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ABSTRACT

1

THE TRANSFORMATION OF NURSING PRACTICE 

IN THE ACUTE CARE HOSPITAL

Bernadette Maguire Forget

The Delphi method elicited the opinions of 12 expert nurses regarding the 

knowledge, skills, relationships, and resources that were most important to the 

transformation of nursing practice in the acute care hospital. Five open-ended questions in 

Round I generated 230 statements for the Round II survey. Participants rated the Round 

II statements for importance on a four-point Likert scale. The ratings in Round II were 

included in the Round III survey which asked participants to again rate each statement for 

importance on the four-point Likert scale.

Eighty-two statements achieved consensus (ratings greater than 70%) in Round 

III. The 82 statements were analyzed for content related to the study categories of 

knowledge, skills, relationships, and resources, the futuristic characteristics of the 

consensus statements, and the relationship o f the consensus statements to transition, the 

conceptual framework of the study.

Findings indicated that health care reform was changing the work of the nurse in 

the acute care hospital. Professional, ethical, and personal dimensions of nursing practice 

were identified within the context of knowledge, skills, relationships, and resources. 

Eighteen statements, characterized as futuristic, were related to the implications of the
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Nursing 2020 study - autonomy, new opportunities, and patient rights. Leadership, new 

competencies, resource utilization, and quality o f life were important futuristic themes.

Transition, the conceptual framework for the study, incorporated subjective, 

behavioral, and interpersonal aspects that promoted individual, group, and organizational 

health. Eighty of the 82 consensus statements were related to the conditions of 

transitions. This suggested that participants understood the evolving environment and had 

begun the transitions within their practices that would sustain change in the acute care 

hospital. The range of important issues also indicated that participants experienced 

transition as a personal phenomenon. Transition was an “organizing concept” that 

supported new ways of thinking about the work of the nurse.

Implications related to role development, leadership, and learning. Suggestions for 

further research centered on the concept of transition, the new work of the nurse, 

teamwork, perceptions of quality care, and implementation of new roles.
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Chapter I 

THE PROBLEM

Hospitals are in the midst o f dramatic and uncertain transformations. In this 

dynamic arena of change, hospitals have redesigned structures and functions to achieve 

cost reductions and improve efficiency, flexibility and productivity. The imperatives of 

cost, quality, and service have pressured hospitals to surrender survival instincts and to 

embrace chaos and dissonance in order to achieve higher levels of performance. The 

changes underway are moving hospitals from central roles in health care to memberships 

in integrated health networks with different values and operating principles. The time has 

come to reinvent the future o f health care (Goldsmith, 1989; Shortell, 1993), even though, 

old ways of thinking linger, making transformation difficult and painful (Sovie, 1995).

Hospitals, faced with overwhelming financial pressures, have adopted business 

strategies to create new organizations that emphasize cost containment, while espousing 

knowledge and learning, team work, new skills, and new models of care delivery (Flarey, 

1993; Peters, 1992). The transformation of acute care hospitals, a major undertaking, 

requires the time and high energy of everyone within the organization to be successful 

(Kotter, 1995). The steps to achieve some outcomes of transformation, such as patient- 

focused care, cost effectiveness, and quality driven systems, are infinite as economic, 

political, and social factors continue to create new issues and directions.

Nurses have a significant stake in the future of acute care hospitals. Nurses are the 

primary work force and the most costly labor expense. The demand for qualified nurses in 

acute care hospitals is likely to increase with the presence of increasingly ill patients who 

require higher nurse-patient ratios (Aiken, 1995). Success in the new organizations will
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require that nurses adapt their practices and beliefs to support the organization and the 

care of the patient while continuing to uphold the principles of nursing practice that 

promote quality care (Wolf, Boland, & Aukerman, 1994a). This dual responsibility to 

organization and profession fosters ambiguity and uncertainty at a time of complex 

transitions in the structures, functions, and dynamics of hospitals (Allred et al. 1994; 

Schumacher & Meleis, 1994).

The transformation of nursing work in hospitals has been marked by change and 

transition. Work redesign has restructured the work in hospitals (Tonges, 1992) thereby 

changing expectations. Effective performance is influenced by the willingness and ability 

of the nurse to take on the new work - a decision that requires a transition to a new role 

identity that is different and more valued in the transforming environment.

Nurses willing to embrace change and undergo transitions must choose a dynamic 

approach to patient care that is active, knowledge-based, analytical, intuitive, and 

contextual in nature (Henderson, 1982). Any other course will fail to meet the needs of 

the patient or the nurse. Nursing is in a position to define the "new reality," (Manion,

1993, p.47) for nursing practice in hospitals. If nurses bypass the opportunity to create 

the practice environment of the future, they will abdicate their place on the health care 

team and abandon their roles as the major caregivers in the acute care hospital.

Nursing's contributions to the new hospital organization rests on "the well 

developed expertise of the nurse, and the organizational arrangements that enable the full 

and proper expression of nursing values and expertise.” (Styles, 1982, p.61) It is time for 

nursing to engage the practitioner in the transformational process that challenges existing 

values and assumptions (Wolf et al. 1994a). To achieve the transformation of nursing 

practice, the knowledge, skills, relationships, and resources that will support new models 

of care need to be explored. Involvement of the clinical practitioner in the 

transformational process is essential so that transitions to the new models of care occur
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with full awareness of the impact on patient care, nursing practice, and professional 

development.

Problem Statement

What knowledge, skills, relationships, and resources are identified by clinical experts 

as most important to the transformation of nursing practice in the acute care hospital?

Need for the Study

The future of nursing practice in acute care hospitals will be guided by models of 

practice that incorporate transformational concepts. The Transformational Model for the 

Practice o f Professional Nursing (Wolf et al. 1994a) was a multidimensional model 

founded on four shifting paradigms:

1) Our practice must evolve from a needs-driven model of care to one that 
is sensitive to limited resources.

2) Nurses believe that there is a direct correlation between manpower and 
quality.

3) Standardization and routines for patient care will be replaced by 
individualization and creativity.

4) Accountability, responsibility, and authority for clinical decision-making 
will evolve from the manager to the practitioner in partnership with the 
patient, (pp. 51-52)

New paradigms spur the need to rethink old values and assumptions and their importance 

for the future.

The Transformational Model for the Practice of Professional Nursing (Wolf et al. 

1994a, Wolf, Boland, & Aukerman, 1994b) delineated four tenets: 1) professional practice 

is formed through transformational leadership, the care delivery system, professional
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growth, and collaborative practice; 2) the process of care requires purposeful engagement 

with the patient as well as skills for critical thinking, negotiation, and decision-making; 3) 

primary outcomes are the anticipated outcomes; and 4) secondary outcomes are the result 

o f the effective use o f the model at the highest level o f organizational development. This 

model was designed as a "road map," (p.57) to guide nurses in their thinking about 

practice and to measure practice against future reality.

The Nursing 2020 (Smith, 1988) project applied futures research designs, the Delphi 

method and scenario-building, to answer the questions, “What are the likely alternative 

futures of hospital-based nursing? What are the events that will/may influence hospital- 

based nursing in the future? What are the future environments of hospital-based nursing?” 

(p. 142) Data from the study identified the high and low probability and desirability o f the 

forecast statements projected for the years 2000 and 2020. Four themes emerged that 

were highly probable and desirable for nursing involvement in the future: 1) altruism; 2) 

patient rights; 3) autonomy: and 4) new opportunities.

Recommendations drawn from the Nursing 2020 (Wamick, 1988) data suggested 

that strategies be developed to address the following concepts: making nursing attractive; 

technological literacy; emphasis on ethics; legislative advocacy; educational sanity; follow 

the patient; and nursing case management. The recommendations, themes, and scenarios 

were aimed to be starting points for visioning and strategic planning and research for the 

future. The value o f gathering the opinions o f recognized experts was evident in the 

relevance of these topics to the current environment.

Work redesign, the principle technique for transformation, was described as a 

beginning event in the ongoing process o f  organizational change. Work redesign was not 

an end in itself but a means to change behavior in the work place (Hackman and Oldman, 

1980). Work redesign is a "fundamental rethinking and radical redesign of business 

processes to achieve dramatic improvements in the critical, contemporary measures o f 

performance, such as cost, quality, service and speed.” (Hammer & Champy, 1993, p.32)
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Work redesign has created a turbulent (Salyer, 1995), chaotic (Wolf et al. 1994a), 

and disruptive (Triola, Allgeier & Schwartz, 1995) environment in hospitals. Research to 

date has been limited to specific aspects o f work redesign including skill mix, staffing 

levels, technology, unlicensed assistive personnel, new practice models, cost, and 

satisfaction (Fritz & Cheeseman, 1994; Kovner, Hendrickson, Knickman, & Finkler, 1993; 

Lengacher et al.1993; Neidlinger, Bostrum, Strieker, Hild, & Zhang, 1993; Smeltzer, 

Formella, & Beebe, 1993: Tonges, 1989a; 1989b). While these studies have provided 

data and valuable lessons that have supported further implementation and evaluation o f 

work redesign projects, they have not provided outcome data or long range 

recommendations or strategies to support practice in the new acute care environment.

Work redesign projects have supported and encouraged employee involvement 

aimed at minimizing threat, gaining a buy-in, and providing education (Strasen, 1994). 

However, the pace and magnitude of change have created unstable, uncertain and 

ambiguous environments (Boston, 1994) that have threatened nurses' welfare and well

being. Few people argue against the need for change in the health care system but the 

profound nature o f the transitions and the long term ramifications have invoked strong 

emotions which have taken their toll on relationships within hospitals and among 

professional nurses and nursing organizations (Shindul-Rothchild, Berry, & Long- 

Middleton, 1996; Strasen, 1994; Triola et al.1995). This has slowed progress toward a 

new future.

Uncertainty was a key characteristic o f the future. Allred et al. (1994) reported 

increased uncertainty in selected nursing units when conditions of complexity, 

changeability, and unpredictability existed. In a time of unprecedented turmoil the 

importance of setting a course and following a plan can play a major role in decreasing 

uncertainty and its subsequent impact on the environment.

Turbulence was also a term used to describe the current conditions in health care 

(Sovie, 1989). A theoretical model o f turbulence and personal factors affecting nurse

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



6

performance were tested in an acute care hospital. Results showed that nurses perceived 

themselves as uncertain within the environment (Salyer, 1995). One variable, the 

frequency of admissions and discharges on a nursing unit, had a significant negative effect 

on communication skills and interpersonal relationships with patients, families and 

colleagues. While this finding suggested that additional resources to assist the nurse with 

the admission and discharge work may reverse negative self-reported perceptions of 

performance, a broader implication lies in minimizing turbulence and uncertainty and 

creating a positive work environment.

The changes underway in acute care hospitals offers opportunity to rethink the 

nature of the organizations. The ideal organization will thrive as a center for learning and 

thinking (Brookfield, 1987; Senge, 1990). Brooks’ (1989) questioned whether critical 

reflection could influence the direction o f an organization. She believed that,

a work force capable of reflecting on the assumptions that are behind 
dysfunctional attitudes and behaviors is best suited not only to respond to 
the challenges o f a changing environment but to contribute to and actualize 
the company’s strategy in a way that meets contextual challenges, (p. 12)

Subjects in Brooks’ study indicated that they looked inward for direction and value

clarification instead of looking to the organization.

A reflective process encourages the clinical practitioner to focus on the values that 

underscore professional practice. Patient-focused models of care, an outcome of many 

work redesign projects, require that clinicians use critical thinking skills to make decisions 

at the point o f  service by the provider o f care (Gibbons, 1989). This level of responsibility 

and accountability will be thwarted in bureaucratic and hierarchical hospital organizations 

that do not support a learning environment that encourages autonomy and decision

making.

Benner (1984) constructed a model for nursing that used contextual knowledge and 

experience to describe practice from novice to expert. Reflection and action were key to 

the decisions made by the practitioner. Her work suggested that nurses must leam to

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



7

dialogue with the practice in a language that explains the nature and intent of nursing care. 

Nursing "has been too enmeshed with the rational-technical model and needs reform that 

will enable nurses to critique organizational life based on expert caring practices.” (Benner 

& Wrubel, 1989, p.402)

The future is a strategic resource, full of risk and possibility, that needs to be 

managed (Coile, 1988). Health care is a culture in transition (Koehn, 1988) that requires a 

vision to form the work of the future. The nurse in the acute care hospital has struggled 

with changes that affect her/his practice. This nurse has the best qualifications and 

incentive to identify the knowledge, skills, relationships, and resources that will support 

and improve the care of patients in a new transformational era of hospital-based practice.

Purpose of the Study

The purpose of this study was to identify by consensus o f opinion from clinical 

experts, the knowledge, skills, relationships, and resources that were most important for 

the future o f nursing practice in an acute care hospital. To accomplish this purpose the 

following questions were asked:

1. What knowledge is most important for the transformation of nursing 

practice in an acute care hospital?

2. What skills are most important for the transformation of nursing 

practice in an acute care hospital?

3. What relationships are most important for the transformation of nursing 

practice in an acute care hospital?

4. What resources are most important for the transformation of nursing 

practice in an acute care hospital?
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For the purpose of this study the terms knowledge, skills, relationships, resources,

and acute care hospital have been defined.

Knowledge is the awareness or perception of reality acquired through ethical, 

aesthetic, personal, and professional patterns o f knowing (Carper, 1978; Chinn & Jacobs, 

1987).

Skills are the nursing interventions and clinical judgments applied in actual clinical 

situations (Benner, 1984).

Relationships are cognitive, interactive, and affiliative endeavors that promote 

collaboration, communication, critical thinking, decision-making, empowerment, and 

professional development.

Resources are the human, technological, financial, educational, systems, and 

professional assets applied in actual clinical situations.

Acute care hospital is an urban hospital with a full range of primary, secondary, and 

tertiary services.

Assumptions

The following assumptions were considered to be true for this study: subjects accept 

that change and transition in the acute care hospital have an impact on the future of 

nursing practice in this setting; subjects have the clinical knowledge and experience to 

identify the knowledge, skills, relationships, and resources important to nursing practice in 

the acute care hospital; the future o f nursing practice in the acute care hospital was 

important to the subjects; and subjects' responses were not influenced by the 

administrative position of the researcher.
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Significance

The changes underway in hospitals have been chaotic, disruptive and uncertain 

(Allred et al. 1994; Manion, 1993; and Strasen, 1994). Ambiguity has been and will 

continue to be the norm as long held traditions and boundaries disappear. Downsizing, 

new expectations, cultural upheaval, and emotional stress have had a profound impact on 

the professional and personal lives o f nurses in acute care hospitals. Some nurses, 

struggling to find meaning in their work life, are bewildered by the future.

I am having a difficult time "giving up" all of the bedside hands on nursing 
care that I have done for the past sixteen years. I don't feel that I have a 
total grip on the new process in regard to patient care. It's going to take 
more time to adjust to such a dramatic change (Anonymous, 1995).

This quotation, written as a comment on a staff satisfaction survey six months after 

implementation o f a new patient care delivery model, conveyed two important points that 

can undermine the future o f nursing in the acute care hospital. First, the nurse perceived 

that she was "giving up," direct care o f the patient; second, the nurse did not feel engaged 

in a process o f change designed to ensure that the nurse had the authority, autonomy, and 

accountability to serve as a "principal caregiver," for the patient (Yale-New Haven 

Hospital, 1994).

The perception that nursing has lost or abdicated its place at the bedside was not 

consistent with the goals o f work redesign to reduce cost and to improve quality of care 

(Brett & Tonges, 1990; Lathrop, 1993; Urmy & Dubree, 1992). The decisions made at 

the bedside have a direct relationship with cost and quality, therefore, the critical thinking 

and clinical judgment of the nurse are paramount to successful transitions in acute care 

delivery. The rationale for redesigning the work of the nurse was to free the nurse of non

nursing tasks so that she could spend time doing professional work (Lengacher et al.

1994; Sovie, 1989). Professional work was with the patient but free of the non-nursing 

work that consumes nurses' time.
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A good organization values its employees not just as workers but as human beings 

who share a philosophy and mission that meets personal and work-related goals. The 

change to a new model of care must be sensitive to the personal and professional impact 

o f transitions for each person in the organization. The options for supporting transition 

ensure participation in decision-making, a key component of a successful transition 

(Schumacher & Meleis, 1994).

The gravity and magnitude of change within hospitals has created a divisive and 

disheartening climate within the profession of nursing. A separation between nurse 

administrators and clinical nurses has developed in reaction to the cost constraints and 

redesign measures underway in acute care hospitals. Clinicians believe that nurse 

administrator have "sold out," the profession in support of the organization. Nurse 

administrators think that clinicians don't understand the “big picture.” These perspectives 

are not true but they have fueled controversy that threatens progress in the development 

o f professional practice. Nursing clinicians and administrators must work together as 

colleagues, not as adversaries, to decide the future o f practice in acute care settings.

This study encouraged nurses to think beyond the boundaries of past and present 

experiences toward the future that they must define for themselves and for patients. “For 

change to be truly successful, the people involved need to change the way they think about 

things, not merely the way they do things.” (Manthay, 1989, p. 17).

This study explored the knowledge, skills, relationships, and resources that were 

important to the future of nursing in an acute care hospital. The study was significant 

because, nursing, as in other practice professions, occurs in situations of complexity, 

uncertainty, instability, uniqueness, and value conflicts (Schon, 1983). These 

characteristics o f practice professions parallel the extraordinary transitions within the 

health care system. The social, political, and economic conditions have transformed the 

direction of health care, thus creating an opportunity and obligation for nurses to define 

nursing practice for the future.
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In this chapter the importance of the clinical nurse as a participant in defining the 

future of nursing practice in the acute care hospital was discussed. The need for the study 

was supported with literature related to the transformational nature o f change within 

health care, the need for nurses to participate in the change process to assure that models 

o f professional nursing practice reflect the values and goals of the profession as well as the 

organization. Assumptions and limitations were described. The significance of the study 

was based on the empirical need to engage nurses in a reflective, critical thinking process 

that identified the knowledge, skills, relationships, and resources that would support a 

vision for the future of nursing practice in the acute care hospital.
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Chapter II 

REVIEW OF THE LITERATURE

This chapter presents the conceptual framework of the study and a review of the 

literature that prompted the research question.

Work Redesign

Hackman and Oldham (1980) viewed the potential for work redesign from both an 

optimistic and pessimistic perspective. If an organization were committed to changing 

behaviors (not attitudes, beliefs, or skills), getting them to stay changed, and getting the 

changes to spread, then work redesign had some special advantages compared with other 

change methods. On the other hand, if an organization failed to change the internal work 

motivation of employees as behaviors changed, then the technique would achieve a "small 

change," (p.587) effect or the "vanishing effects," (p.587) phenomenon that would not 

sustain work redesign changes. Ironically, work redesign was best instituted during times 

of instability.

Acute care hospitals chose work redesign as the principle technique for changing the 

environment during turbulent and unstable times. The goals were to improve patient 

outcomes and reduce costs by developing patient-focused care delivery models that 

emphasized the effective use of resources (Parsons, & Murdaugh, 1994). Opposition to 

work redesign has been strong. Shindul-Rothchild (1995) viewed redesign models as a 

direct threat to the nursing professional and the clinical gains achieved with primary 

nursing. She challenged the “inevitable transformations,” (p. 8) occurring in health care 

citing the cost effectiveness o f primary nursing models.
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Studies in nursing related to the introduction of unlicensed assistive personnel were 

the primary focus o f the limited work redesign literature. Six studies have reported that 

labor costs were reduced as an outcome of skill mix changes and that patient satisfaction 

remained unchanged (Bethel & Ridder, 1994; Bostrum & Zimmerman, 1993; Garfink, 

Kirby, Bachman, & Starck, 1991; Glandon, Colbert, & Thomasma, 1989; Pearson & 

Schwartz, 1991; Smeltzer, Formella, & Beebe, 1993). These studies have provided data 

that supported new roles for unlicensed assistive personnel but were not sufficient in scope 

to provide definitive answers regarding the long term effectiveness o f the roles.

Huston (1996) questioned whether the introduction of the unlicensed assistive 

personnel represented a solution to dwindling health care resources or was it an economic- 

driven, short term response that could lead to the “apocalypse,” (p.67) of nursing. Citing 

studies that demonstrated the increase in the number of unlicensed assistive personnel and 

the decrease in registered nurse employment in hospital and long term care facilities, 

Huston challenged the profession to expand the scope of its research to include studies 

that addressed the dynamics o f change, the outcomes of new care delivery models, and the 

parameters that demonstrated the value of the nurse at the bedside.

One of the main tenets o f work redesign in health care was that care delivery was 

fragmented and that patients would be more satisfied if they were cared for by fewer 

people who could do more things (Manthay, 1994). The multiskilled worker was found to 

be the role that would free nurses from the non-nursing functions and tasks so that they 

could attend to the professional needs o f the patients and serve as a coordinator o f care 

(Hendrickson, Doddato, & Kovner, 1990).

Hayes (1994) studied 118 nurse in a large medical center who reported that they 

(100%) usually or almost always performed non-nursing functions even though they
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disagreed or strongly disagreed (87%) that registered nurses should perform such tasks. 

This studied showed that registered nurse job satisfaction correlated negatively with the 

performance of non-nursing functions.

The debate over the role o f the unlicensed assistive personnel has been fierce and 

persistent. The arguments stem from events within the acute care environment driven by 

shorter lengths of stay, lower reimbursements, increased productivity, and more 

responsibility for the nurse (Shindul-Rothchild et al. 1996). Registered nurses have 

reported more dissatisfaction with unlicensed assistive personnel’s ability to perform 

delegated tasks, communicate pertinent information and provide more time for 

professional work (Barter, McLaughlin, & Thomas, 1997). More data are needed in light 

o f the persistent perceptions by nurses that patients are not receiving the same quality of 

care as they were when nurses were the only caregivers at the bedside.

The Transforming Health Care Environment

Work redesign in health care heralded the beginning of the transformation of the 

health care system. Work redesign was a response to the mandate to shrink into 

prosperity or close (Johnson, 1991). The true success o f work redesign rested in changing 

the behaviors within the systems or else the redesign would fail (Hackman & Oldham, 

1980). The transformation of organizations required changed behaviors and strategies for 

moving organizations through the transitions that would support new ways to provide 

quality care and service for patients while managing to the market realities (Turner,

1995a). However, “Superficial knowledge of systems and change processes won’t bring 

about major transformations in quality and service.” (Deming, 1993, p.4).

Vestal and Massey (1994) discussed patient-focused work transformation as a 

process which went beyond restructuring of an organization. Work transformation was a
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fundamental organizational change in which patient care and the delivery system that it 

supported it were rethought, and jobs, roles, and work processes were redesigned. The 

long vision of transformation was not continual down-sizing and cost cutting, but rather a 

stable, financially sound organization, in which quality in the work life and patient care 

were high.

Bridges (1980) described transformation as essentially a death and rebirth process 

versus a mechanical modification. Inherent in transformation was chaos, “A primal state 

o f energy to which the person returns for every true new beginning,” (p. 119). The 

changes in health care have created a turbulent (Salyer, 1995), chaotic (Wolf et al. 1994a) 

and disruptive environment in hospitals which, from Bridges’ perspective, would offer 

opportunity for transition to a new beginning.

