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The purpose of this study was to explore, through a descriptive method, views of 

registered nurses and unlicensed assistive personnel about their roles. Data sources 

included interviews with three registered nurses and three unlicensed assistive workers 

practicing in partnership on an acute patient care unit. Study findings supported role 

theory assertions that role strain and stress, manifested as role .ambiguity, role confusion, 

role overlapping, and role overload occur when the role transition process and role 

expectations arc not clarified or nurtured among role partners. 

Implications for nursing practice ·include the following: 

1. Nurses in clinical and administrative practice need to be sensitized to the importance of 

nurses and ancillary personnel being active participants in the work redesign process, and 

must support the value of caring that transpires in the nurse-patient relationship. 

2. Role theory can be utilized to understand dynamics that occur in work settings of 

nurses and assistive partners. 
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CHAPTER I 

INTRODUCTION 

The necessity for health care-reform and.a more cost-effective way of caring for 

·individuals in the United States has precipitated many challenges and changes for the 

nursing profession. Due to the decrease in inpatient census and with likely decreases in the 

future, reimbursement for such services and care delivery methods and models are being 

re-examined. Work environments, as well as nursing and technical support roles, are being 

re-engineered and redesigned to enhance efficiency in providing patient care. A care 

delivery system that is econor.llcal, yet provides patients with quality care and meets 

. patient needs and satisfaction, is the goal ofhospital and nut~ing administrators. 

In many settings; a care delivery model has been .implemented, utilizing a category 

of unlicensed assistive.personnel to work in partnership with the registered nurse in 

providing nursing care to inpatients \n the acute care setting. The introduction of this new 

category of multi-skilled ·workers into the health care team spawns some interesting 

questions and considerations. One important consideration is the differentiation of role and 

practice responsibilities between ·the nurse and assistive technician. Many tasks and skills 

that the nurse formerly carried out are now delegated to the technical partner in the health 

care system. Nurses who have attached much importance to these tasks are now required 

to delegate them and concentrate their efforts on "nursing responsibilities," which include 
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the assessment, planning, and implementation of a plan cf care, coordination of discharge 

activities, and provision of health care-education to the patient and family and/or 

significant others,. These professional nursing responsibilities are essential to guiding 

patients through the health care continuum with shorter lengths of stays in the hospital 

setting, and needs for follow-up health care in alternate settings after discharge. 

The aim of this research study was to explore registered nurses' and multi-skilled 

~t 

unlicensed assistive workers' views of their roles when working in a partnership model of 

care delivery. As nursing role responsibilities change and new classifications ofhealth care 

workers are introduced into the health care team, nurses are no longer providing a 

. substantial portion of the personal ~d technical .components of patient care. Research is 

needed to study-aspects of the re-engineered he:Uth care work force, and how changes in 

role responsibility and relationship are viewed by the role occupants. 

Significance of the Study 

The goal of work redesign in patient care is to ensure maximal eflectiveness of 

both employees·and institutional resources to imp~ove patient outcomes. By making sure 

that the "right person does the right work" for patients, many hospitals have incorporated 

the new role of multi-skilled workers to assist the professional nurse. The unlicensed 

assistive personnel work with registered nurses in order to maximize the nurses' expertise 

and support the professional nursing practices. Consistent with nurse practice acts, 

unlicensed assistive personnel perform tasks delegated to them that do not require the 

professional nurses' skill.in assessment, critical thinking, and analysis. Tasks delegated to 

assistive ·personnel may vary among health care facilities and units. Training programs are 
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usually tailored to the facility, along with job descriptions and performance standards. 

These variances, coupled with the rapidity of change the health care community is 

experiencing, have in some instances created fear and mistrust amongst the nursing 

profession. The use of unlicensed assistive personnel is controversial and viewed by some 

as being driven by costs, of no benefit to patients and nurses, and of concern for patient 

safety (Stephany, 1992}. Other nursing views support the use of assistive personnel, citing 

increased patient satisfaction, improved staff morale, greater unit pride, cleaner work 

environments, increased nurse-patient contact; and more efficient use of nursing thne 

(Donovan, Slack, Robertson & Andreoli, 1988). 

Lack of a clear definition of the unlicensed assistive personnel role may lead to role 

ambiguity, lack of consensus on role expectations, and role stress, which in tum may lead 

to low morale and poor job performance (Crawley, Marshall, & Hill, 1993). Nurses 

struggle with issues of delegation, role expansion, and overlapping with the role of the 

assistive technician and concerns for liability and job security. Barriers to delegation that 

exist include fear ofletting go of tasks that have been a familiar part of practice for many 

years. The perceptions of nurses and unlicensed assistive personnel of their roles needs to 

be explored U: environments where constructive work relationships are promoted in order 

to understand current practice patterns and implement effective models of nursing care 

delivery. 

Historical Perspective 

The health care industry in the United States has been experiencing dynamic 

changes over the past 30 to 40 years, growing in both size, cost, and technological 
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-sophistication. The era of technological expansion over the past 30 years has now been 

followed by an era of cost containment. Nursing caFe delivery models have evolved in 

r.esponse to changing technological and economical influences. 

Manthey (1980) described the evolution of models of care delivery from the 1960s 

""' to the 1990s. Functional and team nursing delivery models characterized-the 1960s. The 

transference of "non-nursing" tasks to other personnel and other departments, and the 

development of special teams to perform therapies too time consuming for staff nurses, 

were strategies utilized to offset excessive demands required of the limited supply of 

nursing resources. Team nursing was designed to facilitate effective utilization of auxiliary 

workers (licensed practical nurses and nursing assistants) under the direct supervision of 

registered nurses. To accomplish this, tasks were divided up into components and matched 

to the skill level of the team members. This task-based method ofwork assignment led to 

fragmentation of care, .complex channels of communication, and lack of accountability. 

l ':P 
Registered nurses assumed. the role of team leader, akin to the role of foreman or 

supervisor over a large group.ofpatients. The nutse often had little knowledge of the 

patient problems and the unique needs each patient possessed. The majority of the clinical 

bedside care was given by the nursing assistants, licensed practical nurses, and technicians, 

who performed technical services and functions at their department's convenience. Patients 

became confused about who was doing what to them:, and which care givers were nurses. 

As a result, the nurses did not know their patients well. 
{,,1), 

The 1970s saw an increase in the complexity of patient care and this led to the 

development of a "total patient care". concept (Levi, Montgomery, & Hurd, 1994). One 
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popular care delivery system that promoted the total care concept was primary nursing. 

Primary ·nursing consists of four design elements (Manthey, 1980): 

1) Allocation and acceptance of ilidividual responsibility for decision-making to 

·one individual. 

2) Assignments of daily care by case methods. 

3) Direct person-to-person communication. 

4) One person operationally responsible ·for the quality of care administered to a 

group of patients, 24 hours a day, seven days a week. 

The primary nurse is both a planner of care and giver of care (Manthey, 1980). 
~0 

" Although non-professional caregivers had a role in primary nursing, utilization of licensed 

practical nurses .and nursing assistants was limited. Many hospitals restructured patient 

care services to create an all-registered nurse staff. This system of care delivery and other 

similar systems like modular nursing have remained popular even to the present time. The 

advantages of the total patient care concept include promotion of professional practice, 

nursing satisfaction, accountability, and strengthening of the nurse-patient relationship. 

Along with·these advantages come the disadvantages of this concept, inch,1ding feelings of 

isolation among nurses from one another, decreased opportunities for communication and 

I" 

collaboration, little or no assistive personnel, and the assumption of having to perform too 

many non-nursing functions. 

During the 1980s, the average length of stay of hospital patients shortened, and 

patient ·acuity increased. After implementation·ofthe Medicare reimbursement 'System of 

diagnosis related groups (DRGs) in 1983, cost containment became a focus in all health 
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care agencies. In all institutions, personnel budgets were scrutinized, and the ·numbers and 

types o( caregivers were evaluated (Milstead, 1993). This period was characterized by the 

most recent nursing shortage, where restructurihg ofhospitallabor mix transpired. Almost 

70,000 licensed practical nurses were moved out ofhospital employment between 1980 

o• 

and 1988 and were replaced by regt~tered · nurses (Aiken, 1990). In addition, the non-

nursing service infrastructure of hospitals was. downsized, resulting in fewer personnel in 

support departments such as pharmacy, central· supply, housekeeping, patient transport, 

and administrative and clerical services. Nurses' time spent in non-clinical activities was 

exacerbated due to the downsizing of these support personnel (Aiken, 1990). 

A high turnover in hospital nursing positions due to dissatisfaction of nurses with 

hospital employment contributed to the national nursing shortage. Despite the increase in 

working nurses (a 55% increase between 1977 to 1984), the proportion of vacant 

registered nurse positions doubled between 1985 and 1986. ·On the demand side, although 

patient acuity increased and patients received more care than in years past, lengths of stay 

decreased. The nursing shortage mushroomed in the midst of a substantial . reduction in 

hospital capadty. The rapidity with which. the .nursing shortage of the mid 1980s 

developed suggested that ·increased vacancy rates were due to a changing demand for 

nurses, not a declining supply (Kirby & Garfink, 1991). 

The problems of shrinking reimbursements to health care agencies and resulting 

cost containment and reductions in force have intensified through the 1990s. T.he National 

Bureau of Health Care Statistics' Health Care Financing Administration report of 1993 

projected health care spending in 1993 to exceed $903 billion, accounting for 15% of the 
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. gross domestic product. At the same time that dramatic increases in costs have been seen, 

there is a concern about restricted access to health care services. As Il'.any as 3 8 million 

Americans lack ·health care insurance, and some two million lose their insurance coverage 

each month (Samson, 1993). Consumers want a system that provides basic care and value 

for their health care dollar. Hospitals are being faced with the responsibility of seeking 

ways to provide care that meets changing demands, while maintaining financial stability. 

Not a day·goes by without local and national media attention being focused on 

problems in the health care system and the need for reform. Although this country enjoys a 

sophisticated system of health care with the most technologically advanced support, our 

economy can no longer allow the unrestricted growth in technology and escalatL'lg costs 

which have continued to spiral (S~n, 1993). Hospitals and nursing service 

administrators have been challenged to rethink and redesign ways of providing health care 

to their in-patients. Care delivery models and skill mix are onee again being re-examined in 

order to promote maximum economic efficiency and optimal patient outcomes. The 

employment of an all professional nursing staffis not affordable, and due to the numbers 

of nursing positions that have remained vacant, n.ot a realistic option. The introduction of 

a new class of non-professional workers is under trial in many hospitals. This new 

category of assistive workers combines the skills of a nursing assistant and those of a 

technical worker to assist the registered nurse in caring for patients. 

Work redesign is beco.ming L;e rule rather than the exception. In a 1990 survey of 

782 hospitals conducted by the American Hospital Association (AHA), 97% of the 

institutions surveyed reported that they had introduced some form of nurse-extender 
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. program (Bostrom & Zimmerman, -1993), While the nurse-extender programs varied, the 

common denominator is the utilization of a multi-skilled assistive worker to relieve 

professional nurses of non-professional duties, thereby increasing the time nurses spend in 

professional patient care activities. 

The use of unlicensed assistive personnel bas been the focus of debate and mixed 

feelings on the part of nurses nationwide: Concern over the use of assistants is evident in 

the position statements of various nursing organizations. The Tri-Council for Nursing's 

Statement on Assistive Personnel to the Registered Nurse, the Joint Commission for 

Accreditation of Hospitals Organization's Guidelines·for Making Assignments, the Joint 

Position Statement on Differentiated Practice by the American Hospital Association, the 

American Association ofNurse·Executives, and the National Council of State Boards of 

Nursing's Concept Paper on Delegation (Huber, Blegen, & McCloskey, 1994). 

The California State Nurse's Association has joined the United Mine Workers of 

America in a class-action suit against a Berkeley medical center. They are seeking an 

injunction to halt a restructuring of two pilot units. The Massachusetts Nursing 

Association is launching a "Safe Care Campaign" with town meetings across the state to 

alert the public to the dangers. of understaffing, shortened lengths of stay, and an. increased 

use of unlicensed assistive personnel ( AJN Newsline, 1994). Across the country, nurses 

and nursing organizations are struggling with the issues of work redesign and the 

emergence of new health care rules. Nurses fear that the efforts spent in upgrading the 

professional nurses' image and illuminating the unique role nurses have in providing 

holistic care to meet patients' complex needs are quickly unraveling. There is concern 
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about blurring and d.evaluation of the nursing role, a loss of nursing positions, the future of 

bedside nursing, and the quality of patient care in general (Baer, 1994). 

Experiential Perspective 

As the nurse administrator at an acute care medical center, the researcher was 

challenged with redesigning that hospital's care delivery system in order to meet the 

rapidly changing economic environment,.inpatient.volume, and acuity of care needs ofthat 

community. A care delivery system incorporating the use of a multi-skilled unlicensed 

assistive person as a clinical support to the registered nurse was designed and implemented 

over a four month period of time. This new role was named the Patient Care Technician 

(PCT). An in-house training progr~ was created for the PCT with a didactic and 

supervised clinical· component established. The program included modules reviewing basic 

patient care, taking vital signs, aseptic and sterile technique, taking 12 lead 

electrocardiograms (EKGs), and performing phlebotomy and bedside blood glucose 

monitoring. The PCT's demonstrated competencies during their clinical experiences which 

were documented on competency skills' checklists. The PCT worked under the direction 

and supervision of the registered nurse, and often was in partnership with the nurse, caring 

for a case load of patients. The registered nurse retained responsibility for patient 

assessment and the creation and evaluation of a plan of care. Components of the plan, 

namely many technical tasks, were delegated to the PCT. The intent of the delegation of 

some of these tasks was to allow the professional nurse the time needed for nursing 

activities such as complex assessments, treatments and patient education. Utilization of 

this new level of health care workers was designed to promote a more "patient-focused" 
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environment. Less personnel would be needed to interact·with the patient, and care would 

be better organized where· professional nurses' time and expertise are better utilized. 

This: redesign and implementation process bas been a difficult undertaking. Nursing 

staff are at different stages of adapting to and resisting the change process. The rapidity 

with which the change was planned and implemented precluded the staff participation that 

is so important in the planning and design of a new system ofcare delivery. The players 

did not have an active voice in making the changes and deciding how these changes would 

· affect their roles. The implementation of work redesign leads to a major change in 

registered nurse focus, from priinarily working as a solo practitioner to functioning as a 

manager of patient care responsible for the direction and supervision of an assistive 

partner (Jung, Pearcey, & Phillips, 1994). This change in focus and way of practicing 

nursing is not easy and does not occur overnight. In the researcher's experience, the 

nursing staff did not have the attention paid to its needs that the PCT's had paid to theirs. 

