 pércent of the nurse.administrétors who report earning
over 30 continuing education hours in the past five years. The range
was from 30-114. Only three of the nurse administrators reported that

‘some education hours. were in nursing areas other than administration.

Professional and Community Activities

There were 33 nurse administrators who responded to item 32 re-
questing information related to professional activities.. The majority

(78.8%) held membership in some professional nursing organization.
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By contrast, only 14.7 percent held an office in these nursing organi-
zations, and 85.3 percent‘held no office. Of the 26 nurse administra-
tors who indicated mehbership in a professional nursing organization
(n=67), the greatest pgr&entage of membership is in ASNSA (28.4%5 and
13.4 percent in the Moﬁtana Society of Nursing Service Administrators
(MSNSA). This item requires c]arificafion and may not have provided
valid information related to ASNSA membership. ASNSA membership does
not include membership in the Montana Society as doeé the American
Nurses' Association (ANA) or National League for Nursing (NLN). MSNSA
membership has historically beeh greater in Montana than in the
national organization ASNSA.

In other professional organizations, 16.4 percent of the total mem-
bership was in ANA, 4.4 percent in NLN,‘and 3.1 percent 1nvSigma Theta
Tau. The remaining 34.3'percent of organizational participation was
deéignéted as membership in state or ‘Tocal organizations of ANA and
NLN.

There was less participation in other professional organizations by
the nurse administrators in this study; Thefe were 34 persons who
responded to these items, 61.8 percent belong to no other professional
organizations. If membership was 1dent1f1ed;'the numbers of brganiza-
tions ranged from one to four, with a mode of one. Over 85 percent of
the nurse administrators stated they held no office in the organization
of which they are a member. |

Analysis of data related to community activities from-34 respond-
ents, showed that only 50 percent are presént1y acfive in community

affairs. There were 41.2 percent of the respondents who reported
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previous community activity. The numbers of community organizations
Tisted by responding nurse administrators covers a broad spectrum of
community activities. There were 41 separate organizations listed, and
only 15 were indicated more thén oﬂe time." The greatest number of
responses identified the Emergency Medical Services Council (ﬁ=5);
women's church organizations (n=7); and advisory boards‘for educational
institutions (n=5).

Community activities are listed as follows: advisory committees
for educational institutions, health ré]ated"socia1 service and
~welfare, nonhealth re]ated‘spcia] service and welfare, nonservice
related, and religious organizations. There were 22 health relafed
organizations identified. Only the American Red Cross, City-Couhty"
Health, Emergency Medical Services Couhéi], hospital aUxi]iary, ambu-
lance services, Chi]dbirth-Prenata] Education Council, and American
‘Heart Association were specified more than one time.

There were 23 nonhealth related social and welfare organizatfons
identified. The Soréptomist, C%ty-County Planning Counci],.Giri
Scouts, Chamber of Commerce,faﬁd‘Liohét£es were.specified‘mofe than ene
time. Of interest, is the membership by nurse administrators in the
Academy of Pq]ifica] Science, National Organization of Women, and fhe
League of Women Votéfs. Only three organizations were classified as
nonservice. Two sepafate religious organizations were spécified. of
all organizations 1dénfif1ed, 92.7 pefcent were service or health
related.

Data were not available fbr‘cpmparfson with the 1977 ASNSA survey;

The great numbers of community organizations listed by Montana nursing
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administrators made comparison‘with the 1982 ASNSA survey difficult.
Analysis of responses to 1£ems requesting information on the
research activities of nurse.administratoré in Montana is shown in
Table 11. Involvement has‘been greatest in areas of participation at
symposia or conferences. Two respondents stafed they.have pubTished

texts, one is specific for a Montana health care agency.

Table 11. Professional Activities.

Percentage of

Professional Activity n Participation
Research Activities
Principle investigator
n=24 : 5. 20.8
Co-investigator _
n=23 2 8.7
Research assistant ‘ " _
Participant ‘ : .
n=27 o - 16 59.3
Contributions,to.professional | '
activities
Journal article u
n=29 o S 1 3.4
Media publication ,
n=28 3 10.7
Symposium/conference
presentation o S -
n=28 | ~n ' 39.3
Other . |
n=32 2 6.3




75

Age, Sex, and Marital Stafus

Age, sex, and marita] ;tatus are included in items-35,and'36.
Montana nurse administrators who participated in this research study
are ovFrwhe1ming1y femé1e. Thirty-three nurse administrators responded
to the item related to sex, 97 percent are fema]e and 3 percent male.
Age was repbrteﬁ as less than‘30 years of aée, 30-39 years of age,
40-49 years of age, 50-59 years of aée. Ana}ysis of data shqwed fhét
14.3 percent were Jess than 30 years of age, 37.1 pércent between
30-39, 2816‘perceﬁt between 40-49, and 20 percent between 50-59 years
of age. | |

Thirty-five nurse administrators responded to the item reqUesting
information on current marital status. - Categories were never-married,
‘marriéd, widow/widower, separatéd, or divoréed. The'majority of nurse
administrators reported they are married,(65.7%), divorced (22.9%), or
never-married (11.4%).v

Comparison with the 1977 ASNSA nétionwide survey reveals that the
greatest single reporting age was between 40-49 years (36.4%). The
sihg]e greatest percentages are married (60.8%), and only 9.7 percent
overall reported being divo}ced. Comparison indicates that Montana
nurse administrators who participated in £his study are younger and a

greater percentage are divorced.

