
Professional nursing practice in urban
and rural hospitals: Baseline comparisons

Item Type text; Thesis-Reproduction (electronic)

Authors Hatfield, Sharon Anne Klenda, 1944-

Publisher The University of Arizona.

Rights Copyright © is held by the author. Digital access to this material
is made possible by the University Libraries, University of Arizona.
Further transmission, reproduction or presentation (such as
public display or performance) of protected items is prohibited
except with permission of the author.

Download date 16/05/2023 14:11:29

Link to Item http://hdl.handle.net/10150/277311

http://hdl.handle.net/10150/277311


INFORMATION TO USERS 

The most advanced technology has been used to photograph and 

reproduce this manuscript from the microfilm master. UMI films the 

text directly from the original or copy submitted. Thus, some thesis and 

dissertation copies are in typewriter face, while others may be from any 

type of computer printer. 

The quality of this reproduction is dependent upon the quality of the 
sopy submitted. Broken or indistinct print, colored or poor quality 

illustrations and photographs, print bleedthrough, substandard margins, 

and improper alignment can adversely affect reproduction. 

In the unlikely event that the author did not send UMI a complete 

manuscript and there are missing pages, these will be noted. Also, if 

unauthorized copyright material had to be removed, a note will indicate 
the deletion. 

Oversize materials (e.g., maps, drawings, charts) are reproduced by 

sectioning the original, beginning at the upper left-hand corner and 

continuing from left to right in equal sections with small overlaps. Each 

original is also photographed in one exposure and is included in 

reduced form at the back of the book. 

Photographs included in the original manuscript have been reproduced 

xerographically in this copy. Higher quality 6" x 9" black and white 

photographic prints are available for any photographs or illustrations 

appearing in this copy for an additional charge. Contact UMI directly 
to order. 

University Microfilms International 
A Bell & Howell Information Company 

300 North Zeeb Road. Ann Arbor, Ml 48106-1346 USA 
313/761-4700 800/521-0600 





Order Number 1340707 

Professional nursing practice in urban and rural hospitals: 
Baseline comparisons 

Hatfield, Sharon Anne Klenda, M.S. 

The University of Arizona, 1990 

U M I  
300 N. Zeeb Rd. 
Ann Arbor, MI 48106 





PROFESSIONAL NURSING PRACTICE IN URBAN AND RURAL 

HOSPITALS: BASELINE COMPARISONS 

by 

Sharon Anne Klenda Hatfield 

A Thesis Submitted to the Faculty of the 

COLLEGE OF NURSING 

In Partial Fulfillment of the Requirements 
For the Degree of 

MASTER OF SCIENCE 

In the Graduate College 

THE UNIVERSITY OF ARIZONA 

19 9 0 



2 

STATEMENT BY AUTHOR 

This thesis has been submitted in partial fulfillment of 
requirements for an advanced degree at The University of Arizona and is 
deposited in the University Library to be made available to borrowers 
under rules of the Library. 

Brief quotations from this thesis are allowable without special 
permission, provided that accurate acknowledgment of source is made. 
Requests for permission for extended quotation from or reproduction of 
this manuscript in whole or in part may be granted by the head of the 
major department or the Dean of the Graduate College when in his or her 
judgment the proposed use of the material is in the interests of schol
arship. In all other instances, however, permission must be obtained 
from the author. 

SIGNED : S*H<VVA S-V-- \{J!nsu<CL~ kLdIL}HQ 

APPROVAL BY THESIS DIRECTOR 

This thesis has been approved on the date shown below: 

4-3-

ROSE M. GERBER Date 
Associate Professor of Nursing 



3 

ACKNOWLEDGMENTS 

I am grateful to my thesis director, Dr. Rose M. Gerber, for her 

outstanding support and expert guidance throughout the writing of this 

thesis. I wish to acknowledge my committee members, Drs. Joyce Verran 

and Carolyn Murdaugh, for their valuable input into this thesis, as well 

as their acceptance of the time constraints under which I was working. 

I wish to thank Anne McNamara, research assistant, for her helpfulness 

in obtaining the necessary data. 

Finally, I am indebted to my wonderful husband, Doug, for his 

patience and constant belief in my ability, and to my parents, Martin 

and Magdalene, for inspiring me to pursue higher education. 



4 

TABLE OF CONTENTS 

Page 

LIST OF ILLUSTRATIONS 6 

LIST OF TABLES 7 

ABSTRACT 8 

1. INTRODUCTION 9 

Statement of the Problem 10 
Purpose of the Study 15 
Significance of the Study 15 
Summary 16 

2. THEORETICAL MODEL 17 

Theoretical Model 17 
Model Constructs 19 

Professional Nursing Practice 19 
Nurse Satisfaction 21 

Model Concepts 22 
Organizational Commitment 22 
Autonomy 24 
Control Over Nursing Practice 26 
Group Cohesion 27 
Job Satisfaction 28 

Summary 30 

3. RESEARCH METHODOLOGY 31 

Methodology for Primary Study 31 
Setting 31 
Sample 32 
Protection of Human Subjects 32 
Data Collection Protocol 33 
Instrumentation 33 

Methodology for Secondary Analysis 36 
Research Design 36 
Sample 37 
Protection of Human Subjects 37 
Data Collection 37 
Data Analysis Plan 38 

Summary 39 



5 

TABLE OF CONTENTS -- Continued 

Page 

4. RESULTS OF DATA ANALYSIS 40 

Reliability Estimation 40 
Comparison of Concepts by Use of t-Tests 43 
Multiple Regression Analysis 46 
Demographic Characteristics 52 
Summary 54 

5. INTERPRETATION, CONCLUSIONS, AND RECOMMENDATIONS 55 

Interpretation of Findings Related to Research 
Question #1 55 

Interpretation of Findings Related to Research 
Question #2 58 
Total Job Satisfaction 58 
Satisfaction Subscales 60 

Interpretation of Findings Related to Research 
Question #3 63 

Recommendations 64 
Summary 65 

APPENDIX A: HUMAN SUBJECTS APPROVAL 66 

APPENDIX B: DISCLAIMER FOR PRIMARY STUDY 69 

APPENDIX C: DEMOGRAPHIC CHARACTERISTICS 71 

REFERENCES 76 



6 

LIST OF ILLUSTRATIONS 

Figure Page 

1. Theoretical Model: Influence of Professional Nursing 
Practice on Nurse Satisfaction 18 

2. Empirical Model: Influence of Professional Nursing 
Practice on Total Job Satisfaction in Urban RNs 47 

3. Empirical Model: Influence of Professional Nursing 
Practice on Total Job Satisfaction in Rural RNs 48 

4. Empirical Model: Satisfaction Subscales, Urban RNs .... 50 

5. Empirical Model: Satisfaction Subscales, Rural RNs .... 51 



7 

LIST OF TABLES 

Table Page 

1. Identification of Concepts, Conceptual Definitions, and 
Instruments 34 

2. Alpha Reliabilities for Scales and Subscales 42 

3. t-Tests on Organizational Commitment, Control of Nursing 
Practice, Group Cohesion, and Work Satisfaction for RNs 
in Urban and Rural Hospitals 44 

CI. Gender Differences Between Urban and Rural RNs 70 

C2. Marital Status Differences Between Urban and Rural RNs . 70 

C3. Age, Number of Months Licensed, Number of Months at 
Hospital, Number of Months on Unit, and Years Lived in 
Community 71 

C4. Differences in Number of Children Between Urban and 
Rural RNs 71 

C5. Differences in Employment Status Between Urban and 
Rural RNs 72 

C6. Differences in Shifts Worked Between Urban and Rural RNs 72 

C7. Differences in Length of Shift Between Urban and 
Rural RNs 73 

C8. Differences in Basic Educational Preparation Between 
Urban and Rural RNs . . 73 



8 

ABSTRACT 

A secondary data analysis was conducted to explore differences 

between registered nurses (RNs) in urban and rural hospitals regarding 

professional nursing practice as indexed by self-reported organizational 

commitment, autonomy, control over nursing practice, and group cohesion; 

to explore differences in job satisfaction; and to describe the influ

ence of professional nursing practice on nurse satisfaction. 

Baseline data collected for the Differentiated Group 

Professional Practice project (#1-U01-NR02153) was the primary source of 

data. This secondary analysis utilized a two-group, cross-sectional 

descriptive design with a sample of 271 urban and 196 rural RNs. 

Urban RNs reported higher organizational commitment. Although 

overall job satisfaction was similar between urban and rural RNs, urban 

RNs reported higher satisfaction with organizational policy, while rural 

RNs were more satisfied with nurse interaction. Organizational commit

ment, autonomy, control over nursing practice, and group cohesion influ

enced job satisfaction positively, but with different patterns, in urban 

and rural subjects. 
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CHAPTER 1 

INTRODUCTION 

The limited availability of nursing resources in the face of 

continually increasing demands is a problem of major societal concern 

(Moritz, Hinshaw, & Heinrich, 1989). Evidence from past research indi

cates that this concern can best be answered by restructuring the prac

tice environment and by redesigning the nursing care delivery systems 

(Moritz et al., 1989). The Differentiated Group Professional Practice 

(DGPP) in Nursing model (Verran, Murdaugh, Gerber, & Milton, 1988), a 

federally funded project, addresses the above concern by demonstrating 

an innovative nursing practice model within selected urban and rural 

hospitals in Arizona. The model was designed to increase nursing auton

omy and to foster commitment to professional nursing practice and qual

ity care (Verran et al., 1988). The baseline data obtained prior to 

implementation of the DGPP model in the primary study served as the 

basis for this secondary analysis. The purpose of the secondary analy

sis of data was to describe professional nursing practice and nurse sat

isfaction in urban and rural hospitals as reported by the registered 

nurses (RNs) themselves. 

Dramatic changes have occurred in the health care system over

all, with varying impact on the urban and rural health care systems 

(Moscovice, 1989). Urban and rural environments each have unique health 

care needs as well as health manpower needs (Benson, Sweeney, & Nicolls, 

1982; St. Clair, Pickard, & Harlow, 1986). The statement of the problem 
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is followed by a description of the purpose and significance of this 

secondary analysis. 

Statement of the Problem 

The concern in the early 1980s for increased access and demand 

for high-quality health care has shifted to a current concern for con

trolling the costs of health care (Fuchs, 1988). This concern for cost 

containment led to the advent of the prospective payment system (PPS) 

which has slowed the rate of increase in hospital expenditures (Fuchs, 

1988). A major result of the PPS in its first three years of operation 

was a decrease in the hospital length of stay from 10 days to 9.1 days, 

or a 9% reduction (Dobson, 1987). According to statistics from the 

American Hospital Association (1986), the urban average length of stay 

dropped 9% between 1979 and 1985; the rural average length of stay over 

the same period dropped 1.4%. These figures are based on hospitals by 

location, with rural defined as "those not living in a standard metro

politan statistical area (SMSA), which is a county or group of contigu

ous counties that contains at least one central city or twin cities of 

50,000 or more persons" (Moscovice, 1989, p. 893). Moscovice (1989) 

notes that rural hospitals had a larger portion of their discharges per 

total admissions represented by Medicare beds than did their urban coun

terparts. The rural hospitals are, therefore, in a position of greater 

vulnerability to changes in Medicare reimbursement. A second major 

impact of the PPS was the reduction in the occupancy rate for both urban 

and rural hospitals (SMSA) from 76% to 65%. Urban hospitals experienced 

a 15.2% decline in occupancy rates (Moscovice, 1989). 
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Hospitals fared quite well financially under the PPS. However, 

differences exist between the operating revenue margins of urban and 

rural hospitals. In 1985, Medicare profits were estimated at $5.1 

billion, or 15.3% revenue (Fuchs, 1988). Urban hospitals averaged a 14% 

operating revenue margin, whereas rural hospitals averaged a 7% oper

ating revenue margin, a 2:1 ratio. The conclusion is that the PPS is a 

fairly good system for hospitals with more than 100 beds, namely urban 

hospitals (Dobson, 1987). Rural hospitals by SMSA definition average 86 

beds, compared to urban hospitals which average 252 beds (Moscovice, 

1989). Rural hospitals, therefore, may have a greater reduction in cash 

flow under the PPS than their urban counterparts, resulting eventually 

in major reductions of hospital capacity and employment (Goldsmith, 

1988). 

