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Purpose

The primary purpose of this study was the development of an

instrument for identifying competencies required by nurse-supervisors

in small general hospitals. Secondary objectives of this study were:

(1) to demonstrate the applicability of the instrument, and (2) to

determine similarities and differences in the perceptions of hospital

administrators, directors of nursing service, nurse-supervisors, and

staff nurses relative to competencies required and demonstrated by

nurse-supervisors.

Procedure

The instrument developed was a survey-type questionnaire con-

sisting of a number of skills and competencies representing the func-

tion categories of nursing care, education-training, management-

coordination, and community service. In order to validate the con-

tent and categorical placement of the competency items included in

the questionnaire, the instrument was submitted to a professional

panel of nationally known experts for their consideration and

reaction. The panel utilized a modified Delphi technique to con-

firm the content validity of the instrument. To further validate



the questionnaire and test its reliability, it was administered to

a randomly selected population of 145 personnel from twenty small

general hospitals in Oregon.

The two-way Analysis of Variance test was employed for the

statistical inquiry of data. The testing included the analysis of

two main effects (group and size) and two-factor subsidiary inter-

action effect (between group and size) for each of the 46 competencies

or variables. The test statistic utilized to analyze contrasts among

the mean scores for each variable was the "F" statistic with the .05

level of significance used to determine differences among groups and

between hospital sizes. The Analysis of Variance technique was also

employed to estimate the reliability of the instrument.

Findings

The findings of this study indicated the following: (1) the

Delphi technique was useful in generating items that were relevant

to the small hospital setting; (2) there were few significant dif-

ferences among the perceptions of four hospital personnel groups

relative to nurse-supervsior competencies required and demonstrated;

(3) there occurred few significant differences among the perceptions

of personnel in two hospital sizes (large and small), regarding

competencies required and demonstrated; (4) administrators varied

in their opinions more frequently than other groups in regard to

competency requirements; and (5) there occurred few significant

interaction effects between personnel groups and hospital sizes.

Interaction occurring between items and respondents indicated high

instrument reliability.



Based on these findings, it was concluded that: 1) the instru-

ment developed for this study, is a valid and reliable tool for identify-

ing the competencies required by Nurse-supervisors in small general

hospitals; and 2) hospital personnel from two sizes of small general

hospitals hold similar views regarding the proficiency levels required

and demonstrated by nurse-supervisors.

Several tentative trends appeared, based upon descriptive data

obtained from the application of the questionnaire. These were:

(a) there appeared to be little difference between competencies required

by nurse-supervisors, in general, and competencies required in the

small general hospital; (b) nurse-supervisors in the sample population

appeared to be performing at the required skill level for nearly one-

half of the competencies listed in the instrument and slightly less

than the required performance level for the balance of functions; and

(c) competencies considered to be most essential for nurse-supervisors

were in the areas of nursing care and management-coordination.

The recommendations include suggestions for study to evaluate

the effectiveness of education activities attended by many of the

nurse-supervisors, and to assist hospitals in program planning,

particularly in locating quality resources for use during program

implementation. Implications include further study to determine

methods and procedures for implementing the curriculum suggested

in the findings.
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THE DEVELOPMENT OF AN INSTRUMENT
FOR IDENTIFYING COMPETENCIES OF NURSE-SUPERVISORS

IN SMALL GENERAL HOSPITALS

I. INTRODUCTION

The goal or mission of the modern hospital is to provide a high

level of efficiency in caring for patients' needs. In order that the

institution fulfill its functions in the attainment of the above goal

effectively and with dispatch, it is necessary that the members of the

staff learn to work together in a manner consistent with the structure

and objectives of the institution. Attainment of institutional goals

is always dependent on the extent to which its key personnel are pre-

pared to carry out their appointed tasks. Because every institution

has its own particular methods of operating, the required learning for

this can be achieved successfully only within the institution (Dickin-

son, 1974). The accessibility of sound training programs for hospital

personnel should result in the provision of health care which more near-

ly approximates its desired goal.

A decade ago new emphasis in a number of hospitals was placed on

providing specialized training for the administrative and supervisory

personnel. This trend was due to such conditions as: the steady upward

pressure on wages and salaries; persistently high turnover among certain

occupational groups; necessity for lower hospital costs; and the expand-

ing managerial role of the nurse. Other factors contributing to the

emphasis were the increasing tempo of scientific and technological
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change and its resultant effect on hospital management and continuing

professional education. These are familiar conditions that exist today,

offering new challenges to both administrators and managers of health-

care delivery settings. To meet these challenges various associations

and groups have been active in offering programs and information rela-

tive to management training and education (United Hospital Fund of New

York, 1974; Hospital Research and Educational Trust, 1970; Association

of Western Hospitals, 1971; American Management Association, 1969).

The literature contains numerous accounts of various nurse super-

visory training programs across the country and the positive effects of

training efforts as reflected in improved patient care, improved com-

munication among staff nurses, acknowledged job satisfaction and re-

duced operating budgets (Baker Pavilion, Nursing Dept., New York Hos-

pital, 1974; Gill, 1974; Finkleman, 1974; and Eckvahl, 1976).

In spite of the increasing amounts of information and numbers of

nurse supervisory training programs in existence today, a shortage of

qualified nurse-supervisors in hospital settings continues to persist

(United Hospital Fund, 1974). Supervisors and department heads make up

the majority of the hospital management force. Their urgent need for

better training in the theory and technique of management appears as a

common theme in surveys of educational needs of hospital manpower

(United Hospital Fund, 1974).

In a 1974 report of a study conducted by the United Hospital Fund

of New York, the following observation was made:

A basic weakness that appears in every depth analysis of the causes
of turnover in hospitals is the weakness of ineffectual supervision
and management which manifests itself in a lack of employee
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training and motivation. . . . The main causes of avoidable turn-
over are therefore perpetual because of inadequate staff--both in
number and in competence to perform and grow in self-direction
(Schechter, 1974).

Both large and small hospitals are affected, but usually the

small hospital has fewer resources for resolving such problems as those

mentioned above.

It seems, then, that a key aspect of the problem is how to orga-

nize and manage human efforts most effectively in a complex organiza-

tion and how to accomplish this in socially responsible ways under pre-

vailing conditions of rapid change and increasing uncertainty. Nursing

service, employing the largest proportion of staff of any department in

the hospital, is increasingly becoming the target of attention and con-

cern for managing its manpower efficiently. Yet the middle-manager, or

nurse-supervisor, often receives little or none of the training re-

quired prior to her placement in that position.

The problem of equipping the nursing profession, and particularly

nurse-supervisors, with the basic competencies necessary to meet this

challenge provides the foundation of this study.

Origins of the Problem

The need for providing nurse-supervisors effective access to ap-

propriate inservice training opportunities has grown out of a complex

number of factors and forces discussed below.

Obsolescence of Nursing Knowledge

In a world in which knowledge increases at an exponential rate,

it is not possible for anyone in any profession to secure enough
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knowledge in the relatively brief preservice preparation program to

last or even prepare one for a career role. A review of curricula in

diploma and in some baccalaureate programs revealed that there is hard-

any meaningful in-depth exposure to courses such as supervision, human

relations, motivation, leadership or principles of management (Nouri

and Rainville, 1971).

Complexity of Organization and
Delivery of Health Service

The organization and delivery of health service is becoming in-

creasingly complex, calling for a continuing reassessment by the nurse

of her appropriate role in that service (Oregon State Board of Higher

Education, 1974). The call to improve nursing practice through inser-

vice and continuing education is a call to providing education of a

type that recognizes the impact of social change; e.g., shifting popu-

lation profiles, changing social mores and customs, legislative action

to improve health care and other forces and influences on health-care

needs and health-care delivery systems. Preparation must be provided

for the changing and proliferating roles in nursing which are now rec-

ognized. Alluded to here are the extended and expanded roles of nurses

in this changing health-care picture.

Impetus toward Upward Mobility

Another trend or force that must not be overlooked in regard to

the need for training and education is the impetus among nurses toward

upward mobility in the nursing profession. In some instances, this im-

petus is channeled toward increased competence without respect to



qualifying for an academic degree. For these nurses, academic credits

are of no particular interest; for others, the urge for acquiring in-

creased competence is coupled with a desire for academic credit leading

toward the achievement of an advanced degree.

Lack of Emphasis of Nurse-Supervisory
Training and Development

Another factor which has contributed to the need for development

and accessibility of nurse-supervisory training programs is that little

emphasis has been placed upon the development of supervisory skills.

Traditionally, nursing administration has concentrated heavily on teach-

ing technical subjects in order to meet the increased specialization in

nursing (Galloway, 1974). Also, hospital administration has not always

been cognizant of its role in the development of managerial manpower

(Bennett, 1976). Moreover, nursing supervisors themselves have not al-

ways been perceptive of their own training needs and have failed to

voice requests for further development.

Lack of Definition of Nurse-
Supervisor Role

Holloway discovered that nurse supervisors have indicated confu-

sion at times regarding the functions they are to perform (Holloway,

1971). The role of the nurse-supervisor is often the most ill-defined

role in the hospital hierarchy. Inability to clarify this role has led

some hospitals to eliminate the position with ineffectual results (Ste-

vens, 1972).

In a study identifying the role perceptions and discrepancies of

nurse-supervisors, it was found that the forces inherent in the
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bureaucratic hierarchy of nursing administration contributed to the

differences in ideal and real role functioning of nurse-supervisors

(Moore, 1971). The findings of the Moore study suggest that even

though adequate training may have been received, unless opportunity is

provided for supervisors to exercise their assigned role, manpower de-

velopment efforts may be wasted. Implied also is a need for adminis-

trative personnel to reexamine supervisory staff roles to eliminate

confusion and enhance team efforts.

Need for This Study

The need for management training at the middle-management level

is apparent nationally. In a survey of hospital-based trainers, super-

visory development shared top ranking with continuing education on the

list of training needs expected to increase (Schechter, 1971).

Management training is also a need in the state of Oregon. In an

informal study conducted by the Director of Continuing Education of the

Oregon Hospital Association, supervisory training of nurses was found

to be a common need in the thirteen small hospitals included in the

survey (Gardner, 1973).

In the 1974 report of a Survey on Continuing Education Needs of

Oregon Nurses conducted by the Oregon State Board of Higher Education,

it was revealed that education regarding management and supervision was

a frequently cited need by the nurse in all health-care delivery settings

(Report of a Survey on Continuing Education Needs of Oregon Nurses,

1974). However, more data are needed regarding the role typically per-

formed by the nurse-supervisor in the modern hospital. The
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inconsistency between the lack of training or experience that nurse-

supervisors have in pre-service education and the high priority which

hospital and nursing administrators assign to the excellence of manage-

ment continues to be an area of concern of educators in nursing as well

as employers of the nurse-supervisor. Before in-service educators can

deal with the problem of supervisory in-service training effectively,

however, empirical data regarding the role functions and common profes-

sional competencies of the nurse-supervisor must be considered.

Methods for identification of precise in-service education needs

must be developed for the ultimate purpose of formulating training pro-

grams that are workable for the individual institution. In the recom-

mendations of a study by the United Hospital Fund of New York (1974),

the statement is made that "it is for each administrator to decide how

and when it can move from where it is in its management development

program to where it should be." Implied in the study was the fact that

each health-care organization must determine what its own rate of pro-

gress can and should be in relation to its needs and resources.

Schechter (1974) pointed out the need for the identification of

training needs in lieu of institutional objectives. He also stressed

the importance of inclusion of the hosptial administrator in the over-

all planning of hospital training programs.

The 1974 report of the Oregon State Board of Higher Education,

cited above, emphasized the necessity of assessing learning needs based

not only on the perceptions of nurses, but also on anticipated future

developments affecting health care. Individuals very much concerned

with such trends would certainly include the administrator as well as
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directors of nursing service (Report on Continuing Education Needs of

Nurses in Oregon, 1974).

The Director of Continuing Education of the Oregon Hospital Asso-

ciation expressed the need for more research in the area of supervisory

training, particularly in the state of Oregon. She emphasized the fact

that supervisory training in small hospitals.has been limited. A major

concern was for an assessment of nurses' perceived development needs in

terms of cost-accounting, long-term planning, and problem-solving

(Gardner, 1975).

Studies which have been done regarding role dimensions of the

supervisor of nursing have also strongly recommended further research

to reexamine critically the role typically performed by the nurse-

supervisor (Anderson, 1964; Crotin, 1968; Moore, 1971).

Statement of the Problem

The primary purpose of this study was the development of an in-

strument for identifying competencies required by nurse-supervisors in

small general hospitals.

Secondary objectives of this study were:

(1) To further validate and test the reliability of the instru-

ment developed for this study.

(2) To determine similarities and differences in the perceptions

of hospital administrators, directors of nursing service, nursing su-

pervisors, and staff nurses relative to proficiency levels of competen-

cies required and demonstrated by nurse-supervisors, namely: (a) the

level of proficiency required of nurse-supervisors, in general; (b) the
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level of proficiency required of nurse-supervisors in the small general

hospital; and (c) the level of proficiency demonstrated by the nurse-

supervisors in the small general hospital (or the level of proficiency

demonstrated as perceived by administrators, directors, and staff

nurses combined with nurse-supervisors' self-perceived levels of pro-

ficiency).

The confirmed categories and competencies could serve as a basis

for curriculum development in the preparation of nurse-supervisors or

could be utilized as part of an evaluation tool in determining personnel

qualifications. Thus, the findings of this study may provide pertinent

information for in-service and continuing education curriculum develop-

ment as well as providing criteria useful in determining employment

qualifications of nurse-supervisors of small general hospitals.

Hypotheses for the Study

The primary null hypotheses applied and tested were as follows:

(1) There are no significant differences among nurse-
supervisor competency mean scores for the four
hospital personnel groups.

(2) There is no significant difference between nurse-
supervisor competency mean scores for sizes of
hospitals.

(3) There is no significant interaction between personnel
groups and hospitals.

The secondary null hypotheses tested, in relation to each of the

above primary hypotheses, were:

(a) There are no significant differences among competency
mean scores relative to proficiency levels required,
in general
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(b) There are no significant differences among
competency mean scores relative to proficiency
levels required, more specifically in the
small general hospital

(c) There are no significant differences among
competency mean scores relative to proficiency
levels demonstrated by nurse-supervisors in
small general hospitals

Any apparent trends emerging as a result of the application of

the instrument in hospitals will be included in the results and dis-

cussion chapters.

Limitations of This Study

(1) This study utilizes the Delphi technique and is limited to

the extent of its usefulness as a method for eliciting expert opinion.

(2) This study is limited to the validity and reliability of

the measuring instrument developed by this research.

(3) This study is limited by the judgments of the participants

in this study.

Basic Assumptions of this Study

(1) Nurse-supervisory competencies can be identified and defined

in operational terms.

(2) The Delphi panel members and hospital personnel participating

in this research can identify nurse-supervisory competencies relevant

to nurse-supervision in the small general hospital.

Definition of Terms

(1) Administration--The process and agency which is responsible

for the determination of the aims for which an organization and its

management are to strive, which establishes the broad policies under



11

which they are to operate, and which gives general oversight to the

continuing effectiveness of the total operation in reaching the objec-

tive sought.

(2) Delphi Panel (Expert Panel)--A group of sixteen selected

individuals who will be involved in and subjected to two rounds of the

Delphi technique. In this study, four national authorities from each

of the following areas will be included in the panel: (a) nursing

education, (b) nursing in-service and continuing education, (c) nursing

service management consultation, and (d) nursing service administra-

tion.

(3) Delphi Survey Technique--A method developed by Rand Corpora-

tion used to obtain expert opinion consensus without bringing the group

together in a face-to-face confrontation; contact with panel members is

made through mailed instruments.

(4) Director of Nursing Service--A registered professional nurse

who is responsible for providing and improving the nursing service for

patient care to meet the objectives of the hospital or similar institu-

tion.

(5) Nurse-supervisor--A registered nurse whose regular job

responsibility is the management of personnel on one or more nursing

units. Responsibilities also include the growth and development of

personnel for the attainment of optimum effective patient care.

(6) Proficiency--The level or degree of expertness required in

the performance of a professional nursing competency.
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(7) Small and Large General Hospitals (as used in this study)--

non-government, not-for-profit, short-term medical care facilities

which provide an array of medical, surgical, diagnostic, and preven-

tive services. Large hospital refers to a facility having a bed

capacity of 50 to 100 while small hospital refers to a facility hav-

ing a bed capacity of 49 or less.

(8) Staff Nurse--A registered nurse, with 24-hour (or day shift

only) responsibility on single patient care unit for clinical nursing

care, patient teaching, and staff development, whose immediate super-

visor is a nurse manager other than the director of nursing service.
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II. REVIEW OF RELATED LITERATURE

There is a growing body of literature and research concerning the

need for training of middle-managers in health-care delivery settings.

In this review, the emphasis will be placed on the functions, role, and

leadership effectiveness of the nurse-supervisor, the influence or im-

pact of supervisory training programs on organizational goal achieve-

ment, and the continuing need for nurse-supervisory training and devel-

opment in the hospital.

The literature concerning nursing service supervision emphasizes

the increasing responsibilities of the nursing leader. With increased

medical knowledge, expanding categories of personnel, rapid turnover of

patients and personnel and the utilization of new techniques, the de-

mand for a nursing leader proficient in both technical and managerial

skills has increased. Perrodin (1958) believes that the necessary and

desired developments in nursing service would come only with the estab-

lishment of a sound system of supervision. She stated that what is

needed is "a reassessment, a reorganization, and the establishment of

a program of supervision that functions throughout a 24-hour day, that

operates on a vertical as well as on a horizontal basis, that reaches

all personnel, and that brings them together into a unified body, and

all a re determined to accomplish the same overall aim."
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Effective supervision does not occur automatically, but must be

developed as are many other types of skills. However, opportunities to

develop appropriate managerial skills and competencies must be provided

by the employing agency.

Campbell (1963) believes that preparing persons for a career in

nursing is the responsibility of those concerned with nursing education,

but that preparing nurses in the career area is the employer's responsi-

bility. Furthermore, pre-service education in itself is not enough to

maintain a sense of place and scope in nursing. Individuals concerned

with nursing service have a major responsibility to assure continuing

development of those they employ.

The significance of institutional responsibility in the provision

of continuing education of employees is emphasized by Dickinson and

Verner (1974). They stated that "although some individuals are pre-

pared and able to provide for their own learning continuously through-

out life, this condition is not characteristic of most people; conse-

quently, it is necessary to provide systematically for learning." They

further stressed the importance of in-service education in contrast to

continuing education. They stated that "continuing education provided

by educational institutions such as schools or universities is usually

readily available but it is often too general or at an unsuitable level

so that it does not meet the immediate and specific needs of those par-

ticipating in it." The education provided by occupational or profes-

sional associations may be attuned to a particular group but may fail

with respect to the application of knowledge in the setting in which

the participant finds himself. In-service education, on the other hand,



15

can be made available at the time it is most needed with the specific

content required applied to the particular work situation in which it

is to be used.

Thus, in-service education can provide appropriate learning oppor-

tunities at the moment and in the place in which it is required.

The Functions and Role of the Nurse-Supervisor

The Functions of the Nurse-Supervisor

A supervisor has as his or her responsibility that of providing

and improving nursing service to two or more organized nursing units or

to a special area (American Nurses' Association, 1956). In the smaller

health delivery setting such as in a hospital, and particularly on the

evening and night shifts, responsibility may be extended to include all

of the possible units such as obstetrics, and emergency care areas.

Another term frequently used interchangeably with "supervision"

is "management." The functions of management are planning, organizing,

staffing, directing, and controlling (Koontz, 1976). Nurses holding

positions in the hospital organization may be involved in administra-

tive or managerial activities or both. When one examines the use of

the terms "administration" and "management," however, administration

usually refers to activities of management carried on by those at the

higher levels of the hierarchy, whereas management refers to activities

carried out by those at the middle and lower levels of the mangerial

hierarchy (Alexander, 1972).

Nurses charged with accountability for nursing care would need to

perform management tasks; that is, assign, direct, control, and
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evaluate the performance of those giving nursing care. For the super-

visory nurse, management is an essential component of his or her posi-

tion (Alexander, 1972, p. 94; Erickson, 1974). He or she must manage,

command, control, and be concerned that hospital systems, procedures,

rules, and regulations are complied with in the process of giving pro-

fessional nursing care.

Leadership, considered synonymously with directing, can be de-

fined as the act of providing incentives for the satisfaction of the

needs of others so they may be motivated to contribute to the objec-

tives of the organization (White, 1971). It is for the director of

nursing, the nursing supervisor, and the nursing team leader to influ-

ence the members of the nursing units to perform to their maximum po-

tential in providing quality patient care.

Motivation has been consistently stressed as an important aspect

of supervision (Argyrus, 1956; Brown, 1962; Myers, 1964; Greene, 1972;

Luthans, 1973; Wortman and Luthans, 1976). The competent supervisor

emphasizes motivation through such factors as achievement, responsibil-

ity, growth, advancement, performance, and earned recognition. In his

day-to-day behavior patterns, the supervisor provides each individual

with the requisite job information, maintains high expectations, en-

courages goal setting, encourages the exercise of independent judgment,

and maintains an atmosphere of approval in which failure is a basis of

growth rather than recrimination.
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The Role of the Supervisory Nurse

Psychologists and sociologists have devoted considerable atten-

tion to the subject of role perception. A review of a number of land-

mark investigations can be found in the Handbook of Social Psychology.

Sarbin (1968), Taves (1963), and others have conducted studies of the

role perceived and performed by the professional nurse. Anderson

(1964) has provided insight regarding the role of the head nurse as a

leader of others and demonstrated through research that role preferences

of head nurses are related to leader performance.

Little empirical evidence exists regarding the role of the nursing

supervisor. Crotin (1968), in a study of the functions of nursing su-

pervisors in six general short-term care hospitals, found little agree-

ment on functions which should be performed by nursing supervisors.

Hagen and Wolff (1961), in an investigation of nursing leadership

behavior, used a critical incident technique to investigate behaviors

associated with nursing leadership. In this study, no leadership role

for the supervisor emerged as being distinct from that of the director

of nursing service or the head nurse. On the other hand, more recent

research has shown that nursing leadership effectiveness does require

the nursing supervisor to fulfill a leadership role considerably dif-

ferent from that of the head nurse (Healey and Blood, 1968).

Moore (1971) investigated the role of the supervisor of nursing

service as presently and ideally perceived by supervisors themselves.

The findings of his study indicated that supervisors of nursing per-

ceive themselves as performing a role which consists more significantly

of routine administrative than of managerial activities and as more
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involved in operational than in clinical role activities. This finding

is in keeping with bureaucratic theorists who have indicated that in a

strongly bureaucratic hierarchy, such as the nursing service administra-

tion in most hospitals, the degree of decision making and opportunity

to assume real responsibility is often restricted to the top levels

(March and Simon, 1958). Additionally, middle-level managers are con-

strained by, and must develop and enforce a large number of, routines

and procedures. Moore (1971) concluded that as a consequence of being

fettered by rules and procedures, and at the same time having to spend

a great deal of time engaged in role activities associated with bureau-

cratic maintenance, the supervisor of nursing was not permitted, nor

does she have time to engage in, administrative activities. Neither

does she have time to get involved with activities of a managerial or

clinical nature, all of which allow the utilization and development of

creative abilities important to job performance and personal satisfac-

tion.

This study is similar to Moore's in that it will investigate the

competencies required of the supervisor as ideally perceived by the

nurse-supervisor. However, it differs in that in addition to eliciting

information from supervisors and directors of nursing, responses will

also be obtained from hospital administrations and staff nurses. Further-

more, in addition to ascertaining the competencies required of the nursing

supervisor, this study is directed towards determining the degree of

skill the supervisor should have in order to be effective as a manager

in a small general hospital. Little or no reference to this issue has

been found in the literature.
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Nursing Leadership Effectiveness

The effectiveness of nurse-supervisory practices has been inves-

tigated by a number of individuals (Georgopoulos and Mann, 1962; Har-

rington and Theis, 1968; Ederer, 1964; Nealey and Blood, 1968; and

White, 1971).

In the study by Georgopoulos and Mann (1962), supervisory prac-

tices for five groups of workers in twelve Michigan hospitals were

studied. The group's administrative department heads, supervisory

nurses, non-supervisory nurses, and technicians from other departments

were included in the sample. Each employee evaluated his superior on

three types of skills: technical competence to perform and direct

daily functions, administrative competence to coordinate the activities

of different groups, and human relations competence to integrate the

organizational objectives with individual and group needs. The skills

and supervisory practices were studied in relation to three factors:

(1) general satisfaction of subordinates with their immediate superior

at each level of supervision, (2) the quality of patient care, and

(3) the measures of organizational coordination. The results of this

study showed that at the lower levels of supervision the competent su-

perior was described as having the following characteristics: skill in

dealing with people, ability to plan, to organize, and to schedule

work. At the middle level, satisfaction was greatest when the super-

visor informed his subordinates in advance of changes affecting their

work, when he frequently asked his subordinates' opinions about work

problems, and when subordinates felt free to discuss personal problems.

At the higher level of supervision, satisfaction by subordinates was
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highest when they could communicate their ideas and suggestions openly

and were, in turn, accepted by the supervisor.

Harrington and Theis (1968) examined attitudes and expectations

of professional nurses functioning in differently organized structures

and how these influenced nursing behavior. The results indicated that

the attitudes and expectations of nurses about the administrative and

supervisory staff, work assignments, and communication were major fac-

tors influencing the ability of nurses to perform their professional

functions. This influence was largely deterrent in the typically or-

ganized hospitals, but enabling in the innovative hospital.

Ederer (1964) examined effectiveness in managerial assignments in

relation to the personal characteristics of department heads and super-

visors. Evans (1968) studied the value of supervisory behavior to em

ployee goal attainment. Of significance in the findings of these stud-

ies was that supervisory behavior was related to job satisfaction and

performance of employees.

Similar findings of those published by Georgopoulos in 1962 were

reported by Healey and Blood (1968). These researchers investigated

the relationship of leadership style and behavior to work-group perfor-

mance and to job satisfaction of subordinates at different organiza-

tional levels. In their study, task-oriented, top-level leaders and

relationship-oriented, lower-level leaders received higher performance

ratings; i.e., head nurses who were perceived by their subordinates as

more concerned with elements of the job or task per se received higher

performance ratings, while the nursing supervisors receiving the higher
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performance ratings were those who were more concerned with human re-

lationships in the work setting.

In a more recent study, White (1971) affirmed that the effective-

ness of a hospital supervisor may be identified by certain observed

activities of the supervisor's subordinates. The findings of White's

study suggest that subordinates with effective supervisors are more

likely to:

1. Have more favorable attitudes toward the other members of

their own unit and toward the hospital as a whole;

2. Communicate more effectively with members of their own unit

and with other units within the hospital;

3. Cooperate more effectively;

4. Be more receptive to information from their supervisor;

5. Feel a greater freedom to discuss job-related problems with

their supervisor;

6. Have a stronger feeling of responsibility for reaching indi-

vidual and unit goals; and

7. Be more accurate in reporting their performance.

It appears that the supervisory nurse does fill a leadership role

considerable different from that of the head nurse, but that role is

not always clearly differentiated from that of the director of nursing

service. Also, research findings demonstrate that leadership effec-

tiveness can be assessed in terms of observable behavior of subordi-

nates.



22

The Effects of Supervisory Training Programs

Many studies have been conducted relative to the effects of su-

pervisory training programs in hospitals. Some of these deal exclu-

sively with the development of all employees holding management posi-

tions while others focus on the nurse-supervisor.

Many positive effects of training of hospital managers have been

reported. An example of such findings was contained in a study con-

ducted by St. Vincent's Hospital of New York City (1970). Faced with

serious personnel management problems, and sparked by an increasing

cost-income gap and employee pressure for improved working conditions,

this hospital conducted an experimental program to improve employee job

satisfaction and performance without increasing costs. A three-year,

carefully planned program was initiated which involved self-appraisal

and self-improvement by all employees with the assistance of profession-

al consultants. The results showed a reduction of approximately 25 per-

cent in personnel turnover, reduced costs, improved personnel proce-

dures, and improved employee morale and job satisfaction. Upgrading of

the role of the supervisor was one key to reduced costs. A recommenda-

tion that emerged from this study was that all hospitals should conduct

research to find answers they need for their own management personnel.

Linville and Hudson (1963) discussed an eduational program con-

ducted in a California community hospital that was designed to teach

nurses to become skilled managers and evaluators of the care provided

under their direction. The program resulted in pressure by nurses on

the hospital administration to decentralize the nursing department. In

the succeeding eighteen months after the decentralization of nursing
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authority and responsibility, patient satisfaction increased, room

rates and daily charge rates remained stable, and a month-by-month re-

duction in average cost per patient was realized, not only in nursing,

but throughout the hospital.

A systematic study to measure the effectiveness of a management

skills training program on nurses was carried out in Texas in 1960

through 1964 (McLemore and Hill, 1965). Five hypotheses were formu-

lated and measured: reactions to the program, increase in knowledge,

change in attitudes, improvement in job performance, and organizational

changes in hospitals. These researchers concluded that "the management

skills training program was successful in changing the participants and

the organizations which they represented in directions consistent with

a human-relations philosophy of management." The most important changes

occurred in the way participants viewed themselves and their jobs. The

findings indicated that the individual's job performance was not direct-

ly improved; the evidence was mostly indirect in terms of changes in

their perceptions of themselves and the job.

The findings of the McLemore and Hill study are consistent with

the reports made in more recent literature where a change in role per-

ception by assistant directors of nursing service and supervisors oc-

curred after their participation in management development programs

(Campbell and Hill, 1970; Connally, 1971).

In a project supported by a United States Public Health Service

Post-Doctoral Fellowship and by a research grant from the Department of

Health of Great Britain, a rather unusual method was used to improve

management functioning in hospital nursing personnel. In this project,
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a manager-directed survey was used as a managerial tool in improving

supervisory effectiveness. The results of this program indicated tan-

gible positive behavior changes in managers (Weiland, 1972).

Other studies (Gill, 1974; Finkleman, 1974; and Eckvahl, 1976)

have reported that effects of supervisory training programs were re-

flected in the performance of the trainees while other effects were

demonstrated by a reduction in hospital operating costs, acknowledged

job satisfaction, and improved patient satisfaction. Improvements in

performance of nurse-supervisors was demonstrated by a closer identifi-

cation of nursing administration and of competence in supervisory

skills, increased skill in problem identification and problem solving,

and a greater ability to deal with change.

In a study by the Baker Pavilion Nursing Department of the New

York Hospital (1973), success was measured by subjective and objective

demonstrations of improved patient care, improved communications between

staff members, acknowledged job satisfaction among head nurses, and re-

duced operating budgets.

In analyzing the design of successful nurse-supervisory programs,

certain features become apparent. For example, the program design was

usually as realistic as possible in terms of dealing with real and on-

going problems in the hospital setting. Work assignments were incor-

porated not only to reinforce the program subject matter, but also to

produce a notable accomplishment for the trainees (Campbell and Hill,

1970; Gill, 1974; Finkleman, 1974; Neuman, 1973; Magner, 1975; and

Eckvahl, 1976). This approach is consistent with the suggestions of

those who have been active in the area of staff development in the
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hospital setting. Berry (1973) stated that "effective management

arises from planned, pragmatic change effort, directed toward the or-

ganization's goals." What is implied in this statement is that the

goals and effects of a management program should focus on improving the

total system of nursing within the organization, increasing organiza-

tional effectiveness, working with groups, and involving as many in the

total system as possible.

Studies of the effect of leadership training have revealed that

"when the environment does not support the prescriptions taught in the

training program there may be increased role conflict for the trainee,

increased trainee grievance and turnover, decreased job performance,

and increased stress between the trainee and the members of the organi-

zation with whom he must interact" (Fleishman, 1968).

Another significant feature relative to the success of nurse-

supervisory training programs was that administrative personnel as well

as supervisors themselves, were actively involved in planning the learn-

ing experiences, and in establishing objectives, outcomes, and standards

for ultimate performance. Evident in all the above studies reviewed was

a total effort by administrative personnel and nurses alike to make

contributions to the organizational goals.

In summary, it is apparent from the review of this portion of the

literature that leadership and support from management at all levels in

the organization are critical to the success of the nurse-supervisory

management development program. Also, if the effort is congruent with

the organization's mission, is supported by top administration, and if

the supervisor and top management personnel are involved in the
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planning, implementation, and evaluation process, then the total effort

is goal directed and will result in the economical utilization of time,

effort, and money.

Need and Extent of Nurse-Supervisor
Training Programs

An examination of curricula of major nursing schools revealed

that there is limited exposure of student nurses to courses such as

principles of supervision, human relations, motivation, leadership, or

principles of management. A study by Walker and Hawkins (1965) on work-

sampling activities of nurses indicated that modern nursing curricula

failed to apply social science knowledge where management of groups is

involved.

Hagen and Wolff's study (1961) pointed out the need for further

development in many areas where nurses are responsible for planning and

supervising nursing care to patients. The greatest deficiencies noted

were in: (1) the ability to participate in policy development, (2) the

ability to make sound administrative decisions, (3) the ability to set

goals and formulate long-range plans, and (4) the ability to develop

and maintain positive morale in the group.

In 1961, Powers conducted a study in a three-state area to deter-

mine the extent of supervisory training programs. Only ten of forty-

five hospitals which responded were conducting supervisory training,

sixteen had conducted programs during the past three years, and fifteen

were planning to initiate such programs. The larger hospitals con-

ducted supervisory training programs more frequently than the smaller

ones, as indicated by the distribution of the ten hospitals: 1-99
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beds, one program; 100-199 beds, one program; 200-299 beds, two pro-

grams; 300-399 beds, one program; 400-599 beds, two programs; 600-2000

beds, three programs.

The urgent need for better training in the theory and techniques

of management continues to be a concern as indicated by more recent

findings. Schechter (1974) reported the results of a 1968 survey of

educational and training requirements for supervisory and administra-

tive personnel of the member institutions of the Association of Dela-

ware Hospitals. His report concluded that the two courses needed most

frequently by supervisory personnel were in the areas of personnel man-

agement and planning. In the latter, the greatest needs cited included

fiscal, personnel, and work planning. The report further recommended

that brief versions of the courses offered to supervisors be presented

to the administrators as a group and that classes combine supervisory

personnel from grouped hospitals.

Research studies assessing the availability and content of super-

visory development programs in schools of nursing have provided con-

flicting reports in regard to adequacy of supervisory preparation.

Nouri and Rainville (1972) found that in spite of the inadequacy of

supervisory and management training, a majority of respondents felt

adequately prepared for their present assignment. At the same time be-

tween seventy-two and one hundred respondents (60 and 83 percent) indi-

cated that they had either an "urgent need" or that they "could use"

training in all of the supervisory skill areas identified in the in-

ventory. In a survey conducted by the United Hospital Fund of New York
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(1973), head nurses indicated that the absence of supervisory training

was a barrier to their being able to function effectively as a manager.

There is an urgent need to develop, test, and document a variety

of educational and training programs, with the purpose of identifying

methods that can be replicated by other hospitals in similar circum-

stances (Schechter, 1974). Particular attention must be paid to the

training problems and needs of the small hospital. Schechter cites

some of the shortcomings identified in the literature in references to

current supervisory training efforts as follows: (1) neglect on the

part of administrative personnel in recognizing their role in the de-

velopment of subordinates, (2) an inadequacy of educational materials

and supplies, and (3) difficulty experienced by trainees in the trans-

fer of learning from the classroom to the job.

