Structural and Psychological Empowerment of Community/Public Health Nurses
A dissertation submitted in partial fulfillment of the requirements for the degree of Doctor of
Philosophy at George Mason University

By

Linda Royer
Master’s in the Science of Nursing
University of Virginia, 1996
Master’s in Public Health
Loma Linda University, 1985

Director: Dr. P. J. Maddox
School of Nursing

Fall Semester 2009
George Mason University
Fairfax, VA

Copyright 2009 Linda C. Royer
All Rights Reserved

ii

ACKNOWLEDGEMENTS

As I reflect on the monumental task I have undertaken at this stage in my life, it becomes
evident that many people have contributed to its richness and to the direction I have pursued at
various stages of maturation in my nursing career. I remember many who have modeled
technical skill in direct nursing care and several exquisite teachers in patient and collegial
relationships. The list of those who have influenced my interests in promoting health and
monitoring and managing disease and injury in the community begins with the leader of our
small team of Public Health Nurses in Cabin John, Maryland. Jo was a truly committed PHN with
a quiet spirit and compassionate heart for the people we served. Also in that team was Bette, a
nurse who brought a practical, global view to health from her experience in the Peace Corps.
After the establishment of my family and various professional experiences later, Dr. Patti Hale
(now at James Madison University in Virginia) modeled leadership and practical inquiry on a
graduate level. Barbara Maddox, a colleague who demonstrates veracity and intuitiveness in her
management of vulnerable populations of the inner city and a prescience for the needs of
nursing students, shared many inspiring hours with me discussing course and curriculum
development that challenges students’ intellect and practical skill and exhibits God’s love.
In the task at hand here, I am indebted to fellow classmates who critiqued and encouraged, and
to faculty who prepared me in various ways for the design and procedures of this study. My
advisory team, led by Dr. P.J. Maddox, were most instrumental in the process and the product—
this dissertation. I am grateful for their vision, challenges, and encouragement which have
resulted in a study of some importance to health care delivery.
My family, husband Ron and two sons, have provided a haven for coping with the unpredictable
and the moments of exhilaration. Without their understanding and encouragement and present
joy, this accomplishment would have little meaning.
And finally, the supreme Inspiration for seeking excellence in ways to serve my profession--and
ultimately humankind—is my God and my faith in His goodness. I attribute any creative ideas to
Him.

iii

TABLE OF CONTENTS

Page
List of Tables ................................................................................................................................... vi
Abstract ...........................................................................................................................................vii
1. Introduction to the Study............................................................................................................ 1
Background ................................................................................................................................. 2
Statement of the Problem .......................................................................................................... 5
Need for This Study ..................................................................................................................... 6
Purpose ....................................................................................................................................... 7
Significance of Study ................................................................................................................... 7
Research Questions .................................................................................................................... 7
Definitions ................................................................................................................................... 8
Survey........................................................................................................................................ 11
Assumptions .............................................................................................................................. 12
Analysis ..................................................................................................................................... 12
Projected Outcomes ................................................................................................................. 13
Summary ................................................................................................................................... 14
2. Literature and Historical Review ............................................................................................... 16
Overview ................................................................................................................................... 17
Development of the Conceptual Framework ........................................................................... 19
Selected Foundational Theories ............................................................................................... 26
Contemporary Application of Empowerment Theories............................................................ 31
History of Community/Public Health Nursing and the Public Health Infrastructure................ 52
An Historical Account of the Development of PHN Practice in the PH System:
Evolvement of Community/Public Health Nursing Corresponding with Public Health
Timeline—1751 to 2000....................................................................................................... 57
Current Conditions—1990s Into the Future: Nursing Shortage, Status of the Public Health
Infrastructure, Work Environment, Community Nursing Practice....................................... 71
Conclusion of Historical Overview ............................................................................................ 81
Community Professional Nursing Practice ............................................................................... 83
Significance to the Question ..................................................................................................... 88
Summary ................................................................................................................................... 89
3. Method...................................................................................................................................... 91
Overall Research Design ........................................................................................................... 91
Adaption of Source Surveys ...................................................................................................... 97
Data Collection ........................................................................................................................ 102
Protection of Human Subjects ................................................................................................ 103
Data Analysis ........................................................................................................................... 105
iv

Statistical Analysis ................................................................................................................... 111
Summary ................................................................................................................................. 113
4. Findings ................................................................................................................................... 115
Findings ................................................................................................................................... 116
Summary ................................................................................................................................. 136
5. Conclusion ............................................................................................................................... 137
Overview of the Study............................................................................................................. 138
Discussion of Study’s Findings ................................................................................................ 140
Implications for Building Workforce Capacity ........................................................................ 147
Study Methodology Implications for Further Research in C/PHN Practice ............................ 149
Discussion of Limitations of the Study .................................................................................... 150
Recommendations on Further Research in the Use of the Instrument.................................. 152
Critique of the Conceptual Framework and Its Application to This Study.............................. 162
Professional and Public Health Institutional Implications and Recommendations ................ 164
Conclusion ............................................................................................................................... 175
Appendices
A. Conceptual Definitions and Operational Definitions in This Study ........................................ 177
B. Figure of Three ........................................................................................................................ 190
C. C/PHN Survey .......................................................................................................................... 193
D. Overview of Studies ................................................................................................................ 200
E. Systematic Literature Review of Evolvement of Public Health Nursing ................................. 221
F. Beitsch Assessment Research Results ..................................................................................... 259
G. Description of Statistical Sampling Strategies ......................................................................... 260
H. Entity and C/PHN Census Sampling Strategies ........................................................................ 263
I. Letters ..................................................................................................................................... 265
J. Contents of Mailings ............................................................................................................... 269
K. Quantitative Variable Measurement and Analysis .................................................................. 271
L. Certificates and Letters ........................................................................................................... 273
References ................................................................................................................................... 280

v

LIST OF TABLES

Table
Page
1. Comparison of Theory Components of Herzberg, Spreitzer, and Kanter ................................ 34
2. Nursing Factors of States Selected for This Study.................................................................... 51
3. Characteristics of Community/Public Health Nurses Across Various Degrees of
Intention to Leave the Job ..................................................................................................... 119
4. Analysis of Variance Across Three Respondent Groups ........................................................ 123
5. Relationships of Major Concepts, Intention to Leave the Job, and Selected
Demographics ........................................................................................................................ 133
6. Odds Ratios (95% CI) for Intention to Leave the Job Among C/PHNs .................................... 135

vi

ABSTRACT

STRUCTURAL AND PSYCHOLOGICAL EMPOWERMENT OF COMMUNITY/PUBLIC
HEALTH NURSES
Linda C. Royer, PhD
George Mason University, 2009
Dissertation Director: Dr. P.J. Maddox

This descriptive, non-experimental study examines the perceptions Community/Public Health
Nurses (C/PHNs) have about the work they do and about their workplace when questioned
about organizational factors that potentially lead to a sense of empowerment and commitment.
Six hundred eighty-eight nurses from local and district health entities in 10 states which are
seeking accreditation for organizational quality and health care delivery were invited to
participate in a written survey. The survey was an instrument composed of questions concerning
demographic and workplace characteristics, Spreitzer’s Structural and Psychological
Empowerment questionnaire, and Meyer and Allen’s Employee Commitment and Career
Change questionnaire. Participants (n=469) provided data important to recruitment and
retention of nurses in this specialty. Results predictive of their leaving the job suggest that even
though C/PHNs may feel attached to their work and workplace and even though they may feel
loyal and duty-bound to it, if they are 35-45 years old and have worked in Public Health 1-36
months, they may be looking into or even planning to leave within one year.

This paper describes the nursing workforce capacity crisis and empowerment and
commitment theories as they relate to C/PHN perceptions, and offers suggestions to nurse
leaders, public administrators, and policymakers for changes in nursing education, community
nursing practice, research, and policy.

CHAPTER ONE
OVERVIEW OF THE STUDY

There is broad national concern about the functions of the primary sectors of the U.S.
health system (both public and private) relating to access to health services for the poor and
uninsured. It is under pressure to deliver effective quality care and at the same time to reduce
costs (Baker et al., 2005). Even before the disaster in New York City on 9/11/01, the Institute of
Medicine (IOM) began releasing critical reports regarding present and future health system
integrity and responsibility, particularly related to limitations in public funding for system
capacity and infrastructure in a fiscally competitive environment (IOM, 1988, 2001, 2002). Now
that the nation’s economic status has slipped into recession since Fall 2008 and a new
Administration is seeking to restore integrity to the nation’s infrastructure, the health system,
particularly Public Health, is further challenged. Public Health entities are making decisions to
cut staff and services in some regions (NACCHO, 2009).
Consequently, states are troubled about their health system capacities and their
competence to fulfill mandates of emergency preparedness and prepare for an influx of
destitute individuals without health insurance, while continuing to provide the core functions of
assessment of community health-related needs, regulatory oversight and policy development,
and assurance of direct care and services to individuals (DHHS, CDC, 1994). Public Health (PH)
workforce capacity is also threatened by an increasing demand for services complicated by a
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declining number of health professionals, particularly nurses (ASTHO, 2004) the largest
component of the PH workforce (QuadCouncil, 2006). PH entities are increasing the role of the
community/public health nurse (C/PHN) in health promotion, disease prevention, and service
coordination while, at the same time, they are losing experienced nurses to attrition and
retirement with a turnover rate of 14% in over half the states (ASTDN, 2005). (Please refer to
Appendix A for conceptual and operational definitions used in this document.) There is concern
about succession of enough qualified nurses to leadership positions, system limitations that
impede recruitment of qualified replacements of those leaving PH, and retention of experienced
C/PHNs. Two factors in particular influence the quality gap of the C/PHN workforce: Externally,
the national nursing shortage extending into specialties such as public health may compromise
the quality of health care delivered (ASTDN, 2006; Mays, 2004) and internally, nurses’ attitudes
about work and the workplace and their influence on performance tenure in the job may
compromise quality of care delivered (Meyer, Becker, & Vandenberghe, 2004; Spreitzer, 1996).
Background
The Nursing Shortage
A recent report about the adequacy of the U.S. registered nurse (RN) workforce issued
by the Health Resources and Services Administration (HRSA) Bureau of Health Professions
concluded, “the findings of our analysis suggest that the current RN shortage will continue to
grow in severity during the next 20 years if current trends prevail, and that some States face a
more severe shortage than do others” ( HRSA, 2006). Another alarming prediction concludes
that the nursing workforce is facing what might be the greatest challenge in history—a shortage
expected to grow over the next 40 years (Government Accountability Office [GAO], 2001). The
2

real reasons for the U.S. and global nursing shortage are complex and due to many interrelated
factors such as the public image of nurses, career selection (for men and women), education,
age at entry into the workforce, workforce participation, job structure and work demand, career
longevity, and economic conditions. Therefore, equations of supply vs. demand or graduates vs.
vacant positions do not fully explain the shortage or its implications (Buerhaus, Auerbach, &
Staiger, 2007).
The RN shortage affects specialties and subspecialties; in PH it has been deemed far
more serious than any experienced in the U.S. before now (QuadCouncil, 2006), partly because
this is a time of limited success in recruiting new graduates (Leep, 2007) due to employment
retention problems—particularly of well-educated, experienced nurses. Once these facts were
released, educational institutions innovated ways to attract students by creating curriculum
designs that would optimize time and space and availability of faculty to meet an increasing
enrollment. As these students have graduated in the past 4 years they have entered the
workforce, thus reducing the shortage to a small degree—temporarily (Buerhaus et al., 2009).
Because of the larger aging cohort of mature nurses, their retirement soon will extend the
recruitment demands, prolonging the nursing workforce shortage. Complicating our
understanding of the C/PHN shortage is the difficulty in getting an accurate “count” of them at
any point in time. There is a paucity of data on C/PHN supply and demand, in part because data
collection is hampered by a lack of a knowledge of their full range of functions and job
expectations, a lack of a standardized definition of PHN roles, and variation in hiring and
employment practices (GAO, 2001; HRSA, 2000, 2002, 2004, 2005; QuadCouncil, 2006).

3

Institutional Concerns of the System
Managers, policymakers, and nurses alike were concerned about the health system’s
organization and management. Institutional conditions have fallen short in several areas: in
meeting the health system providers’ requirements, in the public’s perceptions about their need
of care, in generating adequate funding to finance the care, and in recognizing the care giving
nurses’ attitudes about commitment to the profession and the job (Buerhaus et al., 2007; GAO,
2001; Reineck & Furino, 2005). Competent nurses adapt to change, are good communicators,
excel in assessment and critical thinking, are problem-solvers, and are capable of leadership.
Their importance is evident in health care delivery to assure patient safety in the acute hospital
setting (Aiken, Clarke, Sloane, Sochalski, & Silber, 2002). Therefore, U.S. health care leaders and
nurse researchers alike are interested in how the nursing shortage affects other related matters
such as the increasing demand for care, retention and satisfaction of registered nurse (RN)
employees, recruitment and retention programs, and nurses’ efficiency (Buerhaus et al., 2007;
HRSA, 2002, 2004, 2005, 2006). Employers and policymakers are becoming concerned about
work design, staffing, working relationships, and other factors that may influence patient
outcomes (Aiken et al., 2002).
Documentation by Research
In order for the nurse to make an optimum contribution to community practice, the
work environment and relationships within the community should have a structure that fosters
satisfaction and the sense of empowerment (Manojlovich, 2007) (Also refer to Appendix A,
Tables A1 and A2, for definitions in this study). Empowerment should be evident in the nurse’s
degree of work productivity, level of commitment to the job or entity, and intention to remain
4

at that job. Nurses who are fulfilled, experience role clarity, and express job satisfaction should
attract other nurses. Recruiting and retaining this valuable health care system asset (the nurse)
is crucial for present and future needs, and all the more so in the community—on the frontier of
prevention efforts—where an increasing need for qualified and competent nurses is felt in outpatient settings, schools, and public health.
Compared to the quantity of research done on nurses working in acute care settings,
there is little research about C/PHNs and factors that affect their work contributions, workplace
conditions, and workforce participation in local health departments (LHD) and State health
department (SHD) levels (PH system entities). This is especially true for concerns about C/PHN
job satisfaction and tenure. Consequently, there is interest among PH nursing leaders about the
contributions, satisfaction, and retention as well as the impact job structure, performance
expectations, and institutional policies (job design, pay, and benefits) may have on short- and
long-term recruitment and retention of C/PHNs (ASTDN, 2007; QuadCouncil, 2006). What better
way to document these concerns than to lay a foundation of inquiry of the C/PHNs themselves?
Statement of the Problem
There is a limited amount of data about C/PHNs and their perceptions of job satisfaction
and practice empowerment in PH organizations, given the varied nature and complexity of their
nursing roles and the relationship between institutional factors such as job, salary,
organizational culture, and climate that are thought to affect C/PHN practice, satisfaction, and
retention. Furthermore, it is important to know C/PHN perceptions about their job’s meaning
and impact, and beliefs about their employers related to institutional commitment, promotion
of nurse competence and self-determination, and information sharing (Spreitzer, 1995a, 1995b).
5

Also needed is information thought to affect job/organizational commitment and C/PHNs’
attitude about intent to stay on the job (Meyer, Allen, & Smith, 1993; Meyer et al., 2004). Such
information may provide empirical data to aid PH managers in creating a work environment
conducive to recruiting and retaining C/PHNs and may also contribute to better decisions by
policymakers and others shaping nursing workforce development and public health systems in
the future.
Need for This Study
Some researchers have found that C/PHNs experience a variety of barriers and
limitations in their practice that point to uncertainties and complexity in workplace
organizational structure and internal problems in relationships and communication, and
recommend further examination of these issues (Flynn, 2007; Laschinger, Finegan, Shamian, &
Wilk, 2001; Laschinger & Finegan, 2005; SmithBattle, Diekemper, & Leander, 2004; SmithBattle,
Diekemper, & Drake, 1999, 2004). This study is needed, then, to understand factors that may
affect C/PHN work, job satisfaction, empowerment, and job retention. It is hoped that such data
would contribute to the future decisions of PH administrators, nursing leaders, and educators of
C/PHNs alike about various aspects of PH development and workforce management. In
particular, it is important to know how C/PHNs view their job in terms of meaningfulness,
relevancy, and clarity, and whether it provides resources and other supports for advanced
independence and collaboration.
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Purpose
The purpose of this study was to examine the relationships between C/PHN perceptions
of structural and psychological empowerment in the workplace and organizational factors, nurse
demographics as they relate to professional practice, commitment, and intent to leave the job.
The frameworks that inform this study are Spreitzer’s Theory of Intrapersonal
Empowerment and the Meyer and Allen Employee (or Occupational) Commitment and Measure
of Career Change (see diagram in Appendix B). The results of this study are expected to inform
health leaders, employers, and policymakers about factors influencing C/PHN recruitment and
retention success in the health system.
Significance of the Study
Given the need for public health system improvement (Baker et al., 2005; Green, 2006;
IOM, 2002) and consistent with recommendations called for by the National Association of City
and County Health Officers (NACCHO, 2006), this study builds upon the body of knowledge
about the linkages between institutional factors and structural and psychological empowerment
of C/PHNs in PH organizations. It is anticipated that these study results will provide useful
information to public health system administrators about organizational factors (functions,
resources, and policy) and nurse recruitment and retention. It is also anticipated that PHN
supervisors and managers may benefit from the information so that strategies to improve local
organizational structures and working relationships with C/PHNs may be undertaken.
Research Questions
In order to achieve the study’s purpose, the following questions were explored (refer to
Appendix C for study instrument):
7

1.

What are the descriptive characteristics among respondents in the categories of
work location and structure, RN leadership, personal attributes (gender, age,
race/ethnicity), education, work (status, method, tenure, role, dual jobs, sense of
Empowerment, and type of Commitment in relationship to the degree of their
Intent to Leave the job?

2. What are the relationships between respondents’ characteristics of work location
and structure, RN leadership, personal attributes (gender, age, race/ethnicity),
education, work (status, method, tenure, role, dual jobs, sense of Empowerment,
and type of Commitment in the context of the degree of their Intent to Leave the
job?
3. What factors such as demographic characteristics, Empowerment and Commitment
increase the likelihood of C/PHNs’ Intent to Leave the job?
Definitions
For the purpose of this study the following conceptual and operational definitions of
demographic characteristics were utilized in the survey potentially for Predictor and Criterion
Variables (also refer to Appendix B, Tables B1-B4).
Demographic characteristics (Refer to Table 1):
1. Location: State
2. Location: (a) urban/metropolitan area, (b) rural
3. Type of health department: (a) city, (b) county, (c) district, (d) state
4. Presence of nurse supervision: (a) yes, (b) no
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5. Work Position: (a) Public Health Nurse, (b) supervisor, (c) program director, (d)
administrator/director, assistant director, (e) consultant, (f) bioterrorism
coordinator, (g) school nurse, (h) community clinic nurse, (i) case manager
6. Age group: (a) 22-34 years, (b) 35-45 years, (c) 46-55 years, (d) 56-65 years, (e) 65+
years
7. Gender: Male/Female
8. Race/Ethnicity: (a) Caucasian, (b) African-American, (c) Native American, (d) Asian,
Pacific Islander, (e) non-white Hispanic, (f) Hispanic
9. Educational achievement
a. Diploma – Nursing
b. Associate degree – field other than Nursing
c. Associate degree – Nursing
d. Baccalaureate degree – Nursing
e. Baccalaureate degree – field other than Nursing
f.

Master degree – Nursing

g. Master degree – field other than Nursing or Public Health
h. Master in Public Health
i.

Doctorate – Nursing

j.

Doctorate – Public Health or Healthcare Administration

k. Doctorate – other field
10. Practice credentials:
a. Certification in Public Health Nursing, (year) _______
9

b. Other certification/post-Master’s credentials
11. Current work status:
a. full-time (30 hours or more/week)
b. part-time (less than 30 hours/week)
c.

casual (occasional or as needed, may or may not be contract)

12. Experience in Public Health (tenure):
a. < 1 year (1-11 months)
b. 1-3 years (12-36 months)
c. 4-10 years (37-120 months)
d. > 10 years (more than 120 months)
13. Job Method:
a. traditional and population-oriented (prevention activities, community
education, home visiting, schools, etc.)
b. grant-driven, population-based
c. program for specific disease or condition management (TB, STDs, AIDS/HIV,
prenatal, etc.)
d. grant-supported but program-specific
14. Work other job:
a. Yes
b. No
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Survey
PART I (Spreitzer instrument): For Conceptual and Operational Definitions, refer to
Appendix B Table B3.
PART II (Meyer & Allen instrument): For Conceptual Definitions, refer to Appendix B
Table B4.
Perceptual relationships of two concepts: Empowerment—(characterized by 8
subscales—independent variables), Commitment (characterized by 3 types—independent
variables), and Intent to Leave or Career Change—dependent variable) among C/PHNs were
examined. For regression procedures 2 predictor variables, 1 criterion variable, were available to
manipulation and analysis. In Sprietzer’s theory employees gain control over their work when
certain organizational factors and relationship supports exist in the workplace, influencing
employee beliefs, behaviors, and work output (Spreitzer, 1995a, 1995b, 1996; Spreitzer,
DeJanasz, & Quinn, 1999). For this study, the items Work Output (innovation and work
effectiveness) and Span of Control were not used because the focus is on a general C/PHN
population rather than a combination of staff and management. That is recommended as a
second stage of study comparing self-assessments by staff nurses to managerial appraisals
(Spreitzer, 1995b).
Meyer and Allen’s Employee Commitment construct differentiates 3 rationales for
adherence to an organization that predict the nature of involvement with the organization. The
global career change scale qualifies the C/PHN’s intent to stay with or leave the job/organization
(Meyer et al., 1993).
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Assumptions
The following assumptions were relevant to this study:
1. C/PHNs’ perceptions, as measured using the instruments in this study, were
assumed to be an amalgamation of the range of experiences during their education
and work experience and were a valid representation of work experience in Public
Health.
2. Survey administration methods were known to influence response rate,
participation, attention, and other factors that might affect study participation and
responses yielded. It is assumed that the method used in this study did not
adversely affect those factors.
3. There is a relationship between structural/psychological and relational factors in the
workplace that leads to role clarity, thus eliciting productive commitment and
tenure.
Analysis
From Spreitzer’s Intrapersonal Empowerment instrument four conceptual dimensions of
cognition that register the sense of empowerment—meaning, competence, self-determination,
and impact—were correlated with the strength of social-structural antecedents: a well-defined
role evidenced by sociopolitical support, access to necessary information, access to resources,
and a participative culture. This procedure was expected to achieve a score that represents the
degree of empowerment the C/PHN senses in the work experience. Two concepts, intrapersonal
sense of empowerment and role ambiguity, were measured (by inference) as a result. From
Meyer and Allen’s Employee Commitment and Measure of Career Change instrument, three
12

concepts of Commitment (Affective, Continuance, and Normative) to the job and a declaration
of the Intent to Leave the job were analyzed; relationships were sought between these and
Spreitzer’s Intrapersonal Empowerment results. The relationship between Empowerment and
C/PHN demographic factors of location, nurse supervision, work role, age, gender,
race/ethnicity, educational achievement, credentials, certification, employment status, tenure,
and job method were analyzed. The relationship between Commitment (based on 3
Components of Affective, Continuance, and Normative) and C/PHN demographic factors of
location, work role, nurse supervision, age, gender, race/ethnicity, educational achievement,
credentials, certification, employment status, tenure, and job method were analyzed. The
relationship between Intent to Leave and C/PHN demographic factors of location, work role,
nurse supervision, age, gender, race/ethnicity, educational achievement, credentials,
certification, employment status, tenure, and job method were analyzed.
Projected Outcomes
It is expected that this study will have practical significance for building PH workforce
capacity in nursing for the following reason. As we consider the future of health care and
nursing, C/PHNs interfacing with the community are positioned on the leading edge of
controlling disease and debilitating conditions through their skills in health promotion,
population health management, surveillance, and prevention techniques. More and betterprepared C/PHNs will be needed to ease the burden of tertiary care through prevention,
especially as aging populations increase in numbers and the configuration of health care delivery
continues to change, requiring many partnerships and collaborative efforts. Nurses must be
attracted to community health practice and current nurses must be retained. To accomplish
13

that, the workplace may require change. Nurses must have a “voice” in registering their
attitudes and concerns about their practice environment and their ability to carry out
professional nursing care. Research will enable C/PH leaders to understand how to transform
the environment to suit nursing practice and to attract new nurses. This study is expected to
build a foundation for further research that may lead to innovative changes in professional
community nursing practice (refer to Definitions in Appendix A Table A2).
Summary
This chapter provided introduction and background concerning the problem of nursing
workforce capacity in PH the proposal for research among C/PHNs. Given the nursing shortage
and its implications on the work environment in general and PH in particular, more information
about nurses’ perceptions of their work and the workplace are needed for use by leaders and
educators in the future as they design PH care systems and educate the next generation of
C/PHNs. The study’s purpose was explained, giving rise to the research questions relating to
theoretical factors of interest in the study: structural and psychological empowerment,
employee commitment, and attitudes about C/PHN work and the workplace. The significance of
this study in contributing information about specialized considerations in PH was explained.
Study assumptions and limitations were also summarized.
In Chapter Two the systematic literature review is presented, including a detailed
description of the theoretical frameworks informing this study. The scope of review also
includes research foundations related to the historical background of public health nursing and
current conditions in the field with rationale and theoretical support for applying the framework
and selecting a reliable measurement instrument.
14

Chapter Three describes the research method, operationalizing the theoretical
constructs of intrapersonal (or socio-structural) empowerment and commitment to the
organization, followed by the global questions registering attitudes of intent.
Chapter Four analyzes and interprets the findings of the study.
Chapter Five discusses the findings and their application to current C/PHN workforce
needs, reviews limitations of the study, and makes suggestions for practice, education, and
future research.

15

CHAPTER TWO
LITERATURE AND HISTORICAL REVIEW

While much has been written about institutional factors of access, quality, safety,
capacity, and accountability in Public Health, there has been no study of national proportion in
recent decades into the depth of C/PHN practice and the breadth of function with respect to
factors that facilitate recruitment and retention of nurses in the workplace, particularly their
sense of empowerment and perception of satisfaction. A few regional qualitative studies of role
and function are reported in the literature (Mays, 2004; SmithBattle, Diekemper, & Drake, 1999,
2004; SmithBattle, Diekemper, & Leander, 2004) and a few recent local community-based (but
not exclusively PH) studies have emerged that examined the nurses’ experience in relationship
to their perceptions of the job and workplace (Campbell, Fowles, & Weber, 2004; Cumbey &
Alexander, 1998; Flynn, Carryer, & Budge, 2005; Zahner & Gredig, 2005a). Research of present
workforce issues by Aiken and colleagues (Aiken et al., 2002) identified some indicators which
appear to be linked to attitudes about the community-based workplace that are similar to those
expressed by nurses working in hospital settings. Flynn (2007) more recently noted that
workplace characteristics related to the structure of the organization (system) and relationships
within it, which should provide support, may really be at the heart of job burnout, consequently
leading to intent to change career. Clearly, interest is increasing in structural and psychological
factors that accommodate nursing practice in a variety of settings.
16

Overview
This chapter describes the secondary research results that led to the conceptual
framework selection for this proposed study into perceptions of empowerment of C/PHNs and
their commitment and tenure in the job. It also gives an historical account of: (1) nursing
workforce issues concerning adequacies or capacity in general and in public health (PH) in
particular, (2) retention issues of nurses on the job and in the workforce, and (3) the evolvement
of public health nursing (PHNsg) paralleling the historical development of the Public Health
system. Current sources were consulted for data regarding: (a) the nursing shortage and factors
influencing or attempting to explain it, (b) public health infrastructure information, (c) the role
and functions of C/PHNs, (d) conceptual frameworks related to nurses’ community work and
workplace conditions, and (e) instruments to measure the research question: What are the
relationships between C/PHN perceptions of structural and psychological empowerment in the
workplace and organizational factors, nurse demographics as they relate to professional
practice, job satisfaction, commitment, and intent to stay on the job?
After examining a review of micro-level theories relevant to leadership and
management functions in PH (contingency and path-goal theories of leadership, neoclassical
management, motivation and need-based and cognitive and social reinforcement theories of
management) (Downing, 2004) and macro-level organizational theories (related to structure or
effectiveness), I recognized a chronological pattern of organizational theories leading toward a
possible solution to my research question. It began with examining the motivation theory of
Herzberg, one many nurse theories referenced because of its fundamental contribution to
understanding job satisfaction and job retention. Then, through Canadian nursing research
17