When delivery of patient care and role responsibilities change, nurses need information on 

·new care delivery models, tasks that can be delegated, and delegation skills. Sessions that 

focus on dealing with change, grief, and the grieving process are also necessary. 

Observations of nurses and PCT's·in practice revealed positive interactions and outcomes 

of care. However, along with the positive aspects of these relationships, some difficulties 

became evident. Nurses voiced €:oncems over their role as nurse and expressed discomfort 

in delegating tasks to the PCT's. Some of the PCT's are having difficulties working well in 

a partnership with the registered nurses and, due to the uneasy feelings of the nurses, are 

not getting the direction and nurturing they need in a new role. 
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. In light -of the challenges encountered .in introducing this change~ further study of 

the vi~ws of registered nurses and unlicensed assistive workers of their roles and role 

relationships is indicated . . For the purpose of this study, "view" is defined as the manner of 

regarding something, .an opinion, consideration. or particular way of scrutinizing or judging 

something. The word "viewpoint" is defined as the mental position from which things are 

viewed and judged; a point of view (Webster, 1982). By gaining a better understanding of 

the dynamics that occur in a new role relationship, the nurse administrator can. better 

support staff members. The concepts described in role theory are significant in 

appreciating the processes that occur in role evaluation and role relationships. Role theory 

will be utilized as the theoretical basis for this study. 

Theoretical Basis for the Study 

Organizations can be viewed as social entities created to .serve human needs. 

Hospitals are organizations, and while hospitals may differ from other organizations in 

terms of goals, functions, decision making processes, and bases of authority, they also 

have many features in . common. For example, all organizations have a discemable 

administrative hierarchy, a division oflabor, specified procedures for decision making, and 

a domain within which they market their product or service (Conway, 1988). 

Organizations may be examined from a systems' perspective in which there are role 

subsystems. Within the organization, the role behaviors of the health professional, together 

with the role behaviors of other persons in the organization, form a social system (Katz & 

Kahn, 1978). Role behaviors can be examined in the context of role theory. 

Role theory represents a collection of concepts and a variety of hypotheses that 
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predict how persons will perform in a given role or under what circumstances certain types 

ofbehaviors can be expected. The term "role" has had diverse usage. It has its roots in 

theatrical usage and refers to a part one plays in a drama. It has also been used to indicate 

explanations, demands, descriptions, evaluations, behaviors, and actions. Role is also used 

to refer to overt and covert processes, to refer to self, and to refer to the other (Thomas & 

Biddle, 1979). The term is commonly used to refer to both-the expected and actual 

behaviors associated with a position. The following terms will be used in this study and are 

defined from the framework of:r.ole theory (Hardy & Hardy, 1988): 

A role occupant (role incumbent) is a person who holds a position within the 

social structure (organization). 

Role expectations · (obligations, demands) are position-specific norms that identify 

the attitudes, behaviors, and beliefs required for a role occupant. 

Role performance (role behavior or role enactment) is differentiated behavior or 

action relevant to a specific position. 

Role identity is the individual's interpretation of role expe.ctations. 

A role partner (counter role occupant) is a person who, while occupying an 

interdependent position with the occupant of the partner position, holds role expectations 

for this partner. 

Role making describes the process that takes place when role modification is 

consciously entered into. 

Role ambiguity is a vagueness or lack of clarity of role expectations. 

Role conflict is a situation where role expectations of role participants are 

12 



incompatible. 

Role competence, developed through socialization processes, refers to the capacity 

for adequate role performance. Role . performance involves two or more persons who take 

into account the ongoing nature of the interdependent relationship, their own goals, the 

goals of the other, and the intended outcomes of the relationship. 

Role stress, external to a role occupant, is a social structural condition in which 

role obligations are vague, irritating, difficult, conflicting, or impossible to meet. 

· Role strain is a subjective state of emotional arousal in response to the external 

conditions of social stress. It may be experienced by a role occupant as an increased level 

of awareness, or feelings of distress, anxiety, or frustration. 

The health care system is one of the most rapidly changing and complex systems in 

society and has concomitantly experienced a proliferation of roles. In coping with the 

demands associated with expansion of technology and knowledge and those of consumers, 

health professionals are faced with the continuing need to redefine and realign their roles. 

Role redefinition involves the expected and new patterns of interaction between role 

occupants. It is within the context of this movement toward role redefinition and 

realignment that the theoretical framework of symbolic interaction offers a guideline for 

understanding the process of role change. This framework can be used to explain how 

roles evolve over time and suggests the means by which role patterns can intentionally be 

altered (Hardy & Hardy, 1988). 

Symbolic interaction emerged during the 1930s and 1940s and developed in a 

socio-historical context that had many similarities to the social conditions of the present 
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time. The focus of study in symbolic interaction is very similar to the focus of nursing. The 

unity of person-environment, concern with persons, social integration, the development of 

meaning, the embeddedness of persons in a ·social context, and the reciprocal social 

processes that engage persons are current topics· of interest today. George Herbert Mead, 

a social philosopher, is considered to be the originator of symbolic interaction .. Symbolic 

interaction research and knowledge grew during Mead's tenure at the sociology 

department at the University of Chicago during the 1920s and 1940s (Hardy & Hardy, 

1988). 

· The symbolic interactionist interpretation of roles and role behavior focuses on the 

meaning that the acts and symbols of role occupants in the process of interaction have for 

each other. Symbolic interaction emphasizes the meanings that symbols have for role 

occupants, rather than the normative constraints exerted by the social structure or 

organization .. Symbolic interactionists assert that the actions of individuals occur in 

relation to other individuals. Lines of action are negotiated with role partners who also 

have desired lines of action. Role partners evaluate the attitudes and intentions of others 

and then· act within the. context of the situation. This ability to interpret the intention of the 

behaviors of others is termed role taking. Role taking is a process of anticipating another's 

behavior by viewing it in the context of the other's role (Conway, 1988). Role making, like 

role taking, involves taking the attitudes of others who are involved in an interaction, but 

includes the·element of modifying the interaction to make explicit certain aspects of the 

roles. Turner (1962) described the process of role making as a five phase process where 

role modification takes place. 
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1st Phase: Initiate Behavior. Role occupant initiates behavior. The intent of the 

behavior may not be explicit and completion of the interaction is unpredictable. 

2nd Phase: Other Response. The other role occupant responds on the basis of 

established normative expectations. The other may or may not be aware of the initiator's 

- intent. 

3rd Phase: Initiator/Other Interpretation: Behaviors unfold in successive symbolic 

expressions. Successive responses are based on interpretations of each prior behavior and 

response. 

4th Phase: Altered Response Pattern. Role occupant's role relationship is different 

from that which existed at the onset of the interaction. 

5th Phase: Validation. Altered relationship is acknowledged by behaviors of 

relevant others. Revised expectations emerge for this altered relationship (Conway, 1988). 

When the response of a role partner departs from the familiar expectations in some 

phase of the interaction and the other role partner accepts that departure, then role making 

takes place, and some part of the role( s) have been modified.· If acceptance and validation 

of the different interactions and behaviors does not occur, role enactment becomes 

problematic. Role stress, including role conflict, role ambiguity, and role overload, may 

.occur as a result, and is probably more prevalent today than ever before. Of major concern 

is the effect that role strain has on a role partner, and on the output or productivity of the 

relationship. Role strain impacts· the counter role occupant and results in an increased use 

in resources by both partners, generally impacting the relationship and the outcomes of the 

relationship. Being that the interest here is the relationship between nurse and unlicensed 
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assistive partner, the impacted outcome would -be patient care. 

Role conflict occurs when the role occupant perceives existing role expectations as 

being contradictory or mutually exclusive. Conflict is inevitable in organizations; therefore, 

role conflict is also inevitable. Conflict may occur between different classifications of 

workers, for example, the professional and non-professional worker and the administrative 

and non-management worker who sits at a "lower rung" in the organization's hierarchy. 

Ehrenreich and Ehrenreich (1975) studied thy hospital bureaucratic structure and 

administrator/employee relationships. They suggested that nurses and allied health 

professionals are an advantage to hospital administrators and physicians because they take 

pride in their craft, identify with me!Dbers of their own group, and follow the ethics and 

standards of their profession. Less-skilled workers are alienated by their fragmented work, 

identify with others in the institution,. unite around grievances, and require close 

supervision. The authors contended that these differences create two different classes of 

workers where divisiveness among the less-skilled workers enhanced the interests of the 

"controlling elite" (Calkin, 1988). Bucher and Stelling (1969) contended that 

organizations in which professionals work are not truly bureaucratic. When professionals 

control. an organization such as a hospital, the organization is neither purely bureaucratic 

nor purely professional. Professionals negotiate their roles with significant others in the 

organization to create their own roles. These theorists suggested that the different 

interests of the professionals lead to competition and conflict (Hardy & Hardy, 1988). 

Social competence and interpersonal competence are attributes necessary for 

overall role competence. Interpersonal competence refers to the social skill or ability 
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· individuals utilize in attempting to control the outcomes of their interactions. Social 

· competence is the outcome of role relationships through which individuals are equipped 

with the appropriate role skills and strategies which enable them to influence the response 

of others, thereby achieving their own role relegated goals. To engage successfully in 

socially defined· roles, one needs to be able to utilize cognitive skills, skill at role 

bargaining, and relationship ·sensitivity. Role-specific knowledge of the workings of the 

organization are also required. To successfully fulfill a role, motivation, personal. interest, 

energy, time, and involvement are necessary (Hardy & Hardy, 1988). 

Ambiguity for nurses has been related to their diversity of role partners, the lack of 

clarity in role expectations, and to an uncertainty· of how to utilize sub-roles of the nursing 

roles. In the health care professions, a considerable amount of ambiguity and uncertainty 

centers around knowledge, and the lack thereof In studies of nurses and organizations 

(Morris, Steers, & Koch, 1979; Rosse & Rosse, 1981), it has been found that role 

ambiguity is more detrimental to role performance, satisfaction, and commitment than is 

role conflict (Hardy & Hardy, 1988). 

When role overload occurs, the role occupant experiences difficulty m fulfilling 

role obligations which are excessive relative to the time available. Excessive demands 

create a need to prioritize in order to have control over one's work. Role overload may be 

due to inadequate resources in the form of knowledge, experience, values, and motivation, 

along with basic skills needed to meet the demands of the role. Having too few personal 

resources, while having to keep up with ·evolving standards of performance and new 

technologies, are common sources of role stress. 
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The literature on role theory describes the problems that may develop when roles 

evolve and role occupant(s) do not successfully interact through this process of change. 

Concepts from role theory will be utilized as a basis to compare registered nurses' and 

unlicensed assistive workers' views of their roles in a health care system where role 

expectations and performance have changed. 

Research Objectives 

The objectives of this study were to explore the following role-related topics: 

1) Registered nurses' views of the uniqueness of their role as "nurse" when 

working in a partnership care delivery model with an unlicensed assistive role 

partner. 

2) Unlicensed assistive partners' views of what is unique or different about their 

role as ·compared to that ·of the nurse. 

3) Commonalities or overlapping or roles as expressed by the role occupants. 

4) Evidence of role ambiguity, role conflict, and/or role stress on the part of the 

role partners, and if present, the utilization of adaptive processes by the 

role partner(s). 

These topics were explored through interviewing nurses and unlicensed assistive 

: technologies. The body of knowledge of role theory was used as a theoretical framework 

upon which to compare and analyze research findings. 

Research Questions and Purpose 

The research question was: What do registered nurses and unlicensed assistive 

personnel view as different~.ating aspects of their roles in .a partnership model of care 
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delivery in the acute care setting? The aim of the study was to gain a better understanding 

of the viewpoints of these partners in practice, and the role relationship that develops in 

this new delivery of care system. While tasks and previously held nursing rituals may be 

delegated to this new assistive role, .. nursing" may not Many nurses are questioning what 

it is they do that is uniquely nursing, and whether it is possible to retain nursing's unique 

focus of the lived experience of caring for persons as they deal with health and illness 

when responsibilities and direct care activities are carried out by others. These nursing 

concerns will be examined in the context of the clinical setting where nurses and 

unlicensed assistive partners are working in practice together. 

Definition of Terms 

The definition of terms that will be used in this study is presented in Appendix A in 

order to establish a common understanding of these terms. References utilized for 

definitions include the American Nurses Association Task Force on Unlicensed Assistive 

Personnel (1992), and the National Council of State Boards ofNursing, Inc. Concept 

Paper on Delegation (1990). 

Summary 

Health care organizations are redesigning patient care delivery systems in response 

to decreasing reimbursements. A partnership model of care delivery is one example of 

work redesign where new roles and role expectations are created for registered nurses and 

multiskilled assistive role partners. As a result of role transition, nurses struggle with 

changing expectations of their practice, issues of delegation, role ambiguity, and concerns 

about liability and job security. The aim of this study was to examine views of registered 
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nurses·and unlicensed assistive personnel about the similar and differentiating aspects of 

their roles. Concepts from role theory were-utilized-to understand the dynamics that occur 

when role partners experience role transition where role expectations, norms, and 

performance charige. A review of the literature focusing on nurses' and unlicensed 

assistive personnel views about their roles and role relationshiops is included in the next 

chapter. 
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CHAPTER IT 

REVIEW OF THE LITERATURE 

· Research/Pilot Project Studies 

The literature includes few research studies focusing on the perceptions of nurses 

and unlicensed assistive personnel of their roles in a redesigned model of patient care 

delivery. There are many studies of pilot projects implemented where unlicensed assistive 

personnel or nurse extenders are utilized to improve work load and the utilization of the 

registered nurse. 

Neidinger, Bostrom, Stricker, Hild, and Zhang (1993) conducted a pilot project 

evaluating the effect on incorporating unlicensed assistive personnel into the existing 

professional practice model at a tertiary care university medical center. In this pilot study, 

a change in the· nursing care delivery system was designed, implemented, and evaluated. 

Outcome measures included personnel costs~ patient satisfaction, composition of work 

activities, and nurse satisfaction. Results revealed an initial increase in personnel costs due 

to registry (external agency staffing) expenses, a slight increase in patient satisfaction 

scores, and a decrease in work satistaction. This study was of interest due to the insights 

r-evealed in the-interviews v.ith the registered.nurses related to the change in the delivery 

system. The following· statements are representative of views of the registered nurses on 

how the unlicensed assi~ive personnel enhance the role of the professional nurse: 
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"I like working with them; they are very helpful and allow me more time to do 

patient teaching, have more interaction, and that is very valuable because the 

nursing assistants are doing baths or making beds." 