In spite of efforts to contain costs, the demand for health care 

continues to rise. The increase in demand is due in part to the fact 

that Americans not only have increased expectations regarding health 

care, but also increased expectations regarding the benefits of new 

technology (Aiken, 1988). Rapid, innovative technology ranks as one of 

the major forces in the health care environment which is causing partic

ular difficulty in terms of response for rural hospitals (Cordes, 1989; 

Moscovice, 1989). Frequently, new technology requires highly special

ized personnel as well as much inservice education. The hospitals must 

attempt to spread large costs over a small client base (Moscovice, 

1989). This results in a major problem for nurses, adding to the per

sistent shortage of hospital nurses (Aiken, 1988). 
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The total number of hospital beds from 1972 to 1986 declined by 

15%. However, the ratio of registered nurse (RN) full-time equivalents 

(FTEs) to patients in hospitals has risen 72%. Despite the reported 

increase in supply of RNs, most urban and two-thirds of rural hospitals 

claim shortages of RNs, with the problem being described as moderate to 

severe (Moritz et al., 1989). Prescott (1989) indicates that the prob

lem is not readily solved by simply increasing the supply of nurses 

since an increasing demand for nurses, rather than a declining supply, 

is causing the shortages. One American Hospital Association report 

(1986) indicates that the problems are particularly serious in large 

urban hospitals. However, the 1987 Rural Health Research Agenda 

Conference held in San Diego recommended that "problems related to the 

recruitment, retention and training of health manpower for rural areas" 

be prioritized for research (Hersh & Van Hook, 1989, p. 1054). Rural 

areas are also having problems attracting and retaining nurses and other 

health professionals (Hersh & Van Hook, 1989). 

Lassiter and Goeppinger (1986) describe what is referred to as a 

"rural renaissance." In the 1970s, non-metropolitan growth increased 

15.1%, while metropolitan growth increased only 10.2%. Despite the 

renaissance, the rural population has decreased in proportion to the 

total population of the United States (Cordes, 1989). The rural popula

tion is also changing. The farm population in particular has decreased 

and in 1984 only approximately 10% of the rural population actually 

lived on a farm. Rural America is now more diverse, with an economic 

base similar to urban America. However, the diversity is not as great 

as in urban areas (Cordes, 1989). Henry and Moody (1986) describe the 
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newcomers to rural areas as including retirees and farming conglomer

ates. These authors indicate that the difference in residents is 

changing the needs for services provided in rural hospitals. Lassiter 

and Goeppinger (1986) also indicate that the rural population is older 

and poorer than its urban counterpart. Due to their age, rural resi

dents are more likely to have a poorer health status than those in urban 

areas. 

Several forces in the health care system which contribute to the 

problem of nursing shortage have been delineated. The first of these is 

the advent of the PPS, which has resulted in a declining length of stay 

(Prescott, 1989). A second factor is shorter lengths of patients' stays 

in the hospital and changes in the reimbursement system, which have 

increased the acuity level, coupled with an ever-increasing technology 

(Prescott, 1989). A third factor relates to the "compressed" wage 

structure and the captured labor market, as well as an improperly func

tioning labor market in which nurses find themselves (Prescott, 1989). 

Nurses' salaries are only slightly responsive to increased levels of 

experience. This is often the result of cooperation among hospitals 

within a local market to set wages, and is made possible by the lack of 

serious competition for nurses outside the hospital setting (Prescott, 

1989). A fourth factor relates to the manner in which nurses are uti

lized within the hospital. Nursing staff are often used inefficiently 

and ineffectively in the hospital setting (Prescott, 1989). Nurses have 

been used to perform numerous non-clinical tasks (Manthey, 1989). 

Undesirable working conditions in many hospitals have resulted 

in job-hopping and turnover, which are compounding the nursing shortage 
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(Hinshaw, Smeltzer, & Atwood, 1987). This phenomenon impacts not only 

on the costs to hospitals, but also on the quality of care delivered. 

Costs of recruiting and orienting the professional nurse have been esti

mated at from $3000 to $5000 and even more, from $7000 to $8000, for an 

intensive care nurse (Hinshaw et al., 1987). In a study of 15 hospitals 

over six geographic areas of the country, the turnover rate was found to 

be as high as 30% (Prescott & Bowen, 1987). The immediate issue for the 

future, therefore, is retention. In an age when the number of nurses is 

increasing faster than the general population, the problem of nursing 

shortage is not so much one of too few nurses as it is one of too little 

professional nursing practice (Diers, 1988; Prescott, 1989). Therein 

lies the major thrust of the DGPP study --to manage the problem of 

retention by effecting changes in the delivery of professional nursing 

practice. The retention factor in Arizona has been described as a 

severe problem. A survey by the American Hospital Association (1986) 

indicated that Arizona ranked 8% above the national figures with regard 

to the numbers of RNs working in a hospital less than one year. The 

survey also indicated that Arizona was 16% below the national average 

with regard to the numbers of RNs working in the same hospital five or 

more years. Considering the many influences affecting the nursing 

shortage problem, a comparison of professional nursing practice in the 

urban and rural environments is warranted to provide the basis for man

agement of the problem within each setting. 
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Purpose of the Study 

This study had three purposes. The first was to explore the 

differences and similarities between urban and rural RNs' self-reports 

of professional nursing practice as reflected by organizational commit

ment, autonomy, control of nursing practice, and group cohesion. The 

second was to explore the differences and similarities between urban and 

rural RNs' self-reports of job satisfaction. The third was to describe 

the influences of professional nursing practice on nurse satisfaction in 

urban and rural RNs. This study had three research questions: 

1. What are the differences between RNs in urban and rural hospi

tals on each of the following: organizational commitment, 

autonomy, control of nursing practice, group cohesion, and job 

satisfaction? 

2. What are the similarities and differences between RNs in urban 

and rural hospitals in how organizational commitment, autonomy, 

control of nursing practice, and group cohesion influence job 

satisfaction? 

3. What are the significant differences in demographic characteris

tics between RNs in urban and rural hospitals? 

Significance of the Study 

Limited research is available on nursing practice in the rural 

setting, as almost all research has been done on nursing practice in the 

urban setting (Hinshaw, Atwood, Gerber, & Erickson, 1986). Differing 

effects of the evolving American health care system on the urban and 

rural environments (Moscovice, 1989) support the need for study of 
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factors affecting nursing resource needs within this system. Knowledge 

of professional nursing practice specific to each setting would enable 

the use of retention strategies tailored to each environment. 

Summary 

The statement of the problem, purpose, and significance of this 

secondary analysis have been identified. Evidence of a widespread 

nursing shortage exists in both urban and rural hospitals (Hersh & Van 

Hook, 1989; Moritz et al., 1989; Prescott, 1989). Differences in the 

practice of nursing have been suggested to exist between urban and rural 

hospitals. Understanding the influence of the urban or rural practice 

environment on the retention of nursing staff is of vital importance as 

hospitals innovate effective retention strategies (Moritz et al., 1989). 
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CHAPTER 2 

THEORETICAL MODEL 

The proposal for the primary study, Differentiated Group 

Professional Practice (DGPP) in Nursing (Verran et al., 1988), provides 

the basis for the theoretical model used in this secondary analysis of 

data. This chapter includes a discussion of the literature related to 

the components within the model on the construct and concept levels. 

Every effort is made throughout the discussion to remain consistent with 

the concepts presented in the primary study on which this research is 

based. 

Theoretical Model 

The theoretical model (Figure 1) for this secondary analysis 

consists of three levels: the construct, concept, and operational 

levels. Two constructs, professional nursing practice and nurse satis

faction, are on the left and right sides of the model, respectively. 

The concept level includes five concepts: organizational commitment, 

autonomy, control over nursing practice, and group cohesion on the left 

side of the model, and the concept of job satisfaction on the right side 

of the model. The operational level includes measurements for the five 

concepts. As a secondary analysis of baseline data obtained at the 

onset of the primary study, the concepts were operationalized identi

cally to the primary study. 
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CONSTRUCT 
LEVEL 

Professional Nursing 
Practice 

-* Nurse 
Satisfaction 

CONCEPT 
LEVEL 

Organizational 
Commitment 

Autonomy 

OPERATIONAL 
LEVEL 

Control Over 
Nursing 
Practice 

Group 
Cohesion 

Organizational 
Commitment 
Questionnaire 
(Mowday, 
Steers, & 
Porter 1979) 

Autonomy in 
Professional 
Practice 
(adapted from 
Quinn & 
Staines, 
1979; Sims, 
Szilagyi, & 
Keller, 1976) 

Control Over 
Practice 
Scale 
(Gerber, 
1988) 

Group 
Cohesion 
Scale 
(Good & 
Nelson, 
1973) 

Job 
Satisfaction 

r 
Index of 
Occupational 
Satisfaction of 
Hospital Nurses 
(Stamps & 
Piedmont, 1986) 

Subscales: 
Pay 
Professional status 
Interaction with nurses 
Interaction with physicians 
Task requirements 
Organizational policies 
Autonomy 

Figure 1. Theoretical Model: Influence of Professional Nursing 
Practice on Nursing Satisfaction. 
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Model Constructs 

Professional Nursing Practice 

Current literature describing nursing practice problems today 

refers to the need for physicians, administrators, and nursing adminis

trators to "enable" staff nurses to enhance their practice (Prescott, 

1989; Wilcoxon, 1989). The emphasis in the past has been on controlling 

nurses rather than enabling nurses to practice their profession 

(Prescott, 1989). An unspoken belief seems to exist that the top of the 

administrative ladder is consistent with superior decision making rather 

than the level at which the care is given (Wilcoxon, 1989). Manthey 

(1989) states that the key to nursing's survival is in the recognition 

of the value of knowledge-based work. Knowledge-based work allows deci

sion making to occur at the level at which care is given. The impact of 

changing nursing to this level of decision making would make practice 

more autonomous and would enable nurses to become more professional 

(Manthey, 1989). A review of the questions surrounding the nurse short

age problem reveals "the greatest underutilization of all: professional 

nurses' scope of decision-making freedom regarding the practice of 

nursing" (Prescott, 1989, p. 441). 

To utilize nurses in the manner described by Manthey (1989) 

would tap into the hospital's largest manpower source, which is now 

operating far below its potential. A health care system which is in 

need of a more cost-effective delivery system and which continues to use 

a system that does not access to its fullest the knowledge and skill of 
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its largest health manpower source is counterproductive (Prescott, 

1989). 

Professional nursing practice encompasses decentralized decision 

making. It promotes decision making at the bedside. The delivery 

system is structured to empower the staff (Manthey, 1989). Empowerment 

of the staff nurses acknowledges that they can collectively manage them

selves as well as determine their own practice. It allows them to prac

tice in a climate that promotes professionalism (Wilcoxon, 1989). 

Manthey (1989) emphatically describes professional nursing practice as 

"nursing's autonomous decision making control over a patient's nursing 

care" (p. 16). She indicates that the only way to ensure professional 

nursing is to replace authoritarianism with decentralization. Wilcoxon 

(1989) references thoughts from Florence Nightingale when she comments 

that if nursing is a profession that assumes personal charge of 

another's health care, then it must follow that it is a profession in 

charge of its own well-being. The profession is struggling for the 

establishment of self-direction and self-governance (Wilcoxon, 1989) . 