articles I learned of Kanter’s theory of empowerment in the workplace; nurse researchers have
used it recently because of the emphasis on job retention in the context of job meaning. In the
past decade Spreitzer (a business administrator and educator) has adapted Kanter’s theory to
include a combination of structural and psychological components to the concept of a sense of
empowerment—an approach most appropriate for my search for knowledge concerning the
perceptions of C/PHNs about their work and their work setting. In addition, I have an interest in
knowing what manner of commitment they have to their job and if empowerment plays a role
in commitment; therefore, another instrument used among Canadian nurses came to my
attention, Meyer and Allen’s Employee Commitment Survey. Both Spreitzer and the Meyer and
Allen team now contribute to the framework for this study.
Following the conceptual framework description is an historic view of the events in the
development of the public health system and, consequentially, public health nursing up to the
present era of a critical nursing shortage. Knowledge of the background in which C/PHNs have
practiced over time is important for understanding how circumstances of society and the nation
challenged the perseverance of purpose and dedication of spirit that nurses have encountered
in the complexity and psychosocial factors of their workplace. I conducted an extensive
systematic review, seeking and analyzing relevant scholarly articles, historical accounts and
commentary, government documents, reports given by expert advisors to the government, and
internet sites.
The successive sections of this chapter describe, first, the conceptual framework
development, selected foundational theories, and contemporary empowerment theories, then
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the history of the evolvement of the PHN in the context of the growth and development of the
public health system, including current infrastructure characteristics, and finally the impact of
the current nursing shortage on community practice. The chapter concludes with supportive
sources that signify the importance of learning what C/PHNs at various levels and in several
states think about their work and their workplace.
Development of the Conceptual Framework
C/PHNs’ Perceptions of Their Work and Workplace
In the dearth of historical published information about C/PHNs’ perceptions of their
work and their workplace, one can read between the lines of nurses’ writings, recognizing
particular nuances that reflect more the norms or attitudes of society of the times—particularly
the health system leadership—than their personal perceptions. Several conceptual avenues of
study into how nurses feel about their work and why they remain in or leave their positions of
employment were open to the investigator. While most efforts have concentrated on the
tertiary care setting, the experience and observation of this nurse researcher is that nurses of
any specialty hold basic values and beliefs in common, such as the need for respect, fairness,
and veracity; for organizational transparency; to be able to exercise autonomy and mastery of
skills; to experience opportunity for growth; and to enjoy a sense of duty. They also seek
satisfactions in commensurate pay for performance, reasonable assignment, and benefits.
However, one cannot assume that a nurse in one setting receiving greater attention (e.g.
tertiary care) will have the same perceptions of their work and work setting as a nurse working
in the community.
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Differences in Job Attitudes
Is there a difference in the attitude toward the job between hospital nurses and those
working in the community, particularly a PH structure? Cameron and colleagues conducted a
study in Canada using an array of scales measuring perceptions of organizational support,
participation in decision making, nurse-physician relationships, supervisor support, work group
cohesion, autonomy and job control, job challenge, work demands, fair treatment, scheduling,
and satisfaction with career (Cameron, Armstrong-Stassen, Bergeron, & Out, 2004). Their mailed
questionnaire to nurses whose names were obtained from the College of Nurses membership
list of Ontario (similar to U.S. state boards of nursing) yielded a 42% response rate with an
almost even disbursement across the community and hospital settings. The community nurses
were significantly older than hospital nurses. Nurses working in the community were generally
more satisfied in the workplace, but were significantly less satisfied with their pay. Overall, both
groups were dissatisfied with their level of inclusion in decision making and the extent of
organizational support. This was an important beginning to the study of community-based
nurses. Flynn (2007) reported in her study of New Jersey RNs, including a proportion of PHNs
consistent with the distribution of the state nurse specialty populations, that issues of the work
environment that contributed to job burnout determine attitudes toward intention to stay or
leave the job.
Building a Case for Research Design
The researcher should use a particular strategy of investigation into C/PHNs and their
work because of the variability of work environments, their financing structures, and the
preparation and experiential mix of nursing personnel within. The complicating phenomenon of
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varying administrative and governance patterns contributes to the difficulty of identifying
formal power and resultant informal power structures from entity to entity. So, it seems
prudent to begin with a simple population-based cross-platform (cross-sectional) approach of
inquiry to build the first, or fundamental, layer of knowledge to ask “How do C/PHNs feel about
their work and their work environment?” What then should be the framework to support this
study?
Recent studies have recognized the importance of a phenomenon called
“empowerment” to reach satisfaction on the job (refer to Appendix D). If one senses
empowerment, does that influence one’s choice of a job and longevity in it? One of the studies
examining empowerment also referred to commitment and an intent to stay in the job in
connection with research done by the Meyer and Allen team (Cho, Laschinger, & Wong, 2006). I
studied all three concepts in an extensive literature review, concluding that all share in the
framework structure and can be complimentarily assembled with the assumption that
professional nursing practice in the community depends on organizational structures that
empower (motivate) the nurse to continue to perform effectively and to remain in the job.
Discussion of those components follows.
Emerging Nurse-Conducted Studies Regarding Motivation and Job Satisfaction
The majority of studies among working nurses that were related to workplace
conditions, retention, and motivation to perform effectively and to stay on the job have utilized
instruments measuring what is called “job satisfaction” (Aiken, Clarke, Sloane, Sochalski, &
Silber, 2002). Results of such tests in the general population and among nurses have measured,
or evaluated, conditions affecting responsibility, task, communication, absenteeism, turnover,
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and even counterproductive behavior (Dormann & Zaph, 2001). Consequently, convincing
results have pointed to working conditions as the major cause of job unsatisfaction, and both
recruitment requirements and worksite evaluation strategies were continually being fine-tuned
to optimize a productive and contented workforce.
These studies led me to conclude early in my search that it is plausible to study the
stability factors (job retention) of nurses in community/public health by measuring their work
satisfaction (job satisfaction) and appreciation for the attributes that characterize the quality of
their professional practice in the workplace—linking perceptions of their workplace with the
work that they were charged to perform by their employer.
Reasons for the Nursing Shortage
U.S. employment-related factors that exacerbate or contribute to decreases in RN
recruitment and retention in the U.S. began in the early 1980s when, with the advent of
managed care and financing arrangements, administrators began seeking cost containment
through redesigning the health care delivery system. Health system changes in the 1980s and
1990s resulted in sicker hospitalized patients requiring more highly skilled caregivers, a shorter
length of hospital stay and earlier discharge to home/family care, an increased number of sicker
patients, and more complicated care in nursing homes and other non-hospital community
settings. Nurses became stressed because their control over patient care was interrupted,
resulting in greater patient dissatisfaction. In the mid-1980s many institutions altered patient
care staffing patterns, reducing the ratio of RN-to-non-RN caregivers even as the ratio of
patients to staff increased. Ironically, during that time some researchers projected a decline in
demand for nurses based on the impact of managed care, only to retract those predictions
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when the needs in patient care delivery later intensified (Andrews & Dziegielewski, 2005; GAO,
2001). Then, in the late 1990s recruiters and the professional organization The American Nurses
Association, drawing attention to policy related to federal and state funding, recognized a
shortage of nurses of varying degree regionally and by specialty across the country (Association
of Nurse Executives [AONE], 2000).
Some nurse leaders and researchers whose works were referenced throughout this
paper have looked beyond the much-discussed statistics of current practice conditions to the
setting in which the nurses work, inquiring about what they are doing and what patterns of
behavior they display with respect to the work of nursing. Is there a shortage due to
unavailability of nurses, or is work design, distribution, or utilization the issue? Is their pattern of
work affecting the reality of their presence in the job? Do they change jobs frequently, cover
more than one job, or work in a limited part-time way? Do they cross state or country borders
to work? Were nurses discouraged or dissatisfied with their work or their workplace? In a recent
Health Resources and Services Administration (HRSA), Bureau of Health Professions, study of
Registered Nurses (HRSA, 2004), 16.8% reported not working in nursing. Further examination of
this data reveals that 33.8% of those were retired who apparently retain their licensure; 43-49%
cite personal, domestic, or workplace reasons for not working in their profession. Therefore,
many underlying and unrecognized variables exist which influence the results of studies about
the nursing shortage and conditions nurses experience in the workplace.
Job Preparation Through Training and Education
Since 1998 public health leaders in practice and academia, recognizing the importance of
enlarging educational resources to assure an adequate ongoing supply of qualified employees,
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have been addressing the admonition by the Institute of Medicine (IOM) to facilitate
continuing training and appropriate education for PH workers in order to deliver the essential
services of public health competently (IOM, 1988, 2001a, 2001b, 2002). The Centers for Disease
Control and Prevention (CDC) has included that objective in its research objectives (Center for
Disease Control and Health Promotion [CDC], 2006). Fourteen Public Health Training Centers
have been established to train the workforce, particularly in population-focused care delivery
(BHPR - Public Health Training Centers website, n.d.); however, nurse-specific courses were few.
Preparation for C/PHN education in community theory and practice begins through a
nursing baccalaureate program, and it is not until this level that students begin to understand
the work and work life of the C/PHN (AACN, 2002, 2007a; ANA, 2007; APHA, 1996). Leadership
expertise is met through practice at the master’s level and ongoing continuing education
opportunities. Public health nursing is one of many specialties demanding highly qualified nurses
in increasing numbers from schools of nursing.
Review of Job-Related Studies Among Nurses
While some public health agencies may be conducting in-house job satisfaction
assessments to better define their agency objectives, national published studies of job
satisfaction of C/PHNs are few in number. (Please refer to Appendix D for an overview of studies
of this nature examined by the author.) In 1998 a team of researchers (Cumbey & Alexander,
1998) published results of survey research they conducted in South Carolina among
southeastern state-employed PHNs and LPNs (response rate 50.6%). They used a scaled
instrument, previously tested on PHNs in 1993, to measure nurses’ perceptions of
organizational structure (flexibility of relationships vertically and horizontally, and formalization
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of rules and regulations). In this study the Cronbach’s alpha reliability coefficients yielded on the
instrument subscales were greatly improved from the first study (0.71) to 0.83. They added to
this instrument one that measures technology (the process employees use to employ
equipment and control mechanisms that produce programs or services; descriptors were
instability or fluctuations in work patterns, variability of tasks, and uncertainty in understanding
the work). Here task behaviors were distinguished from job attitudes. The Cronbach’s alpha
reliability coefficients yielded a ranged from 0.67 to 0.74. Another scale was used for
environmental uncertainty, which yielded a low 0.36 alpha coefficient. Job satisfaction was
measured with the McCloskey/Mueller Satisfaction Scale (MMSS) containing eight subscales of
extrinsic rewards, scheduling, balance of family and work, coworkers, interaction opportunities,
professional opportunities, praise and recognition, and control and responsibility. With this
instrument the alpha coefficient yielded was 0.91. There were 70 items to the questionnaire.
Results revealed structure as the critical predictor of job satisfaction; the dimensions of
technology and environmental uncertainty were only significant in concert with each other or
with the dimensions of structure.
Campbell’s research team later conducted a similar study among county-based PHNs
and LPNs in Illinois (Campbell, Fowles, & Weber, 2004), using only the Alexander instrument (14
items) and the MMSS (31 items) along with 3 qualitative questions. Their results showed that
the more vertical the participation was among employees (the degree to which supervisors and
subordinates consulted together regarding the work and decisions) and the more horizontal
participations occurred, the greater the job satisfaction. PHNs reported moderate job
satisfaction, with longevity in the department playing a role. Seventy-three percent of the
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participants were 40 years old or older. These two studies shed light on C/PHNs’ perceptions
about their work and their workplace: revealing that interpersonal and intrapersonal structures
were important.
In the corporate world of the 21st century employment longevity has almost lost its
value. Job situations change, sometimes precipitously because of uncertain economic
conditions, causing companies to lay off employees or even fail. Evaluating “job satisfaction” in
terms of staying with the organization until retirement is becoming irrelevant in some
occupations. However, employee commitment to the organization and the rationale for that
commitment do influence how one spends time at work and the outcomes of the work
performed. In occupations that were facing shortages such as nursing, employers were
interested in retaining qualified employees, if for no other reason than the high cost of orienting
new recruits to the job. “Consequently, conditions that lead to changes in the nature of
commitment can have important implications for employee morale, motivation, performance
and, ultimately organizational success” (Meyer, Allen, & Topolnytsky, 1998). Frederick
Herzberg’s Two Factor Motivational Theory is a natural early supporting theory that provides a
glimpse of understanding to the issue of nurse job satisfaction and empowerment.
Selected Foundational Theories
Herzberg’s Two Factor Motivational Theory
Herzberg’s theory (Grigaliunas & Herzberg, 1971; Herzberg, 1987) was developed in
1959, at a time of remarkable upswing in the economy when employers were concerned about
retaining valuable employees in the competitive environment of other work opportunities.
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Herzberg interviewed engineers and accountants about their attitudes toward their jobs. From
their stories a two-dimensional need structure was determined that appeared to demonstrate
either avoidance of unpleasant circumstances (dissatisfiers) or factors that elicited satisfaction
in personal and psychological growth (satisfiers). He termed these dimensional variables
motivators and hygiene factors.
In subsequent research he recognized a pattern of meaningful factors specific to each
dimension: achievement, recognition, the work itself, responsibility, and advancement
opportunity in the motivator dimension that were intrinsic to the performance of the job;
company policies, administrative policies, supervision, salary, interpersonal relations, and
working conditions in the hygiene dimension which were extrinsic to the job and refer to the job
context. The further away from input into the decisions of these latter factors the employee is
positioned, the greater his dissatisfaction with the working conditions and the less motivated he
is to productively perform (termed “movement”) or even remain in the job.
When an employee is prodded to work in an authoritarian manner, movement is
initiated and the worker performs out of fear of punishment, but this is not motivation.
Herzberg took issue with positive meaningless incentives such as rewards and promotions.
Movement occurs here also. The individual is not necessarily motivated productively for the
long term, but depends on reinforcement with hygiene or extrinsic factors. Workers work best,
or were motivated, when they have the capacity from intrinsic (inside) stimulation; and that
comes from job enrichment which produces personal and professional growth and from
reasonable working conditions including satisfying relationships with others.
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Herzberg emphasized that job satisfaction and job dissatisfaction were not opposites of
each other; rather, job dissatisfaction is no job satisfaction and vice versa. His research
emphasizes more responsiveness to the maintenance of the motivating factors by the employer
that focus on the affirmation and growth of the individual than in working only on the
organization’s hygiene factors.
After a few years of experience with Herzberg’s theory it became evident that
researchers were finding inconsistencies in their results that were unsupportive of the theory.
However, that was because studies were designed using methods that failed to measure the
Motivation-Hygiene factors appropriately, such as: an opposing tone in the questions, mixing
free-choice and forced-choice questions, using symbolic scales, measuring only high-end and
low-end points on the Likert scale, and using an indiscrepant measuring device (Grigaliunas &
Herzberg, 1971; Herzberg, 1987). Herzberg’s supporters urged researchers using Herzberg’s
theory to carefully design the methodology to facilitate advantage to the participants studied
and remain true to its concept.
Herzberg and Managers. Using Herzberg’s theory, Timmreck (2001) surveyed 99 midlevel managers in California of varying education levels in various health services, including
nurses, to learn their beliefs in the motivational factors of achievement, recognition, the work
itself, responsibility, and advancement plus other factors noted to be motivating, such as pay,
self-interest, and expectation of a higher standard of living. These were measured on a 5-point
Likert scale as was the question of whether these mid-level managers used these factors as
motivators or not. The study’s results were remarkable for the discrepancies between beliefs
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and actual practice in management. Timmreck concluded that job characteristics and
interpersonal relationships influence motivation and attitude toward the job (Timmreck, 2001).
Empowerment Theory (Structural)—Kanter
Similar to Herzberg’s Motivation Theory is Rosabeth Moss Kanter’s Empowerment
theory (1997; see also Appendix B), used recently by nurse researchers. Kanter, a Harvard
Business Administration professor and international consultant in organizational dynamics,
innovation, and leadership for change, is considered one of the most influential business
thinkers in the world. (A search in the Web of Science citation database revealed a total of 5,623
references to her works.) She introduced the concept of empowerment in organizations in her
first book, Men and Women of the Corporation (Kanter, 1977). Her subsequent books and
articles reflected changes in thinking about the role of structural and psycho-social needs of
employees in the evolution of corporate culture during the time of transition from an industrial
and economic economy to one of information and services. Her ethnographic research approach
brought about understanding of the individual in the organizational culture in relationship to
structure and relationships.
In 1983 Kanter wrote The Change Masters, what she describes to Puffer as the opposite
end of the spectrum. The first book had “demonstrated conviction that you get more
productivity and greater contribution, and consequently higher performance, when you reduce
the number of walls or categories that divide people” (Puffer,2004b). She states, “The Change
Masters is my plea for empowerment, for democracy in the sense of recognizing that everyone
is capable of making a contribution by using his or her ability to think beyond the limits of a
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role” (Puffer, 2004a, 2004b). Her collateral efforts in the work-and-family movement for equity
and recognition led to government and corporate policy change.
Kanter’s empowerment theory operates on three notions: (a) opportunity that
encourages one to get ahead, (b) the potential impact of power that derives from one’s
involvement in key activities and alliances or relationships, and (c) the relative quantities of
socially different people positioned in the work environment (refer to Appendix B for
illustration). For organizations to experience success in satisfying employees and realizing a
culture of innovation and creativity, work environments should provide: (a) information about
the organization that fosters engagement in its mission, (b) effective resources to accomplish
the work, (c) recognition to employees and support by leadership in the roles and tasks of
decision making at each level of the organization, and (d) mechanisms for training and education
that allow the employee to learn and grow beyond one’s job description. Once these were in
place, employees will have increased feelings of autonomy, higher levels of self-efficacy, and
greater commitment to the organization. Kanter places importance on social structures in the
work setting in which each individual consciously acquires self-identity, which then influences
one’s behavior and interactions with others. One’s social identity is shaped by opportunity,
power, and diverse coworkers; one’s individual identity is operationalized through the career
and networking efforts that define the professional self (Ibarra, 2004). The power factors
existing in an empowering organization affect the employees in two ways: (a) formal power
defines the employee’s work, allows discretion in its execution, values the employee through
recognition, and gives relevance of the job to the mission of the organization; (b) informal
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power facilitates connections between and among employees and fosters relationship alliances
within and without the organization (Ibarra, 2004; Kanter, 1993).
Contemporary Application of Empowerment Theories
Intrapersonal Empowerment Theory (Psychological)—Spreitzer
Gretchen Sprietzer, Professor of Management and Organizations at the Stephen M. Ross
School of Business at the University of Michigan, focuses on employee empowerment and
leadership development, particularly in a climate of change or decline. A search in the ISI Web of
Knowledge (http://www.isiwebofknowledge.com) resulted in eight studies using her theory in
the past decade. She has co-authored 3 books and approximately 40 articles. Her most recent
interest is in thriving at work.
Spreitzer drew on the literature of several disciplines (psychology, sociology, theology,
education, and management) as well as the experiences of people in the workplace, to define
her dimensions of empowerment. She references such names as Zimmerman, Bandura, Thomas
and Velthouse, Rappaport, and Paulhus. She was influenced primarily by Kanter, though, in
developing her interpersonal empowerment theory on pre-existing conditions in the workplace
(Spreitzer, 2007). However, she recognized the more subtle nuances of soft science on the
affective domain that influence an employee’s sense of empowerment. Spreitzer believed that,
more than the number and qualifications of people sharing the workplace, intrapersonal
relationships influence attitudes toward the job and the organization. As a result, in her Theory
of Psychological (or Intrapersonal) Empowerment (Spreitzer, 1995a) she sets out to explain an
active, dynamic process of interaction of the individual’s personality with the work environment
(refer to Appendix B). Structural empowerment becomes the perception of the presence or
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absence of conditions that were empowering in the workplace; psychological empowerment is
the employees’ psychological interpretation or reaction to these conditions. Once the structural
components described by Kanter and others are in place, the affective components Spreitzer
describes in the work experience should bring satisfaction that leads to employees’ effective
and creative performance for the mission of the organization. The affective, or psychological,
components were: Self-Determination, the feelings of control over one’s work; Meaning,
congruence between the job’s requirements and one’s values and beliefs that give unction to
one’s behavior related to the job/organization; Competence, confidence in one’s ability to
perform the job at some measurable level; and Impact, a sense of being able to influence
important outcomes through the job within the organization. She confirmed the theory’s validity
and reliability in her dissertation work in the field of business, bringing together a theoretical
framework that exhibits the influence certain structural components called antecedents have on
one’s sense of being empowered and the resultant behavioral outcomes that benefit or
jeopardize the organization and its mission. Subsequent research further validated her claims
(Spreitzer, 1995b). Antecedents in their positive form were described as:
1. Absence of role ambiguity: the extent of decision making authority
2. Sociopolitical support: legitimacy, endorsement, approval
3. Access to strategic information: direct communication
4. Access to resources: funds, materials, space, time
5. Work unit culture: values, beliefs that produce cognition and norms of behavior
6. Span of control (of the manager).
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Consequences, or behavioral outcomes, were:
1. Innovation and creativity of the employee in a positive environment
2. Evidence of managerial or work effectiveness.
Both yield self-efficacy, increased organizational commitment, autonomy, perceptions
of participation from management, and ultimately, job satisfaction. (Please refer to Appendix B
for an illustration that combines Kanter and Spreitzer.)
Reliability Evidence. Reliability is understood to have the properties of stability,
consistency, and dependability Sprietzer (1996) and later Laschinger and colleagues (Laschinger
et al., 2001) demonstrated these in repeated measures testing. Spreitzer reports the following
reliability results on her Structural and Psychological Empowerment Survey: meaning .94/.79;
competence .85/.87; self-determination .86/.87; impact .92/.91; sociopolitical support .77/.79;
access to strategic information .60/.68.
Validity Evidence. Polit and Beck (2004) define validity as “the degree to which an
instrument measures what it is supposed to” (p. 422). Sprietzer’s instrument was developed
using middle managers in a Fortune 500 corporation. She employed rigorous measures to
establish its constructive validity: exploratory factor analysis and confirmatory factor analysis to
satisfy independence of the 8 social-structural variables and superior and subordinate
assessments of outcomes (effectiveness of work and innovation—which will not be used in this
study) (Sprietzer, 1996). Her instrument has since been used to study job satisfaction among
nurses by Laschinger and colleagues with satisfactory results for this population (Laschinger,
Finegan, Shamian, & Wilk, 2004). Combining it with Meyer and Allen’s Commitment survey may
testify to its criterion validity in attitudes about job tenure. Table 1 organizes each of these three
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major theories of Herzberg, Kanter, and Sprietzer—and their related components in visual form
for comparison.

Table 1
Comparison of Theory Components of Herzberg, Spreitzer, and Kanter
Herzberg’s Two-Factor Theory Kanter’s Theory of Structural Spreitzer’s Psychological
of Motivation
Empowerment
Empowerment Theory
Intrinsic Factors (Motivators):
Opportunity to advance in
Absence of role ambiguity;
achievement, recognition, the
job/career
intrinsic cognitions of
work itself, responsibility, and
meaning, competency,
advancement opportunity
self-determination, and
impact
Sense of affirmation through Access to strategic
transparent information
information
about the organization and
its mission
Extrinsic Factors (Hygiene):
Effective resources to
Access to resources
company policies,
accomplish the job
administrative policies,
Recognition by employer and Sociopolitical support and
supervision, salary,
employees through
work unit culture
interpersonal relations, and
engagement in decision
working conditions
making

For the purpose of this study, it is assumed that C/PHNs view their work environment as
a place where there are opportunities, and not constraints; where positive behaviors
demonstrate empowerment for themselves and ultimately for the communities they serve.
Other assumptions that apply to the C/PHN, relative to the conceptual framework, are that their
empowering organizational structure promotes:
1. A job that is well-defined and work that is meaningful,
2. Feelings of confidence and self-assuredness exist (competence),
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3.

Autonomy and mastery of the job’s requirements (self-determination),

4. Control and influence over the work is felt in the department and by the community
(impact),
5. Adequate sociopolitical supports,
6. Strategic information about the job and the agency,
7. Access to necessary resources,
8. Participation and collaboration is supported in the workplace/department culture.
Defining Power
Manojlovich (2007) provides a re-acquaintance with and brief review of the meaning of
power and its components. The concept of power is widely used and broadly defined, depending
on the disciplines using it (mathematicians, sociologists, physicists, electricians), the individuals
or organizations wielding it, and the recipients of its results. For nursing, there is a large body of
literature about facilitating the exercise of power in the client or patient. For the purpose of this
study, the exercise of power lies in the nurse as employee and as a practitioner. It is also
important to distinguish Kanter’s two components of power: formal power, which is conferred
by others through responsibilities, status, and recognition and informal power, formed and
nurtured in the working relationships of the work setting. Both are at play in the empowerment
theory combination (Manojlovich, 2007; Manojlovich & Laschinger, 2002). For the purpose of
this study, the two components of power are not emphasized, but they will be implied in
Spreitzer’s instrument.
Power arises from relationships and not just formal designation, and it may arise from
within one’s own psyche as well as from the environment. It is liberating to one’s spirit and
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activates a nurse’s professional intent to practice competently. In this study power is referred to
as important to the nurse’s work relationships, nurse-supervisor relationships, ultimately nurseclient relationships, and the ability to have control over the content, context, and competence
of practice.
Manojlovich’s overview of empowerment in the work environment is “a workplace that
has the requisite structures to promote empowerment, a psychological belief in one’s ability to
be empowered, and acknowledgement that there is power in the relationships and caring that
nurses provide” (Manojlovich, 2007, p. 1).
Applications of Empowerment Theories
Laschinger and her Canadian colleagues seem to be the first and most prolific in
applying Kanter’s theory to nursing practice, using various couplings of Kanter’s own tools and
those of others (Laschinger, 1996). Laschinger and other researchers also recognized the value
of Sprietzer’s adaptation of Kanter’s structural empowerment to psychological concepts of
cognition and began using her tool to study nurses. For examples, they have examined structural
and psychological empowerment’s influence on job strain and work satisfaction (Laschinger et
al., 2001), structural and psychological empowerment and personality characteristics of
mastery, and the achievement needs relationship with job satisfaction (Manojlovich &
Laschinger, 2002), and structural and psychological empowerment coupled with the revised
Nursing Work Index of Aiken to measure Magnet Hospital characteristics (Laschinger, Almost, &
Tuer-Hodes, 2003). For a comparison of these and succeeding studies, please refer to Appendix
D.
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Outcomes in the above studies point to the high level of motivation nurses have when
empowered by positive components in both the structure and psychological domains of the
organization, resulting in their ability to share the sources of power with their colleagues,
subordinates, and clients (individual and community). Deep within Kanter’s model of Structural
Empowerment is the intermediate impact on employees of increased organizational
commitment resulting from the presence of formal and informal structures that elicit
satisfaction (Ibarra, 2004). Cho and her team recognized this outcome and designed a study of
workplace empowerment, work engagement, and organizational commitment (Cho et al., 2006).
They combined Laschinger’s Kanter-based instrument (Conditions of Work Effectiveness
Questionnaire II), a portion of Meyer and Allen’s (Meyer, Becker, & Vandenberghe, 2004)
Employee Commitment Survey (both teams being in the University of Western Ontario) and
added a portion of Leiter and Maslach’s Areas of Worklife Scale (Leiter & Maslach, 2002).
Although the strength of their results may be in question (the instrument’s authors strongly
advised against using only portions of their instrument), they report that positive structural
empowerment measures in the organization impacted on the work engagement (and thus
reduced burnout) of the participants, leading to greater organizational commitment.
The concept of organizational commitment became important to this study because of
its relationship to intent to stay and the problem of nurse retention, particularly C/PHNs, in the
workplace. The next section describes Meyer and Allen’s Three-Component Theory of
Organizational Commitment (refer to Appendix A Table A4).
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Organizational Commitment—Meyer and Allen
Commitment is a directional term that denotes a “pledge to a person or thing”,
believing there is value or worth in the object of the action (Dictionary.com, 2008). A synonym
often used is dedication. The first published articles on workplace commitment date back to the
1950s; however, formal research on the topic did not surface until the 1970s as sociologists and
psychologists concentrated on reducing turnover rates in organizations. Two views have
evolved: commitment as a behavior of the employee and commitment as an attitudinal
approach toward the organization. Moral involvement (internalization and identification with
the organization), calculative involvement (negative or positive attachment based on acceptable
inducements), and alienative involvement (intensely negative attachment due to lack of control
over one’s life) were three dimensions that describe organizational commitment . These early
concepts formed the basis of Meyer and Allen’s work and became the rudiments of their ThreeComponent Theory of Organizational Commitment. In support of Meyer and Allen, Manion
describes commitment not as compliance, but as the connection between a positive element
(where enthusiasm is evident) and a negative element (where persistence is evident) and the
compulsion behind the decision, a psychological process often brought on by adversity (Manion,
2004). It is an act toward engagement, a pledge, a promise or condition of obligation, continuing
in a course of action even when alternatives or difficulties loom up. It is based on a belief that
compels one to action. Manion describes five stages of the commitment process: (a)
exploratory, (b) testing accommodation in the context of adversity, (c) passion of decision, (d)
quiet leading to retaining and sustaining the commitment, and (e) integrating positive and
negative elements.
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Employee Commitment. In some ways, commitment has begun to rival job satisfaction in
estimating the responses of employees to their work and workplace. Organizational
Commitment, and likewise, Occupational or Professional Commitment, is defined by Meyer and
colleagues as a psychological link between the employee and their employing organization (or
their profession) that may determine the stability of and adherence to their employment
(Meyer et al., 1998; Nogueras, 2006). Meyer has defined 3 components to organizational
commitment:
1. affective commitment—desire-based , or the individual stays with the organization
because one wants to; one’s expectations and needs are being met.
2. continuance commitment—the individual stays because one needs to, having
accumulated investments that would be lost if he or she left.
3. normative commitment—the individual stays because one ought to; socialization
experiences promote loyalty and obligation to the employer and fellow workers.
The measure of commitment C/PHNs have to their work and their employing
organization is uncertain. A recent study of nurses revealed that in all three components of
Meyer and Allen’s Commitment scale, the higher the commitment the less likely the intent to
leave the profession (Nogueras, 2006). A study of repeated measures of student and practicing
nurses demonstrated positive correlations on all components; they were similar but
independent for occupation/profession commitment and for organizational commitment
(Meyer, Allen, & C. Smith, 1993).
Intent to Stay or Leave the Organization. Intent to stay or leave the organization may be
defined as a calculation, design, aim, or ambition to terminate employment/membership
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(Sisson, 1994). Articles about retention and intent to leave appeared in the human resources
and health care literature in the mid-1990s, at a time when nurses were recognizing inequities in
workplace policies. Since then only two studies have appeared in the literature about
community-based nurses (home care nurses, long-term care facility nurses, correctional nurses,
and public health nurses (Betkus & MacLeod, 2004). Another supporting internet-based
voluntary study of nurses (Nogueras, 2006) used Meyer and Allen’s Three-Component Model of
Occupational Commitment in combination with Meyer’s Measure of Career Change (Meyer et
al., 1993).
The Three-Component Theory of Organizational Commitment was first described and
tested in 1991 in a rubric of three themes that seemed to explain why employees remained in
an organization even if their experience was undesirable (Meyer et al., 1993). Those who
perceive their experiences with the organization were meeting their expectations and satisfying
their needs display affective commitment—want to stay. Those who have made investments
(years, life alterations, equity in benefits) stay because they need to in order to avoid losses and
were designated as continuance commitment—need to stay. Those who feel a strong loyalty
and enjoy socialization experiences see the appropriateness of staying and were normatively
committed to the organization—ought to stay. Meyer and his research team tested this theory
on a professional group—student nurses and practicing nurses (including PHNs)—in a repeatedmeasures design with a questionnaire they developed (Meyer et al., 1993). They aimed to
measure the degrees of commitment to the organization as the participants gained skill and
experience and to determine the influence of membership in the profession of nursing on
commitment to the job and vice versa. They hoped all three components would be negatively
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related to leaving the nursing profession and the organization; this was confirmed in the results.
Affective and normative commitment correlated positively with involvement in the profession
and its activities; continuance did not correlate significantly. Interestingly, affective commitment
contributed most frequently to prediction, and in particular, where organization-relevant
outcomes were measured. (Please refer to Appendix B for a composite illustration of the
theories of Kanter, Spreitzer, and Meyer and Allen.)
Subsequent to this initial study, Meyer and Allen have improved on and validated their
instrument until today they market it for business, industry, and education through the internet
as the “TCM Employee Commitment Survey” (Meyer et al., 2004). (It is not in the Health and
Psychosocial Instruments database.) Besides Nogueras, others have used Meyer’s theory among
nurses. Some have combined it with other scales to study new graduates in relationship to
exhaustion and burnout (Cho et al., 2006). Herscovitch and Meyer tested the instrument with
hospital nurses in the context of organizational change (Herscovitch & Meyer, 2002) and
extended the earlier version of the theory to discriminate between commitment-relevant
behaviors of focal concern (i.e., intending to stay) and of discretionary nature (any course of
action not of a focal nature, such as adaptations to change or compliance). The alpha coefficient
scores on the three scales were .91, .87, and .90. A search in the OVID database using author
and instrument name yielded 41 international studies referencing Meyer and Allen and/or using
the tool, attesting to its generalizability, though cultural differences contribute to some
problems of fit in factor analysis (Ko, Price, & Mueller, 1997).
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The Three Component Commitment instrument has demonstrated validity among
nurses in Canada in a changing environment through repeated measures correlation studies
(Herscovitch & Meyer, 2002).
Review of Relevant Studies Leading to Decision on Method and Instrument
Before deciding on the theories of Kanter, Sprietzer, and Meyer and Allen, other
important studies were considered with surprising revelations (refer to Appendix D). Two
University of Maryland nurse researchers noted that a much-used job satisfaction instrument
developed by Stamps (Stamps, 1997) for nurses, called the Index of Work Satisfaction (IWS),
needed examination for reliability with attention to each of the subscales (turnover intent,
organizational commitment, and job stress), rather than an overall score (Zangaro & Soeken,
2005). In their meta-analysis of 14 studies using this instrument, a range of .73 to .90 by
populations was found, with the most reliable work setting being the hospital. Zangaro and
Soeken were unable to establish reliability and validity for the entire two-part instrument
because of inconsistent use of it by researchers. It is one of the most widely used instruments to
measure job satisfaction in nursing, yet some researchers subsequent to its authors have failed
to build credibility to it because of neglect in conducting further validity studies on the
subscales. Unfortunately, then, this instrument is unacceptable for this study of C/PHNs at this
time.
Canadian nurse researchers are seriously concerned about strengthening their nursing
workforce. Like the U.S., they have experienced changes in their national health care system and
structure which have caused a similar decline in the nursing workforce capacity to ours. In order
to learn how to retain PHNs in rural regions, researchers have conducted studies to measure the
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job satisfaction and perceptions of the quality of their nursing practice environments
(Armstrong & Cameron, 2005; Best & Thurston, 2006; Betkus & MacLeod, 2004). Betkus and
MacLeod modified a tool developed by the University of North Dakota that is particular to rural
health and based on the IWS. Their goal was to measure intent to stay. Best and Thurston also
used the IWS in a repeated measures method among PHNs. Armstrong-Stassen and Cameron
were looking for the same data among nurses who worked in PH, home care, and community
care access centers when they developed their own purpose-driven tool based on numerous
studies and concepts. Because it has not been replicated and is country- and population-specific,
their tool is not acceptable for this study.
From both Kanter’s and Spreitzer’s work, Laschinger and her research team at the
University of Western Ontario developed the instrument they named The Conditions of Work
Effectiveness Questionnaire II. They used it in several studies alone and with additional
components (Laschinger, 1996; Laschinger & Spence, 1996; Laschinger et al., 2001, 2004).
Validity and reliability tests have been acceptable in most cases by their report. A major
drawback with their instrument is that the evaluative standard of the rating scales for each item
lacks empirically distinct referents (None to A Lot). Some researchers even question the use of
Agree–Disagree scales of an instrument (Foddy, 1993) and, to compensate, urge careful
construction of the items by defining the concept to be measured and by even indicating the
increment of points across the spectrum of the scale. Because Laschinger’s instrument has been
constructed for use among the general population of nurses, some alterations would be
necessary to adapt for C/PHNs which reflect more accurately their work and their workplace.
After careful consideration, the instrument is undesirable for this study for those reasons.
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Aiken and colleagues revised Kramer and Hafner’s Nursing Work Index (1989)
instrument, the 65 items of which were derived from traits of magnet hospitals comprised of
themes of autonomy, control over environment, and relationships with physicians (Aiken &
Patrician, 2000). Manipulation of the subscales and some items within them, as well as using
groups as units of analysis rather than individuals (resulting in the reduction of items to 57),
renders it of questionable reliability. It was further altered without rigorous statistical analysis in
two other studies with addition of subscales, added items to a subscale, and a change in
wording to an item statement (Flynn, Carryer, & Budge, 2005; Upenieks, 2002). A statistical
critique on using this instrument gave it a “no-pass” grade for fitness (Cummings, Hayduk, &
Estabrooks, 2006)—it is thus unacceptable for this study.
Crumbey and Alexander were previously mentioned (Cumbey & Alexander, 1998). Four
dimensions were combined in their instrument: structure, technology, environmental
uncertainty, and satisfaction, using the McCloskey-Mueller Satisfaction Survey (MMSS), which
was determined unreliable because of inconsistency of some internal factors (Tourangeau, Hall,
Doran, & Petch, 2006). Nurse researchers in Illinois used this instrument among C/PHNs, raising
the MMSS overall reliability score (Campbell et al., 2004). This instrument is rejected based on
its length and the above uncertainties.
Brooks and Anderson saw an advantage in refining the Quality of Nursing Work Life
(QNWL) questionnaire based on the Quality of Work Life studies conducted in 1974 by Davis and
Trist and later improved in 1976 by Cherns and David, all industrial researchers (Brooks &
Anderson, 2005). They set out to explore the four concept components of the QNWL (Work
Life/Home Life, Work Design, Work Context, and Work World) and joined colleagues in testing
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the instrument among Chicago-area hospital-based nurses (Brooks et al., 2007), the results of
which demonstrated improvement needs at the nexus where the employees and the
organization meet. In this cited study, Cronbach’s alpha yielded a score of .771 for subscales.
Long consideration was given to this instrument; however, it lacks a track record in reliability
and requires alteration in some items to fit the population.
A C/PH educator team in Wisconsin conducted a study among C/PHNs in 77 local health
departments after structural changes were made statewide as a result of participation in the
Turning Point program (Zahner & Gredig, 2005a). The theme was competency, using PHN
Competencies based on the 10 Essentials of PH as the framework, and items about the nature of
the work. It has not been validated; therefore, is undesirable for this study. It would be valuable
as an agency workforce assessment or as a guide to qualitative research among C/PHNs. Zahner
continues to promote improved nursing workforce capacity, particularly in her state of
Wisconsin. She and her colleagues developed Linking Education and Practice for Excellence in
Public Health Nursing Project (LEAP), which is funded by HRSA. Its goal is to improve education
for practice in public health nursing throughout the state by targeting nursing faculty in
baccalaureate nursing programs, undergraduate nursing students, and practicing public health
nurses (UWisc-SON, 2007).
The Decision
After examining the literature carefully with a broad sweep in the field of workplace
experience addressed by job satisfaction, empowerment, and quality of work life, it was
determined that Sprietzer’s Intrapersonal Psychological Empowerment instrument (Spreitzer,
1995b, 1996) would elicit the data this researcher is seeking about C/PHNs’ perceptions of their
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work and their workplace. The items were explicit and clearly delineated across components of
the theory, the rating scale is a generous 7-pt. Likert scale, and alpha reliability statistics were
.76 and above.
Meyer’s TCM Employee Commitment Survey was coupled with the Psychological
Empowerment instrument to expand on the behavioral outcome effect of organizational
commitment in Spreitzer’s instrument. A final 3-item scale developed by Meyer concludes the
questionnaire with global statements based on 7-point responses that address the C/PHNs’
intentions toward staying with or leaving the job/organization.
Selecting the instrument combination was guided by the following principles:
a. Inclusive enough to economize on the burden C/PHNs will experience in completing
it. Acceptable length of time for a mailed survey is 15 minutes (Rea & Parker, 1997).
b. Inclusive enough to capture current circumstances.
c. Inclusive enough to provide foundation for further study, both quantitative and
qualitative.
d. Should adequately measure the theoretical concepts of structural and psychological
empowerment.
Rationale for Study
The primary rationale for conducting this study is that there is great concern about
capacity (adequacy and competence) of the nursing workforce, especially in public health.
Because of the geo-political, epidemiologic, and societal forces which impact on public health
currently, this study of community/public health nurses is timely in that it is imperative that we
learn what organizational structure and psychological forces influence the C/PHN’s commitment
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and tenure in the job so that strategies can be developed to improve recruitment and retention
efforts. Secondarily, this study is calculated to open a career of research in PH for the author.
Logic of the Research
In the following paragraphs I explain the logic for conducting research among 10 specific
states and the expectation of results using my adaptation of the Spreitzer and Meyer and Allen
instrument combination.
The Institute of Medicine has emphasized that developing a fully competent PH
workforce is critical to the integrity of the nation’s PH infrastructure (2002). As an outgrowth of
the 2003 IOM report on the future of the nation’s public health, an assessment, a definition, and
evaluation of the work of PH (although not specifically PH Nursing) was performed in 2004
(Abrams, 2004; Tilson & Berkowitz, 2006; Tilson & Gebbie, 2004). By this time the Turning Point
mentoring program, funded by the Robert Wood Johnson Foundation (RWJF) in 1999 for the
next 5 years, had provided vision in the participating state health agencies for quality
improvement. In 2004 a steering committee of public health stakeholders (including
representatives from APHA, ASTHO, and NACCHO) was convened by RWJF to examine the
feasibility of a national accreditation program in PH. At the same time a collaboration activity of
five states already assessing their performance, called the Multistate Learning Collaborative
(MLC-I), got underway. Those states—Illinois, Michigan, Missouri, North Carolina, and
Washington—were funded by the RWJF and CDC. They were gathering data that would inform
the committee and lay groundwork for the program that eventually evolved: Exploring
Accreditation. At the heart of these large-scale experiments was developing national public
health performance standards upon which to measure functions and outcomes and to assure
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quality services, governance strategies, financing strategies to sustain such a program,
incentives, capacity, and evaluation. The goals were that accreditation will mean to the public
that expectations of performance were clear under uniform nationally accepted standards of
quality, visibility and public awareness will be raised, public trust enhanced, and PH agency
credibility established, resulting in a stronger community constituency (Bender, K, Fallon, M.,
Jarris, P., & Libbey. P., 2007). Since the ultimate responsibility is on the local public health
entities, in 2004 the National Association of Boards of Health joined the other organizations
above in adopting an agreement statement of collaboration in supporting the states seeking
accreditation. Phase 2 of MLC (MLC-II) was introduced and 21 states applied, resulting in a final
criteria-based selection of 10 states by late 2007: Florida, Illinois, Kansas, Michigan, Minnesota,
Missouri, New Hampshire, North Carolina, Ohio, and Washington—9 of these states were the
focus of this study. The 10th state, Indiana, was substituted for ineligible New Hampshire. The
most current references for these developments were the July-Aug. 2007 issue of Journal of
Public Health Management and Practice and the National Network of PH Institutions (2007)
website (nnphi.org).
While at least two nurse leaders have been involved in the functioning of these
programs and on their working committees, the focus has been on PH workforce and agency
performance, without distinction of disciplines. It is of interest to me, therefore, what impact
this environment may have on nurses in these forward-thinking state agencies, and if those
nurses are perceiving a sense of empowerment to practice. To date, there has not been a
nationwide accounting of the depth and scope of C/PHN practice nor an examination into job
satisfaction factors; U.S. C/PHNs have not been queried about their level of commitment to their
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job nor their consideration of a career change to the extent that predictions can be made about
job tenure, and, by extension, about nursing shortages in the public health system.
Community nurses in the U.S. who work in the public health system are particularly
important as targets for research because resulting data that informs nurse leaders and
educators of the “fit” of the educated graduate to the community practice setting is necessary
for effective recruitment practices, and because new and seasoned C/PHNs benefit from
opportunities to share their experience and perceptions, thus reinforcing reasons for retention
(Misener, 1994; Salinsky & Gursky, 2006; Swider et al., 2006). This study has given C/PHNs
opportunity to indicate little-known perceptions of their work and workplace as well as their
level of commitment to the job and intent to stay, which, in turn, may provide knowledge about
their ability to practice professionally in the community.
Previous studies using Spreitzer’s framework to gain information about employees’
(though not nurses’) perceptions of empowerment revealed:
1. Significant correlation among all 4 dimensions of empowerment (Spreitzer, 1995;
Spreitzer et al., 1999); Higher levels of empowerment were positively related to
perceptions of role clarity, job meaning, competence, self determinism, and job
impact, and
2. A good fit between the hypothetical model and the antecedents (Spreitzer, 1995a &
b), and
3. Significant correlation of all Intrapersonal Empowerment items between a
management group and the subordinates (Spreitzer, 1996).
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Based on Meyer and Allen studies among student nurses and professionally active
nurses in Canada, in which community-based nurses were included (Meyer et al., 1993), it
seemed reasonable to assume that similar results of commitment would be obtained among
U.S. C/PHNs in using their instrument, such as:
1. Positive correlation in affective and normative commitment. (“I like and support my
coworkers, I want to stay” vs. “I believe in the mission of the organization, I ought to
stay.”)
2. Smaller and significantly negative correlation between affective and continuance
commitment. (“I like and support my coworkers, I want to stay” vs. “It is too costly
to leave, I need to stay.”)
3. Negative correlation in all three forms with career change (intent to stay in the job).
4. Higher levels of empowerment were positively related to a higher level of
commitment. A higher level of commitment was positively related to job tenure
(Career Change).
Certain Characteristics of the Selected States
The state systems represented by the sample of district and local public health entities
vary in location, organizational structure, and levels of effort toward improving quality of
programs and services: Florida, Illinois, Kansas, Michigan, Minnesota, Missouri, New Hampshire,
North Carolina, Ohio, and Washington. Organizational characteristics with potential impact on
C/PHNs’ perceptions of their work and their workplace collected by secondary research
methods and which may serve as later factors in the analysis of data from this study were:
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1. Governmental sovereignty of the state (commonwealth or federalist) (home rule or
not)—relates to agency autonomy, community participation in governance, and
control nurses may have over their jobs.
2. Administrative structure of the public health system (county-based, city–county
combined, district) (Beitsch, Grigg, Menachemi, & R.G. Brooks, 2006)—relates to
organizational factors that influence job satisfaction, commitment, and intent to
stay.
3. Rate of nursing shortage projection (HRSA, 2002)—relates to organizational climate.
4. Presence of a nursing workforce center (NursingWorkforceCenters.org)—relates to
professional influence outside the agency.
5. Continuing Education Unit (CEU) requirements of nurses, particularly C/PHNs (from
the Nation Council of State Boards of Nursing)—relates to educational achievement,
competency, and career advancement and is indirectly related to organizational
factors such as availability of resources.
See Table 2 for data on items 3-5.
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Table 2
Nursing Factors of States Selected for This Study