The need for nurse-supervisory training has also appeared as a

common concern of educators and practitioners of nursing in the North-

west. A survey by the Oregon State Board of Higher Education (1974)

assessed the perceived learning needs of 1,084 registered and licensed

practical nurses in Oregon. Samplings of respondents were chosen from

a variety of health-care settings. The respondents were asked to indi-

cate their learning needs in terms of some twelve practice areas includ-

ing coronary care, emergency care, intensive care, geriatric care, re-

sponisibility of the nurse in social issues, supervision, management

development, and human relations. The practice areas most often cited

in reference to needs for continuing education were communications and

management development.
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Gardner (1973, 1975) conducted several informal surveys of in-

hospital training needs in thirteen hospitals in Oregon. Interviews

with administrators, nursing directors as well as supervisory personnel,

revealed common needs and problems of these small hospitals. A fre-

quent response was an expressed need for programs that could prepare

their staff for middle-management positions. Specific expressed needs

included training programs emphasizing employee motivation, employee

development, evaluation, and cost-accounting techniques.

Summary

The review of literature did not reveal any previous exploratory

studies regarding the skill requirements of nurse-supervisory personnel.

Reflected in the findings of these studies is the apparent need for

'management-training of nurse-supervisors across the nation as well as

in the Northwestern regions of the country. The professional background

of nurses apparently does not include the pertinent knowledge to pre-

pare the new graduate for supervisory positions. Depending on each

individual's employment situations, management skills may or may not

be learned on the job. Thus, a problem facing hospital and nursing

administrators is how to provide comprehensive training that will pre-

pare nurses to function effectively as managers in the maelstrom of a

rapidly changing environment and yet be realistic in terms of time

and cost.

Reflected in this extensive review of the literature is the

need to examine and redefine the role of the middle-manager in nurs-

ing services.
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This study proposed to examine and redefine the role of the

nurse-supervisor in the small general hospital. The methodology

was designed to determine levels of proficiency required by nurses

in middle management and also to explore performance levels of

supervisors currently employed in small general hospitals.
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III. METHODOLOGY

Part I. Development of the Nurse-Supervisor
Competency Questionnaire

The instrument, a survey-type questionnaire, was developed

to measure a number of skills and competencies for nurse-super-

visory personnel.

Development of Competency Statements

An intensive literature search regarding the recommended compe-

tencies of the nurse-supervisor along with the recommendations of au-

thorities in the field provided the basis for the development of initial

competency statements.

Sources for Development of.
Competency Statements

Sources used for the development of competency statements in-

cluded the following:

(1) Official statements or lists as provided by national asso-

ciations and accrediting bodies.

(2) Nursing education literature relative to leadership manage-

ment and supervision.

(3) Other related research on nurse-supervisory competencies.

(4) Instruments developed by other researchers.

(5) Information gleaned from interviews with experienced nurs-

ing supervisors,
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Categorizing Competency Statements

Competency statements were grouped into the following four broad

function categories: (1) nursing care, (2) education-training,

(3) management-coordination, and (4) community service. These catego-

ries, patterned after a California FTA study (1974), were chosen be-

cause they provided for the inclusion of all possible functions of the

nurse-supervisor.

The Nursing Care category includes competencies related to plan-

ning, directing, coordinating, and controlling patient care; applying

acceptable staffing patterns in order to provide for the highest possible

level of patient care; implementing departmental objectives and

policies; and finally, current trends in nursing.

Included in the Education-Training category were competencies

'relative to identifying learning needs of personnel and providing

appropriate learning experiences; assisting subordinates to develop

a sensitivity and awareness of patient and personnel learning needs;

evaluating staff performance and attributes; utilizing performance

review procedures; and, making recommendations on the basis of joint

evaluations.

The Management-Coordination category includes the ability to

express self clearly and communicate appropriate information upwards,

downwards, and laterally; the promotion of harmonious interpersonal

relationships within the assigned nursing area, department, hospital,

and community; the application of principles of management, coordina-

tion of immediate unit(s) with the rest of the hospital; and, control
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of resources and environment. Included also is an ability to plan

for future needs of unit or units in regard to patient-care staff

requirement and material resources.

Competencies included in the Community Service category per-

tained to acting in a liaison capacity between nursing service and

other community agencies, organizations, and professional dis-

ciplines; and interpreting patient care service to the health care

and non-medical communities.

Validation of Competency Statements

To validate the content and categorical placement of the indivi-

dual competency statements included in the Nurse-Supervisor Competency

Questionnaire, the instrument was submitted to a professional panel

of experts for their consideration and reaction. The panel utilized a

modified Delphi survey technique to assist in creating an instrument

that could be used by the four hospital personnel groups included in

the research sample.

Delphi Panel

The Delphi panel consisted of sixteen nationally known authori-

ties representing one or more of the following areas: (1) nursing edu-

cation, (2) in-service and continuing education in nursing, (3) nursing

service administration, and (4) nursing management consultation. The

criteria for selecting panel members was based on the following:
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1. The individual should be acknowledged as a leader in his re-

spective field as determined by past professional responsi-

bilities, professional affiliations, research, and publica-

tions.

2. The individual should be actively engaged as either a teacher,

administrator, director, researcher, writer, or consultant in

his field of specialization.

3. The individual, where applicable, should represent educators

from top-ranked professional schools in the nation.

4. The individual should have an interest in, or experience with,

hospital nurse-supervision, and be available for the extent

of the procedure.

Potential panel members were sought through correspondence, per-

sonal contact, and review of published rosters. Approximately thirty

letters were sent to professional nursing organizations, allied health

organizations, and foundations, requesting key individuals to identify

people to serve as panel members. The letter indicated that the person

should be knowledgeable about nursing supervision in a small general

hospital, and have an interest in this research. More than seventy-five

potential panel members were identified from these sources.

Using the established criteria for this study, sixteen potential

panel members were selected to serve as members of the expert com-

mittee (Appendix A). Alternatives were included in the potential

panel member lists to replace any selected members who did not wish

to engage in this research. Inasmuch as all of the original members
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contacted agreed to participate, no names from the alternate list were

necessary.

A carefully chosen expert panel or committee of as few as ten to

twelve individuals is sufficient to explore a problem and reach a valid

consensus (Jones, 1973). This study included sixteen members because

the number was greater than the minimum yet was small enough to enhance

the communication process and provide for feedback from a greater num-

ber of experts.

Following are the number of individuals represented on the expert

panel from each area, and the rationale for their selection:

(1) Nursing Educators--four members. Nurse educators were chosen

for the panel because of their knowledge and interest in basic prepara-

tion of the professional nurse. All four were licensed registered

nurses and had been instructors in nursing administration. Of the four

members, three had experience as in-service directors, while all

had held former positions as nursing supervisors and directors of nurs-

ing service. At the present time, two members of the group are instruc-

tors of nursing at major universities, one is a dean of a school of

nursing, and the remaining member is Executive Director of the American

Nurses Association. In terms of highest degree, one held a master's

degree and three held doctorates. Geographically, members of this group

were from California, Illinois, Indiana, and Ohio; universities repre-

sented included Case Western Reserve, DePauw University, and University

of Illinois.

(2) Nurse Educators in In-service and Continuing Education--four

members. Individuals currently involved in providing hospital
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in-service and continuing education were included on the panel because

of their interest and knowledge concerning needs and issues in this

area. All are very much involved in research, publication, and plan-

ning for education of nurses currently employed in all types of health

care delivery settings. Previous experiences of these members include

nurse-supervisory and management positions, directors of nursing ser-

vice, in-service education directors, and instructors in schools of

nursing. Currently members include: a dean of a school of nursing, an

associate professor of nursing at a medical center, a director of in-

service education at a large metropolitan hospital, and the present

Director of the Western Interstate Commission for Higher Education's

Regional Program for Nursing Research Development. Highest degrees

held include two doctorates, one master's degree, and one doctoral can-

didate. Geographically, states represented are Colorado, Oregon, and

New York.

(3) Nursing Service Management Consultants--four members. The

business of Health-Care Management Consultants has been in operation

for an extended period of time. Their contributions through publica-

tion and education relative to nursing management have been commendable

and provided the basis for including representatives from this area to

be on the expert panel. Of this group, two were male members, a hos-

pital administrator and a president of his own consulting firm. The

latter has since become an assistant director of nursing service at a

large urban hospital. The remaining two members were registered nurses,

both of whom had previous experience as staff nurses, nurse-supervisors,

and directors of nursing service of small and large hospitals. One
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individual is vice president of a health-care management consulting

firm in addition to being an adjunct assistant professor of continuing

education at a school of nursing. The remaining member of the committee

has very recently become vice president of a contract management firm

for nursing service administration. Highest degrees held by this group

include two bachelor of science degrees, one master's, and one doctor-

ate. State representation includes California, Michigan, and North

Carolina.

(4) Nursing Service Administrators--four members. This group in-

cluded four directors of nursing whose experience consisted of adminis-

tration of both large and small hospitals in eastern, midwestern, and

southwestern parts of the country. All had previous experience as

staff nurses, nurse-supervisors, and assistant directors of nursing

service. In addition to their being recommended as experts for the

panel, these individuals were sought as members because of their knowl-

edge regarding nursing administration and management of personnel.

Highest degrees held by this group included one bachelor of science de-

gree, one master's, and two doctorates. Geographically, these panel

members were from Arizona, California, Nebraska, and Texas.

Delphi Technique

This study utilized a modification of the standard Delphi tech-

nique, a survey method developed by scientists at Rand Corporation in

the early 1960s.

The purpose of the Delphi technique is to obtain group consensus

without bringing group members together in a face-to-face confrontation.
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A carefully selected panel or committee of experts is chosen, and a

series of three to four questionnaires containing controlled feedback

are developed. The respondents have opportunity to give an independent

opinion, and are provided with anonymity to prevent coercion from other

group members.

The standard Delphi technique consists of four steps:

1. An expert panel is selected and requested to list opinions on
a certain topic (first questionnaire).

2. From these lists, a second questionnaire is developed and re-
spondents are asked to evaluate the combined lists by some criteri-
on such as importance. Usually a scale such as 1 to 4 or 1 to 5 is

included and space is provided for the participant to justify his
decision.

3. The second questionnaire is analyzed. Each participant re-

ceives a list and summary of the items in the questionnaire and if
the respondent's opinion is in the minority for a given item (out-
side the interquartile range), he is asked to revise his opinion
and indicate his reason for remaining in the minority.

4. The third questionnaire is analyzed, and again each individual
receives the list, an updated summary, minority opinions, and a
final chance to revise his opinions (Travis, 1973).

A number of research studies have employed the Delphi technique

to identify such entities as goals, objectives, priorities, needs, be-

liefs, and opinions (Dalkey, 1969; Uhl, 1970; Dunham, 1971; Massie,

1973; Syhlman, 1973; Travis, 1973; Templin, 1974; Lindeman, 1975).

A study by Dalkey and Rourke (1971) on the experimental assessment

of Delphi procedure with group value judgments supported the con-

clusion that the procedure is appropriate for processing value material

as well as factual material. Syhlman (1973) found the procedure to be

most beneficial in gaining consensus from experts in career awareness

as to what possible in-service development needs might be considered

for elementary school teachers. In a study designed to probe priori-

ties for clinical nursing research, Lindeman (1975) found the Delphi
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technique to be an effective means for obtaining input from many

experts on a loosely structured topic and developing consensus

regarding future activities.

In this study, as in many other studies utilizing the Delphi

technique, the first step was omitted. Three questionnaires were sent

to the panel utilizing two rounds of the Delphi technique in an attempt

to obtain consensus regarding competencies required by nurse-

supervisors. Travis (1973) recommended that researchers utilizing the

Delphi technique consider sending only one or two questionnaires. Usu-

ally consensus is reached after the second round and in his study, panel

members indicated that the repetition of the same statements was boring.

He cautioned, however, that if only one questionnaire is used in the

study, it is important that it be pre-tested by a sample of the indi-

viduals to whom the final questionnaire is to be sent.

The steps in the Delphi procedure for this study were similar to

those followed by Travis (1973) with the exception that two successive

rounds of data collection were conducted instead of three.

The Delphi procedure for this study was carried out as follows:

Ste 1. Selection of an ex ert panel and the re aration and

the processing of Delphi Questionnaire for the Identification of

Nurse-Supervisor Competencies #1.

a. SELECTION OF PANEL. A committee or panel with alternate mem-

bers was chosen as described under Delphi panel.

b. THE DELPHI QUESTIONNAIRE FOR THE IDENTIFICATION OF NURSE-

SUPERVISOR COMPETENCIES. An intensive literature search
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regarding the functions of the nurse-supervisor, and inter-

views with experienced nurse-supervisors provided the basis

for development of the nurse-supervisor competency statements

to be included in the Delphi questionnaire. The statements

were grouped into the following four categories of related

items: (1) nursing care, (2) education-training,

(3) management-coordination, and (4) community service.

Assistance in formulating objective competency statements

was obtained through the Oregon State University Survey

Research Center.

Each of the statements utilized a 1-to-6 rating scale

with weighted values as of Strongly Agree (SA) = 6 to

Strongly Disagree (SD) - 1.

c. PRE-TEST. Pre-testing was conducted in two parts. One in-

volved pretesting of the Nurse Supervisory Competency Ques-

tionnaire (or the instrument being developed for this study)

for clarity and content. The second part constituted pre-

testing of instructions and format of Delphi Questionnaire

for the Identification of Nurse-Supervisor Competencies #1.

1. Pre-testing of Nurse Supervisory Competency Questionnaire.

This questionnaire was pretested for clarity and content
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by a sampling of twelve hospital personnel representing

hospital administration and nursing service from small

general hospitals in Illinois (see Appendix B). Included

in this sampling were three hospital administrators, three

directors of nursing service, three nurse supervisors, and

three staff nurses. Personal interviews with respondents

were conducted by the researcher after the pre-test.

Feedback was elicited from all of the respondents regard-

ing both clarity and content of statements as well as

general format of the questionnaire.

2. Pre-testing of Delphi Questionnaire for the Identification

of Nurse-Supervisor Competencies #1. The first Delphi

Questionnaire containing the revised statements was sub-

mitted to three hospital personnel fnr their review. The

hospital personnel included two directors of nursing from

the Portland, Oregon area and a director of in-service

education from Albany, Oregon.

d. REVISION OF QUESTIONNAIRES.

1. Revision of Nurse Supervisory Competency Questionnaire.

The results from the pre-test indicated that several

wording changes were required to remove ambiguity. Some

competency statements were regarded as "wordy." As a re-

sult, some items were shortened or presented as two sepa-

rate items.

2. Revision of Delphi Questionnaire #1. The pre-testing of

the Delphi Questionnaire instructional format resulted in
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minor wording changes to improve clarity. No additional

revisions were made on competency statements; thus, the

revised first Delphi Questionnaire consisted of forty-

five nurse-supervisory competency statements.

e. DISTRIBUTION. All members on the selected panel were con-

tacted by telephone, letter (Appendix C), or personally, at

which time the study was explained and the individual's coop-

eration requested. Immediately following each panel member's

commitment to participate in the study, an introductory let-

ter and the first questionnaire (Appendix D) were mailed.

Each panel member was instructed to complete and return the

questionnaire within three to five days in a stamped, self-

addressed envelope provided.

f. FOLLOW UP. A dunning letter with a second questionnaire was

sent to those members who had not responded within a fourteen-

day period asking them to complete the questionnaire as soon

as possible (Appendix E).

Step 2. Analysis of Delphi Questionnaire #1 and the preparation

and processing of Questionnaire #2.

a. ANALYSIS OF DELPHI QUESTIONNAIRE FOR THE IDENTIFICATION OF

NURSE-SUPERVISOR COMPETENCIES #1. In the analysis of Ques-

tionnaire #1, the mean, standard deviation, and interquartile

range (IQR) were calculated for each item. The IQR is the

interval containing the middle 50 percent of the responses

and is considered consensus (Cyphert, 1971; Judd, 1970). In

addition to calculation of the above measures, reasons for
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agreeing or disagreeing were noted and summarized for each

item.

b. PREPARATION AND PROCESSING OF DELPHI QUESTIONNAIRE FOR THE

IDENTIFICATION OF NURSE-SUPERVISOR COMPETENCIES #2. In pre-

paring the second questionnaire, the original items and their

order remained the same with the exception of a new statement,

#46, added to the "Nursing Care" category. In addition, seve-

ral competency statements were revised as suggested by panel

members to enhance clarity. The revised statements, numbered

lb, 2b, 7b, 20b, 23b, 39b, and 42b were placed immediately

after the original statement, thus providing the panel member

opportunity to choose his preferred statement. If the panel

member preferred the revised statement to the original, he

was asked to indicate a level of agreement and briefly com-

ment in the space marked "Reasons for Agreeing and Disagree-

ing."

The mean, and IQR were indicated for each original item

along with summarized reasons for agreeing or disagreeing.

Panel member's previous response to questionnaire item was

indicated by a red circle.

If a respondent decided to select a category outside the

IQR, he was asked to indicate, if possible, one or two rea-

sons for his minority choice.

The second questionnaire was then sent to the expert panel

for final consideration of original and revised statements

(Appendix F). Each member of the panel was asked to return
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the second questionnaire (Appendix F) in three to five days.

A dunning letter was sent to the member who did not respond

within a fourteen-day period (Appendix G).

Step 3. Analysis of Delphi Questionnaire #2. Statistical com-

parison of Delphi Questionnaires #1 and #2, and the preparation

of the final Delphi Questionnaire.

a. ANALYSIS OF DELPHI QUESTIONNAIRE FOR THE IDENTIFICATION OF

NURSE-SUPERVISOR COMPETENCIES #2. The mean, standard devia-

tion, and IQR were calculated for each item. Also, reasons

for agreeing or disagreeing along with minority opinions were

noted.

b. STATISTICAL COMPARISON OF DELPHI QUESTIONNAIRES #1 and #2.

The means of identical items on both questionnaires were com-

pared using a t-test. The null hypothesis of these t-tests

was that no significant difference existed between the two

means; the alternate hypothesis being that a significant dif-

ference between the two means was apparent. If the null hy-

pothesis were rejected (i.e., if there was a significant

difference between the means of a particular item of Question-

naire #1 and #3), this would indicate a change of opinion on

that item. Thus, the results of the t-tests give an indica-

tion of which items had a significant change of opinion from

the first to second questionnaire. If significant changes

occurred, the affected item would be included in the third

questionnaire for review by panel members.
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c. PREPARATION AND PROCESSING OF DELPHI QUESTIONNAIRE FOR THE

IDENTIFICATION OF NURSE-SUPERVISOR COMPETENCIES #3. The

third questionnaire contained only those items which had

been reviewed one time, and those whose mean score differ-

ences were significant at the .05 level of significance.

The mean and IQR was indicated for item #46, along with

summarized reasons for agreeing or disagreeing with inclusion

of the statement. Previous panel responses were indicated by

a red circle.

The third questionnaire was mailed (Appendix H) and the

participants were asked to return the questionnaire in three

to five days.

Step 4. Analysis of Delphi Questionnaire #3 and statistical com-

parison of mean scores for item #46.

a. The mean score, standard deviation, and IQR were calculated

for item #46. Also, reasons for agreeing or disagreeing

along with minority opinions were noted.

b. Statistical comparison of mean scores for the identical

item in Delphi Questionnaires #2 and #3 was conducted

using a t-test.

Upon the completion of the third Delphi round the items which

gained consensus as measured by IQR totally within the agree range,
'ay

were identified and prepared for including in the instrument to be

administered to the four hospital personnel groups.
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Estimation of Instrument Reliability

The estimation of the reliability of the instrument was deter-

mined after its application to a selected sample of hospital

personnel in small general hospitals in Oregon. The method utilized

in determining the internal-consistency reliability of the instru-

ment was an analysis of variance procedure developed by Hoyt and

Stunkard (1952). These authors devised a procedure for estimating

the reliability of a summary score derived from a questionnaire in

which no single alternative is considered the only correct response

and all others wrong. The procedure was applied to confirm the

fact that relative responses to the various questions on the instru-

ment were the same for each individual (or, to determine if there

existed any question by person interaction).

Part II. Administration of the Nurse-Supervisor
Competency Questionnaire to Four Hospital

Personnel Groups in Small General
Hospitals in Oregon

A secondary objective of this research was to further validate and

test the reliability of the instrument developed for this study by ad-

ministering it to a sampling of the following four hospital personnel

groups in small general hospitals in Oregon: (1) hospital administra-

tors, (2) directors of nursing service, (3) nurse-supervisors, and

(4) staff nurses. The purpose of administering the tool to this popu-

lation was to determine whether similarities and differences in percep-

tions existed among the four personnel groups.
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1. The nurse-supervsior requires no proficiency with this

competency.

2. The nurse-supervisor requires slight proficiency with this

competency.

3. The nurse-supervisor requires moderate proficiency with this

competency.

4. The nurse-supervisor requires considerable proficiency with

this competency.

5. The nurse - supervisor requires complete proficiency with this

competency.

Three different levels of proficiency were investigated in this

study. They were: (1) proficiency needs in general, (2) proficiency

needs in small general hospitals, and (3) proficiency levels being dem-

onstrated by nurse-supervisors in small general hospitals. Thus, the

four hospital personnel groups, who participated in this study, were

asked to indicate on a five-point scale the level of proficiency needed

for each competency in relation to a nurse-supervisor's job in general,

and more specifically, at their hospital. Additionally, hospital ad-

ministrators, directors of nursing service, and staff nurses were asked

to indicate the level of proficiency that was being demonstrated in re-

lation to each competency by nurse-supervisors at their hospital. Fi-

nally, nurse-supervisors were asked to indicate their levels of profi-

ciency with each competency. The procedure for the collection and anal-

ysis of data are described below.
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Selection of the Sample

The population for this study included a group of hospital

administrators, directors of nursing service, nurse-supervisors,

and staff nurses in randomly selected small general hospitals in

the state of Oregon, The state of Oregon was chosen primarily

because it is a rural state containing many small, short-term,

general hospitals. With the exception of a few larger cities, such

as Portland, Eugene, and Salem, many other communities are more

limited in their abilities to provide health care and sufficient

numbers of qualified health-care personnel. It is these types of

settings that nurses are often given responsibilities without

adequate training. This suggests varying degrees and types of in-

service and continuing educational needs of health-care delivery

employees, particularly those in middle-management positions such

as nurse-supervision. This emphasizes the need for a more specific

and definitive means for determining in-service and continuing

education courses and programs.

Selection of Hospitals

In order to control variables and to maintain a certaim amount

of homogeneity of characteristics among small hospitals, the following

criteria were used in selecting hospitals for this research:

1. The hospital must have been accepted for listing by either

the American Hospital Association and/or Joint Commission

on Accreditation of Hospitals.

2. The hospital must have been classified as a general hospital.

The general hospital, as defined here, is a short-term, acute

care, non-governmental facility.
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Twenty small general hospitals were included in this study. Two

separate alphabetical lists, one list for ten larger hospitals (bed

capacity, 50 to 100), and ten smaller hospitals (bed capacity, 49 to

less), were prepared for all hospitals in Oregon that met the criteria

stated above.

In order to insure that the sample was representative of small

hospitals throughout the state of Oregon, the alphabetized lists were

reordered by areas established by the state in implementing the National

Health Planning and Resource Development Act of 1974. There are three

health service areas in the state of Oregon which include the following

counties:

Area 1--Clackamas, Clatsop, Columbia, Multnomah, Tillamook, and

Washington

Area 2--Benton, Coos, Curry, Douglas, Jackson, Josephine, Lane,

Lincoln, Linn, Marion, Polk, and Yamhill

Area 3--Baker, Crook, Deschutes, Gilliam, Grant, Harney, Hood

River, Jefferson, Klamath, Lake, Malheur, Morrow, Sherman,

Umatilla, Union, Wallowa, Wasco, and Wheeler

Included with some of the priority considerations of the National

Health Planning and Resource Development Act of 1974 were plans for

promoting activities to achieve improved quality in health services

(U. S. Department of Health, Education, and Welfare, 1975). Therefore,

the utilization of the health service areas to assist in selecting the

sample for this research was timely since the stipulations of the above

act include consideration of these same areas in planning for both
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health care delivery and health education needs of recipients and pro-

viders of health services.

After a reordering of alphabetized lists, both sizes of hospitals

were randomly selected from each of the areas referred to above, making

a total of ten of each size of hospital included in the sample. A

table of random numbers was used in the final selection of individual

hospitals.

In addition to the basic lists, two additional lists were prepared

to serve as a pool for replacing hospitals on the original list that re-

fused to participate.

Selecting Personnel from
Participating Hospitals

The samples for this study were selected from small general

hospital personnel working in the four areas of hospital adminis-

tration, nursing administration, or directorship, nurse-supervision,

and staff nursing. In selecting nursing personnel for this study,

the directors of nursing service from each participating hospital

were asked to submit the names of all nurse-supervisors and staff

nurses presently employed in their facility. This was necessary in

order to randomize the sample inasmuch as hospitals vary in the num-

ber of registered nurses employed as well as in the scope and nature

of responsibilities assigned them. All part-time and full-time

nurse-supervisors staff nurses were then listed alphabetically using

the data provided by the directors of nursing service. The total

number of individuals needed for each sample were included in the

sample. If the nurse selected was not available because of illness,
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vacation, or leave of absence, then the name immediately following

was chosen.

Individuals selected for this study were included in the sample

regardless of age, sex, or professional preparation. The only selec-

tion requirement was that the subjects be in a supervisor or staff

position as defined for this study, and in the employment of the

hospital not less than six months.

From the twenty hospitals selected in the sample, the administra-

tors, the nursing service directors, the nurse-supervisors, and the

staff nurses, representing each of the three working shifts were in-

vited to participate, making a total of eight participants from each

hospital. The 20 administrators, 20 nursing service directors, 60

nurse-supervisors, and 45 staff nurses totaled 145 individuals who were

invited to participate in this research.

Procedure for Collecting Data

Prior to submitting the questionnaire to selected hospitals and

personnel, the directors of nursing service were contacted by letter

(Appendix I) and invited to participate in the study. Included with

this correspondence was a letter of introduction (Appendix J) to the re-

searcher from John K. Ellis, Professor, Department of Health, Oregon

State University. A sample questionnaire was also enclosed along with

instructions for its completion. One week after the initial contact

by mail, a telephone call was made to each director of nurses to receive

her response regarding participation and to answer any questions. Upon .

receipt of names of all potential participants, the selected hospital
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administrators, directors of nursing service, nurse-supervision, and

staff nurses were mailed a Nurse-Supervisor Competency Questionnaire.

Accompanying the questionnaire were directions for responding to the

instrument and time limitations for its completion and return to the

investigator (Appendices K, L, and M). An addressed, stamped envelope

was provided for return of the questionnaire.

A dunning letter accompanied by another identical questionnaire

was sent to hospital personnel who had not responded within a fifteen-

day period (Appendix N). Fourteen days later, follow-up telephone

calls were made to personnel from the first ten hospitals selected for

this study and a second dunning letter was sent to the balance of the

sample population.

When questionnaires had been returned from a minimum of 50 per-

cent of the sample, and were representative of the first ten hospitals

selected for inclusion in this study, the data were prepared for sta-

tistical analysis.

Ten hospital administrators, twenty directors of nursing service,

forty-three nurse-supervisors, and thirty-one staff nurses returned a

completed questionnaire making a total of one hundred four respondents

included in this research.

Analysis of Data

Upon receipt of questionnaires, data were tabulated by individual

competency statements, by the four groups of hospital personnel, by

hospital size - (large and small), and by individual hospitals.
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The design for this research was a 2 x 4 factorial design with

two levels of hospital size factor and four levels of hospital person-

nel factor.

This study employed the two-way analysis of variance test for

the analysis of data and testing of hypotheses. The testing included

the analysis of two primary effects (group and size), and one two-

factor subsidiary interaction effect (between group and size), for

each of the 46 competency statements or variables. The test statistic

used to analyze contrasts among the mean scores for each variable

statement was the "F" statistic with the ,05 level of significance

being used to determine differences existing among groups and between

hospitals.
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IV. RESULTS AND ANALYSIS

Part I. Findings of the Delphi Questionnaire for the
Identification of Nurse-Supervisor Competencies

In order to validate the content and categorical placement of the

competency statements, a questionnaire containing a list of major nurse-

supervisor competencies was submitted to an expert panel for their con-

sideration. The findings and analysis of this process are presented in

this section as follows: the findings of Delphi Questionnaires #1, #2,

and #3; comparison of competency statement means of Delphi Question-

naires #2 and #3; and a listing of nurse-supervisor competency state-

ments reaching consensus relative to content and categorical placement.

Findings of Delphi Questionnaire #1

Five weeks after the first questionnaire was mailed to the sixteen

panel members, fifteen (94 percent) had been returned and analyzed sta-

tistically (see Table 1). One more questionnaire was received after

the data had been analyzed. Although the data this contained were not

analyzed statistically, the questionnaire was received in time to be

incorporated in the summarized comments of "Reason for Agreeing or Dis-

agreeing" of the second questionnaire. Thus, sixteen (100 percent) of

the first questionnaire were returned before the second questionnaire

was mailed. The computer data for questionnaire #1 were updated to in-

clude the results from the one questionnaire which had been received

late.
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TABLE 1

RESULTS OF QUESTIONNAIRE #1

Consensus
Statement
Number

Number of
Responses Mean

Standard
Deviation

Inter-

quartile
Range

+
1 15 3.75 (AR) 1.342 3-5 (DR-A)

X 2 15 5.31 (A) 1.014 5-6 (A-SA)
X 3 15 5.62 (SA) .400 5-6 (A-SP)
X 4 15 5.06 (A) 1.237 5-6 (A-SA)
X 5 15 5.25 (A) 1.065 5-6 (A-SA)
X 6 15 4.68 (A) 1.448 5-6 (A-SA)
X 7 15 4.93 (A) 1.063 5-6 (A-SA)
X 8 15 4.87 (A) 1.408 5-6 (A-SA)
X 9 15 5.43 (A) 1.094 5-6 (A-SA)
X 10 15 5.31 (A) 1.250 5-6 (A-SA)
X 11 15 4.43 (AR) 1.153 4-5 (AR-A)
X 12 15 4.62 (A) 1.025 4-5 (AR-A)
X 13 15 5.18 (A) 1.223 5-6 (A-SA)
X 14 15 5.25 (A) 1.065 5-6 (A-SA)
X 15 15 5.43 (A) .727 5-6 (A-SA)
X 16 15 4.50 (A) 1.461 4-5 (AR-A)
+ 17 15 3.25 (DR) 1,390 2-4 (D-AR)
X 18 15 5.00 (A) .890 5-6 (A-SA)
X 19 15 4.12 (AR) 1.360 4-5 (AR-A)
X 20 15 4.81 (A) 1.377 5-6 (A-SA)
X 21 15 4.75 (A) .931 4-5 (AR-A)
X 22 15 5.25 (A) 1.238 5-6 (A-SA)
X 23 15 5.12 (A) 1.310 5-6 (A-SA)
X 24 15 5.62 (SA) .500 5-6 (A-SA)
X 25 15 5.31 (A) 1.302 5-6 (A-SA)
X 26 15 4.31 (AR) 1.250 4-6 (AR-SA)
X 27 15 5.37 (A) .719 5-6 (A-SA)
X 28 15 5.12 (A) 1.025 5-6 (A-SA)
X 29 15 5.18 (A) 1.047 4-6 (AR-SA)
X 30 15 5.56 (SA) .629 5-6 (A-SA)
X 31 15 5.56 (SA) .629 5-6 (A-SA)
X 32 15 4.62 (A) 1.455 4-6 (AR-SA)
X 33 15 5.56 (SA) .629 5-6 (A-SA)
X 34 15 5.43 (A) .629 5-6 (A-SA)
X 35 15 4.68 (A) 1.07 4-6 (AR-SA)
X 36 15 5.12 (A) .88 5-6 (A-SA)
X 37 15 4.75 (A) .77 4-5 (AR-A)
X 38 15 4.75 (A) 1.23 4-6 (AR-SA)
X 39 15 4.12 (AR) 1.54 4-5 (AR-A)
X 40 15 5.43 (A) .62 5-6 (A-SA)
X 41 15 4.81 (A) 1.27 4-6 (AR-SA)
X 42 15 4.68 (A) 1.62 4-6 (AR-SA)
X 43 15 4.75 (A) 1.34 4-5 (AR-A)
X 44 15 4.56 (A) 1.50 5-6 (A-SA)
X 45 15 5.12 (A) 1.02 5-6 (S-SA)

6 = Strongly agree (SA)
5 = Agree (A)
4 = Agree with reservation (AR)
3 = Disagree with reservation (DR)
2 = Disagree
1 = Strongly disagree
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The IQR is considered consensus in the Delphi technique; thus,

those statements which had an IQR totally within the agree or disagree

range were regarded as having reached consensus. In the first question-

naire, forty-three (96 percent) of the statements reached consensus

(see Table 2).

TABLE 2

ITEM NUMBER OF STATEMENTS REACHING CONSENSUS IN QUESTIONAIRE #1

Category
Item Agree
Consensus

Item

Non-Consensus Total

A. Nursing Care 2-13 1 13

B. Education- 14-16, 17 8

Training 18-21

C. Management- 22-43 None 22

Coordination

. Community 44, 45 None 2

Service

Total 43 2 45
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Findings of Delphi Questionnaire #2

Four weeks after the second questionnaire had been mailed to the

sixteen panel members, fifteen (94 percent) had been returned and ana-

lyzed statistically (see Table 3). One questionnaire was received after

the third questionnaire had been mailed; thus, sixteen (100 percent) of

the second questionnaire were eventually returned. The computer data

for questionnaire #2 were updated with the data obtained from the

questionnaire which had not been included in the original statistical

analysis.

TABLE 3

RESULTS OF QUESTIONNAIRE #2

Statement

Consensus Number

Number of
Responses Mean

Standard
Deviation

Inter-
quartile
Range

1 16 5.25 (A) .68 5-6 (A-SA)

2 16 5.68 (SA) .47 5-6 (A-SA)

3 16 5.62 (SA) .50 5-6 (A-SA)

4 16 5.37 (A) .88 5-6 (A-SA)

5 16 5.25 (A) 1.06 5-6 (A-SA)

6 16 4.81 (A) 1.27 4-6 (AR-SA)

7 16 5.12 (A) .95 5-6 (A-SA)

8 16 5.31 (A) .79 5-6 (A-SA)

9 16 5.68 (SA) .47 5-6 (A-SA)

10 16 5.31 (A) 1.25 5-6 (A-SA)

11 16 4.81 (A) .98 4-5 (AR-A)

12 16 4.68 (A) .94 4-5 (AR-A)

13 16 5.50 (SA) .63 5-6 (A-SA)

14 16 5.25 (A) 1.06 5-6 (A-SA)

15 16 5.56 (SA) .62 5-6 (A-SA)
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TABLE 3--Continued

Consensus
Statement

Number
Number of
Responses Mean

Standard
Deviation

Inter-

quartile
Range

X 16 16 4.31 (AR) 1.35 4-5 (AR-A)

17 16 3.18 (DR) 1.22 2-3 (D-AR)

X 18 16 5.12 (A) .71 5-6 (A-SA)

X 19 16 4.62 (A) .71 4-5 (AR-A)

X 20 16 5.18 (A) .83 5-6 (A-SA)

X 21 16 4.75 (A) .93 4-5 (AR-A)

X 22 16 5.25 (A) 1.23 5-6 (A-SA)

X 23 16 5.62 (SA) .50 5-6 (A-SA)

X 24 16 5.62 (SA) .50 5-6 (A-SA)

X 25 16 5.37 (A) 1.25 5-6 (A-SA)

X 26 16 4.75 (A) 1.06 4-5 (AR-A)

X 27 16 5.43 (A) .62 5-6 (A-SA)

X 28 16 5.12 (A) .80 4-6 (AR-SA)

X 29 16 5.25 (A) .77 5-6 (A-SA)

X 30 16 5.50 (SA) .63 5-6 (A-SA)

X 31 16 5.56 (SA) .51 5-6 (A-SA)

X 32 16 4.68 (A) 1.35 4-6 (AR-SA)

X 33 16 5.62 (SA) .50 4-6 (A-SA)

X 34 16 5.43 (A) .51 5-6 (A-SA)

X 35 16 4.81 (A) 1.10 4-5 (AR-A)

X 36 16 5.18 (A) .75 5-6 (A-SA)

X 37 16 4.75 (A) .77 4-5 (AR-A)

X 38 16 5.00 (A) .89 4-6 (AR-SA)

X 39 16 4.87 (A) 1.14 5-6 (A-SA)

40 16 5.37 (A) .61 5-6 (A-SA)

X 41 16 5.00 (A) 1.15 4-6 (AR-SA)

X 42 16 5.43 (A) .72 5-6 (A-SA)

X 43 16 4.87 (A) 1.14 4-6 (AR-SA)

X 44 16 4.62 (A) 1.36 4-6 (AR-SA)

X 45 16 5.25 (A) .68 5-6 (A-SA)

X 46 1.6 4.31 (AR) 1.66 4-6 (AR-SA)
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In the second questionnaire, forty-five (98 percent) of the state-

ments reached consensus (see Table 4). Forty-five (98 percent) of the

statements reached agree-consensus regarding the competencies the nurse-

supervisor should perform.