Another aspect of professional nursing practice is that it is based on 

accountability for its own decisions. The system must provide for a 

retrospective analysis of actions. The analysis is based on standards 

of practice developed by its own practitioners (Manthey, 1989). 

Primary nursing allows for the practice of professional nursing 

with features of continuity of assignment and responsibility (Prescott, 

1989). Team nursing runs afoul of professional nursing in that the 

responsibility for care planning belongs to a group rather than to an 

individual. Allocation of responsibility is an easy task; acceptance of 
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responsibility is not, and is a major impediment to the professionalism 

of nursing (Manthey, 1989). Nursing needs to trust that, as profession

als , nurses will act to ensure optimum patient care and can actively 

solve their own problems (Wilcoxon, 1989). If hospitals wish to fix 

nursing, they need to address the major dissatisfiers and better utilize 

nurses in a manner that will produce more professional nursing practice 

(Prescott, 1989). 

The literature on rural nursing, although very limited, empha

sizes the need for the rural nurse to be capable of knowledge-based 

decision making. The scope of this knowledge must cross several spe

cialty areas (Ross, 1979). The nurse is frequently in the position of 

making clinical judgments with limited resources available (Henry & 

Moody, 1986). Decisions by the rural nurse are made independently on a 

regular basis and over a broad range of practice (Ross, 1979; 

Stuart-Burchardt, 1982). A nurse in the rural area practices to the 

fullest limit of the nurse practice act (Stuart-Burchardt, 1982) and 

must be professional in every sense (Ross, 1979). 

Nurse Satisfaction 

The second construct of the theoretical model is that of nurse 

satisfaction. As mentioned previously, an environment which enhances 

professional nursing practice will impact positively on nurse satisfac

tion (Verran et al., 1988). Rapid changes within the health care envi

ronment such as changes in job functions and increasing technology may 

also alter one's level of satisfaction (Stamps & Piedmont, 1986). A 

work environment in which nurses can grow and thrive professionally will 
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have a positive impact on the quality of their patient care and the per

ception they have of themselves (Hinshaw et al., 1987). 

The two-factor theory of Herzberg, Mausner, and Snyderman (1967) 

defines intrinsic and extrinsic factors to the work itself. Intrinsic 

factors refer to such things as achievement, responsibility, and recog

nition. These factors are the most likely sources of motivation rather 

than of dissatisfaction. Extrinsic factors refer to such things as com

pany policy, administration, supervision, and working conditions. These 

factors are generally thought to be greater sources of dissatisfaction 

than intrinsic factors. However, in a study of nurses (N = 139) using a 

modified version of Herzberg et al.'s interview questions, Ulrich (1978) 

found that dissatisfaction with some intrinsic factors did contribute 

substantially to negative effects. Other studies similar to Herzberg et 

al.'s have demonstrated that the intrinsic factors of achievement and 

responsibility are among the four most frequent factors in dissatisfying 

job situations (Ulrich, 1978). Finally, Ulrich (1978) indicates that 

nurses experience satisfaction when they achieve those things to which 

they are aspiring. 

Model Concepts 

Organizational Commitment 

Commitment refers to the relative strength of a person's identi

fication with, and involvement in, the organization (Mowday, Steers, & 

Porter, 1979). Studies have identified commitment as an important con

cept, but have disagreed on how best to conceptualize and measure the 

concept. Definitions have focused around two concepts, 
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commitment-related behaviors and commitment in terms of an attitude. 

The first concept refers to examples in which the individual exhibits 

behavior which is beyond the norm or the expected. The second concept 

refers to the integration of the individual's goals with the goals of 

the organization. This latter concept encompasses a relationship in 

which the individual attaches himself to an organization in exchange for 

certain rewards or payments (Mowday et al., 1979). The second attitudi-

nal concept is the concept embodied in the definition of commitment 

referred to in the primary study. 

Longitudinal studies indicate that several differences exist 

between the concept of commitment as an attitude and the concept of job 

satisfaction. Commitment conjures up a more global response reflecting 

an affective response to the organization as a whole. Job satisfaction 

reflects a person's response to his or her job or to certain aspects of 

that job. Commitment includes such ideas as attachment to the organiza

tion, along with its goals and values. Satisfaction, on the other hand, 

places more emphasis on the specific task environment in which one is 

performing. Commitment is more stable over time, while job satisfaction 

can fluctuate on a day-to-day basis with certain events (Porter, Steers, 

Mowday, & Boulian, 1974). 

High levels of commitment are thought to be related to motiva

tional force to perform. In other words, highly committed employees are 

expected to exert high levels of energy on behalf of the organization. 

Organizational commitment was found to be related to the central life 

interest of employees. Employees with a work-oriented life were more 

likely to be highly committed than those who were non-work oriented. 
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Correlations across several studies indicated that relationships were 

highest between commitment and satisfaction with the work itself. The 

results of one study indicated that organizational commitment was more 

highly related to satisfaction with the organization than to satisfac

tion with other variables such as work, pay, or supervision. Finally, 

the theory surrounding commitment indicates that highly committed 

employees are less likely to leave their jobs and will perform at higher 

levels than less committed employees (Mowday et al., 1979). 

Autonomy 

The second concept of the theoretical model is that of autonomy. 

In the primary study, autonomy is defined as the perceived level of 

independence that an individual has in the performance of his or her job 

(Verran et al., 1988). Hinshaw and Atwood (1986) define autonomy as 

characteristics of a position that allow for individual decision making 

with one's daily operational activities. Autonomy may also encompass 

the amount of job-related independence, initiative, and freedom which 

one is given or is required to have in the performance of daily activ

ities (Stamps & Piedmont, 1986). The definitions of autonomy referred 

to above are more limited in scope than the concept of professional 

autonomy. Professional autonomy implies not only control over work, but 

control over its content and regulation of its standards (Alexander, 

Weisman, & Chase, 1982). Autonomy is referred to with varying defini

tions in the literature, but in general is meant to be self-determina

tion, self-direction, and freedom to interact independently with other 

professionals. It gives the professional a sense of self, allowing the 
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individual to work without being controlled by an external agent (Batey 

6c Lewis, 1982). Autonomy has been recognized as an important factor in 

the work situation for the enhancement of job satisfaction for profes

sionals. Organizational characteristics such as administrative author

ity are associated with professionals' perceived control over their 

work. Evidence indicates that lack of participation in decision making 

by workers leads to feelings of frustration and dissatisfaction with 

their jobs (Alexander et al., 1982). More autonomy is increasingly 

advocated as a way to better satisfy and retain nurses, given the recent 

shortage of nurses and the interest in their job environment (McCloskey, 

1989). McCloskey goes on to state that nurses with low autonomy and low 

social integration report low levels of job satisfaction. 

Some have suggested, based on experience, that nurses in the 

rural setting have a greater need to act independently and to make deci

sions on their own (Ross, 1979; Stuart-Burchardt, 1982). Given this 

observed need, one might expect to find high levels of autonomy in rural 

nurses. However, Hinshaw and Atwood (1986) found that urban nurses 

reported higher levels of perceived autonomy in terms of their jobs than 

their rural counterparts. Although the perceived need for autonomy 

within rural nursing practice appears to be higher by some observers 

(Ross, 1979; Stuart-Burchardt, 1982) than for urban nursing practice, 

the systematic study of self-reports of urban and rural nurses reflects 

the opposite (Hinshaw and Atwood, 1986). 



26 

Control Over Nursing Practice 

The third concept of the theoretical model is control over 

nursing practice. Hinshaw and Atwood (1986) define control over prac

tice as the freedom to evaluate and modify one's practice and to influ

ence others. The necessity to maintain a balance between position power 

and expert power is a critical issue in the struggle to control nursing 

practice (Manthey, 1989). Manthey (1989) states that the empowerment of 

the nursing staff is critical to the practice of professional nursing. 

She indicates that nurses must accept the authority which is theirs by 

virtue of expert power. The lack of acceptance of authority on the part 

of the nurse perpetuates illegitimate control by others and thwarts the 

empowerment process (Manthey, 1989). Increasing the amount of control 

nurses have over their practice is a first step toward promoting nurses' 

job satisfaction (Alexander et al., 1982). Hinshaw et al. (1987) state 

that control over practice factors influences organizational job satis

faction. Control over professional practice as well as autonomy in 

one's practice are viewed as "satisfiers" to staff nurses (Hinshaw et 

al., 1987). Verran et al. (1988) propose that control over practice, 

like the other concepts, is expected to have a positive impact on job 

satisfaction. The issue of control over nursing practice is complex 

(Hinshaw et al., 1987). Examples of activities which reflect control 

over practice are freedom to evaluate outcomes of nursing care, to 

influence standards, to implement nursing care, and to analyze problems 

critically (Verran et al., 1988). Finally, Manthey (1989) emphasizes 

that what is essential to professional practice is the empowerment of 

the staff nurse. Decisions made by virtue of that nurse's position 
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power are binding and cannot be changed by someone with administrative 

authority, but rather should be dealt with directly. 

Hinshaw and Atwood (1986) found that two out of six subscales 

measuring control over nursing practice suggested that significant dif

ferences may exist between urban and rural nursing staff. For control 

over nursing practice, the mean value for urban staff was x — 3.41 (sd — 

0.79), whereas the rural mean value was x = 3.21 (sd = 0.82). The mean 

value of the urban staff for personal resources was x = 3.81 (sd = 0.89) 

as opposed to a mean value of x = 3.57 (sd = 0.98) for rural staff. The 

remaining subscales of evaluation and modification, interpersonal influ

ence, research utilization, and access to ideas demonstrated no signifi

cant differences between the urban and rural settings. 

Group Cohesion 

The fourth concept of the theoretical model is group cohesion. 

Good and Nelson (1973) define group cohesion as the result of all forces 

influencing an individual to remain a member of a group. McCloskey 

(1989) suggests that women nurses want autonomy with connectiveness. 

Group cohesion is an organizational phenomenon relating how integrated a 

nursing staff member feels as part of the organization and colleague 

environment (Hinshaw et al., 1987). Hinshaw and Atwood (1986) found 

that group cohesion positively influenced job satisfaction. 

In 1981, a task force of the American Academy of Nursing recog

nized that certain hospitals across the country were successful in cre

ating nursing practice organizations which served as "magnets" for pro

fessional nurses. These hospitals were able to attract and retain a 
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staff of well-qualified nurses and thereby provide quality care. The 

task force recommended that a national sample of what was then referred 

to as "magnet hospitals" be studied for the purpose of finding a variety 

of successful approaches that could be used to resolve the nursing 

shortage (McClure, Powlin, Sovie, & Wandelt, 1983). More recently, 

another study of 16 magnet hospitals analyzed to what extent they pos

sessed characteristics similar to the best-run companies in the corpo

rate community (Kramer & Schmalenberg, 1988). The study suggested that 

corporate employees as well as hospital nurses viewed themselves as mem

bers of an extended family. Terms such as "family feeling," "belonging-

ness," and "caring" were commonplace. Excellent companies as well as 

magnet hospitals were marked by true respect for the individual. A 

family spirit was evident within the magnet hospitals (Kramer 6c 

Schmalenberg, 1988). 

Hinshaw and Atwood (1986) indicated that urban nurses reported a 

higher level of group cohesion than did their rural counterparts. For 

both urban and rural nurses, group cohesion influenced job satisfaction. 