Begun and White (1995) contended that chaos theory provided an excellent 

framework for examining the turbulent state of the forces impinging on nursing. Their 

premise was that if nursing were to adapt to the rapidly changing environment, it must 

consider its “dominant logic,” (p . 5) as a source of structural inertia. The elements of the 

dominant logic o f nursing included ideology of professionalism, an emphasis on caring, 

and a belief in oppressed status. Challenging the dominant logic was a prerequisite to 

transforming the system from complacent equilibrium. The authors called for a 

reconceptualization of the future as an unfolding and unpredictable series of opportunities 

that would offer growth and innovation within organizations in which nurses worked.

These opportunities would require that nursing assume a strategic leadership position in 

order to shape its future.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Transformational Leadership

16

Leadership in contemporary society has faced three problems: increased complexity: 

lack of commitment; and decreased faith in leaders (Bennis & Nanus, 1985). Employee 

commitment to work and the organization has changed and new strategies are needed to 

transform both the work place and the work experience. Transformational leadership 

requires change, innovation, growth, and empowerment o f self and others (Koemer & 

Bunkers, 1992). According to Newman (1986),

Learning new meanings is at the core o f transformation. Health 
professionals who seek to practice in the new paradigm of health face 
personal transformation. The “old rules” are no longer working and 
nursing must seek new patterns of practice, (p.78)

Transformational leadership engages leaders and followers in synergistic 

relationships that raise them to higher levels of motivation and morality (Bums, 1978). 

Vision, communication, connectedness, persistence, and consistence were characteristic of 

the transformational leader. Leadership takes on a broader and more inclusive context - a 

context o f integration and empowerment for leader and follower. Within organizational 

life, transformational leaders acknowledge and share uncertainty, embrace error, respond 

to the future, gain self-knowledge and nurture relationships. They create an environment 

that elevates followers to their full potential (Bums, 1978).

Transformational leadership has been compared with transactional leadership to 

demonstrate the characteristics required to lead in an uncertain and turbulent environment. 

The transactional leader was the traditional manager who was concerned with the day to 

day operations and who made exchanges or transactions with followers to achieve goals 

(Bums, 1978). Shared values and the essential components o f charisma, consideration for 

others, and intellectual stimulation were not characteristics o f the transactional leader 

(Cassidy & Koroll, 1994).
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The distinction between transformational leadership and transactional leadership has 

been noted in the nursing and organizational literature (Bamum, 1992; Zaleznik, 1978). 

Both forms o f leadership were considered to be important in organizations (Bass, 

Waldman, Aviolio, & Bibb, 1987; Burns, 1978; Cassidy & Koroll, 1994; Dunham & 

Klafehn, 1990; McDaniels & Wolf, 1992), however, the changing nature o f the health care 

environment will require more emphasis on transformational characteristics as the work 

force and the environment in health care change (Porter-O'Grady, 1992).

Studies in nursing have been conducted to measure transformational leadership and 

its relationship to other variables. An exploratory study to identify self-reported 

transformational and transactional leadership characteristics o f nurse executives and the 

perceptions o f their staff found that both groups saw the nurse executives as possessing a 

predominantly transformational style (Dunham & Klafehn, 1990). A test o f the means 

between both groups, however, showed that the nurse executives tended to see themselves 

as exhibiting more transformational (p< 01) and transactional (p< 05) characteristics than 

did the staff. Medley (1987), measuring transformational leadership scores o f clinical 

nurse specialists and job satisfaction scores for staff nurses, found that the scores were 

positively related but not statistically significant.

The cascading effect (Bass, Waldman, Aviolio, & Bibb, 1987) was the term used 

when the transformational scores o f  followers were slightly below those of their leaders. 

This work was validated by McDaniels and Wolf (1992) in an acute care nursing service 

with the nurse chief executive officer and mid-level nursing administrators as subjects. 

Other findings in this study supported the hypotheses that transformational leadership was 

related to low staff turnover and high job satisfaction.

The literature on transformational leadership has focused primarily on administrative 

positions that held positional power within organizations. The application of 

transformational leadership principles to administrative practice as well as to the practice 

of the followers or informal leaders was viewed as important because of the
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interrelationships needed between leaders and followers to make both roles more effective 

(Bamum, 1992). This approach was considered crucial in an era of work redesign that 

needed leaders and followers who can abandon isolating and fragmented care delivery 

models and look for new ways to achieve quality care (Bamum, 1992; Porter-O'Grady, 

1992).

The transformational leader, as moral agent, upholds ethical principles that fit with 

the concept o f leader as facilitator and mentor. Through the dissemination of power to 

followers, leaders recognize the unique and valued contributions of followers to the 

organization (Cassidy & Koroll, 1994). With time, the deepest levels o f the social 

structure o f the organization become transformed through this process (Koemer & 

Bunkers, 1992).

The transition from the modem to the postmodern world has been a time of conflict 

and ambiguity calling for transformational leaders who can act as "value brokers," (Barker 

& Young, 1994, p. 18) by creating vision and meeting the needs of followers through 

relationships of trust and mutuality. The link between transformational leadership and 

feminist attributes, such as reciprocity and cooperation, caring, self-esteem, intuition, 

empowerment, and moral responsibility, was considered an indication that the emerging 

postmodern world view would value organizations where relationships and structures 

supported transformational change (Barker & Young, 1994).

Hood and Smith (1994) studied the relationship between quality o f work life 

variables (job satisfaction, job involvement, propensity to remain in the job) and leaders' 

personal concern for staff among registered nurses, licensed practical nurses, and 

homemakers in a home health agency The results of simple and multiple regression 

analyses showed that registered nurses and licensed practical nurses had higher job 

satisfaction (p<05) and propensity to remain in the job (p< 01) when personal concern for 

them was high. The homemakers' results were significant (p< 01) for all quality o f work 

life variables when personal concern by leaders was high.
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The elements of leadership during transitional change were: 1) a transformational 

consciousness that is committed to change; 2) a focus on relationships; 3) a 

reconfiguration of systems so that work can be measured in context; 4) the establishment 

of coalitions and networks that are multidisciplinary and interactive; and 5) the ability to 

manage complexity (Porter-O'Grady, 1992).

The transformational leader coordinates, integrates and facilitates the work in 

collaboration with the staff. Command and control models do not support the transition 

of followers to participation and decision-making models which offer the best route to a 

creative work environment (Neubauer, 1995).

The Transformational Model for the Practice of Professional Nursing was developed 

in response to the transformation o f the health care system in the United States (Wolf et 

al. 1994a; 1994b). The need to reduce cost while improving quality and access called for 

change in the outmoded practices and beliefs in nursing, development of strong and 

effective organizations, and the protection of those elements o f professional practice that 

were critical for quality patient care.

Four paradigm shifts were considered essential to support future acute care practice: 

1) practice must evolve from a needs-driven model of care to one that was sensitive to 

limited resources; 2) nurses can no longer believe that there was a direct correlation 

between manpower and quality; 3) individualization and creativity would replace 

standardization and routines for patient care; and 4) accountability, responsibility, and 

authority for clinical decision-making would evolve from manager to practitioner in 

partnership with the patient (Wolf et al. 1994a).

The methodology for the development o f the model to accommodate the paradigm 

shifts included two phases. In the first phase a phenomenologic method was used to 

determine the critical factors that support professional practice. Five hundred nurses in an 

acute care teaching hospital were asked to think of a successful patient care situation in 

which they had been involved and to describe what they believed made it a success. They
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were also asked to describe a situation that was not successful and what contributing 

factors were present. In the second phase of the study, clinical narratives were collected 

that described expert practice. Each narrative was reviewed by peers and 20 were 

selected and analyzed to determine the factors associated with successful expert practice 

(Wolf etal. 1994a).

A conceptual analysis was completed for both phases and revealed strong 

consistency in the components attributable to expert practice. These components were 

categorized and became the core concepts of the Transformational Model for the Practice 

o f Professional Nursing (Wolf et al. 1994a).

The model included four components; professional practice; process; primary 

outcome; and secondary outcome. The professional component depicted the core 

relationship between a patient, nurse, and physician in a framework of transformational 

leadership, collaborative practice, professional growth, and the care delivery system. The 

model aimed to assure the delivery of professional nursing care by knowledgeable leaders 

and followers focused on the same goals with the patient. Relationships were the key 

element to this aspect of the model (Wolf et al. 1994a).

The second component emphasized the importance o f critical thinking and 

negotiation to promote individualized and creative care. Future practice required these 

skills as resources changed and patients assumed a greater role in their own care (Wolf et 

al. 1994a).

Outcomes were noted as the third and fourth component o f the model. Primary 

outcomes were quality care, care-giver satisfaction, and patient satisfaction. These 

outcomes would influence future admissions, reputation, staff turnover and recruitment - 

all factors to be considered in a competitive health care market. The secondary outcomes 

of consumer, organizational, and professional health were the result of achieving primary 

outcomes (Wolf et al. 1994a).
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These components were placed within a larger framework of organization 

development to recognize the need to support a learning organization. Nelson and Burns 

(1984) described a model with four levels o f organizational development: reactive; 

responsive; proactive; and high performance team. When matched with the components 

of the professional practice model and the characteristics inherent in the elements o f the 

model, the levels of organization development explained the variations in performance and 

goal attainment within the institution and suggested areas that needed improvement. The 

Transformational Model for the Practice o f Professional Nursing was future oriented to 

position a hospital for ongoing change and transformation without sacrificing core values 

that supported quality care (Wolf et al. 1994b).

Wolf, Aukerman, and Boland (1995) have made revisions in the model since the 

original publication. The name o f the model has changed to the Transformational Model 

for Professional Practice in Health Care Organizations to recognize the broad application 

of the model for all health care professionals. The secondary outcome component (Wolf 

et al. 1994a; 1994b) has been changed to the strategic outcomes component which focuses 

on strategic outcomes for patients, organizations, and the professions. These changes in 

the model reflected the changing dynamics within health care organizations and the 

relationships among professions and consumers.

Conceptual Framework

The concept o f transition formed the conceptual framework for the study.

Transition is a passage or movement from one state, condition, or place to another that 

has universal properties and conditions which help explain person-environment 

interactions in terms o f developmental, situational, health-illness and organizational 

processes and outcomes (Chick & Meleis, 1986; Schumacher & Meleis, 1994).
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Universal properties and the conditions of transition were described by Schumacher 

and Meleis (1994) following an exhaustive review of the nursing literature. The universal 

properties were: 1) transitions occurred over time; 2) the process involved development, 

flow, or movement from one state to another; and 3) the change precipitating transition 

was dynamic and progressive. These properties are all present in the changing 

environment of acute care.

The conditions of transition were the influencing factors that mediated the process 

and outcomes of transition (Schumacher & Meleis, 1994). Conditions identified in the 

literature included meaning, expectations, level of knowledge and skills, environment, 

level of planning, and emotional and physical well-being.

Meaning was the subjective appraisal of a transition and its effect on the individual 

(Schumacher & Meleis, 1994). Adlersberg and Thome (1990), in their study of 

widowhood, observed that widowhood was not always viewed as a negative experience 

by all subjects in the study. Some subjects experienced widowhood with a sense o f relief 

and a hope for opportunities and personal growth.

Expectations during transitions were subjective phenomena influenced by the frame 

of reference gained through prior experience (Kenner & Lott, 1990; Reimer, Davies & 

Martens, 1991). Expectations were subject to incongruity when the transition defined a 

new reality (Shea, Adamzczak, & Flanagan, 1987).

The knowledge and skill o f the person undergoing transition may not be adequate to 

meet the demands of the new situation (Schumacher & Meleis, 1994). Research has 

provided data relative to this condition in clinical (Kenner & Lott, 1990), educational 

(Dunn, 1992) and administrative (Gilmore, 1990) contexts. When knowledge and skills 

are perceived as inadequate, uncertainty gains hold and can undermine outcomes (Allred 

et al., 1993; Selder, 1989).

Social, ethical, political, economic, and cultural considerations shaped the reality of 

environment (Schumacher & Meleis, 1994). Appropriate resources were important for
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successful transitions. Imle (1990) conceptualized environment as external faciliative 

resources. External faciliative resources were the cyclic processes for perceiving, building 

and evaluating the helpfulness and supportiveness o f resources, outside the person, that 

helped the transition.

The relationships among persons and subsystems within the organizational 

environment can facilitate or impede the process and outcomes of transition (Schumacher 

& Meleis, 1994). Collaboration, team work, and communication supported transition in 

those environments that managed transition effectively (Losee & Cook, 1989).

Supportive preceptors, mentors, and role models were also recognized as resources or 

conditions for successful professional transitions (Dunn, 1992; Shea et al. 1987).

Planning for and during transitions was a condition aimed to minimize instability. 

Some level o f planning was needed even for catastrophic events, such as natural disasters. 

Planning anticipated or mobilized the resources and communication networks required to 

accomplish the transition (Schumacher & Meleis, 1994).

An individual's or group's emotional and physical well-being were noted as 

conditions influenced by transition. Fear o f failure, unwarranted self-criticism, self-defeat, 

isolation and overload were recognized in the role transitions from staff nurse to head 

nurse (Rice, 1988) and in the orientation to flight nurse duties (Shea et al. 1987). These 

factors were thought to result in a lack of concentration, an unwillingness to take risks, 

and an avoidance of the unknown (Schumacher & Meleis, 1994).

The conditions o f transition do not occur in isolation or in any particular order. 

Transition is a more fluid and open phenomenon which is not delimited by time, is slow 

and progressive, and is focused on a person’s internal process and psychological 

experiences (Nortier, 1995).

Indicators of healthy transitions were identified as a subjective sense of well-being, 

mastery of new behaviors, and the well-being of interpersonal relationships (Schumacher 

& Meleis, 1994). Subjective well-being during transitions required effective coping
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(Kane, 1992) and personal integrity (Myton, Allen, & Baldwin, 1992). Role mastery 

denoted achievement o f skilled role performance and comfort with the new behaviors 

required in the new situation (Schumacher & Meleis, 1994). Mastery at the organizational 

level was measured by the quality of care and efficient work performance (Main, Mishler, 

Ayers, Poppa, & Jones, 1989).

Relationships were at risk during transitions caused by various events (Schumacher 

& Meleis, 1994). In an organizational context undesirable transitions resulted in a lack of 

cohesiveness, increased absenteeism and turnover, rumors, suspicion, conflict, lack of 

cooperation, and retention and recruitment problems (Kerfoot, Serafin-Dickson, & Green, 

1988). Healthy organizational transitions resulted in cooperation, effective 

communication, team work, and trust (Losee & Cook, 1989).

Bridges described transition as the “way of personal development.” (Bridges, 1980) 

The process had an ending, a neutral zone, and a new beginning. Nortier (1995) described 

a five-phase transition dynamic marked by initial equilibrium, separation, crisis, rebirth and 

new equilibrium that was a deeply personal experience. Transitions belonged to the realm 

of the subjective and related directly to an individual’s perception o f the daily impact of 

changes within the environment.

The concept of transition in this study was viewed as an “organizing concept,” 

(Meleis & Trangenstein, 1994, p.255) that described the movement occurring in acute 

care as a result o f changes in an organization brought about by redesign and pressures of 

health care reform. The search for clinical practice alternatives in acute care will require a 

thoughtful and deliberate process to minimize the instability associated with the 

transformation of the acute care hospital and to achieve outcomes that support effective 

nursing practice.

Transition was useful and applicable to the domains of nursing, that is, person, 

environment, health, and nursing (Chick & Meleis, 1986). Transition was experienced 

differently by each individual within the context o f his/her environment and well-being
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along the health-illness continuum. Nursing, interacting with individuals along the 

continuum, has knowledge to anticipate and recognize conditions o f vulnerability and 

opportunity during transitions.

The concept o f transition was found to incorporate subjective, behavioral, and 

interpersonal dimensions that promoted individual, group, and organizational health 

(Schumacher & Meleis, 1994). This multidimensional context and the integral importance 

of knowledge, skills, relationships, and resources for successful transitions was the reason 

this concept was chosen as the conceptual framework for the study.

Summary

This chapter has presented transition as the conceptual framework for the study. 

Work redesign was reviewed for its significance to the changes in nursing practice and 

health care delivery. The transforming environment was reviewed because of the 

implications of transformation for the future and for the nursing profession. 

Transformational leadership were reviewed because leadership will play an important role 

in creating the future of nursing practice in the acute hospital.
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Chapter III 

METHODS

In this chapter the method, the characteristics o f  the participants, the process for the 

protection of human subjects, the data collection, and data analysis procedures are 

discussed. The study sought the opinions of clinical experts using the Delphi method to 

identify the knowledge, skills, relationships, and resources that were most important for 

the transformation o f nursing practice in the acute care hospital.

The Delphi Method

The Delphi Method, a structured group communication technique, allows a group of 

individuals, as a whole, to deal with complex problems (Linstone & Turoflf, 1975). 

Anonymity among participants, iteration with controlled feedback, statistical group 

response and the use of experts are features of the method that distinguish it from other 

group decision-making processes (Dalkey, 1972; Goodman, 1987). The Delphi method 

also was a systematic, intensive, and relatively inexpensive way to understand a high 

priority issue through the opinions of experts (Lee, 1988).

The aim of futures research was to augment the capabilities of individuals and 

organizations to cope with increasing uncertainty, rapid change, and complex 

interrelationships (Morrison, Renfro, & Boucher, 1984). The Delphi Method has been 

used in nursing research to study several topics such as the future o f hospital-based 

nursing (Smith, 1988), competencies for nursing leadership in public health (Misener et 

al.1997), priorities for administrative and clinical nursing research (Henry et al. 1987;
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Lindeman, 1975), curriculum planning (Sullivan & Byre, 1983), barriers to care (Melnyk, 

1990); and decision alternatives (Panniers & Walker, 1994).

The Delphi Method was chosen for this study because it has value for identifying 

future possibilities in a transforming acute care environment and for gathering the opinions 

of clinical experts, currently working in an acute care hospital, regarding the knowledge, 

skills, relationships, and resources that were important to the future of nursing practice in 

the acute care setting. The potential participants, vested by virtue o f their recognition as 

clinical experts in the research setting with responsibilities for influencing nursing practice 

and the quality of care, had experienced the changes created by work redesign within the 

research setting. Since it would have been difficult for the participants to meet face to 

face due to work schedules and full or part time employment status, the Delphi method 

was chosen to gather and analyze the expert opinions about the future o f nursing practice 

in an acute care hospital.

Population and Sample

The population of eligible nurses included 25 clinical experts employed in an acute 

care hospital. A clinical expert was a registered nurse who had achieved the highest level 

of recognition in the clinical advancement program in the research setting. Advancement 

as a clinical expert was awarded based on self-evaluation, letters o f recommendation, and 

exemplars of clinical practice which were reviewed by a group of other clinical experts.

In a Delphi study, a homogenous group of 10 to 30 subjects was considered an 

adequate sample since few new ideas are generated by a homogenous well-chosen group 

greater than 30 people (DelBecq, Van de Ven, & Gustafson, 1975).

Eligible subjects received a letter (Appendix A) at home from the investigator 

stating the reasons for selecting clinical experts for the study, a brief description of the 

study, a request for participation, and a promise that the investigator would host a
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luncheon for all the clinical experts in the research setting when the study was completed. 

An invitation to participate (Appendix B) and the informed consent materials (Appendix 

C), describing the measures to protect human subjects and confidentiality, also were 

enclosed in the initial mailing.

The eligible subjects were assured of their rights to withdraw from the study at any 

time. Eligible subjects were informed that a commitment o f sixty minutes was anticipated 

for the first round of the study and less time for subsequent rounds. The background 

questionnaire and the Round I questions also were sent to all eligible subjects in the initial 

mailing (Appendix D). Prior to distribution, all written materials were reviewed and 

endorsed for clarity and face validity by ten nurses in a Master's level graduate nursing 

program.

Data Collection Procedures

Round I

The background questionnaire, the instructions for Round I and the Round I 

questions were enclosed with the initial mailing to eligible subjects (Appendix D). The 

background questionnaire included demographic variables o f  interest to the study 

including age, initial nursing education, year o f completion o f initial education program, 

other earned degrees, years o f experience as a nurse, number o f years employed in the 

study hospital, hours worked per week, and number of years as a clinical expert.

The Round I survey included instructions for completing the survey questions, each 

written on a separate page. The questions were: 1) What knowledge will be important in 

the future for nursing practice in the acute care hospital?; 2) What skills that you currently 

have and value and what new skills will be most important in the future for nursing
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practice in the acute care hospital?; 3) What relationships will be most important in the 

future for nursing practice in the acute care hospital?; 4) What resources will be most 

important in the future for nursing practice in the acute care hospital?; and 5) What 

additional thoughts and ideas do you have about nursing practice in the acute care hospital 

in the future?

The operational definitions for knowledge, skills, relationships, and resources were 

listed above the related questions on each sheet o f paper. Participants were asked to use 

their knowledge, experience, imagination, and intuition to respond to the Round I 

questions. A stamped return envelope, addressed to the home of the investigator, was 

included for the convenience of the participants. Participants were asked to return the 

surveys within a two week period. A reminder letter (Appendix E ) and a complete set of 

Round I documents were sent to the eligible subjects who had not returned the Round I 

survey within five weeks. Twelve Round I surveys were returned within an eight week 

period.

Round II

The participants responded to the Round I questions in a narrative format. The 

narrative comments were transcribed by the investigator into 234 individual statements. 

Every attempt was made to use the exact words o f the participants. The Round I 

narrative data and the statements written by the investigator were reviewed by each 

member of the three member advisory panel to determine if the statements reflected the 

content provided by each participant. This group included the Director of Nursing 

Research at the study hospital, a nurse administrator at the Hospital, and a doctoral 

student in an affiliated University Nursing Program. Based on their review 230 statements 

were selected for the Round II survey.
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The investigator sorted the statements into one o f the five categories defined in the 

open-ended questions in Round I. They were knowledge, skills, relationships, resources, 

and additional comments. If a statement did not reflect the meaning of the category in 

which it had been defined by the participant, it was reassigned to the most appropriate 

category. For instance, the statement, “More FTEs to support learning in a transformed 

organization.” was written by the participant in the knowledge category in Round I. Since 

this statement clearly indicated desired resources, it was reassigned to the resource 

category. When the content o f a statement overlapped categories, the investigator 

assigned the statement to the category where it had been defined by the participant. For 

example, “Knowing how to manage time.” required both knowledge and skill. Since it 

was identified in the knowledge category in Round I, the statement remained in the 

knowledge category. All statements were rotated within each category to eliminate 

grouping together the responses o f any one of the participants. This maneuver also was 

intended to protect confidentiality.

Round II measured the importance of each statement identified in Round I. A four- 

point Likert scale was used to measure the degree of importance of each statement to the 

future of nursing practice in the acute care hospital. The scale was labeled as follows: 

very important; important; somewhat important; and not important.

Round II instructions strongly emphasized that participants should consider the 

“relative importance,” o f each statement and the fact that each statement could not be 

“very important.” Round II instructions also requested clarifications, supportive 

comments, and/or criticisms of the Round I data. The Round II instructions, survey and a 

self-addressed stamped envelope for return to the investigator were mailed to each of the 

12 participants with a cover letter (Appendix F). Twelve surveys were returned within a 

four week period.
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Round in

The Round in  survey included 227 statements, the Round II importance ratings for 

each statement, 27 comments written in by participants in Round II, and a four-point 

Likert scale for rating the importance of each statement (Appendix G). Three statements 

were eliminated after Round II because at least one participant identified a statement as 

ambiguous or unclear. Participants were instructed to rate each statement knowing that a 

rating of very important or important would have significance for the future o f nursing 

practice in the acute care hospital.