Salaries and Benefits

Items 37 and 38 requested information on salaries and benefits of
nurse administrators. A combarison with both the 1977 and'1982 ASNSA

surveys (ASNSA, 1984, p. 20) is shown -in Table 12. Reporting increments
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are the same, however, the range in each survey differs. Increased sal-
aries for Montana nurse administrators fo11ows the national trend for
increased salaries for nurse administrators, despite the rural nature
of Montana hospitals. Analysis of ‘data in this study shows tHat
increased ga]ary does correspond with 1ncreasedrhosp1ta1 size and also

with responsibilities for greater numbers .of nursing service employees.

\

Table 12. Comparison of salary ranges.

dMontana study b1977 Survey €1982 Survey

Salary range - .
in dollars , Percentage Percentage Percentage

Less than $15,000 - 6.2 - 2.4

$15,000 - $19,999 9.4 32.7 0.6
$20,000 - $24,999 25.0 | 23.4 6.7.
$25,000 - $29,999 31.3 ‘ 11.6. - 12.1
$30,000 - $34,999" 12.5 ' 4.4 28.2
$35,000 - $39,999 3.1 | 1.5 . 7.6
$40,000 - $44,999 9.4 | 20.6
$45,000 - $49,999 _ o 13.3
$50,000 - $54,999 3.1 5.2
-$55,000 - $59,999 | 2.4
$60,000 - $64,999 | N 0.6
Over $65,999 | 2.7
aTotal n= 32 | Range = Under $15,000 - Ovér $50,000

bTotal n=5,224 , Range
CTotal n= 330 " Range

Under $15,000 - Qver $35,000
Under $15,000 - Over $65,000
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There were 33 nurse administrators who reported benefits provided
by the institution. Thirty benefit categories are listed in this
item. Some nurse administrators indicated fhe benefit was "partially"
a benefit provided by the employer. Partial benefits ForAdafa analysis
were considered to be benefits. Professional meeting expenses and
major medical plans were reportéd by 75-85 percent of those responding.
Pension/retiremenf plans, life insurance, greater than 10 annual sick
leave days, and greater thaﬁf7 paid holidays were specified by 63-73
peréent of the respondents. Payment of professional organization
dues, tuition reimbursement, social security, gas mileage, free.or
reduced parking, professional journal expense, and greater than three
weeks vacation were included as benefits for 45-60 percent of nurse
adminsitrators. Meals, disability plans, tax sheltered
annuity/deferred compensation, and moving expenses upon hiring were
provided for 30-43 percent of nurse administrators in Montana. No
housing allowance was granted to nursing administrators in the Montana
study. A1l other Benefifs were reported by Tesser numbers of nurse
administrators and correspdnd with increased hospital bed size. A

Items in this question were analyzed differently thah in the 1977 .
ASNSA nationwide survey. There is some correspondence with those bene-

fits which are also received by the largest percentage of nurse admin-

istrators in Montana.

Success Defined

The concept of success was.eXp]ored in this research study by

requesting nurse administrators to define this concept related to
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professional practice. Twenty-eight (80%) of the nurse administrators
responded to item 34. There were 54 items generatéd by their re-
sponses. Obviously, success is a difficult concept to define. One
response not included in analysis wa§ "ambiguous question unable to’
_answer"., The researdher was unable to categorize two responses,
"improved" and "above average". There were only three responses con-
sidered negative by this researcher. Negative responses were
"survival", "I'm not sure there is such a thiné!", and "avoiding
burnout™. It is worth noting that only one nurse administrator stated
participation in a professional network, and none reported‘mentgr
relationships.

Major themes in responses were classified as administrative
recognition and support, professional quality care for patienfs, staff
support and staff development, and goal achievement and recognized
responsibility. Administrative recognition as a memBer of organiza-
tional management was defined in numbers of ways. Some of the re-
sponses were "respect by staff, physi;ians; and admﬁnistrétor", "being
involved in all activities of hospital management", "decisions‘sup-
ported by administrator and nursing staff", "recognition és authority",
"keeping open communication with administration and other departments®,
and "to have peer status with other administrative staff".

Quality patient care was the most frequent item identified'with
success by nurse administratofs in this study. Thirteen (46.4%) of the
nurse'administrators attributed success to provision.of excellence in
patient care under their leadership. The nurse administrators stated

success was "a feeling of accomplishment in delivering the best
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possible care to patients," "high quality care," and "to provide
leadership to a]]ow for ‘quality patient care in a cost effectivé
manner.,* .