Job Satisfaction 

Job satisfaction is usually defined as the perceived enjoyment 

and perceived fulfillment of the professional aspects of one's work 

activities performed for pay (Stamps & Piedmont, 1986). Hinshaw and 

Atwood (1986) proposed the existence of two types of job satisfaction: 

organizational job satisfaction and professional/occupational job satis

faction. Organizational job satisfaction relates to a staff member's 

positive or negative view of the job for factors such as pay or reward, 
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administrative style, professional status, and interaction with col

leagues. Occupational job satisfaction relates to the nursing staff's 

opinion of the quality of their care and general enjoyment of their 

position (Hinshaw et al., 1987). People tend to leave situations where 

they are dissatisfied. The belief that job satisfaction and longevity 

at employment are related is substantiated in the data (Larson, Lee, 

Brown, & Shorr, 1984). Larson et al. indicated that job autonomy and 

ability to participate in decision making are important factors relating 

to job satisfaction. The expectations that an individual brings to a 

job can strongly influence one's level of job satisfaction (Larson et 

al., 1984). Nurses make career decisions based on both personal and 

professional factors. If nurses found their jobs more rewarding, they 

would not leave for "personal" reasons (Lemler & Leach, 1986). 

In a study of urban and rural nurses regarding job satisfaction 

and anticipated turnover, urban staff reported higher job satisfaction 

than did rural staff (Hinshaw, Atwood, Gerber, & Erickson, 1989). 

Hinshaw and Atwood (1986) utilized two instruments to measure two dif

ferent types of job satisfaction. Organizational or work satisfaction 

was measured with the Slavitt scale (Stamps & Piedmont, 1986), indexing 

five different aspects of work satisfaction: pay, professional status, 

interaction/cohesion, administration, and task requirements. The 

nursing staff in the urban areas reported significantly higher levels of 

satisfaction with four of the five aspects of job satisfaction, the 

exception being task requirements. No significant differences were 

found between staff in urban and rural areas on task requirements. 
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Occupational or nurse satisfaction was measured using the modi

fied Brayfield and Rothe (1951) job satisfaction scale. This scale 

measured three aspects of job satisfaction: satisfaction with quality 

of care delivered, enjoyment in the job, and time to do one's job. The 

staff in the urban areas reported significantly higher levels of satis

faction with the quality of care delivered and the time to do one's job 

than did the staff in the rural areas. No significant differences were 

found between the urban and rural nursing staff for enjoyment in the job 

(Hinshaw et al., 1989). 

Summary 

The literature supports the concepts and predicted relationships 

within the theoretical model. Weaknesses in the available literature 

reviewed were related to the concepts of commitment and group cohesion. 

The studies of these two concepts appear to be limited and not well-

documented in the literature. Except for the study by Hinshaw et al. 

(1986), comparisons of urban and rural nursing staff in the literature 

are, in general, based on experiential wisdom and not supported by sys

tematic study. Frequent mention of the desire and need for nurses to 

become involved in the independent practice of their profession was 

noted in the review of the literature. 
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CHAPTER 3 

RESEARCH METHODOLOGY 

The setting, sample, protection of human subjects, data collec

tion protocol, and instrumentation used for the Differentiated Group 

Professional Practice (DGPP) in Nursing project, the primary study, are 

described in the first section of this chapter. The research design, 

sample, protection of human subjects, and protocol for the secondary 

analysis are described in the second section of this chapter. The data 
• 

analysis plan is then delineated. 

Methodology for Primary Study 

Setting 

Eight Arizona hospitals agreed to serve as either demonstration 

or comparison sites for the Differentiated Group Professional Practice 

(DGPP) in Nursing project. Two urban and two rural hospitals served as 

demonstration sites, and two urban and two rural hospitals served as 

comparison sites. Urban hospitals were defined as those immediately 

adjacent to a metropolitan center or serving a population of greater 

than 100,000. Rural hospitals were defined as those not immediately 

adjacent to a metropolitan center or serving a population equal to or 

less than 100,000 (Verran et al., 1988). 

The size of the hospitals varied, ranging from 35 beds to 256 

beds, and reported annual occupancy rates from 50% to 79%. The number 
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of RN full-time equivalents ranged from 26 to 372 per hospital (Verran 

et al., 1988). 

Sample 

The sample for the primary study included RNs and Licensed 

Practical Nurses (LPNs) who were employed in full-time or part-time 

staff nurse positions. Of the 467 nurses studied, 271 (58%) were 

employed in urban hospitals and 196 (42%) worked in rural hospitals. 

In urban hospitals, the respondents were employed on selected 

medical-surgical or critical care units. In rural hospitals, all RNs 

and LPNs were invited to participate. 

Protection of Human Subjects 

Subjects were invited during group meetings and individually to 

participate in the study. All participation was voluntary. Waiver of 

an official consent form had been granted by the institutional review 

board of the University of Arizona (Appendix A). There were no poten

tial risks to participants in the primary study. Since the primary 

study was classified as an exempt study, only a disclaimer was required 

(Appendix B). 

Participants in the primary study were assigned code numbers for 

the purpose of providing anonymity on all data forms. Confidentiality 

was ensured by keeping the master list of subjects in a locked file in 

the office of the principal investigators. 
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Data Collection Protocol 

Trained, on-site Program Coordinators collected the data in each 

of the demonstration and comparison hospitals. In February and early 

March of 1989, the Program Coordinators distributed questionnaires and 

the subjects were informed that participation in the study was entirely 

voluntary. Time was provided on duty to complete the DGPP 

questionnaire. 

The questionnaire consisted of a double-sided, eight-page book

let of questions in Likert-type format. The data obtained consisted of 

nurse responses to five scales and a demographic data form. Upon com

pletion of the questionnaire, it was returned to the investigators in a 

sealed, unmarked envelope. The data were then entered into the computer 

by research assistants in the research office at the University of 

Arizona. 

Instrumentation 

The following discussion describes the tools used to operation-

alize the concepts in the primary study (Table 1) Psychometric prop

erties are also presented. 

The concept of organizational commitment was operationalized by 

using the Organizational Commitment Questionnaire (OCQ) developed by 

Mowday et al. (1979). The scale consisted of a 15-item, Likert-type 

instrument, with a reported alpha reliability of 0.88 when used with 

hospital employees, and acceptable levels of convergent, discriminant, 

and predictive validity (Mowday et al., 1979). 
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Table 1. Identification of Concepts, Conceptual Definitions, and 
Instruments. 

Concept 

Commitment 

Autonomy 

Control Over Practice 

Cohesion 

Nurse Job Satisfaction 

Conceptual Definition 

The relative strength 
of one's identification 
with, and involvement 
in, the organization 

Perceived independence 
in job performance 

The freedom to evaluate 
and modify nursing 
practice and to influ
ence others 

Result of all forces 
influencing members to 
stay in the group 

Enjoyment and perceived 
fulfillment of profes
sional aspects of the 
activity performed for 
pay 

Instrument 

Organizational 
Commitment 
Questionnaire 
(Mowday, Steers, & 
Porter, 1979) 

Autonomy in 
Professional Practice 
(adapted from Quinn & 
Staines, 1979; Sims, 
Szilagyi, & Keller, 
1976) 

Control Over Practice 
Scale (Gerber, 1988) 

Group Cohesion Scale 
(Good & Nelson, 1973) 

Index of Occupational 
Satisfaction of 
Hospital Nurses 
(Stamps & Piedmont, 
1986) 

SOURCE: Verran et al. (1988). 
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The second concept, autonomy, was measured with a 10-item, 

Likert-type instrument adapted from the job characteristics subscale 

developed by Sims, Szilagyi, and Keller (1976) and Quinn and Staines' 

(1979) quality of employment scale. Hinshaw and Atwood (1986), in their 

study of 1,597 nursing staff in 15 urban and rural hospitals, reported 

an internal consistency reliability of 0.73 and a moderate construct 

validity using principal components factor analysis. In the DGPP proj

ect, several items were reworded to allow for the presence of negatively 

stated items, and the scaling format was changed to be consistent with 

the other agree-disagree responses. 

The control over nursing practice (CONP) concept was measured 

with a 23-item, Likert-type scale, the Control Over Practice Scale 

(Gerber, 1988), which was developed for the DGPP project. Verran et al. 

(1988) indicate that the CONP scale was designed to reflect an individ

ual's freedom to evaluate and modify nursing practices in order that one 

might influence others and the environment, and that one might work with 

others in the delivery of care. Although an earlier Control Over 

Practice Scale exhibited acceptable psychometric properties with alphas 

between 0.72 and 0.87 for each subscale (Hinshaw & Atwood, 1986), the 

format lacked clinical efficiency. For that reason, its usefulness was 

limited for the DGPP project. When pretested with 224 RNs, the internal 

consistency reliability (alpha) for Gerber's Control Over Nursing 

Nursing Practice Scale was estimated at 0.92 (Gerber, 1988). 

The concept of group cohesion was measured with Good and 

Nelson's (1973) six-item Group Cohesion Scale (GSC). An alpha reliabil

ity of 0.81 and moderate construct validity using principal components 
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factor analysis was reported by Hinshaw and Atwood (1986) when used with 

hospital nursing staff. 

The job satisfaction concept was measured using Stamps and 

Piedmont's (1986) Work Satisfaction Scale (WSS), which consisted of a 

48-item, Likert-type scale with seven subscales: pay, autonomy, task 

requirements, organizational policies, interaction with nurses, profes

sional status, and doctor-nurse relationships. The internal consistency 

reliability for the total scale was estimated at 0.92. The construct 

validity was assessed to be moderate with both factor analysis and 

predictive modeling. The internal consistency for each of the seven 

subscales was as follows: organizational policies, 0.78; pay, 0.80; 

task requirements, 0.70; job status, 0.77; and interaction 

(physician-nurse), 0.82. 

Methodology for Secondary Analysis 

Research Design 

This secondary analysis of the baseline data from the 

Differentiated Group Professional Practice (DGPP) in Nursing project 

utilized a two-group, cross-sectional descriptive design. For purposes 

of this secondary analysis, baseline data are defined as data obtained 

at the onset of the DGPP project and prior to implementation of the 

innovative DGPP model. Baseline data from RNs in urban and rural hospi

tals related to professional nursing practice and job satisfaction were 

analyzed. This design is appropriate since description is still needed 

before intervention. 
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Sample 

The sample for the secondary analysis included 467 subjects (271 

RNs in urban hospitals and 196 RNs in rural hospitals). Criteria for 

inclusion were: 

1. Registered nurse licensure. 

2. Employed in either one of the demonstration hospitals or one of 

the comparison hospitals (four urban and four rural) at the 

onset of the primary study. 

3. Worked on either a medical-surgical or critical care unit at 

time of baseline data collection. 

4. Completed DGPP questionnaire at onset of primary study. 

Protection of Human Subjects 

Approval for this secondary analysis was granted by the 

University of Arizona, College of Nursing, Human Subjects Committee 

(Appendix A). Protection of participants for this secondary analysis 

was addressed in the protection of human subjects' protocol for the pri

mary study since no additional subjects were approached and no addi

tional data was collected for this study. No new risks were introduced 

by conducting the secondary analysis of data. Anonymity of participants 

and confidentiality were maintained in identical fashion during the 

secondary analysis. 

Data Collection 

Data collection for the secondary analysis was comprised of that 

information which was obtained at the onset of the primary study and 

prior to the introduction of the DGPP model in the demonstration 
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hospitals. A research assistant employed by the University of Arizona, 

College of Nursing, and working with the DGPP project, selected data 

files from RNs on medical-surgical and/or critical care units in the 

eight hospitals and transferred them to a subdirectory for use by this 

researcher. The data were then available to be analyzed as described in 

the data analysis plan. 

Data Analysis Plan 

The data analysis plan addressed the following research 

questions: 

1. What are the differences between RNs in urban and rural hospi

tals on: organizational commitment, autonomy, control of 

nursing practice, group cohesion, and job satisfaction? 

2. What are the similarities and differences between RNs in urban 

and rural hospitals in how organizational commitment, autonomy, 

control of nursing practice, and group cohesion influence job 

satisfaction? 

3. What are the significant differences in demographic characteris

tics between RNs in urban and rural hospitals? 