Participants were asked to consider the Round II scores and comments of their 

colleagues when choosing a rating for the Round HI statements. They also were asked to 

respond to the comments if they had an opinion regarding the content or meaning of the 

comment. A cover letter, instructions for the study, the survey, and a self-addressed 

stamped envelope for returning the survey were mailed to the twelve participants who 

completed the Round II survey. Six surveys were returned within a four week period. A 

reminder letter (Appendix H) was sent to the six participants who did not return the 

surveys. All she remaining surveys were returned within eight weeks o f the original Round 

HI mailing.

Protection o f Human Subject

Participation in the study was voluntary and the identity o f the participants was 

protected. The research was reviewed by the Institutional Review Board and the Hospital 

Nursing Research Committee. The consent form explained the study and informed the 

eligible subjects of the measures to protect confidentiality. It was stated also that the 

participant had the right to withdraw from the study at any time. All participants returned 

and signed the informed consent material.

The data sheets for each round of the study were coded with an identification 

number which remained the same for each participant during all rounds of the survey. The
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eligible subjects were informed that the results o f the study would be provided to the 

Hospital in a summary format that did not in any way identify the participants.

Data Analysis

The analysis o f Round I considered the accuracy of the transcription of the narrative 

comments of the participants into the statements that provided the data for Round Q and 

Round IE and the categorization of these statements into the study categories of 

knowledge, skills, relationships, resources, and additional comments. Round II elicited 

importance ratings on a four point Likert scale for the 230 statements derived from the 

Round I data. These ratings were calculated for each statement and provided the 

feedback data for the Round m  survey.

Round EDI enabled participants to review the importance scores o f Round n  and to 

rate the same statements again in light of the responses of their colleagues and the 

significance of the statements for the future o f nursing practice in the acute care hospital. 

Statements that achieved an importance rating greater than 70% were considered to have 

achieved consensus.

The consensus statements in Round III were analyzed to determine the following: 1) 

the differences between the Round II and the Round III responses; 2) the frequency and 

content of the statements that achieved a rating greater than 70% (Appendix I); 3) the 

frequency and content of the statements that achieved a rating greater than 70% in each 

study category, that is, knowledge, skills, relationships, resources, and additional 

comments (Appendix J); 4) the futuristic characteristics of the consensus statements; and
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5) the relationship of the consensus statements to transition, the conceptual framework of 

the study (Appendix K).

The validity, reliability, and generalizability of results were not tested. The study 

was conducted as a qualitative study in the context of futures research. Validity can only 

be established by the degree to which the results would occur in the future (Lee, 1988) 

and by the commitment of the subjects during the process (Goodman, 1987). Reliability 

o f results among different groups has been shown (Dalkey, 1972; Duffield, 1993) but was 

not able to be tested in this study. True generalizability of results was probably 

undesirable and inadvisable since the major purpose of futures research is the development 

and testing of alternative visions of the future (Lee, 1988).

Summary

This chapter has described the Delphi Method and how it was applied in the study, 

the population and sample for the study, the process for constructing each Round of the 

Delphi surveys and the measures to assure the protection of human subjects. The 

procedures for the data collection and data analysis were explained including the rating 

score required to achieve consensus in the study.
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Chapter IV 

DATA ANALYSIS AND FINDINGS

The purpose of this study was to identify by consensus of opinion from clinical 

experts, the knowledge, skills, relationships, and resources that were important for the 

future o f nursing practice in the acute care hospital. Twelve nurses, recognized as clinical 

experts within the research setting, participated in the study. The Delphi method was used 

to elicit the opinions of the 12 participants and to gain consensus of the study group. This 

chapter includes a discussion of the analysis and findings of the study.

Participant Characteristics

At the time the Round I survey was mailed, 25 nurses were recognized as clinical 

experts in the research setting. A clinical expert was a registered nurse who had achieved 

the highest level of recognition in the clinical advancement program in the research setting. 

Advancement as a clinical expert was awarded based on self-evaluation, letters of 

recommendation, and exemplars of clinical practice which were reviewed by a group of 

other clinical experts. Twelve (12) nurses participated in the study, one (1) nurse declined 

to participate because of a prolonged medical leave of absence, and 12 nurses did not 

return the initial questionnaire.

Characteristics of the sample were as follows: 1) years as a registered nurses: range 

9-48 years; X = 16; M = 13; 2) years employed in the research setting: range 6-25 years;

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



35

X = 14; M = 12.5; and 3) years recognized as a clinical expert in the research setting; 

range 1-6 years; X = 3; M = 4. Six participants worked full time (40 hours a week), five 

participants worked part time (a minimum o f 24 hours per week) and one participant 

worked on a per diem basis. Only six of the twelve subjects provided their ages on the 

background questionnaire so this variable was not included in the analysis. Gender was 

not included because it would have compromised confidentiality since there was only one 

male in the clinical expert group at the time o f the study.

The initial education in nursing for the participants was as follows: six participants 

were educated in baccalaureate nursing programs; four were educated in associate degree 

programs; and two were educated in diploma programs. Highest levels of education 

achieved by participants at the time of the Round I survey were: baccalaureate degrees in 

nursing - four nurses; baccalaureate degree in a non-nursing field - one nurse; master’s 

degrees in nursing - two nurses; two master’s degrees in non-nursing fields - one nurse; 

and no academic preparation beyond diploma or associate degree nursing education - four 

nurses. Nine participants characterized their professional careers in acute care hospitals as 

concentrated in a specialized field of nursing and three participants stated that they had 

worked in both general and specialized areas of nursing practice in an acute care hospital.

The Delphi Surveys

Round I Survey

Round I of the study included five open-ended questions aimed at gathering as much 

data as possible on the knowledge, skills, relationships, and resources that clinical experts
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identified as important to the transformation o f nursing practice in the acute care hospital

(Appendix D). Participants were asked to think beyond present boundaries and barriers

and to envision nursing practice in a transformed health care environment that they could

create. Participants responded to the questions in a narrative format. The analysis

included two steps: 1) the transcription of the narrative data provided by the participants

into individual statements; and 2) the sorting o f the statements into one of the five

categories defined in the open-ended questions in Round I. The five categories were

knowledge, skills, relationships, resources, and additional comments. The questions were:

What knowledge will be important in the future for nursing practice in the acute 
care hospital?

What skills that you currently have and value and what new skills will be most 
important in the future for nursing practice in the acute care hospital?

What relationships will be most important in the future for nursing practice in the 
acute care hospital?

What resources will be most important in the future for nursing practice in the 
acute care hospital?

What additional thought and ideas do you have about nursing practice in the acute 
care hospital in the future?

Two hundred thirty-four (234) statements were transcribed from the narrative data 

by the investigator. Every attempt was made to  use the exact words o f the participant to 

avoid investigator bias. The actual participants’ responses and the transcribed statements 

were reviewed by each member of the three member advisory panel to determine if the 

statements reflected the content provided by the participant. Based on this review 230 

statements were selected for the Round II survey (Appendix F).
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In Round II each statement was analyzed and assigned to one of the study 

categories, that is, knowledge, skills, relationships, resources or additional comments. If a 

statement did not reflect the meaning of the category in which it had been stated by the 

participant, it was reassigned to the most appropriate category. For instance, the 

statement, “More FTEs to support learning in a transformed organization,” was written by 

the participant in the knowledge category in Round I. Since this statement clearly 

indicated desired resources, this statement was reassigned to the resource category. When 

the content of a statement overlapped categories, the investigator assigned the statement 

to the category where it had been stated by the participant. For example, “Knowing how 

to manage time,” requires both knowledge and skill. Since it was identified by the 

participant in the knowledge category, the statement remained in the knowledge category. 

The reassignment o f statements as a result of this analysis is shown in Table 1.

Table 1

Number of Statements Reassigned During Round I Analysis

Category Participant Assignment Investigator Assignment

Knowledge 83 58
Skills 62 50
Relationships 23 35
Resources 42 54
Additional Comments 24 33

Total 234 230

Round II Survey

Participants received a cover letter describing the progress of the study and 

directions for completing the Round II survey. The Round II survey (Appendix F), which
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included the 230 statements developed in the Round I analysis, was also attached with 

brief instructions. The 230 statements were organized into the five study categories: 

knowledge, skills, relationships, resources, and additional comments. Participants were 

asked to rate the “relative importance,” o f each statement on a four point Likert scale 

which was labeled as follows: very important; important; somewhat important; and not 

important. The instructions explained that all o f the statements had been identified as 

important by one or more colleagues. The participants were asked to rate the statements 

on the Likert scale according to their perceptions of importance to the future of nursing 

practice in the acute care hospital.

Twelve questionnaires were returned. Each statement on the surveys was scored 

according to the number of participants who selected a particular point on the four- point 

Likert scale. Percentages were then calculated for each statement according to the 

number of participants who rated a statement as very important, important, somewhat 

important, or not important. A score greater than 70% on any one point of the Likert 

scale was considered an indication of consensus for that statement.

Nineteen statements, 8% of the 230 statements in the survey, were rated greater 

than 70% on the Likert scale. Ten statements were rated as very important and nine 

statements were rated as important. None o f the statements was rated greater than 70% 

on the somewhat important and not important points o f the scale. Five statements were in 

the knowledge category, five in the skills category, five in the relationship category, three 

in the resource category, and one in the additional comments category. Twenty-six 

comments regarding specific statements were written in by participants. Three statements
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were eliminated during the Round II analysis because at least one participant deemed the 

statement to be unclear or ambiguous. Table 2 displays the statements that achieved 

greater than 70% ratings in Round n, the category to which the statement was assigned, 

and the rating each statement received.

Table 2

Statements Achieving Greater Than 70% Ratings in Round II

Category* Statement Rating
Very

Important
Important

K Knowing how to manage time. 92
K Knowing how to identify and solve problems. 83
K Being open to new knowledge. 83
K Knowing how to care for oneself. 83
K Knowledge of the cost of health care. 83
S Ability to listen - hear a patient's words, the sounds of his/her 

body, the non-verbal communication.
83

S Ability to effectively use existing and new technology. 75
S Impeccable communication skills at the bedside. 75
S Ability to accept constructive criticism. 75
S Ability to articulate and obtain the resources needed to care 

for patients.
75

Rel The nurse patient relationship. 92
Rel The nurse as the patient's advocate. 83
Rel Relationships that promote mutual respect and self- 

confidence.
83

Rel Team relationships 75
Rel Relationships with staff members in other departments including 

nursing peers and support personnel.
75

Res An environment that nurtures, encourages and values 
excellence in nursing.

75

Res Technology that gives us more time with our patients. 75
Res Continuing education. 75
A The nurse of the future must be smart, compassionate, a 

listener, a teacher, an observer, intuitive and organized.
75

* K= knowledge; S = Skills; Rel = Relationships; Res = Resources; A = Additional Comments
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Round in  Survey

The Round in  survey included 227 statements, the Round II percentage scores for 

each statement, the 27 comments by participants listed below the statements to which they 

applied, and a four point Likert scale for rating the importance o f each statement 

(Appendix G). Participants were instructed to rate each statement knowing that a rating 

of very important or important applied to those statements that would have significant 

relevance for the future of nursing practice in the acute care hospital. They also were 

asked to consider the scores and comments o f their colleagues when choosing a rating for 

the Round HI statements. They were asked to respond to the comments if they had an 

opinion regarding the content or meaning of the comment.

Twelve surveys were returned. Results of Round in  were analyzed to determine 

the following: 1) the differences between the Round II and the Round in  responses; 2) the 

frequency of statements that achieved a rating greater than 70%; 3) the frequency and 

content o f the statements that achieved a rating greater than 70% in each study category, 

that is, knowledge, skills, relationships, resources, and additional comments; 4) the 

futuristic characteristics of the consensus statements; and 5) the relationship of the 

consensus statements to the conceptual framework of transition.

The comparison of Round II and Round EH results showed an increase in the 

number o f statements that were rated greater than 70% by the participants. This result 

was an expected outcome of the Delphi method which seeks to gain consensus through 

iteration of prior survey results (Linstone & Turoff, 1972). Nineteen (19) statements were 

rated greater than 70% in Round II and 82 statements were rated greater than 70 % in
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Round HI. Fourteen statements that achieved a rating greater than 70% in Round II, were 

also rated greater than 70% in Round IH. Five statements were eliminated from further 

analysis. The eliminated statements are listed in Table 3.

Table 3

Statements Eliminated From Round HI Analysis

Knowledge of the cost o f care.
Impeccable communication skills at the bedside.
Ability to accept constructive criticism.
Ability to articulate and obtain resources needed to care for patients.
Relationships with staff members in other departments including nursing peers and 
support personnel.

Eighty-two statements (36%) were rated greater than 70% on one of the points of 

the four-point Likert scale. Fifty-five (55) statements were rated as very important, 25 

statements were rated as important, one (1) statement was rated as somewhat important, 

and one (1) statement was rated as not important (Appendix I).

The frequency o f statements rated greater than 70 % within each study category 

was: knowledge - 13 o f 57 (23%); skills - 15 of 50 (30%); relationships - 13 of 35 (37%); 

resources - 24 of 52 (46%); and additional comments - 17 of 33 (52 %). These 

statements are listed by category and rating in Appendix J. Each category was analyzed 

for themes and concepts as well as congruence with the operational definitions for 

knowledge, skills, relationships, and resources.

Knowledge was defined operationally as an awareness or perception of reality 

acquired through ethical, aesthetic, personal, and professional patterns o f knowing.

Thirteen knowledge statements achieved consensus. These statements were further
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categorized according to the patterns of knowing, that is, ethical, aesthetic, personal, or 

professional. None of the statements was categorized as representing aesthetic patterns of 

knowing. These statements are listed in Table 4.

Table 4

Patterns of Knowing

Consensus Statements Patterns of Knowing
Knowledge of moral standards. Ethical
Gaining knowledge is the duty of the nurse. Personal
Being open to new knowledge. Personal
Self-knowledge o f abilities, talents, limits, and goals. Personal
Knowing how to care for self. Personal
Knowing how to manage time. Professional
Knowing how to identify and solve problems. Professional
Knowing how to plan care that considers the effective use o f resources Professional
Well-grounded clinical and theoretical knowledge. Professional
The ability to interpret patient problems using clinical knowledge. Professional
Knowing how to create and maintain a safe and healing environment. Professional
Self-study modules for staff education. Professional
Knowing how to negotiate with patients to determine essential needs. Professional

Skills were defined operationally as nursing interventions and clinical judgments 

applied in actual clinical situations. Consensus statements regarding skills were related to: 

assessment; teaching; listening; communication; collaboration; prioritization; discharge 

planning; and problem-solving. The ability to be creative in the use of resources, to be a 

compassionate caregiver, to be a “big-picture” thinker and to acquire new skills to support 

change in the environment were not specific nursing interventions or clinical judgments 

but were viewed as skills with broad application in nursing practice.

Relationships were defined operationally as the cognitive, interactive, and afiiliative 

endeavors that promoted collaboration, communication, collegiality, critical thinking,
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decision-making, empowerment, and professional development. The relationship 

consensus statements reflected the operational definition of relationships in the study. The 

nurse-patient relationship, team relationships, and characteristics o f relationships were 

rated as very important or important by the participants.

The nurse-patient relationship was central to the future o f nursing practice in the 

acute care hospital. The statement, “Establish and maintain the nurse/patient relationship 

even when time at the bedside is limited,” recognized the changing role of the nurse at the 

bedside and inferred that the change does not alter the nurse’s responsibility for the 

patient. This responsibility to the patient, colleagues, and the patient care unit also was 

considered to transcend crises and personal concerns.

Team relationships that were interdisciplinary, collaborative, and outcome-directed 

were also noted to be very important or important. Non-adversarial, collaborative 

relationships with physicians that included sharing responsibility and accountability for 

patients, was a desired relationship for the future. Important characteristics of 

relationships included trust, self-confidence, mutual respect, and appreciation.

The operational definition for resources was the human, technological, educational, 

systems, and professional assets applied in clinical situations. The nurse was identified as 

a very important human resource who was valued as a bedside nurse, a role model, a 

critical thinker, and a committed professional. Unlicensed assistive personnel were seen as 

important resources for technical support but were in need of role development.

The environmental resources were more definitive. Education, technology and 

systems were identified as resources required for the future. The desired educational
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resources included continuing education opportunities and access to programs and 

reference materials within the organization. Expanded educational resources were desired 

to address change and transformation in the acute care environment. Financial support for 

education and adequate time for orientation of new staff were noted also to be important.

Technology that supported patient care, decreased costs, and increased efficiency 

were desired resources. Technology was viewed as a time saver which allowed the nurse 

to spend more time with the patient. The vision of technology as a shared resource among 

caregivers, support services, and suppliers recognized the implications of cost and access 

to high cost technology in the future.

Systems that streamlined work, eliminated duplication of work, minimized waste, 

and improved efficiency were noted by participants. The desire for information systems 

that provided accurate and timely cost/benefit data and that were outcome-driven and 

related to quality of life implied that resources would be limited and access to care would 

be based on expected outcomes. Access to resources also must be available 24 hours a 

day, seven days a week. Specialized units were viewed as a resource which was cost 

effective and more efficient than non-specialized units.

The statements in the category o f additional comments encompassed perceptions o f 

leadership, personal attributes, values, and frustrations. Change was a central theme when 

the role of the bedside nurse was described. Change was both “scary,” and “inevitable.” 

The future offered opportunities if the nurse embraced change, worked through change in 

creative ways, and took her/his place on the “front line,” to guide the change process. 

Participants also acknowledged that the role of the nurse would change from direct
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caregiver to coordinator of care whose leadership and knowledge and skills would 

influence the care o f patients and the work of the patient care unit.

Intelligence, compassion, intuition, organization, and enthusiasm were personal 

attributes that would support the nurse in the future. The ability to be a listener, a teacher, 

an observer, and a facilitator, who used time well and challenged barriers to change, 

supported the anticipated increase in autonomy and responsibility for the nurse within the 

acute care setting. The values upheld by the participants were caring, holistic care, and 

quality of life in a high technology environment.

Statements expressing frustration with staffing levels and the physical and emotional 

effects of staffing on the nurse, a perception that patients were suffering as a result of the 

changes in acute care hospitals, and concern that unlicensed assistive personnel were 

“dangerous,” if they didn’t understand why and what they were doing for patients, 

received very important scores. Each of these statements reflected the attitudes and 

perceptions of the participants to present conditions in the acute care hospital.

Futuristic Characteristics

The analysis o f the data considered the futuristic characteristics of each statement.

A statement was considered futuristic if: 1) the statement indicated knowledge, skills, 

relationships, or resources that were not available or not commonly applied in the research 

setting; and/or 2) the statement implicitly or explicitly had a future orientation. Eighteen 

statements, identified as futuristic, were grouped into the following categories: autonomy; 

patient rights; and new opportunity. These categories were identified in the Nursing 2020
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study (Wamick, 1988) which examined the future of hospital-based nursing in the years 

2000 and 2020. Altruism was not recognized in the consensus statements. One statement, 

“Ability to effectively use existing and new technology.” was included in two categories, 

autonomy and new opportunity, since the compound nature of the statement merited 

inclusion in both categories. The futuristic statements and the categories to which they 

were assigned are listed in Table 5.

Table 5

Futuristic Statements Related to the Implications o f Nursing 2020 Study

Autonomy
Knowing how to negotiate with patients to determine essential needs.
Interpersonal communications skills as the nursing role evolves from direct caregiver to coordinator 
of care.
Ability to effectively use existing and new technology.
The clinical team defines desired outcomes.
The nurse of the future must be smart, compassionate, a listener, a teacher, an observer intuitive and 
organized.
The nurse of the future, no longer solely at the bedside, will use her/his knowledge and skills to be a 
leader who influences the care of patients as well as the work of the [patient care] unit.
Increased nursing autonomy means more responsibility for the nurse.

New Opportunities 
Acquiring multiple skills to support changes in the environment.
Ability to effectively use existing and new technology.
Collaborative teamwork that shares accountability, responsibility and decision-making with the 
physician and patient.
The clinical team achieves desired outcomes.
Systems that minimize the duplication of work among nurses, doctors and support staff.
Technology that supports patient care, decreases costs, and increases efficiency.
Systems that minimize waste.
Technological resources that are a shared responsibility among the caregivers, support services and 
suppliers.
Nurses will need to be involved in committees and protocol development.

Patient Rights
Quality of life may be more important than saving a life.
Accurate cost/benefit data that are outcome driven and related to quality of life.
Forums for discussing ethical issues regarding the use o f resources and technology._______
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The analysis o f Round m  data also looked at the relationship of the 82 consensus 

statement to the conditions o f transition, the influencing factors that mediated the process 

and outcomes of transitions (Schumacher & Meleis, 1994). Conditions of transition 

included meaning, expectations, level of knowledge and skills, environment, level of 

planning, and emotional and physical well-being. Although the Round I survey questions 

were developed to capture data on the conditions o f  level o f knowledge and skills and 

the environment, which included relationships and resources, the responses of the 

participants reflected all six conditions of transition.

Eighty statements were matched to a condition of transition (Appendix K) and two 

statements were not matched. Table 6 depicts the number of statements assigned to each 

condition of transition.

Table 6

Number of Round III Statements Assigned to the Conditions o f Transition

Conditions o f transition Number of statements
Meaning 8

Expectations 15

Level o f knowledge and skills 22

Environment 25

Level o f planning 6

Emotional and physical well-being 4

Total 80
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The two unmatched statements were, “The size o f a patient care unit affects the 

efficiency and cost effectiveness of care,” and “Specialized units are more efficient and 

cost effective.” Although these statements were related to the environment they did not 

convey movement toward a new state as a result o f transition.

The condition of meaning was the subjective appraisal of an anticipated or 

experienced transition and the evaluation of its likely effect on one’s life (Schumacher & 

Meleis, 1994). Meaning draws attention to the importance o f understanding a transition 

from the perspective o f those experiencing it as well as from the perspective o f the cultural 

context of the transition. Eight statements in this study included content that had 

subjective meaning to the participants and an impact on the transitions within the health 

care environment. The “nurse-patient relationship,” and “the value of caring and holistic 

care,” were examples o f statements that conveyed subjective meaning regarding what was 

important to the future o f hospital nursing. Values, quality o f life, autonomy, 

responsibility, and personal opportunity were reflected in the themes expressed by the 

participants in the eight statements.

Expectations during a transition were subjective phenomena influenced by the frame 

of reference gained through prior experience (Kenner & Lott, 1990; Reimer, Davies, & 

Martens, 1991). Fifteen consensus statements indicated that participants had expectations 

for the future. “Therapeutic caring relationships,” “an environment that nurtured, 

encouraged, and valued nursing,” and “learning to work through change in a creative
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way,” were some o f the expectations stated by the participants. The 15 statements 

encompassed personal, professional, and environment expectations.

Personal expectations included knowing one's abilities, talents, limits, and goals, 

viewing an entire situation not just part o f it, overcoming apathy and obstacles, 

acknowledging a role as leader, cultivating attributes as a clinician, a teacher, a lifelong 

learner, and accepting change as opportunity. Professional expectations centered on the 

primacy o f the nurse/patient relationship and the continuing role of the nurse at the 

bedside and as the advocate for patients.

Environment expectations considered the value and development of excellence in 

nursing practice at the bedside and the importance o f a creative work setting. The 

environment expectations also were influenced by past experiences and perceptions by the 

participants which concluded that patients were suffering as a result of changes in health 

care, that unlicensed assistive personnel were dangerous, and that compensation for 

nursing services needed to reflect the scope o f responsibility.