"I think it is very successful, helps free up the· professional nurse for more teaching 

and emergency situations. They give the nurse time to do things she never had time 

for." 

The registered nurses also pointed out some drawbacks in utilizing unlicensed assistive 

personnel: 

"With a patient care load, it is hard to predict how many you could use. It depends 

upon the day and what kind of patients we have." 

"I think unlicensed assistive workers are desirable to have on the unit, but I'd hate 

to see the number of registered nurses decrease; they are still the leaders and doing 

the bulk of the work." 

"I do not really approve of their use, and I don't feel 100% safe working with 

. them." 

"Their tasks are very limited (doing baths, making beds, walking patients). If they 

would just do the tasks and not complain, it would be good. But they get tired of 

the tasks, complain, and sit around a lot." 

Study results revealed a preference for assignments utilizing one unlicensed 

assistive worker per three registered nurses. One unlicensed assistive worker for a team of 

registered nurses precipitated situations where thefe was a discrepancy in clarification of 

roles, and lack ofaccmmtability for the oversight of the assistive worker. Partnership 
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pairing of the registered nurses and unlicensed assistive partner, in the limited time if was 

tried, was not preferred due to the associated increase in the patient assignment, placing a 

perceived unreasonable burden on the nurse. The researcher's recommendations, based on 

findings, included the importance of the clarification of roles and the distinction.between 

professional .and non-professional responsibilities of the care delivery team. The clearer the 

registered nurses' expectations and direction of the unlicensed assistive worker, the less 

likely it is that problems regarding role distinction occurs. Limitations of this study include 

the insufficient time allocated for the implementation of the partnership model, not 

allowing for a fair evaluation of its merits and drawbacks, and the absence of the views of 

the unlicensed assistive personnel of_ their roles and preferences for working in a team or 

partnership model with the registered nurse (Neidinger, Bostrom, Stricker, Hild, & Zhang, 

1993). 

Garfink, Kirby, and Bachman (1991) described the implementation and evaluation 

of a nurse ·extender model of patient care delivery at a 3 79-bed acute care teaching 

hospital. In this model, one nurse and one patient care technician (a designation of 

unlicensed assistive worker) consistently worked together caring for a group of patients. 

Results revealed that nurses identified problems With the implementation of the. project. 

Nurses were excluded from the implementation process, were not given clear direction on 

how to use the unlicensed assistive workers, and did not feel supported during the 

transition. Findings included inadequate definition of the unlicensed assistive worker and 

·nurse partner roles, and limited education and preparation for the nurse partner. The 

researchers recommended future research be conducted evaluating quality of care 
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-provided by a nurse and unlicensed assistivt:f helper partnership, and perceived job 

satisfaction of both role partners. A limitation of this study was the absence of exploration 

into the unlicensed assistive personnel views (Garfink, Kirby, & Bachman, 1991). 

A project where a partnership model of registered nurse and multi-skilled assistive 

technician.were paired at an acute care hospital was evaluated both quantitatively and 

qualitatively by Jung (1993). She described positive findings demonstrating patient, staff, 

and physician satisfaction with the model. The nursing staff was satisfied with the assistive 

technician's role, particularly with the performance ofEKGs and phlebotomy, because the 

nurse and patient no longer had to wait for these activities to occur. In addition, the nurses 

reported having more time to spend in professional patient care activities. Negative 

findings of the study included inconsistency in delegation of activities appropriate to the 

unlicensed assistive partner, which prompted additional classes in delegation at the project 

facility (Jung, 1993). 

Jung, Pearcy, and Phillips (1994) conducted a study where 167 registered nurses 

on five medical surgical and intensive care units were given questionnaires to evaluate the 

consequences of a work load redistribution program. The program consisted of an 

increased utilization of nursing assistants and educational sessions for the registered nurses 

focusing on the roles and responsibilities of the nurse and assistant, and the art and science 

of delegation. Questionnaires were completed·before and after the program 

implementation to examine nursing perceptions of work load, job satisfaction, quality of 

patient care, and improvement in the supervision and utilization of the unlicensed assistive 

worker after the word load implementation program's education sessions were offered. 
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The questions for coordination of care and job satisfaction were taken from established 

tools by Price and Mueller, and questions regarding quality of nursing care_and work load 

were taken from Atwood and Hinshaw. They have reported validity and reli~bility. The 

calculated reliability index for 128 registered nurses who .completed the post-program 

surveys ranged from 0.71 to 0.83; therefore, the questionnaire was reliable. Findings 

included registered nurse perceptions of a decreased work load, improvement in quality of 

patient care, and improvement in the supervision and utilization of the unlicensed assistive 

worker after the work load implementation program's educational sessions were offered. 

There was not a statistically significant difference in job satisfaction and coordination of 

care (Jung, Pearcey, & Phillips, 1994). This study was important in demonstrating the 

importance of adequate preparation and education of the nurse when implementing a new 

care delivery -model. This study supported educational sessions for registered nurses to 

review role expectations and delegation skills. A limitation of the study was inattention to 

the unlicensed assistive workers' views, In addition, this study included the traditional 

unlicensed assistive worker role, commonly referred to as a nursing assistant. The role 

studied was not expanded, where more complex and technical components of care are 

assumed by the assistants and "given up" by the nurses. Utilization of multi-skilled 

assistive workers is the direction many hospitals are now heading, creating the need to 

study the impact and outcomes of incorporating this new role into the health care delivery 

team. 

Dewar and MacLeod Clark (1992) conducted a review ofthe British literature on 

the role of the paid non-professional nursing helper. Studies cited focused on attitudes of 
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nurses toward non-professional helpers, activities performed by the helpers, and division 

oflabor. Findings included nurses being protective over their role (Pembrey, 1986), 

resistance of nurses to give up. some oftheir duties to other staff(Chapman, 1990), role 

expansion and role overlapping where support staff were given additional tasks (Malby, 

1990), and mixed feelings on the part ofprofessional nurses towards the helper role 

(Feinmann, 1989). The· British studies in the review based their research on the role of the 

existing auxiliary nursing helper. The expanded helper role reviewed in this research study 

was not researched. Based upon their review of the literature, the researchers commented 

on the number of studies found that explored registered nurse expectations and 

perceptions of their roles and others, while little attention has been paid to the assistive 

worker. They recommended further studies be carried out looking at the new unlicensed 

assistive p.ersonnel role, the possible monotony of the assistive worker role, the difficulties 

nurses face in providing supervision and the reluctance in giving up non-nursing duties, the 

relationship between the nurse and assistive helper, the lack of clear definition of roles, 

and how these roles can best complement each other (Dewar & MacLeod Clark, 1992). 

The empirical studies in both the American and British literature call for additional 

research exploring the roles of the registered nurse and unlicensed assistive workers in a 

redesigned patient care delivery model. The views of the unlicensed assistive worker have 

not been explored, and the dynamics of the roles in partnership, including similarities and 

differentiating aspects, merit further study. 

Professional Literature 

The current professional literature in nursing, hospital and health care 
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administration abounds with news and views of redesigned care delivery models and 

utilization of the unlieensed assistive helper. The AJN Newsline section of the American 

Journal ofNursing, publishes headlines, national and state nursing organization views, and 

activities on a monthly basis. Issues consistently appearing in these pages include adequate 

staffing ratios, nursing job security, quality of care issues, and the utilization of the new 

category of multi-skilled unlicensed assistive workers. The December 1994 issue 

presented the clashing views of the American Nurses Association and trade union officials 

with those of the American Organization ofNurse Executives and the American Health 

Care Association regarding federally set nurse-patient ratios. Testimony presented to the 

Institute of Medicine panel included nurses reporting fear of calling in sick or refusing an 

assignment, working short staffed; ·lay-offs of nurses, and replacement of nurses with 

unlicensed personnel, which seriously affects quality of care. . 

Baer and Gordon (1994) commented on work redesign in the American Journal of 

Nursing:· 

· "Today, anyone, it seems, can be a nurse. Or, to be more precise, a care assistant, 

patient care technician or multi-skilled caregiver. All across the country, 

hospitals are trying to contain costs by replacing experienced registered nurses 

with unlicensed assi~tive personnel. · Nursing vice presidents are implementing 

these changes, and staff nurses are training and supervising their own 

replacements. Now is the time for nursing to assert, as a unified profession, with 

one clear voice, that only qualified nurses. can giv.e safe, comprehensive patient 

care. Now is the time to act. Write to your representatives in Congress and your 
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state legislators. Ask yeur association or union to conduct informational picketing 

in front of your hospital. Circulate the American Nurses Association's booklet, 

"Every Patient Deserves a Nurse." Educate the public. Make them aware that 

bedside nursing is in jeopardy--and when nursing is in jeopardy, so is patient care. 

The delivery of patient care by nurses at the bedside is under siege. And if this 

siege is successful, nursing as we know it will be destroyed" (Baer & Gordon, 

1994). 

An article in·the Winter 1994 issue ofREVOLUTION--The Journal ofNurse 

Empowerment also reports American Nurses Association testimony before the October 

19, 1994 Institute ofMedicine's Commission on the Adequacy ofNurse Staffing. G. 

Johnson, an ANA Board Member, testified: 

"Health care institutions have sharply reduced nursing staffs in a short-sighted 

attempt to cut immediate oosts. More than ever before, health care is a 

business, and the "bottom line" is increasingly stressed above all other priorities. In 

their quest to save money in operating budgets, many health care institutions are 

cutting the· nursing staff and attempting to deliver care with smaller numbers and 

lower percentages of registered nurses. Through their wholesale redesign of 

patient care organizations and their use of unlicensed staff: hospitals are essentially 

forcing consumers to accept an untested product. Patients who receive care under 

these innovative.models are, in essence, the subjects of field experiments, without 

their knowledge or explicit consent." 

These authors bring to the forefront the anxiety and unrest -that exists in the 
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nursing profession today. The language used is akin to a call to anns, a rallying of the 

troops to meet the ·battle that is brewing. Of consequence, these articles do point to a need 

for further testing and study of redesigned care delivery models and the use of unlicensed 

assistive personnel. This recommendation is made by practitioners, regardless of which 

side of the issue they support. 

Porter-O'Grady presented a more balanced view of work redesign, in that health 

care organizations must respond to very real and profound changes in the marketplace in 

order to survive in this· competitive environment. He concedes that the driving force 

behind work redesign is economics, · and even though redesign can mean fewer nursing 

positions at the bedside, it can also mean greater job satisfaction as it frees nurses from 

non-nursing tasks. The importance of planning and careful implementation with nursing 

input, where educational sessions at the outset are conducted to make sure that all players 

fully understand their roles, is stressed. With the changing marketplace and economic 

restraints such as fixed ·reimbursement, a loss ofbedside nursing positions is likely to 

occur, with or without redesign. If done well, redesign enhances the role of the nurse, 

builds meaningful partnerships between nurses and other caregivers, and focuses the 

resources of the organization on the patient (Porter-O'Grady, 1994). 

Summary 

· Work redesign incorporating the use of the multi-skilled unlicensed assistive 

worker in partnership with the registered nurse is a relatively new phenomenon. As such, 

research studies studying this partnership, outcomes of care and perceptions of both 

partners in this team is lacking. The proc·ess of work redesign, coupled with the rapidly 
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changing health care delivery and economic arenas, has spawned much uncertainty among 

nurses. Anecdotal reports and emotional testimony-do not reflect.empirical data that can 

be obtained only through research studies. The review of the research and professional 

literature calls for further studies of patient care delivery models, the.utilization of 

unlicensed assistive workers, and the role uniqueness and similarities of nurse and assistive 

partner. Health care delivery will continue to change and evolve in response to a changing 

technological and economic environment. Research studies will need to keep pace with 

these changes so that patient care and·nursing practice issues are objectively evaluated, 

and the body of knowledge advanced. 
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CHAPTER ill 

:METHODOLOGY 

Research Design 

A descriptive qualitative study was utilized to gain information about the differing 

viewpoints of registered nurses and unlicensed assistive personnel regarding the 

characteristics and differentiating aspects of their roles. Descriptive research is defined as 

an accurate portrayal or account of characteristics of a particular individual, event, or 

group in real life situations for the purpose of discovering new meaning, describing what 

exists, determining the frequency within which something occurs, and categorizing 

information (Burns & Grove, 1993). In descriptive studies, detailed information is 

obtained on the variables under study. No relationships among variables are predicted in 

these studies, although comparisons over time or among populations are frequently made 

during secondary analysis. This design does not look for cause and effect relationships, but 

instead studies variables of determined populations where results provide detailed 

descriptions arranged in some kjnd of order. Conclusions drawn from the data may include 

hypotheses for further study (Brink& Wood, 1994). In this study. the phenomena of 

interest or variables studied are the views of the registered nurses and unlicensed assistive 

workers of their roles. The data was generat~d by interviewing participants who were 

currently working in a partnership model of care delivery on an acute care hospital urtit in 
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. South Florida. A descriptive research process developed by the Florida Atlantic University 

Nursing Administration class (1995) in concert with Ray's views was used as the model 

tbr this study (see Table 1). 
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DESCRIPTIVE RESEARCH PROCESS 

Identification of the Data Collection Data Analysis Discussion of Results Recommendation 
problem Procedures ' 

Introduction to the 1.Sample 1. Coding of data 1. Central theses. Nursing Administration 
problem Results of data Nursing Practice 

anal_ysis. 

Phenomenon of 2. Site 2. Identification of 2. Relationship of Nursing Education 
interest concepts findings to nursing and Nursing Research 

canng 
theories/theoretical 
(role theory) 
frameworks 

3. Method ofData 3. Categorization 
Collection: of conceptual units 
Interviewing 

4. validity & 4.Comparingl 
reliability contrasting of data 

5. Ethics of 
research--
protection of Human 
Subjects 
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Sample Selection 

A sample ofthree (3) registered nurses and three (3) unlicensed assistive personnel 

who were practicing in a partnership model of care delivery on an acute care hospital unit 

were selected. Participants had to meet the following requirements: 1) Be at least 18 years 

of age; 2) Be employed by the participating facility; 3) Be able to speak and understand 

English; and 4) Be willing to participate in the study after it was explained to them and 

their written consent was obtained. Participants were selected after observing them in their 

work environment and. determining tha~ they were willing to participate and openly share 

their views and experiences. The participants were regular full-time members of the staff 

(not float, per diem, or agency workers) in the acute care setting. The six participants had 

each expressed interest in participating in the study when it was described to them by their 

nurse manager. There was one additional staff member who wanted to participate, but 

could not arrange her schedule to accommodate an interview, and therefore, chose not to 

participate. Table 2 represents participant demographic data. Registered nurses (RNs) are 

referred to as RN "A," "B," and "C" to protect confidentiality of the participant identities. 