State

Health
Ranking
(out of
50)

Nurse
Shortage
Percentage in
2005

Florida
Illinois
Indiana
Kansas
Michigan
Minnesota
Missouri
North Carolina

41
33
33
17
27
1
35
36

-7
-3+
-1
-3+
-3+
-3+
-8
-3+

Primary Care
HPSA*
Shortage
Areas/Total
Counties
65/81
95/95
91/105
74/86
56/86
100/108
9/85

Nursing
Workforce
Center
X
X
X
X

Continuing
Education Unit
(CEU)
Requirements
X
X
X
X

Ohio
25
-3+
59/88
X
X
Washington
15
-14
37/37
X
Note. These 10 states were applicants in the Exploring Accreditation Program. Two other
characteristics were selected as criteria for this C/PHN study: Health Ranking according to a
study by the United Health Foundation, and the Health Resources and Services Administration’s
2000 projections of shortage of RNs greater than 3%. All states were members of State
Associations of County and City Health Officials (SACCHO). * Health Professional Shortage Area

History of Community/Public Health Nursing and the Public Health Infrastructure
The systematic literature review that informs this section can be viewed in table format
in Appendix E.
Overview
Historical information brings coherence to what we are beginning to recognize in
attitudes and relationships in community-public health nursing practice, because the early U.S.
society influences from 1750 onward and the resultant evolvement of public health nursing
from 1890 to the present parallel the timeline of the public health system’s development. It is
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important to examine the work environments and practice issues of the contemporary C/PHN
through an historic lens because of the struggle public health nursing has had in being seen and
heard at the planning and policy-making table. While nurses were considered as necessary as
sanitation workers to stem the tide of disease from before the turn of the 20th century, they
were often reluctantly awarded opportunities to increase their role because they were female
and because they were seen as competitors with physicians. They were still surprisingly capable
of assuming leadership and persevered through changing societal attitudes and episodic healthrelated challenges to advance nursing practice for the good of the vulnerable populations they
served. Some nurse leaders today believe the underlying causes to the current nursing shortage
are attributable to gender bias in which caregiving in health care systems is devalued and
nurses, being mostly female, have been referred to in disempowered terms, as victims of
unhealthy work environments and subject today in some fields to “poaching” by recruiters
(Meleis & Simon, 2006). Researchers point to the futility of setting policy on numbers and their
disparities, but appeal for considering the value of what nurses do and the professional rights
they should be empowered with. (To view the Historical Review in table format, please refer to
Appendix E.)
Rationale for a Historical Review
The history phase of the literature review was conducted in order to understand the
conditions of society; the forces that shaped, shrank, reshaped, and consolidated public health
nursing; and the relationship community nurses have had with other nurses, physicians and
administrators (and ultimately policymakers), while serving their communities. A characteristic
of senior C/PHNs is longevity in the agencies, for some a lifetime career. The average time of
53

service is over 30 years (ASTHO, 2004). Reviewing the struggle of community-serving nurses for
recognition, their realization of the importance of training and advancing education, and the
importance of holding and creating value in the PH team has informed me about the C/PHN
specialty’s development toward structural and psychological empowerment. This historical
backdrop serves to explain the current spirit and measure of fulfillment of nurses in the C/PH
culture when data is later analyzed following the capture of their perceptions about their work
and workplace today.
Search Phases and Their Results
In addition to historical secondary research, data was gathered to describe the
infrastructure of nursing and public health and current conditions that impact on the practice of
community nurses such as structure and function variability of PH districts and local health
departments, how they serve the communities geographically and politically, types of health
boards and councils of health, administration patterns, programming and services and fiscal
support sources for them, credentialing and accreditation efforts, and state health rankings. The
investigation has resulted in the reality of a complex public health system, once simplistically
funded by federal, state, and local taxes and supplemented by local charities, which now is
complicated with grant-driven activities and managed care regulations. Some of that data will
be used in this study’s analysis and discussion.
Publications of experts in systematic literature review were consulted for procedures
and resource suggestions (Hanafin, Cowley, & Griffiths, 2004; Rychetnik, 2004; Way & MacNeil,
2006). Of particular importance to this study is Way and McNeil’s review in continuing education
format of organizational characteristics, including commitment, and their effect on the health of
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nurses (a subject that will be discussed in Chapter 5). Research sources consulted were the
databases MEDLINE, covering 1966 to the present; the Cumulative Index to Nursing and Allied
Health Literature (CINAHL), covering 1937 to the present; and the National Library of Medicine’s
PubMed Central, covering as far back as 1798. Current researchers (Hanafin et al., 2004; K.
Stevens, 2001) point to these databases as primary in locating sources in nursing-related
literature. Trends, education and training, health service delivery models, the state of the
infrastructure of public health, and progression of the visiting nurse to a professional status
were sought. The majority of articles about early PHN history were published in the APHA
Journal, the American Journal of Public Health (AJPH). The earliest article published in that
journal by a nurse about PH nursing was in 1914.
The bulk of early historical information was sourced in accounts by Buhler-Wilkerson,
covering 1893 to 1952 in three historical articles (Buhler-Wilkerson, 1985, 1993, 2001); Keeling,
covering medication and treatment functions of nurses from 1893 to 1944 (Keeling, 2006);
Sandelowski’s philosophical examination of the struggle for autonomy over IV therapy
(Sandelowski, 1999); Dreher’s letter to the editor of AJPH regarding early 20th century history
(Dreher, 1985); Roberts and Heinrich, covering 1920-1985 in an historical account (Roberts &
Heinrich, 1985); Abrams, covering the mechanisms of competency-building from 1931 to 2003
(Abrams, 2004); Bates, covering the TB campaign into 1938 (Bates, 1992); and a current widely
used CH text (Stanhope & Lancaster, 2004). To locate books of historical accounts a search of
George Mason University holdings yielded 28 references, 5 of which were specific to PHN
history (Andrist, Nicholas, & Wolf, 2006; Buhler-Wilkerson, 1993, 1985, 2001; Fitzpatrick, 1975;
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B. Kalisch & P. Kalisch, 2004). A few classic books were purchased from Barnes & Nobles’ used
and out-of-print online store that provide illustrations and photos of the times.
PHN-specific publication began in 1914 and lasted until the 1950s. It was not until
March 1984 that PH nursing seized opportunity to publish its own journal again, Public Health
Nursing. Specific table of content searches in the Journal of Public Health Management and
Practice and Public Health Nursing, including on-shelf examination of current issues, yielded 21
historical articles. By using search terms in PubMed of nursing-public health-history and
stretching dates to 1900, a total of 5 articles that met the inclusion criteria (U.S., English,
chronological account) were derived from 531. Using search terms public health-nursing-rolefunction in the same time period added 21 more articles out of 320.
To augment early history of evolvement of PHN in function and profession and to obtain
more information about the developing public health system, manual searches through specific
journal search engines were done in the AJPH, Public Health Nursing, Journal of Public Health
Management and Practice, and Journal of Community Health Nursing. All totaled, 79 relevant
sources were consulted. Digital Dissertations, with public health-history terms, produced 19
citations. Several focused on U.S. states, or by era, or were related to the growth of professional
organizations or events; however, they did not yield further data for the purpose of this study.
In 1914 Ella Phillips Crandall, a nurse leader in the National Organization of Public Health
Nurses, in a speech written for the American Public Health Association (APHA), emphasized the
importance of remembering the history of the “extra-mural” home-visiting nurse and the role
she played in the Biblical early church down to the 19th and early 20th centuries (Crandall, 1915).
In reflecting on her admonition, this researcher is motivated to understand challenges
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encountered by nurses and the victories won for the sake of vulnerable populations in an
environment then managed and mastered by a patriarchal society. The fitful development of
nursing practice in a changing society of geo-political, social, and environmental forces is equally
compelling. As a result, gaining an appreciation for the development of the profession known
today from the backdrop described may lend understanding to the study of how current C/PHNs
perceive their work and their work environment.
To facilitate reading styles, I formatted the results of this systematic literature review in
two ways: on a table in incremental time segments with the corresponding events of the
profession and the public health system, which may be viewed in Appendix E, and in narrative
format by the same time segments on the following pages.
An Historical Account of the Development of PHN Practice in the PH System:
Evolvement of Community/Public Health Nursing Corresponding with Public Health
Timeline—1751 to 2000
Trends in Practice, Infrastructure, Relationships, and Professional Development
When European settlers created communities in colonial America, the English Poor Law
prevailed. Its limiting requirements assigned the care of the poor, blind, and lame to the
almshouse. Typically, where possible, these individuals who had family were cared for at home.
In time the first hospital was opened in Philadelphia in 1751 under Benjamin Franklin’s
suggestion; health officers saw to collecting vital statistics, improving sanitation, and controlling
the many epidemics experienced. Subsequently, the American Revolution Boards of Health were
established for populated regions. By 1798 the Maritime Hospital Service was established to
assure the health of those serving the country on the seas; it later evolved into the U.S. Public
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Health Service. But before that, in 1850, the first report on a state’s health was released in
Massachusetts—the Shattuck Report. Its recommendations of sweeping changes under official
state-level leadership with local health departments were not heeded until 17 years later. In
1847 the American Medical Association (AMA) organized to collect data regarding disease. It
was to manage the work of nurses for many decades into the future; physicians, as PH system
administrators, would oversee the practice of PHNs. In 1872 the American Public Health
Association (APHA) was formed by a group of health officers to bring collaboration to the health
system’s leadership.
Dorothea Dix, a middle-aged schoolteacher, personally traveled many miles to assess
the conditions and treatment of the incarcerated mentally disturbed. She took her reports to
the state legislatures and to Congress in 1848 to plead for reforms. Unfortunately, results were
slow in coming.
In the 1850s Florence Nightingale, under wartime conditions in the Russian Crimea,
developed a system of environmentally-based nursing care for the sick and injured and trained
other women to work with her. She carried these concepts home to civilian life in England. With
the benefits of education, status in society, and her ties of supportive family and friends, her
humanitarian methods and efforts at creating a professional nurse role influenced nursing
worldwide. During a trip to Germany she later learned of a German Lutheran method of
community care in the home and hospital called district nursing and instituted the model in her
home country of England. In the U.S. during that time nurses were trained by physicians and
hospital administrators to perform tasks in an assistive role to them for the sake of the hospital
enterprise.
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In the 1870s Nightingale’s model of nursing, divided into hospital and community
nursing, was adopted in the first U. S. nursing school. After two years of training, nurses worked
as private duty nurses in private homes where care was given to those who could pay, or they
worked in hospitals as superintendents or instructors. Nurses’ influence transformed the
character of hospitals from unsanitary places to die to places where skilled nursing care aided in
recovery. Physicians attended to the sick in middle- and upper-class homes or the hospital, but
the poor suffered at home, many without medical supervision. Upper-class lay women began
contributing their resources and management skills to establishing visiting nurse services (VNS)
to take care of the sick poor in their homes, where nurses carried out physicians’ orders of
treatment, monitored symptoms including pulse and temperature, and taught simple hygiene
practices and nutrition. It was expected that the nurse would carry out the wishes of the
physician without using independent critical thinking. Care was accessed through physicianoperated dispensaries, which began in New York City, which nurses were hired to work in as
early as 1878 (Mullan, 2000). In the 1880s the discovery of the germ theory enabled scientists to
recognize the causes of many epidemics that had plagued the world for centuries, such as
tuberculosis, malaria, diphtheria, cholera, and typhoid (Stanhope & Lancaster, 2004). With the
enhanced knowledge of contagion principles, it became obvious to the VNS leaders that healthy
people make a healthy community, and more than the simple treatments of the day were
necessary; education in self-care employing physical and moral hygiene were crucial to success
(Buhler-Wilkerson, 1985).
Between 1820 and 1910 immigrants arrived from Western Europe and the British Isles
to the U.S. By 1907 81% came from Eastern European countries, creating complexity in social,
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economic, and health concerns. Results were overcrowding, joblessness, and poverty among the
newcomers, causing disease and environmental filth conditions in the tenements of the poor,
particularly in New York City (NYC) and other large cities. More VNSs were formed, until by 1901
there were 53 (Buhler-Wilkerson, 1985; E.P. Crandall, 1915). In 1893 The American Society of
Superintendents for Nurses was formed to establish a standard for nursing training (National
League for Nursing [NLN] n.d.); there was no supportive organization for practicing nurses yet.
In 1893 Lillian Wald, who had graduated from a nursing program in Chicago in 1891 and
had gone on to medical school, was sent to the Lower East Side slums of New York City to
lecture to immigrant mothers about the care of the sick. She was unwittingly exposed to the
plight of the poor and when she arrived home she quit medical school to return to New York
City with her friend Mary Brewster to provide care. She modeled nursing care after Nightingale’s
district nursing concept. It was a time of economic depression and the needs were enormous.
From the Henry Street Settlement House she established, Wald directed many services over the
next several years: pre-natal, peri-natal, and post-natal services; health education classes; milk
resource stations for infants and children; first aid stations; social services; kindergartens; and
formalized school nursing (B. Kalisch & P. Kalisch, 2004). Wald called her growing staff of visiting
nurses “public health nurses” (PHN), as they extended medical supervision from physicians
based in community dispensaries. Funding was provided by private donors for several years until
Wald’s diplomatic skills and business acumen created a means of income and garnered support
from the city.
The PHNs were trusted, welcomed into the homes, and sought out for advice. Because
they advocated for the community, they were recognized by public health administrators and
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physicians as pivotal to disease campaigns and were knowledgeable statistics gatherers. Wald
was instrumental in establishing workers health insurance by Metropolitan Life and for home
visiting services under the American Red Cross in rural areas and small towns nationwide
(Buhler-Wilkerson, 1993; E. Crandall, 1915). Red Cross generalized home nursing services in
rural communities grew in number to 2,972 throughout the country by 1930, demonstrating the
effectiveness of appropriate training and skillful supervision of nurses by nurses for community
health (Roberts & Heinrich, 1985).
Until Robert Koch discovered the tubercle bacillus in 1882 and physicians and social
leaders realized that isolation of symptomatically infected individuals would arrest the disease’s
spread, consumption (tuberculosis or TB) was the most common cause of death in the U.S.
Three years later the European practice of treating TB patients in sanitoria was adopted and it
became evident that TB was curable. The tuberculosis campaign of public health involved social
and political forces. Treatment became proactive, demonstrating that transforming lifestyle and
environment brought cure. Charitable organizations aided government in funding the effort at
professional care. Family caretakers, social workers, physicians, nurses, and community leaders
learned the importance of personal hygiene and healthful practices, reduction of poverty,
medical institutional integrity, and the peculiarities of infectiousness and resistively noncompliant patients. Unfortunate results of the developing system of care were that it focused on
chronic illness care, persisted in making class and racial distinctions and limitations to
treatment, failed to address the welfare needs of family at home, failed to understand early
intervention, and promoted fear and stigmatization in society (Bates, 1992).
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In the years before World War I, Boards of Health across the country expanded in staff
and responsibilities. They learned much from the tuberculosis campaign about the value of
nurses’ services and the accomplishments in the laboratory resulting from a better
understanding of communicable disease. At this time less than one-fifth of the population lived
longer than 45 years. Preventive services were introduced into clinics, schools, and industry
partly because nurses were working in a variety of settings.
In 1912 the U.S. Public Health Service became official in a broader role of health system
leadership. By 1915 four states had formally integrated the role of the PHN into serious health
programs (Casner, 2001; E. Crandall, 1915). Public hygiene efforts of sanitation (proper disposal
of sewage and waste); housing improvements; assurance of clean water, food, and milk; and
street cleaning had contributed to reducing the incidence of disease. Attention then focused
more on the household, the individuals within, and the conduct of their lives through education.
Here the visiting nurse became crucial to the campaign of health promotion and disease
management. By 1910 the large urban VNSs were involved with prevention programs they
developed for women, infants, and children, while also caring extensively for the sick in their
homes and working in the campaign to eradicate tuberculosis (Buhler-Wilkerson, 1985). In 1912,
under Wald’s leadership, PHNs were organized into the National Organization of Public Health
Nurses (NOPHN), giving a professional voice to the development of PHN practice (Stanhope &
Lancaster, 2004). The first American publication to address PHN was started in 1909 and was
later adopted by the NOPHN.
During the year of America’s involvement in World War I (1917-1918), public health
officials raised concern for the increasing incidence of venereal disease so that testing,
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treatment, and prevention programs were put in place, giving attention specifically to
prostitutes. Within a few months epidemic pockets of influenza affecting those aged 20 - 40
years erupted around the world; returning travelers and soldiers brought it home, causing 28%
of the U.S. population to become infected and 657,000 to die (Sawyer, 1919). As with any threat
to the health of communities resulting in a surge of disease, nurses were shorthanded in this
crisis and faced threats to their personal and family health through exposure.
In 1921 the first study ever undertaken in nursing was focused on the efficacy of nursing
education emanating from the then 2,000 schools. This study by the League of Nursing
Education spawned further studies of the curricula into the 1930s (Goodrich, 1936), resulting in
better quality training and integrating general education and “newer sciences” courses. The
PHN’s role and functions were affirmed by a physician addressing the American Public Health
Association (APHA) Annual Meeting in 1923 at a time when physicians were questioning the
independent spirit of nurses who were supposed to be subordinate and deferent to them, but
who were advocating for their patients and families instead (Wile & Dines, 1924). That physician
brought into focus the unsung accomplishments of nurses who received training and assumed a
professional demeanor in practice 90 years earlier (predating the organization of PH by 50
years) and the successive landmarks up to 1923 that demonstrated their dedication toward PH
values. Finally, he stated that “the professional status of the public health nurse is in no wise
inferior to that of the physician” (Wile & Dines, 1924).
The nurse was becoming an integral part of the PH team, separate from the VNSs, by
the 1920s. As local health departments proliferated across the country from urban into rural
area, the recognition of, and demand for, the PHN’s skills and knowledge increased. With nurses
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of the VNSs providing both well and sick care and the health department nurses also charged
with campaign-related work in prevention and education, nursing roles in the community began
to overlap so that several nurses could be seen serving one family. Controversy over rights to
home care of the sick by both the private (or voluntary) VNSs and the Federally funded PH
agencies resulted in dwindling fiscal support for sick care in the home.
By the late 1920s fewer immigrants were arriving and health care needs were changing.
Funds were dwindling for home-based sick care because the incidence of communicable disease
was declining, hospitals could now provide maternity and infant care, and chronic disease and
disability was on the rise. The voluntary organizations (VNS) advanced their argument in the
new journal Public Health Nursing; supporters of the PH agencies (physicians and health officers)
expressed their opinions in the AJPH. At the heart of the matter was the growing capacity of
nursing in the community to advocate for patients and families through professional practice at
a time of growing independence of women. The role of VNSs inevitably declined as more nurses
entered PH and the configuration of health services delivery in PH moved away from care of the
sick. The service spectrum varied by community needs and, in some cases, the PHNs would
continue to address the needs of the sick at home, particularly in rural areas (Buhler-Wilkerson,
1985). PHNs became employees of the Board of Health and the Health Officer. At this time their
practice moved away from envisioning nursing care to carrying out the desires of their
employers: teaching prevention. This was a back-step in nursing autonomy from which C/PHNs
would have difficulty recovering.
Following the Depression of 1929, PH Title VI of the Social Security Act of 1935
strengthened and expanded state health departments, increasing the capacity of local health
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departments and dramatically enhancing the education of PHNs at a time of high
unemployment. This was a decade of remarkable advances in PHN post-graduate education
(Roberts & Heinrich, 1985). In 1931 general and specialized objectives and outlined functions for
PHN practice, prefaced by the limiting terms of “assist” or “help” (physicians or health officers),
were given by the National Organization of Public Health Nurses (NOPHN) to guide practice
(Abrams, 2004).
By the 1930s discussion began on the quality and adequacy of nursing education in
hospital-affiliated schools. This was a time when public education objectives in the school
systems were being examined for adequacy of preparation tracks to higher education and when
an increasing number of nursing students were graduating from outmoded programs that
primarily served the hospital enterprise. Goodrich, at this time, foresaw enhancing education in
alignment with higher education and the development of specialties (Goodrich, 1936). She
appealed for a need-based, coordinated community program of nursing services that operated
efficiently and demonstrated partnerships with local entities. The American Association of
Schools of Nursing thus set forth objectives for nursing education (NLN, n.d.). A National Health
Survey discovered that only 7% of nurses were adequately prepared to practice in the
community (Stanhope & Lancaster, 2004, p. 33), leading to a concern for leadership succession
in PH Nursing because of the weakness in nursing programs to prepare general nurses in
community theory. Paradoxically, the first step in differentiation of practice was introduced at
this time with the establishment of licensed practical nurses who were hired to assist PHNs
(Blaisdell, 1939), a practice that continues today in some states. In 1935 the Association of State
and Territorial Directors of Nursing (ASTDN) was formed as a voluntary “collegial forum for
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leaders in public health nursing,” which became engaged in collaboration on education, policy
advocacy, and workforce assessments (ASTDN, 2007).
In the early 1940s several events spurred nursing education: (a) Congress appropriated
funds for nursing education to prepare 13,000 undergraduate nurses and 4,200 graduate level
nurses, half of which were in the field of PH; (b) the U.S. Cadet Corps enrolled 95,000 nurses and
brought about a critical examination of curricula; (c) community college programs were
introduced; (d) many baccalaureate programs started up; (e) after World War II the G.I. Bill
helped to further nurses’ education.
Public Health services were strengthened as a result of the Second World War and the
population demanded more services from the health care system. Statisticians recognized the
need for registers to document and trace disease events, referral systems were strengthened,
protocols were written, and further distribution of local health departments occurred as a result
of the Hill-Burton Act of 1946, which spurred their growth and also that of hospitals. Mental
health programs were started (Roberts & Heinrich, 1985). Faville called for employing the many
competent war-experienced nurses in the effort to rebuild the workforce of PH nursing and the
much-needed reorganization of PH services (Faville, 1946). The term “public health nurse” was
altered to “community health nurse” in 1949 by the NOPHN, rejecting the long-held concept of
the PHN as a “field worker” at the behest of the health officer—a movement toward autonomy
again (Abrams, 2004).
In the 1950s the Korean War brought on a nursing shortage while at the same time
demand for care in hospitals increased as the number of new hospitals grew. Nurses were
needed to provide care in trauma treatment stations near the front line of battle. The
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Department of Labor put nursing on its endangered occupation list. Practical nurses became
organized and established as a resource to aid the registered nurse, even in the PH entity
(Phillips, 1952).
The NOPHN was dissolved in 1952, resulting in redistributing its functions and creating
two new organizations with new functions: the American Nurses Association (ANA) and the
National League for Nursing (NLN). The NLN then began a blitz to promote integrating PH
nursing courses in all basic collegiate programs, eliminating certificate programs heretofore
awarded for PH training. The scramble for clinical sites for students now resulted in hiring new
instructors who were unprepared in community theory, regrettably beginning a long practice of
individual-, rather than community-, focused care experience for students (Roberts & Heinrich,
1985).
A trend in nursing research began. An early example in PH is a 1951 inquiry into the role
and functions of the specialized PHN Consultant in all state health departments through primary
research with a questionnaire combined with secondary research into published and
unpublished literature and documents (Porter, 1951). A pivotal controversy of a technical nature
over the definition of tissue invasion and the formal recognition of the right to start intravenous
fluid therapy between nurses and physicians arose following World War II, which continued into
the 1960s. Nurses had been performing this procedure during the War but were now seen as
treading on the physician’s territory in practice. Winning this argument later in the 1960s, when
technological advances increased, drew a line of division philosophically between the technical
2-year nurse and the professional baccalaureate nurse (Sandelowski, 1999)—a further step in
differentiated practice.
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Congressional acts of the 1960s brought on categorically-funded social programs under
the War on Poverty umbrella: Medicaid for the poor in 1964 and a disease-focused program,
Medicare, for the elderly and disabled in 1965. A movement of home health care agencies, freestanding and attached to hospitals, began to provide multidisciplinary services to Medicare
recipients; many hospital-based nurses migrated out to these agencies without community
experience. The Nurse Training Act of 1964 provided released special funds for PH specialty
education. Public Health entities reversed course on their stance against being a provider of
home-based services and provided them for Medicaid clients. By 1968 42,541 nurses were
employed in community services, but only 38% were prepared educationally for the role; 50% of
PH agencies were providing sick care in the home (Roberts & Heinrich, 1985; AACN, 2007b). In
1969 the American Association of Colleges of Nursing (AACN) was formed to serve as “the
national voice for America's baccalaureate- and higher-degree nursing education programs”
(2007a). AACN has influenced the nursing profession since then through its programs of
education, research, governmental advocacy, data collection, publications, and other projectdriven programs. Its aims have been
to establish quality standards for bachelor's- and graduate-degree nursing education,
assist deans and directors to implement those standards, influence the nursing
profession to improve health care, and promote public support of baccalaureate and
graduate education, research, and practice in nursing—the nation's largest health care
profession. (AACN, 2007a)
The spirit of the 1960s decade was revolutionary. The federal programs, developed
under Democratic administrations, attempted to improve the health and wellbeing of the Great
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Society. With these health and social programs came accountability measures to document the
use of funds and personnel. The effectiveness of PH programs came under more careful
scrutiny, looking for reduction in major health problems (Roberts & Heinrich, 1985). The doctor–
nurse relationship in hospitals was changing; doctors were recognizing that nurses could be
utilized to relieve them of mundane tasks—even starting IVs (Sandelowski, 1999)—and that
PHNs were effective in patient education and monitoring progress in outpatient care (Ford,
Seacat, & Silver, 1966). The Nurse Practitioner movement began evolving out of a highly
specialized PHN role into a new clinical community-based specialty (Roberts & Heinrich, 1985).
In 1970, what was probably the first research study to examine PHN performance was
done, and it had implications for education and practice (Highriter, 1970). This was the decade
of the Planning Surge. Various efforts in previous decades included planning: the first
Community Chest Plan in 1918, the Hill-Burton Act of 1946 and its revision in 1962, the Regional
Medical Program which focused on disease management projects of the mid-1960s, and the
admonitions of futurist Henrik Blum (APHA, 2006a, 2006b). In 1974, the National Planning Act
passed into law, setting in motion expansion of the local health department systems. Later, in
1980, the Institute of Medicine (IOM) released an evaluation of that broad initiative, giving
extensive attention to the private sector, with implications for the taxpayer to increase fiscal
and organizational support.
The ASTDN, having been established in 1935, advised research and demonstrated new
models of community nursing practice. Nurses began to share new concepts of roles and
functions (Roberts & Heinrich, 1985). There was apathy in this decade toward specialized
education for community-oriented nurses, such that, by the end of the 1970s, 46.6% had no
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formal education/training in community theory and practice. However, the APHA introduced the
role of the PHN Specialist with a master’s degree (Roberts & Heinrich, 1985) and in Texas a
Community Nurse Practitioner was introduced in the university curriculum (Skrovan, Anderson,
& Gottschalk, 1974). Managed care as a system of cost-control in health care was established,
introducing the Preferred Provider and Health Maintenance Organization models to replace the
fee-for-service model.
Planning for Health, the paradigm set forth at the International Conference on Primary
Health Care at Alma Ata in 1978, guided the activities of the 1980s so that health education
included new concepts fed by scientific discoveries about the immune system. Lifestyle
medicine and life behavior change principles were promoted far and wide in Western countries,
entering into curricula of some nursing programs. Nurses became increasingly active in clinically
based research. The National Institutes of Health opened a Center for Nursing Research on the
recommendation of the IOM and convincing proposals from nursing leaders in 1983. But public
health nursing topics were not on the agenda. The Director General of the World Health
Organization gave recognition to the role of well-educated nurses as agents of change in health
care. Life-threatening diseases were recognized among unsuspecting populations, eliciting
feverish research for sources and cures (HIV/AIDS, Legionnaires’ Disease, toxic shock syndrome,
viral hemorrhagic fevers, and multi-drug resistant TB) (Roberts & Heinrich, 1985) and caring
intervention research among clinically based nurses. However, some nurse researchers
contributed to the historical accounts of PH Nursing, a forgotten responsibility since 1959
(Haldeman & Flook, 1959). In 1985 two studies covered PH Nursing in the years 1920 - 1985
(Roberts & Heinrich, 1985) and 1900-1930 (Buhler-Wilkerson, 1985).
70