The level o f knowledge and skills of a person undergoing transition may not be 

adequate to meet the demands of the new situation (Schumacher & Meleis, 1994). 

Twenty-two statements were organized into the categories of knowledge, skills, and 

education. Knowledge embodied a professional knowledge base, the acquisition o f new 

knowledge, and critical thinking. For example, “Well grounded clinical and theoretical 

knowledge,” and “being open to new knowledge,” were important to the participants. 

Problem solving skills and the application of knowledge to clinical practice were recurring 

ideas. Communication and clinical and technological skills were recognized as practical
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needs in a transforming environment. Education and training for all caregivers through 

varied methods of learning were essential for future practice in the changing acute care 

environment.

Social, ethical, political, economic, and cultural considerations shaped the reality of 

the environment in transition (Schumacher & Meleis, 1994). Twenty-five (25) consensus 

statements were matched to the condition of environment. Relationships and resources 

were key elements in the environment. Relationships that fostered creativity, teamwork, 

respect, appreciation, collaboration, commitment, and ethical debate were highly rated. 

Adequate staffing, systems that supported effective time management, technology, and 

educational resources also reflected transition. Within the environment resources needed 

to be accessible and cost effective.

The environment was a condition that generated a wide array of statements. “The 

RN as a role model,” and “nurses committed to professional practice,” were included 

along with “systems that minimize waste,” and “adequate time for the orientation of new 

staff members.” Technology, human resources, and expanded educational opportunities 

were also noted as important environmental conditions to the future of nursing practice in 

the acute care hospital.

Planning for and during transitions was a condition aimed to minimize instability 

(Schumacher & Meleis, 1994). Six statements identified ways to support a planned 

transition. “Accurate costftenefit data that were outcome driven and related to quality 

care,” was a statement that indicated an understanding that quality could not be separated 

from cost. Other themes derived from these statements were the innovative use of
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resources, the use of data for decision-making, nursing participation in transition planning, 

and the establishment of priorities to accomplish the work.

Emotional and physical well-being was the sixth condition of transition (Schumacher 

& Meleis, 1994). Four consensus statements recognized this condition. “Knowing how 

to care for oneself,” “trusting relationships,” and “relationships that promoted mutual 

respect and self-confidence,” were positive considerations for a successful transition. The 

frustration of the current environment, experienced by the nurse when she/he could not 

give good care because the unit was understaffed and the nurse was tired and feeling 

pulled away from the bedside, was viewed as a harmful experience that could impede a 

successful transition.

Summary

The Delphi method was applied in this research to determine the knowledge, skills, 

relationships, and resources that were important to the future of nursing practice in the 

acute care hospital. Twelve (12) clinical nurse experts participated in three rounds of data 

collection.

The data analysis revealed a broad spectrum of opinions that were highly rated by 

the participants. The influence of peer opinion, an expected outcome of the Delphi 

method, was demonstrated by the increase in the number of statements (82) that were 

rated greater than 70% in Round HI as compared to the 19 statements rated greater than 

70% in Round II. The analysis described the relationship of responses to the futuristic 

characteristics of the selected consensus statements and the conceptual framework of
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transition. The discussion of the findings and implications o f the study and the suggestions 

for further research are described in Chapter V.
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Chapter V 

DISCUSSION OF THE FINDINGS

A Delphi study was completed by 12 nurses who were recognized as clinical experts 

in the acute care hospital research setting. The purpose of the study was to identify, by 

consensus of opinion of the clinical experts, the knowledge, skills, relationships, and 

resources that were important for the future o f  nursing practice in an acute care 

environment. The Delphi method elicited consensus on 82 statements. A discussion of 

participant characteristics, selected findings o f  the analysis, implications and limitations of 

the study, and suggestions for future research are presented in this chapter.

Participant Characteristics

The Delphi panel included 12 clinical experts, 48% of the total population (25) o f 

clinical experts in the research setting. Since participation rates for Round I of Delphi 

studies vary widely based on the sample selection methods and the size o f the population, 

the 48% return rate for this study was acceptable (Bond & Bond, 1982; Clarke et al.

1993; Kastien, Jacobs, Van Der Hell, Luttik, & Touw-Otten, 1993; Martino, 1972; 

McKenna, 1994; Misener, et al. 1997).

Participants in the study had worked for an average of 16 years as registered nurses, 

an average of 14 years in the research setting, and an average of three years as clinical
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experts who were recognized through a formal clinical recognition program. This 

suggested a commitment to nursing and to the organization.

The educational profile of the group was slightly different than national data 

indicated (National League for Nursing, 1994). Initial education in nursing showed 50% 

of participants were prepared at the baccalaureate level compared with 25% nationally; 

33% were educated in associate degree programs as compared with 68% nationally; and 

17 % of participants were educated in diploma programs as compared with 7% nationally.

Educational status at the time of the Round I survey also showed variation from 

national norms. Two nurses held master’s degrees in nursing (17%); five nurses (42%) 

were prepared at the baccalaureate level in nursing, four in nursing and one in a related 

health care field; four nurses (33%) had no academic preparation beyond the diploma or 

associate degree level; and one nurse (8%) had two master’s degrees in unrelated fields 

conferred prior to an associate degree education in nursing. National data (Moses, 1994) 

showed that 30% o f registered nurses held diplomas from hospital training programs, 31% 

had associate nursing degrees; 31% had baccalaureate nursing degrees; and 8% had 

master’s or doctoral degrees. The participants in the study had entered nursing with 

higher educational levels and had achieved higher levels of education during their careers 

than were reported in the national data.

The higher educational levels in the research setting suggested that education was a 

valued professional credential for the participants and the organization. This finding 

supported the anticipated demand for acute care nurses in hospitals, prepared at the 

baccalaureate or higher level, who would be competent to provide care for a complex case
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mix and to manage patients across the care continuum. This scope of practice will require 

that nurses have knowledge, clinical experience, and critical thinking skills that are not 

learned through associate degree education (Aiken, Gwyther, & Friese, 1995).

The participants also reported a high level of specialization. Nine nurses (75%) 

characterized their professional careers in acute care hospitals as concentrated in a 

specialized field of nursing; and three participants (25%) had worked in both a general and 

specialized area of nursing practice. Since the research setting was an academic acute care 

hospital, the 75% specialization rate was viewed as a norm and not an exception.

Data related to the impact o f specialization in managed care markets has just begun 

to be investigated. Aiken (1995) studied dedicated AIDS units to determine if the positive 

outcomes observed in magnet hospitals (McClure, Poulin, Sovie, & Wandelt, 1983) could 

be replicated at a unit level where greater autonomy, control, and collaborative nurse- 

physician relationships resulted from specialization of knowledge and skills and the 

aggregation of a patient population. Results o f the study confirmed empirically that in the 

dedicated units nurses had more autonomy and control, and less burnout. Patients also 

had higher levels of satisfaction.

The years of experience as a nurse, the years of service in the research setting, the 

designation as clinical expert, the educational achievements, and the specialized practice 

experiences supported two assumptions of the study: 1) the participants had the clinical 

knowledge and experience to identify the knowledge, skills, relationships, and resources 

that were important to the future o f nursing practice in the acute care hospital; and 2) the 

future of nursing practice in the acute care hospital was important to the participants.
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Round I and Round II

The Delphi method was used in this study elicit opinions from participants on the 

future of nursing practice in the acute care hospital. Delphi studies have been criticized as 

lacking the rigor o f quantitative designs particularly with regard to sampling techniques, 

the use of a control group, the reliability of the measures being studied, and the validity of 

the criteria (Sackman, 1975). These criticisms were made in the context of a positivist 

paradigm that held the Delphi method to the same standards which were universal to 

scientific experimentation with human subjects (Cassell & Symon, 1994).

This study employed the Delphi method from a qualitative perspective - a 

constructivist approach which used the knowledge and experience of clinical experts to 

evolve salient factors that were important to their futures (Cassell & Symon, 1994). The 

underlying contention was that the research method allowed participants, not the 

investigator, to formulate the content of the Round II and Round III surveys.

Participants completed Round I in 8 weeks, Round II in 4 weeks, and Round III in 8 

weeks. The investigator had requested that participants respond within a two week period 

for each round o f the survey. Four participants stated that the open-ended question in 

Round I required considerable time for reflection and that the two week timeframe was 

not realistic. It was not possible to determine if the time to complete the surveys and the 

time between surveys affected the results in any way.

Whitman (1990) reported that the length o f time for completion of a Delphi study 

depended on the location and commitment of the participants. She suggested that with
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manual distribution within a single setting, a Delphi round could be completed in three 

days. Lindeman (1975) completed and published a four round, mailed Delphi survey 

(N=341) in six months. Other studies do not report specific timeframes, only the results 

with no indications that timing had a significant impact on the findings of the studies 

(Clarke et al. 1993; McKenna, ,1989; Panniers & Walker, 1994).

Delbecq et al.(1975) reported that a Delphi study should not be undertaken when 

time is limited. They suggested that a minimal turnaround time for each round was 45 

days for each round. Duffield (1993) completed each round of a two round study in 8 

weeks, noting that this timeframe encouraged a higher level of participation (100% for 

round one (N= 16) and 91% (N=34) for round two).

In Round I of this study participants were asked to respond with creativity, 

imagination, and intuition to the five open-ended questions. Emphasis was placed on 

generating ideas that went beyond present boundaries and barriers. This resulted in a rich 

array of comments which covered topics such as internships for new graduates, quality 

improvement initiatives, cost management, health care reform, alternative learning 

opportunities, cultural diversity, participatory management, insurance\ reimbursement 

information, interpersonal communication skills, trust, and fear regarding the future in a 

changing environment. Although duplication o f ideas existed, all responses were included 

in the Round II survey to demonstrate that the survey represented the ideas of the 

participants, not the investigator.

Round II was the first opportunity for participants to view the ideas of their 

colleagues. Participants were instructed to score statements based on their “relative
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importance,” from their perspectives. They were instructed that every statement could not 

be very important. A statement rated greater than 70% by participants was considered to 

have achieved consensus.

Round II achieved ratings greater than 70% on 19 (8%) of the 230 statements 

included in the survey. Five knowledge and five skill statements were rated as very 

important and five relationship, three resource and one additional statement were rated as 

important. This small number of statements that achieved consensus was attributed to the 

Round II instructions which strongly emphasized that participants consider the “relative 

importance” of each statement and the fact that every statement could not be very 

important. These instructions may have influenced the dispersion of opinions across the 

importance scale in Round II.

Round ID results showed a fourfold increase in the number of statements that were 

rated greater than 70% - 8% in Round II compared to 36% in Round III. Fifty-five 

statements were rated as very important by the participants. An explanation of this 

increase was related to convergence (Helmer, 1983). Round II ratings for each statement 

were widely dispersed across the importance scale. When participants had the opportunity 

to consider the ratings of colleagues in Round n, they improved the frequency and 

strength of importance for statements rated greater than 70% in Round ID. Dalkey (1972) 

demonstrated in a laboratory setting that the second iteration of a Delphi survey, in this 

study Round IE, was more representative of the group median.

The reliability o f Delphi studies has been reported as problematic, particularly when 

the consensus is derived from participant insights and not pre-specified criteria (Henry et
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al. 1987). Validity can only be assessed in so much as the consensus statements become 

pertinent in the future (Lee, 1988). The Delphi method was selected for this study 

because it provided a non-traditional technique for gathering information about the future. 

“To plan for the future, a group must share a vision of the future.” (Koehn, 1988, p. 5) 

The Delphi method provided the participants with the opportunity to begin to understand 

and shape a vision for the future.

Round HI

The Round HI findings o f the study indicated that the participants understood the 

dynamic nature of health care, the evolving role o f the nurse, and the need for specific 

knowledge, skills, relationships, and resources to support their work in caring for patients. 

Knowledge

Knowledge was define operationally as the awareness or perception of reality 

acquired through ethical, aesthetic, personal, and professional patterns of knowing 

(Carper, 1972: Chinn & Jacobs, 1987). The definition of knowledge was intended to 

provide a framework that encouraged participants to expand their concepts of knowledge 

beyond existing frames of reference in order to consider the practical and theoretical 

knowledge needed for the future.

Consensus regarding the importance of knowing moral standards and having a duty 

to gain knowledge suggested that nurses needed to know the principles and norms of 

ethics and morality as well as use them in making judgments within the clinical setting. 

Personal knowledge was identified in statements about knowing one’s abilities, talents, 

limits, and goals and knowing oneself.
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Glynn, Arndt, Beal, and Bennett (1996) who studied a group of 25 nurses, found 

that nurses’ careers, professional development, and personal lives were interconnected. 

Subjects in their study were asked to describe changes that had occurred in their careers 

and personal lives in the past year. The specific changes were not entities with boundaries. 

Instead they were viewed as connected to other aspects of the nurses’ lives so that a 

change at work, professional development, or a personal event were influenced by or 

affected by other aspects o f the nurses’ lives and their relationships. The personal 

knowledge statements identified by participants in this study were viewed as holistic self- 

knowledge not unlike that described as interconnectiveness. The implication for nursing 

was the recognition o f the relational nature of women’s lives and the importance of 

establishing flexibility in the work life of nurses. This need for flexibility may be viewed as 

contrary to the needs o f patients in the acute care hospital.

Eight statements reflected professional patterns o f knowing. These statements were 

about knowing how to manage time, identifying and solving problems, planning care that 

used resources effectively, interpreting patient problems using clinical knowledge, and 

creating and maintaining a safe and healing environment. This knowledge, relevant to the 

present and to the future, suggested that the participants needed new and different 

knowledge for managing care in a redesigned environment.

The broad content of the knowledge consensus statements spoke to the importance 

of establishing learning environments in which information and education were readily 

available to support professional work. Participants specifically identified clinical and 

theoretical knowledge and the availability of self-study modules for staff education as
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important elements o f learning. The limitations o f traditional learning method was a 

reality of the contemporary practice environment. Health care organizations have not 

embraced the idea of creating environments for learning and thinking (Brookfield, 1987; 

Senge, 1990) so that the knowledge needed to function effectively in a transformed 

organization is available and dynamic.

Skills

Fifteen consensus statements described the skills important to the participants.

Skills were defined operationally as nursing interventions and clinical judgments applied in 

actual clinical situations (Benner, 1984). The skills for professional practice were 

assessment, teaching, discharge planning, communication, leadership, collaboration, 

teamwork, prioritization, and problem-solving. The identification o f these skills suggested 

that additional competencies were required to manage the contingencies of nursing 

practice in acute care (Benner, 1984) as well as the collaborative and interdisciplinary 

work generated by the transformation of the organization.

Clinical leadership must be evident at the point o f service. The skills described by 

participants will be essential if nurses are to participate to the fullest measure in the 

decisions that affect patient care. The work of nursing administration is to develop and 

nurture leadership skills early in nursing careers so that nurses assume their positions of 

authority at the bedside. A failure to prepare nurses for leadership will result in nurses 

losing influence on the course and outcomes o f care, an untenable consequence for both 

the patient and the nurse.
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Although participants articulated the importance of knowledge and skills, a critical 

omission was the exclusion o f educational requirements for entry into practice and its 

importance to the future of nursing practice in the acute care hospital. Although 

opportunities for further education and economic recognition for advanced degrees were 

identified in Round I, these statements did not achieve consensus and did not address the 

issue of educational preparation for entry level practitioners.

Relationships

Relationships were defined operationally as cognitive, interactive, and affiliative 

endeavors that promoted collaboration, communication, collegiality, critical thinking, 

decision-making, empowerment, and professional development. Thirteen relationship 

statements achieved consensus in the study. The four statements that received the highest 

ratings (100%) cited the therapeutic, caring and advocacy relationship of the nurse with 

the patient even when the nurse’s time at the bedside was limited. This finding supported 

the commitment to clinical practice that was expected of a nurse who was recognized as a 

clinical expert in the research setting and the acknowledgment that the relationship was 

changing as the nurse assumed the role as the coordinator of nursing care.

In the future the nurse-patient relationship will need to be viewed in the context of 

all the variables that influence patient outcomes (Koemer, 1996). Nursing can no longer 

compartmentalize the nurse-patient relationship in a way that ignores the economic 

realities that are driving decisions about care delivery.

Five of the 13 relationship consensus statements focused on team relationships with 

nurses and physicians that shared responsibility, accountability, and decision-making for
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patient care with the patient. The emphasis on the value of interdisciplinary collaboration 

was supported in the literature. Taft, Jones, and Minch (1992) showed that nurses, 

physicians, administrators, and support/ancillary personnel highly rated team development 

and team strength as requirements for successful planning of organization change.

The Transformational Model for Professional Nursing Practice (Wolf et al. 1994a; 

1994b) defined the behaviors associated with the development o f collaborative practice, 

recognizing that the implementation of new collaborative relationships would require a 

transition from the traditional hierarchical professional interactions to true professional 

partnerships. Successful transformation of health care organizations required the 

“collective wisdom and mutual effort o f all clinical disciplines, especially as it relates to 

patient care.” (Wolf et al.1995, p. 8)

From another perspective consensus statements regarding physician-nurse 

relationships as well as respect and appreciation among team members suggested that 

traditional physician-nurse relationships continued to exist within the research setting.

Resources

Resources were defined operationally as the human, technological, educational, 

systems, and professional assets applied in clinical situations. The most important 

resource identified by participants was an environment that nurtured, encouraged, and 

valued excellence in nursing practice. Diers and Evans (1980) described excellence in 

nursing from the practice perspective - a perspective that acknowledged that, “With our 

hands and eyes we touch the lives of others and are admitted to the privacy of their inner 

space without even asking.” (p. 27) Discipline, choreography (balancing different
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demands), responsibility, caring, skepticism (keeping an open mind), perseverance, and 

passions were identified as the measures o f excellence in nursing. This framework for 

excellence has relevance for the transformation of nursing practice because it is grounded 

in clinical practice and timeless in character. Its application in performance appraisals and 

staff education could help nurses understand the artistry and value of their work for 

patients, the profession, and the organization.

Participants also identified the nurse as very important as a direct caregiver, role 

model, critical thinker, and committed professional. Nursing, the major resource of 

hospitals, will continue to dominate hospital practice. Team-building, interdisciplinary 

planning, critical thinking, and risk-taking will be essential to the work of the organization 

that is driven by cost, service, quality and outcomes (Brock, 1996). Nurses will be 

partners in these endeavors so the resources to prepare them to assume this work need to 

identified and funded through continuous quality improvement initiatives.

Unlicensed assistive personnel were identified as important but with the qualifying 

stipulation that they receive ongoing training and role development. The introduction of 

unlicensed assistive personnel into hospitals has been highly controversial. The 

controversy has fueled a national debate over the effects of redesign on the quality of care 

and the quality of nurses’ work life (Shindul-Rothchild et al. 1996). A resolution to this 

debate will not occur until research demonstrates the link between nurse staffing, skill mix, 

and quality outcomes (Lang, 1996; Malone, 1996).

Barter et al. (1997) studied nurses’ satisfaction with the work of unlicensed assistive 

personnel in three acute care hospitals (N=171). The results of the study indicated that
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registered nurses were dissatisfied with the ability of unlicensed assistive personnel to 

perform delegated nursing tasks, communicate pertinent information and provide more 

time for nurses to do their professional work. Based on the findings o f the study, the 

authors recommended that nursing administration be more attentive to the training 

programs for unlicensed assistive personnel, the maintenance of competencies, and the 

consistency of expectations within an organization.

A different perspective was pursued by Kravitz (1996) in a study of role 

implementation in the research setting for this study. The role implementation study took 

the approach that until it was evident that unlicensed assistive personnel had learned the 

competencies o f their roles, their effectiveness could not be determine. The findings 

showed that unlicensed assistive personnel were competent in all role functions for which 

they had been trained but that nurses continued to perform many of the tasks that could 

have been delegated safely. Functions such as a bed baths, a task that can be delegated to 

a skilled worker, were still being done by nurses. The inability or unwillingness of the 

nurse to delegate this task suggested that although change had been implemented, the 

transition in role responsibilities had not occurred.

Huston (1996) provided an extensive review of the literature regarding unlicensed 

assistive personnel and the impact o f their work on registered nurse utilization, quality of 

care, and cost effectiveness. The conclusions drawn from this review recognized that the 

economic realities that had led to the expansion of the role of unlicensed assistive 

personnel would persist and that new models of care which relied on the unlicensed
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assistive personnel would continue to be promoted unless nursing could demonstrate its 

cost effectiveness in maintaining quality care.

The participants in this study were more accepting o f unlicensed assistive personnel, 

albeit with serious concerns about training and competencies. However, the findings in 

the research setting showed that nurses did not delegate to unlicensed assistive personnel 

(Kravitz, 1996) even when the unlicensed assistive personnel were competent to perform 

the task. Additional research regarding role implementation and role effectiveness will be 

needed to provide direction for future models of care delivery and resource utilization.

Technology, information systems, specialized services, accessible materials and 

effective systems were identified as resources that would support decision-making, 

efficiency, cost effectiveness, and waste management. The consensus statement regarding 

the inclusion of ethical forums for the discussion of the use of resources and technology 

suggested that participants understood that human values and ethics (Curtin, 1990) would 

become central themes for the future. Unresolved ethical questions evolving from 

managed care and scarce resources, such as, access to care, rationing of care and end of 

life therapy decisions, will have an impact on cost and morale. Recognition by the 

participants of the importance of establishing ways to address ethical issues demonstrated 

an awareness of the ethical dilemmas evolving within health care.

Additional Comments

The additional comments, generated in Round I, included statements about change 

and leadership. Change offered opportunities for creativity, leadership, participation, and 

responsibility. Leadership at the bedside, on the unit, and in the organization reflected an
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awareness of the accountability and responsibility of the clinical nurse for patient care and 

the success of the organization (Wolf et al. 1994a).

In summary, the knowledge, skills, relationships, and resources identified by the 

participants in 82 consensus statements reflected opinions of the current and future 

environment in acute care including recognition o f change as a dynamic opportunity to 

create the future and acceptance of a leadership role in the new work o f the nurse. The 

ability to provide patient care in a reformed environment, advance professional practice, 

and contribute to organizational goals will require that the nurse accept the mantle of 

leadership and make the transition to a new role identity that expresses the values o f the 

profession and acknowledges the realities of the health care environment.

Futuristic Characteristics

The third component of the analysis considered the futuristic characteristics o f the 

consensus statements. A statement was considered futuristic if it identified knowledge, 

skills, relationships, or resources that were not consistently applied or available in the 

research setting and/or the statement implicitly or explicitly had a future orientation. 

Eighteen statements were characterized as futuristic for this study.

The Nursing 2020 study asked the questions, “ What will the future o f hospital- 

based nursing be?” and “ Will hospital-based nursing have a future?” (Sullivan, 1988, p. 2) 

The results of the study identified four implications for nursing: altruism; patient rights, 

autonomy; and new opportunity. The 16 consensus statements with futuristic 

characteristics were examined for their relationship to these implications. Consensus

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



68

statements were related to autonomy, patient rights and new opportunities. Altruism was 

not evident in the 18 futuristic statements. One statement was counted in two categories 

since it had implications for both autonomy and new opportunity.

Autonomy has been described as a situations support mechanism that allows or 

encourages the nurse to share in making decisions about daily operations (Baard &

Neville, 1996). Participants identified skills for negotiating care with patients as important 

to the future. Negotiated care, a proactive approach to resource utilization, is aimed at 

determining the unique needs of each patient in a resource sensitive environment. The 

cliche of “That’s the way we’ve always done it,” is replaced by individualization and 

creativity to achieve desired outcomes (Wolf et al. 1994a).