TABLE 4

ITEM NUMBER OF STATEMENTS REACHING CONSENSUS IN QUESTIONNAIRE #2

Category
Item Agree
Consensus

Item

Non-Consensus Total

A. Nursing Care 1-13, None 14

46

B. Education- 14-16, 17 8

Training 18-21

C. Management- 22-44 None 22

Coordination

D. Community 45, 46 None 2

Service

Total 45 1 46

Comparing the results of questionnaire #1 with those of question-

naire #2, there was only one item which had a change in consensus sta-

tus. The one statement which reached consensus in questionnaire #2

which had not reached consensus in quesionnaire #1 was item #1, which

pertained to the provision of direct patient care.

Findings of Delphi Questionnaire #3

Since competency statement 14 relative to conveying research find-

ing was first introduced in questionnaire #2, it was necessary for panel

members to review the statement in a third questionnaire. Four weeks

after the third questionnaire was mailed to the sixteen panel members,
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fourteen (88 percent) had been returned and analyzed statistically (see

Table 5). Questionnaires were not received from one respondent in Colo-

rado and from one respondent in Ohio.

TABLE 5

RESULTS OF QUESTIONNAIRE #3

Inter-

Statement Number of Standard quartile
Consensus Number Responses Mean Deviation Range

X 46 16 4.31 (AR) 1.66 4-5 (AR-A)

6 = Strongly agree (SA)
5 = Agree (A)
4 = Agree with reservation (AR)
3 = Disagree with reservation (DR)
2 = Disagree (D)
1 = Strongly disagree (SD)

In the third questionnaire, the one statement reached agree-

consensus. There was no change in consensus status between question-

naire #2- and #3.

Comparison of Competency Statement Means
of Delphi Questionnaires #1 and #2

In order to determine if there was a significant change of opinion

between the first questionnaire and the second questionnaire, a t-test

was utilized to compare the means of the competency statements of the

two questionnaires (see Table 6). Although there were differences be-

tween the means of the competency statements in questionnaires #1 and

#2, only three of these differences were found to be significant as

measured by a t-test. It was apparent that the changes in the mean

scores for item #1 and #39 relative to providing direct care and re-

lieving nursing administrative personnel occurred after the statements
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had. been revised slightly to improve clarity (see Table 7). One other

item whose mean scores indicated a change of opinion between the first

questionnaire and the second questionnaire was #26. The mean score for

this item regarding the orientation of staff increased from 4.31 to

4.75 showing an increase in agree-consensus (see Table 8). These data

indicate that the Delphi technique as utilized in this study was effec-

tive in changing opinion and in increasing consensus.

TABLE 6

COMPARISON OF THE COMPETENCY MEANS OF QUESTIONNAIRES #1 AND #2

Statement
Number

Mean Ques-
tionnaire #1

Mean Ques-
tionnaire #2

Degrees of
Freedom

Calculated
t-Value

1

2

3

4

5

6

7

8

9

10

11

12

3.75 (AR)
5.31 (A)
5.62 (SA)
5.06 (A)
5.25 (A)
4.68 (A)
4.93 (A)
4.87 (A)
5.43 (A)
5.31 (A)
4.43 (AR)
4.62 (A)

5.25 (A)
5.68 (SA)
5.62 (SA)
5.37 (A)
5.25 (A)
4.81 (A)
5.12 (A)
5.31 (A)
5.68 (SA)
5.31 (A)

4.81 (A)
4.68 (A)

15

15

15

15

15

15

15

15

15

15

15

15

-3.77*
-1.46
0

-1.78
0

-1.00
-1.38
-1.70
-1.29
0

-2.09
-1.00

13 5.18 (A) 5.50 (SA) 15 -1.58

14 5.25 (A) 5.25 (A) 15 0

15 5.43 (A) 5.56 (SA) 15 -1.46

16 4.50 (A) 4.31 (AR) 15 1.38

17 3.25 (DR) 3.18 (DR) 15 .29

18 5.00 (A) 5.12 (A) 15 -1.00

19 4.12 (AR) 4.62 (A) 15 -2.07

20 4.81 (A) 5.18 (A) 15 -1.38

21 4.75 (A) 4.75 (A) 15 0

22 5.25 (A) 5.25 (A) 15 0

23. 5.12 (A) 5.62 (SA) 15 -1.58

24 5.62 (SA) 5.62 (SA) 15 0

25 5.31 (A) 5.37 (A) 15 -1.00

26 4.31 (AR) 4.75 (A) 15 -2.15*

27 5.37 (A) 5.43 (A) 15 -1.00

28 5.12 (A) 5.12 (A) 15 0

29 5.18 (A) 5.25 (A) 15 - .37

30 5.56 (SA) 5.50 (SA) 15 1.00
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TABLE 6--Continued

Statement
Number

Mean Ques-
tionnaire #1

Mean Ques-
tionnaire #2

Degrees of
Freedom

Calculated
t-Value

31 5.56 (SA) 5.56 (SA) 15 0

32 4.62 (A) 4.68 (A) 15 -1.00

33 5.56 (SA) 5.62 (SA) 15 -1.00

34 5.43 (A) 5.43 (A) 15 0

35 4.68 (A) 4.81 (A) 15 - .56

36 5.12 (A) 5.18 (A) 15 - .56

37 4.75 (A) 4.75 (A) 15 0

38 4.75 (A) 5.00 (A) 15 -1.46

39 4.12 (AR) 4.87 (A) 15 -2.42*

40 5.43 (A) 5.37 (A) 15 1.00

41 4.81 (A) 5.00 (A) 15 -1.38

42 4.68 (A) 5.43 (A) 15 -1.69

43 4.75 (A) 4.87 (A) 15 -1.00

44 4.56 (A) 4.62 (A) 15 - .44
45 5.12 (A) 5.25 (A) 15 -1.00

*Statistically significant at the 0.05 level.
**Statistically significant at the 0.01 level.

6 = Strongly agree (SA)
5 = Agree (A)
4 = Agree with reservation (AR)
3 = Disagree with reservation (DR)
2 = Disagree (D)
1 = Strongly disagree (SD)

Comparison of the Role Statement Mean of Item 46
of Delphi Questionnaires #2 and #3

Since role statement 46 was first introduced in questionnaire #2,

a t-test comparison of its mean between questionnaire #2 and #3 was per-

formed in order to indicate whether there had been a significant change

of opinion (see Table 9). No significant change was observed.

Nurse-Supervisor Competency Statements Reaching
Consensus Relative to Content and

Categorical Placement

By utilizing those competency statements in the second and final

questionnaire which had IQRs totally within either the agree or disagree
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TABLE 7

REVISED COMPETENCY STATEMENTS HAVING SIGNIFICANT MEAN SCORE
DIFFERENCES AS MEASURED BY A t-TEST

Statement Questionnaire #1 Questionaire #2
Calculated
t-Value

Original Revised Mean IQR Mean IQR

#1 Give direct 3.75 (DR-A) 5.25 (A-SA) -3.77

Routine- patient care
ly give as appropri-
direct ate (e.g.,
patient in order to
care assess a

difficult
situation,
to teach,
to demon-
strate care,
etc.

#39 Relieve ad- 4.12 (AR-A) 4.87 (A-SA) -2.42
Relieve ministrative
adminis- and other
trative supervisory
and su- personnel
pervi-
sory

person-
nel

TABLE 8

ORIGINAL COMPETENCY STATEMENT HAVING A SIGNIFICANT MEAN
SCORE DIFFERENCE AS MEASURED BY A t-TEST

Statement
Questionnaire #1 Questionnaire #2

Mean IQR Mean IQR

#26. Orient new 4.31 (AR-SA) 4.75 (AR-A)

staff to
duties
and or-
ganiza-
tion

Calculated
t-Value

-2.15
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TABLE 9

COMPARISON OF THE COMPETENCY STATEMENT MEAN OF ITEM 46
OF QUESTIONNAIRES #2 AND #3

Statement Mean Ques- Mean Ques- Degrees of Calculated
Number tionnaire #2 tionnaire #3 Freedom t-Value

46 4.68 (AR) 4.31 (AR) 15 1.14

*Statistically significant at the 0.05 level.
**Statistically significant at the 0.01 level.

5 = Agree (A)
4 = Agree with reservations (AR)

range, the major competencies required by the nurse-supervisor in the

small general hospital were identified. Employing the IQR as an indi-

cator of consensus, the conclusions to each category of nurse-supervisor

competencies are presented.

Category I: Nursing Care

The expert panel reached consensus regarding all of the competen-

cies in this section and agreed with their categorical placement. They

can be seen in Appendix 0, Category I.

Category II: Education-Training

There was no consensus reached regarding the competency (item #17

of Delphi Questionnaire #1) that nurse-supervisors should assume

responsibility and accountability for nursing students at their hospi-

tal. Some panel members believed that such responsibility should exist

only "pro forma" and that students should be directly accountable to an

on-site instructor. Other members felt the responsibility rested pri-

marily with the school instructors but liked the idea of involvement

with students.
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The expert panel reached consensus on seven competency items

in this category and can be seen in Appendix 0, Category II.

Category III. Management-Coordination

The expert panel reached consensus regarding all of the competen-

cies in this section and also agreed with their categorical placement.

Competencies under this heading can be seen in Appendix 0, Category III.

Category IV. Community Service

The expert panel reached consensus regarding both of the competen-

cies in this section as well as their agreeing with their categorical

placement. Competencies under this heading are listed in Appendix 0,

Category IV.

Part II. Findings of the Nurse-Supervisor
Competency Questionnaire

A secondary objective of this research was the determination of

similarities and differences in perceptions of four hospital personnel

groups in regard to proficiency levels required and demonstrated by

nurse-supervisors in small general hospitals. In order to complete the

objective, the Nurse-Supervisor Competency Questionnaire was adminis-

tered to 104 hospital personnel in twenty small general hospitals in

Oregon. This section pertains to the responses of hospital personnel

and discusses the demography of the sample, descriptive data regarding

ranking of competency items and comparison of competencies required

with competencies demonstrated, and results of the hypotheses tested.
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Demography of the Sample

The sample for this study was comprised of four hospital personnel

groups, namely hospital administrators, directors of nursing services,

nurse-supervisors, and staff nurses employed by twenty small general

hospitals in Oregon during the months of May and June 1977. In order to

determine if there existed differences between the perceptions of hos-

pital personnel in very small hospitals with the perceptions of person-

nel in slightly larger hospitals, the sample included ten whose bed

capacity was forty-nine or less (small hospitals), and ten hospitals

whose bed capacity was fifty to one hundred (large hospitals). From

the two sizes of hospitals, twenty administrators, twenty directors of

nursing service, sixty nurse-supervisors, and forty-five staff nurses

were contacted at their places of employment and asked to participate

in the study. Only forty-five staff nurses were contacted because it

was found that small hospitals with bed capacities of forty-nine or less

seldom utilized more than two levels of nursing (i.e., nursing service

director and nurse-supervisor). Thus staff nurses in small hospitals

often must assume both supervisory and staff functions during a working

shift. Such a situation existed for five of the ten small general hos-

pitals included in the research sample.
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A total of 145 hospital personnel were contacted and asked to par-

ticipate in the study. As a result, 104 persons, or 72 percent of the

original sample population, responded by completing and returning the

Nurse-Supervisor Competency Questionnaire. The number of respondents

included ten hospital administrators, twenty directors of nursing ser-

vice, forty-three nurse-superviors, and thirty-one staff nurses. Table

10 provides a summary of the study population.

TABLE 10

NUMBER OF RESPONDENTS BY HOSPITAL SIZE AND PERSONNEL GROUP

Group

Hospital Size

Small

(Bed Capacity
49 or Less)

Large
(Bed Capacity
50 to 100) Total

Hospital
Administrators 3 7 10

Directors of
Nursing Service 10 10 20

Nurse-
Supervisors 20 23 43

Staff Nurses 11 20 31

Totals 44 60 104

Table 11 provides a summary of the sampling distribution by hos-

pital size and sex. Eighty-eight percent of the population were fe-

males. The twelve men in the sample included all of the hospital ad-

ministrators, a nurse-supervisor, and a staff nurse. Both of the nurses

were employees of large hospitals.
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TABLE 11

NUMBER OF RESPONDENTS BY SEX, HOSPITAL
SIZE, AND PERSONNEL TYPE

Respondents Male Female Total

Small Hospitals (Bed Capacity 49 or Less)

Hospital Administrators 7 0 7

Directors of Nursing Service 0 10 10

Nurse-Supervisors 0 22 22

Staff Nurses 0 20 20

Large Hospitals (Bed Capacity 50 to 100)

Hospital Administrators 3 0 3

Directors of Nursing Service 0 10 10

Nurse-Supervisors 1 20 21

Staff Nurses 1 10 11

Totals 12 92 104

The number of respondents by age, hospital size, and personnel

group is shown in Table 12.

TABLE 12

NUMBER OF RESPONDENTS BY AGE, HOSPITAL
SIZE, AND PERSONNEL GROUP

Ages of Respondents in Years
Respondents 20-29 30-39 40-49 40-59 60f Total

Small Hospitals (Bed Capacity 49 or Less)

Hospital Administrators 0 1 0 1 1 3

Directors of Nursing Service 0 1 6 2 1 10

Nurse-Supervisors 7 2 6 5 0 20

Staff Nurses 6 3 1 1 0 11

Large Hospitals (Bed Capacity 50 to 100)

Hospital Administrators 1 2 4 0 0 7

Directors of Nursing Service 0 1 5 3 1 10

Nurse-Supervisors 2 8 8 3 1 23

Staff Nurses 10 4 3 2 1 20

Totals 26 22 33 18 5 104
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The basic education preparation level of respondents was as fol-

lows: thirteen Associate (12 percent), fifty-six diploma (53.8 per-

cent), twenty-seven Bachelor's (26.4 percent), and eight Master's (7.8

percent). Table 13 provides the number of respondents by education

level, hospital size, and personnel type.

TABLE 13

NUMBER OF RESPONDENTS BY BASIC EDUCATION PREPARATION LEVEL,
HOSPITAL SIZE, AND PERSONNEL TYPE

Respondents

Education Level
Asso-
ciate

Degree
Bach-

Diploma elor's Master's Total

Small Hospitals (10)

Hospital Administrators 0 1 1 1 3

Directors of Nursing Service 0 7 3 0 10

Nurse-Supervisors 4 10 6 0 20

Staff Nurses 1 6 4 0 11

Large Hospitals (10)

Hospital Administrators 0 0 2 5 7

Directors of Nursing Service 2 6 1 1 10

Nurse-Supervisors 2 20 1 0 23

Staff Nurses 4 6 9 1 20

Totals 13 56 27 8 104

The number of respondents by working shift, hospital size, and

nursing personnel group is shown in Table 14.

Sixty-six of the hospital personnel (64.7 percent) had been in

their present position of employment for three years or less. In con-

trast, only 8 percent or nine of the respondents had been in their po-

sition of employment for more than ten years.
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TABLE 14

NUMBER OF RESPONDENTS BY WORKING SHIFT, HOSPITAL SIZE,
AND NURSING PERSONNEL GROUP

Working Shift
Respondents 7-3 3-11 11-7 Total

Small Hospitals (Bed Capacity 49 or Less)

Nurse-Supervisors
Staff Nurses

9 6 5 20

5 5 1 11

Large Hospitals (Bed Capacity 50 to 100)

Nurse-Supervisors
Staff Nurses

Totals

8 10 5 22

7 6 7 20

29 27 18 74

Table 15 provides a summary of the findings by length of employ-

ment, hospital size, and personnel group. Appendix P summarizes the

findings regarding previous employment.

TABLE 15

NUMBER OF RESPONDENTS BY LENGTH OF PRESENT EMPLOYMENT,
HOSPITAL SIZE, AND PERSONNEL GROUP

Length of Employment in Years
Less More

Group Than 1 1-3 4-6 7-10 Than 10 Total

Small Hospitals (Bed Capacity 49 or Less)

Hospital Administrators 0 1 0 0 2 3

Directors of Nursing Service 1 4 3 1 1 10

Nurse-Supervisors 5 11 0 4 0 20

Staff Nurses 4 3 1 3 0 11

Large Hospitals (Bed Capacity 50 to 100)

Hospital. Administrators 1 2 0 3 1 7

Directors of Nursing Service 2 2 1 2 3 10

Nurse - Supervisors 8 9 3 2 1 23

Staff Nurses 6 9 3 1 1 20

Totals 27 41 11 16 9 104
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More than one-half of the sample population had attended continu-

ing and in-service education activities relative to supervision and/or

management in the past two years. Fifty-eight percent of hospital per-

sonnel from small hospitals and 65 percent of the respondents from large

hospitals attended workshops, seminars, and courses. Table 16 provides

a summary of the sampling distribution by hospital size and personnel

group.

TABLE 16

NUMBER OF HOSPITAL PERSONNEL WHO ATTENDED
CONTINUING AND IN-SERVICE EDUCATION ACTIVITIES RELATIVE

TO SUPERVISION AND/OR MANAGEMENT IN LAST TWO YEARS
BY HOSPITAL SIZE AND PERSONNEL TYPE

Hospital Size
Small (Bed Large (Bed

Personnel Type

Capacity
49 or Less)

Capacity
50 to 100)

No. No. Total

Hospital Administrators 2 7 9

Directors of Nursing Service 7 9 16

Nurse-Supervisors 13 19 32

Staff Nurses 3 4 12

Totals 25 39 69

Data regarding the types and locations of education activities,

along with the listings of supervision and management course titles,

are shown in Appendix Q.

Estimation of Instrument Reliability

An analysis of variance procedure developed by Hoyt and Stunkard

(1952) was employed to estimate the internal-consistency reliability of

the Nurse-Supervisor Competency Questionnaire. The procedure was used

to test the hypothesis that there was no significant interaction effect
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occurring between respondent and questionnaire item. The test was

applied in each of the proficiency levels examined in the discharge

of nurse-supervisory competencies, namely: a) proficiency levels

required by nurse-supervisors, in general; b) proficiency levels

required by nurse-supervisors in small general hospitals; and

c) proficiency levels demonstrated by nurse-supervisors in small

general hospitals. The results indicated that significant inter-

action did take place or that the relative patterns of response by

individuals to each of the variables or items were consistent. Thus,

the hypotheses were rejected. Table 17 provides a summary of the

reliability coefficients and standard errors of measurement for three

proficiency levels.

TABLE 17

A SUMMARY OF THE ESTIMATES OF RELIABILITY COEFFICIENTS AND
STANDARD ERRORS OF MEASUREMENT FOR THREE

PROFICIENCY LEVELS

Levels

a. Proficiency levels required in
general

b. Proficiency levels required in
small general hospitals

c. Proficiency levels demonstrated
by nurse-supervisors in small
general hospitals

r S.E.

.9119 5.5705

.9522 5.6816

.9227 5.4450

r = coefficient of reliability
S.E. = Standard Error of Measurement



A summary of the results of the analysis of variance tests is

provided in Tables 18 to 20.

TABLE 18

73

ANALYSIS OF VARIANCE SUMMARY FOR RESPONDENT AND ITEM INTERACTION
EFFECT FOR LEVELS OF PROFICIENCY CONSIDERED ESSENTIAL

FOR NURSE-SUPERVISORS, IN GENERAL

Source of
Variation df SS MS F P

Respondents

Items

Residual

Total

103

45

4635

4783

789.04

745.45

3126.70

4661.19

7.66

16.57

.67

11.43

24.73

<0.05

<0.05

TABLE 19

ANALYSIS OF VARIANCE SUMMARY FOR RESPONDENT AND ITEM INTERACTION
EFFECT FOR LEVELS OF PROFICIENCY CONSIDERED ESSENTIAL FOR

NURSE-SUPERVISOR IN SMALL GENERAL HOSPITALS

Source of
Variation df SS MS

Respondents

Items

Residual

Total

103

45

4635

4783

1511.63

707.09

3252.63

5471.35

14.68

15.71

.70

20.97

22.44

<0.05

<0.05
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TABLE 20

ANALYSIS OF VARIANCE SUMMARY FOR RESPONDENT AND ITEM INTERACTION
EFFECT FOR LEVELS OF PROFICIENCY DEMONSTRATED BY
NURSE-SUPERVISOR IN SMALL GENERAL HOSPITALS

Source of
Variation df SS MS F P

Respondents

Items

Residual

Total

103

45

4635

4783

859.17

3520.95

2987.34

7367.46

8.34

78.24

.64

13.03

122.25

<0.05

<0.05

Descriptive Data

Several apparent trends emerged relative to the descriptive data

received from the administration of the Nurse-Supervisor Competency

Questionnaire in small general hospitals. These are dicussed as

follows: a) priority competencies required by nurse-supervisors;

b) comparison of nurse-supervisor competencies required, in general

with competencies required more specifically in the small general

hospitals; and c) comparison of nurse-supervsior competency require-

ment levels in small general hospitals with levels demonstrated by

nurse-supervisors in the same settings. The findings from these

comparisons are presented according to the four nurse-supervsior

function categories and are discussed in terms of mean score classi-

fications namely: 1) considerable (Cn), 3.50-4.49; 2) moderate

(Mo), 2.50-3.49; and 3) slight (S1), 1.50-2.49.
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Ranking of Nurse-Supervisor Competency Mean Scores

Ranking of competency mean scores was conducted to identify

competencies which were considered most essential in the discharge

of nurse-supervisor responsibilities generally, and in the small

general hospital. Competencies were ranked according to 27 percent

of the highest mean scores received. The results of this process

indicated that many of the competencies considered to be priority

functions in general, were also priority functions in the small

general hospital setting. These competencies included such functions

as providing direct patient care, determining staffing needs, coordina-

ting clinical services, appraising personnel performance, and partici-

pating in community information referral systems (items numbered 1, 3,

6, 8, 26, 27, 28, 30, 39, 40, 43, and 44).

Three nurse-supervisor competencies were identified as either

priority requirements generally, or priority requirements exclusive

to the small hospital setting. An example of a competency required in

general was item #32, pertaining to interpretation of the budgetary

process to nursing staff. In contrast, the remaining two items were

chosen as priorities for nurse-supervisory requirements in the small

general hospital. Items numbered 14 and 17, pertaining to the

initiation and application of current research, were included in this

latter category. Table 21 provided a summary of these findings.

Appendix 0 provides a complete list of competencies as stated in the

Nurse-Supervisor Competency Questionnaire.



76

TABLE 21

FOUR HOSPITAL PERSONNEL GROUPS' OPINIONS REGARDING THE PROFICIENCY
LEVELS REQUIRED FOR FORTY-SIX NURSE-SUPERVISOR COMPETENCIES

(RANKED ACCORDING TO 27 PERCENT OF HIGHEST MEAN SCORES)

Highest Proficiency Levels
Required in General

Highest Proficiency Levels Required
in Small General Hospital

Item No. Mean Score Item No. Mean Score

8 4.32 39 4.25

28 4.29 1 4.24

43 4.28 8 4.23
26 4.25 3, 26 4.22

3 4.24 43 4.18
28 4.21 28 4.08

39 4.20 30 4.07

40 4.15 40 4.06

1, 6 4.13 6, 44 4.00
27, 44 4.12 27 3.93

30 4.10 17 3.92

32 4.00 14 3.91

Ranking of nurse-supervsior competency mean scores was also con-

ducted in order to identify areas in which supervisors may be demon-

strating the least amount of skill. The majority of these competencies

were also in the function categories of nursing care and management-

coordination. Examples of competencies identified were such skills

as communicating of procedures and policies, planning four own educa-

tion activities, working with staff in developing and implementing

care plans, and promoting staff development by including them in

decision-making situations (see Table 22).
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TABLE 22

FOUR HOSPITAL PERSONNEL GROUPS' OPINIONS REGARDING THE PROFICIENCY
LEVELS DEMONSTRATED BY NURSE-SUPERVISORS IN SMALL GENERAL

HOSPITALS FOR FORTY-SIX NURSE-SUPERVISOR COMPETENCIES
(RANKED ACCORDING TO 27 PERCENT OF

LOWEST MEAN SCORES)

Lowest Proficiency Levels Demonstrated by Nurse-Supervisors

Item No. Mean Score Proficiency Degree

12 2.23 Slight
16 2.25 Slight
34 2.36 Slight
5 2.43 Slight

42 2.73 Moderate
22 2.83 Moderate

9, 38 2.93 Moderate
7 2.96 Moderate

19 2.97 Moderate
11 3.02 Moderate
35 3.05 Moderate
23 3.08 Moderate

Comparison of Nurse-Supervisor Profi-
ciency Level Requirements in General,
with Proficiency Level Requirements
in the Small General Hospital

Comparison of nurse-supervisor competency mean scores was con-

ducted to identify 'suggested trends in skill requirements for nurse-

managers.

Category I, Nursing Care

The comparison of mean scores for fourteen nursing care com-

petencies required in general with competencies required in the small

hospital indicated that proficiency levels for all but one of the

items were nearly identical. Mean scores for eleven of the items

indicated the need for considerable skill in such areas as providing

direct patient care, staffing, orienting personnel, problem solving,
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assisting, assisting in the coordination of clinical services, and

evaluating nursing care rendered (items numbered 1-4, 6-10, 13, and

14). However, the mean scores for the remaining two items (#5 and

#12) inferred that a moderate level of skill should be required for

functions pertaining to developing patient care plans and explaining

procedures and policies to patients and their families. The one

difference in proficiency level requirement was observed in regard

to counseling patients and families in the identification and solu-

tion of problems (item #11). Hospital personnel believed that con-

siderable skill should be required in general, whereas a moderate

level of skill was sufficient in the small general hospital (see

Table 23).

TABLE 23

COMPARISON OF NURSE-SUPERVISOR PROFICIENCY LEVEL REQUIREMENTS IN
GENERAL, WITH PROFICIENCY LEVEL REQUIREMENTS IN SMALL

GENERAL HOSPITALS FOR FOURTEEN NURSING
CARE COMPETENCIES

Mean Scores and Classifications of Proficiency Levels
Competency
Item No.

Required in General Required in Small Hospital

Score Range Classification Score Range Classification

1-4 3.79-4.24 Cn 3.77-4.24 Cn

5 2.90 Mo 2.82 Mo

6-10 3.65-4.32 Cn 3.57-4.23 Cn

11 3.50 Cn 3.40 Mo

12 2.79 Mo 2.59 Mo

13, 14 3.74-3.97 Cn 3.69-3.91 Cn

Classification = Considerable (Cn): 3.50-4.49
Moderate (Mo): 2.50-3.49

Slight (S1): 1.50-2.49
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Category II, Education-Training

The proficiency level requirements in general for education-

training competencies, were identical with the level requirements

in the small hospital setting with the exception of item #21. In

regard to this item, pertaining to health education materials,

respondents believed that a considerable level of proficiency should

be required in general, but that a moderate level was sufficient in

the discharge of this function in the small hospital.

The proficiency requirement for the remaining items, pertain-

ing to functions such as planning for education activities, training

and instructing staff (items numbered 14, 17-20), was considerable

(see Table 24).

TABLE 24

COMPARISON OF NURSE-SUPERVISOR PROFICIENCY LEVEL REQUIREMENTS IN
GENERAL WITH PROFICIENCY LEVEL REQUIREMENTS IN THE SMALL

GENERAL HOSPITAL FOR SEVEN EDUCATION-TRAINING
COMPETENCIES

Mean Scores and Classifications of Proficiency Levels
Required in

Item No.
Required in General Small Hospitals

Score Range Classification Score Range Classification

15, 17-20
21

16

3.50-3.97
3.50
2.76

Cn

Cn

Mo

3.51-3.92
3.41

2.69

Cn

Mo
Mo

Classification: Considerable (Cn): 3.50-4.49
Moderate (Mo): 2.50-3.49
Slight (S1): 1.50-2.49
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Category III, Management-Coordination

Respondents in this research believed that similar levels of

proficiency should be required of nurse-supervisors in small hospitals

when compared with level requirements, in general, for twenty-three

management-coordination comptencies. A considerable level of pro-

ficiency was believed to be necessary in the discharge of such func-

tions as reporting and recording, orienting activities, evaluating,

problem solving, and counseling (items numbered 23-33, 35-37, 39-41,

and 43-44). Only a moderate level of proficiency was believed to be

adequate in performing competencies pertaining to functioning as a

communication link, maintenance of equipment and supplies, and monitor-

ing compliance with governmental regulations (items #22, #34, #38, and

#42) (see Table 25).

TABLE 25

COMPARISON OF NURSE-SUPERVISOR PROFICIENCY LEVEL REQUIREMENTS IN
GENERAL WITH PROFICIENCY LEVEL REQUIREMENTS IN THE SMALL

GENERAL HOSPITAL FOR TWENTY-TWO MANAGEMENT-
COORDINATION COMPETENCIES

Item No.

23-33, 35-37,

Mean Scores and Classifications of Proficiency Levels
Required in

Required in General Small Hospitals

Score Range Classification Score Range Classification

39-41, 43-44 3.64-4.25 Cn 3.50-4.25 Cn

22, 34, 38,

& 42 2.99-3.43 Mo 2.88-3.34 Mo

Classifications = Considerable (Cn): 3.50-4.49

Moderate (Mo): 2.50-3.49
Slight (S1): 1.50-2.49
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Category IV, Community Service

The nurse-supervisor proficiency levels required in general,

for community service competencies, were very similar to levels

required in small hospitals. The mean scores for items pertaining

to acting in a liaison role and communicating patient services (items

numbered 45-46) indicated that considerable skill should be required

in either situation (see Table 26).

TABLE 26

COMPARISON OF NURSE-SUPERVISOR PROFICIENCY LEVEL REQUIREMENTS IN
GENERAL WITH PROFICIENCY LEVEL REQUIREMENTS IN THE SMALL

GENERAL HOSPITAL FOR TWO COMMUNITY
SERVICE COMPETENCIES

Item No.

45

46

Mean Scores and Classifications of Proficiency Levels
Required in

Required in General Small Hospitals

Score Range Classification Score Range Classification

3.86 Cn

3.95 Cn

3.86
3.87

Cn

Cn

Classification = Considerable (Cn): 3.50-4.49

Comparison of Proficiency Levels Re-
quired for Nurse-Supervisors in Small
General Hospitals with Proficiency
Levels Demonstrated in the Same Set-
tings.

The comparison of proficiency levels required for nurse-managers

in small hospitals with levels of proficiency demonstrated by nurses

in the same settings was conducted for the purposes of identifying

deficiencies and/or adequacies in the discharge of supervisory
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responsibilities. The findings are described below.

Category I, Nursing Care

The findings suggested that nurse-supervisors may have demon-

strated the required levels of proficiency with five nursing care

competencies and less than the required levels for the remaining nine

items in the nursing care category. Mean scores for items relating

to such functions as giving patient care, recommending staff patterns,

assisting in the coordination of clinical services, and initiating

problem-solving conferences (items numbered 1, 3, 6, and 8) indicated

that a considerable level of proficiency was required and was being

demonstrated for these competencies. Nurses also demonstrated the

appopriate level of skill (moderate) for competency #11 relating to

counseling patients and families in the identification of solutions

and problems. However, while proficiency level requirements for items

relating to priority setting, orienting staff, problem solving,

evaluating and conducting research was considerable (items numbered 2,

4, 7, 9-10, 13-14), only a moderate level of proficiency was demonstrated

by nurses in performing these same functions. Less than the

designated level of skill was also noted in regard to items #5 and

#12. While performance requirements for these items, which pertained

to implementation of care plans and communication of policies and

procedures, was moderate, only a slight level of proficiency was

demonstrated (see Table 27).



TABLE 27

COMPARISON OF NURSE-SUPERVISOR PROFICIENCY LEVEL REQUIREMENTS IN
SMALL GENERAL HOSPITALS WITH PROFICIENCY LEVELS DEMONSTRATED

BY NURSE-SUPERVISORS IN THE SAME SETTINGS FOR FOURTEEN
NURSING CARE COMPETENCIES
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Mean Scores and Classifications of Proficiency Levels

Item No.

Required in
Small Hospitals

Demonstrated in
Small Hospitals

Score Range Classification Score Range Classification

1, 3, 6, & 8 4.00-4.24 Cn 3.50-3.77 Cn

2, 4, 7,
9-10,
13-14 3.57-3.91 Cn 2.93-3.38 Mo

11 3.40 Mo 3.02 Mo

5-12 2.79-2.90 Mo 2.23-2.43 S1

Classification = Considerable (Cn): 3.50-4.49
Moderate (Mo): 2.50-3.49
Slight (S1): 1.50-2.49

Category II, Education-Training

The descriptive data suggested that nurse-supervisors in small

general hospitals demonstrated a lower degree of proficiency in per-

forming most education-training competencies than the level of skill

required. The mean scores for four items, pertaining to planning for

staff education activities, research, and instructing staff, indicated

that a considerable amount of proficiency was required for these com-

petencies, whereas a moderate level of proficiency was actually demon-

strated, While a moderate amount of proficiency was required in the

ability to plan own education opportunities (item #16), nurses demon-

strated only slight skill in performing this same competency. In

regard to the remaining item in the category, respondents believed

that only a moderate level of skill should be required in assuring
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that health education materials be available (#21). The findings

indicated that nurses did perform at the desired level for item #21

(see Table 28).

TABLE 28

COMPARISON OF NURSE-SUPERVISOR PROFICIENCY LEVEL REQUIREMENTS IN
SMALL GENERAL HOSPITALS WITH PROFICIENCY LEVELS DEMONSTRATED

BY NURSE-SUPERVISORS IN THE SAME SETTINGS FOR SEVEN
EDUCATION-TRAINING COMPETENCIES

Item No.

Mean Scores and Classifications of Proficiency Levels
Required in

Required in General Small Hospitals
Score Range Classification Score Range Classification

15, 17,
& 20

18.

19,

21

16

3.77

3.51-3.92
3.41

2.69

Cn

Cn

Mo
Mo

3.58

2.97-3.28
3.11

2.25

Cn

Mo
Mo
S1

Classification = Considerable (Cn): 3.50-4.49
Moderate (Mo): 2.50-3.49
Slight (S1): 1.50-2.49

Category III, Management-Coordination

Comparison of mean scores for proficiency levels demonstrated

with proficiency levels required in the small general hospital implied

that nurse-supervisors may have performed at a lower level of skill

for eleven of the twenty-three competencies in the management-

coordination category. While a considerable level of proficiency

was required in the discharge of competencies pertaining to com-

municating, staffing, counseling, and problem solving (items numbered

23-24, 27-29, 33, 35-37, and 44) only a moderate level of proficiency

was believed to be essential for the competency relating to communicating
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standards for equipment and supplies (item #34), only a slight

amount of proficiency was demonstrated by nurses in performing this

function.

Nurse-supervisors did, however, demonstrate the required levels

of skills for twelve of the management competencies. A considerable

level of proficiency was required and demonstrated relative to clari-

fying personnel policies, orientation of staff, acknowledging special

skills, and keeping staff informed of changes in unit functioning

(items numbered 25-26, 30-32, 39-41, and 43). A moderate level of

skill was required and demonstrated for the competency pertaining to

functioning as a communication link and monitoring compliance with

governmental regulations (items #22, #38, and #42) (see Table 29).