Descriptive statistics of mean, standard deviation, frequency, 

and percent were used to describe and synthesize the data obtained from 

the demographic variables. The same statistics were used to describe 

the results of the five scales measuring the activity of the concepts: 

organizational commitment, autonomy, control over nursing practice, 

group cohesion, and job satisfaction. Internal consistency reliabil

ities (alpha coefficients) for all scales were estimated for both urban 
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and rural groups. Urban and rural differences were contrasted and 

tested by means of the t-test, which was also used to examine differ

ences in demographic characteristics. Finally, multiple regression 

analysis was performed to determine the influence of professional 

nursing practice as indicated by the outcomes of the four concepts on 

nurse satisfaction as measured by the outcome of the concept of job 

satisfaction. 

Summary 

A review of the research methodology for both the primary study 

and this secondary analysis was presented in this chapter. A descrip

tive design was employed to analyze the differences between urban and 

rural nursing practice. Criteria for selection of participants in this 

secondary study were delineated. The protocol utilized in the primary 

study for the protection of human subjects was reviewed and related to 

the protection of human subjects in the secondary study. Finally, the 

data collection methodology utilized in the primary study and the data 

analysis plan for the secondary study were discussed. 
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CHAPTER 4 

RESULTS OF DATA ANALYSIS 

The data are presented in four sections, the first section being 

a discussion of internal consistency reliabilities for all scales as 

used in this secondary analysis. The second, third, and fourth sections 

address the three research questions, respectively. The second section 

includes a comparison of the results of t-tests for RNs in urban and 

rural hospitals on: organizational commitment, autonomy, control of 

nursing practice, group cohesion, and job satisfaction. The third sec

tion is a presentation of results of the multiple regression analysis 

performed to determine the influence of professional nursing practice on 

nurse satisfaction. The fourth section examines significant differences 

in demographic characteristics between RNs in urban and rural hospitals 

as indicated by use of t-test and Chi-square statistics. 

Reliability Estimation 

Estimates of internal consistency reliability for all scales and 

subscales were obtained by computing Cronbach's alpha. This computation 

was performed by use of the Alpha model in the SPSS-X computer software 

(SPSS Inc., 1988). A standardized coefficient alpha (a) reliability of 

equal to or greater than 0.70 was accepted as an adequate measure of 

internal consistency (Cronbach, 1951; Nunnally, 1978). Internal consis

tency reliabilities were computed for the following scales: 

Occupational Commitment Questionnaire (Mowday et al., 1979), Autonomy 
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Scale (Quinn & Staines, 1979; Sims et al., 1976), Control Over Nursing 

Practice Scale (Gerber, 1988), Group Cohesion Scale (Good & Nelson, 

1973), and Work Satisfaction Scale (Stamps & Piedmont, 1986). Reliabil

ities were computed separately for the urban and rural subjects and are 

presented in Table 2. 

All scales met the criterion for adequacy of internal consis

tency at the level of 0.70. The alpha reliability range for all scales 

varied from 0.72 to 0.91 (urban) and from 0.72 to 0.89 (rural). Three 

of the subscales for the urban subjects and four of the subscales for 

the rural subjects did not meet the required level of 0.70 for alpha 

reliability. 

The alpha reliabilities for the autonomy subscales of job char

acteristics and quality of employment were 0.56 and 0.59, respectively, 

for urban subjects and 0.53 and 0.55, respectively, for rural subjects. 

However, when these subscales were combined, the total autonomy scale 

had an alpha reliability of 0.72 for both the urban and rural respon

dents. Because of questionable reliability of the autonomy subscales, 

these two subscales were not further analyzed; i.e., only total autonomy 

was analyzed and reported. 

Professional status, a subscale within the Work Satisfaction 

Scale, was low for both urban (a = 0.67) and rural (a •= 0.63) respon

dents. In addition, one other subscale of job satisfaction, nurse 

interaction, was found to be 0.62 for the rural respondents as opposed 

to 0.74 for the urban respondents. The data related to these two sub-

scales was cautiously analyzed. 
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Table 2. Alpha Reliabilities for Scales and Subscales. 

Number 
of Items 
per Scale Scale/Questionnaire 

Urban 
(n - 263-271) 

Rural 
(n = 183-196) 

14 Organizational Commitment 0.91 0.87 

10 Autonomy (total) 0.72 0.72 

5 Job Characteristics 0.56* 0.53* 
5 Quality of Employment 0.59* 0.55* 

23 Control of Nursing Practice 0.90 0.89 

6 Group Cohesion 0.84 0.83 

44 Work Satisfaction (total) 0.90 0.87 

7 Professional Status 0.67* 0.63* 
6 Task Requirements 0.80 0.70 
6 Pay 0.85 0.84 
5 Nurse Interaction 0.74 0.62* 
5 Physician Interaction 0.85 0.85 
7 Organizational Policies 0.74 0.70 
8 Autonomy 0.72 0.74 

*Alpha coefficient below criterion level of 0.70. 
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Comparison of Concepts bv Use of t-Tests 

The concepts of organizational commitment, autonomy, control of 

nursing practice, group cohesion, and job satisfaction were compared for 

urban and rural subjects. The t-test statistic was performed to test 

for significant differences between the urban and rural groups. The 

means (x), standard deviations (sd), and separate variance estimates are 

presented in Table 3. Separate, rather than pooled, variance estimates 

were examined because the variances for the two groups were not equal. 

The separate formula is a more conservative measure. The 0.01 level of 

significance was chosen to account for the alpha slippage that occurs 

with multiple t-tests. Again, an alpha of 0.01 is a conservative mea

sure of differences. 

Organizational commitment differed significantly between the RNs 

in urban and rural hospitals (Table 3). The urban subjects reported a 

significantly higher level of organizational commitment (x = 4.63, sd = 

1.02) than did their rural counterparts (x = 4.26, sd = 1.01). The 

t-value of -3.83 (df •= 414.18) was significant at the 0.000 probability 

level. 

The measurement of total autonomy was reported as x = 4.98 (sd = 

0.74) for the subjects in urban hospitals and slightly lower, x •= 4.89 

(sd = 0.83), for the rural subjects. The difference in the means was 

not significant (t = -1.20; p = 0.231). 

Respondents in the urban and rural settings reported very simi

lar opinions related to control over nursing practice (t «• -0.65, p = 

0.516). Urban respondents reported a mean level of control over 
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Table 3. t-Tests on Organizational Commitment, Autonomy, Control of 
Nursing Practice, Group Cohesion, and Work Satisfaction for 
RNs in Urban and Rural Hospitals. 

Urban Rural Separate 
(n Range = (n Range - Variance Estimate 
263-2711) 183-196t t 2-Tail 

Scale/Questionnaire x sd x sd Value df Prob. 

Organizational Commitment 4 .63 1 .02 4 .26 1 .01 -3 .83 414 .18 0 .000* 

Autonomy 4, .98 0, .74 4 .89 0, .83 -1 .20 380, .02 0, .231 

Control of Nursing 
Practice 4. .78 0, .79 4, .73 0, .84 -0, .65 380, .02 0, .516 

Group Cohesion 5. .20 1, .00 5, .13 1, .01 -0, .76 415, .98 0, .451 

Work Satisfaction (total) 4. .07 0. .69 4. .00 0. .65 -1. .17 426. ,06 0, ,244 

Professional Status 4. .99 0. .81 5. .04 0. .82 0. .63 413. ,34 0. .531 
Task Requirements 3. ,44 1. ,18 3. .33 1. .05 -1. .00 437. ,48 0. ,317 
Pay 2. .51 1, .11 2, ,55 1. .19 0, .40 397. .17 0. .686 
Physician Interaction 3. ,78 1. ,28 3. .52 1. ,37 -2. .04 399, .67 0, .042 
Nurse Interaction 5. 16 1. ,14 5. ,43 0. ,99 2. ,71 449. ,67 0. ,007* 
Organizational Policy 3. ,49 1. ,03 3. ,20 1. ,04 -2. ,95 408. ,70 0. ,003* 
Autonomy 4. 95 0. ,84 4. ,84 0. 96 -1. ,30 378. ,09 0. ,195 

NOTE: Response range of 1 (low) to 7 (high). 

Ŝignificant at p < 0.01. 
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practice at 4.78 (sd = 0.79); rural respondents reported a mean of 4.73 

(sd - 0.84). 

Group cohesion means did not vary significantly between the two 

groups. The mean of 5.20 (sd = 1.00) for RNs in urban hospitals was 

similar to the mean of 5.13 (sd = 1.01) for RNs in rural hospitals. 

Total job satisfaction was also the same for the urban and rural 

subjects. Urban respondents reported an overall mean satisfaction of 

4.07 (sd «= 0.69) with their jobs, while the mean for rural respondents 

was 4.00 (sd = 0.65). Although the differences reported in total job 

satisfaction were not significant, an examination of the seven subscales 

for job satisfaction revealed some significant differences related to 

satisfaction with nurse interaction and organizational policy. Even 

though urban and rural respondents reported similar levels of group 

cohesion, urban respondents reported a lower level of satisfaction with 

nurse interaction (x — 5.16, sd — 1.14) than did rural respondents (x -

5.43, sd = 0.99). Organizational policy was significantly more satis

fying for the urban respondents at x = 3.49 (sd - 1.03) in contrast to 

x = 3.20 (sd = 1.04) as reported by the rural respondents. 

Satisfaction as measured by the remaining five subscales did not 

vary between the subjects in the two groups. Urban respondents reported 

a mean satisfaction with professional status of 4.99 (sd = 0.81) and a 

mean satisfaction with pay of 2.51 (sd «=» 1.11). Rural respondents 

reported a mean satisfaction of 5.04 (sd = 0.82) with professional 

status and a mean satisfaction of 2.55 (sd - 1.19) with pay. Urban 

respondents reported a mean satisfaction with task requirements of 3.44 

(sd = 1.18), a mean satisfaction with physician interaction of 3.78 



46 

(sd = 1.28), and a mean satisfaction with autonomy of 4.95 (sd = 0.84). 

Rural respondents reported a mean satisfaction with task requirements of 

3.33 (sd = 1.05), a mean satisfaction with physician interaction of 3.52 

(sd = 1.37), and a mean satisfaction with autonomy of 4.84 (sd •= 0.96). 

Multiple Regression Analysis 

Multiple regression analysis was performed to determine the 

influence of professional nursing practice on nurse satisfaction in both 

the urban and rural settings. Variables were entered into the regres

sion equation using a stepwise solution. 

As predicted, the concepts of organizational commitment, auton

omy, control over nursing practice, and group cohesion demonstrated a 

positive influence on total job satisfaction in both urban and rural 

subjects (Figures 2 and 3). The four concepts explained 63% of the var

iance of total job satisfaction in urban subjects and 62% of the vari

ance in rural subjects. Organizational commitment (p = 0.68) was the 

first and most significant concept to enter the regression equation of 

the urban respondents. Control over nursing practice (p •= 0.71) was the 

most significant concept to influence total job satisfaction for the 

rural respondents. 

The second concepts to enter the regression equation were con

trol over nursing practice (p = 0.42) for urban subjects and organiza

tional commitment (/} = 0.34) for rural subjects. Group cohesion ranked 

as the third concept to influence job satisfaction for both urban (/J = 

0.20) and rural (p = 0.18) subjects. Autonomy was the least weighted 
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Organizational Commitment 
(/} - 0.68) 

([i - 0.13) 
Autonomy 

Control Over Nursing Practice 
(/} - 0.42) 

-* Total Job Satisfaction 
-» (R2 = 0.63) 

Group Cohesion 
(/3 - 0.20) 

Figure 2. Empirical Model: Influence of Professional Nursing Practice 
on Total Job Satisfaction in Urban RNs (n Range •» 266-270). 
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Organizational Commitment 
( l i  ~ 0.34) 

( p  - 0.15) 
Autonomy 

Control Over Nursing Practice 
(P - 0.71) 

-* Total Job Satisfaction 
-» (R2 - 0.62) 

Group Cohesion 
( p  = 0.18) 

Figure 3. Empirical Model: Influence of Professional Nursing Practice 
on Total Job Satisfaction in Rural RNs (n Range = 185-195). 
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concept to influence total job satisfaction for both urban ( p  - 0.13) 

and rural ( p  = 0.15) subjects. 