Within the context of autonomy the participants defined leadership as critical to the 

future of nursing. Nurses will be coordinators o f care, participants in clinical decisions, 

and clinical leaders who expand the boundaries o f current practice to gain competencies 

and relationships that promote the core values o f the profession (Beyers, 1996). The 

acute care setting must be prepared to explore the full dimensions o f leadership so that the 

rich potential of every nurse can be developed and nurtured so that they can assume 

expanded responsibilities in the clinical setting. The new leader must have excellent 

interpersonal skills, be a change agent and risk-taker, a team worker, entrepreneur, and 

visionary (Straka, 1995).

The Nursing 2020 study (Wamick, 1988) indicated that the desired future had new 

opportunities for practice outside of the acute care setting. In that study community and 

occupational health were viewed as growth areas for the profession. This has become a
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reality as a result o f managed care which has driven demand for services outside the 

hospital. However, participants in this study remained focused on the future o f nursing 

practice in the acute care hospital. The data were indicative of the changing environment 

in which they worked.

Acquisition of knowledge and skills to support team work, collaboration, clinical 

partnerships, resource utilization, interdisciplinary planning, and technology were noted as 

important opportunities for the future. Hammer (1996) indicated that the ability to work 

in a team-based structure, to become a knowledge worker, and to sustain a customer 

focus were requirements for success in transforming organizations. Within the acute care 

setting these characteristics have begun to evolve and the participants recognized 

nursing’s role in the evolution.

Patients’ rights were referenced in three futuristic statements: l)accurate 

cost/benefit data that are outcome driven and related to quality of life; 2) forums for 

discussing ethical issues regarding the use o f resources and technology; and 3) quality of 

life may be more important than saving a life. In the Nursing 2020 study (Wamick, 1988) 

strengthening the rights o f patients in health care and increasing the interrelationship 

between high technology and humanistic caring were major themes. The findings o f this 

study suggested that moral and ethical dilemmas regarding quality of life and resource 

utilization were prominent issues and that nurses were willing to participate in the 

decisions related to the rights of patients..

Participants also agreed that the development of systems in the acute care hospital 

that reduced the duplication of work among providers, eliminated waste, and used
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technology effectively to improve care, would decrease costs and improve efficiency. The 

misuse o f resources, both human and material, could not be tolerable in an organization 

that accepted the inevitability of change and its impact on employment, the work itself, 

and the structures required to get the work done (Flarey, 1997). The willingness to 

undergo a transition to meet the practice needs of the present and the future will require 

personal and interdisciplinary actions and expectation.

Transition

The concept o f transition was the framework for the study because it enhanced the 

participants’ potential for supporting emerging patterns for the future. Transition 

supported participants’ concerns about the outcomes of organizational changes and it 

challenged the participants to construct a vision for nursing practice in the future (Meleis 

& Trangenstein, 1994).

Central to the analysis o f the consensus statements were the conditions o f transition, 

the influencing factors that mediated the process and outcomes o f transition. Conditions of 

transition included meaning, expectations, level of knowledge and skills, environment, 

level of planning, and emotional and physical well-being (Schumacher & Meleis, 1994).

The conditions o f level of knowledge and skill and the environment which included 

relationships and resources, were the conditions on which the problem statement for this 

study was based.

The participants achieved consensus on 82 of the 227 statements in Round ID. The 

82 statements were examined for their relationships to the conditions of transition. Eighty
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statements were related to the six conditions of transitions even though the problem 

statement aimed to capture data on the two conditions o f level of knowledge and skills 

and the environment. The fact that all six conditions were reflected in the consensus 

statements suggested that participants understood the dynamic environment in which they 

worked and had begun the transitions that would sustain change in the organization.

The context o f the consensus statements indicated that participants viewed the 

future from variable perspectives, reinforcing the individuality of the transition experience 

(Bridges, 1985). The wide range of issues identified as important also supported 

transition as a personal phenomenon which generated many opinions regarding the future 

(Chick & Meleis, 1986).

The concept of transition incorporated subjective, behavioral, and 

interpersonal dimensions that promoted individual, group, and organizational health 

(Schumacher & Meleis, 1994). This multidimensional context of transition and the 

integral importance of knowledge, skills, relationships, and resources for successful 

transitions were the reasons for selecting transition as the conceptual framework for the 

study.

Meleis and Trangenstein (1994) described transition as an “organizing concept,” 

(p.255) that encompassed multiple viewpoints and domains of the discipline o f nursing. 

Transition provided the process for interaction among the established domains o f 

professional nursing - person, environment, health, and nursing. Transition also was 

viewed as congruent with or related to nursing theories of adaptation (Roy, 1989), self
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care (Orem, 1980), unitary human development (Rogers, 1989), expanding consciousness 

(Newman, 1986), and human becoming (Parse, 1989).

Transition has been defined as a passage from one life phase, condition, or status to 

another (Chick & Meleis, 1986). Transition referred to both the processes and outcomes 

of complex person-environment interactions. It may involve more than one person and 

was embedded in the context and the situation. Transitions were the processes that 

moved individuals, groups, and organizations toward a sense of well-being (Meleis & 

Trangenstein, 1994). A transition was “an inner re-orientation process that individuals 

and teams go through when some change requires them to stop doing things the way they 

used to and to start doing them differently” (Bridges, 1985, p.28).

In the acute care hospital, change has addressed the new realities associated with 

managed care, competition, cost constraints, and a multicultural workforce (Johnson,

1990). The phenomenon of redesign changed the structure, functions, and dynamics o f 

acute care hospital. An emphasis on cost, quality, and service challenged traditional 

boundaries in an attempt to set new expectations for all who worked within the setting. 

These changes have provided the impetus for multiple transitions within acute care 

organizations.

Multiple options for supporting change ensure participation and decision-making, 

key components o f successful transition (Schumacher & Meleis, 1994). A thriving 

redesigned acute care organization rests on the intellectual strength and humanistic 

abilities of the professionals who care for patients.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



73

Transition as the conceptual framework for this study was an organizing concept 

that supported new ways o f thinking about the work of the nurse and the knowledge, 

skills, relationships, and resources that will support that work in the acute care hospital. 

The transitions underway in health care, and those that have yet to begin, will involve 

broad social, political, and economic changes that will revolutionize health care 

organizations. These transitions will also have an impact on patients, nurses as 

professionals, nurses as human beings, and nursing as a profession. Transition as a central 

concept was highly utilitarian because of its applicability to the domains of professional 

nursing (Schumacher & Meleis, 1994) and changing organizational life.

Implications

The implications of this study are related to the issues and insights identified by the 

participants in the study and their importance to the present and future of acute care 

nursing practice. The statements provided by the participants often were blurred between 

time present and time future suggesting that the “future,” was different for each 

participant. Some participants seemed to view the future as tomorrow while others took a 

longer viewpoint. The fact that 18 of the 82 consensus statements were characterized as 

futuristic indicated that the future may be too abstract to define in a setting where change 

and uncertainly prevail. However, even though the content of the consensus statements 

was broad and variable, three central themes emerged - role development, leadership, and 

learning. These themes have implications for nursing and health care.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



74

Role Development

The re-creation of the practice setting in a transformed organization will require the 

development o f nursing expertise to meet the demands o f the environment. The transition 

from the traditional view of the nurse as the bedside care provider to that of coordinator 

of care will require the transformation of professional nursing practice from an individual 

endeavor to a collective collaboration with other caregivers. To accomplish this, nursing 

education and nursing administration must define the knowledge and skills required for 

entry into practice and continuing role development in the practice setting.

The omission of educational requirements for entry level into practice as an 

important issue for the future was surprising. The complexity of the acute care 

environment will require principle-based practice that supports planning, decision-making, 

and an understanding of the continuum of care and its impact on the care o f patients in 

acute care hospitals (Felton, 1996). Baccalaureate education has been recognized as the 

minimum educational preparation for nurses who will function as knowledge specialists in 

the acute care setting. The importance of differentiating between the technical and 

cognitive skills of the nurse has substantial implications for the future o f practice in acute 

care hospitals as the complexities of the environment, under the forces o f managed care, 

competition, and cost reduction and containment, render organizations unable or unwilling 

to acknowledge the impact of an inadequately prepared nursing workforce (Aiken, 1995).

The knowledge and skills currently applied in acute care will not meet the changing 

demands of patient care. Patients need exquisite education to manage themselves in the 

post-discharge period and to prevent readmission for preventable relapses. The time for
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patient education has been truncated as length of stay has shortened. The nurse caring for 

the patient must have the intellectual background and critical thinking skills to plan care so 

that acute and post discharge needs are met.

Technology provides opportunities to improve outcomes but the skills required to 

use the technology are sophisticated, complex, and costly to obtain. Patient satisfaction 

and quality outcomes also affect the bottom line which is being scrutinized by managed 

care companies who make decisions regarding the services provided for their subscribers 

(Morrissey, 1994). All o f these factors have an impact on the work o f the nurse so the 

importance of preparing the nurse to meet the demands is crucial.

The barriers to role development have not been fully explored. The pace and scope 

of redesign and organizational change have created chaos and confusion. Redesign was 

not meant to be an end in itself but a means to change behavior in the workplace 

(Hackman & Oldman, 1980). Ideally redesign should be viewed as a jump-start that 

launches an organization on a journey that challenges its values and culture. In fact it has 

been used as a tool to achieve the economic imperatives that a fast-paced market has 

created. In order to make the transition necessary to gain a new perspective on practice, 

all o f nursing will require a new lexicon and new competencies (Beyers, 1996).

Caregivers have been educated to value the individual and have been socialized to 

provide whatever is needed for a patient. A scarce-resource framework that supports new 

models of care delivery and accounts for the cost and quality of care has not been 

developed primarily because the complexity and multifactorial nature of care doesn’t lend 

itself to linear thinking or simple analysis (Weaver & Rimar, 1996). The new roles for all
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caregivers must incorporate clinical and financial expertise so that decisions are made with 

full comprehension of the impact o f care decisions for the patient and the organization.

The education for the new nursing roles in acute care will require a shift from a 

parochial to a global perspective of the work. Learning tasks will not provide the quality 

outcomes that patients deserve. Systems thinking can identify the interdependencies 

within the acute care environment and create opportunities for lasting results (Gardner & 

DeMello, 1993). Critical thinking skills are essential attributes for nurses assuming the 

new work in acute care and making the transition to a systems approach to practice.

Critical thinking takes place in an environment that is innovative, creative and 

flexible. Critical thinking cultivates high learners who lack role clarity, expect no feedback 

on performance, and operate in situations of ambiguity. The contextual nature of their 

experiences defines their responses (Brookfield, 1987). The reflective practitioner looks 

inward for answers and for direction and value clarification instead of looking to the 

organization (Schon, 1983).

Leaders within organizations must plan for the transformation of the environment 

and the education of the caregivers being mindful of the need to preserve and restore the 

energy of the staff so that they learn how to manage work life without sacrificing personal 

life. The participants in this study offered many ideas for the future but they, too, will 

need new knowledge, skills, relationships, and resources to practice in a transforming 

organization.
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Leadership

Nursing leadership at all levels of an organization - at the bedside and in the 

boardroom (Aiken, 1988) - will be essential for creating a dynamic practice environment in 

acute care. The nurse executive is responsible for assuring that the clinical nurse 

participates to the fullest extent in the decisions that affect patient care. Transformational 

leadership acknowledges the inter-relationship between the appointed leader and the 

follower (Bums, 1978). Leaders understand the difference between efficiency and 

effectiveness (DePree, 1987). The health care environment demands that the best nurses 

be prepared for leadership or else leadership will fall to the least capable.

Role revolution can occur when leadership changes from an authority model to a 

relational model in which the leader accepts the complexity, ambiguity, and diversity 

inherent in the exercise of leadership (DePree, 1987). Shared power creates loyalty 

through trust and respect, enhances communication so that problems are prevented, 

improves follower decision-making, and supports risk-taking. An interactive leadership 

style, characteristic o f women, encourages participation and shared power and 

information, enhances people’s self-worth, and gets people excited about their work 

(Rosener, 1990). This style is sustained by not being the strongest, toughest, and most 

decisive or powerful - essentially not seeking control.

A shift in structural leadership power supports collaboration which relies on the 

dissemination of authority and responsibility among the professions. Structural flexibility 

in organizations tolerates less-defined roles and overlapping responsibilities (Kantor,
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1983). This opens the way for the nurse to delegate traditional tasks and take a broader 

role in the coordination of care and the development o f the clinical team.

The emergence of the interdisciplinary team that defines and achieves quality 

outcomes requires a shift from control to collaboration within the acute care setting. 

Nurses, physicians, and other providers can work together in the spirit o f interdisciplinary 

activism (Brecht, 1990) aimed at improving the quality o f care with limited resources. 

Teamwork, communication, and an understanding of human values and ethics are the 

minimum criteria for supporting a new nursing leadership in a multidisciplinary arena.

Learning

Professional practitioners have made the assessment “that professional knowledge is 

mismatched to the changing character of the situations o f practice - the complexity, 

uncertainty, instability, uniqueness, and value conflicts which are increasingly perceived as 

central to professional practice,” (Schon, 1983, p. 14). Professional education has relied 

on instrumental learning to prepare practitioners for practice. This limited experience fails 

to prepare the practitioner for the work of the practice. Reflection becomes central to 

keeping the practice alive and vital, an enriching experience for the practitioner.

The desire for new ways of learning was evident in the consensus statements. New 

methods for learning as well as the availability o f educational and informational materials 

in the clinical setting indicated that traditional learning methods were not relevant in the 

active clinical environment. “Nursing has been too enmeshed in the rational-technical 

model and needs reform that will enable nurses to critique organizational life based upon
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expert care practice,” (Benner & Wrubel, 1989, p 402). A new language for practice is 

needed that captures the realities of the changing environment.

The stress associated with the transitions in acute care has generated profound 

reactions from nurses nationwide (Shindul-Rothchild et al. 1996). The hardest thing for 

nurses to accept is that change is mandatory for organizational survival. The fundamental 

issue is not unlicensed assistive personnel, skill mix changes, downsizing, or patient 

outcomes; the real issue lies in changing the culture of nursing and the role o f the nurse 

(Turner, 1995b).

Acute care organizations must take a humanistic approach in managing the new 

workforce. Transition is difficult as new expectations and boundaries are created (Turner, 

1995a). Attention to the needs o f the staff during transition is a paramount responsibility 

o f management if the integrity of the individual and the success of the transition are to be 

preserved. Plans to address staff feelings, culture shock, knowledge deficits, and job 

security can allay some of the symptoms associated with major organization changes.

Nursing in acute care will never be the same. The participants in this study 

recognized the changes that are occurring and the impact on nursing practice. The 

transition to new models of care and new roles must be accompanied by the role 

development, leadership, and learning opportunities that will advance professional practice 

and enrich the professional nurse.
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The limitations of the study were related to the sample and the methodology. The 

sample was a non-probability accidental sample that included 49% of potential participants 

in the research setting. Although the sample of 12 participants was adequate for a Delphi 

survey, the non-random selection of participants limited the findings to those who 

participated. It is not possible to assume that other clinical experts in the research setting 

would hold the same opinions as the participants. The generalizability of the study 

implications was also limited since the data were collected in one acute care hospital. The 

changes underway in acute care are widely variable among institutions based on 

geographic location, organizational size, managed care penetration, redesign efforts and 

the financial viability of the organization.

Suggestions for Further Research

Additional questions have arisen out of the analysis and findings of the study which 

have implications for clinical practice, nursing administration, and nursing education.

The concept of transition provided an excellent framework for the study o f 

transformation in the acute care environment. Transition and its conditions can be studied 

in different environments to measure the effectiveness o f change initiatives. Transition as 

an “organizing concept,” ( Meleis & Trangenstein, 1994, p.255) for professional nursing 

can be tested for congruence with the propositions of existing nursing theory and the 

conditions and indicators of transition to determine if transition is a unifying concept that 

explains elements of the health-illness continuum.
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In three rounds of Delphi surveys, the problem statement for this study was fully 

explored. Further study of the consensus statements with nurse administrators and other 

staff nurses would be interesting to determine if differences between the importance 

ratings o f the participants exist. This would have implications for the development of care 

delivery models and the role o f the nurse.

The shift in the role of the nurse from bedside caregiver to coordinator of care was 

identified in the research and the literature. However, little is known about the new work 

of the nurse and how the transition to a new role will occur. The study of different models 

of care delivery and the work of the nurse within these delivery models would provide 

data regarding the knowledge, skills, and experiences needed to provide care in a changing 

environment.

The emphasis on teamwork and collaboration raised two questions for further 

inquiry. What is an effective team and what measures of team productivity indicate that 

teamwork makes a difference in patient care outcomes? Although teamwork and 

collaboration have been prominent topics in nursing literature, research that documents the 

outcomes o f teamwork for patients and professionals will benefit the development of new 

care delivery models.

The disparity between the perceptions of nurses and patients regarding quality and 

satisfaction with care and services merits further investigation (Koemer, 1996). The 

question isn’t what variables satisfy patients. Those data have been identified in prior 

research and have formed the basis for standardized patient satisfaction surveys. An 

analysis o f patient satisfaction and patient outcomes in a controlled sample would help in
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understanding whether outcomes parallel satisfaction. The impact of patient satisfaction 

as an indicator of provider choice is also a topic of relevance as managed care groups 

begin to provide report cards on care providers and hospitals.

Studies to evaluate role implementation and role effectiveness within the nursing 

team are critical to the evolving role of the nurse and unlicensed assistive personnel. Even 

with the development of new models of care, assurance that implementation has occurred 

is not known. The training and development of the multiskilled worker must rest on data 

that indicate that the roles are effective in meeting the expectations of the job and that the 

quality of care is maintained. Barriers to implementation must also be identified so that 

job satisfaction is achieved.

Summary

This study was undertaken because of the dramatic changes occurring in health care 

and the impact o f these changes on the role of the nurse in the acute care hospital. The 

study was designed to gather the opinions o f nurses regarding the knowledge, skills, 

relationships, and resources that were important for the future o f nursing practice in the 

acute care hospital. The participants were prominent caregivers and stakeholders in the 

acute care hospital setting. They will be the care providers who will develop the new 

work of the nurse and make the transitions at the bedside that will determine the quality of 

care, the success o f the organization, and the future of nursing practice.

The findings o f the study were diverse and provided initial data about the clinical, 

educational, and organizational needs of the 12 participants in the study. The research has
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opened the door to the future for the participants and the investigator. It has provided a 

glimpse of how things are and how thing could be. The work has raised the issue of new 

work for the nurse and the qualifications to perform successfully in a new role. The study 

has identified specific and general issues which interested and concerned the participants.

The Delphi technique assisted the participants in formulating alternative futures 

(Lee, 1988). The scope o f the responses indicated that participants were thoughtful and 

concerned about the future o f nursing practice in the acute care hospital. The future will 

reveal if the statements o f the participants were indicative of the knowledge, skills, 

relationships, and resources that will be needed to shape the direction of professional 

nursing practice in the acute care hospital.
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Date

Dear Colleague:

I am inviting you, as a Clinical Nurse IV at Yale-New Haven Hospital, to participate in a 
qualitative research study to identify the knowledge, skills, relationships and resources that 
will be most important for the transformation of nursing practice in the acute care hospital. 
The study aims to capture your ideas, imagination, and intuition about future directions for 
nursing practice that will ensure quality care for patients and the ongoing development of 
professional nursing practice in the acute care setting.

At a time when the future of health care is uncertain and changes are inevitable, it is 
important to think about what may be necessary as well as possible in a new environment 
where resources are limited. As an expert clinician, you have the best understanding of 
the issues influencing patient care at the bedside. Your clinical expertise is highly valued 
and qualifies you as a designer of future practice. To achieve a successful transformation 
of nursing practice you will need knowledge, skills, relationships and resources to 
accomplish your work. This study seeks to identify what you will need to create a 
practice environment that is patient-centered and enriched for professional nurses.

Participation in this study offers you an opportunity to share your opinions about nursing 
practice, to reflect on the opinions of your C N IV  colleagues and to decide what is 
important to the future of nursing practice. When the study is completed I will host a 
luncheon for all CN IVs and present the results.

The enclosed materials describe the design o f  the study and instructions for participation, 
the measures undertaken to protect your confidentiality, and the background 
questionnaire. If you have any questions please feel free to call me (Home: ;
Office: ). I hope that you will participate.

Sincerely,

Bernadette M. Forget, MSN, RN 

Enclosures
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INVITATION TO PARTICIPATE

Title of the Study: The Transformation of Nursing Practice in the Acute Care Hospital. 

Principal Investigator: Bernadette M. Forget, MSN, RN

PURPOSE OF THE STUDY: The purpose of this qualitative research study is to identify 
through the opinions of clinical experts the knowledge, skills, relationships, and resources 
that are important to the transformation o f nursing practice in the acute care hospital. 
Participants in the study will be Clinical Nurse IVs (CN IVs) at Yale-New Haven Hospital. 
The study is being undertaken because the investigator believes that nurses at the bedside 
are the best qualified nurses to provide direction for the future of nursing practice in the 
acute care hospital.

PROCESS FOR DATA COLLECTION: The Delphi technique, a futures research 
method, will be used to gain consensus within the clinical expert group. If you choose to 
participate you will take part in a minimum of three rounds of data collection and 
feedback. Round I will take approximately 60 minutes of your time, less time is 
anticipated for subsequent rounds. Round I will use open-ended questions to gather 
opinions which will be analyzed and structured as items on an importance scale for Round 
II data collection. During Round II you will be asked to score the importance o f each 
item and provide clarification, criticism and supportive statements regarding the content. 
Round HI will report the results of Round II and ask you to review the prior responses 
and express your judgments of the importance of each item. Consensus will require at 
least 70% agreement among the group on the importance of each item. Consensus is 
usually achieved by Round III but a fourth round may be conducted if consensus is not 
reached. The interval between each round is expected to be six weeks.

Your participation and identity will be known only to the investigator who will protect 
your confidentiality with three measures: 1) raw data that you provide will be seen only by 
the investigator; 2) your responses will be transcribed and edited by the investigator so 
that no one will be able to identity you by your responses; and 3) your name will not 
appear on any data collection instruments. You will be identified by a code number 
known only to the investigator.

This is a research study undertaken as partial fulfillment of the requirements for the 
Degree o f Doctor of Education in Nursing Administration at Teachers College, Columbia 
University. The study is not an operational project for the Hospital and is not part of my 
work as a Nursing Administrator at Yale-New Haven Hospital. The results o f the study 
will be presented in the Division of Nursing but in a format that fully protects the 
confidentiality of all participants.
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Participation is voluntary, so it is your decision to participate or not. Your decision does 
not affect your employment at the hospital in any way. If you do participate, I hope that 
you will complete all rounds o f the survey so that the data are reflective o f the expert 
group that initiated the items for each round. However, you are free to withdraw from the 
study at any time. Any responses you have provided will be included in the study.

There are no risks for you as a participant in this study. The benefits that may be gained 
include your opportunity to share your thought and ideas about nursing practice in the 
future and to leam about the thoughts and ideas of your CN IV colleagues.

If you choose to participate, please sign one o f the consent forms enclosed and keep the 
other for yourself. Fill out the background questionnaire and answer the Round I 
questions. Return the signed consent form, the Background Questionnaire and your 
responses to Round I to me by September 15,1995.

I will be happy to answer any question that you have regarding the study. Please feel free 
to call me at home ( ) or at work ( ). Thank you for taking the time to
consider participation in the study.

