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ABSTRACT
Title: Instrument Development for Measuring Perceptions of the Role
of the Clinical Nurse Specialist

Authors:  Nadine M. Parker and Ramona C. Lewis
Approved: —

J%e i rane, RN, PhD, Professor, Co-advisor

Sue Davidson, RN, MS, Associate Professor, Co-advisor

The primary purpose of this project was to design a composite instrument to examine
perceptions of the Clinical Nurse Specialist (CNS) role components, activities related to the
role making process, and the influence of health care changes on the employment of the CNS
in institutional settings. Content validity was established by content experts who had
experience with the CNS role.

The project was conducted with a convenience sample of 3 nurse administrators
(NAs) and 3 CNSs over approximately a 2-month period of time. The composite instrument
was administered to each subject within a pre-scheduled period of 1 and 1/2 hours. The
intent was to first gain an understanding of the length of time necessary to complete the
questionnaire, to verify content validity of the tool, and to enable subjects to offer
suggestions regzirding clarity and feasibility of administration.

The composite instrument has 3 major sections. The first includes demographic data,
as well as items relating to the changing health care environment. The second section
consists of the Clifford Clinical Nurse Specialist Functions Inventory (CCNSFI) which
measures perceptions of relative importance of specific CNS functions. The final section
contains items developed by the authors for examining CNS role development within a role
theory conceptual framework.

Recommendations for minor changes in the demographic questions of section one

were incorporated. Revisions in wording for some items in the CCNSFI were made for



v

relevancy to today’s changing health care environment. In the role processes section (section
3), questions relating to reassignment of CNSs were changed from closed to an open-ended
format, due to lack of clarity. The composite tool was judged by the six content experts as
feasible, with logical flow, and of reasonable length.

The next step of continued piloting of the instrument should include a pretest with 20
to 30 subjects. This, however, would largely utilize the available sample for future study in
this northwest region. Given this, it is recommended that further validity and reliability
testing be conducted simultaneously with a research study. A full study would allow

comparison of perceptions of NAs and CNSs to determine if they systematically differ .
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CHAPTER ONE

Introduction and Statement of the Problem

The role of the clinical nurse specialist (CNS) originated after World War I in
response to the growing need for a higher level of expert nursing (Sparacino, 1990). As the
complexities in health care delivery have continued to expand, the CNS role has been
implemented in a number of ways. The role has taken many forms in response to the need
for specialization in a variety of clinical areas. For example, the CNS may function as a
case manager with responsibility for coordination of complex care. Elsewhere, the CNS
may become expert in the clinical practice role and focus on a highly specialized area such as
enterostomal nursing. Consequently, each application of the CNS role may vary, based on
institutional needs and individual CNS interpretation.

While this flexibility and adaptability of the CNS has been beneficial in many ways,
it has also contributed to loosely defined boundaries and unclear role definition. This lack
of clarity can lead to confusion and disappointment, not only for the CNSs themselves, but
also the nurse administrators (NAs) in their employment settings. For example, the NAs
may believe the educator subrole is the most important function of the CNS, while CNSs
may expect to spend the majority of their time in clinical practice. Such disparities in
expectations can result in role strain for the CNS and in disillusionment on the part of the
NA, with subsequent loss of support for the CNS role. Without the support of the NA, the

CNS role may be in jeopardy and, in some cases, will not survive.

Definitions of the CNS Role

American Nurses Association. The role and functions of the CNS have been

defined in a variety of ways. The American Nurses Association (ANA) identifies a CNS as
a registered nurse who, "through study and supervised clinical practice at the graduate level

(master’s or doctorate), has become expert in a defined area of knowledge and practice in a



selected clinical area of nursing” (ANA, 1980, p. 23). Role components are defined as
clinical practice, education, consultation, research, and administration (ANA, 1986). In
discussing the implementation of the role, it was suggested that, depending upon the
practice setting, the phenomena of interest to the CNS are what determine the CNS’s
specialty. "These phenomena may change, reflecting the needs of society, and may
therefore cause the boundaries to expand" (ANA, 1986, p. 5). Expansion of practice skills
and specialization were the two main characteristics of advanced practice described in the
American Nurses Association Social Policy Statement (1980).

The Social Policy Statement (ANA, 1980) is presently undergoing revision, with the
new draft retitled Nursing's Social Policy Statement (1994). Expanding boundaries in the-
scope of advanced nursing practice are again discussed. To address the rapidly changing
functions in advanced practice, this draft document describes characteristics rather than
defining specific roles. Legal regulations are noted to vary from state to state, underscoring
the importance of consistent professional definitions and standards of advanced practice.

State nursing associations. State nurses associations have approached the CNS role
in a variety of ways. The Oregon Nurses Association's Oregon Council of Clinical Nurse
Specialists (OCCNS, 1994) has drafted a position statement regarding CNS practice in
which CNSs are defined as "registered nurses with advanced knowledge and competence in
a specialty area of the practice of nursing". The Council's statement describes these
master's prepared nurses as expert clinicians who provide direct care to individuals,
families, and/or communities, in the specialty area for which they have prepared. The
OCCNS has submitted their position statement to the Oregon State Board of Nursing, for
consideration of its incorporation into Division 50 of the Nurse Practice Act, which
addresses the role of nurse practitioners.

The Washington State Nurses Association (WSNA) described no comparable action
in support of the CNS role, and, in fact, the state association reports no group representing

CNSs within the WSNA. The CNS role in Washington is defined by position descriptions



written by the employing institutions (J. Garner, personal communication, October 6,
1994).