In 1988 the IOM released another report, The Future of the Public’s Health, which
emphasized the need for planning in rapidly changing and challenging times. It described the
public health system’s “disarray,” not yet resolved, and pointed to the difficulty PH had in
accommodating its system to the crisis-driven dynamics of policy. There was a rapid turnover of
PH officials (average tenure 2 years), and a dwindling in number of Boards of Health, with
purported efforts to take the physician out of the health officer leadership role
(IOM, 1988). The health officer (H.O.) role is not exclusive to the physician; in some states the
H.O. is a nurse, a social worker, or a sanitarian by profession. Key to this role is adequate
preparation in PH science and leadership development (Baker & Porter, 2005).
To summarize thus far, the evolving role of the C/PHN has seen 11 decades of changing
attitudes toward the initiative, autonomy, and professionalism of their practice. The experience
has been an incremental process toward teamwork. C/PHN practice has been influenced by
Public Health laws, societal mores, advancing technology, and the evolvement of other health
professionals—particularly the physician. Grit and vision characterize the persistence of nursing
leaders to succeed in positioning the nurse between the patient/community and life’s
circumstances. This responsibility has always loomed larger than the reality of capacity to meet
it.
Current Conditions—1990s Into the Future: Nursing Shortage, Status of the Public Health
Infrastructure, Work Environment, Community Nursing Practice
The Nursing Shortage
This research is focused on the current decade (2000 to the present); therefore, articles
referring to the present nursing shortage were sought in this time period when the term “crisis”
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began appearing in professional literature, disregarding the earlier years when Aiken began
writing about a nursing shortage in 1981. A brief overview was given in Chapter One. This
chapter provides an in-depth discussion relative to the C/PHN workforce.
In 2002 the Bureau of Health Professions released a study of supply, demand, and
shortages into 2020 (HRSA, 2002). Also in 2002 a landmark article was published by Aiken and
colleagues in the Journal of the American Medical Association implicating hospital staffing
policies, nurse burnout, and dissatisfaction with higher patient mortality outcomes (Aiken et al.,
2002). In 2006 the Quad Council of Public Health Nursing Organizations released a report
(QuadCouncil, 2006) that documented the importance of PH Nursing. Interpretation of PHN
needs was based on the periodic National Sample Survey of Registered Nurses (NSSRN) (HRSA,
2004).
Several studies have been conducted to try to understand the phenomenon of the
nursing crisis, among them three trending critiques offered by Aiken, Buerhaus, and Sochalski.
Attitudes and behaviors about the work setting have been studied in hospitals in the U.S. and
other countries with distinctly different health systems in order to recommend structure
changes in their work environment for quality practice (Aiken & Patrician, 2000; Aiken et al.,
2002).
Sochalski examined the periodic NSSRN of 1992-2000 and found workforce recidivism,
flat wages, and low levels of job satisfaction working against retention (Sochalski, 2002). In 2004
Buerhaus and colleagues saw signs of a strengthening nurse workforce to the point of a crisis
conclusion after two years of apparent growth due to older women entering the profession or
returning to the workforce, an influx of foreign-born nurses, and younger women in their 30s
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graduating from nursing schools. The same research team later expanded on the workforce
composition by pointing to the large numbers entering the workforce later in the life cycle,
causing them to revise their forecast figures for 2020 (Auerbach, Buerhaus, & Staiger, 2007). In
their re-examination of Bureau of Labor Standards and Census Bureau data, they found
unexpected differences between the boomer generation (born after 1946) and those born after
1965 with respect to age at entry into nursing (newer graduates were entering education and
the workforce later), which required a revision in trend prediction from earlier reports in this
decade (Buerhaus, Staiger, & Auerbach, 2004) . Both Census Bureau data and the Bureau of
Labor Statistics employer data used by the Bureau of Health Professions, Health Resources and
Services Administration (HRSA), were combined in the statistical modeling by these scientists,
resulting in what is believed to be a more reliable and referential statistic—and a smaller one
than previously predicted.
In the aging nursing workforce the current average age of working nurses is 43.5 years
(Auerbach, Buerhaus, & Staiger, 2007) and the number of nurses working past the age of 50 is
increasing (from 17.2% in 1980 to 25.5% in 2004). The largest working age group is the 45 - 49
years cohort (HRSA, 2004). By 2010 approximately 40% of nurses will likely be older than 50.
Workforce trending scientists (Auerbach et al., 2007) report projections for 2020 of 2.47
million full-time nurses in the workforce and a need for 340,000 more. In the field of
community-based nursing, the current estimate is that 15% of the nursing workforce serves in
home health, nursing homes, schools, and public health. Based on that percentage, the
approximately 66,600 nurses who serve in state and local health departments—the population
of interest for this study—translate into a proportion of 1:4,226 (United States Census
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Department [USCD], 2000). In spite of some nurse employment growth earlier in this decade,
the need for nurses exceeds any increase in employment rates we may see for some time in the
future (HRSA, 2004).
Efforts to provide educational resources have been stepped up. However, increasing
enrollment in nursing schools has presented challenges of limited space and faculty. For 30
years a decline in nursing school enrollment had been a concern (AACN, 2007a). Once the
shortage reached critical proportions, innovative and aggressive recruitment strategies in this
decade by partnerships among educational institutions, foundations, and health care
communities became instrumental in increasing enrollment. This resulted in a moderate
reduction of barriers to institutional capacity. Nursing programs and curricula are being revised
so that graduates may advance quickly into teaching and leadership roles to mediate the
problem of a faculty whose average age is 46.8, with 30% over the age of 55 (57.9 for full
professors, 55.4 for associate professors, and 51.5 for assistant professors). Nursing faculty tend
to retire at age 62.5 (Childers, 2006).
Search Strategies for Current PH Infrastructure Conditions
Search methods for the previous decade and into the present were broadly employed.
Many sources may now be obtained from organizational websites; therefore, the IOM reports,
position statements of professional organizations, and research and developmental documents
of alliances are readily accessible from the National Academies of Science, the U.S. Public Health
Service-Health Services and Resources Administration, the ANA, the AACN, and many other
sources. The newer Journal of Public Health Management and Practice was also manually
examined. The NLM–HSRProjects database was searched for recent and current, or ongoing,
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research in C/PH Nursing related to role and function-master’s level-PH capacity-workforcepublic health departments-infrastructure-models. An ongoing study by Susan Zahner on these
issues is projected to end in 2008; a study by Kristine Gebbie ending this year is focused on the
impact of the Turning Point Model State Public Health Act and changes in state Public Health
laws. Another study about increasing capacity of PH workforce and training needs is occurring in
Texas. References for this segment were sought using the concepts of the current nursing
shortage, the status of the infrastructure, the work environment, competencies of practice, and
the future of PHN.
Current PH Infrastructure Conditions and Their Impact on Community/Public Health Nursing
The final decade of the 20th Century to this date has been a time of crisis, challenge,
introspection and assessment, political debate, and innovation for the U.S. health care system.
An effort at health care reform raised heated discussion in the mid-1990s, driven by the
concerns over rapidly rising health care costs and disparities in access to health care. The public
will and favorable political machine were not strong enough to carry the effort through and it
died in Congress, but those principles of discussion have not been forgotten; revisions were
being nuanced in the current Presidential campaign. Managed care changed the configuration of
health care access and eligibility so that more services were established in the community using
many nurses who were unprepared in community health theory and lacking in experience to
serve in community-based settings. In the early decades of the 1990s funding for PHN activities
and education was low and community health planning was underrepresented as far as input
from knowledgeable and skilled PHNs (Zerwekh, 1991).
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The attack on the U.S. World Trade Center in New York City that occurred on September
11, 2001, devastating hurricanes that arose in the Gulf of Mexico in the next year, and biological
threats of Anthrax and SARS heightened a sense of urgency among PH leaders already working
on emergency response mechanisms. National security and emergency preparedness consumed
the attention of public health leaders and the nation, war was declared on Iraq, and national
funds subsequently were diverted to the war effort in Iraq and Afghanistan. Much of PH funding
over the next two years was diverted to training personnel and equipping local and state health
departments for potential threats (Lurie et al., 2004). PHNs experienced changes in their local
health departments that were both welcome and worrisome: improvement in technological and
community-directed resources but a reduction in resources for everyday programs and services.
PHN roles and functions changed with added responsibilities of readying self, agency, and the
community for biological-chemical-radiological and natural emergencies (Gebbie & Quereshi,
2006; Mack, 2006). With added tasks amid the same demand for services in the same
timeframe, prioritizing services to new guidelines and competencies has altered community
professional nursing practice.
For several years the immigration of individuals and families across the southern
national border has been challenging the capacity of the public and private segments of the
health system with their need for services (Antonovich, n.d.)The shortage of health personnel to
provide services under the present infrastructure prevails (AACN, 2007a; Aiken et al., 2002;
ASTDN, 2006; ASTHO, 2004). Many recommendations have been made, but solutions to the
issue of resources vs. demand have not been found.
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An IOM report, The Future of the Public’s Health in the 21st Century, was released in
2002 that strongly urged public health leaders and legislators to address the inefficiencies and
“disarray” of the health care system’s infrastructure and ever-rising health care costs (13% of
the gross national product). Strategies were recommended for broad partnership-building in
communities to better plan for health (IOM, 2002). A comparison of results from a systems
analysis study with the IOM reports of 2002 and 2003 yielded judgments on fragmented and
precarious public funding, an unreliable and antiquated legal foundation for this modern time,
an inadequate workforce, inconsistent and inadequate use of information technology, and
organizational deficits related to coverage in services (Baker et al., 2005).
In 1998 the National Public Health Performance Standards Program was meant to
contribute to structure improvements in PH service delivery. Variability in the extent of
performance of local health agencies toward the 10 Essential Services of Public Health has been
compounded in successive years by increased focus on emergency preparation in competition
with fully supportive infrastructures for the communities served. Resources for emergency
preparedness will not always benefit the other spheres of local PH activity (Mays, 2004). Recent
assessment of structures, authorities, responsibilities, and functions of 47 of the 50 states
exhibits their variability in the following facts:
•

43% of states have regional or district administrative and managing structures

•

Local health departments (LHDs) serve all geographic areas in 80% of the states

•

Local Boards of Health (BOH) give oversight in 2/3 of the states

•

95% of state health departments (SHD) perform as administrative field offices

•

75% of SHDs provide consultations and technical assistance to LHDs
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•

60% of SHDs give medical oversight capacity to LHD and district agencies

•

Districting has increased since 1990 for medical oversight, regulatory roles,
budgetary supervision, and education/training

•

51% of states have combined city and county jurisdictions

•

40% of agencies were county-based, more commonly in the South and West

•

All states but some in the South have embraced local supervision. (Beitsch et al.,
2006) (Refer also to Appendix F.)

Closer examination of U.S. rural regions reveals that 69% of the approximately 2900
local health departments (LHD) serve jurisdictions with populations of less than 50,000. Only 4%
of LHDs serve metropolitan areas with populations over 500,000. Less than half of rural HDs
have adequate communications and infrastructure systems. Staffing PH agencies in these areas
is difficult. Access to care, health behavior education, environmental health, and infectious
disease surveillance were critical issues (NRHA, 2004).
Innovations in Infrastructure Improvement
The aforementioned Turning Point initiative, a four-year project funded by the Robert
Wood Johnson Foundation in 2000, was a collaborative effort among 21 states with local health
departments and their community-based partners to demonstrate transformation of the PH
system. The Association of State and Territorial Officers (ASTHO) and the National Associations
of City and County Health Officers (NACCHO) played a major part in the effort that operated on
the notion that governmental PH agencies are unable to work alone for the public’s health, that
community partners are critical to improving the system. It has aided these states in developing
better performance models and building effective partnerships in the community. The
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framework is based on an idea of Performance Management of National Excellence (Landrum &
Baker, 2004). Its success has stimulated states to take another step forward in building quality in
services: working for accreditation.
The Robert Wood Johnson Foundation (RWJF) and the CDC, referencing the series of
IOM reports and the 10 Essential Services of Public Health, developed an incentive program for
states to improve their infrastructure, administration practices, and service delivery through an
accreditation program called “Exploring Accreditation” (National Association of County and City
Health Officers, 2006). This program provides a quality tool, several published
critical and constructive statements, and opportunity for state and local agencies to share the
experience of change together in a community of transformation, using the internet for
communication. The MLC-II (Multi-State Learning Collaborative, Phase 2) cohort (National
Network of Public Health Institutes, n.d.) is the second in a three-stage Robert Wood Johnson
Foundation-funded initiative. Following Stage I in which 5 states (Illinois, Michigan, Missouri,
North Carolina, and Washington) assessed performance and capacity according to established
standards (Bakes-Martin, 2005) and shared successful improvement practices, Stage II adds 5
more applicant states that benefit from their mentor states and continue to build knowledge
through creating peer networks to exchange ideas and strategies to improve quality and
accountability of service delivery in local health departments.
This community of accreditation-seeking states in the MCL-II cohort (Florida, Illinois,
Kansas, Michigan, Minnesota, Missouri, New Hampshire, North Carolina, Ohio, and Washington)
forms a population base from which PH entities and a sub-population of C/PHNs will be drawn
for this study. Preliminary experiences of states that already have accreditation programs in
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place, who are of an earlier test group of this approach in quality improvement, cite benefits
that cause C/PHNs to thrive, such as a motivated and valued staff (attested to via surveys and
interviews), active agency and community partnerships, and improving working relationships
among personnel (Anderson et al., 2007).
There is discussion and exploration into systematizing PH in accordance with a business
enterprise model to control cost, conduct efficacious administration activities, and achieve
better coverage through effective marketing practices (Warren, 2005). An entire issue of the
AJPH (March 2006) was dedicated to systems thinking and modeling in order to organize PH
practice, research, and policy-setting in the context of evidence-based practice. Movement has
begun in the schools of PH by a Systems Thinking Workgroup of the Association of Schools of
Public Health in order to discuss applying this concept in the curricula (McLeroy, 2006). Some
arguments for systems thinking in PH areas:
1. Just as social relationships are the heart of PH service, so does understanding the
nature of a system require understanding people.
2. All good systems theory depends on specialized studies and PH science is replete
with those.
3. Systems approach to health and health care dilemmas will aid in transcending
boundaries to interact effectively with other organizations, eliminating silos of
activity.
4. The philosophical roots in systems thinking and their manifestation in methodology
should match PH problems, resulting in effective techniques to reach solutions.
(Leischow & Milstein, 2006)
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As a result of a series of advisory reports on the state of the U.S. health system (IOM,
1988, 2001, 2002), a Council on Linkages (COL) Between Academia and Public Health Practice
(PHF, 2005) suggested strategies to improve the structural and psychological components of the
public health work setting and schools of PH education in order to retain and recruit qualified
PH workers. Several of the strategies apply to C/PHNs, such as regular and facilitated
education/training opportunities and collaboration improvements. A research question
proposed by the COL that gives importance to this dissertation’s study is, “What aspects of a
worker’s experiences during their first few years at a government public
health agency predict the likelihood that the individual will stay in the field?” This proposed
study will approach answering that by seeking relationships between C/PHNs’ commitment and
structural and psychological empowerment factors in the PH organization.
Conclusion of Historical Overview
C/PHNs have flexibly adapted to their uncertain work environments in order to continue
to serve individuals, families, and communities with education, treatment, prevention
strategies, and self-care initiatives (Salinsky & Gursky, 2006). They have met workforce
shortages with persistence and acceptance of contingent strategies throughout their history:
during epidemics, wars, economic crises, and dramatic population growth. There seems to be a
dedication to serving the vulnerable and a commitment to supporting the PH system that
permeates the community/public health workforce culture, in spite of the fact that they may
receive low pay, enjoy limited benefits for educational advancement, and may lack workplace
incentives that recognize and reward their skill and performance.
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As of this writing there were approximately 2,864 local health departments and 59
state, territorial, and Native American health departments from which public health nurses
serve a population of 301,572,415. By 2020 it is estimated that the C/PHN workforce will
number 115,800 (HRSA, 2006) under present conditions and before the advised transformation
of the public health system (Baker & Porter, 2005; Beitsch et al., 2006; Gebbie & Turnock, 2006;
IOM, 2002; Salinsky & Gursky, 2006; Tilson & Gebbie, 2004). A workforce of 433,500 nurses
serves in schools, clinics, health centers, occupational services, and college student health
services (HRSA, 2004). Of this number, an estimated and uncertain number of 105,000, or 11%
of the nursing workforce (Gebbie, Merrill, Sanders, Gebbie, & Chen, 2007; HRSA, 2006) now
serve in public health agencies in contrast to 500,000 public health workers all told (HRSA,
2000)—what appears to be an inadequate number to fulfill the requirements of the 10 Essential
Services of Public Health (ASTDN, 2003; DHHS, CDC, 1994) expressed through the PHN
Competencies for practice. In 2006 a C/PHN-to-population ratio of 5.28/10,000 was estimated
(HRSA, 2007).
C/PHNs are critical to maintaining the nation’s health and reducing the burden on the
tertiary care system. They are entrusted with fulfilling the core functions of assessment, support
of policy development, and assurance of health protection. Their work is complicated by the
demands of increasing needs of vulnerable populations, national health promotion goals,
disease surveillance duties, and preparing self and the community for biological-chemicalradiological and nature-driven emergencies. As the needs of society become more complex and
C/PHNs are asked to assume more responsibilities, the demand for advancement in educating
and training leaders increases. However, efforts to attract new nurses to C/PH have been
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disappointing. The primary reason cited for nurse recruitment difficulties to C/PH are related to
the low pay in comparison to what one can earn in other settings according to Health Officers
(ASTHO, 2004). Other issues are the quality and number of the pool of potential applicants to
draw from, particularly in rural areas (QuadCouncil, 2006). From the viewpoint of nurses, there
is some indication that salary may not be the primary reason for C/PHN turnover; nurses in any
work setting require meaning, affirmation, a reasonable workload, facilitating resources, and
collegial relationships to avoid job dissatisfaction and burnout (Flynn, 2007).
Community Professional Nursing Practice
The evolvement of professional community practice has been examined historically.
Now I will attempt to clarify the work of C/PHNs in the context of today’s realities as a
background to understanding their view of their work as professionals and their workplace.
Chitty (2005) was chosen as the first source to consult for verification of the professional role of
the C/PHN. In chapter 6 of Professional Nursing: Concepts and Challenges she refers to Kelly’s
long-standing (since 1981) list of eight characteristics of a profession (and by extension, the
professional):
1. Providing vital services to humanity,
2. Special and enlarging body of knowledge,
3. Services given with intelligent design and emphasizing individual responsibility,
4. Higher education learning,
5. Autonomy of practice,
6. Altruism practiced from a sense of work importance,
7. An ethical code, and
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8. An association that encourages and supports high standards.
Community professional nursing practice commences with the inculcation of these
essential components in baccalaureate nursing education (AACN, 1986) through socialization
levels experienced in the classroom and clinical sites, and through the mentorship and
preceptorship of expert nurses and nurse educators (in formal, informal, and cultural aspects)
(Chitty, 2005). It continues legally and ethically with the Public Health Nursing Professional
Scope and Standards of Practice (ANA, 2007), is codified in state nurse practice acts, and
functions within the Nursing Code of Ethics (ANA, 2001a). The graduate nurse in practice is
finally supported by such documents as The Hallmarks of the Professional Nursing Practice
Environment (AACN, 2002) and the Public Health Nursing Practice Model (ASTDN, 2000),
improvements in health care and nursing practice such as the Magnet Nursing Services Program,
and PHN Core Competencies (QuadCouncil, 2003). During 2003 – 2006, nurse leaders of the
Quad Council (representing the ANA, the APHA-PHN Section, the Association of Community
Health Nurse Educators (ACHNE) and the Association of State and Territorial Directors of
Nursing (ASTDN)) developed eight domains of competencies for the PHN that were cross-walked
with the 10 Essential Services of Public Health (DHHS, CDC, 1994; Issel, Baldwin, Lyons, &
Madamala, 2006; Kallb, 2006). From these benchmarks educators and employers were now able
to measure quality of PHN practice at two levels.
The two major roles, generalist and specialist, were defined in 1985 by the Division of
Nursing in the Bureau of Health Professions (HRSA) at the Consensus Conference on the
Essentials of Public Health Nursing and Education. The functional levels of PHN Competencies
prescribe most of the eight domains at an awareness or knowledge expectation level and are
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limited to service to individuals and families for staff generalist nurses with baccalaureate
preparation; while proficient participation and intervention reaching to the community and
system levels are to be engaged in by master’s level nurses, known as specialists (Stanhope &
Lancaster, 2004, p. 9), using knowledge from PH sciences (ASTDN, 2003). The pending revision
of the PHN Scope and Standards of Practice (ANA, 2007) defines them for the 21st century with 8
distinguishing principles and 16 standards at the generalist and specialist levels.
The preparation and designation of the advanced practice nurse in PH has been
addressed at the 2007 ACHNE Annual Conference business proceedings and a position paper has
been crafted (ACHNE, 2007) which can be accessed on the ACHNE website. The new advanced
practice role of the Clinical Nurse Leader in the community health setting includes competencies
that derive from the PHN Scope and Standards of Practice (AACN, 2007a). For example, nurse
researchers have been testing PHN models of practice that include differentiation, focusing on
the population as the client but recognizing the pivotal role of the family or household and its
head: The Minnesota State Public Health Intervention Wheel (Kelly; Minnesota State Health
Department, 1998) and the LAC PHN Practice Model of Los Angeles, California (Smith & BaziniBarakat, 2003) are examples. The LAC PHN Practice Model prepares advance practice nurses,
because of their specialization, expansion capabilities, and advanced education and training, to
take PH leadership responsibilities based in the nursing process (Mondy, Cardenas, & Avila,
2003).
Not enough of the 12.9% of nurses working in C/PH settings are educated in community
health theory and practice, because many were educated at an associate degree level; nor are
there enough master’s prepared nurses who are capable of population disease management
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and health promotional program development (Robertson, 2004). In health departments where
baccalaureate- and master’s-prepared nurses are unavailable, there is risk of compromised
service. Many states do not require a BS degree for staff C/PHNs. In some states only associate
degreed nurses are available, leaving local health departments to function with nurses at entry
level with basic preparation for nursing and, in extreme cases, LPN management, but not
necessarily proficient in community health theory and practice. This is viewed by nursing
leadership as inadequate to meet the complexities and demands of health care delivery in the
community. The American Nurses Association, the Public Health Nursing Section of the
American Public Health Association, and the Association of Community Health Nurse Educators
stress the importance of specialized preparation for work in the community (ANA, 2007; APHA,
1996; QuadCouncil, 1997). Often master’s prepared nurses work at the state level, leaving staff
nurses in local health departments, particularly those in rural areas, with minimal role model
contact and failing to gain benefit from observing and participating in the more sophisticated
experiences that would inspire further educational achievement. These staff nurses must rely on
the natural acquisition of knowledge and skills from senior nurses who work beside them, i.e.,
on-the-job-training (HRSA, 2005)—and those senior nurses (some with 30 years experience) will
soon retire.
Questions have been raised about the congruence of C/PH theory education and the
reality of PH practice (Grumbach, Miller, Mertz, & Finocchio, 2004). The authors registered
concern that Individual-level services still prevail, with very limited interventions performed at
the community and system levels by nurses, because of their inadequate preparation in PH and
inability to synthesize theory with the reality of contemporary C/PHN practice. Categorical
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funding and reimbursement dependencies drive practice; interventions are directed at the
individual level because outcomes can be more easily and readily measured there.
Nurses are health care’s frontline professional care providers (ANA, 2001b). No
profession other than nursing holistically addresses the full spectrum of human health-related
needs by age, gender, socioeconomic status, geo-political location, and continuum of healthillness-death. In order to learn how C/PHNs see themselves in practice in a variety of
settings, SmithBattle, Diekemper, and colleagues conducted a qualitative study in 1999 from
which they published 3 articles describing community health nursing as a “socially coherent
practice” (Diekemper, SmithBattle, & Drake, 1999; SmithBattle, Diekemper, & Drake, 1999).
They emphasized the importance of preparation in C/PH theory and differentiated practice that
places master’s level nurses in positions of mentorship with new graduates, and encouraged
recommendations from nurses themselves for improving education and practice.
Testimony of both new and seasoned nurses in generalist or specialty roles gave
evidence of the determination of these nurses to secure resources for the needs of their clients
and their dependency on collaborative colleagues to achieve success in an environmentconstrained economics. They saw themselves as steadily plodding, frustrated with structural
barriers in the health system, people who break down walls for individuals and families, were
patient and understanding in the face of funding shortcomings, and were responsive to the
needs of the population served. The authors’ impact statement on population-focused practice
was:
As for population-focused practice, these accounts were a beginning look at the
extraordinary “big picture” assessments and interventions in which many CHN
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generalists and specialists were engaged. They were held forth as exemplars by which
we can learn, instruct, and broaden our perspectives on CHN. They were also compelling
evidence for the wisdom gained from being grounded first in the lives of individuals and
families served in the home and other community settings. This experience gives rise to
powerful advocacy and significant contributions to programs developed for populations.
The wisdom and experience gained in turn provide the foundation for nursing practice
that can impact the health and health care of those populations. (Diekemper et al.,
1999)
A few individual articles about what C/PHNs do to innovate services and programs
under the constraint of limited capacity have been written since 1999; some job satisfaction
studies included C/PHNs. However, seeking answers to the recruitment and retention dilemma
in job satisfaction inquiries fails to sufficiently address the structural issues affecting the work
life of C/PHNs. Many C/PHNs choose the job for personal and domestic reasons, not necessarily
because it is their passion, and certainly not for the pay. We should be asking if they were being
professionally fulfilled in their work life; were they receiving the support they need to
adequately carry out the service to their clients they are prepared to give?
Significance to the Question
The author has intended to make a strong case for the need to contribute to the body of
knowledge concerning the C/PHNs’ view of their work under the conditions of the current PH
system, to learn what they think of their work and their work environment in the context of
their commitment to the organization. Tracing the evolvement of community-based nursing
practice through 114 years to the present point in time of contending forces—need for care and
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capacity to carry it out—has revealed the staying power and perseverance of an ethically driven
professional specialty, dedicated to the responsibility of maintaining and improving the health
of society. To that end, evidence that contributes to commitment to the workforce is crucial to
the integrity of the health care system.
A better understanding of the role(s) and functions of the C/PHN in relationship to those
they serve, to their employers, and how those roles and functions have changed would give
strength to the purpose of this study in measuring their perceptions of the present work
environment. Roles and functions of this sample of C/PHNs were obtained in the demographic
data of this study. The comparison of changes will be noted later in the Task Analysis study by
ASTDN, the results of which may be seen later this year. At this date, individual states have done
periodic assessments of C/PHNs and their attitudes, roles, and functions. However, no national
study has examined their practice definitively in the manner of this study, using reliable
instruments and methods. Hopefully, it will establish the foundation for a new track of research
into this question. Furthermore, it will contribute to the body of knowledge Spreitzer and Meyer
and their team have begun.
Summary
This chapter has described an extensive supportive literature review covering the
nursing shortage and the historic evolvement of PH Nursing in the context of infrastructure, geopolitical, environmental, epidemiological, and relationship changes as reasons to conduct this
study in the 10 states participating in the Exploring Accreditation Program under the Multistate
Learning Collaborative-II. A conceptual analysis has been offered concerning the framework of
this study of social and psychological empowerment and organizational commitment.
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Assumptions have been made of the efficacy of such a study. Expectation of the results’
potential importance to PH administrators and nurse managers and educators was stated.
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CHAPTER THREE
STUDY METHOD

The purpose of this chapter is to describe the methodology utilized to study the
relationships between C/PHN perceptions of structural and psychological empowerment in the
PH workplace and nurse demographics, organizational factors as they relate to job satisfaction,
commitment, and intent to stay on the job. The population and study sample, the instrument,
survey administration methods, ethical considerations, and statistical measures and techniques
for examining the research questions are explained.
Overall Research Design
The study design utilizes a non-experimental design survey method to conduct a
quantitative analysis of working C/PHNs in 10 states participating in the Exploring Accreditation
project known as the Multi-State Learning Collaborative (MLC-I and II). The MLC is funded jointly
by the Robert Wood Johnson Foundation and the CDC and represents states with an interest in
strengthening PH systems. Selected variables from Spreitzer’s Structural and Psychological
Empowerment instrument (Spreitzer, 1996) and Meyer and Allen’s TCM Employee Commitment
Survey (Meyer, Allen, & Smith, 1993) were utilized to form the study survey called “Royer’s
Adaptation of Two Instruments: Sprietzer’s Structural and Psychological Empowerment and
Meyer & Allen’s TCM Employment Commitment Survey.” The instrument was administered to
volunteer C/PHNs via local nurse administrators (directors, managers, supervisors) in
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participating PH entities. Analysis of data included personal and work-related demographic
information of respondents for comparisons in relationship to three major concepts measured
in the survey: Perception of Empowerment, Commitment, and Intent to Stay (because the
survey subscale terminology refers to leaving, the latter was changed to Intent to Leave in the
analysis).
Study Survey
The rationale for combining the two instruments into a study-specific survey was
because no instrument exists that addresses the variables necessary for exploring the domains
of (a) the demographic information pertinent to this specialty, (b) structural and psychological
characteristics of empowerment of the work and the workplace perceived by C/PHNs, and (c)
the type of commitment and degree of tenure expectations.
Population, Sample, and Recruitment
The purposive study sample of C/PHNs was derived from the population of PH entities in
9 of the 10 MCL-II cohort states and one from the MCL-I cohort. Because of the nature of the
New Hampshire PH system administrative structure and the inadequate pool of available PHNs,
there for this study’s inclusion criteria, C/PHNs were selected from entities in Indiana (an MCL-I
cohort state) in substitution. (Please refer to Appendix G for a description of the statistical
sampling strategies and Appendix H to view the sampling table procedures.) The MLC states
from which the sample of PH entities employing 10 or more registered nurses (RNs) working as
C/PHNs were derived included the following states: Florida, Illinois, Indiana, Kansas, Michigan,
Minnesota, Missouri, North Carolina, Ohio, and Washington (National Network of Public Health
Institutes, n.d.).
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Criteria for Inclusion and Exclusion Based on Operational Definitions
Criteria for Sample Selection. The population (N) is all registered nurses (RNs) employed
by eligible Public Health entities of State health departments in the 2 MCL cohorts. The National
Sample Survey of Registered Nurses (HRSA, 2004) estimated that 14.9% of all nurses practice in
the community/PH setting; however, few individual PH entities have a current census of their
C/PHN employees. Therefore, the subsample of C/PHNs for this study (n) was comprised of a
quota of randomly-selected volunteer participants from each of 78 entities in the 10 MCL I & II
states. (Refer to Appendix A Tables A1-A4.)
PH Entities—Inclusion/Exclusion Criteria. Inclusion criteria for the sample of PH entities
included employment of 10 or more RNs working as C/PHNs and characterized as: (1) rural
counties that were administered as a PH district; (2) urban centers that may be single
department/agencies or arranged in a district system; (3) single counties, or (4) systems of
county and city centers. 1
Respondent Inclusion/Exclusion Criteria. For the purpose of this study, the C/PHN
function of the respondents RNs in community-oriented and population-focused roles. Case
Managers, Program Coordinators, community clinic nurses, school-based nurses (SHNs) and
Bioterrorism Coordinators were also included. The following individuals were excluded from this
study: (1) LPN/LVNs, (2) Nurses whose primary responsibilities were in primary care clinics, (3)
SHNs who were not hired nor supervised by a local or district PH entity, (4) Home Health nurses,
and (5) State health department nurses.