Staff development was identified as "“job satisfaction for staff,"
"to observe the growth.and level of expertise among subordinates,"
"directing a hospital that has an excellent reputation for good nursing
care," and "maintaining competent nursing staff.*™ ther respondents
related success to "the ability to meet staffing needs of'the-facility
plus the needs of the stgff in order to provide quality patient care"
and "ability to advance a nursing department with changing hea1£h trends
by working through subordinates.™

Goal achievement and recognition of responsibi]ities<were-described
in numbers of ways. Success was "to listen before making decisions and
to be responsible for making final decisions," "fiscal stability in the
nursing department,”" "a continuing education process whereby goals are
developed and achieved," "being an enabler," "achieving goals," and
"productive reaching of most annual goals, development of new rela-
tionships in field of endeavor."

Responses to this item identify the cémp]exity of the concept of

success in the role of nursing administrator. Nurse administrators
have identified the importance of influence within the 1ns£itution and

the responsibilities inherent in the administrative role.

Additional Comments

An opportunity was provided for additional comments following

completion of the instrument used to develop a profile of nurse
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administrators in Montana. Three of the respoﬁdents made additional
comments on the questionnaire. One nurse administrator stated the
questionnaire was very time consuming and further stated that "I hope
it is worth my time not 1fke gggl‘i have participated in and never had
any feedback" (emphasis by respondent) "I éti]] Tove my job as DNS
(director of nursing service) after 10 years," and "very thought pro-

voking process".
Summary

The findings of this research study were used to idéntify aiprofi]e
of nurse administrators who function in rural hospitals in Montana
today. Comparison with nationwide- surveys of nurse administrators by
the American Society of Nursing Service Administratofs of the American
Hospital Association (ASNSA, 1980b; ASNSA, 1984) provided a base for
comparisons with hospital nursing administrators nationwide. Sources
of influence both within and out of the hospital and the scope of the

organizational position were explored.
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CHAPTER 5
"DISCUSSION

Summary and Discussion

The purpose of this'studvaas to develop a profile of the personal
and professional characteristics of the nurse administrator in acute
care hospitals in Montana.: The conceptual framework for this study was
organized around the concept‘of sources of influence through fo}ma1
and functiéna] power and included thé_dimensions of the organizational
role. The responsibilities, authorities, and personal characteristics
which contribute to administrative role development were studied..
These three domains constitute the administrative role.

The rural characteristics of the acute care hospitals were iden-
tified in order to include this extraneous variable in comparison of
data with nationwide studies. Rural characteristics were a con-
sideration in their effect on administrative praétice of nurse admfn-
istrators in Montana.

Prior to this study, the researcher assumed there was little admin-
istrative sdpport within the organization for nurse administrators in
Montana. She also assumed that mentor-network relations were a criti-
cal facet of role development. One further assumption made, was that
nurse administrators in a rural state had expanded’resbonsibiTity
without delegated authority. The preparation for administrative prac-

tice and the concepts.of mentor and network relations were studied
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because they are important in development of the admfnistratiVerrole
‘within the organization. The route to top management has generally been
through upward mobility within nursing with Tittle prior administrative
practice or educational preparation. These considerations and the
review of 1iter§ture formed the background of this study.

A review of 1iteratu}e suggested that management Qki]Ts are
multiple and multifaceted. Educational preparation is suggested by
nationally recognized nursing leaders and national standards for nurse
administrators. Without administrative preparation, the nurse admin-
istrator 1svunab1e to assume responsibility for fiscal, résource, and
patient care management. In order to functioﬁ effectively, the nurse.
administrator possesses both formal and functional power. These sources
of influence are critical in order to affect decision-making, to'assumev
delegated responéibi]ity within the organization, to direct the organi-
zation, and to deliver health care. |

National rules and regulations, standards, and guidelines define the
admjnistrative role. These standards clarify the professional and
administrative aspects’ of the dual role in nursing administration.. The.
numbers of women in administrative positions in nursing are signifi-
cantly higher than men. By contrast, there is a predominance of men in
administrative positions within the hospital hieraﬁchy.- Social and
economic factors have, in the past, been attributed to lack of manége-
ment potential for women in management. Administrative support
services, organizational status, and active barticipatibn in corporate
decision-making are 1mportant sources of influence and are considered

essential for success in nursing management.
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Nursing administrators are leaders in nursing. The acknowledged
influence held by the nurse administrator active]y‘affects change in
health care delivery and insures increasing professionalism w{thin
nursing. The visibility of ‘the nurse administrator is a potential
source of inf]uenée and insures the right to address the issues in
nursing today.

This researcher was interested in exploring the span of contfo] and
the overall resp&nsibi]ity and powér of nurse administrators in a rural

state. A comparison population was essential, so that identified

. characteristics were attributed to nurse administrators functioning in

acute care hospitals in general. Comparison was also necessary to

identify those variables unique to hospitals and nursing practice in a

" rural state. The variables identified in the conceptual framework of

the étudy provided the structure for instrumént development.