Nursing educational preparation of participants includes the Bachelors of Science in 

Nursing degree (BSN) and Associate Degree in Nursing (ADN). 

The unlicensed assistive personnel participants are referred to as Patient Care 

Assistants (PCAs) at the site facility. They are identified as PCA "D," "E," and "F" to 

protect confidentiality of their identities. Each PCA participant had Certified Nursing 

Assistant (CNA) training prior to their hospital-based cross-training. 
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TABLE2 

RN DEMOGRAPIDC DATA 

RN "A" RN "B" RN "C" 

Age 35 31 40 

Gender F F F 

Years in Practice 11 2 6-1/2 

Years Employed at 4-1/2 2 5 
Site Hospital 

Years Employed on the 2-1/2 3 2 
Patient Focused Care Unit 

Nursing Education BSN ADN BSN 

UNLICENSED ASSISTIVE PARTNER: 
PATIENT CARE ASSISTANT DEMOGRAPIDC DATA 

Age 

Gender 

Years in Practice 

Years Employed at 
Site Hospital 

Years Employed on the 
Patient Focused Care Unit 

Level of Education 

PCA "D" PCA "E" PCA "F" 

49 36 40 

M . F F 

6-1/2 13 2-1/2 

8 mos. 3 2-1/2 

8 mos. 3 2-1/2 

CNA Cert. CNA Cert. CNA Cert. 
Phlebotomy 
Training 

All Cross Trained at Site Hospital 
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The method of sample selection utilized is referred to as a purposive sample. The 

researcher consciously selects certain subjects to include in the study. Purposive sampling 

is a type of non-probability sampling design. In non-probability sampling, not every 

element of the population has an opportunity for selection in the sample since the 

parameters ofthe population may not be known (Bums & Grove, 1993). Non-probability 

samples are useful when the total population of the designated group is unknown or not 

available (Brink & Wood, 1994). In this study, the population of registered nurses and 

unlicensed assistive personnel working in partnership in an acute care setting could not be 

accurately estimated and, therefore, a non-probability sample was indicated. The small 

sample size is indicative of descriptive research in order to conduct an in-depth study 

where identification of concepts and categories of conceptual units of meaning and 

interpretation of results is enhanced. It is intended that the results will be used as a basis 

upon which to build further studies. 

Research Site 

The site of data collection was a 26-bed medical surgical unit at a South Florida 

acute care hospital. This hospital had recently been acquired by a new for-profit 

corporation. The patient-focused model of care where RNs and UAPs work in partnership 

to deliver .care was in existence for 2-112 years at the time·this study was conducted. The 

participants and Assistant Administrator of Patient Services shared that the 

implementation of the new model of care delivery was completed over a six-month period 

of time. Training sessions were set up for the UAPs (called patient care assistants (PC As) 

at this facility) teaching phlebotomy and 12lead electrocardiogram (EKG) skills. The RNs 
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were also required to attend. the sessions. Departmental meetings were held to describe the 

changes. There was little involvement of the staff in designing the new roles and how the 

roles would interact with the patients and each other. There were no workshops or 

training sessions to discuss role expectations and to assist the professional nurse with 

delegation skills. Although. sessions were created to check competencies ·ofRNs and 

UAPs in regard to technical tasks, discussion groups focusing on implementation, 

reactions to and outcomes from work redesign were not held. During data collection at 

the site, there was scare presence of any representative in a leadership role from nurse 

manager to administrator. This environmental and historical background gives a 

contextual framework within which to understand the experiences and viewpoints 

expressed by the participants. 

Entry to the participating facility was established via contact with the Assistant 

Administrator ofPatient Services who approved of the facility staff participating in the 

study. The researcher described the study to the nurse manager of the acute care unit 

where the study was conducted. The nurse manager met with her staff, described the 

study, and asked staff members who were interested in participating to inform the 

researcher when on site. The researcher observed registered nurses and unlicensed 

assistive worker partner teams in their work setting and selected participants from the 

volunteers for the study. 

- Method of Data Collection 

Participants were interviewed by the researcher. Interviews were arranged at times 

that were convenient for the participants and would not interfere with patient care 
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delivery. Interviews were conducted in. office settings and conference rooms in the hospital 

to preserve privacy. One interview, approximately 30-60 minutes in length, was conducted 

with each participant and tape recorded. Interview questions are listed in Appendix B. The 

interviews were structured in that the same questions were presented in exactly the same 

way, with the same wording, and in the same order to all participants. The questions were 

open-ended to give participants leeway to provide their own answers and had been tested 

in a pilot hospital facility to determine that they were clear and would elicit intended 

information. The questions were designed to allow the participants a free response rather 

than a response limited to or guided by given alternatives. Questions were structured so 

that the first two questions ask for general information about the participant's role 

responsibilities and those of their role partner. These questions address the first two 

research objectives focusing en participants' views about what is unique about their roles. 

The next two questions ask for more specific information about participant views of role 

similarities and differentiation with that of their partner. These questions address the third 

research objective focusing on participants' views about role overlap and commonalities. 

The fourth research objective focusing on evidence of role stress and strain is addressed by 

participant responses to each of the interview questions. 

Validity and Reliability 

Guba and Lincoln's four factors of rigor in scientific research were utilized as a 

framework to guide the conduct oft.his study (Sandelowski, 1986): 1) Truth value; 

2) Applicability; 3) Consistency; and 4) Neutrality. 

Truth Value - The truth value of a qualitative study resides in the discovery of a 
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person's experiences· as they· are lived or perceived by participants rather than in the 

verification of a priori conceptions of those experiences. Truth is subject-oriented rather 

than researcher-defined. Credibility is the criterion against which the truth value of a 

qualitative study is evaluated. A qualitative study is credible when it presents accurate 

descriptions ofhuman experience so that the people having that experience would 

immediately recognize it as their own (Sandelowski, 1986). This accuracy of data 

description was adhered to in this study. The credibility of a study can be threatened by 

the researcher becoming enmeshed with participants, whereby the researcher has difficulty 

separating personal experiences from those of their participants. This threat to credibility 

was avoided by focusing on how this researcher was influenced by a participant, and by 

separately interpreting personal experiences and views in relation to those of the 

participant. 

Qualitative research emphasizes the study of phenomena in their natural settings 

and with few controlling conditions. Generalizability and representativeness are not 

emphasized as in quantitative research due to the. nature of qualitative research studying a 

particular individual's experiences, by a particular researcher, and at a particular time. The 

sample sizes in qualitative studies are usually small so that the large volume of verbal data 

can be managed. In this study, the sample size was limited to three registered nurses and 

three unlicensed assistive personnel for this very reason. Samples in qualitative research 

are often not representative in the quantitative sense, but in qualitative research, any 

participant belonging to a specified group is considered to represent that group. 

Representativeness refers more to the data than to the participants or the setting. 
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Applicability- Guba·and Lincoln suggest that fittingness be the measure against 

which the applicability of qualitative research is evaluated. A study meets the criterion of 

fittingness when its findings can fit into contexts outside the study situation and when its 

audience views its findings as meaningful and applicable in terms of their own experiences 

(Sandelowski, 1986). 

Consistency- Reliability in quantitative studies refers to the consistency, stability, 

and dependability of the test in a procedure and is a necessary condition for validity and 

repeatability of the study. Qualitative studies, on the other hand, emphasize the uniqueness 

of human situations and the importance of experiences that may not be validated through 

the senses. Variations in experiences, rather than repetition, is sought after. A criterion 

utilized to merit consistency of findings in a qualitative study is auditability. A study and 

its findings are auditable when another researcher can follow a decision trail used in the 

study and can arrive at a similar conclusion to that of the researcher. Careful transcription 

of the data, coding, and grouping of data into representative units of meaning are 

important for auditability to occur. Such careful attention to data generation and analysis 

was applied in this study. 

Neutrality - Neutrality refers to the freedom fr'?m bias in the research process and 

findings. The criterion of confirmability will be utilized to evaluate neutrality in this study. 

Confirmability is achieved when auditability, truth value, and applicability are established 

(Sandelowski, 1986). Objectivity, or distance between the researcher and the participant, 

is not a goal of qualitative resear~h. Neutrality in this study in measured by confirmability 

of the results rather than the subjective or objective stance of the researcher. 
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Ethics ofResearch 

Participants in this study received an explanation of the purpose of the study and 

were assured that their participation was voluntary and that they would not lose any 

benefits by their participation. They did not receive any extra. credit or compensation for 

participating in. this project. Participants were not misled or deceived, or had any 

information about the study withheld from them. The Informed Consent Form was 

reviewed with and obtained from each participant prior to data collection. The Informed 

Consent Form is included as Appendix C. 

Confidentiality of the participants' identities and the stored data were maintained 

during the research process. All tape recorded narrative texts have been coded with a code 

number so that participants' identities can not be identified. Tapes were safeguarded by the 

researcher and stored in a locked file drawer. The tapes were destroyed at the conclusion 

of the study. Privacy was maintained by conducting each interview in a private place away 

from the immediate work area. 

There were only minimal risks to participants in this study. It was possible that 

they may have experienced some anxiety or discomfort in relaying personal views of their 

employment situation and particular role with this researcher. However, the explanation, 

assurance of privacy, voluntary nature of the study, and information listed in the Informed 

Consent Form should have minimized anxiety about participating in the study. Participants 

were told prior to. being interviewed that they may have the interview stopped at any time 

if they experienced .fatigue or emotional upset. The researcher respected the participants' 

dignity, self-respect, and honored their wishes. 
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Summary 

A descriptive research design was selected to gain information about the views of 

registered nurses and unlicensed assistive partners of their roles and their partners' roles. 

The research technique utilized for data collection was taped and transcribed interviews 

conducted with a small, purposive sample ofRN and UAP participants. Ethical 

considerations for conducting research were followed by respecting the rights of the 

participants, obtaining informed consent, and respecting the patient care needs and unit 

demands that presented during the data collection process. At no time were patients and 

care delivery inconvenienced at the site facility. Results of the data are presented in the 

next chapter. 
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CHAPTER IV 

RESULTS OFTHEDATA 

Methods ofData Analysis 

The goal of data analysis is to summarize the data so that they provide answers to 

the research questions. Descriptive analysis includes content analysis of unstructured data, 

which results in a summarization of the data into categories. Content analysis is defined as 

the process of structuring unstructured data (Brink & Wood, 1994). 

Taped interviews that were transcribed into a narrative format provided the 

unstructured data in this study. The first step in the process of content analysis was to 

code the data by identifYing key words or phrases. The next step was to identify key 

concepts or themes of similar words and phrases pertaining to each of the research 

questions. The last step included organizing these key concepts into conceptual units of 

meaning, categorized by the research question and by participant role. The key concepts 

and conceptual units of meaning were then examined within the context of role theory to 

better understand the role expectations, competencies, similarities, differentiating aspects, 

and role relationships that develop in a partnership model of care delivery . 

.crulin&..Qf_Data 

Taped interviews were transcribed into a narrative format. From each line of the 

transcribed participant dialogue, key words and phrases were identified. Appendix D is an 
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example of a portion of a transcribed interview. Key words and phrases from each 

interview were then examined for similarities and key concepts. Examples of key phrases 

that were coded from an RN interview include, "checks the intravenous (IV) site," "starts 

the IV," and "gives IV pushes." These phrases were linked m1der the key concept 

"Administers IVs" in reference toRN views of their role. 

Identification of Concepts 

Key concepts were examined, contrasted, and compared with each other. They 

were organized according to similar characteristics, purpose, or meaning, under a heading 

termed "Conceptual Unit of Meaning." An example of a conceptual unit of meaning is 

"The RN as Task Master," which contains the aforementioned key concept of 

"Administers IVs." Conceptual units of meaning were categorized according to the 

question asked and by participant role (i.e., RN and UAP views). The data were then 

organized into tables. RN views will be presented initially, with UAP views presented 

afterwards. Tables 3 through 6 represent conceptual units of meaning and key concepts 

that emerged from the RN interview data. 
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Conceptual Units of Meaning Constructed from RN Views 

TABLE3 

RN VIEWS OF THEm ROLE AS RN 

Conceptual Units of Meaning Key Concepts 

The RN maintains total responsibility for Assesses patient problems 
the patient Accepts the responsibility for care 

delivery 
Is accountable for what the UAP does 
RN s define the nursing process 
RN licenses are on the line 

The RN functions as the "Go-Between" Gives report to the UAP 
Reports lab work to the MD 
Arranges discharge planning with the 
social worker 

Sees that tests are completed 
Everything "goes through the RN" 
The RN is the "go-betweener" with 
everyone 
The RN is the "lifeline" 

The RN as task master Gives medication 
Administers IV s 
Delegates treatments to the UAPs 
Conducts patient teaching 
Treats skin care problems 
RN is the care provider 
Information gatherer 

The RN as patient advocate Stops UAPs from doing certain things 
Reminds the MDs about orders, meds 
Gets the other team members involved 
and consulted 
Looks out for the patient 

In Table 3, four conceptual units of meaning were created to summarize the views 

expressed by the RN participants: 
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1. The RN maintains total responsibility for the patient. 

2. The RN functions as the "go-between." 

3. The RN as task master 

4. The RN as patient advocate 

These concepts are linked in that the RNs expressed many statements that reflected their 

feelings ofbeing the responsible one~ the one to protect and defend the patient, as well as 

the one who is providing the care. None of the participants discussed nursing theory in 

relation to their practice. Anxiety related to heavy work ioad and their "licensed being on 

the line" was expressed often. 