State boards of nursing. The role of the CNS has been of concern to the state
boards of nursing as well. The National Council of State Boards of Nursing (NCSBN)
adopted a position in 1986 in which the advanced practice nurse (including CNSs, nurse
practitioners, nurse anesthetists, and nurse-midwives) required at least a master's degree
and expert practice (National Council of State Boards of Nursing, 1987). The NCSBN
further defined advanced nursing practice in 1993 to emphasize autonomy, independence,
and accountability in complex client care as important components. In the current position
statement, the NCSBN collapses all the expanded nurse roles into the single title of
advanced practice nurse, and notes that “while there is an overlapping of activities within
these roles, there are activities which are unique to each role” (National Council of State
Boards of Nursing, 1987, p. 4). Further, a major position shift recommending licensure as
the preferred method of regulation of advanced nursing practice is proposed (National
Council of State Boards of Nursing, 1993). Since the NCSBN is a recommending body
and does not have jurisdiction to make regulations (laws or statutes) governing nursing, it is
left to the individual state boards of nursing to initiate and implement legislation regulating
CNS nursing practice.

In neither Oregon nor Washington is there specific mention of the CNS in the Nurse
Practice Act. Currently, the Oregon state board is considering revisions in the regulation of
advanced practice. The position statement prepared by the OCCNS is under consideration
as potential changes in the Nurse Practice Act are being formulated. In Washington, the
Nurse Practice Act has recently been revised, effective January 1, 1995 . In this revision, a
single title of Advanced Registered Nurse Practitioner (ARNP) is used to define all nurse
practitioners, nurse midwives, and nurse anesthetists. The only mention of clinical
specialists is in psychiatric/mental health nursing; a specialty which, with national

certification, may qualify for ARNP licensure. This lack of clarity regarding CNS practice



leaves institutions which hire CNSs to define de facto the limits of their practice (G.
Brezarich, personal communication, November 8, 1994).

Summary of definitions. Professional organizations have made significant attempts
to define the CNS role. Nursing associations have identified CNS role components and
scope of practice, as well as addressed the variety of areas of specialization and rapidly
expanding boundaries of the role. State boards of nursing have proposed changes regarding
advanced practice in Nurse Practice Acts. Legislative interpretations vary dramatically from

state to state, however, and attempts at national standardization are in early stages.

Problem Statement

Although extensive efforts have been made to define the role of the CNS, it remains
unclear whether this has significantly impacted NAs' perceptions of the CNS role in Oregon
and Washington. The two adjoining states have approached the advanced practice nurse in
entirely different ways, with no clarity available for the NA through state Nurse Practice
Acts. Health care delivery system changes are rapidly bringing new demands and
organizational shifts. In response to these multiple demands, NAs most probably decide the
role of the CNS within their institutions on the basis of institutional needs at the time, as
well as their own values, experiences in nursing, and other individual factors. On an
anecdotal level, CNSs in the Oregon and Washington area report feeling threatened and

unsure of how they are perceived or valued.



CHAPTER TWO

Conceptual Framework and Review of the Literature

Role Theo

There are a number of ways of approaching the delineation of advanced practice.
Role theory is frequently used in describing the development of the CNS role. Hardy and
Conway (1988) explain that role theory is actually a "collection of concepts and a variety of
hypothetical formulations that predict how actors will perform in a given role, or under what
circumstances certain types of behaviors can be expected" (p. 63). Role theorists view the
person in unity with the environment, keeping the individual in a social context. While this
value is shared by nursing, some of the language used in role theory is unfamiliar. Topham
(1987) suggests that the language of role theory is ambiguous and therefore confusing. For
the purposes of this discussion, the definitions provided by Hardy and Conway (1988) will
be used to establish a common vocabulary. The terms role occupant, role expectations, role
partners, role set, role taking and role making are defined as elements of role development.
Role conflict, ambiguity, and incongruity are identified as components of role stress/strain.

Role theory definitions. A role occupant is one who holds the position in question.
As used here, the CNS is the occupant, with role expectations, behaviors, and
competencies. Role expectations are seen as obligations or demands that are position-
specific and that identify the required behaviors for the occupant. Role partners are those
who interact with the occupant in a variety of ways. They are in an interdependent position
with the occupant and hold expectations for him/her. For the CNS, role partners may
include NAs, staff nurses, clients and consumers, physicians, and other health care

providers. A role set consists of all the occupant's relationships with the role partners. The

collaborative interactions of the CNS with the client, family, and interdisciplinary team

members would constitute the role set.



The term role taking is used to identify a process wherein the role is played
out/rehearsed or simulated with a wise other and, through role modeling, behavior is
altered. An example of this may be when a novice is mentored by an experienced CNS.
Role making is the process whereby a new role is structured and/or modified. Hardy and
Conway (1988) describe five phases to this process: (1) initiating behavior; (2) response
based upon expectations; (3) interpretation by the occupant and a partner; (4) an altered
response pattern which is different from previous responses; and (5) validation of the new
role if behaviors and responses have been accepted. CNSs are commonly involved in this
process of role-making as they implement their advanced practice roles.

A number of terms are used to describe the difficulties encountered in role

enactment. Hardy and Conway (1988) discuss role stress, defining it as the objective event

which leads to the subjective experience of role strain. The components of role stress
include role conflict, role ambiguity, and role incongruence. Role conflict occurs when the
occupant perceives others' expectations of the role to be contradictory to or incompatible
with his/her own. For example, conflict may arise when NAs’ expectations for time spent
in research activities exceed those of the CNS. Role ambiguity is defined as occurring when
there are disagreements or lack of clarity regarding role expectations. Ambiguity for nurses
may be associated with numerous role partners and their varied expectations, as well as the
uncertainties about how to implement CNS subroles. Role incongruity occurs when there is
" a difference between one's educational or experiential preparation and the role expectations.
An example of role incongruity for CNSs would be when they are assigned to lead special
projects that do not relate to their educational preparation or area of expertise. Factors which
contribute to role stress and strain may serve as barriers to the process of role making, and
may be an impediment to successful implementation of the CNS role.