When analyzing the impact of the concepts on each of the seven 

subscales of the total Work Satisfaction Scale, different patterns of 

influence emerged (Figures 4 and 5). For example, satisfaction with 

o 
professional status (R — 0.33) was influenced by organizational commit

ment (/S - 0.56) and autonomy (p - 0.12) for the urban subjects 

(Figure 4), in contrast to organizational commitment (p — 0.38) and con

trol over nursing practice (/J - 0.22) for the rural subjects (Figure 5). 

The empirical model for the urban subjects (Figure 4) indicated 

O 
that satisfaction with task requirements (R = 0.20) was influenced by 

the concepts of control over nursing practice (p = 0.41) and group cohe

sion (p — 0.19). The empirical model for the rural subjects (Figure 5) 

O 
indicated that satisfaction with task requirements (R = 0.11) was 

influenced solely by the concept of perceived autonomy (/} = 0.34). 

The subscale on satisfaction with pay demonstrated the lowest 

2 9 explained variance (R =0.13 urban, R •= 0.08 rural). Organizational 

commitment was the only concept to impact on satisfaction with pay in 

both urban { p  —  0.36) and rural ( p  = 0.27) subjects. 

Satisfaction with organizational policy (R̂  - 0.41 urban, R̂  -

0.38 rural) was affected by organizational commitment ( p  = 0.26 urban, 

p  - 0.32 rural). Control over nursing practice ( p  = 0.60 urban, p  -

0.55 rural) also influenced satisfaction with organizational policy for 

both groups. 

The concepts explained a greater amount of satisfaction with 

autonomy in both urban and rural subjects than any other subscale. 
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6 Weights Satisfaction Subscales 

Organizational 
Commitment 

Autonomy 

Control Over 
Nursing Practice 

Group Cohesion 

0.45 

0 . 2 6  

0.19 

> Professional Status 
(R2 - 0.33) 

Task Requirements 
(R2 - 0.20) 

Pay 
(R2 - 0.13) 

Oreanizational Policies 
(R2 - 0.41) 

Autonomy 
(R2 = 0.55) 

Nurse Interaction 
(R2 - 0.50) 

Physician Interaction 
(R2 - 0.24) 

Figure 4. Empirical Model: Satisfaction Subscales, Urban RNs (n 
Range - 263-271). 
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R Weights Satisfaction Subscales 

Organizational 
Commitment 

Autonomy 

Control Over 
Nursing Practice 

Group Cohesion 

0.42 

0.18 
0.63 

>Professional Status 
(R2 - 0.18) 

Task Requirements 
(R2 - 0.11) 

Pay 
(R2 - 0.08) 

Organizational Policies 
(R2 - 0.38) 

Autonomy 
(R2 - 0.59) 

Nurse Interaction 
(R2 = 0.43) 

Physician Interaction 
(R2 - 0.17) 

Figure 5. Empirical Model: Satisfaction Subscales, Rural RNs (n 
Range - 183-196). 
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Among urban subjects, the three concepts of organizational commitment 

( f i  —  0.23), autonomy ( p  = 0.35), and control over nursing practice ( p  =  
o 

0.66) impacted on satisfaction with autonomy (R = 0.55). Among rural 

subjects, organizational commitment ([3 - 0.14), autonomy (p - 0.22), 

control over nursing practice (/J - 0.73), and group cohesion (p - 0.18) 
O 

impacted on satisfaction with autonomy (R = 0.59). 

Satisfaction with nurse interaction demonstrated the second 

lar g e s t  ex p l a i n e d  v a r i a n c e  a m o n g  t h e  s e v e n  s u b s c a l e s .  A u t o n o m y  ( p  =  

0.12), control over nursing practice ( p  = 0.26), and group cohesion ( p  =  
p 

0.66) were the major influencing concepts (R = 0.50) for urban respon

dents. Control over nursing practice (p — 0.22) and group cohesion (p = 
p 

0.63) were influencing factors for rural respondents (R = 0.43). 

The last subscale, satisfaction with physician interaction, was 

influenced by control over nursing practice (p = 0.15), group cohesion 

(p - 0.18), and organizational commitment (p •= 0.45) for urban subjects 

and by organizational commitment (p = 0.42) for rural subjects. Among 

urban subjects, the three concepts explained 24% of the variance in sat

isfaction with physician interaction. Among rural subjects, organiza

tional commitment explained 17% of satisfaction with physician 

interaction. 

Demographic Characteristics 

o 
Chi-square (x ) and t-test statistics were performed to assess 

the significant differences in demographic characteristics between RNs 

in urban and rural hospitals (see Appendix C). The respondents were 

mostly female (89.7% urban, 96.4% rural), with a significant difference 
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O 
(X = 7.50) in the percentage of male RNs between the urban (10.3%) and 

rural (3.6%) hospitals. The urban subjects were significantly younger, 

with a mean age of 35.34 years (sd = 8.07). The rural subjects demon

strated a mean age of 39.77 years (sd = 9.52). A significant difference 

o 
(X = 22.39) was also evident in the number of married subjects (61.9% 

urban, 74.7% rural) and single subjects (22.4% urban, 11.3% rural) in 

O 
the two settings. The urban subjects differed significantly (x = 

15.42) from the rural subjects in the number of children, with 44.3% of 

the rural subjects having two or more children and only to 31.2% of the 

urban subjects having two or more children. Also, 47.2% of the urban 

subjects had no children, in contrast to 34.9% of the rural subjects 

having no children. 

The number of months licensed correlated with the differences in 

age between the two groups. The RNs in urban hospitals were licensed 

significantly fewer months, with a mean of 110.71 months (sd = 95.24). 

The RNs in rural hospitals were licensed a mean of 158.49 months (sd = 

119.79). The number of months at the hospital, number of months on the 

unit, and years lived in the community did not vary significantly 

between the two groups. The basic educational preparation differed sig-

o 
nificantly (x = 18.57), with 43.7% of the urban subjects having associ

ate degrees and 34.8% of the urban subjects having baccalaureate 

degrees. In contrast, 53.4% of the rural subjects held associate 

degrees and only 16.9% of the rural subjects held baccalaureate degrees. 

The RNs in urban hospitals were reported as working significantly (x̂  -

53.37) fewer eight-hour shifts (47.6%) and more 12-hour shifts (43.2%), 

whereas the RNs in rural hospitals worked more eight-hour shifts (77.9%) 
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and fewer 12-hour shifts (16.9%). The shifts worked varied signifi-

O 
cantly (x - 12.67) between the two groups: urban, 40.0% days and 28.9% 

nights; rural, 48.5% days and 19.9% nights. No significant differences 

were noted in employment status between the urban and rural respondents. 

Summary 

Estimates of internal consistency reliability were obtained for 

both urban and rural samples. The concepts of organizational commit

ment, autonomy, control over nursing practice, group cohesion, and job 

satisfaction were examined by use of t-tests. Multiple regression was 

used to determine the influence of the concepts of organizational com

mitment, autonomy, control over nursing practice, and group cohesion on 

job satisfaction. Demographic characteristics were contrasted for the 

urban and rural subjects by use of t-test and Chi-square statistics. 



55 

CHAPTER 5 

INTERPRETATION, CONCLUSIONS, AND RECOMMENDATIONS 

This study had three purposes. The first was to explore the 

differences and similarities of the self-reports of RNs working in urban 

and rural hospitals regarding professional nursing practice as reflected 

in organizational commitment, autonomy, control of nursing practice, and 

group cohesion. The second was to explore the differences and similar

ities of the self-reports of RNs working in urban and rural hospitals 

regarding job satisfaction. The third was to describe the influence of 

professional nursing practice on nurse satisfaction in RNs working in 

urban and rural hospitals. The results of the data are discussed rela

tive to each research question. Conclusions, implications for nursing, 

and recommendations are also addressed. 

Interpretation of Findings Related to 
Research Question #1 

What are the differences between RNs in urban and rural hospi

tals on each of the following: organizational commitment, autonomy, 

control of nursing practice, group cohesion, and job satisfaction? 

The differences between RNs in urban and rural hospitals on 

organizational commitment, autonomy, control over nursing practice, 

group cohesion, and job satisfaction were compared by the performance of 

t-tests. The self-reports of urban and rural RNs were similar for all 

of the concepts with the exception of organizational commitment. These 

findings were not consistent with those of Hinshaw et al. (1989), in 
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their study of anticipated turnover. They found urban nursing staff 

reported higher autonomy, control over nursing practice, group cohesion, 

and job satisfaction than did rural nursing staff. The concept of com

mitment was not analyzed in Hinshaw and Atwood's (1986) study of antici

pated turnover among nursing staff. Different findings on the concepts 

of autonomy, control over nursing practice, group cohesion, and job sat

isfaction may be attributed to Hinshaw and Atwood's (1986) use of a 

larger sample (N = 1,597) in comparison to the secondary analysis (N = 

467). Polit and Hungler (1983) indicate that the larger the sample, the 

more representative of the population it will be, and the more likely 

small differences will be statistically significant. Although a differ

ence of 0.37 on a seven-point Likert scale was statistically different, 

the presence of a substantive difference remains questionable. 

The absence of past research on the concept of commitment for 

RNs in urban and rural hospitals limits the scope of interpretation of 

the results of this secondary analysis. The results of this study might 

suggest that RNs in urban hospitals have been given more of an opportu

nity to participate in the activities of their hospital and therefore 

experienced a greater sense of involvement in their organization. 

Mowday et al. (1979) describe commitment as the relative strength of a 

person's identification with, and involvement in, the organization. 

McClure et al. (1983) indicate that for "magnet hospitals" there is a 

perception of mutuality of goals. The goals are linked to underlying 

values (McClure et al., 1983). Perhaps the finding of a lesser degree 

of commitment among RNs in rural hospitals may be related to the eco

nomic and social forces which were described earlier. These were 
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effects of the PPS, a rapid, innovative technology, changing rural envi

ronment, and a reported shortage of nurses in rural areas. One implica

tion of the finding on commitment might be that quality of nursing care 

would be significantly affected as manifested by complications, problems, 

with skin integrity, increased errors in medication delivery, reduced 

patient satisfaction, errors in documentation, and increased length of 

stays (Verran et al., 1988). 

The concepts of autonomy, control over nursing practice, group 

cohesion, and total job satisfaction were similar between the two 

groups. However, a consistent pattern of slightly lower means for self-

reported measures of autonomy, control over nursing practice, and job 

satisfaction emerged and was consistent with the findings of Hinshaw and 

Atwood (1986). Prescott (1989) indicates that if hospitals want to fix 

nursing, they need to address the major dissatisfiers and utilize nurses 

in a manner that will provide more professional nursing practice. 

Two of the subscales within the total Work Satisfaction Scale 

demonstrated significant differences between the subjects in the urban 

and rural hospitals. Urban subjects expressed significantly less satis

faction with nurse interactions than did the rural subjects. The 

finding of less satisfaction with nurse interactions on the part of RNs 

in urban areas may be due, in part, to their need to interact with a 

greater number of RNs on a regular basis. The RNs in rural areas may 

interact with a smaller number of professionals. The RNs in rural hos

pitals may experience a unique sense of community by not only having a 

close working relationship with RNs and physicians, but also by being 
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personally acquainted with many of their patients (Ross, 1979; 

Stuart-Burchardt, 1982). 