Bernadette M. Forget, MSN, RN
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INFORMED CONSENT

TITLE OF THE RESEARCH: The Transformation of Nursing Practice in the Acute Care 
Hospital.

PRINCIPAL INVESTIGATOR: Bernadette M. Forget, MSN, RN

I have read the invitation to participate in the study to identify the knowledge, skills, 
relationships, and resources that will be important in the future for nursing practice in the 
acute care hospital. The study will include a minimum of three rounds o f data collection 
to achieve consensus.

I understand that only the investigator will know my identity and that she will keep my 
identity confidential. My opinions and responses will be edited if necessary so that other 
participants will not be able to identify me.

I understand that I can withdraw from the study at any time.

I understand that the results o f the study will be presented to the Division of Nursing in 
the Hospital by the investigator but in a format that will not in any way reveal my identity.

I understand the purpose of the study, the data collection process and the measures that 
will protect my confidentiality. I have received a copy of the invitation to potential 
participants and the informed form. I would like to participate in the study.

Signature Date
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THE TRANSFORMATION OF NURSING PRACTICE
IN THE ACUTE CARE HOSPITAL

BACKGROUND QUESTIONNAIRE

AGE:

WORK STATUS

Number of years as a CN IV:

Number of scheduled hours per week:

Years of experience as a nurse:

Number of years employed at YNHH:

EDUCATION

Initial education in nursing: _  Associate Degree

Would you characterize your professional career in nursing as concentrated in a particular 
area of nursing practice (for example, pediatric nursing, oncology nursing) or more 
general in your nursing experiences?

  specialized in a field of nursing
  generalist in nursing
  some of both

Diploma
Baccalaureate
Masters

Year of completion of initial education: 19

Other degrees earned: _  Baccalaureate 
_  Masters 

Other

Major:
Major:
Degree:__ Field:

THANK YOU.
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THE TRANSFORMATION OF NURSING PRACTICE
IN THE ACUTE CARE HOSPITAL

DELPHI STUDY

INSTRUCTIONS FOR ROUND I

Thank you for participating in the Delphi study to identify the knowledge, skills, 
relationships, and resources that are important in the future for nursing practice in the 
acute care hospital. Round I o f the survey aims to gather as much data as possible for 
each question. Five (5) open ended questions are included in Round I. Your responses in 
Round I will comprise the basis for Round II and Round HI of the survey so your 
creativity in Round I will make subsequent rounds more interesting.

Think of nursing practice in the future as a continuously unfolding set of possibilities that 
could occur in the near or distant future. I encourage you to think beyond present 
boundaries and barriers and to envision nursing practice in a transformed health care 
environment that you have created. The definitions written on each page are intended to 
assist you in thinking about all the possibilities, not to limit your ideas in any way.

Please write on the back and/or use additional paper as needed. Please write carefully. 
Feel free to answer the questions on a computer and return the printout instead o f using 
the attached data sheets. When you have answered all the questions and completed the 
background questionnaire return the material to me in the enclosed envelope by 
September 15,1995.

THANK YOU.

Bernadette M. Forget, RN
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THE TRANSFORMATION OF NURSING PRACTICE
IN THE ACUTE CARE HOSPITAL

A DELPHI STUDY 
ROUND I

Knowledge is the awareness or perception of reality acquired through ethical, aesthetic, 
personal, and professional patterns o f knowing.

1. What knowledge will be most important in the future for nursing practice in the 
acute care hospital?

Skills are the nursing interventions and clinical judgments applied in actual clinical 
situations.

2. What skills that you currently have and value and what new skills will be important 
in the future for nursing practice in the acute care hospital?

Relationships are cognitive, interactive, and affiliative endeavors that promote 
collaboration, communication, collegiality, critical thinking, decision making, 
empowerment, and professional development.

3. What relationships will be most important in the future for nursing practice in the 
acute care hospital?

Resources are the human, technological, financial, educational, systems, and professional 
assets applied in actual clinical situations.

4. What resources will be most important in the future for nursing practice in the acute 
care hospital?

5. What additional thoughts and ideas do you have about nursing practice in the acute 
care hospital in the future?
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Date

Dear:

In August I requested your participation in a study to identify the knowledge, skills, 
relationships and resources that will be most important for the transformation of nursing 
practice in the acute care hospital. I am again asking you to participate in the study because 
your input is needed to fully reflect the opinions of CN IVs at Yale-New Haven Hospital.

The returns for Round I of the study thus far and my conversations with CN IVs who 
responded have indicated that the study was important to the CN IVs but challenging to say 
the least. I know that open ended questions can be formidable but it is the best way to capture 
your impressions. In this study there are no right or wrong answers. The goal is to encourage 
you to think "outside the box" as best you can.

The enclosed materials describe the study, instructions for participation, measures taken 
to protect your confidentiality, and the background questionnaire. I hope that you will enjoy a 
cup of tea as you take the time to think about the future of professional practice in a hospital 
setting. Please feel free to call me (home: ; office: ) if you have any 
questions. Your participation is very important to the study.

Sincerely,

Bernadette M. Forget, RN
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Date

D ear:

The Round I results for the Delphi study on the knowledge, skills, relationships and 
resources that are most important for the transformation of nursing practice in the acute care 
hospital have yielded an abundance of rich data for Round II. I edited the material so that no 
one could identify the source. An Advisory Panel reviewed the edited material to be sure that 
the categories were correct and true to the original anonymous data. Enclosed is the Round II 
survey which contains all the items that were described by you and your CN IV colleagues.

In Round II o f the survey please identify which items, in your perspective, are most 
important to the transformation of nursing practice in the acute care hospital. Since all o f the 
items were identified as important in Round I by the CN IVs, Round II will distinguish those 
items that are most important relative to other items. Every item cannot be "very important." 
Some will not be important at all to some participants. Those items that are identified by 70% 
of the CN IVs will be included in Round IH. I also encourage you to offer comments on any 
items that have particular meaning to you, either positive or negative, for the future of nursing 
practice in the acute care hospital.

Several of you have shared with me the time and energy commitment involved in 
completing Round I. The content of Round II will show you how diverse and comprehensive 
the responses were to the original questions. I know very well how valuable your time is and I 
want to thank you for doing such a great job on the Round I work. Your participation 
continues to be essential to the outcomes of the study.

I greatly appreciate your ongoing participation in the study. If you have any questions 
regarding the material in Round II please don't hesitate to call me ( ).

Sincerely yours,

Bernadette M. Forget, RN
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THE TRANSFORMATION OF NURSING PRACTICE

IN THE ACUTE CARE HOSPITAL

A DELPHI STUDY

ROUNDH

INSTRUCTIONS FOR ROUND H

Listed below are the knowledge, skills, relationships, resources and other ideas and thoughts that were 
identified by CN IVs in Round I of the study as important to the transformation of nursing practice in the 
acute care hospital. During Round II please score the relative importance of each of these items from 
your perspective. Every item cannot be “very important. Please weigh each item as to its importance to 
you. There are no right or wrong answers. Your perceptions are most important in Round II. Please feel 
free to comment on any' items that capture your interest or attention in either a positive or negative way. 
Space has been provided at the bottom of each page for your comments or you may also use the back of 
the page. Please return the survey' in the envelope provided by March 7,1996. Thank you for your 
participation.

Check only one box Very Somewhat Not
Important Important Important Important

New methods for the acquisition of knowledge
and skills. G G G G

Early specialization options for nursing students with 
an interest in acute care specialties, such as Adult
Care, Pediatrics, Obstetrics/Gynecology. G O  G G

Quality improvement activities must be focused and
done well. G O  0 G

Broader knowledge of general medicine by nurses to 
offset future cutbacks in resident training programs.

Create new approaches to meet the unique needs of 
patients.

Knowledge of priorities that matter to patients. 

Knowing how to manage time.

Well-grounded clinical and theoretical knowledge. 

Knowing how to identify and solve problems. 

Intuitive knowing.

G

Comments:
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Check Only One Box Very Somewhat Not
Important Important Important Important

Knowledge of the changing demographics of
society, such as the aging population. 2 2 2 2

Knowledge of each primary patient even when the
nurse is not always at the bedside. 2  2  j  I

Nursing internships (non-paying) as pan of basic 
nursing education to improve learning opportunities 
for students and decrease the burden of educating
students within the regular work environment. 2 2 0 j

Self-study modules for staff education. 2 2 2 2

Quality improvement is focused on patient specific 
problems, for example, decubutis ulcers and hospital-
acquired infections. 2 2 2 2

Management knowledge as the nursing role evolves
to the coordination of care, not direct patient care. □ 2 2 2

Knowledge of changes within the hospital work
culture. 2 2 2 2

Recognition of the right to die. 2 2 2 2

Knowing how to manage people. 2 2 2 2

Knowing how to deal with difficult employee situations. 2 2 2 2

Knowing about health care reform. 2 2 2 2

The ability to interpret patient problems using clinical
knowledge. 2 2 2 2

Knowledge of ethical standards 2 2 2 2

Nursing internships (non-paying) which pair students 
with experienced staff members, and provide an intensive
and realistic learning experience for acute care. 2 2 2 2

Development of alternative teaching methods that are
efficient and/or economical learning opportunities. 2 2 2 2

Pattern recognition within specific patient populations
can influence acuity and length of stay. □ □ 2 2

Comments:
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Check Only One Box Very Somewhat Not
Important Important Important Important

Clinical knowledge to integrate information and use 
data so that decisions regarding care are made by the 
nurse even though she/he is no longer close to the
bedside. G □ H I

Self-knowledge of abilities, talents, limits and goals. □ □ G G

Knowledge is a duty of nurses. G G G G

Knowing how to help patients navigate the mazes and
barriers within a hospital. □ □ G G

New specialized knowledge related to specific patient
populations and technologies. □ G G G

Knowledge of the impact of government decisions/policies
on health care. □ □ G G

Knowledge of cultural diversity. □ G G G

Knowledge of moral standards. □ C G G

Preparation of nursing students for clinical specialties in
other areas of practice such as long-term care, home care. □ G G G

A vision for the future is a requisite for efficiency and
cost effectiveness in acute care. □ □ G G

The acquisition of knowledge requires a clear and
measurable definition of good nursing care. D G G G

Knowledge of the cost of care influences nursing judg
ments and decisions. G O  G G

Knowing how to negotiate with patients to determine
essential needs. D □ G G

Knowing how to care for oneself. G G G G

Knowledge of the cost of health care. G G G G

Knowing the expected outcomes of care and working to
achieve them with minimal decisions. G G G O

Knowledge of why and how institutional decisions are
made. □ G G G

Comments:
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Check Only One Box Very Somewhat Not
Important Important Important Important

Knowing that the elitist thinking of doctors and
nurses is a thing of the past. 3 0 3 0

Knowing when not to initiate care if that is the
desire of the patient and/or family. 3 3 3 3

Knowing that personal experiences influence ethical
and moral decisions. 3 3 3 3

Options for nursing students to learn more about non
acute care practice settings. 3 3 3 3

The acquisition of knowledge requires a clear and
measurable definition of patient outcomes. 3 3 3 3

Knowledge of insurance reimbursement is important
in nursing practice. 3 3 3 3

Knowing how to plan care that considers the effective
use of resources. 3 3 3 3

Being open to new knowledge. 3 3 3 3

Knowing who controls the cost of care and why. 3 3 3 3

Broader and expanded nursing knowledge base to meet
the new spectrum of expectations and responsibilities. 3 3 3 3

Knowing how to create and maintain a safe and healing
environment. 3 3 3 3

Ability to think globally, act locally. 3 3 3 3

Knowing that the costs of care are incurred by all 
caregivers who. therefore, should be held accountable
for their actions. 3 3 3 3

Specialized knowledge as the foundation of each nurse's
practice. 0 3 3  3

Good intellectual preparation to assess patients with
information provided by unlicensed assistive personnel. 0 3 3 3

Comments:
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Check Only One Box Very Somewhat Not
Important Important Important Important

SKILLS

Managing all members of the nursing team on the
unit efficiently and effectively. p □ □ r;

Ability to avoid feeling guilty when some aspects of 
care are omitted. □ n P n

Coordination of work. u □ •n -

Ability to use power effectively. □ □ □ pi

Ability to delegate tasks to unlicensed assistive personnel. □ □ n p

Teaching skills. □ n G □

Computer knowledge and skills. n □ 0 r~

Having a “feel” for the unit as a whole. □ □ a □

Discharge planning skills. □ □ □ □

Interpersonal communication skills as the nursing role 
evolves from direct caregiver to coordinator of care. □ □ Ll □

Ability to prioritize work and focus on those priorities. □ □ n □

Not drawing attention to work that was not done when 
that work was not a priority of care. n □ n □

Accepting challenges. □ □ D -

Ability to communicate in both a concrete and intuitive 
way in order to leam and assimilate relevant information 
from other caregivers. Q □ □ C

Ability to work with a patient as a partner, being willing 
to learn from the patient. □ □ □ □

The creative use of resources. n Lj □ □

Ability to “think on my feet”. □ □ □ D

Delegation skills. □ □ □ □

Comments:

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



116

Check Only One Box Very Somewhat Not
Important Important Important Important

People Skills □ □ G □

Ability' to delineate the responsibilities and accounta
bility of unlicensed assistive personnel and registered
nurses. D C  G G

Ability to articulate Nursing’s contributions to care. G □ G G

Highly refined assessment skills. G G G G

Ability to control a situation. G G G G

Mentoring skills. G G G G

Ability to act quickly and decisively. G G G G

Sophisticated technological skills. G □ G G

Ability to view an entire situation, not just part of it. G □ G G

Impeccable communication skills at the bedside. G □ G G

Providing for patient safety. □ □ G G

Ability to accept constructive criticism. G G G G

Ability to articulate and obtain the resources needed
to care for patients. G G G G

Skills of observation. □ □ G G

Effective problem-solving skills. □ □ G G

Ability to listen - hear a patient's words, the sounds of
his/her body, the non-verbal communication. □ □ G G

Ability to be compassionate. □ □ G G

Critical Thinking skills. □ G G O

Ability to effectively use existing and new technology. □ □ □ G

Ability to use common sense. G O  □ G

Effective nursing process skills. G G □ G

Comments: ____ _____  ______  ______  ____
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Check Only One Box Very
Important Important

Somewhat
Important

Not
Import

Acquiring multiple skills to support changes in 
the environment. □ n - rr

Ability to give constructive criticism. □ p P

Ability to defend nursing actions based on priority 
decisions. □ □ -

Ability to develop the critical thinking skills of un
licensed assistive personnel. □ □ □ □

Ability to be a team member. n □ n LJ

Training and competencies in supervisory skills. □ □ G -

Leadership skills. n □ p

Organizational skills. □ U

Ability to be versatile and flexible. □ □ p P

Independent decision-making ability. □ □ □ P

Specialized skills that match acuity needs of patients. □ □ □ —

RELATIONSHIPS

The Nurse Manager/Staff Member relationship. E □ Ul n

The nurse as the patient’s advocate. n □ p

Working with the Care Coordinators. n □ £ p

Sharing the care of the patient with other disciplines, such 
as Nutritional Therapy, Physical Therapy, Religious 
Ministries. Respirator Therapy, and Social Work. □ □ Ul □

Nurse as self. □ □ r-i

The clinical team achieves desired clinical outcomes. C □ nL- u

Establish and maintain the nurse/patient relationship 
even when time at the bedside is limited. □ Li nL—J □

Comments:

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



118

Check Only One Box Very Somewhat Not
Important Important Important Important

The nurse/patient relationship. C □ 0 □

Collaborative, problem-solving, non-adversarial
physician/nurse relationship. □ j  0 □

The nurse, as coordinator of patient care, is the key
to effective team relationships. u □ □ ZI

Not being possessive of the patient. □ □ □ Z!

Relationships with financial experts within the institution. □ □ D O

Collaborative teamwork that shares accountability, 
responsibility and decision-making with the physician
and the patient. □ D 0 0

Trust as a foundation for effective delegation. □ □ □ □

Team relationships. □ Zj 0 0

Challenging “I don't care anymore” attitudes of nursing
colleagues. 0  □ 0 0

Trusting relationships. □ □ 0 0

Relationships with Administration. □ D u C

Collaboration and communication with external agencies.
such as the VNA. Hospice. □ □ u □

The needs of patients, staff and the unit are ongoing 
and must be considered regardless of crises or personal
concerns. □ □ □ □

Willingness to do the work usually assigned to other
team members. u □ u □

Mentor relationships with PC As. EAs. ORAs. TAs, BAs. □ □ 0 0

Therapeutic caring relationships. □ □ □ ~

Interactive relationships among all members of a nursing
unit, including the Nurse Manager. □ □ □ C

Relationships that promote mutual respect and self-
confidence. □ □ D O

Comments: ______  ______  ____  _____ _____
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Check Only One Box Very Somewhat Not
Important Important Important Important

Respect and appreciation are building blocks of 
effective relationships among all members of the
team. G G G G

Communication among team members. 0 J  G G

Respect and awareness of co-workers. G G G G

Being a participant and not an observer. C □ G G

Sharing clinical knowledge with unlicensed co-workers
so that they also can make decisions. C □ G G

Nurse-to-nurse relationships are the foundation of all
nursing collaborations. G □ G G

Relationships with staff members in other departments.
including peers and support personnel. G G G G

The clinical team defines desired clinical outcomes. G G G G

Use of personal talents to contribute to the goals of a
unit. G G G G

RESOURCES

An environment that nurtures, encourages and values
excellence in Nursing. G G G G

Clinical Nurse Specialists who help nurses improve care
for patients. G G G G

The exchange of information among colleagues and others
within the organization. G G □ G

Health care resources that benefit more people, such as 
well-child care, instead of supporting high-tech care for
a very' few specialized problems, such as burns. u G G G

Physical and emotional stamina to practice nursing in
the acute care hospital. □ □ G G

Comments:
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Check Only One Box Very Somewhat Not
Important Important Important Important

Unlicensed assistive personnel who support tech
nological care and therefore require ongoing
training and development. □ □ 0 □

Financial support for education. 0 G G G

Systems that minimize waste. 0 □ □ □

Forums for discussing ethical issues regarding the
use of resources and technology. □ □ □ □

Advanced practice nurses in the acute care hospital. □ □ G G

Available resources in the community for patients and
families. □ □ □ G

Nurses who are committed to professional practice. □ □ □ G

Professional networks. G G G G

Clinical Directors. G G G G

Misuse of hospital resources for patients who have no
place to go. G G G G

Compensation that recognizes the value of nursing work
in the acute care setting. G O  G G

Social services and religious ministry as advocates for
patients and staff. G G G G

Resources to conduct nursing research in the clinical
area. C G G G

Accurate cost/benefit data that are outcome-driven and
related to quality of life. G G G G

More FTEs to support learning in a transformed
organization. G O  G G

Nurses who choose to stay at the bedside and deliver care. G G G G

The RN as a role model. G G G G

Critical thinking is a nursing resource. G G G G

Comments:
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Check Only One Box Very Somewhat Not
Important Important Important Important

Human Resources. G G G G

Department Heads. G G G G

Homeless shelters. G □ G G

Technology that supports patient care, decreases cost
and increases efficiency. G G G G

Access to educational courses and professional journals. □ G G G

Resources for role development of staff in the new
unlicensed assistive personnel positions. □ G G G

n
Human, material and information resources that are 
available seven days a week. 24 hours a day. G

Adequate time for the orientation of new staff members. G

The use of resources for hopelessly ill patients. G

Specialized units have greater participation in RCAP. G

Technology’ that gives us more time with our patients. Q

Continuing Education. G

The Finance Department. G

Hospice care. G

Nurse Managers who provide information in a proactive, 
futuristic manner. G

Self as an essential resource to the organization. G

Systems that streamline routine work. G G G

Opportunities for learning for all caregivers in the
acute care setting. G G G

Adequate time for continuing education. G G G

Comments-______________________________________

u
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Check Only One Box Very Somewhat
Important Important Important

Specialized units are more efficient and cost effective. Z Z Z

Care coordinators who oversee a patient’s progress
from an objective perspective. Z j  Z

Professional organizations. Z Z □

Quality Improvement Programs. Z Z Z

Systems that support nurses’ feelings of competency
and self-concept. C Z Z

Technological resources that are a shared responsibility'
among caregivers, support services and suppliers. G Z Z

Expanded educational resources in the Department of
Nursing Education that address change and transformation. Z Z Z

Systems that minimize the duplication of work among
nurses, doctors and support staff. Z Z Z

Effective supply management systems. Z Z Z

Incentives for nurses who pursue learning opportunities. Z Z Z

Nursing work at the bedside matters to patients. Z Z Z

Intensive care units have been sheltered from the changes
occurring in the general units. Z Z Z

ADDITIONAL THOUGHTS AND IDEAS

Enthusiasm, not apathy, about nursing work in the acute
care hospital. Z Z Z

Skill mix changes decrease self-esteem, job satisfaction
and working relationships among nurses. Z Z Z

Some changes seem linked to a new administration philoso
phy and not related to benefits for patients and nurses, e.g.,
the change from primary nursing to case management. Z Z Z

Comments:_____________________________________________________________

Not
Important
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Check Only One Box Very Somewhat
Important Important Important

Increased nursing autonomy means more responsi
bilities for the nurse. G G □

Change is scary, but it brings exciting opportunities. G G G

The value of nursing care must be evident in nursing
practice to justify our existence. G O  G

Some of the work done by nurses is futile. 0 0 0

Quality of life may be more important than saving a life. G G G

Acting to influence patient care even if support of
medical colleagues is missing. G G G

Patients suffer as a result of the changes in acute care.
□ G G

The focus on higher education for nurses has put
theory ahead of practice. G G G

Nurses will need to be involved in committees and
protocol development. □ G G

Change is inevitable, so nurses should be on the front
line guiding the changes. G G G

The size of a patient care unit affects the efficiency and
cost effectiveness of care. □ G G

The value of caring and holistic care. □ G G

Avoiding a tendency to set up obstacles within the
work environment. □ G G

The Public has been misinformed by Administration of
the consequences of cutbacks in nursing. □ G □

The insistence on more education for nurses has pushed
nursing to a sad state. G O  □

The changes underway in acute care will enhance the 
professional status of nursing. G

Comments:

Not
Important
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Check Only One Box Very Somewhat
Important Important Important

Behaviors that foster “knowledge is power” have no
place in the future of nursing practice. D D ~

Nurses are abdicating their direct caregiver role. 2 U 2

Learning to work through change in a creative way. □ □ □

Unlicensed assistive personnel are dangerous if they don't
understand why and what they are doing for the patient. I  □ I

The near future will see a decrease in the acute care census
and the available financial resources for acute care. □ □ □

The nurse of the future must be smart, compassionate, a 
listener, a teacher, an observer, intuitive, and organized. n

Lack of time, energy and resources will bring on the de
mise of the nurse-patient relationship - the human touch, 
the artistry, the beauty of nursing at its finest. □

Committees without clear-cut direction are a waste of time. □

Standards of practice have changed due to unlicensed 
assistive personnel. □

Frustration results when the nurse feels she/he cannot give 
good care because the unit is understaffed and the nurse is 
over-tired and feeling pulled away from the bedside. □

The primary nurse has a unique opportunity to influence
patient care in the future as resources within the acute
care hospital change. G

The nurse of the future, no longer solely at the bedside, 
will use her/his knowledge and skills to be a leader who 
influences the care of patients as well as the work of 
the unit. □

The time, energy and resources to do a thorough job
would be the perfect nursing practice. □

Recognition and compensation for advanced degrees 
in nursing. □

Comments:

Not
Important
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Date

D ear:

Your participation in the Delphi Study on the transformation of nursing practice in 
the acute care hospital has been outstanding. A Delphi Study requires thought and 
reflection far above what is usually requested in other questionnaires. The quality o f the 
data for a Delphi study is dependent on the level of commitment from subjects so that a 
topic can be fully explored and validated throughout the course o f the study. I thank you 
for your time, interest, intellectual effort and willingness to think about the issues that are 
important to our future.