Role expectations. Role expectations in relation to the CNS have been extensively
explored in the literature. Tarsitano, Brophy, and Snyder (1986) compared the perceptions

of the CNS role held by 54 NAs and 35 CNSs of large urban hospitals in Chicago. They



utilized the Clifford Clinical Nurse Specialist Functions Inventory (Clifford, 1981) for
determining the values placed on the different CNS role components. The subrole in which
the two groups showed a significant difference in value was in the area of research. The
NAs judged research to be significantly more important in the CNS role than did the CNSs.
These findings are similar to those of Frelin, Oda, and Staggers (1990), in which
supervisors rated the research function as being more important than did the CNSs. In this
survey of 26 supervisors and 52 CNSs in the Army Medical Department, the supervisors'
responses indicated strong support for the CNS role and believed that the position "must be
maintained despite budget constraints and nursing shortages" (p.147).

Chambers, Dangel, Germon, Tripodi, and Jaeger (1987) cited the growth of the
CNS group, with its variety of applications of the role, as creating confusion about role
expectations in hospital personnel. To lessen confusion among hospital staff over role
expectations and variations in role implementation, five CNSs developed a generic CNS job
description. They suggested the importance of precision in describing CNS functions and
flexibility for individual implementation of the role.

Sisson (1987), in a study to identify perceptions of a number of different types of
health care personnel, found considerable confusion about various activities that are
considered to be a part of the CNS role, even though perceptions were generally positive. A
survey was conducted of 120 CNS co-workers to identify expectations of the role from
nurse managers, staff nurses, and physicians. The majority of the sample felt the most
helpful activities of the CNS were as a staff resource person, and as a staff and patient
educator. Most respondents also perceived the CNS to be cost effective. The fact that most
of the personnel were unable to identify all of the CNS role functions implies that there may
be incongruence with expectations in those who work with CNSs. Sisson concluded that
CNSs need to demonstrate their role activities more overtly and educate their co-workers

regarding specific activities which are included in the role.



Nuccio et al. (1993) used the Clifford Clinical Nurse Specialist Functions Inventory
(CCNSFI) to survey 636 staff nurses on their perceptions of the CNS role. Although there
was general agreement among staff nurses that the activities of consultation and education
were most important, the authors found varying expectations and accountabilities to be
common. They concluded that a list of role expectations may be developed by surveying
those who work with CNSs. However, this study did not survey CNSs’ perceptions of the
relative importance of role functions, for comparison with the staff nurses’ perceptions.

Nurse administrators' perceptions of critical care CNSs were studied by Scherer,
Jezewski, Janelli, Ackerman, and Ludwig (1994). Nurse administrators from 198 hospitals
ranked the relative value of the role components, and concluded that maintaining clinical
expertise was of utmost importance. Other role components that were viewed as important
were educator, consultant/change agent, researcher and manager, respectively. The ranking
of manager as least important supports the findings of the study by Frelin et al. (1990).
Support of the NA was identified by McFadden and Miller (1994) as the most crucial factor
in CNS role implementation in a survey completed by 288 practicing CNSs across the
United States. The respondents identified the role components of patient care/consultation,
and education as comprising the majority of their time. The investigators stressed the
importance of clarity in role expectations for effective role implementation to occur.

Role stress/strain. The framework of role theory provides a basis for not only
understanding the importance of role expectations, but for anticipating the difficulties that
arise when these expectations are not met. In discussing how incongruence in role
expectations can lead to role strain for the CNS, Tarsitano et al. (1986) cautioned that it
could also contribute to "disillusionment on the part of nurse administrators as to the
effectiveness of clinical specialists in this component of their role” (p.9). McDougall
(1987), in discussing the role of the CNS consultant in organizational development,
described role definition as one of the CNS's critical functions. Role conflict and role

ambiguity were cited as stress producers which then diminish organizational effectiveness.



Similarly, Montemuro (1987) wrote about the evolution of the CNS, saying that early in its
development, the CNS role was expected to be "a panacea that would alleviate all the
problems in the nursing profession” (p. 108). While CNSs have become more clear about
the role, Montemuro questions how much other health care providers understand what the
CNS does. The importance of CNS visibility in decreasing role confusion is emphasized,
underscoring this as crucial to the future of the role.

One of the ways that CNSs attempt to clarify their roles is through the use of
position descriptions and evaluation tools. Hill, Ellsworth-Wolk and DeBlase (1993)
discuss the difficulty in having a single role description, since the role is implemented in
such a variety of ways. They say, however, that not capturing the role's contributions has
left the CNS role "misunderstood, misinterpreted, and lacking recognition" (p. 267).

Fenton and Brykcznski (1993) compared two of their own previous studies which
examined the domains and competencies of nurses in advanced practice roles. Fenton's
prior study (1985) consisted of interviews and participant observations of 30 master's
prepared CNSs, over a 6 month period, in 242 clinical situations. Brykcynski's former
study (1989) utilized interviews and participant observations of 22 nurse practitioners
(NPs), over an 8 month period, in 199 situations. When the two studies were compared,
Fenton and Brykcznski (1993) found that advanced practice nurses share many domains of
competencies, but that one of the three primary areas of difference was in role ambiguity,
with role ambiguity being more prevalent in the CNS sample than in the NP sample. The
authors speculate that "one reason may be that the CNS's role expectations of expert
practitioner, educator, consultant, and researcher as well as change agent have not been as
clearly defined and developed in the clinical setting. These expectations are very broad and
could be defined quite differently according to the setting or type of institution in which the

CNS is employed" (p. 321-322).
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Health Care Reform Issues Relative to the CNS Role

Health care organizations, in response to actual or anticipated public need, have been
in the process of internal restructuring, which impacts the role of the CNS. Clinical nurse
specialists are taking proactive steps in response to these changes by demonstrating cost
containment, actively improving quality of care and addressing questions of universal access
to care--three issues cited as having utmost importance, in the latest draft of the ANA's
Social Policy Statement (American Nurses Association, 1994). In terms of communicating
the worth of the CNS role, both cost containment and quality of care are issues of great
significance.