Differences between this study and the two ASNSA studies must be
considered. A1l studies included only nurses in the top administrative
position in acute care hospitals. The population in this research
study included only those 60 acute care hospitals which were nongovern-
mental or were not special treatment centers. There were 35 returns
(58.3%) which were all found to be acceptable for data analysis.
Comparability with the 1977 study was-poséib]e since most items were
retained for use from the tool developed by the ASNSA." Because of dif-
ferences in the 1982 study in both sampling and changes in the

questionnaire, comparability was limited.
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Montana Nurse Administrator Profile

A profile of the Montana nursing service administrator was devel-
oped from an analysis of the personal-and professional characteristics
found in this research study. The comparisons with nationwide studies
found many similarities and some differences between Montana nurse
adhinistrators and ﬁurse administrators nationally. The current trends
in a changing administrative role for Montana nurse administrators
appears to follow the national trend for change. The profile deve]opeg
can only be generalized for the total poph]ation studied and may not be
valid if data were available from the total popuiation. |

Based on analysis of data from this research study, the average
nurse administrator was female (97%), between 30 to 39 years of age
(37.1%), and was married (65.7%), The nurse administrator received a
salary of between $30,000 énd $34,999 (31.3%), or possibly between

‘$25,000 and $29,999 (25%). Increased salary was directly related to
responsibility for greater numbers of nursing personnel and increased
hospital size.

The nurse administrator achieved the'posif{on through upward
mobility, first as a staff nurse (100%) and then as a head nurse or
supervisor (85.7%). Certification in nursing administration (11.4%)
may indicate a trend in Montana. The greatest percentage of nurse
administrators earned a baccalaureate degree (40%). The next highest
percent was a diploma in nursing (28.6%). A few hold master's degrees
(14.3%). A baccalaureate or master's degree other than in nursing was

in the field of health care administration. The trend toward higher
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education for nurse administrators in Montana reflects the national
trend.

Slightly over half of the nurse administrators (51.5%) had earned
academic credits within the last five 'years. The focus of continual:
preparation for the administrativé role has been greater in continuing
education hours earned (97%) than in academic credits. Most nurse
administrators (75.8%) earned well over 30 continuing education hours
which_are almost totally app1icab1e‘to nursing administration (87.9%).

Most nurse administrators belonged tb.a professional nursing
organization (78.8%), but did not hold an office in that organization’
(85.3%). Professional organizations in which the nurse administrator
was a member, included the ASNSA (28.4%), MSNéA (13.4%), or the ANA .
(16.4%). Most nurse administrators be}onéed to no other profegsional
organization (61.8%), and those who did, He]d no office in that orgéniza-
~tion (85.3%). Thé‘nurse‘administrator was active in comﬁunity affairs
(50%), and if so, they were overwhelmingly héa1th dr welfare and _
service related organizations (92.7%);

Some nurse administrators were involved in fesearch activities
(24.3%). The major involvement in other préfeséionaT activities was
in presentations at conferences or symposia.(39.3%) or for media
publication (10.7%). Two nurse adminisfrators have pﬁbTished
professional texts. The nursing departments were f0116wing a trend in
planning for development of, or éddpting, a nursing theory for
professional practice. While these‘nursing administrators were few in
number, they indicate a trend whi;h may be much more evident in the

next decade.
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Professional development for the nurse administrator was aided by a
mentor in 60.6 percent of the cases. There probably has nbt,been a

mentor relationship with greater than two experienced professionals

(55%). The mentor was usually a woman in a professional role (59.5%).

.Occupation of mentors included nursing supervisor (19%), nurse

administrator (16.7%), or hospital administrator (16.7%). ATfhough the
nurse administrators had a mentor for professional development, there
was a fifty percent chance they had not functioned in the role of
mentor to others. If the nurse administrator had functioned as a
mentor to another professional, the mentee was a femé]e-(74.4%). The
éssistance given was generally related to administrative skills
(65.2%). The mentee was usually a-staff nurse (61.5%) but was
sometimes a nursing supervisor (15.4%) or anothef nurse administrator
(12.8%).

The nurse administrator was actively participating in a
professional network for support, advice, dnd,deVeﬂdpment of

professional expertise (88.2%). The advice and support shared with

other network members was almost totally related to development of

management expertise (95.8%). Support requested from professional

- network members was also related to development of management skills

and problem-solving (94.4%).
Nursing service administrators in Montana viewed success from the
perspective of organizational role, pafiént, nursing staff, and

professional role. Success in the role of administrator was directly

“related to recognition as a member of organizational management, provi-

sion of quality patient care by the department of nursing, development
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bf skills and expertise by the nursing staff, and personal goal
achievement and recognition of professional‘responsibiljty.

" Nurse administrators reported diréct]y to the tdp executive officer
(94.3%), unless they functioned in a large medical center. There was .
shared administrative coverage of the overall institution (88.6%). The
span of control included responsibility and deSignated authority- for
épécia] units or other‘departments within the hospital. The authority
included five to eight special units or departments (55.9%). The
departments were as diverse as dietary, social work, pharmacy,
ambulance service, laundry, énd o;cupationa],.physica1, reépiratory, or
speech therapy. |

There was active participation in planning of the hospital budgét

(74.3%) and for priority-setting for the hospital budget (82.4%).
There was control of the egtab1ishment of the ﬁursing department

budget (76;5%) and in some cases there was total control of that budget
(62.9%).