We are now at Round III of the study and I look forward to your responses. The 
data provided thus far have been rich in content and meaning. Round in  of the survey 
shows you the responses of your colleagues to Round II and asks that you take their 
responses into consideration as you rate each statement. The instructions explain that you 
will need to be selective in your responses knowing that each statement was “important” 
to you or one of your colleagues in Round I. This “fine tuning” of the data will yield the 
final results which I will analyze and describe in my dissertation and present to you when 
the work is complete.

If you have any questions regarding Round HI please do not hesitate to call me 
(home: /work: ). I thank you in advance for your continued participation and
commitment to this work.

Sincerely yours,

Bernadette M. Forget, RN
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THE TRANSFORMATION OF NURSING PRACTICE 

IN THE ACUTE CARE HOSPITAL 

A DELPHI STUDY 

R O U N D m

INSTRUCTIONS FOR ROUND HI

The Delphi survey seeks to determine alternatives for the future through a consensus 
method. Since the survey was developed from the Round I data provided by you and your 
colleagues, all items were "important." As you will see below, subjects in the study varied 
in their perceptions of what was "important." The goal o f Round III is to identify which 
statements achieve consensus among subjects regarding the knowledge, skills, 
relationships and resources that are important for the future o f nursing practice in the 
acute care hospital.

Listed below are the statements of Round II as well as the Round II results, 
presented as a percent of subjects who rated a statement as "very important," "important," 
"somewhat important" or "not important." Comments written by subjects for a particular 
statement are also listed under the statement. General comments appear at the beginning 
of the survey so that you can reflect on them as you select your rating for Round HI.
Please rate all of the statements, taking into consideration the following:

1) A rating of "very important" or "important" is assigned only to those statements 
that have SIGNIFICANT relevance for the FUTURE of nursing practice in the acute 
care hospital.

2) The perceptions of other subjects regarding what is important to the future of 
nursing practice in the acute care hospital.

3) Your agreement or disagreement with any of the comments that are listed with a 
specific statement or with the statements in the section where additional thoughts and 
comments are noted.

Please write your comments clearly and feel free to add any additional thoughts or
ideas.

Thank You!
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THE TRANSFORMATION OF NURSING PRACTICE IN THE ACUTE CARE HOSPITAL

A DELPHI STUDY 

ROUND III

Round II Results Round HI

Very Somewhat Not Very Somewhat Not
Important Important Important Important Important Important Important Important

KNOWLEDGE % of subjects Check Only One Box

New methods for the acquisition of knowledge and skills. 17 33 42 8 □  □  □  □

Early specialization options for nursing students with 
an interest in acute care specialties, such as Adult
Care, Pediatrics, Obstetrics/Gynecology. 8 25 25 42 □  □  □  □

Quality improvement activities must be focused and done well. 25 42 33 0 □  □  □  □

Comment: Especially unit-based QI activities.__________

Reply:__________________________________

Broader knowledge of general medicine by nurses to offset
future cutbacks in resident training programs. 25 8 42 25 □  □  □  □

Comment : If this means that nurses cover for inadequately 
trained MDs. I thoroughly disagree with the concept.______

Reply:
to
00
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Very
Important

KNOWLEDGE

Create new approaches to meet the unique needs of patients. 42

Comment: At this time we are struggling to limit perceived 
needs to those that are applicable in a shorter length of stay.

Reply:_________________________________

Knowledge of priorities that matter to patients. 42

Comment: We need to know the priorities but we may not be 
able to address them nor mav it be appropriate for us to try.

Reply:__________________________________

Knowing how to manage time. 75

Well-grounded clinical and theoretical knowledge. 58

Knowing how to identify and solve problems. 75

Intuitive knowing. 33

Knowledge of the changing demographics of society,
such as the aging population. 17

Comment: For planning but not at the bedside - care implica
tions are important.__________________________

Reply:

Somewhat Not 
Important Important Important

% of subjects

42 17 0

Very Somewhat Not
Important Important Important Important

Check Only One Box

□ □ □ □

50 □ □ □

8

42

25

25

17

0

0

33

0

0

0

9

□
□
□
□

□
□
□
□

□
□
□
□

□
□
□
□

58 17 □

K>VO
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Very
Important

KNOWLEDGE
Knowledge of each primary patient even when the nurse
is not always at the bedside. 25

Nursing internships (non-paying) as part of basic nursing education 
to improve learning opportunities for students and decrease the 
burden of educating students within the regular work environment. 25

Comment: Educating nursing students at the bedside should not 
be viewed as a burden but instead as an opportunity. There 
should be more staff support when new grads are orienting, so 
that they learn the work well.____________________

Reply:__________________________________

Self study modules for stafT education. 8

Quality improvement is focused on patient specific problems,
for example, decubutis ulcers and hospital-acquired infections. 33

Management knowledge as the nursing role evolves to the 
coordination of care, not direct patient care. 25

Comment: I believe that care coordination by the nurse is not 
as important for some nurses who only want to stay at the bed
side. who are good at the bedside and who need to be at the 
bedside._________________________________

Reply:

Somewhat Not 
Important Important Important

% of subjects

42 33 0

17 33 25

50 33 8

50 17 0

42 33 0

Very Somewhat Not
Important Important Important Important

Check Only One Box 

□ □ □ □

□ □ □ □

□ □ □ □

□ □ □ □

□ □ □ □

u>O



R
eproduced 

with 
perm

ission 
of the 

copyright 
ow

ner. 
Further 

reproduction 
prohibited 

w
ithout 

perm
ission.

Very
Important

KNOWLEDGE
Knowledge of changes within the hospital work culture. 18

Recognition of the right to die. SO

Knowing how to manage people. 58

Knowing how to deal with difficult employee situations. 33

Comment: Good managerial resources are important here.

Reply:__________________________________

Knowing about health care reform. 42

The ability to interpret patient problems using clinical
knowledge. S8

Knowledge of ethical standards. 33

Nursing internships (non-paying) which pair students with
experienced staff members, and provide an intensive and
realistic learning experience for acute care. 33

Comment: Managerial support is important for this to happen.

Reply:__________________________________

Development of alternative teaching methods that are
efficient and/or economical learning opportunities. 8

Somewhat Not 
Important Important Important

% of subjects

36 27 18

33 17 0

25 17 0

42 25 0

Very Somewhat Not
Important Important Important Important

Check Only One Box 

□ □ □
□ □ □ □
□ □ □ □
□ □ □ □

17 42 □

42

50

0

17

0

0

□
□

□
□

□
□

□
□

25 25 □ □

50 25 17 □
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KNOWLEDGE

Very
Important

Pattern recognition within specific patient populations
can influence acuity and length of stay. 17

Clinical knowledge to integrate information and use data so
that decisions regarding care are made by the nurse even
though she/he is no longer close to the bedside. 42

Self-knowledge of abilities, talents, limits and goals. 42

Gaining knowledge is a duty of nurses. 35

Comment: Knowledge can be gained through journals._____
conferences networking and inservices.______________

Reply:__________________________________

Knowing how to help patients navigate the mazes and
barriers within a hospital. 33

New specialized knowledge related to specific patient
populations and technologies. 42

Knowledge of the impact of government decisions/policies
on health care. 17

Knowledge of cultural diversity. 27

Knowledge of moral standards. 17

Somewhat Not Very Somewhat Not
Important Important Important Important Important Important Important

% of subjects
Check Only One Box

58 25 0 □  □  □  □

25 25 8 □  □  □  □

50 8 0 □  □  □  □

45 0 0 □  □  □  □

25 42 0 □  □  □  □

42 17 0 □  □  □  □

50 25 8 □  □  □  □

55 18 0 □  □  □  □

58 17 8 □  □  □  □  N>
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Veiy
Important

KNOWLEDGE

Preparation of nursing students for clinical specialties in
other areas of practice such as long term care, home care. 33

A vision for the future is a requisite for efficiency and
cost effectiveness in acute care. 25

The acquisition of knowledge requires a clear and
measurable definition of good nursing care. 18

Comment: 111 am leery of "good nursing care.11 It sounds loo 
theoretical. 21 This statement is unclear._____________

Reply:__________________________________

Knowledge of the cost of care influences nursing judgments
and decisions. 17

Knowing how to negotiate with patients to determine
essential heeds. 17

Knowing how to care for oneself. 83

Knowledge of the cost of health care. 17

Knowing the expected outcomes of care and working to
achieve them with minimal deviations. 42

Knowledge of why and how institutional decisions are made. 8

Somewhat Not Very Somewhat Not
Important Important Important Important Important Important Important

% of subjects Check Only One Box

33 25 8 □  □  □  □

42 33 0 □  □  □  □

45 27 9 □  □  □  □

58 25 0 □  □  □  □

75 8 0 □  □  □  □

8 8 0 □ □ □ □
75 8 0 □  □  □  □

42 0 17 □  □  □  □
I—-

33 58 0 □  □  □  □  w
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KNOWLEDGE

Knowing that the elitist thinking of doctors and nurses is 
a thing of the past.

Comment: Is it?____________________________

Reply:__________________________________

Very Somewhat Not
Important Important Important Important

% of subjects

17 42 33

Very Somewhat Not
Important Important Important Important

Check Only One Box

□ □

Knowing when not to initiate care if that is the desire of 
the patient and/or family.

Knowing that personal experiences influence ethical and 
moral decisions.

Options for nursing students to learn more about non acute 
care practice settings.

The acquisition of knowledge requires a clear and 
measurable definition of patient outcomes.

Knowledge of insurance reimbursement is important in 
nursing practice.

Knowing how to plan care that considers the effective 
use of resources.

Being open to new knowledge.

Knowing who controls the cost of care and why.

25

17

17

25

8

67

83

8

58

42

50

25

17

25

17

25

17

33

17

42

58

8

0

58

17

17

0

0

8

□

□

□

□

□
□
□

□

□
□
□

□

□

□
□
□

□

□

□

□

O

□
u>□



R
eproduced 

with 
perm

ission 
of the 

copyright 
ow

ner. 
Further 

reproduction 
prohibited 

w
ithout 

perm
ission.

KNOWLEDGE

Broader and expanded nursing knowledge base to meet 
the new spectrum of expectations and responsibilities.

Knowing how to create and maintain a safe and healing 
environment.

Ability to think globally, act locally.

Knowing that the costs of care are incurred by all 
caregivers who, therefore, should be held accountable 
for their actions.

Very Somewhat Not
Important Important Important Important

% of subjects

25

58

33

17

42

33

50

50

25

8

8

33

0

8

Very Somewhat Not
Important Important Important Important

Check Only One Box

□

□

□

□

□

□

□

□

□

□

□

Specialized knowledge as the foundation of each nurse's 
practice. 33 17 17 33 □

SKILLS

Managing all members of the nursing team on the unit
efficiently and effectively. 33 50 0 17 □  □  □  □

Comment: It should not be the responsibility of the nurse to 
manage the team members but rather to manage the care.

Reply:__________________________________

Ability to avoid feeling guilty when some aspects of «—
care are omitted. 17 33 50 0 □  □  □  □

Coordination of work. 50 50 0 0 □  □  □  □
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Very
Important

SKILLS

Ability to use power effectively. 33

Ability to delegate tasks to unlicensed assistive personnel. 42

Teaching skills. 67

Computer knowledge and skills. 8

Having a "feel" for the unit as a whole. 42

Discharge planning skills. 8

Interpersonal communication skills as the nursing role
evolves from direct caregiver to coordinator of care. 58

Ability to prioritize work and focus on those priorities. 42

Not drawing attention to work that was not done when
that work was not a priority of care. 8

Accepting challenges. 42

Ability to communicate in both a concrete and intuitive
way in order to learn and assimilate relevant information
from other caregivers. 17

Ability to work with a patient as a partner, being
willing to learn from the patient. 50

The creative use of resources. 58

Somewhat Not 
Important Important Important

% of subjects 

42 

58 

25 

33 

33 

50

25

0

8

50

17

42

0

0

0

8

8

0

Very Somewhat Not
Important Important Important Important

Check Only One Box

□  D  □  D

□  □ □  □

□  □  □ □

□  □ □  □

□  □ □ □

□ □  □ □

42

58

0

0

0

0

□

□

□

□

□

□

□

□

25

25

42

33

25

0

□

□

□

□

□

□

□

□

58 25 □ □ □

25

33

25

8

0

0

□

□

□

□

□

□

□ ~
ON

□
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Very
Important

SKILLS
Ability to "think on my feet." 42

Delegation skills. 33

People skills. 50

Ability to delineate the responsibilities and accountability
of unlicensed assistive personnel and registered nurses. 25

Ability to articulate Nursing's contributions to care. 33

Highly refined assessment skills. 67

Comment: If you're steering nurses awav from the bedside. 
what do you mean? Assess whom?________________

Reply:__________________________________

Ability to control a situation. 8

Mentoring skills. 42

Ability to act quickly and decisively. 42

Comment: Depends upon the environment - some actions 
should be slow and deliberate.___________________

Reply:

Somewhat Not Very Somewhat Not
Important Important Important Important Important Important Important

% of subjects Check Only One Box

42 17 0 □  □  □  □

67 0 0 □  □  □  □

42 8 0 □  □  O □

67 8 0 □  □  O □

50 0 17 □  □  □  □

25 8 0 □  □  □  □

42 25 25 □  □  □  □

25 33 0 □  □  O □

42 8 8 □  □  □  □
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Very
Important

SKILLS

Sophisticated technological skills. 8

Comment: This depends on the environment.___________

Reply:__________________________________

Ability to view an entire situation, not just part of it. 67

Impeccable communication skills at the bedside. 2S

Providing for patient safety. 67

Ability to accept constructive criticism. 17

Comment: This statement is concerning!_____________

Reply:__________________________________

Ability to articulate and obtain the resources needed
to care for patients. 27

Skills of observation. 36

Effective problem solving skills. 55

Ability to listen - hear a patient's words, the sounds
of his/her body, the non-verbal communication. 75

Ability to be compassionate. 58

Somewhat Not Very Somewhat Not
Important Important Important Important Important Important Important

% of subjects Check Only One Box

42 50 0 □  □  □  □

33

75

33

75

0

0

0

8

0

0

0

0

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

73 0 0 □  □  □  □

45 18 0 □  □  □  □

45 0 0 □  □  □  □

17 8 0  □ □  □  □  oo

33 8 0 □  □  □  □
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Very
Important

SKILLS

Critical thinking skills. 42

Ability to effectively use existing and new technology. 8

Ability to use common sense. 58

Effective nursing process skills. 27

Comment: More nursing buzzwords. I even forget what is 
meant bv "nursing process."_____________________

Acquiring multiple skills to support changes in the
environment. 8

Ability to give constructive criticism. 8

Ability to defend nursing actions based on priority
decisions. 8

Ability to develop the critical thinking skills of
unlicensed assistive personnel. 17

Ability to be a team member. 67

Training and competencies in supervisory skills. 25

Leadership skills. 50

Organizational skills. 42

Ability to be versatile and flexible. 50

Somewhat Not 
Important Important Important

% of subjects 

58 

83 

42 

55

0

8

0

18

0

0

0

0

Very Somewhat Not
Important Important Important Important

Check Only One Box

□  □  a n

□  □  □  □

□  □  □  □

□  □  □  □

67

67

25

25

0

0

□

□

□

□

□

□

□

□

50 42 □

50

33

67

33

50

50

33

0

0

17

8

0

0

0

8

0

0

0

□

□

□

□

□

□

□

□

□

□

O

□

□

□

□

□

□

□

□

□

□

□
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Very
Important

SKILLS

Independent decision-making ability. 50

Specialized skills that match acuity needs of patients. 45

RELATIONSHIPS

The Nurse Manager/Staff Member relationship. 25

The nurse as the patient's advocate. 83

Working with the Care Coordinators. 25

Sharing the care of the patient with other disciplines, such 
as Nutritional Therapy, Physical Therapy, Religious Ministries, 
Respiratory Therapy, and Social Work. 50

Nurse as self. 55

Comment: What does this mean?__________________

Reply:__________________________________

The clinical team achieves desired clinical outcomes. 58

Establish and maintain the nurse/patient relationship
even when time at the bedside is limited. 67

The nurse/patient relationship. 75

Somewhat Not Very Somewhat Not
Important Important Important Important Important Important Important

% of subjects Check Only One Box

50 0 0 □  □  □  □

50 25 0 □  □  □  □

67 8 o a  a  a  □

17 0 0 □  □  □  □

42 33 0 □  □  □  □

42 8 0 □  □  □  □

27 18 0 □  □  □  □

33 8 0 □  □  O □

25 8 0 □  □  □  □  £
o

17 8 0 □  □  □  □
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Very
Important

RELATIONSHIPS

Collaborative, problem-solving, non-adversarial
physician/nurse relationships. 58

The nurse, as coordinator of patient care, is the
key to effective team relationships. 50

Not being possessive of the patient. 8

Relationships with financial experts within the institution. 0

Collaborative teamwork that shares accountability,
responsibility and decision-making with the physician
and the patient. 58

Trust as a foundation for effective delegation. 3 3

Team relationships. 17

Challenging "I don't care anymore" attitudes of nursing
colleagues. 42

Trusting relationships. 25

Relationships with administration. 8

Collaboration and communication with external agencies,
such as the VNA, Hospice. 17

The needs of patients, staff and the unit are ongoing and
must be considered regardless of crises or personal concerns. 17

Somewhat Not 
Important Important Important

% of subjects

Very Somewhat Not
Important Important Important Important

Check Only One Box

42 □

50

58

25

0

25

42

0

8

33

□

□

□

□

□
□

□
□
□

□
□
□

42

42

83

0

25

0

0

0

0

□

□

□

□

□

□

□
□
□

□
□

□

25

67

25

25

8

58

8

0

8

□

□

□

□

□

□

□

□
□

□
□

□

42 33 □ □ D s

58 25 □
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Very
Important

RELATIONSHIPS

Willingness to do the work usually assigned to other team
members. 9

Comment: This statement is unclear.________________

Reply:__________________________________

Mentor relationships with PCAs, EAs, ORAs, TAs, BAs. 25

Therapeutic caring relationships. 67

Interactive relationships among all members of a nursing unit 
including the Nurse Manager. 25

Relationships that promote mutual respect and self-confidence. 83

Respect and appreciation are building blocks of effective 
relationships among all members of the team. 50

Communication among team members. 42

Respect and awareness of co-workers. 50

Being a participant and not an observer. 25

Sharing clinical knowledge with unlicensed co-workers so
that they also can make decisions. 18

Comments: What decisions are we asking unlicensed personnel
to make?

Somewhat Not Very Somewhat Not
Important Important Important Important Important Important Important

% of subjects Check Only One Box

27 55 9 □  O □  □

25 33 17 □  □  □  □

25 8 0 □  □  □  □

67 8 0 □  □  □  □

17 0 0 □  □  □  □

42 8 0 □  □  □  □

58 0 0 □  □  □  □

50 0 0 □  □  □  □

50 25 0 □  □  □  □

27 45 9 □  □  □  □  ^
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RELATIONSHIPS

Reply:__________

Very Somewhat Not
Important Important Important Important

% of subjects

Very Somewhat Not
Important Important Important Important

Check Only One Box

Nurse to nurse relationships are the foundation of all
nursing collaborations. 8 50

Relationships with staff members in other departments including
nursing peers and support personnel. 0 75

The clinical team defines desired clinical outcomes. 33 58

Petty, emotional or confusing issues interfere with the
nurse's ability to plan care and teach effectively. 17 33

Use of personal talents to contribute to the goals of a unit. 33 33

33

25

8

42

33

0

0

8

0

□
□

□
□

□
□

□
□

□

□

D

□

□

□

□

□

RESOURCES

An environment that nurtures, encourages and values 
excellence in Nursing.

Clinical Nurse Specialists who help nurses improve care 
for patients.

The exchange of information among colleagues and others 
within the organization.

Health care resources that benefit more people, such as 
well child care, instead of supporting high tech carc 
for a very few specialized problems, such as bums.

92

42

17

67

42

33

25

17

50

□

□

□

□

□
u>
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Very
Important

RESOURCES

Physical and emotional stamina to practice nursing in
the acute care hospital. 3 3

Unlicensed assistive personnel who support technological
care and therefore require ongoing training and
development. 8

Financial support for education. 17

Systems that minimize waste. S8

Forums for discussing ethical issues regarding the use
of resources and technology. 8

Advanced practice nurses in the acute care hospital. 33

Available resources in the community for patients and families. 33

Nurses who are committed to professional practice. 64

Professional networks. 17

Clinical Directors. 0

Comments: 1 don’t know what they do?______________

Reply: _________________________________

Misuse of hospital resources for patients who have no
place to go. 17

Somewhat Not 
Important Important Important

% of subjects

Very Somewhat Not
Important Important Important Important

Check Only One Box

42 25 □ □ □

58

50

33

25

33

8

8

0

0

□
□
□

□

□

□

□

□

□

□

□

□

42

42

42

36

50

50

42

17

17

0

33

50

8

8

8

0

0

0

□

□

□

□

□

□

□

□

□

□

□

□

□
□

□

□

□

□

□

□

□

□

□

□

33 33 17 □ □ □
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RESOURCES

Very
Important

Compensation that recognizes the value of nursing work
in the acute care setting. SO

Social services and religious ministry as advocates for
patients and staff 42

Resources to conduct nursing research in the clinical area. 8

Accurate cost/benefit data that are outcome driven and
related to quality of life. 2S

More FTEs to support learning in a transformed organization. 36

Comment: 1) It's not just a matter of more Kl'Hs but instead 
the appropriate number of Fibs to support learning. 2) What 
transformed organization?______________________

Reply:__________________________________

Nurses who choose to stay at the bedside and deliver care. 58

The RN as a role model. 58

Critical thinking is a nursing resource. 67

Human Resources. 0

Department Heads. 0

Homeless shelters. 25

Somewhat Not 
Important Important Important

% of subjects

Very Somewhat Not
Important Important Important Important

Check Only One Box

42 8 □

42

58

17

25

0

8

□

□

□

□

□

□

□

□

58

27

17

36

0

0

□

□

□

□

□

□

□

□

42
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33

42

33
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0

0

0
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50

17

0

0

0

0
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□
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□
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□

□
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Very
Important

RESOURCES

Technology that supports patient care, decreases cost
and increases efficiency. 58

Access to educational courses and professional journals. 42

Resources for role development of staff in the new
unlicensed assistive personnel positions. 33

Human, material and information resources that are available
seven days a week, 24 hours a day. 33

Adequate time for the orientation of new staff members. 58

Technology that gives us more time with our patients. 8

Continuing Education. 17

The Finance Department. 0

Hospice care. 33

Nurse Managers who provide information in a proactive,
futuristic manner. 42

Self as an essential resource to the organization. 50

Systems that streamline routine work. 42

Opportunities for learning for all caregivers in the
acute care setting. 42

Important
Somewhat
Important

Not
Important

Very
Important Important

Somewhat
Important

Not
Importa

% of subjects 

42 0 0

Check Only One 

□  □

Box

□ □

50 8 0 □ □ □ □

33 33 0 □ □ □ □

50 8 8 □ □ □ □

33 8 0 □ □ □ □

92 0 0 □ □ □ □

75 8 0 □ □ a □

8 67 25 □ □ □ □

42 17 8 □ □ □ □

50 8 0 □ □ □ □

42 8 0 □ □ □ □

25 33 0 □ □ □ □

42 17 0 □ □ □ □
Os



R
eproduced 

with 
perm

ission 
of the 

copyright 
ow

ner. 
Further 

reproduction 
prohibited 

w
ithout 

perm
ission.