Walker (1986) examined NAs' perceptions of the effectiveness of the CNS role,
institutions' utilization of the CNS, and factors potentially affecting both. Questionnaires
were mailed to 112 private, university, military, Veterans Administration, and U.S. Public
Health hospitals, with an average bed size of 342. Of the 82 returns from 81 hospitals,
63% of respondents held the title of Director of Nursing, with Assistant Director, Clinical
Director, and Other making up the remaining 37%. Of the 81 hospitals, 57% reported
employment of CNSs, with a mean of 4.3 on staff. Interestingly, 95% of respondents
reported satisfaction with the CNS role, but only 75% said they would hire a CNS if one
was available and a position was open. No explanation was given for this discrepancy, but
one might speculate that economic factors influenced this response. A comparable split was
noted between the response that CNSs helped improve quality of care (96% ) and that they
thought the role was cost effective (80%).

McFadden and Miller (1994) described issues of cost containment as having the
greatest impact on CNS role implementation. In an article written by an administrator who
advocates for CNS use in hospitals, Fralic (1988) described the CNSs' strong clinical
presence as clear evidence that the organization and the NA value patient care as the direct

work of the organization.
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The need to gain administrative support has resulted in the use of various methods
for demonstrating the worth of CNSs. Although many NAs consider the CNS to be a
valuable asset to an institution, Ferraro-McDuffie, Chan, and Jerome (1993) suggested that
this alone may not be adequate for justifying the position. Realizing that one can no longer
assume that the mere presence of CNSs improves the quality of patient care, they have
developed and implemented a quarterly fiscal report to demonstrate CNSs' financial worth.
In times of cost containment and organizational restructuring, many CNSs have
implemented such practices of verification to insure future job viability. "Without a clear
understanding of the roles of the CNS and their impact on the cost as well as the quality of
care, nurse administrators may be reluctant to hire CNSs and/or to support their role during
these tough economic times" (p. 96).

In the process of deciding the potential for employing CNSs, NAs must consider the
value that the role has in relation to organizational goals. Edwardson (1992) noted the need
for health care facilities to balance cost and quality. She proposed a cost-effectiveness
analysis when benefits could not be quantified in monetary terms. Many CNS activities
may be included here, such as a decrease in apprehension or powerlessness in patients,
families, or nursing staff, and increased patient satisfaction, to name a few. She suggested
that studies be done which clearly demonstrate CNS cost effectiveness. Nichols (1992)

examined this issue from a different perspective, looking at the cost of underutilization of

advanced practice nurses, and developed a model to document potential savings. Naylor,
Munro, and Brooten (1991) encouraged nurses to document their services and demonstrate
their effects on patient outcomes. Hamric (1992) echoed the importance of measuring
CNSs' effect on outcomes, saying that the time for discussion is over, and it is now time to

“just do it" (p. 14).
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Measurement Issues

The literature reveals a large body of work representing CNSs’ attempts to document
their worth. Numerous authors describe methods for evaluating and recording cost
effectiveness (Edwardson, 1992; Ferraro-McDuffie et al., 1993; Naylor et al., 1991; &
Nichols, 1992). Others (Brykczynski, 1989; Chambers et al., 1987; Fenton, 1985; & Hill
et al., 1993) outlined job descriptions and domains of practice. Articles by Bass, Rabbett,
and Siskind (1993), Fralic (1988), Hamric (1992), and Montemuro (1987) addressed the
importance of the CNS role, but conducted no research and used no measurement tool.

Research attempts at measuring and comparing perceptions of the CNS role have
been limited. McFadden and Miller (1994) used open-ended questions in their exploration
of the CNS role. Sisson (1987) utilized a goal-free method of evaluation, with eight open-
ended questions regarding how CNS role partners perceive the role. Both of these
qualitative methods yield meaningful data, but it becomes difficult to quantify, and even
more difficult to make comparisons between groups.

Frelin et al. (1990) adapted a survey instrument previously used by Oda and her
associates. This adapted instrument was comprised of demographics and measures of work
characteristics, role characteristics, and role perspectives. While work characteristics and
role characteristics were measured on a Likert-type scale, role perceptions were addressed
using eight open-ended questions, again raising the difficulty of making between-group
comparisons, and identifying systematic differences.

A questionnaire was developed by Scherer et al. (1994) which contained 56 items
divided into the categories of expert clinician, educator, consultant/ change agent,
researcher, and manager. The items were based on review of the literature and the American
Association of Critical Care Nurses 1987 position statement on the role definition of the
CNS. Nursing directors were asked to indicate which of the functions were part of the
CNS role, then to rank order the importance of the five functions. Overall mean scores

were then tabulated for the most important (1) to least important (5). The authors’ reliability
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coefficients for internal consistency for the five categories ranged from 0.71 to 0.95. While
the items were very specific to critical care, it is noted that they could be adapted for use in
other CNS areas. The authors also recommended that CNSs' perceptions of the role
functions be obtained and compared with those of nurse administrators.

Walker (1986) developed a 22-item questionnaire for directors of nursing, exploring
both satisfaction and utilization of the CNS. There was no attempt to explore any
relationship between how the role was perceived by different groups.