1

Background information about regional, local, or state governing patterns and combined city and county
jurisdictions or county-based jurisdictions has been obtained from the Beitsch study (Beitsch et al., 2006) and ASTHO
(2007). (See Appendix F for illustrative Table 7.)
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Selection and Recruitment of Sample Local Health Departments/Entities
There were no single standards in mission or organizing structures for PH entities, each
varies widely by these factors in their approaches to service delivery. As a result, it was
necessary to use a purposive strategy regarding C/PHN participation from PH entities. The State
Director/Commissioner/Consultant/Liaison was contacted to ascertain the number and type of
eligible PH entities in each participating states. In the two states where governmental structure
over entities is centralized or an assessment was recently conducted, extant data was available;
in the remaining states, which were either centralized or de-centralized, or a hybrid of both, or
have shared governance between state and local entities, the state contact either provided an
estimate of C/PHNs or information was elicited from local sources. After each entity was
identified, phone and email contact was made with the nurse administrator of each
strategically-selected entity to verify C/PHN census based on roles and to explain the survey
purpose and procedure. While this contact was necessary to identify population and sample, it
also paved the way for study participation. (See Appendix G for Entity and PHN Census Sampling
Strategies).
Sample Size
The sample was drawn from the population of PH entities (N= 84) participating in the
RWJF-CDC MCL-I & II project. (Selection of entities within the state was determined by setting
the eligibility of the presence of 10 or more C/PHNs employed in each.) Three methods were
used to obtain a required sample size to support analysis for a moderate a priori effect size of 84
entities: (1) systematic random selection of every __ Kth (survey distributors determined the
proportion) from a list of ascending-ordered zip codes of the four higher-populated 4 states (MI,
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MN, NC, FL), (2) acceptance of all available entities in lesser populated states, (3) intentional
draw to include rural, city-county hybrids, city, district entities to supplement drop-outs and
ineligibilities of those in #1. In the initial attempt to recruit PH entities, the effect size (ES) of the
sample population was set at .30 on a power of .80, α2 = .05 and a 95% level of confidence.
Cohen’s Sample Size Planning Table (Cohen, 1988, p. 103) required a sample size of 85 for
medium bivariate correlation effect (Refer to Appendix H). Eighty-six (86) entities were
identified, employing approximately 3100 C/PHNs. A quota for anticipated respondents in each
entity was derived by conducting the power analysis that yielded 8 C/PHNs (including the nurse
leader/contact), for a total of 688 respondents required for this study. When it became evident
that 86 volunteer entities did not exist, the ES was adjusted to .40 yielding 78 cooperating PH
entities. The n required for the study was 624 C/PHNs.
Selection and Recruitment of Respondents from Participating PH Entities
After university Institutional Review Board approval was obtained, contact with the
nurse leader in each entity was made, correct mailing address and email were obtained and I
sent an email message via the GMU server explaining the purpose, eligibility criteria, and survey
procedure (A copy of the message is in Appendix I Exhibit I1). Agreement to participate was
obtained from most entity leaders in a short time; Florida required submission of a formal
proposal and application to their state Institutional Review Board (IRB), indicating the targeted
entities and renewal of the Collaborative Institutional Training Initiative (CITI) course and exam
for both the researcher and the faculty dissertation advisor. The City of Chicago also required a
proposal to its IRB; however, that process was simpler and more expeditious.
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Timeline
With all approvals obtained and following conventional guidelines of survey distribution
(Rea & Parker, 1997), the surveys were distributed to the PH entities on September 19, 2008.
Once the survey period began, signified by 3 days following the mail out of the invitation
packets to PH entities, the participants had 45 days to respond. Strategizing within conventional
practice (Rea & Parker, 1997), two weeks from distribution of the invitational packets, the nurse
leader of the agency in which the quota had not been reached was sent a reminder email
message so that a general announcement to nurses could be made within the PH entity. There
was a remarkable spirit of cooperation among the entities, resulting in a 76% response rate.
Entity Administration Procedure
Each participating entity was sent a package of 8 survey invitation packets (including
one for the nurse administrator) at the commencement of the study. Each packet contained the
consent form, the survey, an invitation letter, an optional request card (to obtain a summary of
results), a 9 X 12” self-addressed and stamped envelope for returning the survey, a #10 selfaddressed and stamped envelope for returning the consent and the optional request for
research results card, and a writing pen. A copy of the GMU-Human Subjects Review Board
approval form for this study and instructions to the survey distributor regarding how to select
respondents and distribute the packets were placed in the nurse leader’s packet. For Florida
nurses, the state issued to the 17 selected PH entities approval notices for this study; a revised
version of the GMU-approved Consent Form, which added contact information of the State
Health Department, was substituted.
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The distribution instructions to PH survey distributors described 2 option methods for
random selection of participants and the conditions for distribution among C/PHNs who met
inclusion criteria: (Option 1) use of a systematic random sampling technique selecting C/PHNs
by picking 8 names from a container of names of all eligible C/PHNs in the PH entity, or (Option
2) selecting every__ kth name from the roster list. (See Survey Package and Invitation Packets
and procedures in Appendix J.) Forty-five days were given for the survey to be conducted and
completed and consent forms, and cards returned. The packages were mailed via Priority Mail
from the U.S. Post Office on September 19, 2008 to the PH entities; the requested end date was
October 31, 2008. By that day, 478 surveys were received yielding a return rate of 76%.
Response rate is always a concern to researchers when much time and effort has been
expended and the success of the study depends on an adequate number of responses. With
shortages in the C/PHN workforce and increasing demand for their services, their time is
valuable; therefore, steps were taken to alleviate time-constraint concerns by assuring the nurse
leaders in the early stages of negotiation of the time necessary to complete the survey
(approximately 12 minutes) and the ease of returning it. In addition, each recipient was given a
pen with the inscription “PHN—Commitment to serving the community”, whether they
participated or not. These tactics may have contributed to the robust return rate.
Adaptation of Source Surveys
The Empowerment instrument was obtained from Sprietzer (1995) and is used with
permission and with no adaptation applied; the Meyer-Allen instrument was purchased. Both
require that credit be given to the authors.
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Empowerment
The adaptation survey instrument for this study was developed by selecting all items
except Span of Control (applicable to managers) from Spreitzer’s “Intrapersonal Empowerment
in the Workplace” and all of Meyer and Allen’s copyrighted “TCM Work Commitment Survey,”
including its Career Change declaration (Intent to Leave). There were 14 demographic related
questions (measured on a nominal scale) followed by 48 semantic differential questions on a
Likert scale of 7-points worded Agree-Disagree with a “not sure” option. The final 3 items
require a Least Likely—Most Likely response on a 7-point Likert scale with a “not sure” option
positioned between them. (Refer to Appendix C.)
Items from the Spreitzer instrument utilized in this study employ 4 cognitive concepts
that serve as predictors to a structurally-empowered job and workplace: meaning, competence,
self-determination, and impact. Their antecedents were social-structural criteria of sociopolitical
support, access to strategic information, access to resources, and department culture (Spreitzer,
1995a, 1995b, 1996). Specifically, the survey items utilized were:
Four Cognitions.
1. Meaning: (a) The work I do is meaningful, (b) The work I do is very important to me,
(c) My job activities were personally meaningful to me.
2. Competence: (a)I am confident about my ability to do my job, (b) I am self-assured
about my capability to perform my work, (c) I have mastered the skills necessary for my job.
3. Self-determination: (a) I have significant autonomy in determining how I do my job,
(b) I can decide on my own how to go about doing my work, (c) I have considerable opportunity
for independence and freedom in how I do my job.
98

4. Impact: (a) My impact on what happens in my department is large, (b) I have a great
deal of control over what happens in my department, (c) I have significant influence over what
happens in my department.
Social-Structural Antecedents.
5. Sociopolitical support: (a) I have the support I need from my superior to do my job
well, (b) I have the support I need from my peers to do my job well, (c) I have the support I need
from subordinates to do my job well, (d) I have the support I need from my workgroup or team
to do my job well.
6. Access to strategic information: (a) I have access to the strategic information I need to
do my job well, (b) I understand top management’s vision of the organization, (c) I understand
the strategies and goals of the organization.
7. Access to resources: (a) I have access to the resources I need to do my job well, (b) I
can obtain the resources to support new ideas and improvement in my department, (c) When I
need additional resources to do my job, I can usually get them.
8. Unit culture: (a) Participation and open discussion, (b) Flexibility and decentralization,
(c) Assessment of employee concerns and ideas, (d) Creative problem-solving processes, (e)
Human relations, teamwork, cohesion.
Commitment
Items from the Meyer and Allen instrument utilized in this study were domains
consisting of three levels of commitment (affective, continuance, and normative):
9. Affective:
(a) I would be very happy to spend the rest of my career with this organization
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(b) I really feel as if this organization’s problems were my own
(c) I do not feel a strong sense of “belonging” to my organization
(d) I do not feel “emotionally attached” to this organization
(e) I do not feel like “part of the family” at my organization
(f) This organization has a great deal of personal meaning for me
10. Continuance:
(a) Right now, staying with my organization is a matter of necessity as much as desire
(b) It would be very hard for me to leave my organization right now, even if I wanted
to
(c) Too much of my life would be disrupted if I decided I wanted to leave my
organization now
(d) I feel that I have too few options to consider leaving this organization
(e) If I had not already put so much of myself into this organization, I might consider
working elsewhere
(f) One of the few negative consequences of leaving this organization would be the
scarcity of available alternatives
11. Normative:
(a) I do not feel any obligation to remain with my current employer
(b) Even if it were to my advantage, I do not feel it would be right to leave my
organization now
(c) I would feel guilty if I left my organization now
(d) This organization deserves my loyalty
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(e) I would not leave my organization right now
(f) I owe a great deal to my organization
Intent to Leave
In addition, the Meyer and Allen instrument includes items about career change with 3
options scoring on a 7-point Likert scale the degree to which the respondents Least Likely to
Most Likely . . .
12. Think about leaving my current employer
13. Feel there is a likelihood of looking for another job
14. Feel there is a likelihood of actually leaving the organization within the next year
Survey Instrument Validity and Reliability
Face validity was determined by using as an expert an Indiana state nurse leader, who
clarified terms for C/PHNs related to demographic s, Work Roles, Work Status, and Work
Method sand by a PHN Manager in Virginia regarding relevance to this population (Refer to
Appendix I Exhibits I2 and I3).
Based on the theoretical frameworks of job satisfaction in terms of perceptions of
empowerment posited by Spreitzer and particular types of commitment coupled with intention
to stay or leave the job as described by Meyer and Allen, I believed, together, these experts
offered a reliable means to measure factors affecting job retention among C/PHNs. By
extension, they were a reliable means of influence to new nursing graduates’ or job changers’,
recruitment into the specialty. Combining their instruments would demonstrate the
performance of an adaptation for use in studying C/PHNs in the United States.
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Pilot Study
A pilot study was conducted using 8 active C/PHNs to determine face and content
validity and provide feedback on the burden of the survey completion. Pilot questions addressed
the use of the instrument, the procedure for participation and its convenience/burden, the
relevance of the study to Public Health and the nursing profession. Feedback from the pilot
participants yielded no further suggestions for administration as well as support for the survey
as proposed. Several suggestions were made for clarification in terminology relevant to the
language and work experience of C/PHNs.
Data Collection
Careful effort was made to maximize the response to survey invitations. They are
described in this section. Then, after completed surveys were received, the data for this study
including demographic variables measured primarily on nominal scale and several others
measured on ordinal or Likert-scale in the combined instrument, Royer’s Adaptation, were
entered into a preliminarily-coded spreadsheet in SPSS, Version 17 (Norusis, 2000) for
manipulation. (See Appendix K for quantitative variable measurement and analysis.)
Maximizing Response
Four strategies to increase participation suggested by Ransdell (1996), coupled with my
interventions, were used, which may have contributed to the excellent response rate.
1. Add a personal touch so that the respondent feels the questions are directed
specifically to them, inferring the value of their responses. While I could not realistically obtain
names and addresses of all potential participants so that they received personalized invitations,
I facilitated their decision to participate by the tone and explanation in the invitation letter, the
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ease in completing and submitting the survey, and offering them an executive summary of the
results.
2. Gain their investment in the survey project so that they become committed to its
purpose. Building a relationship with the agency nurse leaders has led to interest in
participation. I explained in the letter the objectives of the research and the potential
importance to building capacity in community-oriented nursing through the resulting data.
3. Build trust in the credibility of the research and the researcher. This was accomplished
by being clear about my connection with George Mason University; by providing an official
invitation letter with my credentials and commitment to the topic; by including a consent
document that informs about the survey process, their rights and protections; and by assuring
confidentiality by the method of mailing and distributing the survey packets. Preliminary
conversations with each nurse leader and negotiating for participation was a means of building a
trusting relationship; including in the survey package a copy of the GMU-Human Subjects
Review Board Approval Form was meant to be reassuring.
4. Conduct a responsible and meticulous follow-up procedure. Participants were given an
opportunity to view or receive a report of results by submitting an optional request card. Most
respondents submitted their card. All agencies in all 10 states anticipate a report of the results.
Protection of Human Subjects
The researcher completed the HSRB tutorial regarding the Belmont report and ethical
guidelines in research and uses care in adhering to them. Human subjects/participants in this
study were protected by the following means (Refer to HSRB requirements in Appendix L):
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1. Only names of local and district PH entities and the nurse leader contact were
obtained. Those who participated were not identified by name (they have only a code number
on their survey). The researcher is protecting the data through storage electronically in a
password-protected computer directory known only to the researcher. Hardcopy surveys will be
shredded or burned upon completion of the dissertation process.
2. Names of potential respondents have not been requested of Directors of Nursing or
Administrators in the recruitment process; all nurses who participated were volunteers and
conceivably selected by way of instructed random procedures.
3. The invitation letter in the packet avoided coercion and pointed to the explicit
consent form accompanying the survey.
The safeguards to participant confidentiality and anonymity were guarded carefully,
knowing that there might be potential for breach of that when administration of the survey was
not in the researcher’s hands. It is almost impossible to assure pure, honest interest on the part
of the respondent. Timmreck (2001), in commenting on Herzberg’s Two Factor Motivation
Theory (refer to Chapter Two), proposes that self-interest is believed to be the strongest
motivating force that guides the individual. It can be broken out into three concepts that dictate
response: fear, duty, and trust. These very coveted personality characteristics may skew
participant responses if the respondent fears a superior will in some way learn of the
employees’ interest in participation and their responses to the survey. Therefore, it is important,
because of the potentially volatile content of this study, that the participants be protected from
those fears. This was my intent in the design of individual packets containing a return envelope.
(Refer to Appendix J for a photo of the mailing packet.)
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Data Analysis
The surveys were coded alphanumerically according to PH entity so that response rates
from each PH entity could be traced. Upon receipt, the codes and data were entered into the
Statistical Package for the Social Sciences (SPSS, 2008) for analysis. With a Cronbach alpha
significance yield requirement of .05, an interval confidence level estimate of 95%, and primarily
nondirectional hypothesis testing (Mertler & Vannatta, 2005; Minium, R. Clarke, & Coladarci,
1999; Munro, 2001; Rea & Parker, 1997), data were analyzed by means of descriptive and
inferential statistics (chi-square, analysis of variance (ANOVA) ,correlation and regression to
answer the research questions. Findings are described in Chapter Four.
Several procedures were applied to examine and clean data in preparation for the
investigative stages, such as, descriptive and correlational analyses. Specifically, data cleaning
was performed by examining missing data, considering and/or removing outliers, obtaining
normality, observing linearity, and seeking homoscedasticity among variables. As a result, of the
478 respondents, 469 were included in the analysis.
Principle Component Analysis (PCA) was performed on each major concept of the
survey, Part I (Empowerment), Part II (Commitment), and Part III (Intent to leave the job) to
determine need for data reduction and formulation of composite variables. In addition, a
number of variables were recoded. Before performing the PCA procedures, Pearson Correlation
analyses were conducted on the measures of empowerment and commitment in order to
determine the nature of analysis to use in the PCA procedure. Reliability analysis was then
performed to determine alpha values for the new variables that were created. These variables
were analyzed and compared with the results obtained by the theorists previously (Meyer et al.,
105

1993; Spreitzer, 1995b, 1995a). Analysis for each study variable follows. (Refer again to
Appendix A Table A3.)
Measures
Intent to Leave the job. Intent to Leave (Part III) is the dependent variable in this study.
Initially, a composite variable was created which yielded a Cronbach’s Alpha reliability score of
.87. A three-class dependent variable was created based on quartile analysis that gave
assistance in creating classes that reflect three degrees of intention to leave among participants:
thinking about leaving (the lowest degree of intention stated in the survey as “think about
leaving my present employer”), looking into leaving (the next degree up, stated as “feel there is
a likelihood of looking for another job”), and planning to leave the job (highest degree of intent,
stated as “likelihood of actually leaving the organization within the next year”).
Factors believed to influence or increase the likelihood of C/PHNs leaving the job
including sense of empowerment and commitment type were then examined using PCA for
possible data reduction. Reliability analysis was also conducted to test the integrity of the new
composite variables for empowerment and commitment.
Empowerment. PCA in an orthogonal rotation model (Varimax method) was conducted
to analyze all sources of variance in each variable measuring empowerment in Part I of the
survey. Relationships among items of each subscale of the cognitions (meaning, competence,
job autonomy, and impact) and the antecedents (sociopolitical support, access to strategic
information, access to resources, and agency culture) were examined and found to be highly
correlated with communality values (the amount of clustering together between the item and
all items under examination) higher than .66, except for one (Have support of superior). Since
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both the cognition and antecedent related variables were highly correlated, with correlations
exceeding .69, one composite variable was created for each subscale of cognitions (meaning,
competence, job autonomy, and impact) and each subscale of antecedents (sociopolitical
support, access to strategic information, access to resources, and agency culture) to measure
empowerment. Additionally, a very high correlation was found between the antecedent items
“peer support” and “team support” (correlation value =.81); therefore, because they were so
closely akin and because C/PHNs do not primarily work in teams, the antecedent item Have
Team Support was omitted.
Empowerment Subscales
Empowerment was measured using one composite variable which was constructed
based on all cognition and antecedent subscales --all original items of Part I of the survey of
Spreitzer’s Socio-structural and Psychological Empowerment instrument. Reliability analyses for
the empowerment measure as one variable yielded an overall Cronbach’s Alpha coefficient of
.79. Furthermore, empowerment subscales (8 total) were computed from 3-6 related
statements (items) based on the principal component analysis results. They were described
below with their reliability values. Overall, Cronbach’s alpha scores obtained on all subscales
were at least equal to or better than those Sprietzer reported.
Job Meaning—The following survey items measure the C/PHN’s perceptions of the meaning of
the job: (a) The work I do is meaningful, (b) The work I do is very important to me, and
(c) My job activities were personally meaningful to me. Cronbach’s Alpha coefficient
yield was .93.
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Job Competence—The following statements measure the C/PHN’s perceptions of his/her skill
and ability to do her job: (a) I am confident about my ability to do my job, (b) I am selfassured about my capability to perform my work, (c)I have mastered the skills necessary
for my job. Cronbach’s Alpha coefficient yield was .89.
Job Autonomy—The following statements measure the C/PHN’s perceptions of selfdetermination:(a) I have significant autonomy in determining how I do my job, (b) I can
decide on my own how to go about doing my work, (c) I have considerable opportunity
for independence and freedom in how I do my job. Cronbach’s Alpha coefficient was .90
Job Impact—The following statements measure the C/PHN’s perception of the influence his/her
job role and functions have on his/her colleagues and those she serves:(a) My impact on
what happens in my department is large, (b) I have a great deal of control over what
happens in my department, (c) I have significant influence over what happens in my
department. Cronbach’s Alpha coefficient yield was .94.
Sociopolitical Support—The following statements measure the C/PHN’s perception of the
vertical and lateral support s/he has in the workplace:(a) I have the support I need from
my superior to do my job well, (b) I have the support I need from my peers to do my job
well, (c) I have the support I need from subordinates to do my job well. Cronbach’s
Alpha coefficient yield was .76.
Access to Information—The following statements measure the C/PHN’s perception of
orientation to and an understanding of organization vision and goals: (a) I have access to
the strategic information I need to do my job well, (b) I understand top management’s
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vision of the organization, (c) I understand the strategies and goals of the organization.
Cronbach’s Alpha coefficient yield was .85.
Access to Resources—The following statements measure the C/PHN’s perceptions of availability
and privilege of acquiring resources to do his/her job:(a) I have access to the resources I
need to do my job well, (b) I can obtain the resources to support new ideas and
improvement in my department, (c) When I need additional resources to do my job, I
can usually get them. Cronbach’s Alpha coefficient yield was .91.
Agency/Unit Culture—The following statements measure the C/PHN’s perception of the working
climate with respect to participation, flexibility, recognition of employee ideas, problemsolving, and cohesion. Its statements were (a) Participation and open discussion, (b)
Flexibility and decentralization, (c) Assessment of employee concerns and ideas, (d)
Creative problem-solving processes, (e) Human relations, teamwork, cohesion.
Cronbach’s Alpha coefficient yield was .94.
Commitment. Principal Component Analysis (PCA) was conducted to analyze all sources
of variance and inter-relationships in each question of Part II of Commitment (affective
commitment, continuance commitment, and normative commitment). Each type is distinct in
concept from the others; however, in the Affective Commitment group, 3 items were purposely
worded negatively and in the Normative Commitment group, one item is negatively worded.
The theorists advised recoding them (reversing the scale for them) before analysis, which was
done. Following that, the overall Cronbach’s Alpha reliability score on all items of each type
group was α=.74. Composite variables were then created as subscales of the 3 types (Affective,
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Continuance, and Normative). One composite Commitment variable was also created and the
reliability analysis yielded a Cronbach’s Alpha of .72.
Commitment Subscales
Affective Commitment—This subscale measures the C/PHN’s type of commitment in terms of
emotional attachment to the organization and/or co-workers. Its statements were :(a) I
would be very happy to spend the rest of my career with this organization, (b) I really
feel as if this organization’s problems were my own, (c) I do not feel a strong sense of
“belonging” to my organization, (d) I do not feel “emotionally attached” to this
organization, (e) I do not feel like “part of the family” at my organization, (f) This
organization has a great deal of personal meaning for me. Cronbach’s Alpha coefficient
yield was .87.
Continuance Commitment—This subscale measures the C/PHN’s type of commitment in terms
of a cognitive process of cost-benefit analysis. Its statements were (a) Right now, staying
with my organization is a matter of necessity as much as desire, (b) It would be very
hard for me to leave my organization right now, even if I wanted to, (c) Too much of my
life would be disrupted if I decided I wanted to leave my organization now, (d) I feel that
I have too few options to consider leaving this organization, (e) If I had not already put
so much of myself into this organization, I might consider working elsewhere, (f) One of
the few negative consequences of leaving this organization would be the scarcity of
available alternatives. Cronbach’s Alpha coefficient yield was .83.
Normative Commitment—This subscale measures the C/PHN’s type of commitment in terms of
morality, loyalty, and obligation. It statements were (a) I do not feel any obligation to
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remain with my current employer, (b) Even if it were to my advantage, I do not feel it
would be right to leave my organization now, (c) I would feel guilty if I left my
organization now, (d) This organization deserves my loyalty, (e) I would not leave my
organization right now, (f) I owe a great deal to my organization. Cronbach’s Alpha
coefficient yield was .86.
Demographic variables. The following demographic variables were used in the analyses:
location, type of health department, presence of RN supervisor, work position, age group,
gender, race/ethnicity, educational achievement, credentials, work status, tenure, primary work
method, other RN job. Because of the small numbers of non-Caucasian respondents, a 3-class
variable was created, Caucasian, African-American, and other minorities. Educational
achievement was also regrouped into 3 categories: diploma and associate degrees,
baccalaureate degree, and graduate degrees (master’s and doctorate). The two grant items
(grant-driven, population-based and grant-supported, program specific) in primary work method
were combined. Work status was regrouped to 2 classes: full time and part-time/casual. For
tenure status, 1-11 months and 12-36 months were combined. Items not used in the final
analysis were: type of health department, because of the confusion of organizational
configurations and overlap of nurse responsibilities in some locations; gender, because of the
insignificant number of male nurses (12); and credentials, because of the low number of
responses.
Statistical Analyses
Early on, Pearson correlation procedures were performed to identify relationships
between and among the independent variables such as demographics (location, type of health
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department, presence of RN supervisor, work position, age group, gender, race/ethnicity,
education achievement, credentials, work status, tenure, primary work method, work other RN
job), composite subscales of empowerment (meaning, competence, autonomy, impact,
sociopolitical support, access to org info, access to resources, and agency culture), composite
subscale related variables of commitment (affective commitment, continuance commitment,
and normative commitment) and the three-class dependent variable (thinking about leaving,
looking into leaving, and planning to leave). I recognized the emergence of important
associations between correlates. In its Pearson correlation analysis of demographics with the
major concepts, it became clear that only age, education achievement, job tenure, and the
selected positions of PHN Generalist, Supervisor, and Administrator/Director were related to
each other and the major concepts. Therefore, to avoid a hasty decision on the most important
correlated factors to place in the final regression model, I compared empowerment in two ways:
one composite variable and composite subscale variables.
Descriptive statistics and chi-square analyses were performed to examine for significant
differences between the classes of the dependent variable, intention to leave the job (thinking
about leaving, looking into leaving, and planning to leave) and the independent variables.
ANOVA analyses were performed on each major concept independent variable, empowerment
and commitment types, in order to determine significant average differences across the three
degrees reflecting intention to leave. The ANOVA analyses were performed with Bonferroni
correlations for multiple comparisons. Whenever the assumption for equal variances was not
met, the Welch and Brown-Forsythe tests of equality of means were utilized.
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Two Pearson correlation analyses were conducted: (a) first on the major concepts of the
study, which were empowerment composite score, commitment subscales with intent to leave;
(b) then on those concepts using the empowerment subscales and the commitment subscales in
company with all significant demographics (PHN generalist, supervisor, administrator/director;
age groups, educational achievement, and tenure).
Finally, Multinomial logistic regression (MLR) was used to address the question of what
factors such as demographic characteristics, empowerment and commitment increase the
likelihood of C/PHNs’ Intent to Leave the job? The MLR model tested included the following
variables: Empowerment (8 subscales), the 3 Commitment types (affective, continuance, and
normative), the three positions (PHN Generalist, Supervisor, and Administrator-Director),
participant’s age, education achievement, and tenure. Since preliminary analyses of MLR
modeling revealed that primary work method, work status and location were not significantly
related with intention to leave the job, they were eliminated from further analyses. In a later
preliminary analysis using MLR, the single empowerment composite variable became less
significantly predictive than the empowerment composite subscales. A retrograde (backward)
elimination procedure was incorporated in the MLR analysis.
Summary
This chapter has presented the procedures utilized for survey administration, collection,
and analysis of the proposed research. The population, the sample, and the selection
procedures and necessary human subjects protection procedures were also described. The
survey instrument was described along with the reliability and validity evidence that supports its
use in this study. Data collection, the analysis plan, and data manipulation were presented. The
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invitation packet and its contents can be found in Appendix J, along with communications
pertinent to the use of these items. Chapter 4 will discuss data analysis, findings, and
interpretation of the data.
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CHAPTER FOUR
STUDY FINDINGS

The purpose of this study was to identify, through C/PHNs’ perceptions of work and the
workplace, demographic and/or attitudinal variables that increase the likelihood of
Community/Public Health Nurses’ intention to leave the job. Specifically, I sought to identify
what variables of structural and psychological empowerment inform the study questions of
descriptive characteristics, relationships, and predictive factors. The findings of this study may
shed some light on what contributes to or detracts from C/PHN recruitment and retention.
Furthermore, the researcher sought by reliability and content validity observations to
understand the potential applicability of the Royer Adaptation of Spreitzer’s Structural and
Psychological Empowerment Survey with Meyer and Allen’s Commitment and Career Change
Survey to subsequent research in this field.
This chapter presents the findings of the this study that includes 478 C/PHNs,
representing 2829 nurses, working full or part-time in local and district health departments in 10
states voluntarily seeking accreditation under the Robert Wood Johnson-Centers for Disease
Control funding initiative, managed by the National Network of Public Health Institutes (NNPHI)
and the Public Health Leadership Society (PHLS). The findings of this study will be made available
to nurse leaders, administrators, and policymakers as they seek solutions to the C/PHN
workforce shortage.
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Findings
Descriptive analyses were performed on every variable to identify the respondents’
work location and structure, RN leadership, personal attributes (gender, age, race/ethnicity),
education, work (status, method, tenure, role, dual jobs), sense of Empowerment (job meaning,
job competency, job autonomy, job impact, sociopolitical support, access to organizational
information, access to resources, agency culture ), and type of Commitment (affective,
continuance, and normative) in relation to the degree of their Intent to Leave the job
(dependent variable or DV). Table 3 displays descriptive statistics (frequencies, percents, means
and standard deviations) on these independent variables across the three degrees of intent to
leave the job (thinking about leaving, looking into leaving, and planning to leave in by one year).
Chi-square analyses for the categorical variables and ANOVA for the continuous ones
(empowerment and commitment) were performed to examine for significant differences
between each independent variable and the three degrees of intention to leave.
Descriptive Analysis
About 73.5% (350) respondents reported themselves to be working in the PHN
generalist position, 11.6% (55) were in administrator/director positions, and 22% (107) were
supervisors. When examining age, findings revealed that 70.5% (337) of this sample were middle
age and nearing or of retirement status. Of the 469 respondents, approximately 1/3 were either
thinking about leaving, looking into leaving, or planning to leave the job in one year.
Half of the 10-state cohort demonstrated a relatively even distribution of responses
across all three classes of intent to leave (Florida, Kansas, Michigan, Minnesota, and Ohio). Of
the remaining states, North Carolina respondents expressed a greater percentage in thinking
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about leaving (33.3%) than Illinois and Indiana; Missouri respondents indicated a far greater
percentage (57%) for planning to leave than all other states; in Washington, with the fewest
respondents (15), 40% were looking into leaving.
The 78% of C/PHNs with RN supervision were almost evenly distributed across the 3
groups; females also were evenly distributed; but 42% (5 of the 12) of males indicated they were
looking into leaving (however, their number is insignificant in the analysis). Of the 70% of
respondents who were in the age groups over 45 years, 1/3 indicated that they were planning to
leave within one year. Furthermore, almost half (46%) of those 35-45 years were looking into
and almost 40% of those 56-65 years were found to be thinking about leaving.
Nearly 2/3 of the respondents work in urban or metropolitan health entities and with
respect to work location, they were fairly evenly distributed across the intent to leave
continuum. Ninety percent of all respondents were Caucasian and evenly distributed across the
3 levels of the dependent variable. Educational achievement did not contribute to a majority in
any of the 3 categories of leaving; however, it should be noted that of the 18% who had
graduate level education, 43% were thinking about leaving.
Distribution across categories was found to be relatively even in the 3 primary work
method variables used in this study. It is difficult to fulfill the duties of the three primary
positions PHN Generalist, Supervisor, and Administrator/Director) as a part-time employee;
therefore, 90% of respondents were active full-time; 34% of them were planning to leave. It
seems to make little difference if the C/PHN is a relatively new employee to PH or has more than
10 years tenure in the job, distribution across the 3 categories of intent to leave is relatively
even. Chi-square analysis of the independent variables revealed that Age and PHN Generalist
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were significantly related to Intent to Leave (p-value=.001). Younger C/PHNs (22-34 yrs., 35-45
yrs) were more likely to be looking into leaving the job, while a greater number of those 56-66+
were thinking about leaving (p-value = .006). PHN Generalists were more likely to be looking
into leaving (p-value = .008) than those planning to leave within one year.
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Table 3
Characteristics of Community/Public Health Nurses Across Various Degrees of Intention to Leave
the Job
CHARACTERISTICS

Number of
Responses

Thinking
About
Leaving n
(%)
146 (31.1)

Looking
Into
Leaving
n (%)
160
(34.1)

Planning to Leave
n (%)

22 (33.8)
4 (15.4)
6 (18.8)
13 (30.2)
33 (30.2)
19 (37.3)
7 (33.3)
17 (33.3)
20 (35.1)
5 (33.3)

22 (33.8)
11 (42.3)
15 (46.9)
14 (37.2)
36 (35.0)
16 (31.4)
2 (9.5)
20 (39.2)
18 (31.6)
6 (40.0)

21 (32.3)
11 (42.3)
11 (34.4)
16 (37.2)
34 (33.0)
16 (31.4)
12 (57.1)
14 (27.5)
19 (33.3)
4 (26.7)

83 (29.7)
63 (34.8)

97 (34.8)
62 (34.3)

99 (35.5)
56 (30.9)

111 (30.7)

130
(35.9)
30 (29.4)

121 (33.4)

4 (33.3)
142 (31.5)

5 (41.7)
154
(34.1)

3 (25.0)
155 (34.4)

Total Responses

N = 469

Location
State of Residence
Florida
Illinois
Indiana
Kansas
Michigan
Minnesota
Missouri
North Carolina
Ohio
Washington
Setting
Urban/Metro
Rural
RN Leadership
Yes

464
65 (14.0)
26 (5.6)
32 (6.8)
43 (9.3)
103 (22.2)
51 (11.0)
21 (4.5)
51 (11.0)
57 (12.3)
15 (3.2)
460
279 (61.0)
181 (39.0)
464
362 (78.0)

No
Gender
Male
Female

102 (22)
463
12 (3.0)
451 (97.0)

Age

464
46 (10.0)
91 (20.0)
166 (36.0)
164 (35.0)
455
411 (90.0)
23 (5.0)
21 (5.0)

15 (32.6)
18 (19.8)
49 (29.5)
64 (39.8)

20 (43.5)
42 (46.2)
58 (34.9)
40 (24.8)

11 (23.9)
31 (34.1)
59 (35.5)
57 (35.4)

133 (32.4)
6 (26.1)
5 (23.8)

144 (35)
6 (26.1)
7 (33.3)

134 (32.6)
2 (40.0)
9 (42.9)

455
140 (31.0)

47 (38.6)

43 (30.7)

50 (35.7)

232 (51.0)
82 (18.0)

69 (29.7)
28 (43.1)

89 (38.4)
25 (30.4)

74 (31.9)
30 (36.6)

22-34 years
35-45 years
46-55 years
56-66+ years
Race/Ethnicity
Caucasian
African-American
Other Minorities
Education
Diploma and
Associate Degree
Baccalaureate
Graduate

p-value

158 (33.7)

.570

.457

.472

35 (34.3)

37 (36.3)
.777

.006

.520

.556
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Table 3 (continued)
CHARACTERISTICS

Status
Full time
Part time, Casual
Work Position
PHN Generalist
Supervisor
Administrator/
Director
Primary Work Method
Traditional,
Pop-Oriented
Grant-Supported or
Driven
Disease/Condition
Management
Tenure as a C/PHN
1-36 months
37-120 months
> than 120 months
Working Another RN Job
Yes
No

Number of
Responses
455
410 (90.0)
45 (10.0)
500
341 (68.0)
106 (21.0)
53 (11.0)

Thinking About
Leaving
n (%)

Looking Into
Leaving
n (%)

Planning to
Leave
n (%)

.308
127 (31.0)
17 (37.8)

144 (35.1)
13 (28.9)

139 (33.9)
15 (33.3)

94 (27.6)
37 (34.9)
21(39.6)

128 (37.5 )
36 (34.0)
14 (26.4)

119 (35.0)
33 (31.1)
18 (34.0)

451
247 (55.0)

80 (32.4)

84 (34)

83 (33.6)

90 (20.0)

23 (25.5)

30 (33.3)

37 (41.0)

114 (25.0)

40 (35.1)

42 (36.8)

32 (28.1)

34 (35.8)
37 (33.6)
73 (31.1)

34 (35.8)
40 (33.6)
82 (34.2)

27 (28.4)
42 (35.3)
85 (35.4)

7 (20.0)
136 (32.8)

11 (31.4)
145 (34.9)

17 (48.6)
134 (32.3)

454
95 (21.0)
119 (26.0)
240 (53.0)
451
35 (8.0)
415 (92.0)

pvalue

.008
.641
.292
.190

.774

.179

Note. RN = Registered Nurse, C/PHN = Community/Public Health Nurse. All numbers rounded up
to tenths.