Urban subjects expressed significantly greater satisfaction with 

organizational policies than did the rural subjects. This finding of 

greater satisfaction with organizational policy is consistent with their 

reported higher levels of organizational commitment. The greater satis

faction with organizational policy may be due to greater input into 

policy development by RNs in urban hospitals. It may also reflect 

increased efforts on the part of administration to involve RNs in urban 

hospitals in policy development within their institutions. 

Interpretation of Findings Related to 
Research Question #2 

What are the similarities and differences between RNs in urban 

and rural hospitals in how organizational commitment, autonomy, control 

of nursing practice, and group cohesion influence job satisfaction? 

The similarities and differences between RNs in urban and rural 

hospitals in how organizational commitment, autonomy, control over 

nursing practice, and group cohesion influence job satisfaction were 

estimated by use of multiple regression. All of the concepts used to 

define and measure professional nursing practice demonstrated a positive 

influence on total nurse satisfaction. 

Total Job Satisfaction 

Organizational commitment was the concept having the most influ

ence on total nurse satisfaction for RNs in urban hospitals, whereas 

control over nursing practice was the concept reported as having the 
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most influence on total nurse satisfaction for RNs in rural areas. The 

amount of variance for total job satisfaction explained by the concepts 

o o 
was very similar (R = 0.63, urban; R = 0.62, rural). Differences 

between the two groups are evident in the concepts having the most 

influence on total nurse satisfaction. Organizational commitment 

accounted for more explained variance of total job satisfaction for the 

urban subjects, while control over nursing practice accounted for a 

greater variance for the rural subjects. One possible interpretation 

for organizational commitment accounting for a greater variance among 

the urban subjects might be that RNs in urban hospitals have a greater 

number of hospitals from which to make a job selection. The RNs in 

rural hospitals may lack the opportunity to make a job choice among hos

pitals. The RNs in the urban facilities may also be more goal-directed 

based on the understanding of commitment as presented by Mowday et al. 

(1979) earlier in this chapter. 

For the RNs in rural hospitals, control over nursing practice 

accounted for the greatest amount of explained variance for total job 

satisfaction. This particular finding is consistent with the suggestion 

in the literature that the RN in the rural hospital must be able to make 

decisions about nursing practice independently without much medical 

backup and must assume accountability for those decisions (Ross, 1979). 

Manthey (1989) describes the decisions that the professional must make 

as knowledge-based and inextricably linked to quality. Is it possible 

that RNs in rural hospitals value control over nursing practice because 

of the suggested need to perform in that capacity on a regular basis? 



60 

Is it a recognized need, but one which is not yet actualized in profes

sional practice? 

The third concept to influence total job satisfaction was group 

cohesion for both RNs in urban hospitals (/J = 0.20) and RNs in rural 

hospitals (fi - 0.18). The beta weight for both groups of subjects was 

very similar. One interpretation might be that all RNs, regardless of 

location, place a similar value on group cohesion, although the urban 

group reported slightly higher levels. This finding may imply that 

nurses generally recognize the importance of the team effort on behalf 

of optimum care for the patient. It appears that some measure of inter

dependence has been achieved or at least is valued by the subjects. 

Autonomy was the final concept to enter the multiple regression 

equation. The beta weight for the urban (p = 0.13) and rural (/} = 0.13) 

subjects was essentially the same. Although Ross (1979) suggested that 

nurses in the rural setting have a greater need to act independently, 

perceived autonomy did not impact on total satisfaction differently for 

RNs in urban and rural settings. 

Satisfaction Subscales 

When the concepts were examined in terms of how they influenced 

the subscales within the Work Satisfaction Scale, some similar patterns 

emerged for both groups of subjects. For example, the concepts of orga

nizational commitment and control over practice influenced the greatest 

number of subscales in the Work Satisfaction Scale for both groups. The 

concepts of autonomy and group cohesion influenced fewer subscales of 

the Work Satisfaction Scale for urban and rural subjects. The subscale 
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having the greatest explained variance was satisfaction with autonomy 

for RNs in both urban and rural hospitals. The subscale of second 

greatest explained variance was satisfaction with nurse interaction. 

This subscale had a slightly greater percentage of explained variance 

for urban subjects as opposed to rural subjects. Satisfaction with pay 

was the subscale with the least amount of explained variance in both 

groups. These findings might imply that RNs have placed a great deal of 

value on autonomy as a satisfier when compared to other factors being 

measured. Nurse interaction is also of considerable importance to the 

subjects in both the urban and rural environments. The subscale of sat

isfaction with pay appears to bear the least importance as a satisfier 

in terms of total job satisfaction. One might infer from these findings 

that there is considerable similarity between the two groups with regard 

to total job satisfaction, although the concepts which make up total job 

satisfaction vary between the urban and rural subjects. 

The manner in which the concepts influenced the subscales within 

the Work Satisfaction Scale demonstrated not only some similarities, but 

also some differences between the urban and rural subjects. For 

example, satisfaction with professional status was influenced by the 

concepts of organizational commitment and autonomy for the urban sub

jects as opposed to organizational commitment and control over nursing 

practice for the rural subjects. Since a close relationship exists 

between the concepts of autonomy and control over nursing practice, one 

could not assume that a substantive difference exists between the two 

groups on satisfaction with professional status. 
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Satisfaction with task requirements was influenced by control 

over nursing practice and group cohesion for the urban subjects, whereas 

for the rural subjects autonomy was the only concept to influence that 

subscale. The urban subjects placed more value on group cohesion as 

contributing to their satisfaction with task requirements than did the 

rural subjects. The subscales of satisfaction with pay and satisfaction 

with organizational policies were influenced by the concepts of organi

zational commitment, and organizational commitment and control over 

nursing practice, respectively, for urban and rural subjects. 

Three of the concepts -- organizational commitment, autonomy, 

and control over nursing practice -- influenced satisfaction with auton

omy for the urban subjects. For the rural subjects, the concept of 

group cohesion in addition to the other three concepts influenced satis

faction with autonomy. 

Satisfaction with nurse interaction demonstrated slight differ

ences between the urban and rural subjects. The concept of group cohe

sion influenced satisfaction with nurse interaction for both the urban 

and rural subjects. However, in addition, the concepts of autonomy and 

control over nursing practice influenced the subscale for urban sub

jects, whereas control over nursing practice was the only additional 

concept to influence the subscale for the rural subjects. 

Lastly, the subscale of satisfaction with physician interaction 

was influenced by the concepts of organizational commitment, control 

over nursing practice, and group cohesion in the urban respondents. 

Satisfaction with physician interaction for the rural respondents was 

influenced solely by the concept of organizational commitment. One 
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might infer that the urban respondents expect more in terms of control 

over nursing practice from the physicians and perhaps have more opportu

nity for group interaction at this level. The rural respondents' satis

faction with physician interaction, however, is based totally on their 

commitment to the organization. 

Interpretation of Findings Related to 
Research Question #3 

What are the significant differences in demographic characteris

tics between RNs in urban and rural hospitals? 

The significant differences in demographic characteristics 

between RNs in urban and rural hospitals were contrasted by use of 

t-tests and Chi-square. The respondents in general were female, with 

significantly fewer males in the rural hospitals. The respondents in 

urban hospitals were significantly younger, tended to be single, and had 

fewer children than the respondents in rural hospitals. The respondents 

in urban facilities also had a greater number prepared at the baccalau

reate level, were licensed fewer months, and reported greater flexibil

ity in terms of shifts worked than did the respondents in rural facil

ities. One might infer that the respondents in urban hospitals may be 

more responsive to changes in the health care environment due to the 

fact that they are younger, more educated, and have fewer family 

responsibilities than the rural respondents. Greater flexibility in 

terms of response and choice may have an influence on the quality of 

care as discussed with the concept of commitment. 
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Recommendations 

Since the findings on autonomy, control over nursing practice, 

group cohesion, and job satisfaction were inconsistent with the findings 

of Hinshaw et al. (1989), one recommendation would be to repeat the com

parison on the concepts with a larger sample of urban and rural sub

jects. The comparison of the urban and rural subjects on the concept of 

commitment appears to be unique. A recommendation for future research 

would be to repeat the study to identify if patterns are found in other 

urban and rural hospitals or whether this is an isolated finding with 

this convenience sample. Another recommendation would be to focus 

increased efforts on factors which influence the development of RNs' 

organizational commitment in rural hospitals, followed by another com

parison on the concept of commitment as suggested in the DGPP project 

(Verran et al., 1988). 

Recommendations for research regarding the level of satisfaction 

by the urban subjects with nurse interaction would be to trend it over a 

period of time to see whether satisfaction increases as the nurses 

achieve greater levels of independence and more professionalism. A 

recommendation for improving the satisfaction by RNs in rural areas with 

organizational policies might be to initiate a program in which the 

nurses are directly involved in policy development such as that sug

gested in the DGPP project (Verran et al., 1988). 

Regarding the data obtained from regression of organizational 

commitment on job satisfaction for urban subjects, one recommendation 

might be to trend the degree of influence on total job satisfaction over 

time to see if the concept performs consistently. A recommendation 
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regarding the concept of control over nursing practice for the rural 

subjects might be to trend the degree of influence on total job satis

faction over time to see if the results are consistent. 

Summary 

This study had three purposes. The first was to explore the 

differences and similarities of the self-reports of RNs working in urban 

and rural hospitals regarding professional nursing practice as reflected 

in organizational commitment, autonomy, control over nursing practice, 

and group cohesion. The second was to explore the differences and simi

larities of the self-reports of RNs working in urban and rural hospitals 

regarding job satisfaction. The third was to describe the influence of 

professional nursing practice on nurse satisfaction in RNs working in 

urban and rural hospitals. 

The results indicated that significant differences existed 

between the RNs in urban and rural hospitals on the concept of organiza

tional commitment. The self-reports of the RNs evidenced similar levels 

of autonomy, control over nursing practice, and group cohesion in the 

urban and rural subjects. The self-reports of the RNs also indicated a 

similar level of job satisfaction among the subjects working in urban 

and rural hospitals. The concepts of organizational commitment, auton

omy, control over nursing practice, and group cohesion had a positive 

influence on total job satisfaction for all subjects. The findings of 

this secondary analysis were interpreted in light of the limited 

research which has been done on the differences and similarities of the 

two groups. Recommendations for future research were given. 
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DIFFERENTIATED GROUP PROFESSIONAL PRACTICE 

IN NURSING 
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Participation involves completing the questionnaire packet. Although there may not be any direct benefits to 
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follow-up purposes. No one else will have access to the list. In addition, findings will be reported in group 
form so individuals cannot be identified. 

You are being asked to voluntarily give your opinion on the statements. By completing them, you will be 
giving your consent to participate in the study. You may choose not to answer some or all of the questions, if 
you so desire. Whatever you decide, your job will not be affected in any way. You may ask questions at any 
time during the study. The telephone number is 626-2506. 
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DEMOGRAPHIC CHARACTERISTICS 



Table CI. Gender Differences Between 
Urban and Rural Rns (N = 
(467).* 

Scale 
Urban Rural 

Scale n % n % 

Male 28 10 .3 7 3. .6 
Female 243 89 .7 189 96. .4 

Total 271 O
 
O
 

.0 196 100, ,0 

Ŝignificant at p < 0.05; Chi-square = 
7.50 (df = 1). 

Table C2. Marital Status Differences 
Between Urban and Rural RNs 
(N - 467) .* 

Urban Rural 
Scale n % li % 

Single 60 22. 4 22 11. .3 
Married 166 61. 9 145 74. .7 
Separated 5 1. 9 7 3. .6 
Divorced 37 13. 8 15 7. .7 
Widowed 0 5 2. ,6 

Total 268 100. 0 194 99. 9 

Ŝignificant at p < 
22.39 (df = 4). 