The Clifford Clinical Nurse Specialist Functions Inventory (CCNSFI) is an
objective, quantitative instrument used to determine the relative importance of specific
functions expected of the CNS in the hospital setting. This 37-item questionnaire uses a
Likert-type scale for rating the perception of the importance of each function; content validity
was established by expert nurses (Clifford, 1981). It has been used by Clifford to compare
perceptions of the CNS role in nurse administrators and nurse educators. Prior to surveying
staff nurses’ perceptions of the role, Nuccio et al. (1993) distributed the scale to graduate
nursing students in order to assess internal consistency reliability. Alpha coefficients for the
total scale and each subscale were 0.79 to 0.89. Tarsitano et al. (1986) examined
similarities and differences between NAs and CNSs regarding the importance of the four
components of the CNS role (clinical practice, education, administration, and research).
Radke et al. (1990) used the nine items on the administrative subscale of the CCNSFI for
their exploration of administrative preparation of the CNS, and assumed face validity.

In summary, attempts have been made to document the value of the CNS role. Job
descriptions, fiscal reports, and time documentation are objective means that have been used
in these efforts. Open-ended questions have been used to subjectively explore perceptions
of the role. A limited number of studies have utilized objective, quantifiable measures
which allow comparison of perceptions of the CNS role between nursing groups.

Conclusion. The role of the CNS has evolved over time and continues to be

responsive to changing health care needs. This not only challenges the CNS’s ability to
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adapt, but may also contribute to conflicting perceptions of the role across time and across
employing organizations (Prevost, 1995). Nursing literature is replete with CNS position
descriptions and verification tools, but role definition at the individual organizational level
remains idiosyncratic to each organization. This partially reflects both the advantage and
disadvantage of the flexibility and adaptability of CNS role implementation. Italso
contributes to the varied role expectations that the CNSs' role partners demonstrate, and in
some instances results in role ambiguity or conflict, which constitutes role stress. Since
support for the CNS role is contingent upon congruent expectations, it is imperative that
NAs and CNSs agree in their perceptions of the role.

Although tools have been used for measuring perceptions held by NAs and CNSs,
they most frequently employed open-ended items. This qualitative approach yields
meaningful data, but makes comparison across groups difficult. The most frequently used
objective, quantitative tool found in the literature that would facilitate comparison between
groups is the CCNSFI. While this instrument was developed and tested for content validity
in 1981, the author has published no further validity and reliability testing (R. Clifford,
personal communication, February 11, 1994). Changes in the health care system and their
impact on the evolution of the CNS role may require reevaluation of the tool for currency.
Ttems that explore the concepts of role theory may need to be utilized to augment the
CCNSFL There appears to be a significant need for a comprehensive assessment tool for
evaluating role perceptions in a changing health care environment. In spite of its limitations,
however, the CCNSFI, augmented with items pertaining to role theory, appears to provide

the most useful means currently available for measuring the perceptions of NAs and CNSs.

Purpose

The original intent of this master’s research project was to conduct a survey of the
perceptions of NAs and CNSs regarding the CNS role. Upon completion of the literature

review and a search for measurement tools, it became apparent that any existing instrument
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required augmentation in order to also examine the issues within the role theory conceptual
framework.

The purpose of this master’s research project then shifted to the design and initial
pilot testing of a composite instrument to examine perceptions of the CNS role components,
activities related to the role making process, and the influence of health care changes on the
employment of the CNS in institutional settings. In the initial pilot testing of this
instrument, content experts (experienced NAs and CNSs) were selected to establish content
validity and offer suggestions regarding clarity of the instrument and feasibility of its
administration. In addition, format experts assessed the instrument and provided feedback.

This project culminated in a revised version of the composite instrument and a plan for its

subsequent pre-testing.

Research Questions
1. To what extent do the items on the CCNSFI accurately represent current CNS role

functions as viewed by NAs and CNSs?

2. To what extent do the items on the composite survey instrument pertaining to
operationalization of role theory in a changing health care environment accurately represent
views of NAs and CNSs?

3. What changes need to be made in the initial draft of the composite instrument in order to

incorporate the recommendations of NAs and CNSs and prepare it for future pilot testing?
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CHAPTER THREE
Methods

The composite instrument for measuring CNS role perceptions has three major
sections. The first section includes demographic data and items related to CNS utilization in
a changing health care environment. The second section consists of the CCNSFI, which
measures perceptions of relative importance of specific CNS functions. The final section
contains items developed by the authors for examining CNS role development within a role
theory conceptual framework. New items in the first and third sections are structured in
accordance with guidelines for written questionnaires (Dillman, 1978). A copy of the

composite instrument is found in Appendix A.

Development of the Tool
Section I (Appendix A, pp. 33-34). The first section of the composite instrument

has 16 items. Questions one through seven deal with demographic factors and use multiple
choice or fill-in for the response options. The number of CNSs employed three years past,
currently, and one year projected in the future is the subject of questions 8 through 10,
using a multiple choice format. Question 11 asks for the educational preparation of CNSs,
with choices provided, plus an “other” fill-in option. Question 12 seeks information
regarding any CNS positions currently unfilled, and is followed by a multiple choice option
in question 13 to ascertain reasons for unfilled positions. Question 14 contains multiple
categories of changes in health care and queries CNS utilization changes in response to
each. The last two questions in this section explore the use of CNSs in staff nurse positions
and the use of staff nurses in CNS positions. A Likert-type scale is used for measuring the
likelihood of this type of reassignment.

Section II (Appendix A, pp. 35-37). The Clifford Clinical Nurse Specialist
Functions Inventory (CCNSFI) was developed in 1981 to identify the most valued CNS
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role functions, as perceived by nurse administrators and nurse educators. The inventory
items were designed to represent different role f unctions--clinical, educational,
administrative, and research. The items were derived from 107 job descriptions of
practicing CNSs, and were reviewed by educators and clinicians. Content validity was
established through review by expert educators and clinicians.