Analysis of Variance
A one-way ANOVA was conducted to examine Empowerment (Subscales: job meaning,
job competency, job autonomy, job impact, sociopolitical support, access to organizational
information, access to resources, and agency culture) and Commitment (Subscales: affective
commitment, continuance commitment, and normative commitment) to determine any
significant differences across the 3 intent-to-leave groups (See Table 4). The F-statistic was
utilized for all independent variables except for job competency and continuance commitment,
where the equal variances assumption was violated. Therefore, the Welch test was performed
on both, demonstrating that there were no significant differences in the average values for job
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competency between the three levels of intention to leave the job (Welch statistic = 1.84, pvalue=.161) and for continuance commitment (Welch statistic = 1.05, p-value = .353).
Empowerment, as a single variable, and all other subscales that included cognition and
antecedent variables were statistically significant. Pairwise comparisons were conducted using
the post hoc Scheffe test to further identify which pairs of the intent-to-leave groups were
significantly different for each of the empowerment and commitment variables.
Significant differences were recorded in the average responses for the remaining
Empowerment cognition subscales. For job meaning, there was a significant difference in the
average responses between thinking about and planning to leave (p-value =.000). There was
also a significant difference between the groups of looking into and planning to leave (p-value
=.001). These results suggest that C/PHNs who were beginning to think about leaving, or
planning to leave within one year perceive less meaning in their job.
For job autonomy, significant differences were found between those who were thinking
about and planning to leave (p-value = .000). For the same variable a significant difference was
found between those who were looking into and planning (p-value = .007). These results suggest
that on average C/PHNs who were reported to be thinking about leaving perceive more
autonomy in their job than do those who were looking into or even planning to leave within one
year. On job impact, significant differences were found between the groups of thinking about
and planning to leave (p-value <=.000). Significant differences were also observed between
those looking into and planning to leave (p-value =.021). These findings indicate that on average
those who were thinking about leaving believe that their job efforts influence those they served,
while those who were planning to leave were closer to neutral (not sure).
121

Empowerment antecedent subscales demonstrated significant differences across all
comparisons of the 3 intent-to-leave groups with the following average scores. Specifically,
significant differences were observed with sociopolitical support (p-value = .000) with thinking
about and looking into leaving (p-value = .004) and thinking about and planning to leave (p-value
=.000), looking into and planning (p-value =.002). The results suggest that those who were
thinking about, looking into, and to a greater degree planning to leave the job perceived less
vertical and/or lateral sociopolitical support.
Significant differences were observed for access to organizational information in
thinking about and looking into leaving (p-value =.001), looking into and planning to leave (pvalue =.003), and thinking about and planning to leave (p-value=.000); the results suggest that
those who were thinking about and looking into leaving, and those who were planning to leave
the job perceived successively less access to the organizational information they needed to do
their job.
Significant differences were observed with for access to resources with thinking about
and looking into leaving (p-value =.001), looking into and planning to leave (p-value =.001), and
thinking about and planning to leave (p-value =.000); the results were suggest that, on average,
individuals who were planning to leave reported less access to resources compared to those
who were thinking about or looking into leaving the job.
And significant differences were observed for agency culture (p-value =.000) with
thinking about and looking into leaving (p-value =.010), thinking about and planning to leave (pvalue =.000), and looking into and planning to leave (p-value =.000); the results suggest that
those who were thinking about, looking into, and planning to leave the job perceived less
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opportunity for participation, less flexibility, less recognition of employee concerns, less access
to problem solving processes, and less cohesion. Statistically significant differences were also
observed in the average responses across the three groups for Empowerment as a domain
(F=34.49, p-value<=.000). From personal experienced observation and my review of the
literature, employees who perceive positive supports of culture and relationships and
information about the organization and material and personnel resources to perform the work
are likely to be committed to the mission of the job. However, whether they entertain the
thought of leaving the job may be influenced by other non-work-related factors.
Significant differences were observed in all comparisons of the Intent to Leave groups
with Normative commitment (p-value =.005) on thinking about and looking into leaving, and on
thinking about and looking into, thinking about and planning and looking into and planning to
leave (p-value =.000). This seems to indicate that C/PHNs who were increasingly loyal and feel
obligated with regard to their commitment to the job may still be thinking about, looking into,
and even planning to leave the job. Significant differences were observed in all comparison
groups of Intent to Leave (thinking about and looking into, thinking about and planning, looking
into and planning) with Affective commitment (p-value =.000 in all comparisons). This seems to
indicate that C/PHNs who have reported a sense of attachment to the organization may still be
thinking about, looking into, and even planning to leave the job.
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Table 4
Analysis of Variance Across Three Respondent Groups
ANOVA - Major Concepts—Independent Variables on Intent to Leave
Variables

n

Concept Variables
Affective Commitment

457

Continuance
Commitment
Normative Commitment

459

Empowerment

437

Empowerment Subscales
Cognitions:
Job Meaning

460

458

Job Competence

459

Job Autonomy

461

Job Impact

461

Antecedents:
Sociopolitical
Support
Access to
Organizational Info
Access to Resources

Thinking
About
Leaving
Mean (SD)
2.15
(.88)
3.89
(1.30)
3.11
(1.19)
2.08
(.73)

Looking
Into Leaving
Mean (SD)
2.67
(.99)
3.69
(1.27)
3.55
(.99)
2.41
(.66)

Planning
to Leave in
1 Year
Mean (SD)
3.48
(1.29)
3.87
(1.37)
4.21
(1.32)
2.86
(.90)

1.80
(.78)
1.45
(.62)
1.75
(.83)
2.76
(1.36)

2.00
(.95)
1.59
(.62)
1.92
(.90)
3.07
(1.40)

2.43
(1.21)
1.52
(.71)
2.29
(1.32)
3.53
(1.64)

446

p-value
.000
.365
.000
.000

.000
.192
.000
.000

2.07
2.37
2.77
.000
(.68)
(.61)
(.83)
461
3.51
4.22
4.71
.000
(1.56)
(1.61)
(1.82)
462
2.32
2.74
3.18
.000
(1.15)
(1.06)
(1.36)
Agency Culture
459
3.90
4.58
5.71
.000
(1.77)
(1.76)
(2.24)
Note. The mean values reflect the pattern of the Likert scale used in the questionnaire. Strongly
agree is at the low end of the scale (1 to 3), Not Sure is in the middle (4), and Strongly Disagree
is at the top end of the scale (5 to 7).
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Furthermore, we observed that for the Empowerment composite variable (pvalue=.000) the mean responses across the 3 classes of Intent to Leave were in the Strongly
Agree category, but those who were planning to leave within one year were in less agreement
concerning their sense of empowerment. For Commitment, the mean responses of Affective
commitment cluster in and near the strongly agree and agree category, indicating that most
C/PHNs were emotionally attached to their work and workplace and only slightly tended toward
uncertainty in planning to leave the job. Normative commitment spans the position of minimal
agreement and uncertainty, meaning that, even though C/PHNs were by and large committed to
their work and their workplace out of loyalty, duty, and a sense of obligation, they tended to
lean toward uncertainty when declaring their intent to leave the job.
Correlation
The second research question asked was “What are the relationships between
respondents’ characteristics of work location and structure, RN leadership, personal attributes
(gender, age, race/ethnicity), education, work (status, method, tenure, role, dual jobs), sense
of Empowerment, and type of Commitment in the context of the degree of their Intent to
Leave the job?”
To address research question #2, three Pearson correlation analyses were conducted
(two-tailed) as follows: (a) between the major concepts, which were empowerment (as a one
composite variable) and commitment and the dependent variable, intent to leave; (b) then on
those concepts in company with all demographics; (c) finally on the empowerment subscales
(job meaning, job competency, job autonomy, job impact, sociopolitical support, access to
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organizational information, access to resources, agency culture ), commitment subscales
(affective, continuance, and normative) and on selected highly correlated demographics.
Table 5 illustrates all correlations between the 3 major concepts from #3 analysis stated
above, intention to leave and demographic characteristics of the sample. With respect to the
major concepts, correlational analysis revealed that there is a significant low negative
relationship between affective commitment [want to, feel attachment, belong] and continuance
commitment [have to, invested, no alternative] (r= -.15, p-value=.002). There is a positive
significant correlation (r = .54, p-value=.000) between affective and normative commitment
[ought to, loyalty, obligated, duty].There is no significant relationship found between
continuance and normative commitment. There was a significant moderate positive relationship
between Intent to Leave and normative commitment (r=.36, p-value=.002) and affective
commitment (r = .45, p-value=.000). There were positive, significant relationships found
between the Intent to Leave and all subscales of Empowerment. The strongest correlation was
found between Intent to Leave and agency culture (r=.36, p-value=.000).
Among the Empowerment subscales the following low to moderate relationships with
each other, Commitment, the selected demographics, and the DV were found: Job meaning was
positively associated with affective commitment (r=.48, p-value=.000) and normative
commitment (r=.37, p-value=.000), job impact (r=.32, p-value=.000), sociopolitical support
(r=.57, p-value=.000), access to organizational information (r=.33, p-value=.000, access to
resources (r=.27, p-value=.000), agency culture (r=.34, p-value=.000), and Intent to Leave (r=.25,
p-value=.000). Higher positive correlations were found among job meaning and affective and
normative commitment, job impact, sociopolitical support, access to organizational information,
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and agency culture. Consequently, where C/PHNs valued their job for its meaningfulness, they
reported attachment to the work and the workplace, or to a greater degree they were
committed out of loyalty or obligation. Meaningful work was associated with all antecedent
structures and a sense of the impact of the work on those served.
Job competency was associated negatively with PHN Generalist (r= -.15, p-value=.001)
and age (r= -.14, p-value=.002); positively with job meaning (r=.27, p-value=.000), job impact
(r=.22, p-value=.000), sociopolitical support (r=.17, p-value-=.000), access to organizational
information, access to organizational information (r=.26, p-value=.000), access to resources
(r=.27, p-value=.000), and affective commitment (r = .16, p-value=.001). Therefore, it appears
that C/PHNs who were at the staff level (generalists) in practice felt less competent the younger
they were, still they sensed the importance of their work. They also recognized the benefit of
the structural antecedents to the meaningfulness and impact of their work and were found to a
lesser degree attached to their work or workplace. Might this attest to confidence-building
through the preparation in leadership through education or training?
Job autonomy was associated positively with affective commitment (r = .37, pvalue=.001) and normative commitment (r=.23, p-value=.000) and negatively with PHN
Generalist ( r= -.14, p-value=.003); positively with Administrator/Director (r=.14, p-value=.003);
negatively with educational achievement (r= -.15, p-value=.002), and tenure (r= -.11, pvalue=.016); positively with job meaning (r=.31, p-value=.000), competency (r=.28, pvalue=.000), impact (r=.44, p-value=.000), sociopolitical support (r=.42, p-value=.000), access to
organizational information (r=.40, p-value=.000), access to resources (r-.32, p-value=.000),
agency culture (r=.40, p-value=.000), and Intent to Leave (r=.21, p-value=.000). Autonomy is a
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hallmark of community practice and, ostensibly, draws the interest of a certain caliber of nurse
who expects the organization to provide an environment that enables the development of
competency, creates meaningful work through service characteristics, and elicits an impact
through that service, thus improving the well-being of those served.
In summary, autonomy (independence in making decisions) in the job was reported by
Generalist (staff) C/PHNs to the same degree that leaders perceived it. The less education, less
tenure, and less access to resources either position has, the more their commitment is decided
by attachment, duty, loyalty, or obligation, rather than investment. At the same time, these
C/PHNS recognize the benefits of all structural antecedents, the meaning of their job, and
competence (giving credence to the work of the original researchers, Spreitzer amd Meyer and
Allen). Their reported intent to leave the job was found to be moderate.
Job impact was associated negatively with PHN Generalist s(r= -.25. p-value=.000,) but
positively with Supervisor s(r=.27, p-value=.000) and Administrator/Directors (r=.31, pvalue=.000), indicating that nurses in leadership positions realize how their work or position
influences those they serve. Job impact was also negatively associated with educational
achievement (r= -.10, p-value=.032); and job tenure (r= -.12, p-value=.010); and positively
associated with sociopolitical support (r=.42, p-value=.000), access to organizational information
(r=.50, p-value=.000), access to resources (r=.31, p-value=.000), and agency culture (r=.40, pvalue=.000). Interestingly, the antecedents to empowerment do seem to enable these nurses to
gain a sense of influence over those they serve more so than their level of education or length of
time on the job. Job impact was also positively associated with affective commitment (r=.46, pvalue=.000 and normative commitment (r=.31, p-value=.000) but negatively associated with
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continuance commitment (r= -.11, p-value=.023), as would be expected. Surprisingly, It was
positively associated with Intent to Leave (r=.25, p-value=.000). This means nurse leaders
recognize the influence (impact) of their work on outcomes while the younger, less educated,
and newer generalists recognize it less and may be more likely to consider leaving, except there
may be no alternative for leaving or they may feel they have invested too much to leave.
However, all who recognize the impact of their work see the benefits of the structural
antecedents and were committed to a greater degree by attachment or loyalty, while at the
same time entertaining the thought of leaving the job.
Sociopolitical support was also positively associated with Supervisor (r.=.10, pvalue=.031), job meaning (r=.32, p-value=.000), job competence (r=.17, p-value=.000), job
autonomy (r=.42, p-value=.000), job impact (r=.42, p-value=.000), access to organizational
information (r=.55, p-value=.000), access to resources (r=.46, p-value=.000), agency culture
(r=.64, p-value=.000), affective commitment (r = .45, p-value=.000), normative commitment
(r=.30, p-value=.000), and Intent to Leave (r=.31, p-value=.000), but negatively associated with
continuance commitment (r= -.11, p-value=.023). Supervisors and Administrators/Directors
comprised 34% of the study sample. They are the ones who most recognize and appreciate
organizational factors such as sociopolitical support, access to information and resources, and
agency culture and who, as a result, perceive the impact of their work. Sociopolitical support
was found to be significantly inter-related with all other psychological and structural subscales
of empowerment. This finding seems to give some support to Campbell, Fowles, and Webber’s
study (2004) in Illinois in which vertical support (above and below) was important to job
satisfaction and ultimately to horizontal relationships.
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Access to organizational information was positively associated with job meaning (r = .33,
p-value=.000), job competence (r = .26, p-value=.000), job autonomy (r = .40, p-value=.000), job
impact (r = .50, p-value=.000), sociopolitical support r = .55, p-value=000), access to resources (r
=.52, p-value=.000), culture (r = .58, p-value=.000). Access to organizational information was
also associated positively with affective commitment (r = .51, p-value=.000), normative
commitment (r = .29, p-value=.000) and intent to leave (r = .28, p-value=.000), and negatively
associated with continuance commitment (r = -.13, p-value=.006). Being informed and
understanding organization mission, vision, and goals and having adequate strategic information
about the job gives the C/PHN a sense of empowerment and fosters commitment to the job out
of attachment and loyalty and intention stay.
Access to resources was also associated positively with agency culture (r=.55, pvalue=.000), affective commitment (r=.41, p-value=.000), normative commitment (r=.33, pvalue=.000), and Intent to Leave (r=.28, p-value=.000), but negatively associated with
continuance commitment (r= -.12, p-value =.008). Having the necessary resources to do the job
within a positive environment encourages individuals to stay in the job for reasons of
attachment, loyalty, and obligation. Without access to those resources the commitment to the
job is potentially based on a need to stay because there may be no alternative in leaving.
Agency culture was also associated positively with Supervisor r=.09, p-value=.05),
affective commitment (r = .60, p-value= .000), normative commitment (r=.39, p-value=.000), and
Intent to Leave (r=.37, p-value=.000), but negatively with continuance commitment (r= -.20, pvalue=.000). Agency culture was found to have very little influence on the middle manager’s
(Supervisor) interest in staying in the job. Might that be attributed to an isolated role, weakness
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or absence of team-related work with subordinates, flexibility, and absence of shared
governance? However, attachment and obligatory reasons or loyalty influenced the manager’s
commitment to stay and intent to leave rather than investment in the organization or job.
Supervisors comprised 22% of respondents in this study.
Among the remaining demographics, positive relationships were noted between PHN
Generalist and tenure (r=.12, p-value=.000), and negatively with competency (r= -.15, pvalue=.001, job autonomy (r= -.14, p-value=.003), job impact (r= -.25, p-value=.000), affective
commitment (r = -.09, p-value=.043), and intent to leave (r = - .10, p-value=.035). To a small or
moderate degree it appears the generalist perceived he/she had fewer competencies,
independence, and less influence on those served, had little attachment to the job, which may
be mitigated in a small degree by increasing time on the job to forestall some tendency to leave.
Two positions were negatively associated with tenure: Supervisor (r= -.20, p-value=.000)
and Administrator/Director (r= -.19, p-value=.000). PHN Generalist was positively associated (r=
.12, p-value=.009). Twenty-six percent had worked in PH for 3-10 years; 51% had worked in PH
more than 10 years. Apparently, job tenure had only a little meaning to the roles and functions
of the 3 major positions. The relationship of tenure with commitment was insignificant except
for a small negative one with continuance commitment (r = -.17, p-value=.000). Perhaps it may
indicate that, for any C/PHNs in these three positions, there was less tendency to leave the
organization if they consider the cost of leaving.
Age was associated positively with PHN Generalist (r=.27, p-value=.000) and negatively
with Administrator/Director (r= -.19, p-value=.000), indicating that generalists tend to be older
than their leader. To a small degree, the generalist accumulates time in the PH job while the
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administrator/director has not. To a small degree educational achievement was associated
positively with the PHN Generalist (r=.21, p-value=.000) and tenure (r=.15, p-value=.001), but
negatively with the Administrator/Director (r= -.26, p-value=.000). Forty-five percent of
respondents have earned a baccalaureate degree in nursing; 18% have graduate degrees,
leaving 31% with diploma and associate degrees in nursing. To a small degree PHN Generalists
were realizing further education as they increase tenure in the job; Administrator/Directors
were not. Only 16% of all respondents reported any type of certification.
Among the many relationships revealed are some of particular interest because of their
higher values (r >.30). Some are expected because of natural association: job position and the
sense of impact on Administrator/Director (r=.31), the association of age and tenure (r=.40) the
interrelatedness of the empowerment subscales and affective commitment, such as job
meaning (r = .48), job impact (r=.46), sociopolitical support (r=.45), access to organizational
information (r=.51), and agency culture (r=.60). Likewise, the association of structural
antecedents of empowerment with Intent to Leave was logically expected. These findings give
support to the premise of the original researchers. Apparently, C/PHNs who feel empowered
stay because they feel an attachment to the job and have a sense of loyalty or obligation to it,
and not because they have invested too much in it or have few alternatives. They seem to be
experiencing satisfying interpersonal relationships as Spreitzer posited, in spite of a less diverse
workforce and heightening demands of the job due to losses of colleagues through attrition.
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Table 5
Relationships of Major Concepts, Intention to Leave the Job, and Selected Demographics

133
Note. * Correlation is significant at the .05 level (2-tailed). ** Correlation is significant at the .01 level (2-tailed).

Regression
A Multinomial Logistic Regression (Backward Elimination method) was performed to
address the third research question about the factors that increase the likelihood of C/PHNs’
Intent to Leave the job. The MLR model included factors such as age (22-34 years, 35-45 years,
46-55, 56-66+), 3 positions of C/PHNs in the organization (PHN Generalist, Supervisor, and
Administrator/Director), educational achievement (diploma-associate degree, baccalaureate,
graduate), tenure (1-36 months, 37-120 months, more than 120 months), the empowerment
and commitment subscales and intent to leave as the dependent variable. The model yielded 4
statistically significant predictors to group membership of intent to leave: affective
commitment, normative commitment, age (35-45 year group), and tenure (1-36 months group)
with 53.4% overall accuracy (considered moderate) in classifying variables for the model (Refer
to Table 6).
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Table 6
Odds Ratios (95% CI) for Intention to Leave the Job Among C/PHNs
Intent to Leave
B
Wald
OR (95%
Reference: Thinking
Confidence Int )
About leaving
Looking Into Leaving
Affective Commitment
.50
10.39
1.65 (1.22, 2.23)
Age (in years)
22-34
.86
3.01
2.37 (.89, 6.29)
35-45
1.46
14.10
4.30 (2.01, 9.20)
46-55
.58
3.06
1.79 (.98, 3.255)
56-66+
Reference Category
Planning to Leave in One Year
Affective Commitment
1.12
42.81
3.05 (2.19, 4.27)
Normative Commitment
.31
5.16
1.36 (1.04, 1.77)
Age (in years)
22-34
-.01
.000
.99 (.32, 3.02)
35-45
1.15
7.46
3.16 (1.38, 7.23)
46-55
.314
.89
1.37 (.71, 2.63)
56-66+
Reference Category
Tenure (in months)
1-36 months
-1.07
6.74
.35 (.15, .77)
37-120 month
-.67
3.53
.51 (.25, 1.03)
More than 120
Reference Category
months
Note. Odds ratio numbers were rounded up.

p

.001
.083
.000
.058

.000
.023
.983
.006
.346

.009
.060

Interpretation of Findings
C/PHNs in the age range of 35-45 years were 4.3 (95% CI: 2.01, 9.20, p-value = .000)
times more likely to be looking into leaving the job compared to those nurses who were older.
C/PHNs who have the least tenure on the job (1-36 months) were 0.35 times less likely (95% CI:
0.15, 0.77) to be planning to leave within one year than those with greater tenure. C/PHNs who
have increasing attachment (affective commitment) to the job were also 1.7 (95% CI:1.22, 2.23,
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p-value=.001) times more likely to be looking into leaving and 3 (95% CI:2.19, 4.27) times more
likely to be planning to leave the job within one year than those who were committed in other
ways (continuance or normative types). C/PHNs who held obligatory or loyalty commitment
(normative) to the job were 1.4 (95% CI:1.04, 1.77, p-value=.023) times more likely to be
planning to leave the job within one year than those who were committed by attachment
(affective) or cost concerns (continuance). Interestingly, empowerment subscales demonstrated
some strong relationships in the correlations, but were not found to be predictive in this final
procedure.
Based on these findings, C/PHNs in their middle years (35-45 years) with accumulated
experience and skill and with some seniority in the workplace may be seriously considering
leaving the job even though they like the job and want to stay for social or cultural reasons. And
for unknown reasons, even C/PHNs who demonstrate loyalty to the job and/or the workplace
may be leaving within a year. Because Empowerment has no predictive quality in this study, it is
difficult to pinpoint structural or psychological factors that significantly influence their intent to
leave.
Summary
This chapter presented descriptive and predictive findings of a study in structural and
psychological empowerment, commitment, and intention of leaving among 478 C/PHNs in the
U.S., which were discussed. The results of a logistic regression model revealed the primary
predictors of staying with the job: Affective Commitment, Normative Commitment, Age (35-45
years), and Tenure (1-36 months). In the next chapter study conclusions, implications, and
recommendations are explored.
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CHAPTER FIVE
CONCLUSION

The purpose of this chapter is to comment on the results of this study and, based on
their strength, to recommend actions in policy, education, and practice. In the ideation phase of
this study, compelling data was accumulating about a national--and global--nursing shortage
uncovering issues concerning patient safety and quality of care (AACN, 2007; Aiken & Patrician,
2000; AONE, 2000; Buerhaus, Auerbach, & Staiger, 2007; Gelinas & Loh, 2004).Consequently,
both are commonly accepted as negatively impacting upon nurses’ perceptions of their work
environments. Both are known to adversely affect nurse recruitment into and retention in the
job (GAO, 2001; HRSA, 2004, 2006; Manion, J, 2004; Press-Ganey Associates, 2008). The most
important negative factor affecting recruitment and retention is job satisfaction and its many
antecedents and mitigating or causative factors. They appear to confound the nurse’s
perception of empowerment. This finding is consistent with findings of many researchers
studying the paradoxical trend of increasing demand for health care and the declining number
of nurse caregivers (Aiken et al., 2002; Andrews & Dziegielewski, 2005; Bland Jones, C & Gates,
M., 2007; J. Cameron, Armstrong-Stassen, Bergeron, & Out, 2004; Demerouti, 2000; Ferrel,
2007).
As an experienced nurse with concern about present and future resources in the
community to facilitate promotion of health and the prevention of disease or accident, I
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determined that the focus of this study would be on the perceptions of Community/Public
Health Nurses (C/PHNs) related to empowerment. This study was limited to a select cohort of
states in which organizational self-assessments that lead to eligibility for accreditation are under
way. Recently, two avenues of concern that give importance to this investigation have arisen: (a)
critical reports about the efficiency, efficacy, and adequacy of the U.S. Public Health System to
meet growing societal demands (Baker et al., 2005; Gostin, 2004; HRSA, 2003; IOM, 2002, 2001)
and (b) nurse recruiting and retention difficulties in the community workplace in this time of
shortage (AACN, 2007; ASTDN, 2006).
Overview of the Study
This study surveyed 624 Community/Public Health Nurses representing 2,829 C/PHNs
from local or district PH entities in 10 selected states. Participants were invited to express their
perceptions about empowerment in their work and their workplace, to register their type of
commitment to the job, and to indicate their intention about staying with or leaving their job.
The 478 who responded to the study survey (and ultimately, the 469 final eligible respondents
yielding 98%) submitted a wealth of data which contributes significantly to what is known about
empowerment, commitment, and intent to leave. These findings, however, have implications
for practice nurse leaders, administrators, and policymakers should consider with regard to
recruitment and retention strategies. As an early exploratory study of a subpopulation of the
nursing profession seldom examined, the findings here can open a new research track that will
give voice to nurses destined to face increasing shortages and dramatically-increasing demand
for care from the community in the future.
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Study findings demonstrate that the strongest predictors of the C/PHNs intention to
leave his/her job are age (35-45 years), tenure on the job (1-36 months), affective commitment
(attachment to the job/organization), and normative commitment (loyalty, duty to, and
obligation to the job/organization). Because several variables were correlated I anticipated that
a larger number of predictors with stronger values would emerge, such as the position PHN
Generalist, cognitions of empowerment such as job meaning or impact, agency culture, or other
antecedent structures such as sociopolitical support, access to information, and resources. The
odds ratios of all four resulting predictive factors are worthy of note when an investigator looks
for alarming data from which to make policy change. Particularly since the test bed for this study
is a collection of states that have been seeking accreditation. All levels of leadership in these PH
entities were assessed for their performance and capacity and matched them against new 2002
National Public Health Performance Standards (Beitsch, L et al., 2006) as relevant for quality.
Thus, improvements should have been influencing the experience of C/PHNs within. This study
raises questions begging further research into the C/PHN’s empowerment experience.
The states utilized in this study were Florida, Illinois, Indiana, Kansas, Michigan,
Minnesota, Missouri, North Carolina, Ohio, and Washington. Five of these states (Illinois,
Michigan, Missouri, North Carolina, and Washington) were in the early cohort of states
approved by the Exploring Accreditation Project principals (NACCHO and ASTHO) to perform
their assessment and make indicated improvements and which subsequently became mentors
to the second cohort (the remainder of my test bed states). In that assessment, all indicators
measure attributes at the organizational level; personnel are aggregated so that there is no
distinction in each discipline between roles. It was not possible to determine what changes were
1

being made in nursing departments from the state reports. The discussion that follows identifies
the implications of the study findings and proposes action with respect to further research.
Discussion of Study’s Findings
Research Question #1
The first question in this study was: What are the descriptive characteristics among
respondents in the categories of work location and structure, RN leadership, personal attributes
(gender, age, race/ethnicity), education, work (status, method, tenure, role, dual jobs, sense of
Empowerment, and type of Commitment in relationship to the degree of their Intent to Leave the
job?
The significant findings were derived from the Chi-square and ANOVA analysis
procedures described in Chapter 4. PHN Generalists (73.5% of the respondents) of any age, but
particularly the more mature or seasoned nurses also possessing other demographic
characteristics, were considering leaving the job. Seventy-one percent of the respondents were
46+ years old, a figure that corresponds with national registered nurse data in which those in
the 45-49 year age group are greater in number than any other age group (HRSA, 2004). There is
no current data to inform PH administrators and nurse leaders of the driving forces that
influence job termination at any age, More recently we know that healthy older nurses work
well into what society terms “retirement years” if they have the institutional support structures
that flex with their physical or mental changes and capitalize on their knowledge and
experience. This is also true of nurses who acquire physical disabilities. The findings of this
study, whose 46+ year-old respondents overwhelm the sample, may not adequately represent
the needs of younger nurses in the sample, whose reasons for leaving might be related to career
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advancement or change and domestic or personal life changes. Deeper examination is needed
into the phenomenon of employee turnover in terms of job satisfaction in the PH field, and
particularly in the discipline of nursing. This foundational study only reveals the types of
commitment and degree of perceived empowerment in the workplace.
Among the states, Missouri had the largest percentage of nurses who showed greater
intention to leave than did those in the other 9 states. The question is raised: Why? Are there
system issues such as structural or psychological empowerment factors that discourage nurses?
The imminent loss of experienced C/PHNs at a time of declining workforce capacity is a critical
issue for nurse leaders and administrators who value succession of expertise and leadership
development among newer or younger nurses. This study does not explain why these, and even
nurses in the predictive group—35 to 45 years range--are considering leaving. Some suggestions
are given to employers for utilizing mature nurses and appreciating their expertise through
innovative opportunity structures in the organization. Results are pointing to the importance of
organizational structures in determining or influencing nurse commitment and job retention
among C/PHNs. Mosely, Jeffers, and Paterson (2008) have noted in their recent systematic
review of literature that there may be any of 10 factors that influence the decision of older
nurses to leave or retire early. It is possible then that they apply across all specialties including
Public Health Nursing:
1. Need for respect and recognition of achievements
2. Specific managerial characteristics
3. Empowerment issues, especially autonomy
4. Valuing of expertise
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5. Provision of challenges
6. Creation of a sense of community within the organization
7. Education and peer development
8. Impact of work demands and environment
9. Influence of flexible working and shift options
10. Adequate financial reimbursement
All but the last item can be found in the empowerment framework of this study. Number 10,
while less important than sociopolitical factors in the workplace in recent studies of nurses, may
be more important in this specialty, which for many years in the 20th century was regarded as
the best paying job for nurses. A casual examination of the range of current salaries of C/PHNs
in these 10 MCL states (“Salaries by Location, City and State,” n.d.) revealed that half of them
are paid less than $50,000/year and some are paid as low as $36,000 in small or more remote
regions (Illinois), while the ceiling seems to be $60,000 in some larger cities (Washington). In
2006 a Quad Council report, in its several recommendations for addressing the nursing shortage
in PH, called for increased core financial support at the federal level to enable salary increases at
the state and local public health agencies (QuadCouncil, 2006). That is yet to be accomplished.
In the months since the commencement of this researcher’s study, the United States
and the world have entered a recessionary fiscal crisis of serious dimensions due to the failures
of some over-reaching economic institutions, uncertain trade markets, reduction of
productivity, and resultant loss of jobs. The issue of empowerment-commitment-intent to leave
now takes on a new complexion: job security rises to the top in priority and skillful leadership to
maintain the country’s health in a stressful environment is required. In 2008 approximately half
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of local health department employees were expected to be laid off without being replaced
because of reduced budgets (NACCHO, 2008); it is unknown what proportion of nurses is
included.
Economic impact on the nursing workforce aside, the researcher must be cautious in
measuring attitudinal and perceptual data from the nurses of this study because of limitations
within the model which failed to capture a more realistic picture of the work life of C/PHNs. In
answering the first research question concerning descriptive characteristics, one might profile
the average C/PHN of this study as a Caucasian female somewhere between 46 and 66+ years
old working in an urban or metropolitan environment for more than 10 years and having
baccalaureate nursing preparation. Immediately, what is evident to the experienced observer is
the range ofdisparities of race/ethnicity, gender, and age to the populations C/PHNs typically
serve.
Research Question #2
The second question in this study was: What are the relationships between respondents’
characteristics of work location and structure, RN leadership, personal attributes (gender, age,
race/ethnicity), education, work (status, method, tenure, role, dual jobs, sense of Empowerment,
and type of Commitment in the context of the degree of their Intent to Stay on the job?
The noteworthy moderate to high (p-value = .35-64) significant positive
interrelationships noted in Chapter 4 of empowerment subscales, with certain demographics,
commitment types, and intent to leave were:
1. Intent to leave with affective and normative commitment
2.