0.05; Chisquare = 
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Table C3. Age, Number of Months Licensed, Number of Months at Hospital, 
Number of Months on Unit, and Years Lived in Community. 

Urban Rural Separate 
(n Range = (n Range = Variance Estimate 
264-271') _190-196') t 2-Tail 

Scale x sd x sd value df Prob. 

Age 35. .34 8, ,07 39.77 9, 
C

M
 in 5, ,22 363 .56 0, 

*
 

o
 
o
 
o
 

No. of months 
licensed 110. .71 95, ,24 158.49 119, .79 4. .63 359, .73 0, .000* 

No. of months at 
hospital 51. .20 47, .02 59.04 61, .92 1. ,49 345, .63 0, .138 

No. of months on 
unit 41, .72 41. .31 45.85 57, .61 0. .85 320 .65 0, .397 

Years lived in 
community 9. 82 8, .97 9.07 11. .88 - 0 .  ,74 341, .47 0. .458 

Ŝignificant at p £ 0.01. 

Table C4. Differences in Number of 
Children Between Urban and Rural 
RNs (N - 467).* 

Urban Rural 
Scale n % n % 

None 127 47. ,2 67 34, .9 
1 58 21, ,6 40 20. ,8 
2 60 22, ,3 59 30, ,7 
3 20 7. .4 14 7. ,3 

4 or More 4 1, ,5 12 6, ,3 

Total 269 100. ,0 192 100, ,0 

Ŝignificant at p < 0.05; Chi-square -
15.42 (df - 6). 



Table C5. Differences in Employment 
Status Between Urban and Rural 
RNs (N - 467).* 

Urban Rural 
Scale n % n % 

Part-time 
Full-time 

60 
209 

22, 
77. 

.3 

.7 
57 
139 

29. 
70. 
.1 
.9 

Total 269 100. .0 196 100. .0 

Ŝignificant at 
2.77 (df - 1). 

: p < 0.05; ; Chi -square = 

Table C6. Differences in Shifts Worked 
Between Urban and Rural RNs 
(N = 467).* 

Urban Rural 
Scale n % n % 

Days 108 40, .0 95 48, ,5 
Evenings 59 21, .9 55 28, ,1 
Nights 78 28. .9 39 19, ,9 
Rotate 25 9, .2 7 3, ,5 

Total 270 100, .0 196 100, ,0 

*Significant at p 2 0.05; Chi-square <= 
12.67 (df - 3). 



Table C7. Differences in Length of Shift 
Between Urban and Rural RNs 
(N = 467).* 

Urban Rural 
Scale n % n % 

8 Hours 129 47.6 152 77. .9 
10 Hours 20 7.4 2 1, .0 
12 Hours 117 43.2 33 16. .9 
Other 5 1.8 8 4. .2 

Total 271 100.0 195 100, ,0 

Ŝignificant at p < 0.05; Chi-square = 

53.37 (df - 3). 

Table C8. Differences in Basic Educational 
Preparation Between Urban and Rural 
RNs (N = 467) .* 

Urban Rural 
Scale n % n % 

Diploma 58 21, ,5 58 29, .7 
Associate 118 43, .7 104 53. .4 
Baccalaureate 94 34. 8 33 16, ,9 

Total 270 100. ,0 195 100, ,0 

*Significant at p £ 0.05; Chi-square - 18.57 
(df - 2). 



76 

REFERENCES 

Aiken, L. (1988). Assuring the delivery of quality patient care. In 
Nursing Resources and the Delivery of Patient Care [Proceedings 
of the State-of-the-Science Invitational Conference, February 
18-19] (pp. 3-10). Bethesda, MD: U.S. Department of Health and 
Human Services, National Center for Nursing Research. 

Alexander, C. S., Weisman, C. S., & Chase, G. A. (1982). Determinants 
of staff nurses' perceptions of autonomy within different 
clinical contexts. Nursing Research. 31(1), 48-52. 

American Hospital Association. (1986). Hospital statistics. Chicago, 
IL: Author. 

Batey, M. V., & Lewis, F. M. (1982). Clarifying autonomy and 
accountability in nursing service: Part I. The Journal of 
Nursing Administration. 12(9), 13-18. 

Benson, A. M., Sweeney, M. W., & Nicolls, R. E. (1982). A faculty 
learns about rural nursing. Nursing and Health Care. 3(12), 
78-82. 

Brayfield, A. H., & Rothe, H. R. (1951). An index of job satisfaction. 
Journal of Applied Psychology. 35, 307-311. 

Cordes, S. M. (1989). The changing rural environment and the 
relationship between health services and rural development. 
Health Services Research. 23. 757-784. 

Cronbach, L. J. (1951). Coefficient alpha and the internal structure 
of tests. Psvchometrika. 16(3), 197-333. 

Diers, D. (1988). Nursing and shortages: Part of the problem or part 
of the solution? In Nursing Shortage: Strategies for Nursing 
Practice [Proceedings of the National Invitational Workshop] 
(pp. 7-35). Washington, DC: U.S. Department of Health and Human 
Services, Division of Nursing. 

Dobson, A. (1987). Medicare's prospective payment system: The impact 
on the U.S. health care system. In Proceedings of the Annapolis 
Symposium. November 6-7, 1986. Annapolis, MD: Blue Cross and 
Blue Shield Association. 

Fuchs, V. (1988). The "competition revolution" in health care. Health 
Affairs, 7(3), 5-24. 



77 

Gerber, R. M. (1988). Control over nursing practice scale: Adaptation 
and pretesting. Unpublished report, University of Arizona, 
Tucson. 

Goldsmith, J. C. (1988). Competition's impact: A report from the 
front. Health Affairs. 7(3), 162-173. 

Good, L. R., & Nelson, D. A. (1973). Effects of person-group and 
intragroup attitude similarity on perceived group attractiveness 
and cohesiveness: II. Psychological Reports. 33, 551-560. 

Henry, B. M., & Moody, L. E. (1986). Nursing administration in small 
rural hospitals. Journal of Nursing Administration. 16(7,8), 
37-44. 

Hersh, A. S., & Van Hook, R. T. (1989). A research agenda for rural 
health services. Health Services Research. 26, 1053-1064. 

Herzberg, F., Mausner, B., & Snyderman, B. B. (1967). The motivation 
to work. New York: Wiley. 

Hinshaw, A. S., & Atwood, J. R. (1986). Anticipated turnover among 
nursing staff [Final report, Grant No. 1-R01-NU00908]. 
Washington, DC: U.S. Department of Health and Human Services, 
Health Resources Administration, Bureau of Health Professions, 
Division of Nursing. 

Hinshaw, A. S., Atwood, J. R., Gerber, R. M., & Erickson, J. R. (1986). 
Contrasting models of job satisfaction and anticipated turnover 
among urban and rural nursing staff [Abstract]. In S. M. 
Stinson, J. C. Kerr, P. Giovannetti, P. Field, & J. MacPhail 
(Eds.), Proceedings of the International Nursing Research 
Conference. May 7-8, University of Alberta, Edmonton, Alberta, 
Canada. 

Hinshaw, A. S., Atwood, J. R., Gerber, R. M., & Erickson, J. R. (1989). 
Nursing staff characteristics related to iob satisfaction and 
anticipated turnover in urban and rural hospitals. Manuscript 
submitted for publication. 

Hinshaw, A. S., Smeltzer, C. H., & Atwood, J. R. (1987). Innovative 
retention strategies for nursing staff. Journal of Nursing 
Administration. 17(6), 8-16. 

Kramer, M., & Schmalenberg, C. (1988). Magnet hospitals: Part II, 
Institutions of excellence. Journal of Nursing Administration. 
18(2), 11-19. 

Larson, E., Lee, P. C., Brown, M. A., & Shorr, J. (1984). Job 
satisfaction, assumptions and complexities. The Journal of 
Nursinp Administration. 14(1), 31-38. 



78 

Lassiter, P., & Goeppinger, J. (1986). Education for rural community 
health nursing practice. Education for Rural Practice. 9(1), 
56-67. 

Lemler, S. F., & Leach, A. K. (1986). The effect of job satisfaction 
on retention. Nursing Management. 17(4), 66-68. 

Manthey, M. (1989). Control over practice: Who owns it? Nursing 
Management. 20(7), 14-16. 

McCloskey, J. C. (1989, October). Autonomy and social integration: Two 
requirements for iob contentment. Paper presented at the Third 
National Conference on Nursing Administration Research, 
Richmond, VA. 

McClure, M. L., Powlin, M. A., Sovie, M. D., & Wandelt, M. A. (1983). 
Magnet hospitals: Attraction and retention of professional 
nurses. In American Academy of Nursing Task Force on Nursing 
Practice in Hospitals. Kansas City, MO: American Nurses' 
Association. 

Moscovice, I. S. (1989). Rural hospitals: A literature synthesis and 
health services research agenda. Health Services Research. 26, 
891-930. 

Moritz, P., Hinshaw, A. S., & Heinrich, J. (1989). Nursing resources 
and the delivery of patient care: The National Center for 
Nursing Research perspective. Journal of Nursing 
Administration. 19(5), 12-17. 

Mowday, R. T., Steers, R. M., & Porter, L. W. (1979). The measurement 
of organizational commitment. Journal of Vocational Behavior. 
14, 224-247. 

Nunnally, J. (1978). Psychometric theory (2nd ed.). New York: 
McGraw-Hill. 

Polit, D. F., & Hungler, B. P. (1983). Nursing research: Principles 
and methods. Philadelphia. 

Porter, L. W., Steers, R. M., Mowday, R. T., & Boulian, P. V. (1974). 
Organizational conunitment, job satisfaction, and turnover among 
psychiatric technicians. Journal of Applied Psychology. 59, 
603-609. 

Prescott, P. A. (1989). Shortage of professional nursing practice: A 
reframing of the shortage problem. Heart & Lung. 18, 436-443. 

Prescott, P. A., & Bowen, S. A. (1987). Controlling nursing turnover. 
Nursing Management. .18(6), 60-66. 



79 

Quinn, R. P., & Staines, G. L. (1979). The 1977 quality of employment 
survey: Descriptive statistics with comparison data from the 
1969-70 and 1972-73 surveys. Ann Arbor: University of Michigan, 
Institute of Social Research. 

Ross, W. R. (1979). The demands on nursing in a rural hospital setting 
(Pub. No. 20-1720). New York: National League for Nursing. 

Sims, H. P., Jr., Szilagyi, A. D., & Keller, R. T. (1976). The 
measurement of job characteristics. Academy of Management 
Journal. 19, 195-211. 

SPSS Inc. (1988). SPSS-X user's guide (3rd ed.). Chicago: Author. 

Stamps, P. L., & Piedmont, E. B. (1986). Nurses and work satisfaction: 
An index for measurement. Michigan: Health Administration Press 
Perspectives. 

St. Clair, C., Pickard, M. R., & Harlow, K. S. (1986). Continuing 
education for self-actualization: Building a plan for rural 
nurses. The Journal of Continuing Education in Nursing. 17(1), 
27-31. 

Stuart-Burchardt, S. (1982). Rural nursing. American Journal of 
Nursing. 85, 616-618. 

Ulrich, R. A. (1978). Herzberg revisited: Factors in job 
dissatisfaction. Journal of Nursing Administration. 8(10), 
19-24. 

Verran, J. A., Murdaugh, C., Gerber, R. M., & Milton, D. (1988). 
Differentiated Group Professional Practice in Nursing 
[Proposal]. Tucson: University of Arizona, College of Nursing. 
A cooperative agreement award (#1-U01-NR02153) funded by the 
National Center for Nursing Research, National Institutes of 
Health, and ..the Division of Nursing, Department of Health and 
Human Services, Washington, D.C., 1988-1993. 

Wilcoxon, C. E. (1989). A return to the original Nightingale concept: 
Taking the hint. Journal of Nursing Administration. 19(3), 19. 