According to the author, the original 37 items on the questionnaire are divided as
follows: the first 11 items relate to clinical functions, items 12-20 relate to educational
functions, items 21-29 relate to administrative functions, and items 30-37 relate to research
functions (R. Clifford, personal communication, February 21, 1994). The Likert-type scale
of responses are as follows: O=not expected in the position; 1=slightly important;
2=important; 3=very important; and 4=utmost importance. Permission for the use of the
Clifford Clinical Nurse Specialist Functions Inventory was given by Dr. Rita Clifford of the
School of Nursing of the University of Kansas Medical Center (Appendix B).

Section 11 (Appendix A, pp. 38-40). The final section of the composite instrument
contains 12 questions relating to aspects of CNS role development. Questions one and two
address the CNS job descriptions, based on the assumption that this is an important
component of the role making or role taking process. Question three lists a number of
methods for clarifying CNS role expectations (using a Likert-type scale to rate each), since
unclear expectations may contribute to role stress/strain. The importance of CNS role
partners is addressed in questions four and five, using both fill-in and a Likert-type scale.
The respondents were asked in question six to rate (in a Likert-type format) the effectiveness
of various role partners in the mentoring of novice CNSs. An assumption was made that
ineffective mentoring relates to role conflict and role ambiguity. Questions 7 through 10
address the extent of role stress/strain experienced by the CNS, also using a Likert-type
scale. The last two questions in this section use a multiple choice format and inquire into the

reassignment of CNSs in response to health care changes.
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Sample

Format experts. A newly developed instrument requires that a number of steps be

taken for pilot testing (Waltz, Strickland, & Lenz, 1991). One of the first steps is assessing
the instrument’s feasibility for administration and scoring. For this purpose, experts known
to the authors were utilized. Two of the three format experts for this project were master’s
prepared staff members in the Office of Research Design and Utilization in the School of
Nursing of the Oregon Health Sciences University. The third was a doctorally prepared
research psychologist, practicing in the community. They examined the composite tool for
readability, design, and logical flow. Their suggestions were used in conjunction with
those of the content experts in the revision of the instrument.

Content experts. A minimum of three experts is recommended for content
validation, since this allows for a decision for change to be based on two-thirds majority (V.
Tilden, personal communication, February 15, 1995). Three practicing, master’s prepared
CNSs known to the investigators were chosen, and paired with their immediate nurse
administrator. These pairs were selected because they were experienced with the CNS role
and represented a variety of employment settings (ambulatory care, acute care, and long-

term care) and specialties (medical-surgical nursing and geriatric nursing).

Procedure for Pilot Testing

Human subjects review. Application to the Committee on Human Research at

Oregon Health Sciences University was required prior to implementation of the composite
instrument. Since this study involved interview and survey procedures in which subjects
cannot be identified, it fell under category #2 of the federal regulations (45 CFR Part 46.101
(b)), and was exempt from review by the Committee on Human Research (Appendix C).
Recruitment of participants. Initially, the CNSs were contacted either in person or
by telephone, and each of them ascertained their NA’s willingness to participate. Follow-up

telephone contact was used to establish interview appointments.
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One of the two investigators scheduled meetings with the three CNSs; the other
investigator met with the three NAs. The appointments were made during the content
experts’ regular workday schedules at their places of employment. To allow ample time to
both complete the questionnaire and to obtain feedback on the items, one and one-half hours
was requested for each appointment. Rescheduling was necessary with one CNS due to
illness, and one NA due to unforeseen work demands.

Testing the composite instrument. In order for the six sessions with the content
experts to be as consistent as possible, a structured interview schedule was prepared in
advance (Appendix D). It was used for introducing the project, establishing guidelines for
the experts’ participation, and reviewing the questionnaire after its completion.

The scheduled one and one-half hour sessions had been requesied as a block of time
in a quiet setting, away from distractions, in order for the participants to give full attention to
the process. After the introduction was read by the investigator, the participant was
requested to complete the questionnaire in its entirety, so that the time required for
administration could be noted. Following completion of the questionnaire, interviews were
conducted using the interview schedule, with written notes taken by the investigators. After
each session the completed questionnaire, the investigator’s written notes of the participant’s
responses to the structured interview, and noted time requirements for both the

questionnaire and entire session were retained by the investigators for future analysis.

Summary of Findings

The initial pilot testing of this composite instrument consisted of assessment of each
of the 65 items by both content and format experts. Their responses on the interview
questions were the primary mechanism for determining whether an item needed to be
changed or eliminated. A two-thirds majority opinion was used as a guideline for
disposition of each item. The three possibilities were either to keep each one as is, revise an

item, or drop an item completely.
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The use of only six participants was appropriate for the intent of this project, which
was to complete the first assessment of content validity for the composite instrument. This
number lacks representativeness, however, in examining the results of the data gathered by
the composite instrument. Although the small sample size yielded limited statistical data,
frequencies, means, and modes were computed when appropriate, and the results were

analyzed for general impressions.

Products of Masters Research Project

It was agreed by the authors’ Master’s Research Project committee that the final
product of this project to develop an instrument for surveying perceptions of the CNS role
would be a written report that included the following:

1. The Master’s Research Project Proposal;

2. A summary of questionnaire responses (Appendix E);

3. A revised composite instrument (Appendix G);

4. A plan for the next step in pilot testing of the instrument;

5. Correspondence with Dr. Rita Clifford regarding findings (Appendix H).
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CHAPTER FOUR

Results and Discussion

Results

The primary purpose of this project was to develop an instrument for measuring
perceptions of the CNS role. While the CCNSFI has been validated for this purpose, its
origination in 1981 gave rise to concerns regarding its currency. An augmented and/or
revised instrument was indicated, with particular interest in: (1) addition of items in relation
to current health care changes; (2) items that reflect a role theory framework; and (3)
determining the current validity of the items on the CCNSFI. In preparation for future pilot
testing, the initial draft of the composite instrument was assessed by both format and content
experts, and their recommendations, as noted by the investigators on the interview
schedules, were summarized to facilitate analysis.