TABLE4 

RN VIEWS OF THE UAP ROLE 

Conceptual Units of Meaning Key Concepts 

The UAP helps assess patient status They are the eyes and ears of the nurse 
They report evidence of skin breakdown 
They know how much the patient eats 
They do the I & 0 

The UAP is the helping hands of the They answer the call lights 
nurse Nurses could not get their work done 

.. without them 
They do the bathing and bedpans 
They sometimes carry out tasks they are 
not authorized to do (i.e., removmg 
heparin lock} 

In Table 4, two conceptual units of meaning were designated as representative of 

the RN views of the UAP role: 

1. The UAP helps assess patients 
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2. The UAP is the helping hands of the nurse 

RNs used descriptive visual terms like they are "the eyes and ears," they "keep watch," 

"see things that we can't get down there to see," and "look out for the patient." RNs 

expressed appreciation for the work and help the UAPs offer. The RNs described the 

UAPs as being like an extension of themselves, their helping hands, eyes, and ears. 
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TABLES 

RN VIEWS ABOUT THE OVERLAPPING/SIMllAR 
ASPECTS OF THEm ROLE AS COMPARED TO THE UAP 

Conceptual Units of Meaning Key Concepts 

Both ar~ caregivers Both carry out personal care for patients 
Sometimes tasks are repeated by one or 
the other 
Both do phlebotomy, technical tasks 
Sometimes work together in a duo to 
care for the patient 
The nurse will give an enema when the 
UAP is busy 

Both are communicators The nurse gives report and the UAP gives 
report 
Both give the patient information 
Both give :MDs information 

Similarity in appearance No difference in uniforms 
The nurse has a stethoscope and the 
UAP has a stethoscope 
We don't always wear name 
badges 

The UAP is often mistaken for the nurse 

Roles are not respected Patients view us as servants 
Doctors come and go and we are left to 
do the work 
Patients are .too demanding 
Patients don't care what you have to do--
if the other patient is coding or there is an 
emergency 
Administration expects us to work short-
staffed 
Administration always "sides with" the 
patients and :MDs 

In Table 5, four conceptual units of meaning were designated related to role 

overlapping: 
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1. Both are caregivers 

2. Both are communicators 

3. Similarity of appearance 

4. Roles are not respected 

The RNs readily expressed similarities in the role functions. Participants did not pause to 

ponder on this question. Many .similarities and shared functions were described including 

providing personal care, technical tasks, answering patient calls, and communicating a 

type of report. The similarity in appearance was shared in the context ofRNs and UAPs 

often being "mistaken for one another." The RNs did not express negative views related to 

similar appearances·. Both role participants wore white or patterned colored uniforms. The 

RNs did not express a desire for the unifonn requirement to be changed for either role. It 

was noted that only one of the three participants wore a name badge designating her name 

and title. None of the RN participants wore a nursing cap or nursing pin. 
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TABLE6 

RN VIEWS ABOUT DIFFERENTIATING ASPECTS OF 
THEIR ROLES AS COMPARED TO THE ROI ... E OF THE UAP 

Conceptual Units of Meaning Key Concepts 

RNs possess the knowing and meaning The RN has more education 
RNs have critical thinking skills 
RNs know the "why and wherefore" of 
patient status and symptoms 
RNs know the physiology of disease 
RNs understand pharmacology 
RNs see the "big picture" 
UAPs know what to do but not why 
UAPs see and report the "pieces" but the 
RN needs to "put the pieces 
together" 
UAPs get the "crash course" for doing 
patient care and procedures 

Authority by virtue of license and The RN is the one with "the license on 
hierarchy the line" 

The RN is ultimately responsible for 
everything 
Some RNs delegate "the dirty work" 
Some RNs take advantage of the UAP 
partner 

In Table 6, two conceptual units of meaning were created: 

1. RNs possess the knowing and the meaning 

2. RNs have the authority by virtue oftheir license and position in the hierarchy. 

The RNs described the difference between the educational preparation that they have in 

comparison with the education the UAPs possess. Critical thinking skills, the 

understanding of the what and why, knowing the meaning behind symptomatology, and 

clinical states and behaviors were described as being important differentiating factors. 
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Although many similarities in practice were share, strong differentiation was made by the 

nurses about the levels and depth of preparation for their respective roles. A holistic 

framework of seeing and caring for the patient was described by statements which 

included, "nurses put all the pieces of the patient together," and "we see the whole 

picture." The possession of the state license to practice nursing was also a key 

differentiating aspect of the role. The possession of the license appeared to be both a 

source of pride and a burden to carry. Multiple references were made by the nurses that 

their licenses were· always on the line. 

Results of the RN Interview Data 

The three RNs interviewed were fairly close in age (31-40), were all female, had 

worked on the patient-focused-care unit from two to three years, and had been employed 

at the site hospital between two to five years. Appreciable differences were found in their 

years in practice as an RN (from two to eleven years) and in their educational preparation. 

Two RNs had their Bachelor of Science in Nursing degrees, and one RN had an Associate 

degree in nursing. The differences in their demographic backgrounds did not appear to 

influence their viewpoints, since there was much similarity in the viewpoints expressed by 

the RN participants. 

RNs viewed their role as important for safe and good quality delivery of patient 

care. They spoke about their responsibility for utilizing the nursing process to create and 

implement a patient plan of care. Concepts that emerged as central to the role ofRN 

included the responsibility they assume, critical thinking skills, their role as a "go-between" 

to assure that communication between or among caregivers happens, their clinical role in 
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· performing procedural tasks, and the importance of their role as patient advocate. An 

example that illustrated the importance attached to critical thinking was the comparison 

one RN participant marle between being an "information gatherer" and an "information 

analyzer." The participant explained that an effective nurse takes the information she 

collects, analyzes it, and looks at the big picture ofwhat it means to the patient and to the 

patient's care. She described .nurses as being ineffective when they just gather or assemble 

the clinical information and do nothing with it. 

RNs viewed the UAPs as being important helpers to the patient care delivery 

process. They expressed appreciation for the hard work the UAPs do and of the value the 

role has in the health care team and to the patient. Activities delegated to the UAPs 

include ~'menial tasks" which are defined by the participants as passing out trays and ice 

water. Other "more important tasks" delegated included doing phlebotomies and allowing 

heparin lock IV s to be discontinued. Expressed limitations of the role included the short 

educational preparation of the UAP and lack of"expertness" in their phlebotomy skills. 

One RN participant described a patient situation where the patient was a "hard stick," and 

the UAP tried multiple sticks to draw blood. She said, "The patient went home today with 

multiple ecchymotic areas. Her arms were in terrible ~hape." 

Role similarities .included the shared responsibilities for personal care and tasks and 

procedures that are carried out as a team or due. An interesting finding from each 

participant was the view that patients, physicians, and administrators lacked respect for the 

role of the nurse and the UAP. Participants described themselves as being "overworked," 

treated like "servants," and unappreciated. Similarity of appearance was mentioned by two 
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of the participants. The researcher noted that the uniform was a combination of white and 

color patterned uniforms for both roles. RNs did not wear caps or nursing pins. The 

majority of participants, as well as other staff members observed at the site facility, did not 

wear name tags designating their name and status. When one participant was asked about 

the absence of name badges, she replied, "We should wear them. Even though the patients 

may not see very well, we should have them on. It's hospital policy. We did in the 

beginning, but nobody bothers any more." 

Differentiating aspects of the roles included educational preparation, the authority 

vested in the nurse by virtue of license and hierarchical position in the hospital, and critical 

thinking skills that nurses possess. Participants could more easily verbalize the similarities 

between the roles as compared to what makes the roles unique and/or different. They also 

reported examples ofRNs who took advantage of the UAPs subordinate role by "bossing 

them around while sitting at the desk doing needlepoint," and "just easing up their own 

work load." 

An aura of sadness and discontent was perceived in the nurses' demeanor during 

the interviews. Nurses used language that demonstrated lack of collegiality and 

relationship with physicians and administrative staff. Words like "we and they" and "us and 

them" were used to describe themselves in relation to physicians, patients, and 

administrators. RNs expressed frustration at having no respect or voice in their hospital or 

unit care delivery changes. They expressed anger at the numbers of patients they are 

responsible for, and when patients or families complain about their care, the nurse is 

blamed. Opposing forces were described by the nurses when referring to "administration 
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always·takjng sides with the physicians and patients" against them. RNs and UAPs were 

linked together as being on the "side" that is disrespected, overworked, and viewed as 

servants. It was interesting to note that although the nurses viewed themselves as patient 

advoc~tes and defenders, th~y believed that the patients do not see themselves in this light. 

When nurses spoke about patients' views of their roles, they made statements such as 

"Patients are demanding. They have no clue about what we are supposed to be doing or 

about what other patients may need," and "They [patients] like us to do the menial things 

and will complain at the drop of a hat if they have to wait a little while." "I'm just sick of 

it." 

Conceptual Units ofMeaning Constructed from UAP Views 

TABLE7 

UAP VIEWS OF TIIEIR ROLE AS UAP 

Conceptual Units of Meaning Key Concepts 

The helping hands of the nurse Give bedbaths, personal care 
Ambulate and transport patients 
Whatever needs to be done 
Empty drains and catheters 
Vital signs and blood work 
Holds patients when nurses do treatments 
Follows nursing orders 

The eyes and ears of the nurse Assesses patient condition 
Reports skin breakdown 
Observes patient abilities 
Listens to patient concerns 
Hears family questions due to being in the 
room more 
Sees when IV s are going dry 
Describes character and consistency of 
drainage, elimination 
We pick up changes in patient quicker 
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In Table 7, two conceptual units of meaning were created from the key concepts. 

1. UAPs are the helping hands of the nurse 

2. UAPs are-the eyes and ears of the nurse 

UAP views about their roles mirrored the views the RNs verbalized about the UAP role. 

Similar language was used including words like "We see what needs to be done," "We 

pick up the changes in the patient's condition," "We help the nurse," and "We report what 

we observe and hear from the patients." The UAPs expressed pride at the skills they 

developed in-caring for patients, including technical skills like phlebotomy, changing 

dressings, doing vital sings, skin care, and emptying drains and catheters. They considered 

themselves to be important members of the health care team and "The nurse could not get 

the job done without them." 
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-TABLES 

· UAP VIEWS OF THE RN Role 

Conceptual Units of Meaning Key Concepts 

Rns as mediators RNs check medication orders 
RNs give meds and IVs 

RNs as documentors RNs spend a lot of time charting 
They write nurses notes 
They have lots of paperwork 
They do QA reports 

The RN as Team Leader Some work with you like a team 
They give you report 
They check on specimens 
They offer to help when you are busy 
Some don't like to get their hands dirty 
They are responsible for the nursing care 

MD Liaisons They call the MD for orders 
They report patient complaints 
RNs make rounds with the doctor 
They explain to the patients what the 
doctor means 
They take what we know and say and 
give it to the doctors 
When a doctor asks me a question, I go 
and get the nurse 

In Table 9, four conceptual units of meaning were defined: 

1. The RNs as mediators 

2. The RNs as do.cumentors 

3. The RNs as team leaders 

4. The RNs as MD liaisons 

UAPs attached much importance to the RN role in giving medications and starting and 
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maintaining intravenous (IV) therapy. Although they were not completely sure about aU 

that the RN is required to document, they saw documentations as being an important part 

of the RN role. Statements regarding the RN as team leader were made mostly within a 

negative context. UAPs expressed that "the dirty work" was often delegated and that 

many RNs "don't like to get their hands dirty." They reported that some nurses were "true 

nurses" which meant that they were not afraid to get their hands dirty and do direct patient 

care. These "true nurses" were seen as being team ·members in addition to being team 

leaders. The UAPs viewed the RNs as being physician liaisons, similar to the RNs view of 

themselves as being "go-between." UAPs saw the nursing staff reporting information to 

the MDs, caUing them for orders and making rowtds with them. Often the UAP would 

report a concern or problem regarding a patient to the RN, and she in tum would report 

that same information to the MD for action and follow-up. 
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TABLE9 

UAP VIEWS ABOUT THE OVERLAPPING/SIMILAR ASPECTS 
. OF THEIR ROLE AS COMPARED TO THE RN 

Conceptual Units ofMeaning 

Both are caregivers 

Both are communicators 

Almost but not quite the same 

Key Concepts 

Both give personal care 
Both answer call lights 
Both do technical tasks, t.e., 
phlebotomy, dressings 
Ambulate patients 
We both "care about" the patients 

. The.UAP takes report from the nurse 
. U AP gives report to .oncoming shifts 
UAPs talk with patients and families 
We tell the nurses important info 
We hear more than the nurses because we 
are in the rooms 

· · . Patients will tell us what they are afraid of 
Will let the nurses know when the MD 
has questions 

We do almost all the same things 
We work together as a team 
Some UAPs are going to school to 
become nurses 
Some of us have to teach the nurses .what 
to do, especially the new ones and the 
agency nurses 
The patients think that we are the nurses 
The doctors think we are nurses and ask 
questions about meds 
We cover for each other for lunches 
They don't have to tell me much what to 
do. I just know what to do. 

In Table 9, the following three conceptual units of meaning were defined: 

1. Both are caregivers 
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2. Both are communicators 

3. Almost but not quite the same 

Like the RN, the UAPs saw many similarities and overlapping in both roles. Care 

delivery functions and information sharing, giving and receiving report, were named as 

two major shared responsibilities. The UAPs shared that they are often mistaken by 

patients, physicians, and other staff members as. being the· "nu(se." UAPs expressed a sense 

of pride that they were the ones who were "mostly with the patients," and that patients 

knew them by name. New nursing staff were often taught unit routines and procedures by 

the UAP staff members, and UAPs stated that even through they get report from the staff, 

they "don't need to tell me what to do. I know what to do." The researcher got the sense 

that the role confusion between the UAP and RN was not perceived by the UAP as 

problematic or irritating, but rather as being a source of pride and achievement. 
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TABLE 10 

· UAP VIEWS OF THE' DIFFERENTIATING ASPECTS 
OF THEIR ROLES AS COMPARED TO THE ROLE OF RN 

Conceptual Units· of Mean in~ Key Concepts 

RN s have authority by virtue of license · . We do just about the same things, but 
and hierarchy they went to nursing school and have the 

license 
They have to make out the assignments 
They are responsible for what we do 
T~e only difference is that they give meds 

. They don't have to do the things that we 
do, ·like bedpans 

RN s are distariced from the patients The patients know who we are; they don't 
know the nurse 
We are in the rooms more 
Nurses spend the day writing 
We do most of the nursing care 
I think some nurses have forgotten how 
to be nurses 
Some nurses are so stressed out they take 

· it out on the patients 
Patients ask for us 
·I really care about my patients 
· Nurses are too busy with their 
medications to ·know what is really going 
on 
The UAPs hear when the patients are . 

· crying out·or getting out ofbed 
The patients say that we work harder 
than the nurses 

In Table 10, two conceptual units of meaning were defined: 

· I. RNs have authoritY by virtue -of license and position of hierarchy. 

2. RNs are distanced from patients. 

Like the RN participants~ the·UAP participants mentioned the issue oflicensure as an 
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important factor setting the roles apart. This licensure allows the nurses tc be the team 

leader, the medication giver, and the one that "doesn't hav~to do the scut work." UAPs 

were very vocal about there being very little that is different about the roles, and that they 

do many of the same things that nurses do. All thre-.e UAPs noted that the patients develop 

a rapport and relationship with them and not with the RN. Statements were made such as 

"We do most of the nursing care," "Nurses are too busy with their medications to really 

know what is going on," "Patients say that I work ten times harder than the nurses do," 

and "We are the ones that are there when the patients need something." 