The nurse administrator actively particfpated on all corporate
committees or boards. The nurse administrator was not a voting member
of the goverhing'board‘but was 6ften a member (53.8%). Active
participation on the administrative staff committee was frequent
(84.9%), as were corporate planning and development (78.2%), and the
executive medical staff committee (67.9%). A

Active participation in all institutional committees was frequent
(51.4%). The nurse administrator was actively involved in over four of

the committees which guided the direction of care within the hospital
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(94.3%). The nurse administrator generally had major control over
decision-making and hanagément of the department of nursing (66.1%).

Administrative support services were generally available for the
nurse administrator. The majority of.that support was available for
data access, materials management, record keeping, and financial
reports. When computer -services were available, computer access was
primarily for financial, statistical, and audit analysis and'for per;
sonnel payroll. If there was a bargaining unit for professionai
nurses, the nurse administrator usually participated as a member of the
bargaining team (71.4%) or as an advisor (28.6%) to the bargaining
committee.

The nurse administrator generally functioned in a hospital with
lTess than 50 acute care beds (65.7%), which included an average of 27
extended cafe beds. The nurse administrator was responsible for 50 to
74 percent of the total number of institutional emp1oyees.
Responsibilities of the position as_nursing administrator required that
the workweek included greater than 40 hours and sometiﬁes 60 or more
hours (14.3%). Administrative responsibilities required the major por-
tion of the nurse adhﬁnfstrétor's time. Greater than 70 percent of the
time was spent on administrative responsibilities (55%). There was

little, if any, time allocated for direct patient care.
“Conclusion

This research study indicated a shift toward more professioné]iém
and more authority for the nurse administrator over the department of

nursing. Nurseé administrators in Montana followed the nationwide trend
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for increased credentialling within the corporation. There was, on the
average, active participétion in the p]anning and direction of ‘the cor-
poration as well as contfo] of the department of nursing.
Responsibility within the institution was extensive, but sources of
organizational influence were guaranteed by the organizatiéna] position.

Mentor and network relationships proved to be valid concepts. in
development of expertise in nursing édministration. There was also
validation that serving as a mentor was a role not usually assumed.
However, having a mentor was an 1mportéht influence in role develop-
ment. The importance of a professional network for nurse administra-
tors was evident. Sharing and receiving admfnistrative assistance and
support from others was also an important aspect of role development.
The use of the network for professional needs, rather than emotional
support, validated the assumptions pfoposed in the review of previous
studies. In’'this study population the role of nurse administrator in
Montana did meet the requﬁremeﬁt for authority and fequnsibi]ity of

that role.
Limitations

The nurse administrators who participated in this research study
could be those nurse administrators who had an established .place in
administrative mahagement. They also could have been the popu]atibn

involved in change, who were active in professional organizations, and

who developed a network of peers for support and guidance. One Timita-

tion is that the small sample of nurse administrators in this.study may
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not be representative of the total popu]étion of nurse administrators
in Montana.
Another Timitation is that the population selected to insure
homogeneity made comparison with the selected nationwide study
difficult. In the case 'of the 1982 ASNSA (1984) .study, compakébi]ity

is questionable. The use of a mailed questionnaire imposed some

limitation by Timiting response rate.
Recommendations

Recommendations for further study include the following:

1. Repeat the study using a larger pbpu1ation to further validate
the identified concepts in other rural states.

2. Refine the instrument in order to eliminate or clarify
questionable items for greater precision in comparison with
other studies.

3. Narrow the focus of the study to provﬁde a more indepth valida-
tion of major concepts in this study.

ImpTlications for Nursing

The results of this study.clearly have implications for nurse admin-

istrators in any rural state. Little has béen known of administrative

practice, the role, responsibility, and authority. Infiuence through

both formal and functional power insures the authority to meet admin-

istrative responsibility. Equally important are mentor and network
relationships. These relationships provide support for administrative
role development and for nurse administrators with 1little or no peer

support within the organization.
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525 So. 5th East, Apt. 5C
Missoula, Montana 59801
March 16, 1984

Dear Nursing Service Administrator:

I am writing to invite you to participate in a study of sources of
influence of nursing service administrators in Montana. The study will compare
similarities and differences in the profile of nurse administrators in Montana
and between nursing administrators nationwide. The concepts of professional
network-mentorship relationships as they contribute to role success will be
investigated.

Sources of influence have' been developed from the standards, guidelines, or
policies of the American Hospital Association, American Society of Nursing
Service Administrators of the American Hospital Association, Joint Commission on
Accreditation of Hospitals, American Nurses' Asscciation, and National League
for Nursing. With permission of the American Society of Nursing Service
Administrators and the American Hospital Association, a replication or an adap-
tation of some questions from the Survey of Nursing Service Administrators in
Hospitals has been used in this questionnaire. In this way, comparison studies
may be made.

The questionnaire is in three parts. Part I explores the roles, respon-
sibilities, and authorities of the nursing administrator. Part II explores
mentorship and nezwork relationships, and Part III is for the development of a
personal professidnal profile of all nurse administrators.

This study is for my master's thesis at Montana State University. My
interest in the topic is derived from working as a nurse administrator in a
rural hospital in Montana. It is hoped that the findings of this study will be
of value to the hospital nursing administrators practicing in Montana today.
Your participation, therefore, is critical in deveiopment of an accurate profile
of nurse administrators in our state.