Intent to leave and agency culture
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3.

Affective commitment and all empowerment subscales except job competency

4.

Affective commitment and normative commitment

5.

Job autonomy and job impact, sociopolitical support, access to organizational
information, and agency culture.

6.

Job impact and Administrator/Director, sociopolitical support, access to
organizational information, access to resources, agency culture, and normative
commitment.

7.

Sociopolitical support and job autonomy, access to organizational information,
access to resources, agency culture.

8. Access to resources, access to organizational information, and agency culture.
As discussed in Chapter Two, Kanter emphasized in an interview (Ibarra, 2004) the
importance of workplace structures by saying that, for organizations to experience success in
satisfying employees and realizing a culture of innovation and creativity, work environments
should provide: (a) information about the organization that fosters engagement in its mission,
(b) effective resources to accomplish the work, (c) recognition to employees and support by
leadership in the roles and tasks of decision making at each level of the organization, and (d)
mechanisms for training and education that allow the employee to learn and grow beyond one’s
job description. Once power and opportunity structures are in place, employees will have
increased feelings of autonomy, higher levels of self-efficacy, and greater commitment to the
organization. An example for comparison: the correlation of sociopolitical support and job
autonomy in this study compares with those of another study I referenced in Chapter Two;
namely the strong agreement in the importance of vertical and horizontal participation in
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decision making among Campbell’s respondents. However, Spreitzer did not design a
measurement of recognition and award by the employer nor one for the act of leadership
support in decision making in the instrument used in this study.
Manion (2009), discussing her new book, The Engaged Workforce, points to the same
highly referenced motivators as in this study: healthy relationships, job meaning, observed
progress (or impact), choices (autonomy), and involvement in decisionmaking (participation).
She also purports that, in these hard economic times, “creating a positive workplace means far
more than doing a program on generational differences.” Employees need to be valued for their
potential and their contribution to the mission of the organization. She continues by saying
“When times are tough, you need to invest in your people even more.”
In this period of time after the establishment of the Core Competencies of Public Health
Nursing by the Quad Council, I was curious as to why job competency failed to demonstrate
noteworthy significance in the correlation and ANOVA procedures. It has a weak relationship
with all other empowerment subscales. There was almost no variability in the respondent
scores; the means centered around 1.5 (Strongly agree) on the 7-pt. Likert scale in all 3
categories of intent to leave in the ANOVA results. The answer seems to be that these C/PHNs
feel pretty confident in their mastery of skills for their job—another testament to the
overwhelming number of seasoned nurses in the sample and perhaps the entity’s efforts in
meeting the performance standards for accreditation. And, apparently a sense of competency
has no influence on tenure. So, in the correlation analyses, there was significant harmony
between the cognitive and the antecedents of the empowerment model; ¾ of the cognitive
values (job meaning, job autonomy, and impact) were perceived by the respondents because all
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antecedents (sociopolitical support, access to organizational information, access to resources,
and culture) were perceived to be in place. But as noted earlier, correlations among the major
concepts were not strong. Further research to delineate the meaning of empowerment among
these nurses if needed.
Research Question #3
The third question of this study is: What factors such as demographic characteristics,
Empowerment and Commitment increase the likelihood of C/PHNs’ Intent to Leave the job?
What can be gained from the results of this study is knowing that, in this cohort of
respondents (staff and management levels of C/PHNs) as seen through certain demographics
and structural and psychological characteristics of the work and workplace, empowerment as an
8-part (subscales) construct is not a predictor for staying in or leaving the job. However, the age
of nurses (seasoned), the tenure of short duration (1-36 months), and 2 types of commitment
(affective and normative ) determine whether these nurses will stay in the job or not.
Apparently, C/PHNs who are approaching their middle years and those who have worked 3
years or less have a commitment that does not necessarily express their attitude of investing
too much in the work or workplace or seeing few alternatives for leaving, but because they have
a commitment that evokes an attachment to the work or workplace or a feeling of loyalty or an
obligation. This speaks volumes for the attitude of dedication to a calling or mission of service to
one’s community of vulnerable populations. By comparison, a recent Finnish study of a sampling
of acute care, long term care, and public health nurses (Kuokkanen, Leino-Kilpi, & Katajisto,
2003), using a different instrument, revealed that more than 1/3 had considered changing jobs
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or leaving the profession—career-conscious nurses and those 21-40 more so than others. Of
those who considered a job change, almost ½ considered leaving the profession.
In this study nurses 35-45 were 4.3 times more likely to be looking into leaving than
older nurses. Flynn’s recent multistate study (Flynn, 2007), also based on Herzberg’s job
satisfaction theory but using a combination of 3 instruments different from empowerment and
commitment, found that dissatisfied PHNs were 7 times more likely to report intent to leave
within 1 year. This is precisely the reason PH administrators and nurse leaders should seek ways
to retain their engaged workforce of nurses and promote this commitment in the context of
building mentoring relationship programs among the generations and providing educational
opportunities for leadership development. Empowerment did not become a predictor of leaving
the job, nor did it emerge strong enough to deter 1/3 of the C/PHNs to consider leaving the job
on any degree of intent.
Implications for Building Workforce Capacity
Admittedly, most Empowerment correlations were small to moderate in this study and
predictors show small to moderate likelihood of C/PHNs leaving PH entities. And this researcher
has doubts about the ability of the instrument to capture accurate perceptions of
empowerment from the unique practice of nursing in any setting. However, the results give
value to the concern nurse leaders, administrators, and educators have about the implications
of nurse turnover and the need for effective retention of valued employees. The future of
C/PHN workforce capacity appears bleak due to current imbalances of recruitment and attrition.
Little is known of cost to the health care system, and particularly in PH, of nurses who leave and
the recruitment of replacement nurses because of the dearth of published research about it; but
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cost is typically calculated on institutional factors such as human resources management costs,
performance losses, and the ripple effect of dissatisfaction (Bland Jones, C & Gates, M., 2007).
Any data gathered for the purpose of quantifying the value of the nurse’s presence or absence
comes from acute care, clinic, nursing homes, or home care settings, not community-based and
population-oriented nursing settings (Center for American Nurses, 2008). For instance, Isgur
(2008) states that for every 1% increase in turnover, it costs hospitals approximately
$300,000/year. A few studies report a wide range of cost, with 1.3 times the yearly salary of the
nurse as one estimate. However, there are many incalculable variables that obscure a
conclusion, such as the human capital factors of education, experience, tenure, era of departure
related to the economy and other social forces, and the location of the nurse.
Moreover, in the field of public health, where revenue streams are dependent on
federal dollars and the largesse of philanthropic organizations, workforce turnover must be
managed with a human resource budget that reflects a commitment to retention by
administrators and leaders who facilitate a sense of empowerment in their work and the
workplace. While empowerment is believed to lead indirectly to job satisfaction, among C/PHNs
we are learning that perceptions of empowerment are not strong enough to deter them from
consideration of job leaving, even among the experienced, mature nurses. We do know from
hospital-based self-reports that nurses as a discipline are the least satisfied of all health care
facility employees (Press-Ganey Associates, 2008). The question remains: Why? Did they make
the wrong choice in a career? Are they suited to another discipline? Are they disappointed in the
health care delivery environment because of changes in society? Did they receive adequate
orientation to the reality of nursing practice? Are they content with their persona as a nurse?
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Are institutional psychological and sociopolitical supports in place? Are the stresses at work
affecting personal and/or family life? And, for the population of interest in this study, were
C/PHNs hired with an appreciation for the uniqueness of the specialty? Are they satisfied with
the work they do, how they do it, and the environment in which they work? Even their seniority
fails to influence job staying. What can be learned about the motivations and attitudes of this
specialty population toward their work and workplace should lead to improved methods for
attracting an increasing number of recruits to meet impending demand brought on by a
weakening economy, an inflow of immigrants, and unsolved conditions of health.
Study Methodology Implications for Further Research in C/PHN Practice
It is regrettable that, among the several studies referenced in this document, a
satisfactory instrument to measure the validated factors that lead to empowerment,
commitment, and retention of qualified nurses in all specialties has not been developed yet. It is
evident to me that qualitative research, such as interviews, observation, and focus groups is
needed to elicit from C/PHNs the language of their practice. Then, either this instrument will be
revised or a new one developed. However, before that is done, an assessment of what the
C/PHN does in practice, how the mandates of the institution affect nursing practice, how
funding shapes practice, and how the work environment is structured administratively and
relationally will contribute to an understanding of this specialty in the 21st century.
Statistical methods used in analysis in this study were extensive and thorough, identifying
certain problematic survey items and revealing some similar results seen by the authors in their
previous studies. Experience in this groundwork study has raised concerns about limitations in
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its design and methodology for nursing that need attention before further studies are done
using it.
Discussion of Limitations of the Study
The limitations of this study may be related to study methods, including use of a
convenience sample of participant states; institutional and nurse sampling error; inadequate
response rates; and bias in respondent participation/non-participation. Limitations in this study
may also be related to the psychometric properties of the survey instruments and survey
administration procedures. The combined sample of PH entities and their subsample of C/PHNs
was drawn by using random and convenience strategies and negotiated contact with each entity
nurse leader (supervisor, director, administrator). It is understood that the results do not
necessarily reflect opinions and perceptions of C/PHNs in general in the U.S.
Sampling
C/PHNs typically work in settings of widely varying organizational and service structures
(Refer to Appendix F), hold positions that are often uniquely related to funded programs and
projects, and have titles that sometimes do not reflect their profession. This researcher believes
that random selection of the subpopulation of C/PHNs has achieved adequate representation
across roles and functions to lay a foundation of exploratory discussion about empowerment in
the workplace and the terms of the nurse’s commitment to the job. In order to adjust to the
number of available PH entities that met study criteria, I altered the power in the sampling
procedure to .40 from .30; consequently, increasing the risk of error. While the effect size of the
sample was adequate and the origin of respondents were variable across states and work
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settings, some factors peculiar to the specialty, such as positions held, may have introduced
barriers in both the administration of the instrument and its content and context.
Administration of the Survey
Complexities of conducting a survey, such as the preparation and mailing of the printed
materials and instructing survey distributors in careful random procedures, introduces a
possibility of error in the random selection. Entrusting confidentiality to the PH entity to avoid
inadvertent influence on the voluntariness of the respondent as well as the social phenomenon
of representation, which may exert influence among the volunteers to “make a good showing,”
pose risk. Surprisingly, 57.5% of PH entities nearly reached and did reach their quota (8) in
completed surveys. Ease of responding to the survey may have been facilitated by an online
format rather than printed copy to handle—an on-going controversy about equalizing resources.
The 76% response rate attests to high interest in participating, however.
A caveat to the confidence in reliable data elicited from job satisfaction surveys is the
emergence of potential confounding variables related to the survey participants’ personality or
emotional mood that emerge when marking their responses to such questionnaires. Brooks and
colleagues (Brooks et al., 2007) refer to the fact that a variance of as much as 30% in job
satisfaction is explained by personality. Dorman and Zaph (2001) also explain that personality
plays an important role in job satisfaction and that sometimes there is little difference in job
changers and job stayers when both exhibit positive attitudes toward effecting change while
remaining in their careers—even when job changers select a second job similar to the one they
left. In this study we see the younger nurses, newly seasoned, considering leaving the job more
so than those at or nearing retirement age. Are their motives for leaving predicated on
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inaccurate career decisions; on domestic changes in the household; on opportunities for further
education? These findings indicate the need for caution in attributing causal associations
between the reality of day-to-day organizational factors and extrinsic or background
information about the structure of the organization. What has not been explored is the other
side of the coin--the influences of the C/PHN’s internal professional and personal perceptions to
the profession of nursing itself, and by extension to the PH entity and the work detail there.
Coordinating and Scheduling
Coordinating the administration procedures with availability of respondents required
time and effort. Nurses in some states were required to participate in other, internal
assessments and were asked to participate in competing studies by other graduate students.
The issue of Institutional Review Board approval on the local or state level delayed the
commencement of the survey administration. Identifying the individual requirements of PH
entities for this assurance is critical to timing; however, there is wide variation in permissiongranting control. The researcher must learn early what the requirements are for each
jurisdiction; there is no standard pattern. Perhaps once the accreditation program is established
in all states this will become standardized.
Recommendations on Further Research in the Use of the Instrument
The secondary purpose of this study was to determine whether the combination of the
Spreitzer and the Meyer and Allen instruments formed an appropriate survey for the nursing
profession in the U.S. and particularly for nurses in the community specialties. Nurse leaders
who reviewed the combined instrument, while they considered allowing their staff to
participate in this study and those few participants who made comments on their survey or
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called for clarification, indicated they believed the survey to be important to informing timely
issues in the profession and to determining relevance of the instrument to the C/PHN
population. The construct of the Spreitzer instrument (Part I) used in this setting proved to be
highly reliable by acceptable research standards (meaning the survey items measured intended
concepts consistently). This was also supported in the principal components analysis. The Meyer
and Allen section (Part II) showed remarkable results on types of commitment, which the history
of PH Nursing has borne out. C/PHNs were committed to the job out of for affiliation and loyalty
reasons. Meyer and Allen’s Career Change or Intent to Leave (Part III) appears less applicable in
its present format. My observations in this study indicate that the use of the original and this
adapted instrument, which combines Spreitzer’s Psychological and Structural survey and Meyer
and Allen’s Employee Commitment and Career Change questionnaire, is not appropriate for
assessment research among nurses, including community-based and population-oriented nurses
at this time. More will be said about that later in this chapter.
The format of the survey—composition of sections and items and the scoring
mechanism—offered easy navigation for the respondents. The 3 domains of Empowerment,
Commitment, and Intent to Leave were relatively clear, as evidenced by the condition of the
marked surveys and absence of communication from respondents. Three phone calls and emails
about discrepant items in the demographics revealed some confusion or uncertainty about
terminology; discussion of revisions follow in the next section of this chapter. I believe a 5-point
Likert scale with each mark qualified would be adequate and may even result in greater
reliability and more distinct variability with this population. Using a neutral midpoint and a nonqualified option on either side of it may have caused a skew to the left—a greater number of
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respondents who marked the Agree side of midpoint and fewer who declared disagreement.
There may be an association of this pattern of responses and the overwhelming display of
Normative Commitment in which loyalty and sense of duty prevail. Seeing mid-point degrees
between categories on the 7-point Agree-Disagree scale that have no qualifier may increase
anxiety in responding. In the remainder of this section the 3-part instrument will be discussed
with regard to its content and method validity in order to offer guidance for any further
application to the nursing profession.
Content and Context of Instrument—Demographics and Terminology
Once C/PHNs used the instrument in the “real world”, certain features of the instrument
became problematic. First of all, in the demographic section, which is unrelated to the theorists’
instruments, several items need consideration or revision because of the variableness of PH
entity organizational structures:
1. Primary location of your work—C/PHNs’ field of work may cross over urban and rural
settings. Even though “urban/metropolitan” is an accepted category in PH, many nurses
became confused over it. Some nurses work in suburban settings, but this term is not
universally used or understood in the PH. NACCHO has recently released a report on
LHD profiles in which they broke out the categories into urban, suburban/micropolitan,
and small town/rural (2009, p. 41). These should be the suggested terms in the revision.
2. Type of health department in which you primarily work—this was also confusing
because they may be working in an overlapping location of city-county, county-district,
etc. The incidental information sought from these two items was inadequate to an
understanding of the structure of their workplace and to compare with Beitsch’s
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assessments of these test bed states (2006). Therefore, the item should allow for
multiple responses. Additionally, it is evident that an extensive assessment of PH entity
organizational structure as an environment for nursing practice is needed that will
facilitate an understanding of the language of the PH team and their distinct and interrelated tasks.
3. Immediate RN supervisor—because among the three positions finally selected, two
would ordinarily have a health officer (non-nurse) superior to them (Supervisor,
Administrator), this item failed to yield significant data and should be revised or
included in the antecedent sociopolitical support.
4. C/PHNs typically hold more than one position/role in their workplace, particularly above
the generalist level; their responses overlapped, creating indiscreet data. Therefore, 3
major positions (PHN generalist, Supervisor, and Administrator) were designated as
position/role variables in the final correlation and prediction analyses. The marking
method in the demographics section allowed for multiple entries but failed to apportion
time and priority to the positions. Perhaps the stem should instruct in marking positions
as primary and secondary. An additional item might ask the %age of time spent in each
of any of the positions.
5. Age—because of the overwhelming number of older nurses and the anticipation of
retirement of some, there needs to be a means of distinguishing younger nurses from
older nurses in relationship to their tenure in order to give due respect to their
experience-laden service. A solution might be to make this a 2-part question by
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combining age accompanied by tenure as registered nurse and tenure in PH.
Immediately following this item education and credentialing should be placed.
6. Race/Ethnicity—this item needs categories for mixed race individuals. Instead of
following the pattern of the census bureau, the categories should be Caucasian, AfricanAmerican, African (identify country),Southern Asian, East Asian, Central or South
American, Mexican, Native American (or First Nation), European. Respondents would
mark more than one if they are of mixed races. While this would not correlate with
official categories, for the purpose of professional practice it would address diversity.
Interestingly, 7 respondents marked No Reply on their survey—at a time when health
care disparity is a concern to PH and when declaration of a minority category would be
helpful in estimating representation needs in the specialty. One expects that in states
where many Hispanics have migrated—Florida, North Carolina, and the upper
Midwest—culturally competent nurses from minority populations should be in higher
numbers. The overwhelming Caucasian numbers in this study disallowed significant
variability regarding race in the final stages.
7. Credential—in this study the results to this item were not significant to comment on
except by frequency; however, it is worthy of discussion because of the modest showing
of continuing education involvement. There is discussion currently about the efficacy of
PHN certification, employer value attitudes, and PHN interest in it (Bekemeier, 2007). As
the issue reaches solution, the credential question should be more clearly defined to
elicit specific information about certification types, particularly related to nursing
practice.
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8. Primary Work Method—even though I attempted to form this question for clarity and
later manipulated the data by combining the two grant items, it still did not emerge as
significant in correlation and predictions. C/PHNs work in dual roles and may spend
some time in traditional PH nursing as well as a portion in the requirements of a grant.
Or, the traditional program may be supported by one or more non-federal program
grants. Other configurations also prevail in the struggle to obtain adequate funding to
meet community demands. Once current research on PHN roles and function is
completed by the Association of Community Health Nurse Educators and its partners,
there should be a standard indicator set to use in further research.
So, there are questions regarding content validity and discriminant validity in the demographic
section. A more formal review of the demographic items is necessary to elucidate the
distinguishing characteristics of this specialty. DeVon, et al (2007) describe a plausible procedure
as a resource.
Content and Context of Instrument—Parts I and II
The original format of Parts I, II, and III was preserved in the composition of the survey.
Earlier in Chapter Three selective uses of some items on both Sprietzer’s and Meyer and Allen’s
instruments was discussed, based on findings in this study related to the experience of the
C/PHN and the terminology used by the authors. I observed the remarkable number of
consistently marked surveys in the 1 and 2 levels of the 7-pt scale (Strongly Agree and Agree),
leaving the question of how much thought was expended on each item. Or, on the other hand,
are current changes in their work environment and work detail positive enough to elicit

19

enthusiastic responses? In contrast, a few made deliberate marks at the other end of the scale
and even took time to write a comment of concern.
Perhaps some explanation may lie in the attitude of the survey marker. The
phenomenon attitude may be a response to a mental picture or a feeling about a person or
object or event that evokes a personal evaluation in reference to one’s own values (Tourangeau,
Rips, & Rasinski, 2000, pp. 165-196). When survey items are constructed for efficiency there is
the possibility that respondents accelerate their markings from growing familiarization rather
than giving studied consideration of the content and context of the question and that some
questions prime them for answers to others. Often, the questions that precede or follow an
item may influence the response through automaticity or synergism. Some individuals give a
“file drawer” response to questions they previously encountered. Some individuals are
influenced to respond to questions by external or environmental factors such as the
preconceived perceptions of the source of the survey, its appearance, or the comfort level of
the immediate environment. Another interesting phenomenon is that respondents tend to
underestimate objects that fall on the high end of the scale and overestimate those at the lower
end. In this case, the Likert scale had been reversed by the theorists for most items so that
agreement was a low number.
Part I – Empowerment. The empowerment variables and subscales relate well to the
work and workplace of nurses in a variety of specialties. In this study the objective to measure
structural empowerment through the perceptions of the presence or absence of conditions that
are empowering in the workplace yielded a sense of psychological empowerment among the
nurses in their interpretation or reaction to these conditions. Some item descriptors appeared
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redundant and may have been judged tedious by survey markers; however, their discrete
nuances are important and should be better communicated by nurse respondents by means of
an instrument using their professional language. Consequently, further research is needed to
develop a fitting survey.
In the quality of associations among the variables of Spreitzer’s instrument the
relationships of the cognition and the antecedent subsets were correlated, so it appears that
confidence can be placed in their inter-relatedness. From the strong showing of affective
commitment in all structural and psychological factors of the empowerment model except job
competency and normative commitment in agency culture, there appears to be evidence that
the work of assessment and constructive improvements in the organizations as they seek
accreditation may be paying off. However, intention to leave the work and workplace on any of
the 3 group levels was associated to a low-moderate degree (r=.21 to r= .36) with the
empowerment structural and psychological factors. This is unsettling.
In the preliminary analyses of this sample, job meaning, autonomy, and impact
dominated the concept of empowerment and showed strongly in correlational analysis. This
phenomenon may be indicative of the intrinsic altruistic forces that drive some nurses toward
community settings to work among vulnerable and marginalized populations and the solitary
nature of their service; thus their affinity for affective and normative types of commitment.
However, I wonder if younger and/or newer C/PHNs become discouraged and dissatisfied with
their job because of an organizational system that focuses energy on quantitative outcomes
brought about by a multidisciplinary emphasis in mission (evaluation of performance is
predicated upon accreditation performance standards of the PH team, not by discipline) more
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so than on the science and art of nursing practice. In contrast, nurses who have tenure and are
mature employees may be reluctant to ascribe nursing-specific qualifications to their work.
Obtaining information that is nursing-practice-specific and informative to research may require
a better method of inquiry, such as qualitative research involving focus groups and ethnography.
My conclusion about the use of the Sprietzer portion of this adapted instrument in the
nursing profession is that a full understanding of PH science and the delivery of health care is
necessary in order to elicit significant data from an informed C/PHN. The construct of this
instrument does not adequately reflect the language of nursing practice and, therefore, is not
appropriate to measure C/PHNs’ perceptions of empowerment. The language of empowerment
as the nurse experiences it has not been effectively expressed yet; thus the need for further
research to explore it. Then it must be inculcated into the curriculum of nursing education.
As the empowerment language evolves the following ontological questions should be
addressed at the time of recruitment and training: “Do they know why they have chosen this
specialty? And, do they understand the nature of their work environment on entry.”
Epistemologically, these questions should be asked: “Can they do what they have prepared to
do?” “Is training increasing their understanding?” “What should be their expectations in the
work culture?” With a better understanding of these perceptions, C/PHNs may give different
responses to the depth of questions about structure and psychological relationships and thus
illuminate answers to many of these questions and those posed by earlier researchers seeking
reasons for attrition from the workforce (Cameron, Armstrong-Stassen, Bergeron, & Out, 2004;
Flynn, 2007). Consequently, the construct validity of Sprietzer’s Empowerment instrument, as

22

used in the manner of this research project, may be called in question in spite of the reliability
scores. Only a few correlation results revealed remarkable significance.
Part II – Commitment. The Meyer and Allen portion (Part II) of the adapted instrument
offers distinct items in each sub-domain of the concept of Commitment, so that confusion is
avoided in the mind of the respondent. However, three items under Affective Commitment and
one under Normative Commitment are stated in a negative mode, opposite to the majority of
items. This technique, though contrived to discourage automatic response marking, is rejected
by some in education circles because it tends to reinforce error and confuses the critical thinker.
Rea and Parker (1997, p. 60) advise that the scale must be logical and consistent and must
measure the dimensions in the same order. Terminal examinations, assessments, and licensure
exams are based in scenarios and patterns that use logic and other forms of straight-forward
critical thinking. I did reverse the codes for those items in the response scale before analysis. A
subsequent study using positive terminology is suggested to compare the reliability scores of
positive to negative. The construction of the items harmonizes well with the nursing workforce
experience. I would not suggest any revision to the stems; however, as stated before, I would
reduce the Likert scale to 5 distinct measurable points.
Part III--Career Change. The questions asked were of a progressive nature (thinking
about, looking for, planning to leave) with responses in reverse pattern to all other parts of the
survey, so that Least was the lowest value and Most was the highest value. However, the
content of each item was clear and afforded predictive validity. In a subsequent study I would
reconstruct this part into one continuum item spanning Never to Planning with discrete value
points across. This would preclude the necessity of performing quartile construction, which was
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done in this study. It is difficult to understand the concept of Intent to Stay or Leave the job,
because it is illusive and response is influenced by variables that were not addressed in the
survey, as discussed earlier in this chapter, such as institutional, professional, or personal
factors.
Critique of the Conceptual Framework and Its Application to This Study
In Chapter Two the case for job satisfaction as expressed through a sense of
empowerment was established early in the theoretical framework development for this study.
The term job unsatisfaction was used in place of dissatisfaction to describe the employee’s
attitudinal condition influencing appreciation for job characteristics, performance of job detail
employees are charged with, and ultimately leading to leaving the job. Through the evolvement
of the empowerment concept by Herzberg and colleagues, then Kanter, and finally Sprietzer a
theoretical progression to job motivation fueled by structural and psychological empowerment
emerged.
Spreitzer’s Empowerment
The concept of intrapersonal empowerment in the context of the practice of
professional nursing is limitless when the nurse realizes personal power in the psyche and
utilizes formal and informal power in the work environment. Meaning, competence, selfdetermination, and impact, correlated with the strength of social-structural antecedents, such
as a well-defined role evidenced by sociopolitical support, access to necessary information,
access to resources, and a participative culture define the perception of empowerment. That
being said, societal influences may alter opportunities for enjoying it over time and nurses may
experience new ways to express it. Newer generations will demonstrate it and regard it
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differently. However, Empowerment should remain the focused attribute in the conversation
which enables nurses to provide quality care. If I were to improve on the Spreitzer framework, I
would first consult the opinion of active nurses concerning their understanding of their role as a
professional in the context of empowerment versus power. I would attempt to elicit from them
in focused discussion what they perceive their professional trajectory toward leadership might
be and what empowering conditions would facilitate it. I would engage younger generations
(the Nexters or Y generation, those born between 1981 and 2000) in a discussion of the work
ethic and their expectations in relationship to the needs of society. Then I would formulate even
more cogent survey items for the next study so that nursing-specific data might be obtained.
Other ways to build relevance in this instrument should be ongoing assessments in the
field of Public Health and Public Health Nursing seeking relative or new variables for the survey
content and the sampling method from lived experience. Testing of the outcome stage of
Spreitzer’s instrument dealing with self-efficacy, motivation, and work effectiveness in this
population from the viewpoint of the managers would also enrich turnover management
practices of administrators and nurse leaders.
Meyer and Allen’s Commitment
As explained in Chapter Two, Commitment can be defined as an act toward
engagement, a pledge, a promise or condition of obligation, continuing in a course of action
even when alternatives or difficulties loom up. It is based on a belief that compels one to action.
The 3 types of Commitment identified by Meyer and Allen as Affective (I want to stay),
Continuance (I need to stay), and Normative (I ought to stay) may determine the stability of and
adherence to employment by the nurse workforce, and by extension, the researchers propose,
25

to the occupation. Not surprisingly, this study gave generous evidence of Commitment in two
categories that characterize the attitudes of mature C/PHNs through the ages: Staying because
one wants to in response to met needs (Affective) and staying because one ought to out of duty
or obligation (Normative).
Intent to Leave
In the quest to understand retention of the C/PHN workforce, whether the nurse thinks
of, plans, or intends to leave the job within the next year is the lynchpin. All data have been
measured against this factor. Upon this prediction of job stability PH entities might establish
their strategic plan for improving job satisfaction. This study has laid a foundation for internal
assessment and turnover management efforts by demonstrating the seriousness of retention
and factors that influence a decline in PH nursing workforce capacity.
Professional and Public Health Institutional Implications and Recommendations
Out of the findings of this study several conclusions can be drawn and
recommendations can be made for the professional nurse’s development and the improvement
in the organizational structure of the institution including the area of local and federal policy,
nursing practice, and education.
Public Health Policy
There is potential for a repository of research on organizational factors that impact the
role and function of C/PHNs in the new Health Workforce Information Center--a point of entry
for the deposit of health workforce information for health professionals, employers,
government agencies, researchers, policymakers, etc. The Health Resources and Services
Administration (HRSA, 2008) provided a $750,000 grant to the University of North Dakota to
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establish this center. Information can be accessed through the website or email lists on vital
topics pertinent to the needs of the C/PHN workforce. News of this resource should be
broadcast to all members of the nursing profession and referenced throughout the nursing
education curriculum. Researchers can now follow current studies about the nursing workforce.
As a result of a year-long endeavor to prepare a document of recommendations for the
incoming President and the 111th Congress, Trust for America’s Health (a non-profit, nonpartisan organization) released a blueprint for modernizing the PH system early in 2009 (TFAH,
2009). It reflects “ideas from the best and the brightest minds in public health for ways to
prevent disease, prepare for disasters, and bring down health care costs.” Among the several
recommendations there are at least 3 that have a direct impact on C/PHN activities in which
nurses should become involved politically: (1) ensuring a stable and reliable funding stream for
core PH functions and preventive services, (2) addressing the PH workforce crisis with steppedup recruitment efforts, (3) clearly defining PH emergency preparedness and response roles and
responsibilities to streamline that response force (RWJF, 2008). C/PHNs should be empowered
to give the policy-influencing message explaining the nurse-specific role of the C/PHN.
Swearingen (2009) states that, “despite the fact that numerous standards have been
set, and new competency sets are tenuously being defined, discrepancy exists between the
public policy definition of PHN practice and the public health nursing practice of individual
PHNs.” Now is the time to convey to the public the context and meaning of what C/PHNs do,
and that can only be done when these nurses have had opportunity to describe their role and
function in the 21st century. ACHNE has launched an effort to collect this information by
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quantitative method; triangulating those findings with qualitative and assessment methods by
other researchers would clarify their role and functions.
The data that has emerged from this study related to education and certification reveals
a weakness in preparing PHN Generalists, or newer nurses, for leadership in the field of PH.
Thirty-one percent of respondents have less than a BSN degree; 18.5 % have a Master’s, but
only 7% have a Master’s in Nursing and only 3.6% have an MPH; only 17% have certification in
C/PHN-related skills. In contrast to other proactive health professions, the discussion of entrylevel preparation is gaining importance to the point that at the 2008 ANA House of Delegates
conference a nearly unanimously-supported resolution passed that advocates for and promotes
legislative and educational activities to support advanced nursing degrees, and therefore
emphasizing the BSN on entry to nursing (Haebler, 2008). Data from this study and subsequent
research is apt to support the movement toward improved educational preparation for PH
Nursing and ongoing training specific to nursing knowledge and skills. There is little argument
currently that rural nurses are typically lesser educated/prepared for PH because of a lack of
educational resources; online BSN completion programs are flourishing. It behooves PH entities
to encourage and assist their employees to advance their careers.
The Public Health Accreditation Board (PHAB) has just released for comment the first
draft of quality improvement standards for accreditation for state, local, and territorial entities.
Standards that (1) identify PH Authority through role and responsibility definitions that convey
clarity to the individual employee and to the public, (2) promote ongoing education for
leadership, and (3) maintain a competent and diverse workforce should support the professional
needs of C/PHNs (PHAB, 2009). To the novice and to the experienced observer there is
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confusion in the 50 varieties of organizational structures of PH entities at the state and local
levels across the nation. By extension, due to the mandates of funding and administration, there
are many variations of nursing practice in these entities. What must be done is to develop an
analytic framework that holds all those variables of structure and administration constant in
order to explain the roles and functions of the PH team disciplines. When roles cross over, as
they do at times with nursing and health education, nursing and epidemiology, nursing and
social work, etc., then distinct roles and functions can be described and differentiated. Efforts
should be made to distinguish between and among disciplines so that each, and particularly
PHNs, receive due guidance and measurement of role and function.
The Institute of Medicine has established the Robert Wood Johnson Foundation
Initiative on the Future of Nursing, in which the multidisciplinary committee will “define a clear
agenda and blueprint for action including changes in public and institutional policies at the
national, state, and local levels. The committee’s recommendations will address a range of
system changes, including innovative ways to improve health care quality and address the
nursing shortage in the United States” (IOM, 2009). This is an aggressive step toward mitigating
nursing workforce demise and offers an opportunity for review of current research and
testimony. I believe that policies should be set for state and regional levels that address
uniformly retention of personnel.
As stated in Chapter Four, “of the 70% of respondents who were in the age
groups over 45 years, 1/3 indicated that they were planning to leave within one year.
Furthermore, almost half (46%) of those 35-45 years were looking into and almost 40%
of those 56-65 years were found to be thinking about leaving.” The CDC has funded the
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Council of Linkages for a Pipeline Survey to be conducted during 2010 in order to learn
more about how individuals enter the government PH workforce, why they stay, and
why they leave (PHF, 2009). The purpose is to use the collected data from the electronic
survey for development of evidence-based recruitment and retention strategies. There
are two nurses on the workgroup. The idea for this project was generated in 2007.
Because there is no definitive nursing workforce data, the National Council of State
Boards of Nursing (NCSBN) “is working toward becoming the national repository for data about
the supply of nurses in the U.S. NCSBN is attempting to create a standardized national public use
database for federal, state, and local nursing workforce planning efforts. The goal of this project
is to develop a system to house, track and disseminate nursing workforce data” (NCSBN, 2009).
It is incumbent upon nurse leaders and Administrators in PH to monitor the Pipeline Survey and
the NCSBN Repository as valuable resources for capacity planning.
Finally, consideration should be made by employers of nurses, and for the purpose of
this discussion—C/PHNs, regarding workplace characteristics that contribute to job
unsatisfaction and negative consequences in employee health such as stress, injury, or illness,
particularly at a time when sources of structural and psychological empowerment may be
uncertain (Way & MacNeil, 2006). The fact that so many C/PHNs of this study are looking into
leaving and planning to leave the job raises the question of burnout (undue stress because of
workplace and job factors such as hours, tiring physical and mental tasks, disruptive
relationships, lack of resources, lack of support, role ambiguity, role conflict, etc.). Several
recent studies in and outside nursing have addressed this issue; when age is examined, the
results are mixed. When the most commonly used assessment tool has been used (Maslach’s
30