Results of the UAP Interview Data 

Three UAP.s were interviewed. The participants had a broa~er span of age (36-49) 

than that of the RN participants. Other demographic data revealed significant differences. 

One participant was male, and the other two were female. Ranges of years in .practice 

were from 2-1/2 years to 13 years. Each had a CNA certificate and had further cross

training at the site hospital. The UAP viewpoints were similar in many regards to the RNs, 

and the difference in demographic backgrounds did not appear to affect the data. 

UAP participants shared very similar viewpoints on the importance of their role. 

They verbalized that they carried out the majority of the patient care delivery, were in tune 

with patient needs, and were the helping hands and eyes and ears of the nurse. They 

expressed pride in the many procedures and tasks they could do. This was balanced with 

the frustration and resentment expressed toward the nurses that "took advantage" of them 

and did not participate as a member of the team. The UAPs not only focused on their 

technical responsibilities, but also shared how they cared about their patients. Satisfaction 
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was expressed in knowing that they were helpful to the patients and that the patients knew 

them and asked for them by name. 

An interesting finding was that the U APs saw the license and the ability to give 

medications as being the chief differentiating aspects of the role of the RN as compared to 

their role. At several times during the interview, the UAPs expressed that they are the 

"real.nurses." When asked what was meant by this statement, they explained that they are 

·the ones that know the patients, care for and about them, and tell the nurses the important 

things they need to know. They described the "good nurses" as being the ones that helped 

the UAPs and weren't afraid to get their hands dirty. "They are the ones that· really care. 

The other ones are here for the paycheck. I don't know why they are really here. I don't 

think they like their job." Like the RNs, the UAPs found more similarities in the roles than 

differences. Unlike the RNs, the UAPs felt more respected by the patients, physicians, and 

administration. 

Similarities and Differences Between the Views ofRNs and UAPs 

The data reveals similarities and differences in the views ofRNs and UAPs about 

the differentiating aspects -of their roles. RN and UAP participants described the state RN 

license as a major differentiating factor. This license gives the RN authority to practice 

nursing and carry our professional practice decisions. It also places the RN in an authority 

position to lead and delegate tasks to the UAP role participant. RNs viewed their 

education and abilities to understand and know the meanings of disease states and patient 

behaviors as being important differences. They viewed UAPs as receiving a "crash ·course" 

in care delivery, where they are taught what to do, but not why. The UAPs did not view 
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the RN as being the critical thinker~ the patient advocate, or the "glue that holds the whole 

team together" by collaborating with all disciplines and creating a holistic plan-of care for 

and with the patient. The UAPs saw themselves as the ones "nearest the patients" who 

saw and heard most things and met most patient needs. They viewed the RNs as being 

distant and caught up with bureaucratic tasks so that they did not really know their 

patients, and their patients did not really know them. Where the RNs expressed feelings of 

being disrespected and devalued, the UAPs expressed feelings ofworth and importance. 

Relationship of Data to the Theoretical Framework of 
Role Theory 

An important general condition contributing to the proliferation and significance of 

role problems is the rapidity with which health care organizations are changing. In this 

changing world of health care, the traditional role of the nurse and other members of the 

health care team are being redefined. Accordingly, change, with increased differentiation in 

roles, has the potential for creating role problems as new roles emerge and old ones are 

redefined. In this study, participants demonstrated behaviors and verbalized views that 

relate to role theory concepts of role transition and role stress and strain, manifested by 

role ambiguity, role conflict, role overload, and problems with role competence. 

Role Transition - As persons move from old roles into newly developing roles, 

they engage in the process of role transition (Hardy & Conway, 1988). Role transitions 

are usually made voluntarily; they involve a process of personal change which makes it 

possible to move from one position to another, usually involving stages of progress. 

During these stages of progress, one's self perception, values, and behavior are developed 

in accordance with role expectations associated with the new position. When these stages 
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are completed, one is considered to have successfully moved from one role to another. 

This process usually occurs over a prolonged period of time and is usually associated with 

varying degrees of r.ole strain as the new role behaviors are learned (Hardy & Conway, 

1988). 

In this study site, the changes in care delivery and role expectations progressed 

quite rapidly over a six-month period of time. Role occupants were not included in the 

planning phases and were ushered through the transition time. Ample time to Jearn new 

role behaviors and develop new self-concepts were not given. As a result, the participants 

of the study experienced role strain and role stress. 

Role Strain and Role Stress - The concept of role strain is defined as the subjective 

state of anxiety, distress, or frustration a role occupant experiences. RN participants 

verbalized anxiety and frustration with their roles and a sense of powerlessness and 

separation from the process of planning role transitions and work place changes. The 

norms and expectations of what nurses should now do and delegate changed, and the RN 

participants did not have input into these changes. 

Role stress is defined as the condition external to the role occupant where role 

obligations are vague, irritating, difficult, conflicting, or impossible to meet. The work 

load described by the participants lent itself to their experience of role stress. An 

assumption is made that there were vague, overlapping, and perhaps conflicting role 

obligations because at the time of the study, job descriptions were not yet rewritten to 

reflect the changes that were enacted in the RN and UAP roles and the expectations of the 

partnership model of care delivery. Without written guidelines to support the change in 
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practice, there was a lack of reference for the role occupants and perhaps a lack of 

legitimacy for the roles. For professionals, the acceptance and adoption of guidelines and 

standards governing their behavior and practice occur primarily as a result of socialization 

into the profession and within the organization by the acceptance of management's vested 

authority to make rational decisions. If the management or administration is not seen as 

making rational decisions, or if these decisions are not in concert with previously held 

beliefs or professional standards, then legitimacy is not attributed to the decisions that are 

made (Katz & Kahn, 1978). 

Although role strain and stress was attributed to both RN and UAP participants, it 

was the RN role occupant who exhibited the higher level of role · stress. This was because 

the RN has been socialized according to the norms of the profession of nursing which has 

provided a framework within which behaviors and self-identity are shaped. The UAP, on 

the other hand, was socialized to the organization's conception of the role, which differs 

among organizations and does not conflict with a professional affiliation of any kind. 

Role Ambiguity - When the norms for a role are vague, ill defined, or unclear, and 

when disagreement on role expectations occur, the condition is termed role ambiguity. If 

little information is available on expected performance, or if participants in a role system 

disagree on the role expectations for a particular role, role strain occurs, and ambiguous 

conditions prevail. In this study, nurses experienced role ambiguity in relation to their 

multiple role partners in the work setting which resulted in a lack of clarity in role 

expectations. Studies including this one have shown that role ambiguity has been 

detrimental to role performance, job satisfaction, and commitment to the organization 
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(Rosse & Rosse, 1981 ). As described earlier, the lack of clear role expectations and 

adequate socialization into the new role norms created the circumstances for role 

ambiguity. Findings from this study support previous studies where job satisfaction is 

negatively impacted when role ambiguity is present. It is unknown whether commitment or 

job performance was impacted in this study setting, since these variables were not studied. 

Role ambiguity was not only· experienced by the role participants, but was also 

experienced by physicians and patients. Physicians and patients often confused the role of 

the RN and UAP, as reported by both role participants. The UAPs went a step further and 

shared that often the patients sawthem as the nursing figures because they were present, 

more accessible, and gave the majority of the "nursing care" to the patients. Their 

definition of nursing care included the personal and technical care skills needed to promote 

improved health of the patient. Nursing care is not defined by the UAPs as the practice or 

profession of nursing. but as the implementation of nursing care functions or tasks. They 

also described "caring" as being there, one of the central concepts of caring. In essence, 

the UAPs saw themselves as the "nurses without the license." The RNs, on the other hand, 

viewed their roles as ambiguous because of the shared tasks and expectations to delegate 

patient care activities. What was it that now differentiated the nurse from the assistive 

multiskilled health worker? The RN participants did not have a clear definition of nursing 

and the practice of nursing as compared to the elements or tasks that nurses utilize as tools 

of their profession. This is a crucial concept (role ambiguity) in relation to the nurse as 

direct versus indirect caregiver and alters how staff nurses view themselves. 

Role Conflict - A condition where the focal person perceives eXisting role 
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expectations as being contradictory or mutually exclusive is termed role con..ttict. The 

condition of conflict has been consistently identified as being inevitable in organizations 

and, therefore, a constant source of stress (Hardy & Conway, 1988). A source of role 

conflict found in both participants centers on the organizational expectations for quality of 

care and achieving patient satisfaction while the work environment and work load do not 

allow for these expectations to be easily met. 

Both role participants felt "overworked" and that there was not enough time 

during their shifts to carry out all their responsibilities. They expressed feelings of 

tiredness, of always being rushed, "fighting time," and having multiple responsibilities and 

juggling priorities. RNs expressed feelings of guilt at "short changing" their patients, while 

at the same time expressing feelings of anger at "patient impatience" and lack of respect 

for and appreciation of the role of the nurse. Conflicting and often unrealistic expectations 

of the organization, the patients, and the role participants create circumstances where role 

conflict is inevitable. Study findings supported role theory's proposition that role conflict is 

an inherent characteristic of organizations. 

Role Overload - Another major form of role stress is role overload. In the presence 

of overload, a role occupant experiences difficulty in fulfilling role obligations which are 

excessive relative to the limited time available. By definition, even given that a role 

occupant can prioritize the important obligations and responsibilities, it would still be 

impossible to carry them all out. As previously mentioned, both RN and UAP role 

occupants expressed frustration with work overload and not enough time to carry out 

their responsibilities. A consistent sense of not living up to one's potential can be a threat 
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to the role occupant's. self-esteem. 

Role Competence - Role competence is the ability of a person in an interdependent 

relationship that is ongoing in time to carry out lines of action which result in adequate 

role performance (Hardy & Conway, 1988). Competent role performance requires 

interpersonal competence. and role specific competence. Role partners who work together 

for a time and have complementary role-specific resources and interpersonal competence 

can create a very productive unit or partnership. Effe"iive partnerships and team work are 

a result of effective role taking and role making by the role occupants. Time for role 

taking and role making must be allowed in order for role occupants to not only attain role 

competence, but also establish a pattern of consistency in the interrelationship where role 

partner responses can be predicted. The process of role partnership develops in phases of 

action-response episodes. 

In this study, role transition occurred rapidly. Role occupants did not have time 

together to share role expectations and respond to new norms. The partnerships ofRNs 

and UAPs were not consistent. RNs worked with different UAPs according to unit 

schedules and census of patients on the units. At times, one U AP was shared between two 

RNs. The inconsistency in assignments and role partners did not allow the participants to 

achieve a strong partnership where role behaviors, competencies, and expectations can be 

predicted. UAP views that RN roles are mainly differentiated from their role due to a 

license and medication administration reveal a lack of understanding of the full scope of 

the role. References made by both RN and UAP role partners that the other role is 

perceived as being lazy or delegating only the "dirty work" revealed a deficit in the 
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building of a trusting and effective partnership. Partnerships found in the study site were 

more happenstance than developed through an interactive process of role taking and role 

making. 

Summary 

Study findings revealed role participant experiences of role strain and stress under 

the circumstances where role transition and redesign of the care delivery process, 

transpired quickly in the site facility. Participants experienced manifestations of role stress 

including role ambiguity, role conflict, and role overload. Results support role theory 

assertions that role occupants must have sufficient time and involvement in the process of 

role taking and role making in order for role competence, effective role partner 

relationships, and job satisfaction to occur. 

Results cle&rly indicated a painful separation of nurses from the essence of nursing

-caring and being there for the patient, which has now become the purview of the UAP in 

this site facility. Nurses became distanced from their patients as a result of delegating 

direct care activities and assuming indirect patient care activities. A nurse-patient 

relationship where transpersonal caring transpires is not possible in this new arrangement. 

Further discussion of results in. relation to concepts of caring from nursing theory and 

implications for nursing practice are included in the next chapter. 
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CHAPTER V 

DISCUSSION OF RESULTS 

·Discussion ofResults from the Perspective ofRole Theory 

The central thesis of this study was that RNs and UAPs have particular views 

about what differentiates their roles when working in partnership to deliver care to an 

assigned group of patients. The purpose of this descriptive study was to explore these 

views and determine how these two roles work in partnership. Research objectives 

included exploring RN views of the uniqueness of their role as nurse when working in 

partnership with a UAP, and UAP views of what is unique or different about their roles as 

compared to that of the nurse. Additional objectives of this study were to determine 

whether there was evidence of role overlapping, role ambiguity, role conflict, and/or role 

stress and strain on the part of the role partners. Findings revealed role stress and strain in 

the work environment. Symbolic interactionists assert that the actions of individuals occur 

in relation to other individuals. Role partners evaluate the intentions, behaviors, and 

attitudes of others and act within the context of the situation. When this process of 

interaction and validation does not occur, role enactment becomes problematic. As 

described in role theory, when inadequate socialization to roles is present and interaction 

processes between role partners is limited, role strain and stress occur. Manifestations of 

role stress include role ambiguity, role conflict, role overload, and lack of role 
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competence. Role strain may result in an increased use of resources by both partners, 

generally impacting the relationship and the outcomes of the relationship. 

Participants in this study experienced manifestations of role stress and strain. In 

addition, participants voiced the viewpoint that they had little say in and control over the 

change in care delivery and role transition that was planned. Findings from this study 

support earlier findings ofGarfink, Kirby, and Bachman (1991), wherein nurses not 

included in the redesigned model of care delivery at an acute care hospital suffer from a 

lack of clear direction on how to best utilize the RN and UAP roles, RNs not feeling 

supported, and a deterioration of job satisfaction of the RN partners. A review of the 

British literature by Dewar and MacLeod (1992) cited studies where ambivalent feelings 

of role partners, role overlapping, and Jack of a dear definition of roles were present in 

sites where patient care delivery models had been redesigned. Role ambiguity and role 

overlapping identified in this study support these previous findings. Neidinger, Bostrom, 

Stricker, Hild, & Zhang (1993) found that registered nurses perceived an unreasonable 

work load when sharing an unlicensed assistive worker with another nurse. In addition to 

the burden of the work load was the lack of clarification of roles and lack of accountability 

for the UAP. The researchers' recommendations, based on findings, included the 

importance of the clarification of roles and the distinction between professional and non

professional responsibilities of the care delivery team. The clearer the RN expectations and 

direction of the UAP, the less likely it is that problems regarding role distinction occur. 

The views expressed by both the RN and UAP participants in this study support these 

findings. Most studies cited in the literature review reveal an absence of inclusion of views 
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of the UAP about their roles as compared to how it interacts with the RN role. This study 

explored the views ofUAPs who work in partnership with RNs. 