Interview responses of section I (Appendix E, pp. 46-47). The variety of settings in

which CNSs are found has broadened, so that using “hospitals” as the only response choice
in gathering this data is too limited Other health care organizations, such as long-term care
facilities and ambulatory care settings, were seen as necessary choice options, and were
added. Similarly, the assignment of CNSs in a variety of settings makes the question of
numbers of hospital beds irrelevant, so this item was deleted.

Three of the six content experts were unsure of the employment patterns of CNSs in
their organization, and one requested that a “Don’t know” option in questions 8 through 10
be made available. Formatting experts recommended the addition of the word
“Approximately” as preferable to giving a “Don’t know” response option.

Changes in health care (question 14) were rated by the majority of respondents as
causing no change in CNS utilization. However, none of the experts judged this to be an

inappropriate item in their evaluation of content validity. It was decided that “No change’

responses to the item were meaningful data, but insufficient cause for removing the item.
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When asked of any experience with reassignment of CNSs to staff nurse positions
or staff nurses to CNS positions (questions 15 and 16), two of the respondents stated that it
could be interpreted as temporary coverage of duties. Wording was changed to clarify the
intent of permanent reassignment of duties.

Interview responses of section II (Appendix E, pp. 48-51). One of the two areas of

the CCNSFI that was questioned by the experts related to the role of the CNS in educational
functions. The CNSs’ contributions in educational functions were noted to be more
leadership-oriented than the items indicated. In questions 16 and 17, the words “participates
in” (in reference to inservice education) were changed to “contributes to”. The second
suggested change was of an item referring to the nursing research process (question 34).
This item was seen as unclear, so was restated more clearly as “applied nursing research in
the clinical setting.”

None of the items on the CCNSFI were consensually judged as inappropriate, nor
were there areas that were identified as needing additional coverage.

Interview responses of section III (Appendix E, pp. 52-54). Question two,
regarding components of job descriptions, asked about “directing the CNS to perform.” In
the view of one expert, the terminology was too authoritarian, since the CNSs are
professionals, and may even write their own job descriptions. In response to this input, the
wording was changed in the revised tool, since using nonthreatening terms in questionnaires
is recommended (Dillman, 1978).

The transition statement on page six, which was designed to orient repondents to
role theory terms, led one expert to believe that her responses were limited to the examples
given. To avoid confusion, the statement was revised to clarify that the role partners listed
were not all-inclusive.

The rating of the effectiveness of mentoring novice CNSs in question six raised
interesting questions regarding role making, since NAs rated their own effectiveness

considerably higher than did the CNSs. An item was added to inquire about the perceived



importance of mentoring, which would allow for comparisons between perceived
effectiveness and perceived importance of mentoring of the CNS.

Although one respondent expressed the opinion that “role strain” for the CNS was
overemphasized (questions 7 through 10), it was decided by the researchers that this was
insufficient cause for removal of any of the items.

Questions 11 and 12, regarding reassignment of CNSs within the past two years, or
anticipated reassignment in the next two years caused considerable confusion. A number of
respondents complained of the lack of clarity and nonapplicability. The format has been
changed to open-ended questions, allowing the respondents to identify and discuss issues of
CNS role changes in their organization.

General interview questions (Appendix E, pp. 54-55). The time for completion was

deemed reasonable by all respondents. The time required ranged from 20 minutes to 44
minutes, with a mean of 26 minutes. The range of the total interview time was 30 to 110
minutes. The print size was not a problem for anyone. The final question was: “How do
you think the results of this survey might best be used?” The majority of respondents
indicated that it would be valuable to compare their organization’s use of the CNS with that

of others.

Questionnaire data. Completion of the composite instrument by the six experts was

necessary to perform the initial steps of piloting. The data gathered from the responses on
the questionnaires were summarized, and statistical data, such as frequencies, means, and
modes were computed when indicated. This provided some early impressions, which have

been incorporated into the discussion of the results.

Discussion

The data gathered as a necessary part of piloting of the instrument presented some
interesting preliminary impressions, even though the sample size is small and lacks

representativeness. A discussion of these impressions is below.
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Data summary, section I (Appendix F, pp. 56-58). The demographic data indicated
a slight projected rise in the number of CNSs employed in these institutions, but did not
indicate any significant change in CNS utilization. The data showed positive support for
this advanced practice role because, according to this group of experts, staff nurses were not
expected to replace master’s-prepared CNSs.

Data summary, section IT (Appendix F, pp. 59-67). In the part of the CCNSFI that
represents clinical functions (questions 1 through 11), the NAs and CNSs had similar
frequency distributions, means, and modes on most of the items. The exception was
question five, which addresses administration of routine, direct patient care. The NAs had a
mean of 0.67 and a mode of 1, while the CNSs had a mean of 2.33 and a mode of 2. One
explanation of the difference might be due to the NAs’ belief that these highly skilled nurses
would not be efficiently used in routine patient care. Also, the meaning of the term “routine
patient care” may be viewed differently by the respondents.

Questions 12 through 20, which represent educational functions, showed no
dramatic differences between the two groups. It was interesting to note, however, that both
groups rated the importance of participation in formal and informal inservice education for
non-nurse health care personnel as fairly low (NAs’ mean=1.33; CNSs’ mean=1.00).
Conversely, the role of consultant to the nursing staff was seen by both groups as very
important, with the NAs’ mean being 4.00, and CNSs’ being 3.67.

Similarly, in the administration function section, the groups were fairly comparable
in their frequency distribution. They were in agreement that CNS participation in decisions
regarding employment and termination of nursing personnel was a low priority. For both
these items, the mean for NAs was 0.67, and for CNSs, it was 1.67. Maintaining >a system
of peer review was also rated low by both groups, with the NAs’ mean being 1.67, and

CNSs’ mean being 0.33.
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All the research items showed congruence between the NAs and the CNSs, and the
seven items were all highly rated, with the lowest mean being 2.33. Certainly, this indicates
that both groups endorsed research functions as important for the CNS role.