TABLE 29

COMPARISON OF NURSE-SUPERVISOR PROFICIENCY LEVEL REQUIREMENTS IN
SMALL GENERAL HOSPITALS WITH PROFICIENCY LEVELS DEMONSTRATED

BY NURSE-SUPERVISORS IN THE SAME SETTINGS FOR
TWENTY-THREE MANAGEMENT-COORDINATION

COMPETENCIES

Item No.

Mean Scores and Classifications of Proficiency Levels
Required in

Small Hospitals
Demonstrated in
Small Hospitals

Score Range Classification Score Range Classification

25-26, 30-32,
39-41, & 43

23-24, 27-29,
33, 35-37,
& 44

22, 38, & 42
34

3.86-4.25

3.50-4.08
3.26-3.43

2.88

Cn

Cn

Mo
Mo

3.56-3.83

2.73-3.44
2.73-2.93

2.36

Cn

Mo
Mo
S1

Classification: Considerable (Cn): 3.50-4.49
Moderate (Mo): 2.50-3.49
Slight (S1): 1.50-2.49
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Category IV, Community Service

The findings of this comparison inferred that nurse-supervisors

performed at the required level of proficiency for one of the items

and less than the desired level of skill for the remaining item. Mean

scores inferred that a considerable level of proficiency was required

and demonstrated for the function in communicating between nursing ser-

vice and community organizations (item #45). However, mean scores in-

dicated that nurses performed at a lower level of skill (moderate)

than the required proficiency (considerable) in regard to explaining

services to medical and non-medical persons (item #46) (see Table 30).

TABLE 30

COMPARISON OF NURSE-SUPERVISOR PROFICIENCY LEVEL REQUIREMENTS IN
SMALL GENERAL HOSPITALS WITH PROFICIENCY LEVELS DEMONSTRATED

BY NURSE-SUPERVISORS IN THE SAME SETTINGS FOR TWO
COMMUNITY SERVICE COMPETENCIES

Item No.

45

46

Mean Scores and Classifications of Proficiency Levels
Required in Demonstrated in

Small Hospitals Small Hospitals

Score Range Classification Score Range Classification

3.86
3.95

Cn

Cn

3.58
3.26

Cn

Mo

Classification = Considerable (Cn): 3.50-4.49
Moderate (Mo): 2.50-3.49



considerable proficiency includes mean score range of 3.50-4.49.
'Complete proficiency includes mean score range of 4.50-5.00;
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Results of Statistical Analysis

The findings of the statistical analysis are presented according

to the four major nurse-supervisor functions categories. Data under

each category are presented in terms of the stated hypotheses in

Chapter I. For clarity, the summary tables along with a listing of

competency statements have been placed in the Appendix. The means for

significant main effects and significant interactions are presented

in this section.

Category I, Nursing Care

Hypothesis Ia

A two-way analysis of variance was used to test this hypothesis

for each of the fourteen competencies. The results of the tests indi-

cated that there were no significant differences among the perceptions

of four hospital personnel groups in regard to proficiency levels

.required, in general Therefore, this hypothesis was retained for all

fourteen competencies in this category. Mean scores for thirteen

competencies pertaining to providing direct care, priority setting,

staffing, coordinating care, counseling, and applying research (items

#1-#4, #6-#11, #13, and #14) indicated that the degree of skill should

be considerable' while the score for the remaining competencies,

relative to working with staff in developing nursing care plans, and

explaining procedures and policies to patients and their families



(items #5 and #12), indicated a proficiency need of moderate. The

summary of findings is presented in Appendix R, Table 41.

Hypothesis
b
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The results of the statistical analysis showed that hospital per-

sonnel differed in their views regarding the level of proficiency that

should be required in performing the competency pertaining to equipment

and supplies (item #7). The mean scores for the personnel groups were

as follows: administrators, 3.33; directors of nursing service, 3.38;

nurse-supervisors, 3.45; and staff nurses, 3.96. An L.S.D. (Least Sig-

nificant Difference) test was applied to determine where differences

existed. The results of the test indicated that the difference of .63

between the mean scores for hospital administrators and staff nurses

was significant at the 0.05 level. Administrators believed that a mod-

erate level of skill should be required while staff nurses believed a

considerable level of proficiency should be required in the discharge

of this competency. Thus, the hypothesis was rejected for item #7.

The hypothesis was retained for the remaining thirteen items in

the nursing care category. Mean scores for items pertaining to such

functions as staffing, problem solving, joint decision making, and the

administration of direct care (items #1-#4, #6-#10, #13, and #14)

indicated a proficiency need of considerable. The degree of proficiency

required for three items relative to working with staff in developing

2
Moderate proficiency includes mean score range of 2.50-3.49;

slight proficiency includes mean score range of 1.50-2.49.
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and implementing care plans, counseling patient and families, and

explaining procedures to patients (items #5, #11, and #12) was only

moderate. Appendix R, Table 42 summarizes the results of the analysis

of variance tests.

Hypothesis Ic

There were no significant differences among the perceptions of four

hospital personnel groups regarding the level of performance that was

demonstrated by nurse-supervisors in small hospitals. Therefore, this

hypothesis was accepted for all items in the nursing care category.

Mean scores for hospital groups indicated that the level of proficiency

that was shown in providing direct nursing care, determining staffing

patterns, coordinating clinical services, and initiating problem-solving

conferences (items #1, #3, #6, and #8) was considerable. The levels of

proficiency demonstrated with such competencies as priority setting,

orienting staff to institutional objectives, problem solving, and con-

veying research (items #2, #4, #7, #9-#11, #13-#14) was moderate.

However, the level of proficiency demonstrated by nurse-supervisors in

working with staff in developing and implementing care plans, and in

explaining procedures and policies to patients and families was only

slight (items #5 and #12). Appendix R, Table 43 summarizes the

results of these tests.
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Hypothesis IIa

The results of the two-way analysis of variance statistical test

indicated that only one significant difference occurred between the re-

sponse patterns of the two hospital sizes for competencies in this cate-

gory. The mean score of 4.50 for large hospitals3 implied that the

level of proficiency required by nurse-supervisors in general should be

complete in regard to initiating problem-solving conferences (item #8).

In contrast, small hospitals4 believed that considerable proficiency

(mean score 4.11) was sufficient in the performance of this same func-

tion. The difference of .39 was significant at the .05 level of signif-

icance; thus, the hypothesis was rejected for this competency.

There were no significant differences between the two hospital

sizes for the remaining thirteen nursing care competencies. Mean scores

for items pertaining to such functions as staffing, coordinating ser-

vices, decision making, and providing direct care, indicated that the

degree of proficiency assigned to these competencies (items #1-#4, #6-

#7, #9-#11, #13, and #14) should be considerable. The two hospital

sizes believed that a moderate level of proficiency was sufficient for

competencies relating to working with staff in developing care plans,

and to explaining procedures and policies (items #5 and #12). The hy-

pothesis was retained for these thirteen competencies. Appendix S,

Table 44 summarizes the results of the tests.

3Large hospital in this study refers to a small general hospital

having a capacity of fifty to one hundred beds,

4
Small hospital refers to a small general hospital having a capac-

ity of forty-nine beds or less.
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Hypothesis IIb

This hypothesis was rejected for five competencies in this cate-

gory. The first rejection occurred when hospitals disagreed as to the

level of proficiency required in providing direct patient care (item #1).

Although the mean scores for large and small hospitals (4.12 and 4.41,

respectively) indicated a need for considerable skill, the difference

of .29 was significant at the .05 level. Small hospitals believed a

greater level of competenece should be required of this skill than the

level determined by large hospitals. The hypothesis was rejected for

item #1.

The second rejection occurred in regard to competency #8 relating

to initiating problem-solving conferences. The mean scores were as

follows: large hospitals, 4.40; and small hospitals, 3.99. The differ-

ence of .41 was significant at the .05 level. Both of the scores indi-

cated a proficiency level of considerable; however, large hospitals be-

lieved greater skill was needed in this area than the level required

by smaller hospitals.

This hypothesis was also rejected for competency #9 relative to

evaluating nursing care rendered by staff. large hospitals believed

that a moderate level of proficiency (mean score 3.45) was sufficient

in the discharge of this competency while small hospitals believed that

a considerable level (mean score 3.79) should be required. The differ-

ence of .34 was significant at the .05 level. The hypothesis was re-

jected.
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There was also a significant difference between the perceptions of the

two hospital sizes in regard to competency #10,which pertained to joint

decision-making with medical staff. Both hospital sizes agreed that a

considerable amount of skill should be required by nurse-supervisors

(large hospitals,3.57; and small hospitals, 3.94); however, small hos-

pitals' mean score indicated a slightly greater need for this profici-

ency than large hospital settings. The difference of .37 was signifi-

cant at the .05 level; therefore, the hypothesis was rejected.

The fifth and final rejection of this hypothesis occurred when

large hospitals believed that a moderate degree of proficiency (mean

score 2.76) should be required in the ability to communicate procedures

and policies to patients (item #12), while small hospitals indicated

that a slight amount (mean score 2.38) was sufficient. The difference

of .38 was significant at the .05 level. Thus, large hospitals believed

that a significantly greater amount of proficiency should be required

in the performance of this competency. The hypothesis was rejected.

There were no significant differences between the perceptions of two

hospital sizes for the remaining nursing care competencies. Mean scores

for competencies relating to such functions as priority setting,

staffing, coordinating, and conveying research (items #2-#4, #6-#7, #13,

and #14) indicated that nurse-supervisors should have a considerable

amount of skill with these competencies, and a moderate amount of pro-

ficiency in nursing care planning, and counseling of patients and fami-

lies (items #5 and #11). The hypothesis for the remaining items.

Appendix S, Table 45 provides a summary of the tests.
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Hypothesis IIc

There occurred two significant differences in mean scores between

hospital sizes in reference to proficiency levels demonstrated by nurse-

supervisors in small hospitals. The first difference occurred when

large hospitals indicated that supervisors demonstrated a slight level

of skill (mean score, 2.29) relative to working with staff in developing

nursing care plans (item #5). However, small hospitals believed super-

visors demonstrated a moderate level of skill (mean score, 2.63) in

performing the same competency. The difference of .34 was significant

at the .05 level. The hypothesis was rejected for, this item.

A second significant difference between mean scores was apparent

when the two hospital sizes differed in their views regarding the level

of proficiency demonstrated by nurse-supervisors for competency #6.

Large'hospitals believed that nurses performed at a significantly lower

level of skill in assisting with the coordination of clinical skills

(3.36, or moderate) than nurses at small hospitals (mean score, 3.76, or

considerable). The difference of .40 was significant at the .05 level;

thus, the hypothesis was rejected.

The hypothesis was retained for the twelve remaining competencies

in this category. Mean scores for competencies relating to provision

of direct patient care, recommending staffing patterns, and initiating

problem-solving conferences (items #1, #3, and #8) inferred that nurse-

supervisors demonstrated considerable skill with these competencies.

However, nurses demonstrated only moderate skill in the discharge of

competencies pertaining to priority setting, orienting of staff,
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assisting in coordinating, evaluating, and counseling (items #2, #4,

#6-#7, #10-#11, #13, and #14). A slight degree of skill was evident

in the performance of such functions as explaining procedures and

policies to patients and their families, and working with staff in

developing nursing care plans (items #5 and #12). Appendix S, Table

46 gives a summary of tests.

Hypothesis IIIa

Hypothesis Mb

Hypothesis IIIc

A two-way analysis of variance test was applied to determine if

hospital size affected the response patterns of four hospital personnel

groups included in the research sample. The results of the statistical

analysis indicated that no interaction effect occurred between hospital

sizes and personnel groups relative to the fourteen competencies in the

nursing care category. There were no significant interaction effects

occurring relative to proficiency levels required in general, profici-

ency levels required by the nurse-supervisors in the small general hos-

pital, nor in regard to proficiency levels demonstrated by the nurse-

supervisor in the small general hospital. Thus, these hypotheses were

accepted for all fourteen items in this category.

Appendix S, Tables 44, 45, and 46 provide a summary of F-ratios

for interaction effects.
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Category II, Education-Training

Hypothesis Ia

The results of the two-way analysis of variance tests indicated

that there were no significant differences among the personnel groups

for the education-training competencies. Therefore, this hypothesis was

accepted for all seven items in this category. Mean scores for five

competencies, pertaining to such functions as initiating research and

providing for education of staff and patients (items #15, #17-#2l) indi-

cated that considerable proficiency should be required of nurse-

supervisors, in general. Only a moderate level of proficiency was

indicated as sufficient in planning for own attendance at educational

activities (item #16). A summary of the statistical analysis is given

in Appendix R, Table 41,

Hypothesis Ib

This hypothesis was accepted for all seven competencies in this

category. The four hospital personnel groups included in the research

sample did not differ significantly in their perceptions regarding the

level of proficiency the nurse-supervisor should have in the discharge

of education-training functions. Mean scores for the four personnel

groups demonstrated that a considerable level of proficiency should be

required in performing skills related to planning for staff in-service,

participating in research, and in instructing personnel (items #15,

#17-#20). However, only a moderate level of skill was considered suf-

ficient in carrying out functions related to planning for own education
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needs and assuring that health education materials are available for

patients and the community (items #16 and #21). Appendix R, Table

42 provides a summary of the statistical analysis.

Hypothesis Ic

The results of the tests of significance indicated that hospital

personnel groups did not differ significantly in their perceptions of

the levels of proficiency demonstrated by nurse-supervisors. Thus this

hypothesis was accepted for all items in this category. The mean scores

indicated that the hospital personnel groups believed a considerable

level of proficiency was demonstrated in the area of instructing person-

nel in patient teaching (item #18) and a moderate level of proficiency

in the remaining competencies pertaining to assessing and planning for

staff education, initiating research, and providing for education of

patients and community (items #15, #17, #19-#21). In contrast, only a

slight amount of proficiency was believed to be demonstrated in the

ability to plan for own attendance at workshops and other educational

activities (item #16). A summary of mean scores and F-ratios is

given in Appendix R, Table 43.

Hypothesis IIa

There were no significant differences between the response pat-

terns of large and small hospitals for competencies required by nurse-

supervisors in general. The mean scores for five competencies relative

to planning and providing for staff education (items #15, #17-#21)

indicated a need for considerable proficiency. A moderate level of
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proficiency was suggested in planning for own attendance at education

activities (item #16). The hypothesis was retained for all seven

competencies. Appendix S, Table 44 gives a summary of mean scores

and F-ratios.

Hypothesis IIb

There was one significant difference between the perceptions of

two hospital sizes relative to education competencies required by the

nurse-supervisor in small hospitals. Large hospitals believed nurses

should have considerable skill (mean score, 3.67) in the ability to

train and test nursing staff in new procedures and techniques (item

#19). In contrast, small hospitals believed moderate skill (mean score,

3.31) was sufficient in the discharge of this same function. The mean

score difference of .36 was significant at the .05 level. Thus, the

hypothesis was rejected for this competency.

This hypothesis was accepted for the remaining competencies in

the education-training category. Hospital sizes did not differ in

their perceptions as to the amount of proficiency the nurse should have

in the discharge of these competencies. Both hospital types (large and

small) agreed that a considerable level of skill should be required for

such functions as planning and providing for education of staff and

patients, and initiating and participating in research (items #15, #17-

#18, and #20). Hospital sizes also agreed that a moderate level of pro-

ficiency should be required in the ability to plan for own educational

activities and in assuring that health education materials are avail-
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able for patients and the community (items #16 and #21). A summary

of the findings is provided in Appendix S, Table 45.

Hypothesis IIc

This hypothesis was accepted for all seven competencies in the

education-training category. Hospital sizes held similar views regard-

ing the level of proficiencies demonstrated by nurse-supervisors in

small general hospitals. The mean scores indicated that supervisors

demonstrated considerable proficiency in the ability to instruct per-

sonnel in their role in patient teaching (item #18) and moderate pro-

ficiency with such functions as assessing and providing for staff edu-

cation, participating in research, training of staff, and providing for

community health education (items #15, #17, #19, #20-#21). Only a

slight amount of proficiency was demonstrated by nurses in the ability

to plan for, own attendance at educational activities (item #16). A

summary of the findings is provided in Appendix S, Table 46.

Hypothesis IIIa

Hypothesis IIIb

Hypothesis IIIc

A two-way analysis of variance test was applied to determine if

hospital size affected the responses of hospital personnel groups in

regard to nurse-supervisor proficiency levels required in general, re-

quired in the small hospital, and demonstrated by nurse-supervisors in
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small general hospital settings. The results of the statistical tests

indicated that hospital size did not significantly affect hospital

personnel response patterns. Therefore, the three hypothesis were

accepted for all seven items in the education-training category.

Appendix S, Tables 44, 45, and 46 provide a summary of F-ratios for

interaction effects.

Category III, Management-Coordination

Hypothesis Ia

Statistical analysis of the data utilizing the two-way analysis

of variance test indicated that no significant differences occurred

among the perceptions of four hospital personnel groups in regard to

management competencies required for nurse-superviors in general.

Therefore, this hypothesis was accepted for all twenty-three items.

The mean scores indicated that the level of proficiency with such com-

petencies as staffing, hiring of personnel, evaluating, counseling,

recording and reporting, and participating in community referral sys-

tems (items #23-#33, #35-#37, #39-#4l, #43, and #44) should be consid-

erable. Hospital personnel believed that a moderate level of profici-

ency was adequate for the remaining four items relating to standards

for equipment and supplies, compliance with state and federal regula-

tions, and activities to promote staff development (items #22, #34,

#38, and #42). Appendix R, Table 41 provides a summary of the mean

scores.
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Hypothesis Ib

There occurred only one significant difference among the percep-

tions of hospital personnel in regard to the proficiency level required

by supervisors in the performance of management functions in small hospi-

tals. The one difference occurred relative to item #31 which relates

to investigating and taking actions on incident reports. The mean scores

for the four groups of personnel were as follows: hospital administra-

tors, 4.00; directors of nursing service, 4.00; nurse-supervisors,

3.56; and staff nurses, 4.16. An L.S.D. (Least Significant Difference)

test was performed to determine where differences existed. The results

of the test indicated that a significant difference existed between the

mean score of nurse-supervisors (3.56) and staff nurses (4.16). Al-

though the skill classification was the same for both groups (consider-

able), staff nurses believed that the proficiency level should be

slightly greater than the level determined by nurse-supervisors. Hos-

pital administrators and directors of nursing agreed with the other

group that supervisors should have considerable proficiency with this

competency. The hypothesis was rejected for item #31.

The hypothesis was accepted for the remaining twenty-two

management-coordination competencies. The mean scores obtained in the

analysis of data indicated that the hospital personnel believed consid-

erable amount of proficiency should be demonstrated in the discharge of

such functions as verbal and written communication, orientation of
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staff, counseling, problem solving, relieving nursing administrative

personnel, and in promoting teamwork and staff development (items #23-

#33, #35-#37, #39-#41, #43, and #44). Only a moderate amount of profi-

ciency was considered sufficient for nurse-supervisors in small hospi-

tals for competence pertaining to functioning as a communication link,

suggesting equipment standards, maintaining compliance with governmental

regulations, and activities that would promote teamwork (items #22, #34,

#38, and #42). A summary of mean scores for these items is given in

Appendix R, Table 42.

Hypothesis Ic

There were no significant differences among the perceptions of four

hospital personnel groups relative to the levels of proficiency demon-

strated by nurse-supervisors in small general hospitals; thus the hy-

pothesis was accepted for all twenty-three management-coordination com-

petencies. The mean scores for competencies pertaining to such func-

tions as communicating, orienting of new staff, and taking appropriate

action in investigating incidents, indicated that nurse-supervisors

demonstrated considerable proficiency with these competencies (items

#25-#26, #30-#32, #39-#41, and #43). A moderate level of proficiency

was demonstrated for competencies relating to clarifying personnel

policies, recommending hiring procedures, counseling, evaluating, and

research (items #22-#24, #27-#29, #33, #35, #38, #42, and #44). Only

a slight level of proficiency was observed in nurse-supervisory ability
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to suggest changes in standards for equipment and supplies (item #34).

Appendix R, Table 43 provices a summary of mean scores for these items.

items.

Hypothesis IIa

There occurred several significant differences between the per-

ceptions of two hospital types regarding the level of proficiency nurse-

supervisors should demonstrate in general. The first significant dif-

ference occurred with item #26 concerning orientation of staff. The

mean score for large hospitals was 4.40, while the score for small hos-

pitals was 4.00. Although these scores both indicate a need for con-

siderable skill, large hospitals apparently believed a greater level

should be required for this function than the level determined by small

hospitals. The mean score difference of .40 was significant at the

.05 level and the hypothesis was rejected for this item.

A second rejection of this hypothesis occurred because of a sig-

nificant difference in mean scores for the item pertaining to writing

performance appraisals (#28). Large hospitals believed that a consider-

able amount of proficiency (mean score, 4.37) should be required in per-

forming this competency, while small hospitals felt that complete skill

(mean score, 4.98) should be required. The mean score difference of

.61 was significant.

The last rejection of this hypothesis occurred when the differ-

ence of .39 between mean scores was significant at the .05 level for

competency #38 relating to monitoring compliance with state and federal

regulations. Large hospitals, whose mean score was 3.58, believed
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considerable skill should be required for this function, while small

hospitals, whose mean score was 3.19, believed that moderate proficiency

was adequate.

There were no significant differences between the perceptions of two

hospital sizes for the remaining twenty competencies in the management-

coordination category. Thus the hypothesis was accepted for these com-

petencies. Mean scores for competencies concerning communication,

planning, staffing, counseling, handling of equipment and supplies,

and evaluation (items #23-#25, #27-#33, #35-#37, #39 - #4l, #43-#44) in-

dicated a requirement of considerable skill for nurse-supervisors in

general.

A slightly lower requirement level was designated for competencies

pertaining to development of standards for equipment and promotion of

staff development (items #22, #34, and #42). The mean score range for

these latter items indicated a need for moderate skill.

A summary of the mean scores and the tests of significance is pro-

vided in Appendix S, Table 44.

Hypothesis IIb

This hypothesis was rejected for four competencies in the

management-coordination. The first rejection occurred relative to the

competency concerning preparations of performance appraisals (item #28).

The mean scores for large and small hospitals were 4.23 and 3.89, re-

spectively. The difference of .34 was significant at the .05 level.
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Although both hospitals believed a considerable level of skill should

be required in the discharge of this competency, the requirement at

large hospitals was significantly greater. Therefore, the hypothesis

was rejected for item #28.

There also occurred a significant difference between the percep-

tions of two hospital sizes regarding the proficiency level required in

counseling employees (item #29). Large hospitals believed a moderate

level (3.49) should be required, while small hospitals believed a con-

siderable proficiency level (3.95) should be evident. The mean score

difference of .46 was significant. Therefore, the hypothesis was re-

jected for item #29.

Another difference occurred in the response of hospital sizes

regarding competency #34, concerning the ability to suggest changes in

standards for equipment and supplies. The mean scores for large and

small hospitals were 3.06 and 3.63, respectively. The difference of

.57 was significant. Large hospitals believed that a moderate level of

proficiency should be required by supervisors in performing this func-

tion, and small hospitals believed a considerable level of proficiency

should be required. The hypothesis was rejected for this competency.

The fourth significant difference in the perceptions between hos-

pital sizes occurred when large hospitals disagreed with small hospitals

relative to the level of proficiency required in the ability to monitor

compliance with state and federal regulations (item #38). The mean

scores for large and small hospitals were 3.52 and 3.11, respectively.

Large hospitals believed a considerable level of proficiency should be

required in contrast to a moderate level required by small hospitals.
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The difference of .41 was significant. Therefore, the hypothesis for

this item was rejected.

There were no significant differences in the perceptions between

hospital sizes for the remaining nineteen items in the management-

coordination category. The mean scores for competencies pertaining to

communication, staffing, hiring procedures, interpreting budget, and

evaluating (items #23-#33, #35-#37,#39-#41, #43, and #44) indicated a

proficiency level requirement of considerable skill for nurse-

supervisors in small general hospitals. The mean score range for the

remaining competencies indicated a need for moderate skill in such

areas as suggesting changes in equipment standards and involving staff

in decision-making situations (items #22 and #42). The hypothesis was

accepted for the nineteen items. A summary of the tests of significance

is provided in Appendix S, Table 45.

Hypothesis IIc

This hypothesis was rejected for three competency items in this

category. The first rejection occurred relative to item #5. The mean

scores for the two hospitals was as follows: large, 3.44 (moderate);

small, 3.81 (considerable). The difference of .37 was significant at

the .05 level. These findings indicate that small hospitals believed

nurses demonstrated a significantly greater level of proficiency in the

performance of clarifying personnel policies than the nurses demon-

strated in large hospitals. The hypothesis was rejected for this item.
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changes in standards relative to equipment and supplies. The hypothesis

was accepted for the twenty management-coordination competencies. Ap-

pendix S, Table 46 provides a summary of the findings.

Hypothesis III
a

A two-way analysis of variance test was applied to determine if

hospital size affected the response patterns of four hospital personnel

included in the research sample. The results of the statistical analy-

sis indicated that two interaction effects occured in this category.

The first interaction occurred in regard to item #26 pertaining to

orientation of new staff to duties and organization structure of hos-

pital. In regard to this item, the relative patterns of response in

the four personnel groups were the same in both sizes of hospitals

excepting for the administrator groups in small general hospitals.

The type of interaction occurring was disordinal. Thus, the hypothesis

was rejected (see Figure 1).

The second significant interaction effect occurred for item #38

pertaining to monitoring compliance with governmental regulations.

As Figure 2 indicates, the relative patterns of response in the

four hospital personnel groups were similar with the excepting of

the administrator groups from small hospitals. The type of inter-

action demonstrated was disordinal and the hypothesis was rejected.

The results of the statistical analysis indicated that no inter-

action effect occurred between hospital size and hospital personnel

groups for the remaining twenty-one competencies in the management-

coordination category. Thus, the above hypothesis was accepted for
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these items. Appendix S, Table 44 presents a summary of interaction

effects for the management-coordination category.

Hypothesis IIIb

The results of the statistical analysis of data indicated that

hospital size had affected the response patterns of hospital personnel

for one item in this management-coordination category. A significant

interaction effect occurred in regard to item #41 concerning super-

visory competency in developing orientation programs for staff. At

the three levels of nursing administration (director of nursing service,

nursing-supervisor, and staff nurse), the mean score level in small

hospitals exceeded that of large hospitals by a reasonably constant

amount. However, the situation was drastically reversed at the

hospital administration level. The type of interaction was disordinal

and the hypothesis was rejected (see Figure 3).

There were no significant interaction effects between hospital

size and hospital personnel groups for the remaining twenty-two manage-

ment-coordination competencies. Therefore, the above hypothesis was

accepted for these competencies. Appendix S, Table 45 provides a

summary of F-ratios for interaction effects.

Hypothesis IIIc

Interaction effect occurred between hospital size and hospital

personnel groups for item #29 relating to counseling of employees. The

interaction effect resulted when the response of administrators from

large and small hospitals varied significantly from the other personnel
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groups in their hospitals. As Figure 4 denotes, the mean score levels

for three nursing service groups in small hospitals exceeds the mean

score levels for the same nursing service groups in large hospitals by

a reasonably constant amount. However, the situation is reversed for

the hospital administrator groups. The type of interaction is dis-

ordinal.

There were no significant interaction effects occurring between

hospitals and personnel groups for the remaining twenty-two competen-

cies in the management-coordination category. Therefore, the above

hypothesis was accepted for all items in this category. Appendix S,

Table 46 provides a summary of F-ratios for interaction effects.

Category IV, Community Service

Hypothesis 1a

There were no significant differences among the perceptions of

four hospital personnel groups in regard to the level of proficiency

required by the supervisor, in general, for both items in this cate-

gory. Mean scores for items pertaining to communication with agencies

and explaining patient services (items #45 and #46) indicated that a

considerable level of proficiency should be required. Appendix R,

Table 41 provides a summary of mean scores for this category.

Hypothesis Ib

The results of the tests of significance indicated that there

were no significant differences among the perceptions of hospital
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personnel groups in regard to proficiency levels required by nurse-

supervisors in small hospitals, for both items in the community

service category. Therefore, the hypothesis was accepted for these

items. The mean scores for competencies numbered 45 and 46, relating

to communication between nursing service and outside agencies, and

communication of patient services, indicated that nurses should have

considerable skill in performing both functions. Appendix R, Table

42 provides a summary of mean scores and the results of the signifi-

cance tests.

Hypothesis Ic

The results of the statistical analysis indicated that there was a

significant difference among the perceptions of hospital groups in regard

to the levels of proficiency demonstrated by supervisors in explaining

patient care services to medical and non-medical persons (item #46).

The mean scores for the four hospital personnel groups were as follows:

administrators, 2.55; directors, 3.23; nurse-supervisors, 3.54; and

staff nurses, 3.10. An L.S.D. (Least Significant Difference) test was

applied to determine where the differences existed. The results of

the tests indicated that the difference of .99 between the mean scores

of administrators and supervisors was significant at the .05 level.

Apparently hospital administrators believed a significantly lower level

of proficiency (moderate) was being demonstrated in the performance of

this function than the level observed by supervisors (considerable).

Thus, the hypothesis was rejected for this item.
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The hypothesis was retained for the remaining item in the com-

munity service category pertaining to liaison activities (item #45).

The mean score for this competency indicated that nurses performed

with considerable skill in the discharge of this responsibility.

Appendix R, Table 43 provides a summary of mean scores for this cate-

gory.

Hypothesis IIa

There were no differences between the perceptions of large and

small hospitals as to the level of proficiency nurses should demonstrate

in general. Mean scores for both competencies in this category, per-

taining to communication of services and performing liaison activities

indicated that a considerable level of proficiency should be required

for competencies #45 and #46. The hypothesis was accepted for both

competencies. A summary of mean scores and test results is contained

in Appendix S, Table 44.

Hypothesis IIb

There occurred one significant difference between the perceptions

of large and small hospitals in regard to the community service com-

petency relating to liaison abilities (item #45). Although the mean

scores from large and small hospitals (3.69 and 4.13, respectively)

indicated that a considerable level of proficiency should be required

in the discharge of this competency, the results of the statistical

analysis indicated that the requirements at small hospitals were

slightly greater. The mean score difference of .44 was significant
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at the .05 level. Thus, the hypothesis was rejected for this item.

There was no significant difference between the perceptions of

two hospital sizes relative to the level of proficiency required in

explaining patient care services to medical and non-medical persons

(item #46). The mean score of 3.26 for this item indicated that a

moderate level of proficiency should be required in performing this

function. The hypothesis was accepted for this competency. A summary

of the statistical tests is given in Appendix S, Table 45.

Hypothesis IIc

There were significant differences between the perceptions of hos-

pital sizes for both competencies in this category. The first difference

occurred with item #45 relative to liaison abilities. The mean scores

for large and small hospitals were 3.39 and 3.88, respectively. Large

hospitals believed that a moderate level of skill was being demon-

strated in the performance of this competency, while small hospitals

believed a considerable level of proficiency was being demonstrated.

The mean score difference of .39 was significant at the .05 level.

Therefore, the hypothesis was rejected for this item.

There also occurred a significant difference between the percep-

tions of large and small hospitals regarding the nuses' ability to ex-

plain patient care services (item #46). Large hospitals believed that

a moderate level of proficiency (3.03) was being demonstrated by nurses

whereas small hospitals believed that nurses indicated considerable

proficiency (3.61) in performing this function. The difference between

the mean scores of .58 was significant; thus, the hypothesis was
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A second differences between the perceptions of hospital sizes occurred

when the mean score for large hospitals indicated that a moderate level

of proficiency (3.01) was being demonstrated in counseling employees,

while small hospitals observed a considerable level of performance

(3.52) regarding the same competency (item #29). The mean score differ-

ence of .51 was significant; therefore, the hypothesis was rejected for

this competency.

The third differences between the perceptions of two hospital sizes

was evident relative to item #44 pertaining to participation in com-

munity referral systems. Mean scores for large and small hospitals

were 2.98 (moderate) and 3.63 (considerable), respectively. The mean

score difference of .65 indicated that large hospitals observed signifi-

cantly lower levels of proficiency being demonstrated by their nurse-

supervisors than the level observed in small hospitals.

There were no significant differences between the perceptions of hos-

pital sizes regarding the proficiency levels demonstrated by nurses for

twenty of the competencies in the management-coordination category.

Mean scores indicated that a considerable level of proficiency was

demonstrated in carrying out the functions related to interpretation

of budgetary process, orientation of staff, evaluation, and promotion

of teamwork (items #26, #30-#32, #39-#41, and #43). A moderate level

of proficiency was demonstrated by nurse-supervisors in such areas as

communication, staffing, hiring procedures, evaluation, problem solv-

ing, and promotion of staff development (items #22-#24, #27-#28, #33,

#35-#38, #42, and #44), ranging from 2.74 to 3.30. Only a slight level

of proficiency was demonstrated by nurse-supervisors in suggesting
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rejected for this competency. A summary of mean scores and tests of

significance is contained in Appendix S, Table 46.

Hypothesis IIIa

Hypothesis IIIb

Hypothesis IIIc

A two-way analysis of variance test was applied to determine if

hospital size affected the responses of four hospital personnel groups

in regard to two community service competencies. The results of the

statistical analysis indicated that no interaction occurred for the

items in this category. There were no significant interaction effects

relative to proficiency levels required in general, proficiency levels

required by nurse-supervisors in small general hospitals, nor in regard

to proficiency levels demonstrated by supervisors. Therefore, all

three of the above hypotheses were accepted for the two items in this

category. Appendix S, Tables 44, 45, and 46 provide a summary of

F-ratios for interaction effects.
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Discussion

Validation of the Instrument

The content, of initial competency statements developed for this

research, was reflective of current views regarding the role and func-

tions of the nurse-supervisor in the small general hospital (Alexander,

1972; Erickson, 1974; Koontz, 1976; and Ganong, 1976). Categorization

of statements was consistent with methods used by previous researchers

in the development of their instruments (Crotin, 1968; Moore, 1972;

and California FTA, 1974).

The content validity of the instrument, or Nurse-Supervisor

Questionnaire, was further determined by submitting the list of com-

petencies statements to a panel of nationally recognized experts for

their consideration and reaction. The sixteen member panel reached

agree consensus on 45 original competency statements, and upon one

item added by a panel member during the research protest. Non-con-

sensus was maintained regarding a competency pertaining to super-

vision of students in nursing.

The expert panel was successful in generating items that were

relevant to the small general hospital setting. Respondents of the

sample population in Oregon indicated that the degree of proficiency

needed in the discharge of nurse-supervisor functions in small general

hospitals for forty-three (93 percent) of the forty-six items, should

be considerable. The remaining three items received a proficiency

classification of moderate for the small hospital setting. On the

basis of these findings, it appears that the Nurse-Supervisor
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Questionnaire is valid for use in identifying nurse-supervisory com-

petencies in small general hospitals.

Estimation of Tool Reliability

The analysis of variance procedure used in determining the

reliability of the instrument indicated that respondents were

relatively consistent in their reactions to the items in the Nurse-

Supervisor Competency Questionnaire. The hypothesis (there is no

significant interaction between respondent and competency item) was

rejected for all three levels of proficiency investigated, namely:

proficiency levels required in general, proficiency levels required

by nurse-supervisors in small general hospitals, and proficiency

levels demonstrated by nurse-supervisors. These findings suggest

that the probability for the sample population to act similarily

to this questionnaire, if re-administered, is high.

Based on the findings of this research, the suggestion is made

that the Nurse-Supervisor Competency Questionnaire developed for this

study is a reliable tool for identifying competencies of nurse-super-

visors in small general hospitals.

Administration of the Nurse-Supervisor Competency
Questionnaire in Oregon Hospitals

Demography of the Sample

There were four groups of hospital personnel used in this study:

hospital administrators, directors of nursing service, nurse-super-

visors, and staff nurses. A total of 104 or 73 percent of the original
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sample completed the study. The participants included a minimum

of 50 percent of the original sample and represented all personnel

from the first ten hospitals selected for inclusion in this research.