U APs' views about nurses' possession of a state license, their role in giving 

medications, positions in the hierarchy, higher education, and the liaison relationship with 

the physician were in concert with views that the RN's expressed. The most interesting 

finding was that the UAPs viewed themselves as working harder and being the "real 

nurses" for the patients because they were the ones that were "always there." 

The professional literature abounds with articles about work redesign and the 

problems encountered by nurses whose roles have changed in the process. While many 

articles focused on the negative aspects of work redesign with concern for patient safety, 

quality of care, and nurses' job security cited as a risk, others present a more balanced 

view. Porter-O'Grady (1994) suggested that if done well, work redesign enhances the role 

of the nurse, builds meaningful partnerships between nurses and other caregivers, and 

focuses the resources of the organization on the patient. Components for successful 

implementation include adequate educational preparation, planning, and careful 

implementation with nursing input where educational sessions at the outset are conducted 

to make sure that all players fully understand their roles. The importance of nursing input 

and adequate preparation time where role partners can learn about each others' roles and 

how they can best interact. were important findings of this study. 

At the study site, there was little input from the staff and little time for planning 

and role partner interaction. Where a partnership ofRN and UAP were planned to work 

together as a small team to deliver patient care to a group of patients, often one UAP was 
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shared between two RNs. In this situation where the partnership was not maintained, work 

load ofboth roles increased and effective role relationships decreased. Both RNs and 

UAPs voiced that they were not meeting their patients' needs, and that patients were often 

dissatisfied and impatient waiting for their calls to be answered. 

What is not mentioned in Porter-O'Grady's work is nurses' feelings about why they 

went into nursing--for the caring and being with the patient where satisfaction is earned 

and achieved. In this new partnership model of care delivery, the RN delegates many 

direct patient care responsibilities including personal care and technical tasks. While tasks 

and previously held nursing rituals may be delegated to the UAP, "nursing" may not. 

Nurses in this new care delivery setting are reflecting on their new roles and what it is that 

they do that is unique to nursing and whether it is possible to retain nursing's unique focus 

of the lived experience of caring for persons as they deal with health and illness. 

Results Compared to Concepts from Nursing Theory 

Watson (1988) proposed that the goal of nursing was to help persons gain a higher 

degree of harmony within the mind, body, and soul, which generates self-knowledge, self

reverence, self-healing, and self-care processes, while allowing increasing diversity. This 

goal is pursued through the human-to-human caring process and caring transactions that 

respond to the subje"1ive inner world of teh person in such a way that the nurse helps 

individuals find meaning in their existence, disharmony, suffering, and turmoil, and 

promotes self-control, self-determination, and choice with health-illness decisions. The 

nurse is an active co-participant in this transpersonal human-to-human caring transaction. 

Watson acknowledged that it has become increasingly difficult for nursing to sustain its 
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caring ideology in practice. The interdependent, intersubjective caring relationship 

between the patient and the nurse is threatened by the technology, high intensity pace of 

management, the administrative tasks, and the manipulation of people required to meet the 

needs ofteh system (Watson, 1988). 

Newman (1990) defined health as the expansion of consciousness. In this 

paradigm, the nurse enters into a partnership with the client to fulfill the mutual goal of 

participating in an authentic relationship, trusting that in the process both nurse and client 

will become healthier in the sense of attaining higher levels of consciousness. the essence 

of nursing is not doing or manipulating, but is being open to whatever arises in the 

interaction with the client. It is being fully present with an unconditional acceptance of the 

client's experience. The nurse offers his/her whole self so that the client can resonate with 

an authentic person (Newman, 1989). 

The importance of the nurse-patient relationship is also included in the work of 

Boykin and Schoenhofer (1993). The nursing situation is a key concept in their theory of 

Nursing as Caring. It is defined as a shared lived experience in which the caring between 

nurse and person enhances personhood. The nursing situation is the locus of all that is 

known and done in nursing, and it is within this context that nursing lives. The reciprocal 

nature of the lived experience of the nursing situation requires a personal investment of 

both caring persons. Through presence and intentionality, the nurse is able to know the 

other in his or her living and growing in caring. In many settings where nurses find 

themselves practicing, there is little in the environment to support a commitment to 

ongoing development of a sense of self as caring person. In fact, many practice 
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environments seem to support the nurse knowing self as instrument or technological tool. 

When one perceives of one's "nursing self' as a depersonalized, disembodied tool, 

devotion and commitment to the nursing profession bums out (Boykin & Schoenhofer, 

1993). 

The nurse-patient relationship and human caring transaction that is shared within 

this dynamic interrelationship is described by many nursing theorists as being central to 

nursing practice. If the relationship between nurse and patient where caring and harmony 

is central and unique to nursing, then the distance that is created by nurses delegating 

substantial aspects of patient care to others is very significant to the future of nursing. In 

this study, RNs and UAPs voiced that the UAPs now delivered a majority of the personal 

and technical components of patient care. Nurses voiced that UAPs have become their 

"eyes and ears" and "helping.hands." The UAPs went further and voiced that the RNs 

didn't really "know their patients." They shared that the patients knew them by name and 

knew that they were "there for them," and "the patients don't even know who their nurse 

is." The nursing situation. as the locus of all that is known and done in nursing has become 

lost in this system of division of labor. Patients are not the only ones who do not benefit 

from the nurse's unique knowledge and presence not being brought to the nurse-patient 

relationship. The nurse is removed from the shared experience ofliving caring and 

participating in an authentic relationship with another person. The UAPs state that they 

"care about" their patients, and are "there for" and "with" their patients. However, the 

nurturing, caring focus that a nurse brings to the relationship through integrating 

knowledge of the art and science of nursing, balanced with a will and commitment to care, 
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is not present. Implications this change has for nursing pr-actice, administration, and 

education will be explored later in this chapter. 

Limitations of the Study 

Limitations of this study include the limited amount of time the role partners 

actually worked together in a true partnership. Often the staffing numbers and mix of 

personnel were changed so that a true partnership care delivery team was not present. 

Although this is a limitation in studying role partners as they view aspects of their roles, 

the study is valuable in presenting situations where role stress and strain occur as a result 

of insufficient time and nurturing of role taking and role making. The researcher 

acknowledges that the study presents the viewpoints of six caregivers. Viewpoints of the 

administrative staff, patients, and physicians were not included in the study as a means of 

comparison or further clarification. 

Implications for the Practice ofNursing Administration 

Findings from this study are important to the practice. of nursing administration, 

illustrating the importance of participation of nurses in role and work redesign. Support of 

the role taking and role making process promotes role clarification. The creation of 

meaningful guidelines and written practice standards provides a framework for staff to use 

as a reference for role clarity. Planning staffing patterns where role partners are able to 

practice together in partnership consistently creates a work atmosphere where role 

expectations are well known to each, and job satisfaction is enhanced. Nurse 

administrators are in key positions to plan effective programs for work redesign. Enlisting 

nursing participation, supporting educational sessions, and holding feedback sessions to 
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discuss staff perceptions, concerns, and suggestions for improvements are important 

components for successful implementation. 

The nurse administrator has a major influence in the practice arena where there is 

little in the environment to support a commitment to the ongoing development of a "sense 

of self as a caring person." Many nurses in clinical practice perceive themselves as being 

an "instrument or technology." When one perceives of one's nursing self as a 

depersonalized, disembodied tool, nursing tends to lose its flavor and the devoted 

commitment to nursing bums out (Boykin & Schoenhofer, 1993). Nurse administrators 

can support practicing nurses by promoting a safe and nurturing environment, where 

nurses have adequate resources. Making rounds to dialogue with nurses about patient 

care, calls for nursing and nurse-patient situations demonstrate a commitment to the one 

nursed and the practice of nursing. Facilitating structured and impromptu dialogue 

sessions with nurses provides opportunities for nurses to come to know "self and other'' as 

caring persons. Allocating time to be with patients and nursing staff needs to be a daily 

consideration for the nurse administrator. Being a visible presence offering positive 

recognition and pride in nursing accomplishments is important to nurses in practice. The 

nurse administrator models a way ofbeing with others that portrays respect for persons as 

caring. Through modeling and valuing caring, others grow in their competency, to know 

and express caring (Boykin & Schoenhofer, 1993). 

As the forces of economics and need for human caring escalate in our health care 

organizations, the dissension and disequilibrium between them steadily heighten. Nurse 

administrators must make choices that address both organizational economic well-being 
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and the humanistic caring needs of patients and nurses. The conflict between 

organizational goals and patient care needs must be addressed by nurse administrators on 

a daily basis. Work redesign and role transitioning are just two examples of changes that 

are currently affecting the practice of nursing in health care organizations. Nurse 

administrators can utilize constructs from nursing administration theory and models to 

guide their practice decisions. Ray's Theory ofBureaucratic Caring provided a framework 

that nurse administrators can use to understand the cultural and bureaucratic context of 

hospitals and the different meanings of caring within this culture. The theory synthesized 

the two primary components of nursing in organizations--caring and bureaucratic 

components that make up the functioning of complex organizational systems. Ray posited 

that people create organizational cultures and either facilitate their transformation or 

contribute to their disintegration (Ray, 1989). The importance of including nurses in 

dialogue about organizational changes and in the decision making processes that affect 

their practice can not be emphasized ·enough. 

Nurse administrators can utilize central principles of health care ethics-

beneficence, non-maleficence, justice, autonomy, fidelity, and truth telling in problem 

solving and decision making. Acknowledging that both caring and the "bottom line" are 

critical interconnected resources,. a model can be used that synthesizes ethical choices and 

innovative strategies to bring about a new order. The model of"ethical economic caring" 

presents the nurse administrator with a framework where making ethical choices and using 

new strategies can reconstruct an efficient health care delivery system grounded in caring 

and economic responsibility. New strategies identified in this model include the art of 
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reflection in action, value of mental models, development of covenantal relationships 

between administrators and employees and a shared vision that produces a common 

identity and commitment in the organization (Ray, DiDominic, Dittman, Hurst, Seaver, 

Sorbello, & Stankes-Ross, 1995). 

Implications for the Practice of Nursing 

Implications for nurses in clinical practice focus on the importance of nurses being 

active participants in the planning and decision making processes about patient care. 

Economic constraints and competing organizational entities will not disappear. The need 

for economic health and humanistic caring in organizations must be synthesized to 

preserve the future of quality health care. Nurses can make a difference by participating in 

designing job descriptions and performance standards for their new roles and for the roles 

of their assistive partner. Nursing input into staffing levels and skill mix are imperative so 

that work load is manageable and role overload is not experienced. Nurses can limit the 

distance that occurs in the nurse-patient relationship when care practices are delegated to 

the assistive panner. This can be achieved by planning opportunities for direct care, 

teaching, and discharge planning, and by spending time in the patient rooms completing 

documentation. If role relationships are designed and supported so that the UAP frees up 

the RN to spend more time with the patient, then this new partnership model of care 

delivery can be a positive change. Nurses must communicate with their patients, explaining 

their role and the role of the a3sistive partner. Making sure that patients know them by 

name and how to call for them, and that they understand and agree with their plan of care 

is a daily responsibility of the nurse. Nurses must take the initiative to give constructive 
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feedback to the management and administrative staff about what works and doesn't work 

in the new care delivery models, along with recommendations for improvements. 

Implications for Nursing Education 

Implications for nursing education are manifold. Nurses need to learn about the 

changes in health care and how organizations are changing and redesigning health care 

delivery to meet the challenges of decreasing reimbursement. The role of the nurse is 

evolving from caregiver to planner and supervisor of care delivery. Given the economic 

constraints oftoday's health care system, it is likely that a higher number ofmultiskilled 

UAPs will be employed to support patient care. RNs need adequate preparation in role 

relationships and expectations, leadership, and delegation skills. Patients are moving 

through the continuum of care services at a rapid pace. Hospital lengths of stay are 

decreasing, and many procedures once done in an acute care setting are done in 

ambulatory centers of in patient homes. Patients and their families are being taught to 

administer their own intravenous therapy, change dressings, check blood sugars, change 

infusion pump settings, and manage peritoneal dialysis. Nurses in clinical practice may be 

doing less procedures, but their expertise in assessing the knowledge base of patients, 

families, and assistive health care workers is critical in order to create realistic plans of 

care and teach correct health care practices and procedures. 

Teaching nursing theory or a philosophical framework upon which to build a 

foundation of nursing practice continues to be important for the professional practice of 

nursing and for nursing education. The participants in this study did not have a nursing 

theory or philosophy which gave them a lens through which they viewed their practice. A 
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nurse whose practice is grounded in caring brings that focus to all her human interactions. 

If importance is attached to the relationship between patient and nurse, then nurses will 

not allow distance in the relationship to occur. Iftranspersonal caring relationships are 

valued, then nurses will protect this caring process. Nursing education must prepare 

nurses for the realities of the current and future practice settings by imparting knowledge 

about organizations, role relationships, and the unique value nursing brings to the health 

care setting. The relationship between nurse and patient continues to be the important 

place where caring transpires. This relationship can be nurtured and should be protected in 

spite of care tasks being delegated to assistive workers and to the patients and their 

families. Theories of caring where the nurse-patient relationship is considered important 

for caring to transpire, as well as theories that provide insight into organizational culture, 

bureaucratic and humanistic caring, and ethical economic caring, are recommended for 

inclusion in the curriculum. 

Recommendations for Further Research 

Recommendations for further research include conducting a study in a site where a 

partnership model is truly practiced, where participants have input into the redesign 

process, and where role development is promoted. The presence or absence of role stress 

and strain under more favorable conditions would be interesting to determine. Research 

including patient, physician, and administrative views ofRN and UAP role differentiation 

would be worthwhile to evaluate outcomes and effectiveness of this partnership. 

Summary 

This study illustrates that when roles transition and new norms are created, it is 

81 



important for the role occupants to be active participants in the role design, role taking 

and role making process. When role occupants do not pa:ticipate in the design and 

relationship of their respective roles and do not have the opportunity to be nurtured in 

these roles, then role strain and stress occur in the work environment. In this study, RNs 

and UAPs did not participate in the planning of their roles and work redesign and 

experienced role strain and stress as a result of the changes made. The researcher found 

that role theory can be utilized to understand the dynamics that occur in the work 

environment as a result of the changes in roles and work redesign that are currently being 

implemented in health care organizations. Findings from this study add to the body of 

nursing administration knowledge which utilizes concepts from role theory, to better 

understand the viewpoints ofRN and UAP partners about their roles. 