Data summary, section I11 (Appendix F, pp. 68-71). Although there was
considerable variation in responses to questions regarding whether the CNS job description
was specific or generic, most experts endorsed the traditional CNS subroles as being
components of their job description. This endorsement should indicate clarity in role
expectations between a CNS and NA, which would assist in the role taking process.
However, one respondent noted that the CNSs write their own job descriptions, which
addresses the role making process. That process describes the need for feedback in
developing a new position. Interestingly, when questioned regarding the effectiveness of
methods in clarifying expectations of the role, CNSs rated informal feedback from NAs as
more important than did the NAs. Another item exploring role development requested that
the respondents rate the effectiveness by various nurses in mentoring novice CNSs. Nurse
administrators rated their own effectiveness considerably higher than did the CNSs. It
became clear that it would be interesting to compare perceived effectiveness of mentoring
with perceived importance of mentoring, so an item was added for this purpose.

In discussing the importance of CNS role partners, all three NAs identified the
primary role partner as the senior NA, but the CNSs varied in their responses. Each of the
three CNSs chose a different top-most role partner: “other nurses”, “nursing directors”, and
“department managers”. A similar discrepancy was noted in the responses regarding how
effectively the CNSs located and established relationships with their priority role partners.
Here again, the NAs rated this higher than did the CNSs. In role theory terms, the lack of
congruence in the perceptions of the NAs and the CNSs would predict role stress/strain.
Unexpectedly, while the NAs generally rated the CNSs’ role development as progressing
better than did the CNSs, it was the NAs who endorsed a perception of a higher level of role

stress/strain for the CNSs.
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Research Questions. Research question number one asked “To what extent do the
items on the CCNSFI accurately represent current CNS role functions as viewed by NAs
and CNSs?” There were no items on the CCNSFI that were consensually agreed upon by
the content experts as failing to represent current CNS role functions. Although minor
revisions in wording were made for three items, there were no major changes recommended
by the experts.

The second research question inquired into the extent that the items on the composite
survey instrument pertaining to operationalization of role theory in a changing health care
environment accurately represent views of NAs and CNSs. An assumption was made,
when designing the questionnaire, that effective mentoring, CNS job descriptions, and
sufficiently establishing relationships with primary role partners may represent
operationalization of role theory, but these issues would seem to need reliability testing (a
study in and of itself) to ascertain if this is so. Since the response to these items was
positive, there is some indication that the previous assumption may be true. This research
question needs further examination.

The final research question has been answered in the responses to the interviews (in
the “Results” section of this chapter). It asked: “What changes need to be made in the initial
draft of the composite instrument in order to incorporate the recommendations of NAs and
CNSs and prepare it for future pilot testing?” The suggestions from the experts who
participated in this project were the basis for the revisions in the composite instrument
(Appendix G). In establishing content validity for the tool, the purpose of the project was
met.

Conclusion. In preparing to conduct a survey of the perceptions of NAs and CNSs
regarding the CNS role, it became apparent that any existing instrument required
augmentation or revision in order to examine the issues within a role theory conceptual
framework. This project focused on developing items to augment the CCNSFI, and

validating the content of the composite instrument. The initial steps of piloting have not
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only established content validity, but have also provided a suggestion of the potential array
of data that could be obtained.

In considering the composite instrument in its entirety, the potential information
derived from a full study would be rich in the areas of changes in health care, CNS role

functions, and role development. This small pilot certainly raises questions for further

study.
Plan for next phase. According to Waltz, Strickland, and Lenz (1991), the second

pilot-testing activity is to pretest the instrument, using subjects as similar to the intended
target population as possible. If this advice is followed as suggested (pretesting 20 to 30
people), the local sample available for study would be largely utilized. Given this, further
research to establish validity and reliability could be conducted simultaneously with an actual
survey.

A study of perceptions of the CNS role, using the composite tool with NAs and
CNSs from health care facilities in the metropolitan areas of Portland, Oregon and Seattle,
Washington could yield data for both psychometric testing and survey results. There are
approximately 10 hospitals with more than 100 beds in each area. (The size of the
organization is relevant, since the more complex case loads in large facilities are more likely
to generate a requirement for a CNS). Mailed questionnaires would be sent to CNSs and
their senior NAS at each of the health care facilities employing CNSs. Demographic and
institutional data would be used for putting the survey data in context. These data could be
analyzed using descriptive statistics, specifically: frequencies, percentages, and means.

Survey research is frequently used in social science research, to determine what
exists and how it exists, in groups. Polit and Hungler (1993) give the following purposes
for survey research: description, explanation, prediction, and exploration. Clifford (1981)
states that the CCNSFI yields descriptive, explanatory, and exploratory information, but
lacks predictive ability. The items added to the composite instrument may provide predictive

elements, based on knowledge of the role development process.



Section two of the composite instrument (the CCNSH), and some of the added
items in sections one and three, may be treated as interval scale measures. This offers the
capability (in addition to frequencies, percentages, and means) of performing a t-test for
independent measures, to determine if any differences in CNSs’ and NAs’ perceptions of
the CNS role are statistically significant.

Concurrent piloting of the instrument could be done, since the survey subjects
would also be content experts, and could provide input regarding validity. A participant
feedback mechanism similar to the one described in this project could be implemented.
Reliability could also be assessed using split-half reliability testing or Cronbach’s alpha.

The suggested revisions that were provided by both the format experts and the
content experts during the first stage of piloting have been incorporated into the revised
composite instrument. Feedback regarding the CCNSFI in this site has been reported to the

original researcher (Appendix H). The tool is now ready for a study to be implemented.
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