The questionnaire is confidential. Your name will not be used in any way
in the thesis or in the Tindings. Consent to participate is therefore implied
by your completion of this questionnaire.. Dus to the time necessary for tabulag-
tion of results, I would appreciate that the questionnaire be returned by April s,

Please return the questionnaire in the enclosed envelope. The completed
thesis will be available through the Montana State University Tibrary. If you
are interested in receiving an abstract of the results, please send a self-
addressed stamoed envelope to the above address. If there are any questions you
may have during questionnaire completion, please feel free to contact me. If
you choose to participate, I appreciate your time and assistance. .

Sincerely,

Avis Peterson, R.N.
Montana State University
Missoula Extended Campus
(406) 721-5673

Enclosure
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HOSPITAL NURSING SERVICE ADMINISTRATOR QUESTIONNAIRE
DIRECTIONS FOR COMPLETING THE QUESTIONNAIRE:
In order for your answers to be accurately anélyzed please:
(1) print numbers or letters clearly
(2) place a well-defined check mark in the box beside the most
appropriate answer ‘
(3) if a written answer is requested, very brief answers are
expected in the space provided
Part I. Administrative Practice

We are interested in administrative functions which will help to
define your role, responsibilities, and accountabilities as a nursing
service administrator.

la. Do you report directly to the top administrative officer of the
hospital? L JYES [ INO

b. If NO, to whom do you report? (Title)

c. At what level of the organizational structure is she/he?
[ 32nd [ 13rd- [ ]4th- [ 7 other (please specify)

2. Do you.personally participate in administrative coverage far the
overall hospital operation? CJYES [ JNO

3a. Which of the following units or departments are in your hospital,
and which are you accountable for?

IN ACCOUNTABLE IN ACCOUNTABLE

HOSPITAL FOR HOSPITAL FOR
[1] [ ] Central Supply [1] [ ] Rehabilitation
L] [ ] Chemical Dependency [ [ 1 Psychiatric
1] [ ] Dietary L3 € 1 Radiology
1] [ ] Emergency Department [ ] [ ] Recovery Room
[1] [ ] Extended Care (] [ 1 Renal-dialysis
[1] [ I Home Care L1 [ 1 Respiratory
L] [ ] Housekeeping Therapy
[1] [ ] Laundry {1 [ 1 School of Nursing
1 [ 1 Intensive/Coronary (1] “[ ] Self-care .

’ Care 1] [ 1 Speech Therapy

(1] [ ] Laboratory 1] [ 1 Social Work
[ ] [ 1 Occupational Therapy [1] [ ] Staff Development
1] [ 1 Operating Room L1 [ ] Votunteer Service
L] [ ] Outpatient Surgery [ [ ] Other (specify)
[ ] [ 3 Pharmacy 1 [1]
L] [ ] Physical Therapy L1 [1]
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4a. What is the number of acute care beds in your hospital?

b. Is an extended care facility a part of your resoons1b111ty7
C JYES [ INO

c. If YES, how many extended care beds do you have administrative
responsibility for.

5. Do you participate in the planning for the overall hospital
budaet? [ TYES [ INO

6. Do you participate in the priority-setting for the overall
hospital budget? CJYES [ INO

7. Do you have major resoonsibility for the establishment of the
nursing service operational budget? ~L JYES [ JnNO

8. Once your nursing budaet is approved, do you have full resoon-
sibility for the budget? [ YES [ ]NO

9. How many hours are there in your normal workweek?

10. Please estimate the percentage of your time spent during your
normal work week in the following areas:

_% Job-related community activities
% Administrative functions

% Giving direct patient care ‘ '
% Teaching patients or families within the 1nst1tuL1on
% Teaching staff within the institution
% Teach1ng stucents within the institution
% Teachina outside of the organization
%~ Research
% Consultation outside of the institution.
% State or national professional activities
% Other (please specify)

100.0 %

11.  On which of the following corporate committees/boards do you

actively participate?
VOTING

NONE ~ OCCASIONALLY  MEMBER  MEMBER

Accreditation/licensure (1] 1] (1] {1
Administrative Staff 1] {13 L3 L]
Board of Trustees [ 1] (1] 1] L]
Corporate Planning/Development [ ] [ ] [ [ ]
Executive Medical Staff (] (1] (1] L]
Interdepartmental Research L3 {3 {3 [ 3
Other_(please specifyv) L] L1 L1 L1
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12. On which of the following institutional committees do you or your

designated representative participate?

PARTICIPATION
NO

COMMITTEE NONE ACTIVE
Emergency care [1 [] L]
Infection control [ {1 (1]
Disaster planning [ (] L]
Medical records [1] 1] {1
Pharmacy and therapeutics [1] {13 {1
Professional library [1] (1] L1
Quality assurance L1 1] {1
Safety L] (1] (.
Special care unit L3 €1, (1]
Standing medical staff committees L[] (1] L]
Risk management [1] [1] [

13a. Has your nursing department(s) developed/adopted a nursing theory
for professional practice (excluding the departmental philosophy
L TYES [ InNO

statement)?

b. If YES, please specify

14, Check the level of responsibility that the Department of Nursing
at your hospital "has for the activities listed below.