Approximately equal numbers of nursing personnel were represented from

the day and evening working shift with the least number, eighteen (24

percent), from the night shift. The twenty hospitals were representa-

tive of the three health service areas in the state of Oregon: seven

from Health Service Area 1; seven in Health Service Area 2; and six

from Health Service Area 3. From these observations, it appears

that the sample who participated in the study represents a valid

cross section of hospital personnel from small general hospitals in

Oregon.

Descriptive Data

Priority Competencies Required by Nurse-Supervisors

The ranking of competency items by mean score values were con-

ducted to identify competencies considered to be most essential for

nurse-supervisors generally and for nurses employed in small hospitals.

Approximately one-third of the competencies identified by this pro-

cedure were from the nursing care category and the remaining functions

included competencies in management and coordination. The management-

coordination category, in particular, was well represented (66.7 per-

cent), whereas there were no competencies in the top fourteen from

the education-training or community service categories. In light of

these findings, the question is raised: is competence in the educatin

and training of staff and the education of patients not a high
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priority for nurse-supervisor's? Have recent concerns about the

increased'need for management skills contributed to prioritizing

management-coordination skills and de-emphasizing education or

community service functions?

Comparison of Nurse-Supervisor Requirements in General with
Competency Requirements in Small General Hospitals

The question about supervisor competency requirements in small

hospitals was explored by requesting respondents to choose levels of

proficiency required of nurses in general and levels required by nurse-

supervisors in small hospitals. Aydelotte (1968), Stevens (1972), and

Moore (1971) emphasized the need to explore further the roles of nurses

in leadership positions. They concluded that the delineation of role

function would contribute to appropriate job assignment and provide di-

rection for education in preparing courses and other educational activ-

ities for nurse-managers. The findings of this study suggest that no

difference basically exists among the role function requirements of

nurse-supervisors in medical care settings. The degree of skill may

vary, but basic competency requirements do not differ.

Comparison of Nurse-Supervisor Proficiency Level Requirements in
Small General Hospitals with Proficiency Levels Demonstrated by
Nurse-Supervisors in the Same Settings

Analysis of the data indicated that nurse-supervisors appeared

to demonstrate less than the required skill level for twenty-five

(56 percent) of the forty-six competencies listed in the Nurse-

Supervisor Competency Questionnaire. Nurses perhaps are not showing

the leadership required, particularly in the areas of nursing care
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(71 percent), education-training (86 percent), and management-coordina-

tion (59 percent). In regard to these findings, information regarding

the demography of nurse-supervisors warrants discussion at this time.

At the time of the survey, 70 percent of the nurse-supervisors

had earned no academic credential other than the diploma. The remain-

ing credentials (30 percent) were distributed approximately equally

between associate and baccalaureate degrees. Information regarding in-

service and continuing education indicated that 74 percent of the nurse-

supervisors in the sample had attended some type of education activity

in the past two years. Examples given of supervision and management

classes, seminars, and workshops suggested a wide array of information.

The number of supervisors attending these activities, however, repre-

sented only twelve, or 60 percent of the total number of hospitals in

the study.

The above observations support the position that: (1) nurse-

supervisors in small general hospitals appear to be demonstrating

less than the required leadership in the areas of nursing care,

education and training, and management; (2) the majority of nurse-

supervisors have been educated in diploma schools of nursing or hold

associate degrees which does not assure their having been prepared

for leadership positions in nursing; and (3) most hospitals provide

some type of in-service education and/or continuing education

opportunities for nurses relative to management; however, the con-

tent and availability of the courses are apparently not meeting the

needs of supervisors in the sample.
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Discussion of Hypotheses Tested

Hypothesis I: There are no significant differences among nurse-
supervisor competency mean scores for the four hospital personnel
groups

This hypothesis was retained for forty-three competency items

and rejected for three. The results indicated that there is no signifi-

cant difference among the perceptions of hospital personnel relative to

the degree of proficiency nurse-supervisors should have in general.

There occurred two significant differences among the perceptions of

hospital personnel groups relative to two competencies required in

small hospitals and one difference among the perceptions of personnel

relative to one competency demonstrated by nurse-supervisors. Because

of the many hypotheses tested, statistically these differences could

be due to chance. Where differences occurred, the findings indicated

that hospital administrators required a greater level of proficiency

than other hospital personnel in regard to items pertaining to equip-

ment and supplies and in incident and accident reports. In contrast,

staff nurses believed a higher level of performance should be required

of nurse-supervisors relative to communication of patient care service

to medical and non-medical staff. These findings suggest that

personnel in small general hospitals hold similar views regarding the

levels of proficiency nurses should be expected to have in general and

in small hospitals. Also, hospital personnel groups are congruent in

their evaluation of nurse-supervisory performance levels.
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Hypothesis II: There is no significant difference between
nurse-supervisor competency mean scores for two sizes of
hospitals

This hypothesis was retained for thirty competencies and rejected

for sixteen items. The results of the statistical analysis indicated

that personnel from two different hospital sizes differed in their

views regarding competency requirements and competency performance

for nearly one-third of the forty-six competencies listed in the ques-

tionnaire. Although several significant differences between the per-

ceptions of respondents from two hospital sizes was observed, proficiency

degree classification frequently did not change. Proficiency require-

ment levels indicated a trend for small hospitals (bed capacity 49 or

less) to require slightly greater competence in most areas and cate-

gories than large hospitals (bed capacity of 50 to 100). This trend

suggests the need for greater skill among supervisors in small hospitals

where support personnel are not available to share or assume some of

the responsibilities.

Another observable trend was a greater level of proficiency demon-

strated by nurse-supervisors in small hospitals. Although any discus-

sion of the findings must be cautious, it appears that several factors

may have contributed to the above findings. An observation about nurse-

supervisors from small institutions indicated that at least a third of

the personnel were graduates of baccalaureate nursing programs, whereas

less than 1 percent of the nurse-supervisors from large hospitals held

a credential higher than a diploma or associate degree. Another finding

regarding nurses in small hospitals was that attendance at inservice
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and continuing education activities among supervisors was approximately

65 percent, which could have contributed to their increasing skill

levels. However, 85 percent of supervisors in large hospitals attended

some type of in-service regarding supervision and management. The

type of in-service and content of education activity could have also

been factors in level performance. Although the type and content of

education are considered to be important factors in assisting nurs-

ing competence, experience and on-the-job learning cannot be overlooked.

Provision of educational opportunities in addition to advancement pos-

sibilities should contribute to increased performance and job satisfac-

tion. At the time of the survey 20 percent of supervisors at small

hospitals had been employed for seven to ten years. In large hospitals,

only 8.6 percent of nurse-supervisors had been employed for seven or

more years; however, one nurse had held the supervising positon for

more than ten years.

On the basis of these findings, it appears that: (1) few

variations exist between the levels of proficiency required of the

nurse-supervisor in small and large hospitals; (2) small hospitals

tend to require a greater level of performance than large

hospitals; (3) nurses in small hospitals indicate a significantly

greater level of competence in such areas as developing nursing

care plans, coordinating clinical services to patients, clarifying

personnel policies, and orienting staff to duties and organization

(items #5, #6, #29, #44-#46), than nurses employed in larger

hospitals.
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Hypothesis II: There is no significant interaction between
personnel groups and hospitals

There occurred only four significant interaction effects between

personnel groups and hospital sizes. These were in the competencies

of orientation of new staff (#26), counseling employees about perform-

ances and strengths (#29), monitoring compliance with state and

federal regulations (#38), and development and participation in

orientation programs (#41). These findings of significant inter-

action effects imply that the relative patterns of reponse in the

four personnel groups depend upon hospital size.

The hospital personnel who varied most frequently from other

groups in the sample were the hospital administrator group. On

two occasions, administrator mean responses were considerably lower

than other personnel groups. In regard to competency in monitoring

compliance with state and federal regulations, the relative responses

of administrators from small hospitals indicated that nurse-super-

visors do not need any skill in this area. Similar views were

implied by administrators in regard to competency in developing

orientation programs. In light of the small sample size and few

interactions occurring, any discussion of the findings must be done

with caution. Since only one administrator from small hospitals

held a credential beyond the baccalaureate level, these findings

suggest that educational background may be a factor in determining

expectations and requirements of nurse-supervisory staff. Perhaps a

lack of understanding or differences in philosophies regarding the

role functions of supervisory staff also contributed to these response

patterns.
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The above observations appear to support the position that

hospital size has little effect upon the relative response patterns

of hospital personnel in two sizes of small general hospitals

relative to competencies required and demonstrated by nurse-super-

visors.

Summary

This chapter has presented the findings of the Delphi procedure

utilized in the development of the Nurse-Supervisor Competency Question-

naire and the findings from administration of the questionnaire in

small general hospitals in Oregon. The Delphi panel consisted of six-

teen nationally-known experts in the areas of nursing administration

and management. The sample population included 104 hospital personnel

representing hospital administrators, directors of nursing service,

nurse-supervisors, and staff nurses. The major findings indicated

that:

(1) The Delphi technique was effective in changing opinion and

in increasing consensus. Only two rounds of the Delphi procedure were

required for the panel to reach consensus regarding the forty-six com-

petency statements included in the Nurse-Supervisor Competency Question-

naire.

(2) The panel of experts and sample population accepted the

competencies contained in the Nurse-Supervisor Competency Question-

naire as valid functions of the Nurse-Supervisor.
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(3) The analysis of variance procedure used in determining the

internal-consistency reliability indicated a high reliability quotient

for the instrument developed for the study.

(4) There were very few differences among the perceptions of

four hospital personnel groups in regard to levels of proficiency

required and demonstrated by nurse-supervisors. Of the three signifi-

cant differences in perception, two occurred between administrators

and nurse-supervisors, and between administrators and staff nurses.

One significant difference occurred between staff nurses and nurse-

supervisors. The affected competencies pertained to investigation

of incident reports, resolving problems related to equipment and

supplies in small general hospitals, and communication of patient

services to medical and non-medical persons.

(5) There occurred few significant differences between the per-

ceptions of two hospital sizes relative to proficiency levels required

and demonstrated by nursing supervisors. The occurrence of signifi-

cant differences indicated that small general hospitals required

greater levels of expertise more than did large hospitals.

(6) Hospital size did not have a significant effect on the re-

sponse patterns of the four hospital personnel groups. There were only

four occurrences where hypotheses were rejected because hospital size

may have been a factor in the responses of the hospital administrator

group.

(7) Ranking of highest mean scores for items in the questionnaire

indicated priority given to competencies in the areas of nursing care
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and management-coordination. Examples of such competencies pertained

to providing direct patient care, determining staffing needs, coordina-

ting clinical services, evaluating personnel performance, and partici-

pating in community information referral systems.

(8) Ranking of lowest mean scores for items in the questionnaire

implied that supervisors may be demonstrating the least amount of

skill or proficiency in the nursing care and management-coordination

function categories. Examples of competencies identified were in

communicating procedures and policies, educational activities, work-

ing with staff in developing and implementing care plans, and promoting

staff development by including them in decision-making situations.

(9) Based upon the analysis of descriptive data, there appeared

to be little difference between competencies required, in general and

competencies required more specifically in the small general hospital

for the discharge of nurse-supervisor responsibilities.

(10) The descriptive data suggested that nurse-supervisor are

probably performing at the required skill levels for 21 of the com-

petencies listed in the Nurse-Supervisor Competency Questionnaire

and less than the required performance level for the remaining func-

tions. These latter items pertained to competency in priority setting,

orienting of new staff, problem-solving, and evaluating.
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V. SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS

Summary

The primary purpose of this study was to develop an instrument

for identifying competencies needed by nurse-supervisors in small

general hospitals. Secondary objectives of this study were: (1) to

demonstrate the applicability of the instrument, and (2) to determine

similarities and differences in the perceptions of hospital adminis-

trators, directors of nursing service, nurse-supervisors, and staff

nurses relative to competencies required and demonstrated by nurse-

supervisors. Tie instrument developed for the study was a survey-

type questionnaire consisting of a number of skills and competencies

for nurse-supervisory personnel. An intensive literature search re-

garding the recommended competencies of the nurse-supervisor along

with the recommendations of professionals in the field provided the

basis for development of initial competency statements. In order to

validate the content and categorical placements of the individual

competency statements included in the questionnaire, the instrument

was submitted to a professional panel of nationally known experts for

their consideration and reaction. The panel utilized a modified

Delphi technique to confirm the content validity of the Nurse-Supervisor

Competency Questionnaire. To further validate the questionnaire and

test its reliability, it was administered to a randomly selected

population of 145 personnel from twenty small general hospitals in

Oregon. One hundred and four respondents returned usable question-

naires by indicating on a five-point Likert-type scale the level
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of proficiency needed for each competency in relation to a nurse-

supervisor's job: 11) in general, and (2) more specifically in a

small general hospital. Additionally; hospital administrators,

directors of nursing service, and staff nurses were asked to indicate

the level of proficiency perceived to be demonstrated, in relation

to each competency, by nurse-supervisors at their hospital. Nurse-

supervisors were asked to indicate their self-perceived level of pro-

ficiency with each competency.

This study employed the two-way analysis of variance test for

the analyais of data and testing of the following null hypotheses:

(1) There are no significant differences among nurse-
supervisor competency mean scores for four hospital
personnel groups.

(2) There 15 no significant difference between nurse-
supervisor competency mean scores for two hospital
sizes.

(3) There is no significant interaction between personnel
groups and hospitals.

The secondary null hypotheses tested, in relation to each of

the above primary hypotheses were:

(a) There are no significant differences among
mean scores relative to proficiency levels
required, in general.

(b) There are no significant differences among mean
scores relative to proficiency levels required,
more specifically in the small general hospital.

(c) There are no significant differences among
mean scores relative to proficiency levels
demonstrated by nurse-supervisors in small
general hospitals.
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The testing included the analysis of two main effects (group and

size) and one two-factor subsidiary interaction effect (between group

and size for each of the forty-six competency statements or variables).

The test statistic used to analyze contracts among the mean scores for

each variable was the "F" statistic with the .05 level of significance

used to determine differences among groups and between hospital sizes.

The analysis of variance technique, developed by Hoyt and Stunkard

(1952), was also applied to estimate the reliability of the instrument.

The findings of this study indicated the following: (1) the

Delphi technique was useful in generating items that were relevant

to the small hospital setting; (2) there were few significnat differ-

ences among the perceptions of four hospital personnel groups relative

to nurse-supervisor competencies required and demonstrated; (3) adminis-

trators varied in their opinions more frequently than other groups in

regard to competency requirements; (4) there occurred few significant

differences among the perceptions of personnel in two hospital sizes

regarding competencies required and demonstrated; and (5) interactions

occurring between items and respondents indicated high test reliability.

The data suggested the following conclusions:

(1) The Nurse-Supervisor Competency Questionnaire is a

valid and reliable instrument for identifying nurse-supervisor com-

petencies in small general hospitals.

(2) Hospital personnel groups hold similar views regarding nurse-

supervisor competency level requirements and competency levels demon-

strated.
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(3) The respondents from small general hospitals hold similar

opinions in regard to proficiency levels required and proficiency

levels demonstrated by nurse-supervisors in two sizes of hospitals.

Where differences occurred, the findings indicated greater skill level

needs in small hospitals (bed capacity 49 or less) than in larger set-

tings (bed capacity 50 to 100) where more personnel are available to

assume or share functions.

(4) Hospital size has little effect upon the relative response

patterns of four hospital personnel groups.

Several tentative trends appeared based upon descriptive data

obtained from the Nurse-Supervisor Competency Questionnaire. These

were as follows:

(a) There appears to be little difference between the type of

competencies required, in general and the competencies required

in the small general hospital.

(b) Nurse-supervisors in Oregon hospitals appear to be performing

at the required skill level for 21 of the 46 competencies listed in the

Nurse-Supervisor Competency Questionnaire and less than the required

performance level for the remaining listed functions. These latter

functions pertain to competency in priority setting, orienting of new

staff, problem-solving, and evaluating staff performance. Tables 27

to 30, pp 83-86.

(c) Competencies considered to be most essential for nurse-

supervisors were in the areas of nursing care and management-coordina-

tion. Examples of these competencies include providing direct patient

care, determining staffing needs, coordinating clinical services,
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evaluating personnel performance, and participating in community

information referral systems. Table 21, p 76.

(d) Nurse-supervisors may be demonstrating the least amount of

skill in the areas of nursing care and management-coordination. Examples

of competencies in this category pertain to communicating procedures and

policies, planning for and participating in staff education activities,

working with staff in developing and implementing care plans, and pro-

moting staff development by including them in decision-making situations.

Table 22, p 77,

Implications

(1) Higher education, hospital education directors and nurse-

management consultants should consider the top 27 percent of the items,

receiving highest mean scores for proficiency levels required in gen-

eral, and proficiency levels required more specifically in the small

general hospitals, when developing in-service and continuing education

programs for nurse-supervisors. These items seem to be of highest im-

portance for the 104 hospital personnel participating in this study.

The top 27 percent (or fourteen) items are contained in Table 21,

page 75.

(2) The four categories of nurse-supervisor competencies identi-

fied for this study should be used in developing educational curriculum

and even assessment tools for determining nurse-management effective-

ness.
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(4) It appears that hospital administrators, directors of nursing

service, nurse-supervisors, and staff nurses have few differences in

their perceptions regarding the proficiency levels nurse-supervisors

should have and the levels that are frequently demonstrated. The group

differing most frequently were the hospital administrators. This varia-

tion may reflect a difference in philosophy or knowledge regarding the

role of the nurse-supervisor. Perhaps administrators from these hos-

pitals have not shared in the preparation and planning for nurse-

supervisor roles and cannot be expected to identify competencies re-

quired of the nurse-supervisor in these settings. On the other hand,

administrators may be quite knowledgeable of nurse-management roles

and functions and should participate in planning job descriptions,

role functions, orientation, and continuing education programs for

the nurse-supervisor.

(5) There were few differences between hospital sizes in this

study. Therefore, it is suggested that directors of nursing, super-

visors, and others responsible for the continuing education needs of

nurse-supervisors consider program offerings by hospitals and institu-

tions irregardless of their size. Where differences occurred, these

items might be taken into consideration when developing specific pro-

grams for specific areas of the state.

(3) There appear to be few differences between competencies

needed in general and competencies needed specifically in the small

general hospital setting; thus, in-service and continuing education

program planners from various size hospitals and educational institu-

tions might be able to formulate programs on a more effective basis
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by working together in the planning, development, and implementation

of nurse-supervisor courses and classes.

(6) The proficiency levels demonstrated by nurse-supervisors,

relative to several competency items in all categories, appeared to

be lower than the recommended skill levels required of nurse-super-

visors in the small general hospital. Thus, it is suggested that

these specific items be considered when planning and/or developing

in-service and continuing education curriculum for nurse-supervisors.

The results are summarized in Table 27-30.

(7) Based upon the descriptive data the responses to a large

number of items imply that an adequate level of proficiency is being

demonstrated by nurse-supervisors in small general hospitals. The

feedback from supervisors indicating their exposure to courses and

workshops in management may account for this demonstration. The

deficiencies that exist, however, may be due to such factors as:

(a) inaccessibility to program or workshops, (b) irrelevancy of pro-

grams, and even (c) lack of knowledge on the part of program planners

as to resources available in the state of Oregon. Additionally,

motivation on the part of the nurse and his/her willingness to attend

educational meetings may continue to be a contributing factor.

Recommendations for Further Study

The following recommendations for additional study are as pre-

sented:

(1) Additional research should be conducted to determine the

methods and teaching strategies for implementing a curriculum in
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higher education settings and small hospitals based on the competency

requirements identified by this study.

(2) One panel member suggested that a survey should be conducted

to explore the time a nurse-supervisor spends in carrying out the com-

petencies identified by this study and the time spent in clerical

duties.

(3) Since a significant number of nurses are attending various

educational activities and are receiving information in aspects of

management, leadership, and even assertiveness training, a study should

be carried out to determine the effectiveness of these programs.

(4) Further research should be conducted to assist hospitals in

program planning, particularly in locating quality resources for use

during program implementation.

(5) A question raised by this research pertained to the absence

of priority consideration given to competencies in education-training

and patient-teaching. A study to explore the role functions of nurse-

supervisor in patient education, discharge planning and even health

promotion in employees warrants further investigation.
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Chicago College of Nursing, Chicago, Illinois.

Helen M. Tobin, R.N., M.S.N., Director, Centralized Staff Development,
University Hospital of Cleveland; and Associate Clinical Profes-
sor of Nursing, Case Western Reserve, Cleveland, Ohio.

Carmen R. Westwick, R.N., Ph.D., Program Director, Feasibility Study,
Leadership Preparation for Complex Organizations, Western Inter-
state Commission for Higher Education, P.O. Drawer P, Boulder,
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APPENDIX B

HOSPITALS PARTICIPATING IN PRETESTING OF INSTRUMENT

Delnor Hospital
St. Charles, Illinois
Marlene Rasmussan, Director of Nursing Service

Northlake Community Hospital
Northlake, Illinois
Wanda Renfroe, Director of Nursing Service

Suburban Hospital and Sanitorium of Cook Co.
Hinsdale, Illinois
Marie Andree, Director of Nursing Service



APPENDIX C

LETTER TO DELPHI PANEL REQUESTING PARTICIPATION

OREGON STATE UNIVERSITY
Department of Health

Corvallis, Oregon 97331
(503) 754-2686

Dear

146

Despite the increasing amounts of information and numbers of nurse-
supervisory preparation programs in existence today, a shortage of
qualified nurse-supervisory personnel in hospital settings continues
to persist. The need for management preparation of nurse-supervisors
has become apparent nationally as well as here in Oregon, particularly
in small general hospitals. Before staff development personnel or pre-
service educators can deal with the problem by providing the necessary
educational opportunities, empirical data regarding the role functions
and common professional competencies of the nurse-supervisor must be
determined.

Research, under the auspices of the Oregon State University Department
of Health, is currently underway to develop an instrument for identify-
ing the professional competencies that are considered essential for
successful work as a nurse-supervisor in small general hospitals.

An initial step in this project is the development of nurse-supervisory
competency statements. Because of your recognized expertise in nursing
service administration, we are asking if you would be willing to serve
on a Delphi Panel to assist with this step of our project. You are one

of 16 individuals in the nation who has been invited to assist in the
formulation of nurse-supervisory competency statements. The panel mem-
bers for this study were finally chosen on the basis of their national
reputation as leaders in nursing administration and/or supervision, and
upon the recommendations of nursing leaders, and officials of major hos-
pital and nursing associations, societies, and agencies.

The Delphi technique, which is built on the strength of informed intui-
tive judgment, is intended to get expert opinion without bringing the
experts together in a face-to-face confrontation. Your task as a panel

member would entail reviewing listings of nurse-supervisory competencies
at least two different times. Specifically, you will be asked to react
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to the pertinence of statments, to comment, to suggest additions and/or
deletions, and to return the materials to me. After receiving the first

completed set of materials from you, I will tabulate the data and formu-

late a second set of competencies which will include the recommendations
and suggestions of all panel members.

I am presently in the process of consolidating competency statements
with the assistance of nursing service personnel, nursing educators and
questionnaire development specialists. To date, I have compiled 64
competencies, but hopefully the final list will not exceed 40 brief
statements. Thus, each reviewal should not require an excessive amount
of your time (30-60 minutes).

We would be most pleased if you would be able to participate. Enclosed

is a self-addressed envelope in which I am asking you to return the
attached response sheet. Thank you.

Yours truly,

Carol M. Brown, R.N., M.S.

Candidate for the Doctor of Philosophy Degree
Department of Health
Oregon State Unviersity

CMB:sr
Enc. 2
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RESPONSE SHEET

re: Participation as Delphi panel member

Please check one of the following:

I will be able to participate as a panel member.

I will not be able to participate as a panel member.

I would like further information regarding the role of a panel member
for this study.

Signature:

A self-addressed envelope is enclosed for your convenience. If you
desire further information please do not hesitate to let me know.

Carol M. Brown
Waldo Hall
Department of Health
Oregon State University

CMB/sr



APPENDIX D

DELPHI QUESTIONNAIRE #1 AND INTRODUCTORY LETTER

OREGON STATE UNIVERSITY
Department of Health

Corvallis, Oregon 97331
(503) 754-2686

Dear

149

Re: The Development of an Instrument for Identifying
Competencies of Nurse-Supervisors in Small
General Hospitals

Thank you again, for your willingness to serve on the Delphi Panel
for this study designed to develop an instrument for identifying nurse-
supervisory competencies. Your analysis and suggestions should contrib-

ute greatly to the formulation of competency statements. The Delphi

procedure to be used in the identification and redefining of competency
statements is as follows:

1) Contact is made with Delphi panel members through the use of
two questionnaires. Feedback provided by panel members is the

basis for retaining or revising questionnaire statements.

2) The initial questionnaire asks panel members to rate, revise,
comment upon, and add to, competency statements.

3) A second questionnaire is formulated from the analysis of the
first Delphi questionnaire. Panel members will be asked to

rate and evaluate revised and new competency statements. (This

second questionaire will show the average response on each item
as indicated by the ratings given the competency on the first

questionnaire. It will also provide a summary of the comments
made supporting positions outside of the indicated average.)

4) A final list of competency statements is formulated from the
analysis of the second Delphi questionnaire. Included on this

list are statements upon which panel members have expressed
consensus. These statements are to be included as part of the
instrument being developed for this study.
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It is anticipated that two reviews of nurse-supervisory competen-
cies by panel members will provide the necessary information; however,
a third round may be necessary if consensus cannot be reached on all
items after the second review.

I appreciate your interest and professional capability in working
with this project. Enclosed is the first Delphi questionnaire for your
review. Directions for completing the set of materials precede the com-
petency statements.

Yours truly,

Carol M. Brown, R.N., M.S.
Department of Health
Waldo Hall 321
Oregon State University

Enclosures
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Instructions for Completing Delphi Questionnaire - Set 1

Attached is the first set of materials for your review. You are asked
to:

1. indicate on the scale provided, the extent to which you agree
whether or not the nurse-supervisor in a small general hospi-
tal should be able to perform the given competency. (While

an attempt is being made to be brief and inclusive as pos-
sible, I would appreciate your making any suggestions for
clarification and revision of the statements.)

2. comment briefly on your reason for making your choice in the
space provided for "Reasons for Agreeing or Disagreeing."

The competencies have been grouped into the following categories:

1. Nursing Care
2. Management-Coordination
3. Education-Training
4. Community Service

Space is provided after each section to add additional competency state-
ments that have not been adequately covered. (In order to develop an
instrument that is of practical value, I have limited the number of
statements to 45. The statements were developed after an intensive re-
view of the literature and interviews with experienced nurse-supervisory
personnel; however, I would appreciate your input regarding the need for
additional competency statements.)

After receiving the first questionnaire from all panel members, I will

tabulate the data, add statements and formulate a second questionnaire.
The second questionnaire will also provide a summary of the comments
made by the various panel members supporting their responses. The com-

petency statements gaining consensus after the second review will be
included in the instrument being developed for this study.

Your responses will become part of a pool of information and will not
be identified individually. You will receive a report of the findings
upon the completion of the study.

Please complete and return the questionnaire in the stamped, addressed
envelope provided within three to five days or at your earliest con-
venience.



152

The following abbreviations will be used for the agree-disagree cate-
gories:

SD - Strongly Disagree
D - Disagree
DR Disagree with reservation
AR Agree with reservation
A Agree
SA Strongly agree

Carol M. Brown
Department of Health
Waldo Hall 321
Oregon State University



DELPHI QUESTIONNAIRE: THE IDENTIFICATION OF NURSE-SUPERVISORY COMPETENCIES

Category I: Nursing Care

The Nurse-Supervisor in a small general
hospital should be able to:

1. routinely give direct patient care

2. give direction to nurses in setting
priorities

3. determine and recommend staffing
patterns based on need

4. orient staff to philosophy and
objectives of nursing service

5. work with nurses in developing
and implementing patient care
plans

6. coordinate services to patients

7. work with staff in identifying
problems related to equipment and
supplies

8. initiate problem-solving confer-
ences

REASONS FOR AGREEING OR DISAGREEING

SD D DR AR A SA

SD D DR AR A SA

SD D DR AR A SA

SD D DR AR A SA

SD D DR AR A SA

SD D DR AR A SA

SD D DR AR A SA

SD D DR AR A SA



Category I (continued) REASON FOR AGREEING OR DISAGREEING

9. evaluate nursing care rendered
through such means as patient
visits, Quality Assurance Programs,
chart audits, team conferences SD D DR AR A SA

10. make joint decisions with medical
staff in regard to patient care SD D DR AR A SA

COMMENTS:

11. counsel patients and families in
the identification and solution
of problems

12. explain procedures and policies
to patient and family

13. work with staff in identifying
patient care problems

Category II: Education-Training

The Nurse-Supervisor in a small general
hospital should be able to:

SD D DR AR A SA

SD D DR AR A SA

SD D DR AR A SA

14. plan and/or arrange for staff attend-
ance at in-house and outside educa-
tion activities SD D DR AR A SA



Category II (continued) REASON FOR AGREEING OR DISAGREEING

15. plan for own attendance at work-
shops, meetings, seminars and
classes

16. initiate and participate in studies
and research

17. assume responsibility and accounta-
bility for students at agency

18. instruct personnel in their role
in patient teaching

19. train and test proficiency of
staff in new procedures, tech-
niques, and operations of
equipment and instruments

20. assess, evaluate and provide for
education needs of staff

21. assure that health education ma-
terials are available for patients
and community

COMMENTS:

SD D DR AR A SA

SD D DR AR A SA

SD D DR AR A SA

SD D DR AR A SA

SD D DR AR A SA

SD D DR AR A SA

SD D DR AR A SA



Category III: Management-Coordination

The Nurse-Supervisor in a small general
hospital should be able to:

22. function as liaison between admin-
istration and staff

23. define lines of communication for
personnel

24. plan for proper utilization of
staff

25. clarify personnel policies to
staff

26. orient new staff to duties and
organization

27. make recommendations as to cri-
teria and procedures for hiring,
promotion, and termination of
staff

28. write performance appraisals

29. counsel employees about perfor-
mance, strengths, and suggestions
for their improvement

30. seek out, identify and acknowledge
special skills in staff

SD D DR AR A SA

SD D DR AR A SA

SD D DR AR A SA

SD D DR AR A SA

SD D DR AR A SA

SD D DR AR A SA

SD D DR AR A SA

SD D DR AR A SA

SD D DR AR A SA

REASON FOR AGREEING OR DISAGREEING



Category III (continued) REASON FOR AGREEING OR DISAGREEING

31. investigate and take appropriate
action on incident and accident
reports

32. interpret the budgetary process
to nursing staff

33. communicate changes in policies

COMMENTS:

34. suggest changes in standards for
equipment and supplies as necessary

35. identify and recommend solution for
problems in relation to other de-
partments and services

36. investigate complaints and take
action

37. develop and maintain an effective
system of recording and reporting

38. monitor compliance*with state and
federal regulations

39. relieve administrative and super-
visory personnel

SD D DR AR A SA

SD D DR AR A SA

SD D DR AR A SA

SD D DR AR A SA

SD D DR AR A SA

SD D DR AR A SA

SD D DR AR A SA

SD D DR AR A SA

SD D DR AR A SA



Category III (continued) REASON FOR AGREEING OR DISAGREEING

40. evaluate and make recommendations
for policy and procedure changes

41. develop, participate in, and
follow-up on orientation programs

42. give direction in application of
primary management principles

43. participate in and/or develop
community information referral
system

COMMENTS:

Category IV: Community Service

The Nurse-Supervisor in a small general
hospital should be able to:

44. act as a liaison between nursing ser-
vice and other community agencies,
organizations, and professional
disciplines

45. interpret patient care service to
the health care and non-medical
communities

COMMENTS:

SD D DR AR A SA

SD D DR AR A SA

SD D DR AR A SA

SD D DR AR A SA

SD D DR AR A SA

SD D DR AR A SA



APPENDIX E

DUNNING LETTER (1)

OREGON STATE UNIVERSITY
Department of Health

Corvallis, Oregon 97331
(503) 754-2686

Dear

159

Re: The Development of an Instrument for
Identifying Competencies of Nurse-Supervisors
in Small General Hospitals

This is to let you know that I have not yet received a reply from you
or the first Delphi questionnaire regarding the identification of
nurse-supervisory competencies which was sent to you in the early part
of January. I can identify with you who are having a particularly busy
schedule near the beginning of a new year.

In the event that the first Delphi questionnaire was misplaced or failed
to be delivered, I am enclosing a copy with a stamped, addressed enve-
lope for your convenience.

I am appreciating, very much, the responses and comments from the mem-
bers of the panel. They have been noteworthy.

Thank you for noting this reminder and your promptness in replying.

Yours truly,

Carol M. Brown

Enclosure: 2

P.S. If you have already mailed a questionnaire to me, please disregard
this. Thank you.



APPENDIX F

DELPHI QUESTIONNAIRE #2 AND INTRODUCTORY LETTER

OREGON STATE UNIVERSITY
Department of Health

Corvallis, Oregon 97331
(503) 754-2686

Dear

160

RE: The Development of an Instrument for Identifying
Competencies of Nurse-Supervisors in Small
General Hospitals

Thank you for your prompt and meaningful response to the first Delphi
round for identifying Nurse-Supervisory competencies. I hope you will
enjoy the feedback that is provided in this second questionnaire. This

questionnaire indicates the average response on each item along with
summarized reasons for agreeing or disagreeing with the items in the
first questionnaire. Your initial response to questionnaire items has
been indicated by a red circle.

The purpose of this second questionnaire is to increase consensus and
to find out where minority opinions still exist. An opportunity is
also provided for you to respond to revised and new items.

Please complete the enclosed questionnaire as soon as possible and re-
turn it in the stamped, addressed envelope that is provided. I know

how busy you are and am grateful for your cooperation in this study.

I appreciated your comments regarding the relevance of all competencies
included in this questionnaire. Recognizing that not all competencies
may be important in every hospital setting, I will be asking hospital

personnel, responding to the questionnaire being developed for this
study, to select those competencies which have more or less priority and
indicate this on a scale provided.

Due to the length of the questionnaire, only those additional consider-
ations cited by several respondents were incorporated into the second
questionnaire. A suggestion was made to omit the question regarding
application of primary mangement principles, and one additional state-
ment relating to nursing care was added. Minor wording changes were
made on several items to improve clarity.
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Thank you, again, for your continued cooperation in the prompt return
of the second questionnaire and in the support of this study.

Sincerely,

Carol M. Brown
Department of Health
Oregon State University

CMB:rym
Enclosures



Instructions for Completing Delphi Questionnaire - Set II

This second questionnaire includes original (statements from first Delphi questionnaire), revised and
new competency statements. Directions for responding to the different items are explained below:

Original Statements

In responding to original nurse-supervisory competency statements you are asked to:

1. read each statement and the reason for agreeing or disagreeing.

2. decide upon and check a category of agreement or disagreement. (Your previous response has
been indicated by a red circle.)

3. If your selection is outside the interquartile range (IQR), (the IQR contains the middle 50
percent of the responses), please indicate one or two reasons for your decision in the space
provided for Minority Comment. No comment is necessary if your selection is inside the IQR.
Please note that the IQR can vary for each individual item.

The following example and explanation illustrates the procedure for responding:

The nurse-supervisor in a small general hospital should be able to:

I routinely give Mean
a

direct patient SD D DR AR A SA AR
care

Reasons for
IQR Agreeing
DR-A Is necessary both

for credibility as
a supervisor and
also because of
limited number of
staff.

Reasons for
Disagreeing

Should be able to
but not routinely.

Minority Comment
In small hospital
supervisor must be
a "Jack of All
Trades." This is
frequently neces-
sary.



This individual's opinion was outside the IQR (in this case the IQR was Agree to Disagree with Reser-
vation) so he stated his reason in the space for Minority Comment at the right. Had his opinion been
DR, AR, or A, he would have been inside the IQR and need not state his reason. However, he would still
check the category of agreement which expressed his opinion.