Very
Important

RESOURCES

Adequate time for continuing education. 33

Specialized units are more efficient and cost effective. 8

Care coordinators who oversee a patient's progress from an
objective perspective. 33

Professional organizations. 17

Quality Improvement Programs. 23

Comment: It is more important that OI be done right._____

Reply:__________________________________

Systems that support nurses' feelings of competency and
self-concept. 25

Technological resources that are a shared responsibility
among caregivers, support services and suppliers. 0

Expanded educational resources in the Department of Nursing 
Education that address change and transformation. 33

Systems that minimize the duplication of work among nurses, 
doctors, and support staff. 42

Effective supply management systems. 38

Somewhat Not 
Important Important Important

% of subjects

42 25 0

50 25 17

Very Somewhat Not
Important Important Important Important

Check Only One Box

□ □ □ □
□ □ □ □

17 42 8

50 33 0

58 17 0

□ □

□  □

□  □

□ □

□  □

□  □

50 25 0 □  □  □  □

64 36 0 □  □  D □

42 25 0 □  □  □  □

33 25 0 O □  □  □  ^
A

33 8 0 □  □  □  □
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Very
Important

RESOURCES

Incentives for nurses who pursue learning opportunities. 25

Nursing work at the bedside matters to patients. 64

Intensive care units have been sheltered from the changes
occurring in the general units. 0

Comments: This statement is unclear.________________

Reply:__________________________________

ADDITIONAL THOUGHTS AND IDEAS

Enthusiasm, not apathy, about nursing work in the acute
care hospital. 50

Comments: Productivity suffers when staff are apathetic and 
unsatisfied. Staff should be really involved in proposed change. 
not iust give lip service. They should be an integral part of the 
team.___________________________________

Reply:

Skill mix changes decrease self-esteem, job satisfaction
and working relationships among nurses. 25

Some changes seem linked to a new administration philosophy
and not related to benefits for patients and nurses, e.g.,
the change from primary nursing to case management. 36

Somewhat Not 
Important Important Important

% of subjects

42 33 0

27 9 0

33 56 11

50 0 0

33 25 17

27 27 9

Very Somewhat Not
Important Important Important Important

Check Only One Box

□ □ □ □
□ □ □ □

□ □ □ □

□ □ □ □

□ □ □
00
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Very
Important

ADDITIONAL THOUGHTS AND IDEAS
Increased nursing autonomy means more responsibilities
for the nurse. 30

Change is scary, but it brings exciting opportunities. 27

The value of nursing care must be evident in nursing
practice to justify our existence. 64

Some of the work done by nurses is futile. 18

Quality of life may be more important than saving a life. 73

Acting to influence patient care even if support of
medical colleagues is missing. 36

Patients suffer as a result of the changes in acute care. 50

The focus on higher education for nurses has put theory
ahead of practice. 9

Nurses will need to be involved in committees and protocol 
development. 55

Change is inevitable, so nurses should be on the front line
guiding the changes. 73

The size of a patient care unit affects the efficiency and
cost effectiveness of care. 18

Comments: I don't think this is true. _______

Somewhat Not 
Important Important Important

% of subjects

Very Somewhat Not
Important Important Important Important

Check Only One Box

50

64

20

9

0

0

□
□

□
□

□
□

□
□

18

9

18

18

46

9

0

27

0

□
□
□

□
□
□

□
□
□

□
□
□

46

20

18

20

0

10

□
□

□
□

□
□

□
□

27 18 46 □ □

18 27 □ □

36 □ □ □

27 18 36 □ □



R
eproduced 

with 
perm

ission 
of the 

copyright 
ow

ner. 
Further 

reproduction 
prohibited 

w
ithout 

perm
ission.

ADDITIONAL THOUGHTS AND IDEAS
Reply:_____________________________

The value of caring and holistic care.

Avoiding a tendency to set up obstacles within the work 
environment.

The Public has been misinformed by Administration of the 
consequences of cutbacks in nursing.

The insistence on more education for nurses has pushed 
nursing to a sad state.

The changes underway in acute care will enhance the 
professional status of nursing.

The use of knowledge in power has no place in the 
future of nursing practice.

Nurses are abdicating their direct caregiver role.

Learning to work through change in a creative way.

Unlicensed assistive personnel are dangerous if they don't 
understand why and what they are doing for the patient.

The near future will see a decrease in the acute care census 
and the available financial resources for acute care.

Very
Important

73

27

46

9

27

9

9

64

55

18

Somewhat Not 
Important Important Important

Very Somewhat Not
Important Important Important Important

% of subjects Check Only One Box

27 0 0 □  □  □  □

46 27 0 □  □  □  □

18 36 0 □  □  □  □

27 64 0 □  □  □  □

9 46 18 □  □  □  □

27 27 36

27 27 36

27 9 0

□ □
□ □
□ □

□ □
□ □
□ □

18 27 □

27 36 18 □ □  o
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ADDITIONAL THOUGHTS AND IDEAS
The nurse of the future must be smart, compassionate, a 
listener, a teacher, an observer, intuitive, and organized.

Lack of time, energy and resources will bring on the demise 
of the nurse-patient relationship - the human touch, the 
artistry, the beauty of nursing at its finest.

Committees without clear-cut direction are a waste of time.

Very Somewhat Not
Important Important Important Important

% of subjects

91

27

55

36

18

18

27

18

0

Very Somewhat Not
Important Important Important Important

Check Only One Box

□
□

□
□

□
□

□
□

Standards of practice have changed due to unlicensed 
assistive personnel.

Frustration results when the nurse feels she/he cannot give 
good care because the unit is understaffed and the nurse is 
over-tired and feeling pulled away from the bedside.

27

46

18

46

18 36 □

□

□

□

□

□
The primary nurse has a unique opportunity to influence 
patient care in the future as resources within the acute 
care hospital change.

The nurse of the future, no longer solely at the bedside, will 
use her/his knowledge and skills to be a leader who influences 
the care of patients as well as the work of the unit.

46

55

55

36 □
The time, energy and resources to do a thorough job would
be the perfect nursing practice. 36 55

Recognition and compensation for advanced degrees in nursing. 33 42

9

17

0

8

□
□

□
□

□
□ □ -
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GENERAL COMMENTS

As resources are limited, often nurses lose their compassion for patients and their passion for doing their best. 

Reply:

Nurses should still be caregivers but with enhanced knowledge so that they are team members and leaders, not handmaidens. 

Reply:

The questionnaire was difficult because each of the items is a priority at any given time depending on the circumstances. 
Reply:

IS)N»
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Date

Dear:

I know that your time is very limited and the pleasures of the summer enticing, 
however, I would greatly appreciate your completing Round ED of the Delphi survey and 
returning it to me by June 24. For the results to be meaningful with such as small sample I 
need 100% participation.

I hope to complete my dissertation in the next academic year. When that occurs I 
will share the material with the CNIV group so that you all know the results of your hard 
work. Thanks again for your participation thus far.

Sincerely,

Bernadette M. Forget, MSN, RN

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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Consensus Statements by Importance Rating

CONSENSUS STATEMENTS RATING %
Very Important

Knowing how to manage time. 100
Knowing how to identify and solve problems. 100
Highly refined assessment skills. 100
The nurse patient relationship. 100
An environment that nurtures, encourages and values excellence in nursing. 100
Change is inevitable, so nurses should be on the front line guiding the changes. 100
The value of caring and holistic care. 100
The nurse of the future must be smart, compassionate, a listener, a teacher, an 100
observer, intuitive and organized.
Gaining knowledge is the duty of nurses. 92
Knowing how to plan care that considers the effective use of resources. 92
The creative use of resources. 92
Ability to listen • hear a patient's words, the sounds of his/her both', the non-verbal 92
communication.
Ability to be compassionate. 92
Establish and maintain the nurse/patient relationship even when time at the bedside is 92
limited
Therapeutic caring relationships. 92
Compensation that recognizes the value of nursing work in the acute care setting. 92
The RN as a role model. 92
Systems that minimize the duplication of work among nurses, doctors and support 92
staff.
Nursing work at the bedside matters to patients. 92
Quality of life may be more important than saving a life. 92
Frustration results when the nurse feels that she/he cannot give good care because the 92
unit is understaffed and the nurse is over-tired and feeling pulled away from the 
bedside.
The nurse of the future, no longer solely at the bedside, will use her/his knowledge 92
and skills to be a leader who influences the care of patients as well as the work of the
unit.
Well-grounded clinical and theoretical knowledge. 83
The ability to interpret patient problems using clinical knowledge. 83
Being open to new knowledge. 83
Teaching skills. 83
Interpersonal communication skills as the nursing role evolves from direct caregiver to 83
coordinator of care.
People skills. 83
Effective problem-solving skills. 83
Acquiring multiple skills to support changes in the environment. 83
The nurse as the patient's advocate. 83
Nurses who are committed to professional practice. 83
Technology that supports patient care, decreases cost and increases efficiency. 83
The value of nursing care must be evident in nursing practice to justify our existence. 83
Learning to work through change in a creative way. 83
Committees without clear cut direction are a waste of time. 83
Ability to view an entire situation, not just part of it. 83
Providing for patient safety. 83
Self-knowledge of abilities, talents, limits and goals. 75
Knowing how to create and maintain a safe and healing environment. 75

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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Ability to prioritize work and focus on those priorities. 75
Ability to be a team member. 75
The clinical team achieves desired outcomes. 75
Collaboration, problem-solving, non-adversarial physician/nurse relationships. 75
Collaborative teamwork that shares accountability, responsibility and decision-making 
with the physician and the patient.

75

Relationships that promote mutual respect and self-confidence. 75
Respect and appreciation are building blocks of effective relationships among all 
members of the team.

75

Systems that minimize waste. 75
Critical thinking is a nursing resource. 75
Adequate time for the orientation of new staff members. 75
Systems that streamline routine work. 75
Enthusiasm, not apathy, about nursing work in the acute care hospital. 75
Patients suffer as a result of changes in acute care. 75
Nurses will need to be involved in committees and protocol development. 75
Unlicensed assistive personnel are dangerous if they don't understand why and what 
they are doing for the patient.

75

Important
Knowing how to care for oneself. 92
Increased nursing autonomy means more responsibilities for the nurse. 92
Self-study modules for staff education. 83
Knowledge of moral standards. 83
Team relationships 83
Unlicensed assistive personnel who support technological care and therefore require 
ongoing training and development.

83

Accurate cost/benefit data that are outcome driven and related to quality of life. 83
Human, material and information resources that are available seven days a week. 24 
hours a day.

83

Specialized units are more efficient and cost effective. 83
Knowing how to negotiate with patients to determine essential needs. 75
Discharge planning skills. 75
Ability to effectively use existing and new technology. 75
Trusting relationships 75
The needs of the patients, staff and the unit are ongoing and must be considered 
regardless of crises or personal concerns.

75

The clinical team defines desired clinical outcomes. 75
Financial support for education. 75
Forums for discussing ethical issues regarding the use of resources and technology. 75
Access to educational courses and professional journals. 75
Resources for role development of staff in the new unlicensed assitive personnel 
positions.

75

Technology that gives us more time with our patients. 75
Continuing education. 75
Expanded educational resources in the Department of Nursing Education that address 
change and transformation.

75

Change is scary, but it brings exciting opportunities. 75
Somewhat Important

Human Resources. 75
Not Important

The size of a patient care unit affects the efficiency and cost effectiveness of care. 92
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Round HI Consensus Statements by Study Category
Importance Rating*

K now ledge V I I SI NI

K now ing h o w  to  m anage  tim e . 100

K now ing h o w  to  identify  and  so lve  problem s. 100

G ain ing  k n ow ledge  is th e  d u ty  o f  nurses. 92

K now ing b o w  to  p lan  care  th a t considers th e  effective  u se  o f  resources. 92

W ell-g rounded  clin ical and  theo re tical know ledge. S3

T h e  ab ility  to  in terpret patien t problem s u s in g  d in ic a l know ledge. 83

B eing open t o  n ew  know ledge. 83

Self-know ledge o f  abilities, ta len ts, lim its and  goals. 75

K now ing h o w  to  c reate  and  m aintain  a safe  and  h ea lin g  environm ent. 75

K now ing h o w  to  c are  fo r o n e se lf  92

Self-study m odu les  fo r s ta f f  education . 83

K now ledge o f  m oral standards. 83

K now ing h o w  to  nego tia te  w ith  patien ts to  de term ine e ssen tia l needs. 75

Skills

H ighly re fin ed  assessm ent sk ills. 100

T he  c reative  u se  o f  resources. 92

A bility  to  lis ten  -  b e a r  a  p a tie n t's  w ords, th e  sounds o fh is /h e r  body, the  non-verbal com m unication. 92

A bility  to  b e  com passionate. 92

T each ing  sk ills . 83

Interpersonal com m unication  sk ills a s  th e  n u rs ing  ro le  evo lves from  direct careg iver to  coordinator o f  care. 83

People sk ills. 83

Ability to  v iew  an  e n tire  situation , n o tju s t  p a rt o f  ft. 83

Providing fo r p a tien t safety. 83

Effective p ro b le m so lv in g  skills. 83

A cquiring m u ltip le  sk ills to  support changes in th e  en v iro n m en t 83

A bility  to  p rio ritize  w o rk  an d  focus on those  priorities. 75

A bility  to  b e  a  te a m  m em ber. 75

D ischarge p lan n in g  skills. 75

Ability to  e ffec tive ly  use  ex isting  and n ew  technology. 75

Relationships

The nu rse  pa tien t relationship. 100

Establish an d  m ainta in  th e  nu rse/patien t re lationship even  w h en  tim e a t th e  bedside is  lim ited  92

T herapeu tic  c ar in g  relationships 92

The n u rse  as  th e  p a tie n t's  advocate . 83

The clin ical te a m  achieves desired  clin ical outcom es. 75

C ollaboration , p roblem -solving, non-adversarial physician/nurse  relationships. 7 5

C ollaborative  team w o rk  th a t shares accountability , responsibility  and decision-m aking w ith  th e  physician and  th e  75
patient.
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Relationships th a t p rom ote  m u tu a l respect and  self-confidence. 75

R espect and  appreciation  a re  bu ild ing  b locks o f  effective  relationships am ong  all m em bers o f  th e  team . 75

T eam  re la tiona lips 83

T rusting  relationships 75

T h e  needs  o f  th e  patien ts, s ta f f  a n d  th e  u n it a re  ongoing  an d  m ust b e  considered regardless o f  crises o r  personal concerns. 75 

T h e  clinical team  d efines d esired  clin ical outcom es. 75

R esources

An environm ent th a t n u rtu res , encou rages  and  va lues exce llence  in n u rs in g  100

Com pensation th a t recognizes th e  va lue  o f  nu rs in g  w o rk  in th e  acute  care  s e tt in g  92

T h e  R N  as a  ro le  m odel. 92

System s th a t m inim ize th e  dup lication  o f  w o rk  am ong  nurses, doctors and  support staff. 92

N ursing  w o ik  a t  th e  bedside  m a tte rs  to  patien ts. 92

N urses w ho  a re  com m itted  to  p rofessional p ractice. 83

T echnology th a t supports p a tie n t care, decreases cost a n d  increases efficiency. 83

System s th a t m inim ize w aste . 75

C ritical th ink ing  is a nu rs in g  resource. 75

A dequate tim e for th e  orien ta tion  o f  new  s ta f f  m em bers. 75

System s th a t s tream line ro u tin e  w ork . 75

U nlicensed assistive pe rsonnel w h o  support techno log ical care  and  therefore re q u ire  ongoing tra in in g  and  developm ent. 83 

A ccurate cost/benefit da ta  th a t  a re  o u tcom e driven  an d  re la te d  to  quality  o f  life. 83

H um an, m ateria l and  inform ation  resources th a t a re  av a ilab le  seven days a  w eek , 2 4  hours a  day . 83

Specialized  un its  a re  m o re  e ffic ien t and  co st effective . 83

Technological resources th a t a re  a  shared  responsib ility  am o n g  caregivers, support services and  suppliers. 83

Financial support fo r education . 75

Forum s fo r d iscussing e th ical issues  rega rd ing  th e  u se  o f  resources and technology. 75

Access to  educational cou rses a n d  p rofessional journals . 75

R esources for ro le  d evelopm ent o f  s ta f f  in th e  n ew  un licensed  assitive personnel positions. 75

T ed m o lo g y  th a t g ives u s m o re  tim e  w ith o u r  patien ts. 75

C ontinuing  education. 7  5

Expanded educational resou rces in th e  D epartm ent o f  N urs ing  Education th a t address change an d  transform ation . 75

H um an Resources.

A dditional C om m ents

C hange is inevitable, so n u rse s  shou ld  b e  on  th e  front line  gu id ing  the  changes. 100

T he  v a lue  o f  caring  an d  h o lis tic  ca re . 100

T h e  nu rse  o f  th e  fu tu re  m u s t b e  sm art, com passionate, a lis tener, a  teacher, an observer, in tu itive  and  organized. 100

Q uality  o f  life m ay  b e  m o re  im portan t th an  sav ing  a life. 92

Frustration results w hen  th e  n u rs e  feels th a t  she/he  canno t g ive good care because th e  un it is understaffed  and  th e  92
nurse  is over-tired an d  fee ling  p u lle d  aw ay  from  th e  bedside.

T h e  nu rse  o f  th e  fu tu re, n o  lo n g er so le ly  a t  th e  bedside, w ill u se  her/his know ledge and  skills to  be  a  leader w ho  92
influences th e  care  o f  pa tien ts  a s  w e ll as  th e  w o rk  o f  th e  u n it
T he  va lue  o f  nu rs in g  ca re  m ust b e  ev iden t in n u rs in g  p rac tice  to  justify  o u r existence. 83

L earn ing  to  w ork  th rough  change  in a c rea tiv e  w ay. 83

C om m ittees w ithou t d e a r  cu t d irection  a re  a  w aste  o f  tim e . 83

Enthusiasm , n o t apathy, ab o u t n u rs in g  w o rk  in  th e  acu te  care  hospital. 75

Patients suffer a s  a re su lt o f  changes  in acu te  care. 75
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N u n es  w ill n eed  to  be involved in com m ittees and  protocol developm ent. 75

U nlicensed assistive personnel a re  dangerous  i f  th e y  d o n 't  u nderstand  w hy  and w hat th ey  a re  do ing  fo r th e  p a tie n t 73

Increased nu rsing  au tonom y m eans m ore responsib ilities fo r th e  nurse . 92

Avoiding a tendency  to  s e t  up  obstacles w ith in  th e  w o rk  e n v iro n m e n t 83

C hange is scary, b u t it b rings exciting  opportunities. 73

T h e  size o f  a  p a tien t care  u n it affects th e  e ffic iency  and  cost e ffectiveness o f  care. 92

•V I =  V ery Im portant: I = Im p o rta n t SI = Som ew hat Im p o rtan t NI = N o t Im portant
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Consensus Statements Related to the Conditions of Transition

Meaning
The nurse patient relationship.
Knowledge of moral standards.
Nursing work at the bedside matters to patients.
The value of caring and holistic care.
Quality of life may be more important than saving a life.
The value of nursing care must be evident in nursing practice to justify our existence.
Increased nursing autonomy means more responsibilities for the nurse.
Change is scary, but it brings exciting opportunities.

Expectations 
Self-knowledge of abilities, talents, limits and goals.
Ability to view an entire situation, not just part of it.
Establish and maintain the nurse/patient relationship even when time at the bedside is limited 
Therapeutic caring relationships.
The nurse as the patient's advocate.
An environment that nurtures, encourages and values excellence in nursing.
Compensation that recognizes the value of nursing work in the acute care setting.
Change is inevitable, so nurses should be on the front line guiding the changes.
The nurse of the future must be smart, compassionate, a listener, a teacher, an observer, intuitive and 
organized.
The nurse of the future, no longer solely at the bedside, will use her/his knowledge and skills to be a 
leader who influences the care of patients as well as the work of the unit.
Learning to work through change in a creative way.
Enthusiasm, not apathy, about nursing work in the acute care hospital.
Patients suffer as a result of changes in acute care.
Unlicensed assistive personnel are dangerous if they don't understand why and what they are doing for 
the patient.
Avoiding a tendency to set up obstacles within the work environment.

Level of Knowledge and Skills
Knowing how to manage time.
Knowing how to identify and solve problems.
Gaining knowledge is the duty of nurses.
Well-grounded clinical and theoretical knowledge.
The ability to interpret patient problems using clinical knowledge.
Being open to new knowledge.
Knowing how to create and maintain a safe and healing environment.
Self-study modules for staff education.
Knowing how to negotiate with patients to determine essential needs.
Highly refined assessment skills.
Ability to listen - hear a patient's words, the sounds of his/her body, the non-verbal communication. 
Ability to be compassionate.
Teaching skills.
Interpersonal communication skills as the musing role evolves from direct caregiver to coordinator of 
care.
People skills.
Providing for patient safety.
Effective problem-solving skills.
Acquiring multiple skills to support changes in the environment.
Discharge planning skills.
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Ability to effectively use existing and new technology.
Critical thinking is a nursing resource.
Continuing education.

Environment
The creative use of resources.
Ability to be a team member.
The clinical team achieves desired clinical outcomes.
Collaboration, problem-solving, non-adversarial physician/nurse relationships.
Collaborative teamwork that shares accountability, responsibility and decision-making with the 
physician and the patient.
Respect and appreciation are building blocks of effective relationships among all members of the team. 
Team relationships
The clinical team defines desired clinical outcomes.
The RN as a role model.
Systems that minimize the duplication of work among nurses, doctors and support staff.
Nurses who are committed to professional practice.
Technology that supports patient care, decreases cost and increases efficiency.
Systems that minimize waste.
Adequate time for the orientation of new staff members.
Systems that streamline routine work.
Unlicensed assistive personnel who support technological care and therefore require ongoing training and 
development.
Human, material and information resources that are available seven days a week. 24 hours a day. 
Financial support for education.
Forums for discussing ethical issues regarding the use of resources and technology.
Access to educational courses and professional journals.
Technology that gives us more time with our patients.
Expanded educational resources in the Department of Nursing Education that address change and 
transformation.
Human Resources.
Committees without clear cut direction are a waste of time.
Nurses will need to be involved in committees and protocol development.

Level of Planning 
Knowing how to plan care that considers the effective use of resources.
Ability to prioritize work and focus on those priorities.
The needs of the patients, staff and the unit are ongoing and must be considered regardless of crises or 
personal concerns.
Accurate cost/benefit data that are outcome driven and related to quality of life.
Technological resources that are a shared responsibility among caregivers, support services, and 
suppliers.
Resources for role development of staff in the new unlicensed assitive personnel positions.

Emotional and Physical Well-Being 
Knowing how to care for oneself.
Relationships that promote mutual respect and self-confidence.
Trusting relationships.
Frustration results when the nurse feels that she/he cannot give good care because the unit is understaffed 
and the nurse is over-tired and feeling pulled away from the bedside.
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