RESPONSIBILITY

1

FULL PARTIAL NONE

Contractual agreement ‘ oo

with nursing school L] N [
Changing basic organization

of nursing care on units [1] 1 {1
Changing nursing

procedures and policies [1 L1 L1
Developing and/or

impTementing nursing

research projects (1] [1] (1]
Development of departmental

educational programs L3 L3 L]
Eliminating nonnursing

duties from rnursing dept. {1 L] L1
Establishing individual

practice work load [1 [1] £1]
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16a.

18a.
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RESPONSIBILITY
FULL PARTIAL NONE
Implementing new
nursing roles as they
develop ‘ L1 L] [ ]
Increasing or decreasing
nursing staff ' {1 1] [

Please check administrative support services made available to you:

] Access to data from other departments
Computer

Materials management

Record keeping

Secretarial

Staffing coordination

Quality reports

Cost center financial reports

Other (please specify)

C
C
L
C
L
L
L
€
C
C
C

Ll R ) S Y N Y S ]

Are any nurses not responsible to nursina service? L JYES [ 1IN0

If YES, to whom do they report? (please specify)

What is their professional responsibility? (please specify)

. Are any nurses in your hospital members of a collective bargaining

unit(s) that have contract(s) with your hospital? [ 1 YES [ ] NO

. If YES, as a nursing administrator, what is your degree of

participation with the management negotiating team for collective
bargaining?

[ ] Participation on the management negotiating team

[ ] Serve as an advisor to the management negotiating team

[ 1 No involvement with the management negotiating team

Are computers used by your institution? [ ] YES [ 1 NO

. If YES, please indicate the nursing service functions that are

assisted by computer services:

] Audit [ ] Payroll

1 Fiscal data [. ] Scheduling

] Instruction (patient or staff) [ ] Statistical analysis

] Manpower data [ ] Other (please specify)
] Nursing diaanosis [

J Patient profile L]
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Please indicate the number of full-time and part-time hospital
employees in each of the following categories who are under your
direct/indirect management:

NUMBER REPORTING

Full time Part time
(35 hr/wk or more) {less than 35 hr/wk)

RN

LPN/LVN

Aide/Orderly

Unit manager
Clerks/Secretary

Tech. (OR, 0B, etc.)
Other (please specify)

What percentage of total hospital personnel does the above person-
rel represent? .

II. Professional Mentor -Network Relationship

It has been suggested that the presence of an experienced pro-
fessional who acts as a mentor (guide) to a less experienced pro-
fessional, is important in development of professional expertise
and career role achievement. In your professional career develop-

ment, have there been professional mentors? L JYES [ JINO
If YES, please list:
MENTOR'S " ASSISTANCE
' RELATIONSHIP GIVEN BY
OCCUPATION OF MENTOR SEX T0 YOU MENTOR

]

Have you served as a mentor for other professioha] nurses in the
development of their career goals? : L JYES [ 1NO

If YES, please Tist:

MENTEE'S RELATIONSHIP. SPECIFIC ASSISTANCE GIVEN
TO YOU BY YOU

18
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It is generally recognized that a professional network provides
information, advice, and moral support for career development and
advancement. A social network is a mutual interaction with pro-
fessional contacts (peers). .

Do you cohsider that you participate in a professional network
which is essential to you in your professional practice?
’ L JYES [ 1] NO

If YES, what admfnistrative expertise do you'share with other net-
work members? (please be specific)

What administrative expertise have you requested from other ne:-
work members? (please specify) )

\
III. Demographic Information

We are interested in information about you and your professional

background.

23.

24.
25a.

26a.

27a.

Please indicate your present job title (check one only):

J Nursing Administrator [ J Director of Nursing

1 Vice-President of Nursing [ 1 Other (please specify)
] Associate Administrator [ 1]

1 Assistant Administrator [1]

C
L
£
C

How long have you been employed in your present position?

Are you a native of Montana (e.g., born, raised, spent most of
your life in)? . [ JYES [ INO

In NO, what state are you a native of?

Were you promoted to your position from within your present place
of employment? [ JYES [ JNO

‘If YES, are you a native of the area in which you are now living
(e.g., born, raised, spent most of your life)? CJYES [ INO

Were you recruited for your present position from another position
within Montana? ‘ CJYES [ InNO
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b. If NO, were you recruited from an area in another state which
would be considered:

[ 1 Rural
[ 1 Suburban
[ J Urban

a. Please indicate the years of experience you have had in each of
the following positions:
YEARS  YEARS
[ ] Staff nurse [ ] Nurse practitioner
[ 1 Head nurse . [ ] Nursing administrator
[ J Nursing supervisor [ ] Faculty
[ ] Clinical specialist L J Other (please specify)
{1

b. If you have faculty status, what is your title?

a. If you have had experience as a nurse clinician/specialist, or
nurse practitioner, please indicate your area of practice:

b. Please indicate certification or educational preparation for the
role of nurse clinician/specialist, or nurse practitioner:

c. Have you received certification or recognition by a national pro-

fessional orqanlzat1on in nursing administration (e.g., ASNSA or
ANA)? T IJYES [ INO

~d. If YES, please specify.

30.