INSTRUCTIONS FOR COMPLETING THE SECOND QUESTIONNAIRE

Revised Statements:

Several competency statements were revised as suggested by various panel members to enhance clari-
ty. In responding to revised statements, you are asked to:

1. read the statement.

2. decide whether or not you prefer the revised statement to the original and indicate response
by checking yes or no in spaces provided.

3. If your response to the revised item is different from your original choice before the item
was revised, please indicate a level of agreement on the scale provided.

4. comment briefly on your reason for making your choice in the spaces provided.

Example:

Below is a slightly revised form of state la. Please respond to the questions which follow
the statement below:

The nurse-supervisor in a small general hospital should be able to:



1
b

give direct patient care as Reasons for Agreeing and Disagreeing
appropriate (e.g. in order to SD D DR AR A SA Item includes important purposes for
assess a difficult situation, involvement in direct care.
to teach

Do you prefer the revised statement to the original? (Please check one.)

yes no

If your response was different from your original choice for la, please indicate a level

of agreement or disagreement on the scale provided beside the statement above.

This individual preferred the revised statement and thus placed a check on the line beside
"yes." Because she had originally checked "Strongly Disagree" in response to la, a level of

agreement was indicated on the scale and a brief comment was made under "Reasons for Agreeing
and Disagreeing."

INSTRUCTIONS FOR COMPLETING THE SECOND QUESTIONNAIRE

New Statements:

In responding to new statements you are asked to:

1. Read the statement.

2. Check a category of agreement or disagreement.

3. Comment briefly on your reason for making your choice in the space provided for "Reasons for
Agreeing or Disagreeing."



Please complete and return the questionnaire in the stamped, addressed envelope provided within three
to five days or at your earliest convenience.

The following abbreviations will be used for the agree-disagree categories:

SD - Strongly Disagree
D - Disagree
DR - Disagree with Reservation
AR - Agree with Reservation
A - Agree
SA Strongly Agree

Carol M. Brown
Department of Health
Waldo Hall 321
Oregon State University



Delphi Questionnaire: The Identification of Nurse-Supervisory Competencies

Category I. Nursing Care

The Nurse-Supervisor in a small Reasons for Reasons for
general hospital should be able to: Mean IQR Agreeing Disagreeing Minority Comment

1 . routinely SD D DR AR A SA
a

give direct
patient care

AR DR-A In a small hospi-
tal the supervi-
sor probably is a
"Jack of all
trades." Provides
positive clinical
role model.
Keeps clinical
skills updated.
Care assumed to
mean use of nurs-
ing process in-

clusive of teach-
ing, goal setting.
Frequently neces-
sary.
That she should be
capable not that
she should do it as
job performance.
Although I don't
know what is meant
by "routinely" I

feel this is neces-
sary vote for cred-
ibility as a super-
visor and also be-
cause, with limited
number of staff,

Disagree with use
of term routinely.
Occasionally, yes.
An individual can-
not routinely give
care and be aware
of responsibility
for growth and de-
velopment of staff.
Should be able to
but not routinely.
Would preclude
effectiveness as
a supervisor and
limit assessabili-
ty.



Reasons for
Agreeing

the supervisor may
need to give direct
patient care during
illness of other
staff; during ca-
tastrophe, etc.

AR
"Routinely" is the
problem. N-S will
get too tied up,
but contact with
patient, yes.
Give direct pa-
tient care as ap-
propriate - role
model, assessing
a difficult situ-
ation, teaching
others, etc. - not
routinely.

Reasons for
Disagreeing Minority Comment

DR
Depends on defini-
tion of "routine."
If we change "rou-
tine" to "often
may" then I would
check the "SA"
column.
The nurse is pre-
sumed to be compe-
tent, knowledgeable
and efficient--an
expert practitioner
who would only give
patient care to the
extent that it is
consistent with her
need to maintain
her level of skills,
or as her assis-
tance is required
in an emergency
situation.

rn



REVISED STATEMENT

Below is a revised form of statement 1,.
Please respond to the questions which a
follow the statement.

1
b

. give direct patient care as appro-
priate (e.g. in order to assess a SD D DR AR A SA
difficult situation, to teach, to
demonstrate care, etc.)

Do you prefer the revised state-
ment to the original one? (Please
check)

Yes

No

If your response was different from
your original choice for la, please

indicate a level of agreement or
disagreement on the scale provided
beside the statement above.

REASONS FOR AGREEING OR DISAGREEING



2 . give direc-
a

tion to
nurses in
setting
priorities

SD D DR AR A SA

Mean IQR
A A-SA

Reasons for
Agreeing

Part of a supervi-
sor's function.
For patient care
primarily. New
RN, LPN, often
need help with
this.
Can help to focus
on patient versus
routines, tasks,
procedures.
Staff development
is a primary com-
ponent of their
role.

Crucial.
Setting priorities
is practically the
whole management
process.

Reasons for
Disagreeing

Facilitate the
process rather
than give direc-
tion. (Suggestion
was made to
change statement
to read: "assist
nurses in learn-
ing to set prior-
ities.")

Minority Comment



REVISED STATEMENT

A revised form of statement 2
a

follows

below. Please regard the questions
which follow it.

2. assist nursing staff to set pri-
orities SD D DR AR A SA

Do you prefer the revised statement to
the original one? (Please check one
of the following)

Yes
No

If your response was different from your
original choice, please indicate a level
of agreement or disagreement on the
scale provided beside the statement
above.

REASONS FOR AGREEING OR DISAGREEING



3. determine and
recommend SD D DR AR A SA
staffing pat-
tern based
on patient
need

Mean IQR
A A-SA

Reasons for
Agreeing

Part of supervi-
sor's function.
With consultation
of staff.
No one in a central
office knows the
needs of patients
and personnel as
well as 1st line
supervisor.
Basic component of
job is providing
staffing to meet
requirements for
care.
Crucial.
Nursing service de-
cides - someone
else can work out
details of staff-
ing plan.
Those involved in
clinical area
should do this -
feel need should
be more specific,
e.g. "determine and
recommend staffing
pattern based on
changing demands of
the service and new
knowledge.

Reasons for
Disagreeing Minority Comments



4. orient staff
to philosophy SD D DR AR A SA
and objective
of nursing
service

Mean IQR
A A-SA

Reasons for
Agreeing

Is a part of a su-
pervisor's func-
tion.
Providing the small
hospital does not
have an inservice
nurse educator.
Orienting requires
clarifying and am-
plifying at the pa-
tient unit level.
Staff need to see
the carry through
of philosophy and
objectives on unit
as well as whole
nursing department.
Nursing service re-
inforces and does
some orienting,
yet others (staff
educator, for ex-
ample) can do some
orienting.
Gives support to
implementation of
the philosophy.

AR
Unless there is an
inservice person.
Sometimes this is
done by the overall

Reasons for
Disagreeing

Depends on job de-
scription of di-
rector of nursing.
Responsibility of
the Director.

Minority Comment



4. (continued)

5. work with
nurses in
developing
and imple-
menting
patient care
plans

6. coordinate
clinical ser-
vices to pa-
tients

SD D DR AR A SA

SD D DR AR A SA

Reasons for
Mean IQR Agreeing

Director of Nurs-
ing service.

A-SA This stresses im-
portance of plan-
ning.
Responsible for
staff development
and monitoring care.
Very valid role.
Serves as a role
model-demonstrates
value placed on
nursing care plans.

AR

A A-SA A supervisor's
function.
This is in keep-
ing with the in-
tegrator role of
supervisor/HN.

Reasons for
Disagreeing

DR

This is part of
the gray area be-
tween what com-
prises clinical
practice and man-
agement.

On rare occasions
and then more im-
plementation than
development.

This is adminis-
trations responsi-
bility.

Minority Comment



6. (continued)

7
a

. work with
staff in
identifying
problems
related to
equipment
and supplies

SD D DR AR A SA

Reasons for Reasons for
Mean IQR Agreeing Disagreeing Minority Comment

Hopefully done with
clerical help.
Large sense of co-
ordination with
other departments.
Although techni-
cally she coordi-
nates the nurses
who do the coordi-
nating of services
to patients.

AR

A A-SA A supervisor's
function.
Usually no one else
to do this in small
hospital.
Supervisor is a re-
source person.
Unit manager and
ward secretary can
take over some du-
ties.
Not only in problem

DR
Depends on wheth-
er she had more
than one unit, of
course then one
would see this as
Head Nurses re-
sponsibility.



7
a

. (continued)
Mean IQR

REVISED STATEMENT

Below is a revised form of statement
Please respond to the questions which

a

follow the statement.

Reasons for
Agreeing

definition but also
resolution.
Non-clinical aides
equipment and sup-
plies should be re-
sponsibility of
hospital.

7b. work with staff in identifying and
resolving problem related to equip- SD D DR AR A SA
ment and supplies

Do you prefer the revised statement
to the original one? (Please check
one)

Yes
No

If your response was different from
your original choice in 7a, please

indicate a level of agreement or
disagreement on the scale provided
beside the statement.

Reasons for
Disagreeing Minority Comment

REASONS FOR AGREEING OR DISAGREEING



8. initiate
problem-
solving
confer-
ences

SD D DR AR A SA

Reasons for
Mean IQR Agreeing
A A-SA If patient related

or personnel re-
lated, both are
necessary to share
possible solutions.
Hopefully, a
problem-oriented
approach is used
with and without
conferences.
The name of the
management game.'
Part of a leader's
role.

Reasons for
Disagreeing

DR
There is a prob-
lem here....In a
small hospital
of 30-60 beds there
are often few if
any nursing super-
visors other than
the Director of
Nursing and if
there are 1 or 2
such supervisors
they would tend to
work very closely
with patient care
and so this func-
tion would tend to

Minority Comment



continued)

9. evaluate nurs-
ing care ren- SD D
dered through
such means
as patient
visits,
Quality
Assurance
programs,
chart
audits,
team con-
ferences

DR AR A SA

Mean IQR

Reasons for
Agreeing

A A-SA Part of supervi-
sor's function is
to influence and to
coordinate clinical
activities....she
must also evaluate.
Strongly agree that
she should be part
of the evaluating
team, but do not
think she neces-
sarily has to do
the initial audit.
This is a part of
the control func-
tions...is essen-
tial to patient and
his care.
Major tools avail-
able for determin-
ing and maintaining
performance and
quality of care.
In order to answer
this (and others) I

need to see a com-
plete job descrip-
tion of the nursing
supervisor and the
director of nursing

Reasons fOr
Disagreeing

be done by-the
nusing director.

Minority Comment



9. (continued)

10. make joint
decisions
with medical
staff in re-
gard to pa-
tient care.

SD D DR AR A SA

Reasons for
Mean IQR Agreeing

service.
Absolutely.
Strongly agree,
though she might
not be able to de-
vise, single-
handedly the forms
used in chart audit
and quality control.
Vital part of role
if she is to influ-
ence improvement.
Essential for ac-
countability.

AR
Should have in-
volvement with all
levels of staff.

A A-SA Collaborative ef-
fort model in best
interest of patient.
Enhances the need
to correlate medi-
cal care plan with
revising care plan.
Lets hope the medi-
cal staff agrees.
Strongly agree from
nursing point of
view.
Nursing service is

Reasons for
Disagreeing Minority Comment





11. counsel pa-
tients and SD D DR AR A SA
families in
the identi-
fication
and solu-
tion of
problems

Reasons for
Mean IQR Agreeing
A AR-A Crucial

Will do with some
patients....basi-
cally a staff nurse
responsibility or
perhaps social
service.

AR
She/he should pro-
mote staff doing
this on most cases.
Role model for RNs.
Should prefer
RNs do this for
patients assigned
--If primary nurs-
ing, the staff
nurse would do
this.
While she might
have the capacity
to do this, I can't
see it as a func-
tion which is a
major responsibili-
ty of her role. Is

part of direct pa-
tient care role--a
role model in spe-
cific problem as with
competency #1--not

Reasons for
Disagreeing

DR

Disagree with re-
servations as pri-
mary nurse may
have asked nurse
supervisor for
assistance.

Minority Comment



11. (continued)

12. explain pro-
cedures and SD D DR AR A SA
policies to
patient and
family

Mean IQR

Reasons for
Agreeing

routinely but help
nurses in their
counseling role.

A AR-A Yes, for policies.
The nurse/supervi-
sor should be a
role model for RNs.
Would prefer, again,
that staff RNs do
this for patients
assigned.
Let's hope she has
enough staffing to
take the time.

AR
Should promote
staff doing this
in most cases.
Should include
others involved
with care of pa-
tient.
Only as they per-
tain to nursing.
This is part of di-
rect patient care
role--or role model
to help nurses in
their explaining
procedures and

Reasons for
Disagreeing

DR

Disagree with re-
servations as may
have asked nurse
supervisor for
assistance.

Minority Comment



12. (continued)

13. work with
staff in
identifying
patient
care prob-
lems

SD D DR AR A SA

14. plan and/or
arrange for SD D DR AR A SA
staff atten-
dance at in-
house and
outside edu-
cation ac-
tivities

Reasons for Reasons for
Mean IQR Agreeing Disagreeing

policies--particu-
larly where a prob-
lem exists.

A A-SA Good use of partici-
pative management- -
all plan/do/control
in identifying pa-
tient care problems
and their solutions.
This is part of staff
development.
Crucial.
Strongly agree, this
is part of her prac-
tice and teaching
role.

AR
With the assistance
of a competent nurse
clinician.

A A-SA Staff development-- Disagree only if
supervisor's func- it cannot be
tion. handled at the
Strongly agree, if unit level as ef-
staffing levels fects the organi-
permit. zation as a
Appropriate person whole.
to assess learning
needs and determine

Minority Comment



14. (continued)

15. plan for own
attendance at SD D DR AR A
workshops,
meetings,
seminars, and
classes

SA

Mean IQR

Reasons for
Agreeing

potential value to
patients as a result
of attending.

AR
Probably not much
active participa-
tion as support.
See this as part
of her role in de-
veloping human re-
sources--but based
on needs as seen by
staff.

SA A-SA Need for self-
development to keep
abreast of nursing
and health care
knowledge, skill,
techniques, con-
cepts.
Professional re-
sponsibility.
Strongly agree if
staffing levels
permit.
This planning would
require consultation
with her boss.
Should be self-
directive and able

Reasons for
Disagreeing Minority Comment



15. (continued)

16. initiate and
participate SD D DR AR A SA
in studies
and research

Reasons for
Mean IQR Agreeing

to identify needs
and how to meet
them.

AR
Coordinating
coverage, how-
ever.

AR AR-A How else can you
validate strate-
gies and provide
planning and im-
provement in man-
agement and care.
Time permitting.
I suspect only
"studies," i.e.
field projects
would be appli-
cable rather than
strict research.

AR
Probably not com-
petent to initiate
by herself. Would
help with limita-
tions.
Depends upon policy
if institution is
protecting human
rights.

Reasons for
Disagreeing

Doubt that a nurse
supervisor in a
less than 100 bed
hospital would have
the prerequisite
knowledge/skills.
Very hard to take
time for this in a
40 bed hospital,
1st level down from
the Director of
Nursing.

Minority Comment



16. (continued)

17. assume respon-
sibility and SD D DR AR A SA
accountabili-
ty for stu-
dents at
agency

Mean IQR

Reasons for
Agreeing

Yes, at a practi-
cal level if she/he
is to initiate.
Good to participate
in research initi-
ated by graduate
students from Uni-
versity in communi-
ty.

Studies--but eval-
uation of research
depends on prepara-
tion for doing so.

DR D-AR With limitations.
Faculty would have
ultimate education
al responsibility.
In a large hospi-
tal, no; but in a
small hospital,
yes.

Reasons for
Disagreeing

Educators role.
Students should
have own instruc-
tor.

Assumes responsi-
bility and ac-
countability for
patient care, but
feel instructor
should be with
students.
This responsibili-
ty lies with the
agency and the Di-
rector of Nurses.
Should be respon-
sibility of school
instructors.

Minority Comment



17. (continued)

18. instruct per-
sonnel in
their role
in patient
teaching

SD D DR AR A SA

Mean IQR

Reasons for
Agreeing

AR
Participate with
instructors, but
patient care is
primary to stu-
dent education.
Such responsibili-
ty should exist
only "pro forma";
students should
be directly ac-
countable to an
onsite instructor.

A A-SA Staff development.
Necessary to en-
hance role of "every
nurse a teacher."
Should be built into
patient care plan.
Instruct only as
part of orientation,
philosophy of nurs-
ing service.
Reinforce value
placed on patient
teaching.

Reasons for
Disagreeing

DR

Secondary respon-
sibility--primary
responsibility of
faculty.
Is accountable for
care, however.
Instructors ac-
countable. Like
idea of involve-
ment with stu-
dents, however.

AR
Help but probably she
is not an expert teach
er herself.
Job no, capacity yes.

Minority Comment



19. train and
test pro-
ficiency of
staff in
new pro-
cedures,
techniques,
and opera-
tion of
equipment
and instru-
ments

SD D DR AR A SA

Mean IQR
A AR-A

Reasons for Reasons for
Agreeing Disagreeing

This is the reason Should not be ex-
supervisors must be pected to be line
administrators and and staff--an in-
clinically pre- service person
pared beyond would be expected
Bachelor of Sci- to do this.
ence. Unit responsibili-
Who else? she has ty.

to do this.
Can get help in
training from sup-
pliers--doesn't
need to know all.

AR
Should delegate
actual doing.
May need help from
inservice on this
--but should col-
laborate on unit.
Train and test
proficiency of
staff with knowl-
edge of content
but minimal teach-
ing expertise.
The nurse's need
for this competen-
cy might vary given
the organization
structure; i.e.,
whether or not

DR

Should not be di-
rectly involved,
but delegate this
to others.

Minority Comment



19. (continued)

20
a

. assess, eval-
uate and pro-SD D DR AR A SA
vide for edu-
cation needs
of staff

Reasons for
Mean IQR Agreeing

there is an inser-
vice staff. If so,
these functions
more properly be-
long there and not
require these of
the supervisor.
Depends on proce-
dure, technique,
etc.--could be de-
centralized staff
development in-
structor.

Reasons for
Disagreeing

A A-SA Another reason su- Coordinate only.
pervisors must be
administration and
clinically prepared
beyond a Bachelor
of Science Degree.
If inservice nurse
not on staff.
Yes, as the needs
relate to unit, its
patients, its per-
sonnel.
Is primary function
of supervisor in
control function- -
and in human re-
sources development.
Provides education
in some areas, help

Minority Comment



20
a

. (continued)

Reasons for
Mean IQR Agreeing

from staff educa-
tion in others.
Can provide through
staff development
person--or do her-
self--but response
with supervisor.

REVISED STATEMENT

Below is a revised form of statement 20a.
Please respond to the questions which
follow the statement.

20
b'

assess and evaluate education needs
of staff

Do you prefer the revised statement to
the original one in 20a? (Please check
one)

Yes

No

AR
assess-yes, evaluate-
probably, provide
for-probably not.
Yes, but education
must be carefully
defined.

SD D DR AR A SA

Reasons for
Disagreeing Minority Comment

REASONS FOR AGREEING AND DISAGREEING



20
b'

(continued)

If your response was different from your
original choice in 20a, please indicate

a level of agreement or disagreement on
the scale provided beside the statement.

21. assure that
health educa- SD D DR AR A SA
tion materi-
als are
available
of patients
and commu-
nity

Mean
A

IQR

AR-A

REASONS FOR AGREEING AND DISAGREEING

Reasons for
Agreeing

Necessary for pa-
tient teaching.
Helps staff recog-
nize need and easy
availability of in-
formation.
Gets someone else
to obtain.

AR
Usually a team ef-
fort.
A certain amount is
essential but 100
bed hospitals can't
do the extensive
job a 600 bed hos-
pital can.
Individual probably
has minimal commu-
nity assessment
skills.

Reasons for
Disagreeing Minority Comment



22. function as
liaison be- SD D DR AR A SA
tween nurs-
ing admin-
istration
and staff

23
a

. define lines
of communi- SD D
cation for
personnel

DR AR A SA

Mean IQR
A A-SA

Reasons for
Agreeing

Best person to in-
terpret needs,
problems feelings
of staff to admin-
istration and from
administration in
a realistic way.
Position in organi-
zational structure
necessitates this.
Nursing Administra-
tion, I assume.
That's the middle
place of nurse su-
pervision.

A A-SA Suggest adding "uses
organizational chart
for defining lines
....Position in or-
ganizational struc-
ture necessitates
this.
Communicating this
to personnel sup-
ports concept of
open lines of com-
munication.

AR
Usually lines are
defined by adminis-
tration--but

Reasons for
Disagreeing

Director of Nurs-
ing should do this
because if both do
it, some problems
would tend to re-
sult.

Minority Comment



Mean
23

a
. (continued)

REVISED STATEMENT

Below is a revised form of statement 23.
Please respond to the questions which "

follow the statement.

23
b'

Clarify lines of communication for
personnel

Do you prefer the revised statement to
the original one? (Please check one)

Yes
No

If your response was different from your
original choice in 23a, please indicate

a level of agreement or disagreement on
the scale provided beside the statement.

24. plan for prop-
er utiliza- SD D DR AR A SA
tion of
staff

Mean
A

Reasons for
IQR Agreeing

clarifies and ex-
emplifies these
lines.

SD D DR AR A SA

Reasons for
Disagreeing Minority Comment

REASONS FOR AGREEING OR DISAGREEING

Reasons for
IQR Agreeing

A-SA Part of planning
function.
Should be done with
staff, however not
to them or for them.
Major proponent of
job. Has awareness
of overall needs or

Reasons for
Disagreeing Minority Comment



24. (continued)

Reasons for
Mean IQR Agreeing

should have.
In good position to
make decisions about
competencies and
how they should be
used.

25. clarify per- A A-SA To make certain
sonnel poli- SD D DR AR A SA there is good un-
cies to derstanding of
staff policies.

Again, position in
organizational
structure neces-
sitates this.
Interpretation, a
major role.

26. orient new
staff to
duties and
organization

SD D DR AR A SA
AR AR-A With some delega-

gation
Others might do
some of this.

Reasons for
Disagreeing

Clarification of
personnel poli
cies should be
interpreted by
whomever is re-
sponsible for
writing them.

AR
Depends on staffing
organization.
To unit, yes. Hope-
fully some inservice
is available for the
overall orientation.
Agree that nurse
should have the ca-
pacity, and would

Disagree, either
instructor or head
nurse does this.
Responsibility of
unit.

Minority Comment



Mean IQR
26. (continued)

Reasons for
Agreeing

need to know and do
if no inservice
staff, only.
Some aspects--hope-
fully there would
be someone assist-
ing with staff de-
velopment.

27. make recom- A A-SA Part of management
mendations SD D DR AR A SA by participation.
as to cri- If responsible for
teria and supervision, should
procedures have input into cri-
for hiring, teria for personnel
promotion, actions.
and ter- This is the job.
mination Actively involved
of staff in the process --

therefore, should
have input.

AR
She and the Director
of Nursing may work
together on this,
but when the recom-
mendations are made
to administration,
it is done by the
Director of Nurs-
ing only.

Reasons for
Disagreeing Minority Comment



28. write perfor-
mance ap- SD D DR AR A SA

praisals

Reasons for
Mean IQR Agreeing
A A-SA Yes, with help of

co-workers and pos-
sibly her Director.
Performance apprais-
als on primary
nurses or team lead-
ers only.
As organizational
lines dictate.
Part of the construc-
tive learning pro-
cess for growth and
development.

AR
Yes, if done in con-
junction with staff
more directly in-
volved with person-
nel.

Only for those di-
rectly responsible
to her.
Prefer self-
evaluation by staff
with concurrence/
discussion--focus on
strengths as related
to job performance
requirements.
Only of immediate
subordinates.

Reasons for
Disagreeing Minority Comment



29. counsel em-
ployees
about per-
formance
strengths
and sug-
gestions
for their
improve-
ment

SD D DR AR A SA

30. seek out,
identify, and SD D DR AR A SA
acknowledge
special
skills in
staff

Mean IQR

A AR-SA

Reasons for
Agreeing

Performance apprais-
als on primary
nurses or team lead-
ers only.
Yes, in line with
day-to-day counsel-
ing.

AR
Only for those di-
rectly responsible
to her.
If it cannot be
handled at the lo-
cal level.

A A-SA Builds on strengths.
Great! Also shows
application of mo-
tivational factors.
Awareness of
strengths as well
as weaknesses is
paramount of effec-
tive communication,
counseling, and
supervision.
Important to the
overall develop-
ment of staff.

Reasons for
Disagreeing Minority Comment



31. investigate
and take ap- SD D DR AR A SA

propriate
action on
incident and
accident re-
ports

32. interpret the
budgetary SD D DR AR A SA
process to
nursing
staff

Mean IQR

A A-SA

Reasons for
Agreeing

Part of control
function. Serves as
part of constructive
learning process.

AR
True, but the taking
of appropriate ac-
tion may be the job
of the Director of
Nursing, Administra-
tor, or another
dept. head.

A AR-SA Interprets with Di-
rector.
Encourages manage-
ment by participa-
tion.
Conveys support.

AR
Depends on the
hospital

This probably
best belongs with
Director.

Reasons for
Disagreeing

Director of Nurs-
ing Service re-
sponsibility.

DR
Disagree with re-
servations. If

nurse-supervisor
has been part of
the budgetary pro-
cess for her unit
or units, then I
would strongly
agree. If the Di-
rector of Nursing
has prepared the

,Minority Comment



Mean IQR

32. (continued

Reasons for
Agreeing

33. communicate A A-SA Part of liaison
changes in SD D DR AR A SA between adminis-
nursing tration and staff
care/per- ....communication
sonnel in true sense of
policies the word--by dis-

cussion, answering
questions,

Reasons for
Disagreeing Minority Comment

budget, then I
suggest she inter-
pret to the nurs-
ing staff. Also,
feel that the role
of the nurse-
supervisor is de-
manding enough in
itself without ac-
cepting more re-
sponsibilities.
I disagree per the
wording.
Nurses don't need
to be taught the
"budgetary pro-
cess," though they
do need to be
taught those as-
pects of cost/
benefit and fiscal
responsibility spe-
cific to their own
management unit.



33. (continued)

34. suggest
changes in SD D

standards for
equipment and
supplies as
necessary

DR AR A SA

Mean IQR

Reasons for
Agreeing

clarifying as neces-
sary.

Primary connection
between administra-
tion and staff.
Shared, sometimes,
with the Director of
Nursing.
This is the job.

AR
This probably best
belongs with Direc-
tor.

A A-SA Agree in that nurse
using clinical ex-
pertise.
Part of meeting pa-
tient needs and "in-
tegration" role of
the head nurse/
supervisor.
Appropriate channel
via staff.

AR
Always a part of her
job but far removed
from being the heart
of it.

Reasons for
Disagreeing Minority Comment



35. identify and
recommend so- SD D DR AR A SA

lution for
problems in
relation to
other de-
partments
and services

36. investigate
patient/
personnel
complaints
and take
action

SD D DR AR A SA

Reasons for
Mean IQR Agreeing
AR AR-SA Wording poor-

should identify
problems and recom-
mend solutions.

Reasons for
Disagreeing

AR DR
Should be able to Would first like
turn over problems to see her/him work
to departments with other depart-
concerned. ments in solving
However, his or problems.
her input is part If the problem im-
of management by pacts on nursing,
participation for but only then.
the whole hospital.
A little of this is
done but very, very
carefully--Nursing
Director should do
it.

Identify, yes....
recommend, to di-
rector.

A A-SA Within her scope of
authority, yes.
She can't fire the
housekeeper or guard,
for example.

AR
Depends upon extent
of action needed.

Minority Comment



36. (continued)

Reasons for
Mean IQR Agreeing

Part of coordina-
tion function.
Complaints from
whom?
In some cases, mere-
ly recommend action,
particularly those
areas not within
nursings domain.

Reasons for
Disagreeing Minority Comment

37. develop and AR AR-A
maintain an SD D DR AR A SA AR
effective Should assist in de-
system of velopment but not
recording have to develop it
and re- Maintain, not develop.

porting Records are an essen-
tial part of commu-
nication and evalu-
ation.
Responsibility shared.
She maintains it but
Director of Nursing
may have a more domi-
nant role in develop-
ing it.
I would expect her
to do this only in
a limited way-for
personnel need-as
the Director would
want to reserve the
right to create her CD

r-.



Mean IQR

37. (continued)

Reasons for
Agreeing

own reporting sys-
tem. If only one
unit--would have to
collaborate with
other supervisors
for consistency.

Reasons for
Disagreeing

38. monitor com- A A-SA Those aspects to Director of Nurs-
pliance with SD D DR AR A SA which she has been ing responsibili-
state and educated by her ty.

federal own boss.
regulations Most of them, any-

way--nurse-supervi-
sor can't know all
--get help from
other specialists
in hospital.
Control function.
Hopefully can en-
courage staff un-
derstanding of reg-
ulations and influ-
ence on funds and
payment if not com-
plied with.
Yes, with help of
others in organiza-
tion.

AR DR
If clinical, if Suggest involve-
not, hospital ment--but

Minority Comment



38. (continued)

39
a

. relieve ad-
ministrative SD D DR AR A SA
and super-
visory per-
sonnel

Mean IQR

Reasons for
Agreeing

administrator.
Only as they apply
to nursing ser-
vice.

AR-A Agree but not clear
on how often and
length.
Is administration
Director of Nurs-
ing Service?
To a limited ex-
tent.
But this depends on
which ones--cer-
tainly the Direc-
tor of Nursing in
a 100 bed hospital
but not the ad-
ministration.

AR
Depends on organi-
zation.
Director of Nurs-
ing and other
nursing supervi-
sory personnel
only.

Reasons for
Disagreeing

responsibility
only where pa-
tients are in-
volved.

Only as a learn-
ing experience not
as an ongoing
practice
Occasionally for
broad experience.

Minority Comment



REVISED STATEMENT

Below is a revised form of statement 39a.
Please respond to the questions which
follow the statement.

39
b'

relieve nursing administrative and
other nurse supervisory personnel SD D DR AR A SA

Do you prefer the revised statement to
the original one in 39

a
? (Please check

one)

Yes
No

If your response was different from your
original choice in 39a, please indicate

a level of agreement or disagreement on
the scale provided beside the statement.

REASON FOR AGREEING OR DISAGREEING

Reasons for
Mean IQR Agreeing

40. evaluate and A A-SA Input source and has
make recom- SD D DR AR A SA awareness of overall
mendations impact.

for policy In order to keep up
and proce- with ever changing
dure changes needs.

Reasons for
Disagreeing Minority Comment

AR
Once again, with the
help of staff input-
management by parti-
cipation.

CD
Incorporate their ideas.



41. develop, par-
ticipate in, SD D DR AR A SA

and follow-
up on orien-
tation
programs

Mean IQR

A AR-SA

Reasons for
Agreeing

Some participation.
Active involvement
of clinical super-
visor demonstrates
value placed on
orientation.

Reasons for
Disagreeing

Head nurse respon-
sibility.

AR
With delegation to
designated persons
Depends on organi-
zation. Usually
expect to "help"
plan and follow-up
but participation
only very limited.
If there is no
staff development
department.
Coordinating func-
tion-"welcoming" to
staff-input into par-
ticipation and de-
velopment more im-
portant than doing
it all.
Not development.
Is a source of in-
put as to effect-
iveness.
Ideally, inservice
staff.

Minority Comment



42a. give direc-
tion in ap-
plication
of primary
management
principles

SD D DR AR A SA

Reasons for.

Mean IQR Agreeing
A AR-A In role of develop-

ment of staff.
As staff needs this.
Direction and guid-
ance are proponents
of the role, espe-
cially as it related
to management.

AR
Depends on organi-
zation.
Suggest statement
read "give leader-
ship in..."
Leadership implies
participative man-
agement and influ-
ence and support
versus directing
and controlling.

Reasons for
Disagreeing

DR
Would agree if for-
mal education or
continuing educa-
tion courses in
management were
included in her
background.

Minority Comment

NOTE: At least two panel members indicated a need for clarification of this item. Inferred in this
item were such management functions as planning, organizing, leading and controlling. In anal-

yzing the questionnaire, all of these functions, excepting leadership, have been alluded to in
other items. In addition clarifying the meaning of this item may necessitate a lengthy explana-
tion. Thus, I suggest omitting this item and substituting at least one or both of the state-
ments below which emphasize the leadership function of management. (Please comment in the

agree-disagree space provided.)



42
b'

promote staff development by involv-
ing nursing staff members in as many SD D DR AR A SA
decision-making situations as pos-
sible.

42
c

. promote teamwork by keeping nursing
staff informed of plans for unit SD D DR AR A SA
functioning and by inviting their
participation in planning

43. participate
in and/or de- SD D DR AR A SA
velop commu-
nity infor-
mation re-
ferral
system

REASONS FOR AGREEING OR DISAGREEING

Reasons for Reasons for
Mean IQR Agreeing Disagreeing Minority Comment
A AR-SA Vital to continui- Pertinent to spe-

ty of patient care cialty, yes; other-
Depends on time wise, get social
availability-- service to do.
this can be very Director of Nurs-
time consuming and ing responsibility.
adequate staffing
is essential.
Do with help of
others in adminis-
tration.
As part of the com-
munity service re-
sponsibility.

AR
Depends upon other
jobs in the organi-
zation.
Participate in-yes;
development is re-
sponsibility of



Mean IQR

43. (continued)

Reasons for
Agreeing

Director of Nurs-
ing.

Participate in im-
portant. Should be
able to give ideas
-not have to devel-
op on own.

44. act as a liai- A AR-SA She may have time to
son between SD D DR AR A SA do this extensively
nursing ser- though.

vice and This calls for so-

other com- phisticated abilities

munity --nice if you can

agencies, get them, but prob-

organiza- ably unrealistic in
tions and the "average" super-
profession- visor.

al disci-
plines AR

Very limited extent
because of time con-
straints.

45. interprets
patient care SD D DR AR A SA

service to
the health
care and
non-medical
communities

Reasons for
Disagreeing

A A-SA Is in a key posi- Director of Nurs-
tion to interpret ing responsible.
needs related to
delivery of health
care and roles of
health care workers
--because of her
active involvement
at the clinical

Minority Comment



45. (continued)

Additional statement for Category I

46. convey current research findings,
as they relate to patient care

Reasons for
Mean IQR Agreeing

level.
Sounds time consum-
ing--but responsible
to see that it hap-
pens, yes.
This is every pro-
fessionals respon-
sibility.
Yes every nurse
should be able to
do this, but espe-
cially at the su-
pervisory level.

AR
Probably ability un-
realistic in the
"average" super-
visor.

SD D DR AR A SA

ReasOns for
Disagreeing Minority Comment

REASONS FOR AGREEING OR DISAGREEING



Dear

APPENDIX G

DUNNING LETTER (2)

OREGON STATE UNIVERSITY
Department of Health

Corvallis, Oregon 97331
(503) 754-2686

Re: The Development of an Instrument for
Identifying Competencies of Nurse-Supervisors
in Small General Hospitals

210

This is to let you know that I have not yet received a reply from you
or the second Delphi questionnaire regarding the identification of
nurse supervisory competencies which was sent to you in February. I

can understand how busy you are and appreciate the time you have taken
to assist me with my study.

In the event that the second Delphi questionnaire was misplaced or
failed to be delivered, I am enclosing a copy with a stamped, addressed
envelope for your convenience.

Thank you for noting this reminder and your promptness in replying.

Yours truly,

Carol M. Brown, R.N., M.S.
Department of Health
Waldo Hall 321
Oregon State University

Enclosures: 2

P.S. If you have already mailed the questionnaire to me, please dis-
regard this. Thank you.



APPENDIX H

DELPHI QUESTIONNAIRE #3 AND INTRODUCTORY LETTER

WALLA WALLA COLLEGE
School of Nursing--Portland Campus

6014 S.E. Yamhill
Portland, Oregon 97215

(503) 235-8871

Dear
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Re: The Development of an Instrument for the
Identification of Nurse-Supervisory Competencies
in Small General Hospitals

Thank you very much for your prompt response to the second Delphi round
for identifying nurse-supervisory competencies. Your personal comments
and suggestions have been greatly appreciated.