Findings reveal that nurses lost the essence of nursing, the caring that transpires as 

a result of the interrelationship formed between patient and nurse. The UAP developed a 

stronger bond with the patient, and the essence of "being there for and with" the patient 

became a part of the UAP role instead of the RN role. Nurses expressed sadness and 

dissatisfaction in their work as a result of the role transition, increased work load, and 

perceived loss of respect in the organization. The nurse-patient relationship deteriorated to 

the point where nurses voiced feelings of being disrespected by the patients and feelings of 

anger toward patients for being impatient and not understanding their work load. Work 

redesign where RNs and UAPs work in partnership must include a plan where the role 

occupants participate in designing the role expectations, and the roles are designed to 

preserve and support the nurse-patient relationship, not diminish it. 
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APPENDIX A 

DEFINITION OF TERMS 

I. Accountability: State of being responsible, answerable, or legally liable for action. 

2. Delegation: Nurses entrusting the performance of selected nursing tasks to competent 
licensed and unlicensed personnel in selected situations. The nurse transfers responsibility 
for the performance of an activity from one individual to another, while retaining 
accountability for the outcome, or total nursing care of the individual. 

3. Differentiating Aspects of Roles: Those aspects ofthe registered nurse and 
unlicensed assistive personnel roles that are different and/or unique from each other. These 
differences may be viewed as based upon legal boundaries of practice, educational, 
knowledge and skill levels, facility specific standards of practice and performance, and 
personal views. 

4. Direct Patient Care Activities: Activities delegated by the registered nurse that assist 
the patient in meeting basic human needs. This includes activities related to feeding, 
drinking, positioning, ambulating, grooming, toileting, dressing, and socializing, and may 
involve the collecting, reporting, and documentation of data related to these activities. 

5. Indirect Patient Care Activities: Maintenance of the environment and systems in 
which nursing care is delivered. These activities assist in providing a clean, efficient, and 
safe patient care environment, and usually encompasses categories such as housekeeping, 
transporting, clerical, and maintenance of supplies. 

6. Judgment: A process offorming an opinion or evaluation of a situation arrived at by 
reasoning, discerning, and comparing from premises or general principles. 

7. Liability: Accountability of the licensed registered nurse to the licensing agency. 

8. Nursing Practice: The National Council for the State Boards ofNursing, Inc. Model 
Nursing Practice Act, and Florida Board ofNursing definitions will be utilized. The 
practice of nursing assists individuals or groups to maintain or attain optimal health status 
through establishment of a diagnosis plan, and implementation of a strategy of care to 
accomplish defined goals and the evaluation of responses to care and treatment. The 
practice of nursing includes the performance of those acts requiring substantial specialized 
knowledge, judgment, and nursing skill based upon applied principles of psychological, 
biological, physical, and social sciences which include, but are not limited to: 

A. The observation, assessment, nursing diagnosis, planning, intervention, and 
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evaluation of care, health teaching and counseling of the ill, injured, or informed; and the 
maintenance of health and prevention of illness. 

B. The administration of medications and treatments as prescribed or authorized 
by a duly licensed practitioner authorized by the laws of the state to prescribe such 
medications and treatments. 

C. The supervision and teaching of other personnel in the theory and performance 
of any of the above acts. 

9. Partnership Model of Practice: Model of nursing care delivery where a registered 
nurse is paired with an unlicensed assistive person to meet the needs of a group of 
patients. The goal of this model of practice is to preserve the time of the registered nurse 
for direct and indirect patient and family related care activities needing the skill of the 
registered nurse. This model of practice supports an economically efficient way of 
optimizing nursing care delivery. The unlicensed assistive partner assists in care delivery 
by carrying out tasks delegated by and supervised by the registered nurse partner. A 
partnership model requires ongoing communication between the nurse and assistive 
partner regarding patient care needs, status of tasks competed, and future goals of the 
nursing plan of care. 

10. Registered Nurse: A person who is licensed to practice and is accountable and 
responsible for nursing practice. 

11 . Supervision: Provision of guidance by a qualified nurse for the accomplishment of a 
nursing task or activity with initial direction of the task or activity and periodic inspection 
of the actual act of accomplishing the task or activity. Total nursing care of an individual 
remains the responsibility and accountability of the registered nurse. 

12. Unlicensed Assistive Personnel: Individuals who are trained to fimction in an 
assistive role to the registered nurse in the provision of patient care activities as delegated 
by and under the supervision of the registered nurse. These individuals are unauthorized to 
perform nursing tasks that are regulated by the Board ofNursing except those that may be 
legally delegated by the nurse. , 
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APPENDIXB 

INTERVIEW QUESTIONS FOR THE REGISTERED NURSE 

1. Tell me what you view your role to be as RN when working with a UAP in shared 
responsibility for care of your assigned group of patients. 

2. Tell me what you view your partner's role to be and what their responsibilities are 
when caring for your group of assigned patients. 

3. Do you view any similarities or overlapping of your role with your partner's role? If so, 
please describe them to me. 

4. What are some of the patient care tasks that you delegate to your UAP partner? 

5. What are some patient care tasks that you would not delegate to your UAP partner? 

6. What do you view as differentiating aspects ofyour role as compared to that of your 
partner? 

7. What do you believe your patients view as differentiating aspects of your roles? 
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APPENDIXB 

INTERVIEW QUESTIONS FOR THE UNLICENSED ASSISTIVE PERSONNEL 

1. Tell me what you view your role to be as UAP when working with an RN in shared 
responsibility for care of your assigned group of patients. 

2. Tell me what you view your partner's role to be and what their responsibilities are 
when caring for your group of assigned patients. 

3. Do you view any similarities or overlapping of your role with your partner's role? If so, 
please describe them to me. 

4. What are some of the patient care tasks that your RN partner delegates to you? 

5. What do you view as differentiating aspects of your role as compared to that of your 
partner? 

6. What do you believe your patients view as differentiating aspects of your roles? 
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APPENDIXC 

INFORMED CONSENT FORM 

Project Title: Registered Nurse and Unlicensed Assistive Personnel Views on the 
Differentiating Aspects of Their Roles 

Investigator: Barbara Sorbello, RNC, BSN 

Purpose: The purpose of is study was to gain a better understanding of the views of 
registered nurses and unlicensed assistive personnel about the nature of their roles in a 
partnership model of patient care delivery. Views ofwhat makes each role unique or 
different from the other, what aspects of the roles are similar or overlap, and role partners' 
experiences of interactions in a partnership will be explored. Knowledge gained will be 
important to the nursing profession and to the specialty of nursing administration as these 
new models of care delivery utilizing new classifications of workers are implemented in an 
increasing number of hospital settings. 

Voluntary Participation: Your participation in this study will be completely voluntary, and 
you may withdraw from the study at any time without penalty. You are being asked to 
participate in this study because you are working in a care delivery setting where 
registered nurses and unlicensed assistive personnel work in partnership to deliver patient 
care and, therefore, have experience as a role partner. 

Your views and experiences are important sources of data for this study. You must be 
over 18 years of age to participate in this study, and must be an employee ofWest Boca 
Medical Center. 

Procedure: If you agree to participate, you will be interviewed by the researcher for a 
period of approximately thirty (30) to sixty (60) minutes. These interviews will be 
conducted at the hospital at a time convenient to you that will not interfere with patient 
care. The locations of the interviews will be in an office or conference room setting where 
privacy can be protected. The interviews will be tape recorded, and the tapes will be 
transcribed. You have the right to ask that the tape recorder be turned off at any time 
during the interview without affecting your 
participation in the study. 

Confidentiality: All interview information will be confidential. Your identity will remain 
anonymous. The transcribed taped interviews will be coded with code numbers. The tapes 
will be kept in a secure locked file drawer during the study and will be destroyed after the 
completion of the study. Transcriptions may be reviewed by an expert thesis committee, 
but anonymity will be preserved. Excerpts from our dialogue will be used to support the 
findings. Identifying characteristics of your excerpts will be disguised so that colleagues 
and clients will not recognize your identity. Study results may be shared with the nursing 
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profession in the form of presentations or publications. Your name will not be disclosed at 
any time. 

Benefits and Risks: Participating in this study may not be of any immediate benefit to you. 
However, the information learned from the study may benefit your future or the future of 
the profession of nursing. There are no financial costs associated with your pa...-ticipation, 
and you will not be paid for your participation. There are no loss of benefits to you as a 
result of your participating in this study. The risks associated with participating in this 
study are minimal. You may feel fatigued with the interview process. Sharing your views 
and experiences with the researcher may be uncomfortable. If psychological discomfort or 
anxiety become a potential hazard, you are free to discuss these feelings with the 
researcher and/or the interview may be concluded at your request. The researcher will be 
made available to you whenever necessary. You are encouraged to ask questions at any 
time. 

Contacts: If you have. any questions regarding this study, please feel free to contact the 
researcher at any time. The researcher is Barbara Sorbello, RN, and she can be reached at 
(407) 287-5200, Ext. 3033. You may address any other concerns about this research or 
your rights as a research subject by calling the Office of Sponsored Research at Florida 
Atlantic University ( 407) 367-2310. 

Participant Statement: The above study has been explained to me. Participation is of my 
own accord. I have had the opportunity to ask questions. I understand that any future 
questions I have will be answered by the researcher. General results of the study will be 
furnished upon request. 

Participant Signature--------------

Researcher Signature--------------

Date -------------
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APPENDIXD 

PORTIONS OF TRANSCRIPT OF INTERVIEW 
WITH AN RN PARTICIPANT 

R: My first question for you is tell me what 
you view your role to be as an RN when you 
are working with a PCA in shared responsibility 
caring for an assigned group of patients. In other 
words, what is your role as nurse when you are 
working in partnership with an unlicensed 
assistive partner during the day? 

CODE: RND 

P: Toexplainwhatkindofpatientsyouhavetogo Review assignment with the PCA 
through the daily assignment with them, to work as a·-,--...,..------------
team. I like to work with a team, get along with the _Wo_r_k_a_s_a _t_e_a_m ______ _ 
I'llhelpthemandtheyhelpme(laugh).Ifthey're Get along w/them-I help them/they help 
busy, I'd rather do it myself If I am going to go If PCA unavail ab 1 e/busy, rather do it rr 
around the hall looking for them, I'd rather do it RN does not want to look for PCA SE 

myself I'll try and get all the equipment ready Ass emb 1 e s e q u i pme n t 
myself and just do whatever the test may be or 
do the EKG or draw the blood. I'd rather do it 
myself than go and hunt somebody down. But 
usually we have some good PCA' s here. We 
just .. .I just try to work as a team with them. 

R: Tell me about the word "team" that you just 
mentioned. Team can mean different things to 
different people. What does team mean to you? 

P: Something that an extra set of .. pair of eyes 
that just don't think their job is to tum or to 
change diapers or whatever. I mean, they're 
just like an extra pair of eyes looking out to 
eyeball the patient and let you know what's 
going on. And just like an aide, someone 
who helps you with their assignment. 
Somebody who is always watching you. 

R: Tell me about your role as the RN. Tell 
me what you do in terms of making out the 
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Does the test (EKG, blood drawn) 
RN prefers doing herself than hunting ~ 
We have some good PCAs here 
I try to work as a team with them 

Team=extra set/pair of eyes 

PCAs who see beyond diapers/tu r ni ng pt s 
PCAs are like extra pair of eyes 
Eyeballing patien t -lets me kn ow pt chan 
PCA helps you, like an aide 

Somebody wa t ching with you 



PCA assignment and what you do for your 
assigned group of patients. 

P: Well, I do the assessment first and follow 
the physician's orders, make sure that the 
physician's orders are carried out. You know, 
giving the medications on time and go to the 
tests that they're scheduled for that day, any 
consultations or calls. J'mjust...but you know, 
the patient advocate. I really like the patients. 
I think I'm more for the patients than for the 
doctor. I think I get along better with .. .it is 
easier for me to talk to a patient than it is to 
a doctor. I hope that in time things will 
change so that I am more comfortable 
talking with the doctor. 

R: Tell me more about that. 
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RN assesses pts first, follows MD orders 
Sees MD orders carried out 

Gives meds on time 
RN sees tests are completed, consults, 

calls 

RN is patient advocate 
Ilike the patients. I'm f or the patients. 
RNgets along with patient s 

RNfinds talking to MDs difficult 



FLORIDA ATLANTIC UNIVERSITY 
777 GLADES ROAD 

P .O . BOX 3091 
BOCA RATOr\1, FLORIDA 33431-0991 

DIVISION OF SPONSORED RESEARCH 
(407) 367-2310 
FAX (407) 367-2319 APPENDIX E 

DATE: 

TO: 

FROM: 

RE: 

May 30, 1995 

INSTITUTIONAL REVIEW BOARD 
Human Subjects Review Committee 

MEMORANDUI\-1 

Dr. Marilyn Ray & Barbara Sorbello 

Nursing 6~ 
Brett Laursen, Chair 

H95-52 "Views of Registered Nurses and Unlicensed Assistive Personnel on 
Differentiating Aspects of their Roles" 

The Institutional Review Board (IRB) has reviewed the above protocol. The proposed 
research has been found acceptable as meeting the applicable ethical and legal standards for the 
protection of the rights and welfare of the human subjects involved. 

This approval is valid for one year from the above memo date . This research must be 
approved on an annual basis . It is now your responsibility to renew your approval annually, keep 
the IRB informed of any substantive change in your procedures and if you encounter any 
problems of a human subjects' nature. 

Please do not hesitate to contact either myself(6-1120) or Elisa Gaucher (7-2318) with 
any questions. 

BL: ape 

Boca Raton • Fort Lauderdale • Davie • Palm Beach Gardens • Port St . Lucie 
A Member of the State University System of Florida 

An Affirmative Actton/Equal Opportunity Institution 




	00001
	00002
	00003
	00004
	00005
	00006
	00007
	00008
	00009
	00010
	00011
	00012
	00013
	00014
	00015
	00016
	00017
	00018
	00019
	00020
	00021
	00022
	00023
	00024
	00025
	00026
	00027
	00028
	00029
	00030
	00031
	00032
	00033
	00034
	00035
	00036
	00037
	00038
	00039
	00040
	00041
	00042
	00043
	00044
	00045
	00046
	00047
	00048
	00049
	00050
	00051
	00052
	00053
	00054
	00055
	00056
	00057
	00058
	00059
	00060
	00061
	00062
	00063
	00064
	00065
	00066
	00067
	00068
	00069
	00070
	00071
	00072
	00073
	00074
	00075
	00076
	00077
	00078
	00079
	00080
	00081
	00082
	00083
	00084
	00085
	00086
	00087
	00088
	00089
	00090
	00091
	00092
	00093
	00094
	00095
	00096
	00097
	00098
	00099
	00100
	00101
	00102
	00103
	00104