Please indiqate all diplomas and degrees earned:

[ ] LPN/LVN
[ J Associated Arts/Associate Degree
[ ] Diploma from Hospital School of Nursing

MAJOR FIELD QOF STUDY MINOR FIELD OF STUDY

N, /M.S.N.
.

OZXZTZTXTWm
nZ2wnmr>»reosunm

Ed.
Ph.D.
ner (please specify)

ot
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[ e N N N e W N e N W F e A ]
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Please indicate the academic credits you have earned in the last
five years: .
£10 []11-6 £ 17-12 [ ] over 12

Please indicate the number of continuing education hours you have
accrued in the last five years:

(10 [11-10 {111-20 [ 7121-30 [ 1 over 30

Of the academic credits or continuing education hours earned,
please indicate the number that are directly related to nursing
administration (e.g., fiscal, resource, patient care management),

Academic credits
Continuina education nours
Other (please specify)

In what professional organizations are you a member?

NUMBER OF

OFFICES HELD
American Academy of Nursing L JYES [ INO

American Society of Nursing Service

Administrators ( JYES [ INO
National League for Nursing CIYES [ INO
Montana League for Nursing L TYES [ 1IN0
American Nurses' Association L JYES [ 1NO
State Nurses' Association L JYES [ JNO
District Nurses' Association L JYES [ 1NO
Sigma Theta Tau Honor Society C JYES [ INO
Other (please specify) L JYES [ ]NO
‘ L TYES-C INO

In what nonnursing professional organizations are you a member?

ORGANIZATION NUMBER OF OFFICES HELD

On what community programs or committees do you/have you served?

PRESENTLY SERVE FORMERLY SERVED
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33a. Please indicate involvement you have had in research activities:

Principal investigator LJYES [ INO
Co-investigator | CJYES [ 1] NQ'
Research Assistant CIYES [ 1NO
Participate ) LIYES L INO

b. What contributions have you made to nursing literature, media
publications, or presentations at conferences or symposiums:

| NUMBER
Journal article - L JYES [ INO

Media publication L JYES [ INO

Symposium or conference
presentation - . LIYES [ INO

Other (please specify)

34. How would you describe "success" in the role of nursing
administration?

35, Please indicate your agé group and sex:
[ ] under 30 [ ] 30-39 [ ] 40-49 [ 150-59 [ ] over 59
[ ] Female t 1 Male

36. .P1ease indicate your current marital status:
[1] Never‘marrféd ["] Married [ ] Widow/Widower

[ 1 Separated [ ] Divorced

'37. Please indicate your present salary range per year:

under $15,000

$15,000 - $19,999
$20,000 - $24,999
$25,000 - $29,999
$30,000 - $34,999 .
$35,000 - $39,999
$40,000 - $44,999
$45,000 - $49,999
$50,000 - or more

[ne o ¥ e S o Y e e W e ¥ o W
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Which of the following benefits are

(check all that apply) '

Expense account
Professional organization
dues or membership fees

Nonnursing organizational dues

Expenses for professional
meetings

Tuition reimbursement
Meals

Housing/home allowance
Major medical plan
Disability plan

Social security
Pension/retirement plan
Life insurance

Stock option/profit sharing

Tax-sheltered annuity deferred

compensation
Club membership

Are you a member of a religious order?

Additional comménts:

[n am N me N e Naee ¥ amiam] meamrerm

provided by your institution?

[ S0 Jy RS |y Sy S Sy W | — i L L S ) NS W [y T S Y WY Y}

Credit cards

Bonus incentive

Clothing allowance

Gas mileage

Automobile

Free or reduced parking

Moving expenses (at hiring)

Professional journal
subscriptions

Sabbatical option

More than 10 annual paid
sick leave days

More than 7 paid holidays

MiTitary Teave

More than 3 weeks vacation

Loan/financing option

‘Other (please specify)

[LJYES [ INO

THANK YOU FOR YOUR PARTICIPATION IN THIS RESEARCH STUDY
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APPENDIX C
LETTER OF RESPONSE TO USE ASNSA QUESTIONNAIRE
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Amaerican Soclety for

Nursing Service Administrators
of the American

Hospital Assocaton |

A

84U North Lake Shore Drive
Chicago, Hlinois 60611
Teiepnone 312.250.6410

DecemberZS, 1983

Avis Peterson

525 South Fifth St. East
Apartment C

Missoula, MT 59801

Dear Avis

Enclosed is a copy of the questionnaire.used for the 1977 Survey of Nursing
Service Administrators in Hospitals. The questionnaire is not copyrighted
so there is no problem im your using the questions. May I suggest that

if you use the questions you indicate that they were adapted from the
ASNSA and AHA survey. ' )

For the 1977 survey, questiomnaires were sent to 7,084 hospitzls and
5,326 responded. Questionnaires were sent to 66 hospitals in Montana.and
- 42 responded. This was a-63.6 percent response.

Best of luck on your study of Montana nursing service administrators. We
would greatly appreciate knowing the results of your study when they are
available. '

Sincerely - éiz
:)édzéﬂ;( é?/ : ﬁQédgﬁ
. / . gt
Janine A. Swent, R.N.
Director
ns
enc.
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