The data from the two questionnaires have been analyzed and the findings
indicated that there was no significant difference in mean scores for
individual items excepting in instances where competency statements were
slightly revised. Thus, it has been decided that a third Delphi round
is not necessary for most of the items. However, before proceeding
with the next step of this study, I need your input regarding one com-
petency statement which was initially included in the second Delphi
questionnaire. The competency statement and instructions for respond-
ing to this item are enclosed.

As you probably noted by the letterhead, I am now affiliated with a
School of Nursing in Portland. This transition accounts for some of

the delay in my corresponding with you. I plan to complete this part
of the study by April 1, and thank you for your continuing support of
this project.

'Sincerely yours,

Carol M. Brown, R.N., M.S.
Assistant Professor



INSTRUCTIONS FOR COMPLETING DELPHI QUESTIONNAIRE: Set III

This third questionnaire includes one competency statement. Directions for responding to this item
are below:

In responding to the statement you are asked to:

1. read the statement and the reasons for agreeing or disagreeing.

2. decide upon and check a category of agreement or disagreement. (Your previous response has
been indicated by a red circle.)

If your selection is outside the interquartile range (IQR), (the IQR contains the middle 50 per-
cent of the responses,) please indicate one or two reasons for your decision in the space pro-
vided for Minority Comment. No comment is necessary if your selection is inside the IQR.

Please complete and return the questionnaire in the stamped, addressed envelope within three to five
days or at your earliest convenience. A summary of the results will be sent to you upon the comple-
tion of the study.

The following abbreviations will be used for the agree-disagree categories:

SD - Strongly Disagree
D - Disagree
DR - Disagree with Reservation
AR Agree with Reservation
A - Agree
SA Strongly Agree

Carol M. Brown
Doctoral Candidate, Oregon State University



Delphi Questionnaire: THE IDENTIFICATION OF NURSE-SUPERVISORY COMPETENCIES

Category I. Nursing Care

The Nurse Supervisor in a small
general hospital should be able to:

1. convey current
research find- SD D DR AR A SA
ings as they
relate to pa-
tient care

Mean IQR

AR AR-A

Reasons for
Agreeing

This is one of the
ways to change.
Agree with state-
ment; difficult to
consistently carry
out.
If we assume NS is
role model and the
person responsible
for teaching,
problem-solving,
then research find-
ings in patient
care is both a
vehicle & tool of
the supervisor.

SA
This is true but
will occur about
.0001% of time in
any given year.
Essential for con-
tinuing develop-
ment of the sci-
ence of nursing.
Staff can then
critique, apply,

Reasons for
Disagreeing

I simply don't
think the aver-
age supervisor is
aware of current
research, let
alone able to
convey and apply
findings.

Minority Comment



Reasons for
Mean IQR Agreeing

and evaluate find-
ings relative to
specific situation.

AR
May be beyond her
educational pre-
paration for some
years to come in
small institutions.
Only as the NS con-
tributes as one of
several profession-
al nurses. Staff
& NS need to be
aware of findings
on own.

Reasons for
Disagreeing

DR
"Nice to" but prob-
ably unrealistic to
expect this.

Minority Comment



APPENDIX I

LETTER TO NURSING SERVICE DIRECTORS

Dear
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There presently exists a shortage of qualified nurse-supervisory per-
sonnel in small general hospital settings. The need for management
preparation of nurse-supervisors along with a need for providing ef-
fective access to appropriate inservice and continuing education oppor-
tunities have become apparent nationally as well as here in Oregon.
Before staff development personnel as well as pre-service educators
can deal with the problem, data regarding the role functions and common
professional competencies of the nurse-supervisor must be determined.

I am a nurse who is very much interested in the provision of relevant
inservice and continuing education courses for nurse-supervisory person-
nel in small general hospitals. While enrolled as a doctoral student
at Oregon State University I have had an opportunity to address the is-
sue of management training needs of nurse-supervisors as part of a re-
search project. Specifically, my research is directed to the develop-
ment of an instrument for identifying competencies needed by nurse-
supervisory personnel in small general hospitals. You are being asked
to participate in this research by responding to the developed instru-
ment. Through your cooperation I will be able to test the applicabil-
ity of the instrument as a method to be used in identifying needs for
inservice and continuing education.

Your hospital is one of 20 in Oregon that is being asked to participate
in this study. In addition to yourself, I wish to invite several other
personnel at your hospital to respond to the same instrument. These
include: 1) the hospital administrator; 2) one nursing supervisor rep-
resenting each working shift; and 3) one staff nurse representing each
working shift. The tasks as a participant will include responding to
a 20-minute Nurse-Supervisor Competency Questionnaire and returning it
directly to me in a self-addressed envelope provided. Sample question-
naires are enclosed.

I would be most pleased if you would participate. In January, I shall

be contacting you by telephone to receive your response to this request
and to answer any questions you may have.
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Thank you for your assistance and interest in this research. I am look-
ing forward to further communication with you.

Yours truly,

(Mrs.) Carol M. Brown, R.N., M.S.
Department of Health
Oregon State University
Corvallis, Oregon 97331



APPENDIX J

LETTER OF INTRODUCTION FROM ADVISOR

OREGON STATE UNIVERSITY
Department of Health

Corvallis, Oregon 97331
(503) 754-2686

Dear
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This is to introduce you to Mrs. Carol M. Brown, a candidate for
the Doctor of Philosophy degree in the Department of Health at Oregon
State University, and to invite your participation in her doctoral re-
search. The primary purpose of Mrs. Brown's research is to develop an
instrument for identifying competencies needed by nurse supervisors in
small general hospitals. Secondary to this she wishes to test the
applicability of the developed instrument as a practical method to be
used by small general hospitals in identifying needs for inservice and
continuing education.

Mrs. Brown is a registered nurse with a B.S. degree in nursing
from Walla Walla College and an M.Ed. degree in counseling from Oregon
State University. She has served as a teaching assistant in our De-
partment for the past two years.

We regard her research as having practical application in the
further development of nursing leaders. Your cooperation and assis-
tance in her research will be greatly appreciated.

Sincerely,

John K. Ellis, Ph.D.
Professor of Health,
Major Professor for Mrs. Brown



APPENDIX K

NURSE-SUPERVISOR QUESTIONNAIRE FOR ADMINISTRATORS AND
NURSING DIRECTORS AND INTRODUCTORY LETTERS

OREGON STATE UNIVERSITY
Department of Health

Corvallis, Oregon 97331
(503) 754-2686

Dear Administrator:
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The need for management preparation of nurse-supervisory, along with a
need for providing effective access to appropriate inservice and con-
tinuing education opportunities, has become apparent nationally as well
as here in Oregon. Before staff development personnel as well as pre-
service educators can deal with the problem, data regarding the role
functions and common professional competencies of the nurse-supervisor
must be determined.

While enrolled as a doctoral student at Oregon State University I have
had an opportunity to address the issue of management training needs of
nurse-supervisors as part of a research project. Specifically, my re-

search is directed to the development of an instrument for identifying
competencies needed by nurse supervisory personnel in small general hos-
pitals. You are being asked to participate in this research by respond-
ing to the developed instrument. Through your cooperation I will be
able to test the applicability of the instrument as a method to be used
in identifying needs for inservice and continuing education.

Your hospital is one of 20 in Oregon that is participating in this
study. In addition to yourself, I have invited several other personnel
at your hospital to respond to the same instrument. These include:

1) the director of nursing service; 2) one nursing supervisor repre-
senting each working shift; and 3) one staff nurse (RN) representing
each working shift. (In small hospitals not employing a middle manager,
the charge nurse or RN working directly under the Director of Nursing
Service is considered a nurse-supervisor for this study.) Your task as

a participant will include responding to the enclosed 20-minute ques-
tionnaire and returning it in the addressed, stamped envelope. Please

refer to the enclosed list of Definition of Terms when responding to
questionnaire items.
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All comments and responses will be kept confidential and only summarized
results will be used in any published report. Your Nursing Service De-
partment will receive a report of the results upon the completion of
this study.

Thank you for your help and willingness to participate.

Yours truly,

Carol M. Brown, R.N., M.S.
Department of Health
Oregon State University
Tele: 754-2686

Enc. 2
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OREGON STATE UNIVERSITY
Department of Health

Corvallis, Oregon 97331
(503) 754-2686

Dear Director of Nursing Service:

Re: A Study to Develop an Instrument
for Identifying Competency Needs of
Nurse-Supervisors in Small General Hospitals

Thank you for your willingness to participate in this study designed to
develop an instrument for identifying nurse-supervisory competencies.

As we had discussed earlier by telephone, I am enclosing in this en-
velope a questionnaire for yourself and one for each of the nursing
personnel that have been randomly selected from your hospital for in-
clusion in this study. Enclosed with each envelope is also an insert
entitled, Definition of Terms Used in this Study. Please refer to this
in responding to questionnaire items.

I certainly appreciate your assistance in distributing the question-
naires and your interest in this research.

You will note that your questionnaire has been numbered. This is for
follow-up purposes only. This number will be removed when the data is
tabulated, insuring that your response will be kept confidential. No

individual will be identified and only group comparisons will be made.
You will be receiving a summary of the results at the completion of
the study.

Thank you again, for your help. Please return the questionnaire in the
stamped, addressed envelope by May 25, 1977.

Yours truly,

Carol M. Brown, R.N., M.S.
Department of Health
Waldo Hall
Oregon State University
Tele: 754-2686

Enc. 2
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DEFINITION OF TERMS USED IN THIS STUDY

Nurse supervision: the overall management and operation of one or more
nursing units. Responsibilities also include the growth and de-
velopment of personnel for the attainment of optimum effective
patient care.

Nurse-supervisor: a registered nurse who has as his/her responsibility
that of supervising and administering the nursing care given on
one or more units. This individual carries out the functions of
management as needed under the direction of the Director of Nurs-
ing. The nurse may have the title of Head Nurse, Supervisor,
Coordinator or Director, or some other title as designated by the
hospital.

Management: is the process of getting things done through pd with
people and directing the efforts of individuals toward a common
objective; functions include planning, organizing, staffing, in-
fluencing, and controlling. Considered essential to the perfor-
mance of the five managerial functions are decision-making, coor-
dination, and communication.

Proficiency: is the level or degree of expertness required in the per-
formance of a nursing duty or action.
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NURSE-SUPERVISOR COMPETENCY QUESTIONNAIRE

Purpose of the
Questionnaire: The purpose of this questionnaire is to seek your as-

sistance in providing information that will be useful
in the development of curriculum for hospitals and edu-
cational institutions seeking to offer relevant staff
development programs and courses for nurse-supervisors.

Personal Data

The following questions are included to provide an informational pro-
file of respondents:

1. Present position or assignment: 2.
( ) Hospital Administrator
( ) Assistant Administrator
( ) Director of Nursing Service
( ) Nursing Supervisor
( ) Staff Nurse
( ) Other:

3. Age:
( ) 20-29
( ) 30-39
( ) 40-49

( ) 50-59
( ) 60+

(Indicate Title)

4. Sex:

( ) Male
( ) Female

6. Previous position or
assignment:
( ) Hospital Administrator

or Assistant
( ) Director of Nursing Service
( ) Nursing Supervisor
( ) Staff Nurse
( ) Other:

Highest degree earned:
( ) Associate
( ) Diploma
( ) Bachelor's
( ) Master's

( ) Other:

5 Length of present assignment:
( ) Less than 1 year
( ) 1-3

( ) 4-6

( ) 7-10

( ) More than 10 years

7. Length of previous assignment:

( ) Less than 1 year

( ) 1-3 years
( ) 4-6 years
( ) 7-10 years
( ) More than 10 years

(Indicate Title)

8. Type(s) of continuing and/or inservice education attended within
the past 2 years which pertained to hospital personnel supervision
and/or management:
( ) Workshop ( ) In hospital of employment
( ) Seminar/conference ( ) Outside hospital of employment
( ) Coursework

9. Title(s) of course or content referred to in Question #8:
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Instructions for Completion of Questionnaire

This questionnaire contains statements of nurse-supervisory competen-
cies. You are being asked to indicate the level of proficiency you
think is necessary for each competency in relation to the following:

1. In the first column beside the, competency statement, indi-
cate the level of proficiency the nurse-supervisor should
have with that competency, in general.

2. In the second column, indicate the level of proficiency the
nurse-supervisor should have with that competency in relation
to his/her current job assignment at your hospital.

3. In the third column, indicate the level of proficiency that
is being demonstrated by nurse-supervisors at your hospital.

For each item, please place a check (/) beneath the level which most
closely represents your thoughts. (Levels include No for none; S1 for
Slight; Mo for moderate; Cn for considerable; Cm for complete.)

Example:

What proficiency
must the nurse-
supervisor have
in the ability to:

1. Evaluate de-
tailed quali-
fications of
every newly
hired staff
nurse

In General

I think the
nurse-
supervisor's
level of profi-
ciency with this
competency
should be:

More Our Supervisors'

Specifically Proficiency Level

At this hospital, Our supervisors'
I think the level of profi-

nurse- ciency with this

supervisor's competency is:

level of profi-
ciency with this
competency
should be:
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No S1 Mo Cn Cm No S1 Mo Cn Cm No S1 Mo Cn Cm

A person, in placing a check in the space beneath the term "none" in
the first column felt that the nurse-supervisor did not need to be pro-
ficient in this skill.
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A person, in placing a check in the space beneath the term "consider-
able" in the second column felt that the nurse-supervisor should have
a substantial amount of proficiency with this skill.

A person in placing a check in the space beneath the term "slight" in
the third column felt that the level of proficiency demonstrated by
nurse-supervisors at the hospital was very little or unsubstantial.
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NURSE-SUPERVISOR COMPETENCY QUESTIONNAIRE

Recognizing that no one individual can develop all the desirable skills
demanded by a supervisor's responsibilities, please select those compe-
tencies which you think should have priority in the areas required, and
indicate according to the scale provided.

What proficiency
must the nurse-
supervisor have
in the ability to:

1. give direct pa-
tient care as
appropriate
(e.g. in order
to assess a
difficult sit-
uation, to
teach, to dem-
onstrate
care, etc.)

2. instruct per-
sonnel in
their role
in patient
teaching

3. clarify or ex-
plain lines of
communication
for personnel

In General

I think the
nurse-
supervisor's
level of profi-
ciency with this
competency
should be:

/D

(1) S.- GU

4-,
4-,
RS

CUv 4-3
W

-C S- r- r-
e) 1:7) a.) tr) 0-
C r- -C) c E0 0 0 0= N M L.)

More Our Supervisors'
Specifically Proficiency Level

At this hospital, Our supervisors'
I think the level of profi-
nurse- ciency with this
supervisor's competency is:
level of profi-
ciency with this
competency
should be:

(CS

QJ

1D

S- Q) S.. a)
4-) (1) 4-) 4-, 0.1
ni MI a) 4-) ni 7:1 CL)

_C L. r- r S- r-
cv Cr) Q.) N Q. CL) 0") CI) (/) n.
C r- -C) C E r b C E
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V) L..) L) V) (-.)

No Si Mo Cn Cm No S1 Mo Cn Cm No S1 Mo Cn Cm

No S1 Mo Cn Cm No S1 Mo Cn Cm No S1 Mo Cn Cm

No S1 Mo Cn m No S1 Mo Cn Cm No S1 Mo Cn Cm



4. promote staff
development by
involving nurs-
ing staff mem-
bers in as
many decision-
making situa-
tions as pos-
sible

5. assure that
health educa-
tion materials
are available
for patients
and community

6. work with nurs-
ing staff in
identifying
patient care
problems

7. assess, evalu-
ate and provide
for education
needs of staff

8. function as a
communication
link between
nursing admin-
istration and
staff

9. develop parti-
cipate in, and
follow-up on
orientation
programs

COMMENTS:
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Nore Our Supervisors'
In General Specifically Proficiency Level
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No S1 Mo Cn Cm No Si Mo Cn Cm No S1 Mo Cn Cm

No S1 Mo Cn Cm No S1 Mo Cn Cm No S1 Mo Cn Cm

No S1 Mo Cn Cm No S1 Mo Cn Cm No S1 Mo Cn Cm

No S1 Mo Cn Cm No S1 Mo Cn Cm No Si Mo Cn Cm

No S1 Mo Cn Cm No S1 Mo Cn Cm No S1 Mo Cn Cm

No S1 Mo Cn Cm No S1 Mo Cn Cm No S1 Mo Cn Cm
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More Our Supervisors'
In General Specifically Proficiency Level

10. explain pa-
tient care
service to
medical and
non-medical
persons

a)
C0Z

4-)
C
0)
r-r-

C/1

a)
4-,
Cd
S.

Q.)
-0
0Z

a)

_cl
Cs
S-
(1)

-0
-r-
V)
C0
L.)

(1)
4-)
a)
---
CI_
E0
C)

(1)
C0Z

4-)
-C
C))
r-

1.---
Cl)

(1)
4-)
Cd
S.-
(1)

-1:3
0Z

_ci
(a
S-
(1)

7:1
1-
V)
C
0
(-)

(1.)
4-)
(1)
I--
0..
E
0

(....)

(1)
C0Z

4-)
-C
0)-
r*
V)

(1.)

4-,
Cd
S.-
(1)
-0
0Z

_ci
Cd
S-
(1.1

-0
r--
V)
C0

C.)

(1)
4-)
(1)r-
Ct
E0
L.)

11. counsel pa-
tients and
families in
the identi-
fication and
solution of
problems

12. initiate and
participate
in studies and
research

13. suggest
changes in
standard for
equipment and
supplies as
necessary

14. clarify per-
sonnel poli-
cies to staff

15. evaluate and
make recom-
mendations for
policy and
procedure
changes

No S1 Mo Cn Cm No S1 Mo Cn Cm No S1 Mo Cn Cm

No S1 Mo Cn Cm No S1 Mo Cn Cm No S1 Mo Cn Cm

No S1 Mo Cn Cm No S1 Mo Cn Cm No S1 Mo Cn Cm

No S1 Mo Cn Cm No Si Mo Cn Cm No Si Mo Cn Cm

No S1 Mo Cn Cm No S1 Mo Cn Cm No S1 Mo Cn Cm

No S1 Mo Cn Cm No S1 Mo Cn Cm No Si Mo Cn Cm
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More Our Supervisors'
In General Specifically Proficiency Level

w w16. participate in 4, 4,
4) rti w

and/or develop = L
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ferral system

17. evaluate nurs-
ing care ren-
dered (e.g.
through such
means as pa-
tient visits,
Quality As-
surance pro-
grams, chart
audits, team
conferences)

18. plan for own
attendance at
workshops,
meetings,
seminars,
and classes

COMMENTS:

19. make recom-
mendations as
to criteria
and proce-
dures for
hiring, pro-
motion, and
termination
of staff
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No S1 Mo Cn Cm No Sl Mo Cn Cm No S1 Mo Cn Cm

No S1 Mo Cn Cm No S1 Mo Cn Cm No S1 Mo Cn Cm
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More Our Supervisors'
In General Specifically Proficiency Level

20. relieve nurs-
ing adminis-
trative and
other nurse
supervisory
personnel
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21. monitor com-
pliance with
state and
federal
regulations

22. act as a com-
munication
link between
nursing ser-
vice and
other com-
munity
agencies, or-
ganizations
and profes-
sional

disciplines

23. make joint de-
cisions with
medical staff
in regard to
policies re-
lated to pa-
tient care

4-3
4-3 as -s:
Q

=
0 0 0 0
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No S1 Mo Cn Cm No S1 Mo Cn Cm No S1 Mo Cn Cm

No S1 Mo Cn Cm No S1 Mo Cn Cm No S1 Mo Cn Cm

No S1 Mo Cn Cm No S1 Mo Cn Cm No Si Mo Cn Cm

No S1 Mo Cn Cm No S1 Mo Cn Cm No S1 Mo Cn Cm



24. develop and
maintain an
effective sys-
tem of record-
ing and re-
porting (e.g.
patient unit
activities)

25. explain pro-
cedures and
policies to
patient and
family

26. plan for
proper utili-
zation of
nursing staff

27. promote team-
work by keep-
ing nursing
staff informed
of plans for
unit function-
ing and by in-
viting their
participation
in planning

COMMENTS:

28. counsel em-
ployees about
performance,
strengths, and
suggestions
for their im-
provement
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More Our Supervisors'
In General Specifically Proficiency Level
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29. train and test
proficiency of
staff in new
procedures,
techniques,
and operation
of equipment
and instru-
ments

30. investigate
patient/
personnel
complaints
and take
action

In General
More

Specifically
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Our Supervisors'
Proficiency Level
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31. work with
nursing staff
in identifying
and resolving
problems re-
lated to
equipment and
supplies

32. seek out,
identify, and
acknowledge
special skills
in staff

33. assist nursing
staff in coor-
dinating clini-
cal services
to patients

34. interpret the
budgetary pro-
cess to nurs-
ing staff

No S1 Mo Cn Cm No S1 Mo Cn Cm No S1 Mo Cn Cm

No Si Mo Cn Cm No S1 Mo Cn Cm No S1 Mo Cn Cm

No S1 Mo Cn Cm No Si Mo Cn Cm No S1 Mo Cn Cm

No S1 Mo Cn Cm No S1 Mo Cn Cm No S1 Mo Cn Cm

No S1 Mo Cn Cm No S1 Mo Cn Cm No Si Mo Cn Cm



35. initiate
problem-
solving
conferences
(e.g. as re-
lated to pa-
tient care
and its de-
livery or
personnel
policies)

36. identify and
recommend so-
lution for
problems in
relation to
other depart-
ments and
services

37. orient nurs-
ing staff to
philosophy and
objective of
nursing ser-
vice

COMMENTS:

38. plan and/or
arrange for
nursing atten-
dance at in-
house and out-
side education
activities

39. write perfor-
mance apprais-
als on person-
nel directly
supervised
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40. determine and
recommend staff
pattern based
on patient
need

41. investigate
and take ap-
propriate ac-
tion on inci-
dent and
accident
reports

42. assist nursing
staff to apply
current re-
search find-
ings as they
relate to pa-
tient care

43. communicate
changes in
nursing care/
personnel
policies

44. work with
nursing staff
in developing
and imple-
menting pa-
tient care
plans

45. orient new
staff to
duties and
organization
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APPENDIX L

NURSE-SUPERVISOR QUESTIONNAIRE FOR NURSE-SUPERVISORS
AND INTRODUCTORY LETTER

OREGON STATE UNIVERSITY
Department of Health

Corvallis, Oregon 97331
(503) 754-2686

Dear Nurse:
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You have been randomly selected to participate in a study de-
signed to develop a tool for identifying competencies needed by nurse-
supervisory staff in small general hospitals. Through your cooperation
and assistance, I will be able to test the applicability of the instru-
ment as a method to be used in identifying inservice and continuing
education needs.

You will notice that your questionnaire has been numbered. This

is for follow-up purposes only. This number will be removed when the

data is tabulated, insuring that your responses will be kept confiden-
tial. Only summarized results of this study will be used in any pub-
lished report.

It will only take several minutes to complete the questionnaire.
Please return it in the enclosed, addressed envelope by May 25, 1977.
Enclosed, you will also find an insert, Definition of Terms Used in
This Study. Please refer to this in responding to questionnaire items.

Thank you for your help and participation. If you have any ques-

tions, please do not hesitate to contact me.

Yours truly,

Carol M. Brown, R.N., M.S.
Department of Health
Waldo Hall
Oregon State University
Tele: 754-2686

Enc. 2
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NURSE-SUPERVISOR COMPETENCY QUESTIONNAIRE

Purpose of the
Questionnaire: The purpose of this questionnaire is to seek your as-

sistance in providing information that will be useful
in the development of curriculum for hospitals and edu-
cational institutions seeking to offer relevant staff
development programs and courses for nurse-supervisors.

Personal Data

The following questions are included to provide an informational profile
of respondents:

1. Present position or
assignment:
( ) Director of Nursing Service
( ) Nursing Supervisor
( ) Staff Nurse
( ) Other:

(Indicate Title)

3. Sex:
( ) Male
( ) Female

5. Length of present assignment:
( ) Less than 1 year
( ) 1-3
( ) 4-6
( ) 7-10
( ) More than 10 years

2. Working shift assignment:

( ) 7-3
( ) 3-11

( ) 11-7

4. Age:

( ) 20-29
( ) 30-39
( ) 40-49
( ) 50-59
( ) 60+

6. Previous position or assignment:
( ) Director of Nursing Service
( ) Nursing Supervisor
( ) Staff Nurse
( ) Other:

7. Length of previous assignment: 8.

( ) Less than 1 year
( ) 1-3 years
( ) 4-6 years
( ) 7-10 years
( ) More than 10 years

(Indicate Title)

Highest degree earned:
( ) Associate
( ) Diploma
( ) Bachelor's
( ) Master's

( ) Other:

9. Type(s) of continuing and/or inservice education attended within
the past 2 years which pertained to nurse-supervision and/or manage-
ment of personnel:
( ) Workshop ( ) In hospital of employment
( ) Seminar ( ) Outside hospital of employment
( ) Coursework

10. Title(s) of course or content referred to in Question 1:
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Instructions for Completion of Questionnaire

This questionnaire contains statements of nurse-supervisory competen-
cies. You are being asked to indicate the level of proficiency you
think is necessary for each competency in relation to the following:

1. In the first column beside the competency statement, indicate
the level of proficiency the nurse-supervisor should have with
that competency, in general.

2. In the second column, indicate the level of proficiency the
nurse-supervisor should have with that competency in relation
to his/her current job assignment at your hospital.

3. Then finally, you are asked to indicate your level of profi-
ciency in relation to each competency statement.

For each item, please place a check () beneath the level which most
closely represents your thoughts. (Levels include No for none; S1 for
Slight; Mo for moderate; Cn for considerable; Cm for complete.)

Example:

What proficiency
must the nurse-
supervisor have
in the ability
to:

1. Evaluate de-
tailed quali-
fications of
every newly
hired staff
nurse

In General

I think the
nurse-
supervisor's
level of profi-
ciency with this
competency
should be:

Q) L Q)
4-) Q)

4-) M -0 Q)
-C s r- r--

CD Cr) Q) N Cl
C -0 C E0 0 0 0Z

More
Specifically My Proficiency

At this hospital, My level of profi-
I think the ciency with this
nurse- competency is:

supervisor's
level of profi-
ciency with this
competency
should be:

rd
s-
a) 4-)

4-) al -C3
-C S. r- r-
0") a) V) Cl

C r -0 C E
o o o o

(r) (-)

a)r
a) S.-

Q)
a)

ITS -0 CU
S.- r- r

(1) 0) Q1 V) Cl
C r- C E
0 1-- 0 0 0

Cr)

No S1 Mo Cn Cm NO S1 Mo Cn Cm No Si Mo Cn Cm

A person, in placing a check in the space beneath the term "none" in the
first column felt that the nurse-supervisor did not need to be profi-
cient in this skill.
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A person, in placing a check in the space beneath the term "consider-
able" in the second column felt that the nurse-supervisor should have
a substantial amount of proficiency with this skill.

A person in placing a check in the space beneath the term "slight" in
the third column felt that his/her level of proficiency with this
skill was very little or unsubstantial.



APPENDIX M

NURSE-SUPERVISOR QUESTIONNAIRE FOR STAFF NURSES
AND INTRODUCTORY LETTER

OREGON STATE UNIVERSITY
Department of Health

Corvallis, Oregon 97331
(503) 754-2686

Dear Nurse:

239

You have been randomly selected to participate in a study de-
signed to develop a tool for identifying competencies needed by nurse-
supervisory staff in small general hospitals. Through your cooperation
and assistance, I will be able to test the applicability of the instru-
ment as a method to be used in identifying inservice and continuing
education needs.

You will notice that your questionnaire has been numbered. This

is for follow-up purposes only. This number will be removed when the
data is tabulated, insuring that your responses will be kept confiden-
tial. Only summarized results of this study will be used in any pub-
lished report.

It will only take several minutes to complete the questionnaire.
Please return it in the enclosed, addressed envelope by May 29, 1977.
Enclosed, you will also find an insert, Definition of Terms Used in
This Study. Please refer to this in responding to questionnaire items.

Thank you for your help and participation. If you have any ques-

tions, please do not hesitate to contact me.

Yours truly,

Carol M. Brown, R.N., M.S.
Department of Health
Waldo Hall
Oregon State University
Tele: 754-2686

Enc. 2
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NURSE-SUPERVISOR COMPETENCY QUESTIONNAIRE

Purpose of the
Questionnaire: The purpose of this questionnaire is to seek your as-

sistance in providing information that will be useful
in the development of curriculum for hospitals and edu-
cational institutions seeking to offer relevant staff
development programs and courses for nurse-supervisors.

Personal Data

The following questions are included to provide an informational pro-
file of respondents:

1. Present position or assignment: 2. Working shift assignment:
( ) Director of Nursing Service ( ) 7-3
( ) Nursing Supervisor ( ) 3-11

( ) Staff Nurse ( ) 11-7
( ) Other:

(Indicate Title)

3. Sex:
( ) Male
( ) Female

4. Age:
( ) 20-29
( ) 30-39
( ) 40-49

( ) 50-59
( ) 60+

5. Length of present assignment: 6. Previous position or assignment:
( ) Less than 1 year ( ) Director of Nursing Service
( ) 1-3 ( ) Nursing Supervisor
( ) 4-6 ( ) Staff Nurse
( ) 7-10 ( ) Other:

( ) More than 10 years (Indicate Title)

7. Length of previous assignment:
( ) Less than 1 year
( ) 1-3 years
( ) 4-6 years
( ) 7-10 years
( ) More than 10 years

Highest degree earned:
( ) Associate
( ) Diploma
( ) Bachelor's
( ) Master's
( ) Other:

9. Type(s) of continuing and/or inservice education attended within
the past 2 years which pertained to nurse-supervision and/or man-
agement of personnel:
( ) Workshop ( ) In hospital of employment
( ) Seminar ( ) Outside hospital of employment
( ) Coursework

10. Title(s) of course or content referred to in Question 9 :
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Instructions for Completion of Questionnaire

This questionnaire contains statements of nurse-supervisory competen-
cies. You are being asked to indicate the level of proficiency you
think is necessary for each competency in relation to the following:

1. In the first column beside the competency statement, indi-
cate the level of proficiency the nurse-supervisor should
have with that competency, in general.

2. In the second column, indicate the level of proficiency the
nurse-supervisor should have with that competency in relation
to his/her current job assignment at your hospital.

3. Then finally, you are asked to indicate the level of profi-
ciency demonstrated by your immediate supervisors in relation
to each competency statement.

For each item, please place a check () beneath the level which most
closely represents your thoughts. (Levels include No for none; S1 for

Slight; Mo for moderate; Cn for considerable; Cm for complete.)

Example:

What proficiency
must the nurse-
supervisor have
in the ability to:

1. Evaluate de-
tailed quali-
fications of
every newly
hired staff
nurse

In General

I think the
nurse-
supervisor's
level of profi-
ciency with this
competency
should be:

More My Supervisor's
Specifically Proficiency Level

At this hospital, My inmediate su-
I think the pervisor's pro-

nurse- ficiency with this

supervisor's competency is:

level of profi-
ciency with this
competency
should be:

(c5

CU a)
r."-

rC)

CU S.- a) Cl.) S-- CU Cl) S.- a)
4-) CU 4-) 4-) CU 4-) 4--) a) 4-)

4-) (LS -1:1 CL) 4-) ruf 'II Q.) 4-) (CS -ti CL)

C S.- r ...0 S.- r-- r _C S.- r
CU CU cn Q. CU C7) CU Cl) Q. CU c CL) cr) 0..
C - C E C ,-- -II C E C -,-- -cs a E
0 0 0 0

Cr) Z tr) c_.) (...) z (r) (....) L.)

No S1 Mo Cn Cm No S1 Mo Cn Cm No S1 Mo Cn Cm

A person, in placing a check in the space beneath the term "none" in
the first column felt that the nurse-supervisor did not need to be pro-
ficient in this skill.



242

A person, in placing a check in the space beneath the term "consider-
able" in the second column felt that the nurse-supervisor should have
a substantial amount of proficiency with this skill.

A person in placing a check in the space beneath the term "slight" in
the third column felt that the level of proficiency demonstrated by
nurse-supervisors at the hospital was very little or unsubstantial.



APPENDIX N

DUNNING LETTER TO HOSPITAL PERSONNEL

OREGON STATE UNIVERSITY
Department of Health

Corvallis, Oregon 97331
(503) 754-2686

Dear
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Re: The Development of an Instrument for
Identifying Competencies of Nurse-Supervisors
in Small General Hospitals

This is just to let you know that I have not yet received from you the
questionnaire regarding the identification of nurse-supervisory compe-
tencies which was sent to you in May. I know how busy you are and ap-
preciate the time you are taking to assist me with this research.

In the event that the questionnaire sent to you was misplaced or failed
to be delivered, I am enclosing a copy with a stamped, addressed enve
lope for your convenience.

Thank you for noting this reminder and your promptness in replying.
Since there are only a limited number of individuals participating in
this study, your response is very important. Thank you, again, for
your help.

Yours truly,

Carol M. Brown, R.N., M.S.

P.S.: If you have already sent the questionnaire to me, please disre-
gard this reminder.
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APPENDIX 0

FOUR CATEGORIES OF NURSE-SUPERVISOR COMPETENCIES AS

STATED IN THE NURSE-SUPERVISOR

COMPETENCY QUESTIONNAIRE

Category I, Nursing Care

1. give direct patient care as appropriate (e.g., in order to assess
a difficult situation, to teach, to demonstrate care, etc.)

2. assist nursing staff to set priorities

3. determine and recommend staffing pattern based on patient need

4. orient nursing staff to philosophy and objective of nursing service

5. work with nursing staff in developing and implementing patient care
plans

6. assist nursing staff in coordinating clinical services to patients

7. work with nursing staff in identifying and resolving problems re-
lated to equipment and supplies

8. initiate problem-solving conferences (e.g. as related to patient
care and its delivery or personnel policies)

9. evaluate nursing care rendered (e.g. through such means as patient
visits, Quality Assurance programs, chart audits, team conferences)

10. make joint decisions with medical staff in regard to policies re-
lated to patient care

11. counsel patients and families in the identification and solution of
problems

12. explain procedures and policies to patient and family

13. work with nursing staff in identifying patient care problems

14. assist nursing staff to understand and apply current research find-
ings as they relate to patient care
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Category II, Education-Training

15. plan and/or arrange for nursing staff attendance at inhouse and
outside education activities

16. plan for own attendance at workshops, meetings, seminars, and
classes

17. initiate and participate in studies and research

18. instruct personnel in their role in patient teaching

19. train and test proficiency of staff in new procedures, techniques,
and operation of equipment and instruments

20. assess, evaluate and provide for education needs of staff

21. assure that health education materials are available for patients
and community

Category III, Management-Coordination

22. function as a communication link between nursing administration
and staff

23. clarify or explain lines of communication for personnel

24. plan for proper utilization of nursing staff

25. clarify personnel policies to staff

26. orient new staff to duties and organization

27. make recommendations as to criteria and procedures for hiring, pro-
motion, and termination of staff

28. write performance appraisals on personnel directly supervised

29. counsel employees about performance, strengths, and suggestions
for their improvement

30. seek out, identify, and acknowledge special skills in staff

31. investigate and take appropriate action on incident and accident

reports

32. interpret the budgetary process to nursing staff

33. communicate changes in nursing care/personnel policies
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34. suggest changes in standard for equipment and supplies as necessary

35. identify and recommend solution for problems in relation to other
departments and services

36. investigate patient/personnel complaints and take action

37. develop and maintain an effective system of recording and reporting
(e.g. patient unit activities)

38. monitor compliance with state and federal regulations

39. relieve nursing administrative and other nurse supervisory per-
sonnel

40. evaluate and make recommendations for policy and procedure changes

41. develop participate in, and follow-up on orientation programs

42. promote staff development by involving nursing staff members in as
many decision-making situations as possible

43. promote teamwork by keeping nursing staff informed of plans for
unit functioning and by inviting their participation in planning

44. participate in and/or develop community information referral system

Category IV, Community Service

45. act as a communication link between nursing services and other
community agencies, organizations and professional disciplines

46. explain patient care service to medical and non-medical persons
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TABLE 31

PREVIOUS EMPLOYMENT POSITIONS HELD BY FOUR HOSPITAL PERSONNEL
GROUPS IN TEN SMALL GENERAL HOSPITALS IN OREGON

(BED CAPACITY 50 to 100)

Positions

Personnel Group
Nurse-

Supervisors
Staff

Nurses
Adminis-
trators

4

Nursing
Directors

Hospital Administration

Directors of Nursing
Services 2

Nursing Supervision 5 6 1

Staff Nursing 2 15 9

Other:

Managerial Position
in Industry 2

Program Director in
Research

In-service Director 1

Office Nurse 1 1

School Nurse 1

Student Nurse 8

Totals 7 9 22 22
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TABLE 32

PREVIOUS EMPLOYMENT POSITIONS HELD BY FOUR HOSPITAL PERSONNEL
GROUPS IN TEN SMALL GENERAL HOSPITALS IN OREGON

(BED CAPACITY 49 or LESS)

Positions

Personnel Group
Adminis-
trators

Nursing Nurse
Directors Supervisors

Staff
Nurses

Hospital Administration

Director of Nursing

3

Services 1 1 2

Nurse-Supervisor 3 3

Staff Nurse 5 13 4

Other:

Office Nurse 1 2

Anesthetist 1 1

Instructor of Nursing 1

Nursing Student 1 2

Totals 3 10 20 11

TABLE 33

LENGTH OF PREVIOUS EMPLOYMENT POSITION HELD BY FOUR HOSPITAL
PERSONNEL GROUPS IN TEN SMALL GENERAL HOSPITALS IN OREGON

(BED CAPACITY 49 OR LESS)

Length of. Employment in Years
Personnel Group +1 1-3 4-6 7-10 t10 Total

Administrators 2 1 3

Directors of
Nursing Service 3 4 1 2 10

Nurse-Supervisors 6 3 5 2 4 20

Staff Nurses 2 5 2 2 11
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TABLE 34

LENGTH OF PREVIOUS EMPLOYMENT POSITION HELD BY FOUR HOSPITAL
PERSONNEL GROUPS IN TEN SMALL GENERAL HOSPITALS IN OREGON

(BED CAPACITY 50 TO 100)

Length of Employment in Years
Personnel Group +1 1-3 4-6 7-10 110 Total

Administrators 1 4 2 7

Directors of
Nursing Service 5 3 1 9

Nurse-Supervisors 2 6 5 6 3 22

Staff Nurses 8 8 6 22
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TABLE 35

TYPE OF CONTINUING AND IN-SERVICE EDUCATION ACTIVITY ATTENDED
BY HOSPITAL PERSONNEL GROUP AND EDUCATION TYPE

Personnel Group
Hospital Nursing

Education Adminis- Nursing Super- Nursing
Type trators Directors visors Staff Total Percent

Workshop 8 16 23 7 54 47

Seminar 7 14 17 5 43 37

Course work 3 4 7 5 19 16

Totals 116 100

TABLE 36

HOSPITAL PERSONNEL ATTENDANCE AT CONTINUING AND IN-SERVICE
EDUCATION ACTIVITY BY PERSONNEL TYPE AND EDUCATION SETTING

Personnel Group
Hospital Nursing

Education Adminis- Nursing Super- Nursing
Type trators Directors visors Staff Total Percent

Outside
Hospital of
Employment 4 10 22 9 45 51.1

Inside
Hospital of
Employment 1 17 19 6 43 48.9

Totals 88 100.0
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TABLE 37

TYPES OF SUPERVISION/MANAGEMENT COURSES, SEMINARS, AND WORKSHOPS
ATTENDED BY HOSPITAL ADMINISTRATORS FROM TWO SIZES

OF SMALL HOSPITALS IN OREGON

Hospital Size

Small Hospitals
(Bed Capacity
50-100 Beds)

Small Hospitals
(Bed Capacity
49 or Less)

Courses, Seminars, and Workshops

1. Hospital Management
2. Management for Supervision
3. How to Expand Hospital Revenue Sources
4. New Techniques in Applied Financial Budgeting
5. In-service Provided through the Oregon Society

for Hospital Personnel Administration

1. Budget Preparation
2. Group Purchasing
3. Patient Care and the Law
4. Personnel Policies as Related to Strategy against

Labor Unions
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TABLE 38

TYPES OF NURSE-SUPERVISION/MANAGEMENT COURSES, SEMINARS, AND
WORKSHOPS ATTENDED BY DIRECTORS OF NURSING SERVICE FROM

TWO SIZES OF SMALL GENERAL HOSPITALS IN OREGON

Hospital Size Courses, Seminars, and Workshops

Small Hospitals
(Bed Capacity
50 to 100)

Small Hospitals
(Bed Capacity
49 or Less)

1. Accountability
2. Cost-finding
3. Developing Patterns for Staffing
4. Employment Process and Performance Appraisal
5. Forum for Nursing Service Administration
6. How to Achieve Good Decision Making
7. How to Handle Negative and Positive Situations
8. Interpersonal Relationships of Personnel
9. Legal Aspects of Nursing Care

10. Management and Supervisory Skills I & II
11. Nursing Practice & Malpractice
12. Primary Nursing
13. Supervisor's Role in Handling Grievances
14. Time Management

1. Accountability of Nursing Administration
2. Assertiveness Training
3. Business Management
4. Caring: The Role of the Nurse
5. Collective Bargaining and Labor Relations
6. Consumer and Health Care
7. Coping with Current Challenges in Administrative

Nursing
8. Employment Procedures & Performance Appraisal
9. Management by Objectives

10. Peer Review
11. Supervision Grievance Procedures
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TABLE 39

TYPES OF NURSE-SUPERVISION/MANAGEMENT COURSES, SEMINARS, AND
WORKSHOPS ATTENDED BY NURSE-SUPERVISORS FROM TWO SIZES

OF SMALL GENERAL HOSPITALS IN OREGON

Hospital Size

Small Hospitals
(Bed Capacity
50 to 100)

Small Hospitals
(Bed Capacity
49 or Less)

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

13.

14.

15.

16.

Courses, Seminars, and Workshops

Allen Management Course
Assessments & Interviewing
Coping with Current Challenges in Nursing Admin-

istration
Dynamic Teamwork
Elements of Supervision
Institute on Evening and Night Nursing Adminis-
tration

Job Satisfaction & Personal Growth
Law and Nursing
Management for Supervisors
Management Skills
Patients' Rights
Personnel Management-Communication
Positive Aspects of Supervision
Supervision and Management II
Supervision for Evening and Night Supervisors
Supervision in Infection Control

1. Assertiveness Training
2. Communication: Humanizing Element of Management

3. Hospital Management
4. Management for Superviors
5. Management Skills
6. Nursing and the Law
7. Primary Care Nursing
8. Supervision for Evening and Night Supervisors

TABLE 40

TYPES OF NURSE-SUPERVISION/MANAGEMENT COURSES, SEMINARS, AND/OR
WORKSHOPS ATTENDED BY STAFF NURSES FROM TWO SIZES

OF SMALL GENERAL HOSPITALS IN OREGON

Courses, Seminars, and/or Workshops

1. Nursing Administration
2. Personnel Management
3. Role Assessment of Hospital Personnel
4. Team Leadership
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TABLE 41

MEAN SCORES, STANDARD DEVIATIONS, AND COMPUTED "F" RATIOS OF HOSPITAL PERSONNEL GROUPS
RELATIVE TO PROFICIENCY LEVELS REQUIRED IN GENERAL

FOR 46 NURSE-SUPERVISOR COMPETENCIES

Personnel Groups (4)

Cate- Nurse Group F

gory Item Administrators (10) Directors (20) Supervisors (44) Staff Nurses (30) Mean Ratio

No. No.
X S.D. S.E. R S.D. S.E. R S.D. S.E. 7( S.D. S.E.

1 4.33 .707 .235 4.14 .478 .104 4.06 .728 .109 4.16 .833 .152 4.13 .376

2 3.55 .726 .242 4.00 .547 .111 3.70 .878 .132 3.86 1.041 .190 3.79 .851

3 4.00 .707 .235 4.14 .963 .210 4.29 .904 .136 4.30 1.055 .192 4.24 .355

4 3.88 .333 .111 3.85 .654 .142 3.72 .845 .127 3.96 .764 .139 3.83 .622

5 2.33 .707 .235 3.14 .792 .173 2.90 1.095 .165 2.90 1.093 .199 2.90 1.338

6 4.33 .707 .235 4.38 .589 .128 4.13 .734 .110 3.90 1.155 .210 4.13 1.502

7 3.77 .833 .277 3.66 1.197 .261 3.15 .952 .143 4.00 .694 .126 3.71 1.585

8 4.11 .600 .200 4.23 1.136 .247 4.36 .865 .130 4.40 .968 .176 4.32 .304

9 3.55 .527 .175 3.80 .679 .148 3.45 1.088 .164 3.96 .889 .162 3.69 2.020

10 4.11 .600 .200 3.76 .539 .117 3.43 .873 .131 3.76 1.104 .201 3.65 2.029

11 4.00 .707 .235 3.61 .740 .161 3.25 1.014 .152 3.66 .994 .181 3.50 2.322

12 3.22 .441 .147 2.90 1.220 .266 2.54 1.109 .167 2.96 1.159 .211 2.79 1.493

13 4.00 .707 .235 3.95 .159 .128 3.61 .753 .113 3.70 1.118 .304 3.74 1.072

14 3.88 .928 .309 4.00 .774 .169 3.95 1.010 .152 4.00 1.259 .229 3.97 .035

T=14
II 15 3.66 .866 .288 4.14 .654 .142 4.00 .610 .092 3.90 .994 .181 3.97 .923

16 2.66 .500 .166 2.76 .768 .167 2.70 1.024 .154 2.90 1.241 .226 2.76 .255

17 4.33 .500 .166 4.28 .643 .140 3.72 .949 .143 3.93 1.172 .214 3.95 2.205

18 3.77 .441 .147 3.95 .497 .108 4.00 .747 .112 3.80 1.063 .194 3.91 .481

19 3.44 1.013 .337 3.42 .870 .189 3.68 .828 .125 3.70 1.290 .235 3.61 .463

20 3.66 1.005 .333 3.19 .813 .177 3.54 1.066 .160 3.60 1.275 .232 3.50 .754

21 3.88 .781 .260 3.52 .749 .163 3.34 1.077 .162 3.63 1.188 .217 3.50 .938

T=7

C.J1



TABLE 41 - Continued:

Personnel Groups (4)

Cate- Nurse Group F

gory Item Administrators (10) Directors (20) Supervisors (44) Staff Nurses (30) Mean Ratio

No. No.
R S.D. S.E. R S.D. S.E. X S.D. S.E. X S.D. S.E.

III 22 3.22 .666 .222 3.52 .749 .163 3.15 .913 .137 3.26 1.142 .208 3.26 .721

23 3.77 .971 .323 3.61 .804 .175 3.56 .818 .173 4.06 1.142 2.08 3.74 1.843

24 4.11 .781 .260 3.66 .658 .143 3.88 .894 .134 3.83 1.053 .192 3.84 .576

25 4.11 .928 .309 3.76 .830 .181 3.84 .861 .129 3.90 1.241 .226 3.86 .285

26 4.22 .666 .222 4.19 .602 .131 4.27 .727 .109 4.27 1.080 .197 4.25 .056

27 4.11 .600 .200 4.04 .497 .108 4.15 .745 .112 4.13 1.041 .190 4.12 .095

28 4.22 ,666 .222 4.09 .359 .117 4.20 .823 .124 4.30 .749 .136 4.21 .317

29 4.00 .500 .166 3.71 .845 .184 3.43 1.189 .179 3.96 .889 .162 3.69 2.034

30 3.77 .666 .222 4.09 .700 .152 4.02 .820 .023 4.33 .606 .110 4.10 1.778

31 4.11 .781 .260 3.95 .804 .175 3.63 1.163 .175 4.13 .776 .141 3.88 1.828

32 3.88 .781 .260 3.80 .980 .214 4.11 .784 .118 4.03 .718 .132 4.00 .745

33 3.55 .726 .242 3.91 1.042 .227 3.47 1.088 .167 3.73 1.048 .191 3.64 .906

34 3.55 1.013 .337 2.90 1.136 .247 2.90 1.216 .183 3.00 1.259 .229 2.99 .771

35 4.11 .781 .260 4.09 .700 .152 3.93 .789 .119 3.93 .691 .126 3.98 .362

36 4.11 .600 .200 3.61 .589 .128 3.61 .841 .126 3.80 .714 .130 3.71 1.376

37 4.11 .600 .200 3.71 1.230 .268 3.86 .851 .128 3.73 1.048 .191 3.81 .452

38 3.11 1.364 .454 3.38 .920 .200 3.45 .998 .150 3.50 1.042 .190 3.42 .356

39 4.33 1.000 .333 4.19 .928 .202 4.34 .713 .107 4.30 .702 .128 4.20 .182

40 4.33 .500 .166 3.80 1.030 .224 4.29 .667 .100 4.13 .899 .164 4.15 1.860

41 3.66 .866 .288 3.61 1.071 .233 3.93 1.065 .160 4.06 1.080 .197 3.88 .896

42 3.59 1.013 .337 3.61 .740 .161 3.22 1.309 .197 3.56 1.072 .195 3.43 .861

43 4.00 1.000 .333 4.19 .679 .148 4.34 .680 .102 4.36 .718 .131 4.28 .803

44 4.44 .726 .242 4.38 .669 .146 3.95 .861 .129 4.10 .803 .146 4.12 1.877

T=23
IV 45 4.33 .707 .235 3.85 .963 .210 3.65 1.055 .159 4.03 .927 .169 3.86 1.639

46 4.22 .666 .222 3.95 .497 .108 3.86 .734 .110 4.00 .871 .159 3.95 .664

X = Mean; S.D. = Standard Deviation; S.E. = Standard Error; Tabular F = 2.70 at the .05 level

* Significant at 0.05 level



. TABLE 42

MEAN SCORES, STANDARD DEVIATIONS AND COMPUTED "F" RATIOS OF HOSPITAL PERSONNEL GROUPS RELATIVE
TO PROFICIENCY LEVELS REQUIRED IN SMALL GENERAL HOSPITALS

FOR 46 NURSE-SUPERVISOR COMPETENCIES

Personnel Groups (4)

Cate- Nurse Group F

gory Item Administrators (10) Directors (20) Supervisors (44) Staff Nurses (30) Mean Ratio

No. No.
3i S.D. S.E. X S.D. S.E. X S.D. S.E. R S.D. S.E.

1 4.66 .500 1.66 4.28 .462 .101 4.09 .801 .120 4.30 .794 .145 4.24 1.767

2 3.55 .726 .242 3.49 .589 .128 3.77 .710 .107 3.73 .868 .158 3.77 .697

3 3.88 .928 .309 4.09 1.044 .227 4.34 .745 .112 4.23 1.330 .243 4.22 .629

4 3.88 .600 .200 3.85 .478 .104 3.72 .845 .127 3.93 .691 .126 3.82 .532

5 2.22 .666 .222 3.04 .920 .200 2.79 .978 .147 2.90 1.093 .199 2.82 1.563

6 4.11 .781 .260 4.14 .654 .142 4.00 .715 .107 3.90 1.028 .187 4.00 .418

7 3.33 .707 .235 3.38 1.071 .233 3.45 .819 .123 3.96 .718 .131 3.57 3.086*

8 4.11 .600 .200 4.04 1.203 .262 4.29 .878 .132 4.30 .952 .173 4.23 .424

9 3.44 .726 .242 3.57 .676 .147 3.47 .999 .150 3.80 .805 .147 3.58 .922

10 4.00 .500 .166 3.76 .624 .136 3.56 .949 .143 3.83 .985 .179 3.72 .930

11 3.77 .833 .277 3.33 .912 .199 3.20 .978 .147 3.63 1.033 .188 3.40 1.657

12 2.44 .881 .294 2.61 1.283 .280 2.50 1.067 .160 2.76 1.135 .207 2.59 .398

13 3.88 .781 .260 3.76 .539 .117 3.54 .819 .123 3.80 1.063 .194 3.69 .804

14 3.77 .971 .323 3.85 .727 .158 3.95 .913 .137 3.93 1.201 .219 3.91 .111

T=14
II 15 3.44 .881 .294 3.90 .539 .117 3.88 .618 .093 3.80 1.030 .188 3.82 .912

16 2.44 .881 .294 2.76 .943 .205 2.56 .899 .136 2.90 1.213 .22] 2.69 .862

17 4.33 .707 .235 4.14 .573 .125 3.77 .936 .141 2.86 1.224 .223 3.92 1.315

18 3.77 .441 .147 3.85 .573 .125 3.72 .845 .127 3.76 1.072 .195 3.77 .111

19 3.22 .971 .323 3.28 1.001 .219 3.52 .875 .132 3.76 1.765 .212 3.51 1.256

20 3.66 .866 .288 3.57 .871 .189 3.68 .982 .148 3.56 1.278 .233 3.62 .097

21 3.66 1.000 .332 3.47 .749 .163 3.18 1.166 .175 3.63 1.325 .242 3.41 1.158

T=7



TABLE 42 - Continued

Cate-
gory Item
No. No.

Administrators (10)

X S.D. S.E.

Personnel Groups (4)
Nurse Group F

Directors (20) Supervisors (44) Staff Nurses (30) Mean Ratio

7( S.D. S.E. X S.D. S.E. X S.D. S.E.

III 22
23

24

25

26

27

28

29
30
31

32

33

34

35

36

37

38
39

40
41

42
43

44
T=23

IV 45

46

3,22 .666 .222 3.33 .795 .173 3.02 .875 .132 3.20 1.214 .221 3.15 .558

3.55 1.013 .337 3.57 .746 .162 3.59 .816 .123 4.06 1.048 .191 3.72 2.106

3.88 .781 .260 3.52 .511 .111 3.79 .851 .128 3.70 .987 .180 3.72 .636

4.22 .833 .277 3.71 .717 .156 3.88 .784 .118 3.83 1.205 .220 3.86 .661

3.88 .928 .309 4.09 .539 .117 4.20 .701 .105 4.43 1.006 .113 4.22 1.418

3.88 .781 .260 3.90 .143 .095 3.88 .894 .134 4.03 1.033 .118 3.93 .194-

4.22 .666 .222 3.85 .727 .158 4.02 .792 .119 4.30 .702 .128 4.08 1.695

3.88 .333 .111 3.80 .928 .202 3.43 1.043 .157 3.90 .922 .168 3.68 1.825

3.77 .666 .222 4.09 .830 .181 3.97 .698 .105 4.30 .794 .145 4.07 1.614

4.00 .866 .288 4.00 .707 .154 3.56 1.043 .157 4.16 .698 .127 3.86 3.098*

3.66 .866 .288 3.52 1.030 .224 3.90 .640 .096 4.10 .712 .130 3.86 2.541

3.44 .726 .242 3.71 1.000 .219 3.38 1.061 .160 2.56 .971 .177 3.50 .560

3.33 .566 .288 2.76 1.179 .257 2.75 1.183 .178 3.03 1.272 .232 2.88 .848

4.00 .866 .288 3,76 .768 .167 3.56 .846 .127 3.86 .730 .133 3.73 1.243

3.88 .600 .200 3.57 .507 .110 3.54 .791 .119 3.70 .836 .52 3.62 .684

3.77 .666 .222 3.47 1.289 .281 3.56 .873 .131 3.63 1.033 .188 3.58 .221

3.00 1.322 .441 3.42 .978 .293 3.25 .967 .145 3.53 1.136 .207 3.34 .806

4.11 .781 .260 4.09 .995 .217 4.95 .823 .124 4.36 .764 .139 4.25 .549

3.77 .666 .222 3.90 .768 .167 4.15 .805 .121 4.13 1.973 .177 4.06 .853

4.55 1.130 .376 3.66 1.064 .232 3.88 .945 .142 4.06 1.014 .185 3.86 .965

3.11 1.054 .351 3.47 .872 .190 3.06 1.189 .179 3.60 1.191 .217 3.30 1.594

3.88 1.054 .351 4.04 .669 .146 4.11 .784 .118 4.46 .571 .104 4.18 2.350

4.33 .707 .235 4.28 .643 .140 3.81 .814 .122 4.00 .909 .166 4.00 2.138

4.22 .833 .277 3.95 .804 .175 3.72 1.064 .160 3.90 .994 .181 3.86 .758

3.88 .781 .260 3.95 .218 .047 3.75 .651 .098 4.00 .909 .166 3.95 .890

X = Mean Score for Hospital Personnel Group; S.D. = Standard Deviation; S.E. = Standard Error

Tabular F = 2.70 at 0.05 level
* Significant at 0.05 level



TABLE 43

MEAN SCORES, STANDARD DEVIATIONS, AND COMPUTED "F" RATIOS OF HOSPITAL PERSONNEL GROUPS
RELATIVE TO PROFICIENCY LEVELS DEMONSTRATED IN

SMALL GENERAL HOSPITALS FOR 46 NURSE-SUPERVISOR COMPETENCIES

Personnel Groups (4)

Cate- Nurse Group F

gory Item Administrators (10) Directors (20) Supervisors (44) Staff Nurses (30) Mean Ratio

No. No.
R S.D. S.E. R S.D. S.E. 7( S.D. S.E. R S.D. S.E.

1 4.22 .666 .222 3.95 .589 .128 2.61 .894 .134 3.76 .897 1.63 3.77 1.760

2 3.33 .500 .166 3.42 .810 .176 3.27 .623 .094 3.06 .944 .172 3.26 1.018

3 3.11 .600 .200 3.80 .872 .190 3.79 .954 .143 3.36 1.320 .242 3.61 1.959

4 3.22 .441 .147 3.28 .845 .184 3.22 .885 .133 3.20 1.030 .188 3.23 .039

5 2.22 .666 .222 2.57 .925 .202 2.52 1.022 .154 2.26 1.010 .185 2.43 .693

6 3.44 .726 .242 3.71 .783 .171 3.56 .759 .114 3.26 1.284 .234 3.50 1.058

7 3.22 .441 .147 3.04 1.111 .243 2.95 .888 .133 2.83 .985 .179 2.96 .475

8 3.11 .600 .200 3.61 1.244 .271 3.79 .954 .143 3.26 1.142 .208 3.54 2.072

9 2.88 .600' .200 3.09 .768 .167 3.09 .910 .137 2.60 1.037 .189 2.93 2.042

10 3.66 .500 .166 3.33 .577 .126 3.29 .929 .140 3.46 1.105 .201 3.38 .542

11 3.55 .726 .242 3.19 .813 .177 2.79 .764 .115 3.03 1.188 .217 3.02 2.155

12 2.22 .971 .323 2.04 1.117 .243 2.34 .963 .145 2.20 1.063 .194 2.23 .402

13 3.22 .971 .323 3.47 .669 .148 3.40 .844 .127 3.23 1.194 .218 3.35 .390

14 2.66 .500 .166 3.52 .813 .177 3.56 1.043 .157 3.20 1.242 .226 3.37 2.353

T=14
II 15 2.77 .666 .222 3.66 .795 .173 3.31 1.006 .151 3.13 1.105 .201 3.28 2.139

16 2.00 .707 .235 2.28 .845 .184 2.31 .909 .137 2.20 1.109 .200 2.25 .327

17 3.44 .881 .294 3.52 .872 .190 3.22 .936 .141 3.06 1.229 .224 3.25 .950

18 3.55 .726 .242 3.61 .740 .161 3.56 .105 .160 3.60 .191 .217 3.58 .016

19 2.77 .833 .277 2.76 .830 .181 3.13 1.069 .161 2.93 1.362 .248 2.97 .681

20 3.33 .866 .288 3.33 1.110 .242 3.43 1.227 .185 3.00 1.339 .244 3.27 .781

21 2.77 .833 .277 3.19 .813 .177 3.25 1.102 .166 2.96 1.376 .251 3.11 .689

T=7

N
Ql



TABLE 43 Continued

Personnel Groups (4)

Cate- Nurse Group F

gory Item Administrators (10) Directors (20) Supervisors (44) Staff Nurses (30) Mean Ratio

No. No.
X S.D. S.E. R S.D. S.E. X S.D. S.E. R S.D. S.E.

III 22 2.77 .441 .147 3.19 .980 .214 2.81 .896 .135 2.63 1.21.7 .222 2.83 .132

23 2.66 1.414 .471 3.19 1.077 .235 3.15 .938 .141 3.03 1.351 .246 3.08 .546

24 3.33 .707 .235 3.28 .717 .156 3.43 .997 .150 3.23 .971 .177 3.33 .305

25 3.77 .833 .277 3.52 .679 .148 3.61 .894 .134 3.52 1.279 .233 3.58 .182

26 3.11 .600 .200 3.90 .700 .152 3.95 .934 .125 3.83 1.205 .220 3.83 2.142

27 3.11 .781 .260 3.42 .746 .162 3.65 .887 .133 3.20 1.204 .221 3.42 1.730

28 3.11 .600 .200 3.66 .856 .186 3.56 1.043 .157 3.20 1.214 .221 3.44 1.401

29 3.44 .527 .175 3.28 .902 .196 3.20 .100 .151 3.13 1.166 .213 3.22 .215

30 3.22 .666 .222 3.76 .943 .205 3.70 .878 .132 3.56 1.006 .183 3.63 .884

31 3.44 .726 .242 3.95 .940 .161 3.45 1.066 .160 3.63 .964 .176 3.60 1.386

32 3.11 .333 .111 3.23 .995 .217 3.77 .803 .121 3.40 1.132 .206 3.50 2.481

33 3.22 .833 .277 3.52 .928 .202 3.06 1.169 .176 3.10 1.184 .216 3.18 .883

34 3.11 .600 .200 2.38 1.023 .223 2.52 1.229 .185 2.20 1.214 .221 2.36 .632

35 3.22 -.666 .222 3.09 .995 .217 3.27 .949 .143 2.66 1.184 .216 3.05 2.237

36 3.00 .500 .166 3.33 .577 .126 3.47 .820 .123 3.00 1.107 .185 3.26 2.374

37 3.33 .500 .166 3.04 1.238 .280 3.40 .923 .139 2.73 1.112 .203 3.13 .051

38 2.66 1.118 .372 3.19 1.077 .235 3.09 .984 .148 2.60 1.248 .227 2.93 1.992

39 3.11 .781 .260 3.85 1.152 .251 3.81 1.105 .166 3.43 1.304 .238 3.65 1.541

40 3.44 .527 .175 3.66 .795 .173 3.79 1.024 .154 3.60 1.162 .212 3.68 .430

41 2.88 .781 .260 3.76 1.136 .247 3.72 1.128 .170 3.40 1.162 .212 3.56 1.846

42 2.66 .707 .235 3.04 .864 .188 2.72 1.188 .176 2.53 1.224 .223 2.73 .912

43 3.11 .928 .309 3.66 .856 .186 3.81 .896 .135 3.66 1.028 .187 3.68 1.445

44 3.55 1.130 .276 3.28 .956 .208 3.36 .917 .138 2.96 1.098 .200 3.25 1.285

T=23
IV 45 3.88 .781 .260 3.80 .813 .177 3.63 .942 .142 3.26 1.080 .197 3.58 1.865

46 2.55 .881 .294 3.22 1.044 .227 3.54 .901 .135 3.10 1.061 .193 3.26 3.074*

X = Mean; S.D. = Standard Deviation; S.E. = Standard Error; Tabular F - 2.70 at 0.05 level

* = Significant at 0.05 level
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TABLE 44

MEAN SCORES FOR HOSPITAL SIZES, AND COMPUTED F-RATIOS FOR SIZE

AND INTERACTION EFFECTS RELATIVE TO PROFICIENCY LEVELS

REQUIRED BY NURSE SUPERVISORS, IN GENERAL, FOR 46 NURSE

SUPERVISOR COMPETENCIES.

Level 1: Proficiency Levels Required by Nurse-Supervisor:
In General

Item No. Size F-Ratio

Category I. L X S x Size Interaction

1 4.05 4.25 1.80 .233

2 3.71 3.93 1.612 .842

3 4.35 4.08 1.979 .331

4 3.86' 3.67 3.818 .187

5 2.75 3.11 3.113 .555

6 4.10 4.17 .151 .420

7 3.63 3.83 1.063 .402

8 4.50 4.11 4.043* .631

9 3.53 3.89 3.579 .593

10 3.56 3.78 1.537 .593

11 3.48 3.56 .162 .226

12 2.86 2.71 .435 1.430

13 3.91 3.78 .141 .554

14 4.02 3.90 .300 1.260

T=14

Category II.

15 3.97 3.98 .004 2.361

16 2.90 2.87 .705 .696

17 3.94 3.97 0.34 .219

18 4.00 3.79 1.644 .314

19 3.61 3.63 .011 1.839

20 3.58 3.39 .768 1.077

21 3.50 3.52 .010 2.256

Category III.

22 3.28 3.25 .022 .787

23 3.83 3.61 1.374 1.708

24 3.97 3.69 2.462 1.585

25 3.84 3.91 .092 .487

26 4.40 4.04 5.203* 3.631*

27 4.22 4.00 1.863 .603

28 4.37 4.98 7.644* 1.791

29 3.59 3.84 1.563 1.457
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Table 44 (cont.)

Item No. Size F-Ratio

Category III L x S x Size Interaction

30 4.10 4.13 .035 .770

31 3.97 3.75 1.273 .302

32 4.04 3.97 .159 1.368

33 3.60 3.70 .228 .664

34 3.08 2.86 .775 .667

35 3.96 4.00 .061 .176

36 3.78 3.61 1.412 1.814

37 3.78 3.87 .195 .588

38 3.53 3.19 3.989* 4.311*

39 4.30 4.28 .035 .731

40 4.22 4.05 1.132 .471

41 3.77 4.01 1.045 2.279

42 3.44 3.41 .018 .923

43 4.37 4.18 1.844 2.349

44 3.06 4.23 1.150 .604

T=23

Category IV

45 3.74 4.05 2.616 2.446

46 3.92 4.00 2.83 2.414

X = Mean Score
L = Hospital Bed Capacity 50 to 100
S = Hospital Bed Capacity 49 and under
Tabular f = 2.70 at 0.05 level
* = Significant at 0.05 level
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TABLE 45

MEAN SCORES FOR HOSPITAL SIZES AND COMPUTED F-RATIOS FOR
SIZE AND INTERACTION EFFECTS RELATIVE TO PROFICIENCY LEVELS REQUIRED
BY NURSE-SUPERVISORS IN SMALL GENERAL HOSPITALS FOR 46 NURSE-
SUPERVISOR COMPETENCIES.

Item No. Size F-Ratio

Category I L X S X Size Interaction

1 4.12 4.41 3.887* .572

2 3.72 3.87 1.090 1.240

3 4.33 4.07 1.525 .835

4 3.93 3.69 2.769 .099

5 2.76 2.94 .818 1.275

6 3.95 4.09 .687 .761

7 3.52 3.66 .620 .392

8 4.40 3.99 4.543* .938

9 3.45 3.79 4.212* 2.363

10 3.57 3.94 4.510* .435

11 3.43 3.36 .096 .135

12 2.76 2.33 2.933* 2.107

13 3.64 3.77 .548 .422

14
T=14

3.94 3.87 .95 .671

ategory II

3181 3186 .149 2.17415

16 2.77 2.58 .793 .999

17 3.97 3.85 .385 .105

18 3.86 3.65 1.425 .192

19 3.67 3.31 3.285* .379

20 3.75 3.46 1.840 .736

21
1=7

3.41 3.40 .002 .681

ategoryIII

3.12 3.19 .131 .24722

23 3.74 3.70 .041 .980

24 3.73 3.63 .797 .374

25 3.76 4.03 2.055 1.120

26 4.31 4.09 1.889 1.244

27 3.94 3.91 .032 .352

23 4.23 3.89 5.558* .922

29 3.49 3.95 5.874* 1.104

30 4.00 4.20 1.820 1.403

31 3.88 3.86 0.19 .744
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Table 45 cont.)

Item No. Size F-Ratio

Category III L X S X Size Interaction

32 3.86 3.88 .008 1.106

33 3.46 3.59 .409 .762

34 3.06 3.63 3.115* .240

35 3.68 3.80 .478 .059

36 3.65 3.61 .066 .886

37 3.53 3.67 .467 .583

38 3.52 3.11 3.873* 2.622

39 4.28 4.23 .61 .304

40 4.07 4.06 .004 .826

41 3.80 3.78 .671 3.383*

42 3.33 3.28 .064 .816

43 4.25 4.08 1.447 1.670

44
T =22

3.95 4.09 .676 .662

Category IV

45 3.69 4.13 5.602* 2.955

46
T=2

3.81 3.97 1.358 1.664

X = Mean Score
L = Hospital Bed Capacity 50 to 100
S = Hospital Bed Capacity 49 or less
Tabular f = 2.70 at 0.05 level
* = Significant at 0.05 level
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TABLE 46

MEAN SCORES FOR HOSPITAL SIZES AND COMPUTED F-RATIOS FOR SIZE
AND INTERACTION EFFECTS RELATIVE TO PROFICIENCY LEVELS
DEMONSTRATED BY NURSE-SUPERVISORS IN SMALL GENERAL HOSPITALS.
FOR 46 NURSE-SUPERVISOR COMPETENCIES.

Item Size F-Ratio

Category I L X S X Size Interaction

1 3.70 3.89 1.178 .274

2 3.26 3.24 .008 .516

3 3.70 3.51 .813 .356

4 3.25 3.20 .058 .912

5 2.29 2.63 2.897* .591

6 3.36 3.76 3.360* 1.727

7 2.97 2.95 .004 .330

8 3.63 3.44 .831 .519

9 2.82 3.08 2.172 2.629

10 3.51 3.29 1.484 .448

11 2.94 3.10 .775 1.635

12 2.28 2.16 .368 1.092

13 3.33 3.40 .161 1.373

14
T=14

3.42 3.32 .239 1.179

Category II

3.33 3.24 .212 .83315

16 2.26 2.24 .013 1.549

17 3.30 3.20 .254 .341

18 3.66 3.49 .688 .647

19 2.98 2.96 .004 .345

20 3.33 3.35 .257 .647

21
T=7

3.06 3.21 .432 1.652

:ategory III

2.98 1.490 .44722 2.74

23 2.99 3.24 1.145 .349

24 3.36 3.32 .040 .061

25 3.44 3.81 3.493* .899

26 3.90 3.75 .648 1.399

27 3.44 3.42 .005 .368

28 3.52 3.32 .937 2.580

29 3.01 3.52 6.782* 7.792*

30 3.50 3.81 2.641 1.801
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Table 48 (Cont.)

Item Size F-Ratio

Category III L X S X Size Interaction

31 3.58 3.65 .129 .791

32 3.40 3.65 1.906 2.299

33 3.15 3.23 .123 2.443

34 2.45 2.25 .769 .603

35 2.94 3.23 2.093 1.008

36 3.21 3.36 .808 1.257

37 3.01 3.30 1.839 .878

38 3.02 2.81 .924 1.817

39 3.60 3.71 .221 1.152

40 3.77 3.55 1.129 .609

41 3.46 3.72 1.333 1.336

42 2.69 2.79 .227 1.395

43 3.66 3.71 .076 1.761

44
T=23

2.98 3.63 11.029* .513

Category IV

45 3.39 3.83 7.229* 1.868

46
T=2

3.03 3.61 9.510* 2.344

X = Mean Score
L = Hospital Bed Capacity 50 to 100
S = Hospital Bed Capacity 49 or less
Tabular f = 2.70 at 0.05 level
* = Significant at -0.05 level