Burnout Inventory), emotional exhaustion, depersonalization, and reduced personal
accomplishment emerge as explanations. In a meta-analysis of literature on this subject,
researchers found a significant negative correlation between age and burnout and experience
and burnout, indicating that it is the younger and less experienced employees (nurses in our
case) who face burnout (Brewer & Shapard, 2004). In this study, nurses in the 35-45 year age
range are at risk for looking into and planning to leave the organization for reasons yet to be
explored. This explains how critical it is to promote retention of our valuable nursing workforce
early on. The psychological contract is under question currently as researchers explore the
impact of unexplained and unwritten realities of work, unfamiliar expectations by the employer,
and resultant breakdown in workplace relationships (Censullo, 2008). Arriving on the job with a
misunderstanding of the rigors of the job and the scope of the organization’s mission can breed
anxiety and uncertainty of fit. PH entities should examine their hiring practices of nurses to
assure thorough orientation to the organization mission in reality, the needs of the community
in theory and practice, and meaningful mentorship by experienced nurse leaders.
Nursing Practice
As exhibited in the historical account in Chapter Two, the nursing profession evolved
from early efforts of community interventions to prevent disease, promote health and wellbeing, and monitor what we now call health indicators. Policy and scientific advancements
channeled much of nursing practice into tertiary institutions for several decades. Of necessity
and prudence and because society has taken on global aspects, the tide is changing toward
community-based and population-focused approaches to care to reduce morbidity, mortality,
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and economic costs. Nurse leaders, administrators, and educators are revisioning nursing
practice through initiatives I describe below. My suggestions are also included.
Under Title VIII, section 831 of the Public Health Service Act and amended by the Nurse
Reinvestment Act of 2002, the Nurse Education, Practice, and Retention (NEPR) program (HRSA,
2009) provides grant funding to build capacity in the nursing workforce. States, their PH entities,
and educational institutions could partner for the purpose of redesigning the way nursing care is
delivered in the community. A unique collaborative practice model might function like this:
Community-based nurses who work in Community Health Centers, mental health services, free
clinics, schools, PH, occupational health, doctor’s offices and clinics, student health services,
home health, hospice, rehabilitation, etc. would build collaborative relationships and shared
practice arrangements and be guided by an advisory council of nurses to expedite a continuum
of care under self-imposed standards. The model of practice would transparently demonstrate
to nursing students, new graduates, career choosers, and career changers roles and functions
and occupational settings.
While partnerships are developing that involve PH entities and educational institutions
in traditional ways to promote and support value-enhanced clinical experiences for students,
the looming question of immense fiscal and logistical proportions is how to prepare graduates
for employment in local PH entities when recruitment avenues are not constructed for future
capacity needs? If, because of constrained budgets, lack of vision, and nursing leadership
inadequacies, positions are not available, opportunity for succession and service transformation
is lost. Not only should PH entities prepare for and invest in facilitating student experiences,
they should seek methods to recruit and accommodate new graduates into their workforce.
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The aging majority in this study (35% middle age, 35% 55 years and over), who have
found empowerment through experience, now face disempowering factors in the attitudes of
society toward those who “should be retiring.” This phenomenon demands action from nurse
leaders and administrators in optimizing the positive elements of their opportunity structure,
which refers ecologically to an environment of “nested and interconnected series of structures
or systems” of an employee’s life that influence satisfaction, commitment, tenure, and
decisionmaking about the job (August & Quintero, 2001)—in this case, how long to stay or when
to leave. Employers should seize the benefit of their commitment in this stage of their lives to
engage them in deliberate activities that mentor new nurses, promote C/PH Nursing to the
community, and help to shape new organizational structures.
Efforts to help nurses recognize the true meaning of power and empowerment in the
context of their work and workplace should be accelerated so that nursing practice, particularly
in the community, is enabled to address broken elements of the health care delivery system.
Manojlovich (2007) posits that empowerment is recognized if three components are in place: (1)
a workplace environment that has the requisite structures to promote it, (2) belief on the part of
the nurse that s/he can be empowered, and (3) knowing that there is power in relationships
among colleagues and patients. Beall (2007) has noted that many nurses are “largely oblivious
to the concept of power in their daily lives.” Finding a common means of verbal and electronic
interchange where sharing of ideas and teaching of these concepts may take place among
community-based nurses, and C/PHNs in particular, may be difficult, but it should be
accomplished for the sake of recruitment and retention. C/PHNs are interested in learning how
their environments compare with the pooled data of all in the sample, judging by the large
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number of requests (374) for a report on this study. Therefore, as they and their nurse leaders
receive it, they should meet together to discuss their perceptions of empowerment and their
level of commitment in order to identify ways to improve the workplace and, as a result, of
service to their community.
Nursing Education
The importance of adequate preparation for nursing practice in acute care and
community-oriented settings cannot be stressed enough. BSN entry level requirements are
supported by the nurse leaders and educators as critical to good patient/client outcomes based
on Aiden’s extensive study (Aiken et al., 2002). A recent study among 3000 Vermont nurses

(Rambur, McIntosh, Palumbo, & Reinier, 2005) compared education and nurse retention
among AD nurses and BSNs. BSNs had more longer-term stability in the job.
The very small number of other-than-Caucasian C/PHNs in this study (8%) starkly
indicate the effort that is needed to attract and recruit nurses from the racial/ethnic
communities that are served primarily by PH. Recruitment strategies for admissions to entrylevel nursing programs (on-ground and on-line) should be examined carefully by faculty for
culturally proficient methods of attracting multi-racial/ethnic applicants who possess a
propensity to eliminate disparities in health care. Funding is becoming available from HRSA for
attracting individuals from disadvantaged backgrounds through student scholarships or
stipends, pre-entry preparation, and retention activities.

The curriculum plans of each school of

nursing should thread the growing science of delivery of community-oriented nursing practice
and equitable health care throughout the progression of nursing education to the terminal
degree. As an example, Marquette University (WI) professors (Bull & Miller, 2008) describe their
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doctoral curriculum of experiential methods of full-scale assessment of health disparity
indicators, action research as an intervention, and exploration into social justice issues as
threaded content about vulnerable populations.
Recommendations for Future Research
Further mini-studies are possible with the data from this study that include group
comparisons based on certain demographics (location, age, education achievement, and tenure)
empowerment subscales, and commitment, and reordering intent to leave. Throughout this
chapter I have suggested studies that would advance this field of study. Personally, I am
invigorated with a desire to continue in this research track by using data from this study as
content for qualitative examination of empowerment in a variety of C/PHN work settings. I am
also interested in examining organizational structures of PH entities in the context of nursing
practice. Specific community-based clinical education through curriculum adjustments in order
to direct students into this specialty, particularly males, is also a compelling interest of mine in
order to accelerate recruitment. I offer recommendations for future research to build on this
and related topics such as the following:
1. Replicate this study with recommended improvements to a larger state sampling—
perhaps even a national study--to assess perceptions of the nature of their work and
their workplace in relationship to tenure, age, state, location, type of state, and type
of entity. The states should include PA, MD, CA, TX, AZ, NY, NJ among the several
that are facing challenges in service delivery due to disparities, increased demand,
and capacity limitations. Perhaps by that time it could be done in collaboration with
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the results of current quality and competency studies in PH Nursing, testing
motivation, work engagement, and/or influence through mentoring as outcomes.
2. PH Nursing practice is evolving again in the 21st. century to adopt surveillance,
documentation, educational, and assessment technologies. Action research in
nursing leadership development based on those competencies using a newly
designed empowerment framework would model effective avenues to change for
C/PHNs in PH entities in the context of the growing movement toward
accreditation. Closely aligned to this endeavor would be an exploration of what
transformation in community-oriented and community-based nursing practice is
necessary in the context of health care reform.
3. A longitudinal study to measure the appropriateness of the Clinical Nurse Leader
(CNL) for community practice in the context of evolving health care reform using an
empowerment framework and including the outcome variables of motivation and
innovation would contribute to the discussion of the CNL efficacy in PH and add to
the collection of effective empowerment studies. Following this, a comparison study
of the effectiveness of preparation of the CNL, the MPH, and the Master’s in PH
Nursing for fulfillment of the PHN Competencies at the specialist level may shed
light on the most effective path to competent C/PH Nursing practice.
4. A Canadian study published in 2008 examined the dimensions of the work
environment of new nurses of the Nexter, or Y, Generation (those born between
1981 and 2000) from both a structural and a psychological view, and discovered
evidence of physical and psychological stress and distress in 61.5% which
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threatened the commitment to and tenure on the job (Lavoie-Tremblay et al.,
2008). Before new nurses become discouraged and disenchanted with the
conditions of the nursing environment, it is imperative that steps be taken to
understand their world view in order to effectively recruit and retain them in this
time of crisis. It would be advantageous to ascertain their attitude toward
commitment in relationship to their sense of professionalism and personal
fulfillment by conducting qualitative research techniques such as phenomenology or
grounded theory.
5. Finally, as Swearingen (2009) recommends, a national study of C/PHNs’ perceptions
of their empowerment and resulting motivation while in the crosshairs of changing
public mandates for PH practice and service demands from an increasing volume of
vulnerable populations.
Conclusion
In this dissertation, after building a case through literature for the importance of finding
the most cogent instruments to measure job satisfaction in empowerment terms and thus build
nursing workforce capacity, I have examined the work and workplace perceptions of
Community/Public Health Nurses in a sampling from 10 states which might be described as “the
best of the best.” The purpose was to identify characteristics in both demographics and selfreported opinion that might indicate the strength of empowerment perceived and what factors,
if any, predict one’s intent to leave the job within the next year. Consequently, what was
revealed was the disparity between best practices related to organizational structures and
empowerment leading to intent to stay on the job. The guiding framework was constructed of
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Empowerment and Commitment theories; the analysis was based in ANOVA, correlation, and
multiple logistic regression measurements. Affective and Normative Commitment, Age (35-45
years), and Tenure (1-36 months) emerged as predictors of Intent to Leave. Further research in
determining the level of motivation (outcome) of nurses who perceive themselves as
empowered may lead to their ability to share the sources of power with their colleagues,
subordinates, and clients (individual and community).
In this final chapter I have cited limitations of the study and offered examples of
application to policy, practice, education, and research that have the potential to build nursing
workforce capacity through recruitment and retention, referencing the results of this study in
terms of structural and psychological improvements to organizations in the community that
employ nurses. My hope is that this study contributes to the knowledge nurse leaders and
administrators seek as they plan organizational improvements that attract and keep nurses.
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Appendix C. Community/Public Health Nurse Survey

Community/Public Health Nurse Survey
Perceptions of Your Work and Your Workplace

DEMOGRAPHIC DATA

Code #:

This Survey is specifically for Registered Nurses working as Community/Public
Health Nurses
No. Item
1.
Please circle the state on the
right in which you work

Descriptor
10 Exploring Accreditation MCL-II states:
Florida, Illinois, Kansas, Michigan, Minnesota,
Missouri, New Hampshire, North Carolina,
Ohio, Washington

2.

Mark the primary location of
your work

a. Urban/Metropolitan
b. Rural

3.

Mark type of health
department in which you
primarily work

a.
b.
c.
d.

4.

Is your immediate supervisor
(or superior) a registered
nurse?
Please mark the descriptor(s)
that signifies (or signify) your
present work position(s)
falling under the supervision
and mission of Public Health.

a. Yes
b. No

5.

a.
b.
c.
d.
e.
f.
g.
h.
i.

City
County
District
State

Public Health Nurse
Supervisor
Program Director
Administrator/Director/Assistant Director
Consultant
Bioterrorism Coordinator
School Nurse
Community Clinic Nurse
Case Manager
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6.

Your age group

a.
b.
c.
d.
e.

22-34
35-45
46-55
56-65
65+

7.
8.

Gender
Race/Ethnicity or
country/region of origin to
which you belong

Male/Female
a. Caucasian
b. African-American
c. Native American
d. Asian, Pacific Islander
e. Non-White Hispanic
f. Hispanic

9.

Please mark your highest
educational achievement

a. Diploma – Nursing
b. Associate degree – field other than Nursing
c. Associate degree – Nursing
d. Baccalaureate – Nursing
e. Baccalaureate degree – field other than
Nursing
f. Masters degree – Nursing
g. Master degree – field other than Nursing or
Public Health
h. Masters in Public Health
i. Doctorate – Nursing
j. Doctorate – Public Health or Healthcare
Administration
k. Doctorate – other field

10.

Credentials

a. Certification in Public Health Nursing
If so, what year? _____________
b. other certification/post-Masters credentials

11.

What is your current work
status:

a. full-time: 30 hours/week or more
b. part-time: less than 30 hours/week
c. casual: occasional or as needed (may or
may not be contract)

12.

Length of work experience in
Public Health

a.
b.
c.
d.

< 1 year (1-11 months)
1-3 years (12-36 months)
4-10 years (37-120 months)
> 10 years (more than 120 months)
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13.

Indicate the primary method
under which you function in
your job:

a. traditional and population-oriented
(prevention activities, community education,
home visiting, schools, etc.)
b. grant-driven, population-based
c. program for specific disease or condition
management (TB, STDs, AIDS/HIV, prenatal,
etc.)
d. not sure

14.

Do you also work at another
RN job not in Public Health?

Yes/No
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Community/Public Health Nurse Survey
Perceptions of Your Work and Your Workplace
Using Spreitzer’s Social Structural and Empowerment Questionnaire and Meyer and
Allen’s TCM Employee Commitment Questionnaire
Please mark the degree to which you agree or disagree to each of the items below:

Part I - Intrapersonal Empowerment

Strongly Agree Not Disagree Strongly
Agree
Sure
Disagree

1. Meaning

1

2

3

4

5

6

7

a. The work I do is meaningful.
b. The work I do is very important to me.
c. My job activities are personally meaningful to me.

1
1
1

2
2
2

3
3
3

4
4
4

5
5
5

6
6
6

7
7
7

1

2

3

4

5

6

7

1
1

2
2

3
3

4
4

5
5

6
6

7
7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

2. Competence
a. I am confident about my ability to do my job.
b. I am self-assured about my capability to perform
my work.
c. I have mastered the skills necessary for my job.
3. Self-Determination
a. I have significant autonomy in determining how I
do my job.
b. I can decide on my own how to go about doing
my work.
c. I have considerable opportunity for independence
and freedom in how I do my job.
4. Impact
a. My impact on what happens in my department is
large.
b. I have a great deal of control over what happens
in my department.
c. I have significant influence over what happens in
my department.

196

Strongly Agree Not Disagree Strongly
Agree
Sure
Disagree

5. Sociopolitical Support

1

2

3

4

5

6

7

2

3

4

5

6

7

2

3

4

5

6

7

2

3

4

5

6

7

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

2

3

4

5

6

7

2

3

4

5

6

7

2

3

4

5

6

7

6
6
6
6
6

7
7
7
7
7

a. I have the support I need from my superior to do my
job well.
1
b. I have the support I need from my peers to do my
job well.
1
c. I have the support I need from my subordinates
to do my job well.
1
d. I have the support I need from my workgroup or team
to do my job well.
1
6. Access to Strategic Information
a. I have access to the strategic information I need
to do my job well.
b. I understand top management’s vision of the
organization.
c. I understand the strategies and goals of the
organization.
7. Access to Resources
a. I have access to the resource I need to do my job
well.
1
b. I can obtain the resources to support new ideas and
improvement in my department.
1
c. When I need additional resources to do my job, I can
usually get them.
1

8. Unit Culture
Mark the degree to which you agree that the following values exist in your workplace.
a. Participation and open discussion
b. Flexibility and decentralization
c. Assessment of employee concerns and ideas
d. Creative problem-solving processes
e. Human relations, teamwork, cohesion
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1
1
1
1
1

2
2
2
2
2

3
3
3
3
3

4
4
4
4
4

5
5
5
5
5

Part II -- Employee Commitment
1. Affective Commitment

Strongly Agree Not Disagree Strongly
Agree
Sure
Disagree
1
2
3
4
5
6
7

a. I would be very happy to spend the rest of
my career with this organization.
b. I really feel as if this organization’s problems
are my own.
c. I do not feel a strong sense of “belonging”
to my organization.
d. I do not feel “emotionally attached” to this
organization.
e. I do not feel like “part of the family” at my
organization.
f. This organization has a great deal of personal
meaning for me.

2. Continuance Commitment

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

Strongly Agree Not Disagree Strongly
Agree
Sure
Disagree
1
2
3
4
5
6
7

a. Right now, staying with my organization is a
matter of necessity as much as desire.
b. It would be very hard for me to leave my
organization right now, even if I wanted to.
c. Too much of my life would be disrupted if I
decided I wanted to leave my organization now.
d. I feel that I have too few options to consider
leaving this organization.
e. If I had not already put so much of myself into
this organization, I might consider working
elsewhere.
f. One of the few negative consequences of
leaving this organization would be the scarcity
of available alternatives.

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7
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Strongly Agree Not
Agree
Sure
1
2
3
4

Disagree Strongly
Disagree
5
6
7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1
1

2
2

3
3

4
4

5
5

6
6

7
7

1
1

2
2

3
3

4
4

5
5

6
6

7
7

3. Normative Commitment
a. I do not feel any obligation to remain with
my current employer.
b. Even if it were to my advantage, I do not feel
it would be right to leave my organization now.
c. I would feel guilty if I left my organization
now.
d. This organization deserves my loyalty.
e. I would not leave my organization right now
because I have a sense of obligation to the
people in it.
f. I owe a great deal to my organization.

Part III -- Career Change
On a scale of 1-7, with 1=Least and 7=Most, to what degree do you:
Least
1
2
1. Think about leaving my current employer . . .
1
2
2. Feel there is a likelihood of your looking for
another job . . .
1
2
3. Feel there is a likelihood of actually leaving the
organization within the next year . . .
1
2
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3
3

4
4

5
5

Most
6
7
6
7

3

4

5

6

7

3

4

5

6

7

Appendix D. Overview of Studies

Table D1
Non-Experimental Nursing Research Studies Considered Relative to Role, Function, Job Satisfaction, Workplace Quality, Retention of
Community-oriented Nurses (C/PHNs)
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211

212
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214

215

216

217
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Appendix E. Systematic Literature Review of Evolvement of Public Health Nursing

Table E1
Systematic Narrative Literature Review: Evolvement of Community/Public Health Nursing in the Environment of Community Health
System Changes, 1751-2007
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222

223

224

225

226

227

228

229

230

231

232

233

234

235

236

237

238

239

240

241

242

243

244

245

246

247

248

249

250

251

252

253

254

Numbered References in Table E1
1. Mullan (2000).
255
251

2. Diekemper (1999).
3. Diekemper, SmithBattle, and Drake (1999b).
4. SmithBattle, Diekemper, and Drake (1999).
5. Stanhope and Lancaster, (2004).
6. Crandall (1915a).
7. Buhler-Wilkerson (1993).
8. Buhler-Wilkerson (1985).
9. Mountin (1949).
10. The Wilbur A. Sawyer Papers - 1908-1919.

11. National League for Nursing (n.d.).
12. Wile and Dines (1924).
13. Casner (2001).
14. Crandall (1915b).
15. The Influenza Pandemic of 1918.
16. Roberts and Heinrich (1985).
17. Goodrich (1936).
18. Keeling (2006).
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19. Abrams (2004).
20. Phillips (1952).
21. Balisdell (1939).
22. Committee to Study the Duties of Nurses in Industry (1943).
23. Faville (1946).
24. Leavell (1959).
25. Porter (1951).
26. Haldeman and Flook (1959).

27. Merrill (1961).
28. Hedmeg (1961).
29. O'Neil (2007).
30. James (1967).
31. Sandelowski (1999).
32. Highriter (1970).
33. Ford, Seacat, and Silver (1966).
34. Pickett (1975).
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37. Weiler (1975).
38. Institute of Medicine (1988).
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Appendix F. Beitsch Assessment Research Results

Table F1
Selected States for Research (Beitsch Assessment Data)
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Note. The 10 states are funded participants in the Multi-State Learning Collaborative-II phase of the Exploring Accreditation Program
sponsored by the RWJF and the CDC. All states are members of SACCHO (State Associations of County and City Health Officials).

Appendix G. Description of Statistical Sampling Strategies

Statistical Sampling Strategies
In Sprietzer’s study the focus was first on a convenience sample of 393 middle managers
of one company and then their subordinates (Spreitzer, 1995a, 1995b, 1996). In my study, the
employer is replicated across 10 states so that a plausible a priori effect size (ES) must
contribute to power adequate enough to avoid making either a Type I or a Type II error relative
to the null hypothesis of no significant correlations in analysis of data. Sample size
determination is context dependent, giving consideration to budget, time, and availability of
respondents (Lenth, 2001). Lenth warns against choosing standardized effect-size goals (small,
medium, or large in Cohen’s “d”) for regression, but to consider carefully the population studied
and the absolute effect size, variance, and design (p. 191). This study is descriptive of attitudes
toward work and perceptions of the workplace relative to a value-laden necessity of life—
employment. Data results must reflect significance on some variables that are important to both
employees and employers. Therefore, critical factors must be selected for their power to elicit
analysis that is “large enough to be visible to the naked eye” (Cohen, 1988)(p. 26). Recognizing
that ultimately it is my judgment call in this study, I referred to Cohen for help in determining a
moderate path to power in order to estimate the n of the sample of employer PH agencies. For
non-directional analysis and possibly overlapping or unequal characteristics of the population, I
conducted the following procedures to find r.
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r = _d (ES) = __.5__ = .24
[X & Y are equally numerous] or,
√ d2 + 4
2.06
r = ___d___
=
____.5____ ___.5___= .24
[X & Y are unequal & may overlap]
√ d2 + (1/pq)
√ 0.25 + 4
2.06
A t-test for r then gives me a best choice for expected r value for power:
F2 = R2 = _.24_ = .32
1-R2 1--.24
I reconstructed Cohen’s Sample Size Planning Table (p. 103) for non-directional analysis
to consider the most appropriate choices of critical factors, given time, budget, and population
characteristics.

Table G1
Cohen’s Sample Size Planning Table
.70
ES = r
.20
.30
.40
Α2
237
103
56
.01
Α2
153
67
37
.05

.20
287

.80
.30
125

.40
68

.20
363

.90
.30
158

.40
86

194

85

46
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113

62

Based on the F2 value of .32 in the above formulas, the ES should be .30 of any of three
powers (.70, .80, .90). I prefer to use α2 .05 and a Type I critical factor of .80 so that Type II β is
20% with a 95% level of confidence, therefore cross-referencing those factors leads me to 85 as
a sample size of agencies. The target in Cohen’s table on p. 93 yields an n of 84. I have identified
86.
To answer the question of “How many respondents should there be?” a Z test was
conducted to determine the subsample size, or number of C/PHN respondents, desired from
each PH agency (Lewis, 2000).
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With α =.05 and a power of .80 (β=0.20) N = __2__( SEM2 + SEM2) (Zα/2 + Z β)
β2
k
N = __2__ {Constant} (1.96 + .84)2 = 7.84
.04
Selection of agencies within the state had been determined by setting the eligibility of
the presence of 10 or more C/PHNs employed in each agency. The above formula provides a
quota of 8 C/PHN respondents (including the nurse leader/contact in each agency, making a
total of 85 X 8 = 680 (with 86 it becomes 688. A matrix has been created of each state, its
number of eligible agencies, the C/PHN census of each agency, and the derived number of
required respondents (Refer to Appendix H, Table 10). Three systematic methods for selecting
agencies were: (1) Systematic random selection of every n from a list of ascending-ordered zip
codes of 4 states (MI, MN, NC, FL)—the larger populated states, (2) accepting all contacts of
smaller states, and (3) Intentional additional draw to include rural, city-county hybrids, city,
district agencies of one state due to its dense population and several commercial/metropolitan
centers (FL).
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Appendix H. Entity and PHN Sampling Strategies

Table H1
Entity and PHN Sampling Strategies

263
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Appendix I. Letters

Exhibit I1. Email Request to Nurse Leaders of Selected State Entities
Dear PH Nursing Leaders.
I am completing doctoral studies with a research plan focused on nurse workforce capacity in
PH. I will be surveying nurses about their perceptions of their work and their workplace in the 10
MCL-II states participating in the Exploring Accreditation program. The RNs may be FT, PT, or
casual in status, not working exclusively in home health and fulfilling PHN roles in
counties/districts where there are 10 or more RNs employed by Public Health departments (that
may include school nurses if they are employed by PH). Within the 10 states I randomly selected
certain agencies with a known census of more than 10 PHNs. Yours was one of them. I am
writing to inform you of this endeavor and hoping that you will agree to participate in my
research.
Once I receive approval from my IRB, I will mail out a package to Nurse Administrators of
separate invitation packets containing the survey, the consent, and an invitation letter with
SASE for confidential return mail. The Nurse Administrators of those agencies will then
distribute them to the nurses, who may volunteer to participate. I realize that you may need to
get the OK from your superior(s) before distributing the surveys. I am allowing some extra days
for that. The Nurse Administrator (you) will receive a separate packet with instructions and IRB
approval form added.
I want you to be clear about the criteria for the PHN participants in the study:
1. RNs working as PHNs (10 or more in your agency)
2. Must be working with community-orientation and population focus (not home care or
primary care alone, for instance)
3. Must be employed and payrolled by PH, not school board, tertiary health care system,
private means. PH Board or Association is OK.
4. Can be FT, PT, or casual employee
5. Expecting a mix of staff, supervisor, director/administrator levels
Please be aware that it will be a few weeks yet before I begin this survey campaign.
It should take no longer than 20 minutes to complete it; probably more like 12 mins.
I hope that you will participate. Please provide the appropriate mailing address and the number
of eligible PHNs as soon as you can.
Thank you so much for your assistance in this effort.
Respectfully,
Linda Royer, RN, MPH, MSN
PhD Student
George Mason University, Fairfax, VA
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Exhibit I2. Email Interchange With Kathy Weaver RE Her Review of Instrument
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Exhibit I3. Email Response From Diane Downing RE Content Validity
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Exhibit I4. Reminder Email to Participating Nurse Leaders
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Appendix J. Contents of Mailings

Figure J1. Nurse Leader Packet.
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Figure J2. Staff Nurse Packet.
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Appendix K. Quantitative Variable Measurement and Analysis

Table K1
Quantitative Variable Measurement and Analysis
Instrument
Variables (# of choices)
Type of
Variable
Demographics Location of workplace:
IV - nominal
urban, rural (2)
Work position: staff,
IV - ordinal
supervisor, manager,
program director (7)
Type of health
IV -- ordinal
department: city, county,
district, state (4)
Superior/supervisor is a
IV - nominal
registered nurse
Age group (5)
IV – interval

Intrapersonal
Empowerment

Gender (2)

IV – nominal

Race/ethnicity (6)

IV – ordinal

Education (11)

IV – ordinal

PHN certification (2)

IV – nominal

Employment status (3)

IV – ordinal

Job tenure (4)

IV -- ordinal

Job method (4)

IV -- ordinal

Another job (2)

IV -- nominal

Demographics and
Empowerment

IVs (6) vs.
Compound
criterion,
Interval
Interval

Empowerment
(relationship of
antecedents and
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Data Analysis
Chi-Square, ANOVA,
Correlation
Chi-Square, ANOVA,
Correlation
Chi-Square, ANOVA,
Correlation
Chi-Square, ANOVA,
Correlation
Chi-Square, ANOVA,
Correlation
Chi-Square, ANOVA,
Correlation
Chi-Square, ANOVA,
Correlation
Chi-Square, ANOVA,
Correlation
Chi-Square, ANOVA,
Correlation
Chi-Square, ANOVA,
Correlation
Chi-Square, ANOVA,
Correlation
Chi-Square, ANOVA,
Correlation
Chi-Square, ANOVA,
Correlation
Correlation

Correlation

cognitions)

Intrapersonal
Empowerment

Employee
Commitment

Empowerment (score) on
Commitment (3
Components)
Empowerment (score) on
Career Change (3 levels)
Empowerment on
Commitment (3
components)
Empowerment on Career
Change (3 levels)
Demographics on
Commitment (3
Components)

Predictor on
criterion (3),
Interval
Predictor on
Criterion,
Interval
Predictor on
Criterion,
Interval
Predictors
on Criterion
IVs –
demographic
s; DV –
Commitmen
t (3 levels)
Criterion
IVs – DV

Correlation

Correlation
Multinomial Logistic Regression
(odds ratio)
Multinomial Logistic Regression
(odds ratio)
Chi-Square, ANOVA,
Correlation, Regression
Effect size interpretation basis:
0.2=small, 0.5=medium,
0.8=large

Commitment (3
Correlation
components) and Career
Effect size basis: r
Change (3 levels)
Career
Demographics (3) and
IVs – DV
Correlation
Change
Career Change (3 levels)
Demographics (3) on
Predictors
Multinomial Logistic Regression
Career Change (3 levels)
on Criterion
All
Demographics,
IVs
Principal Components Analysis,
Empowerment and
DVs – 3
Correlation, Multinomial
Commitment (3
levels
Logistic Regression
components) on Career
Change
Note. There is one collection point—the hardcopy mailed survey—with 6 weeks for respondents
to complete.
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Appendix L. Certificates and Letters

Exhibit L1. CITI Collaborative Institutional Training Initiative – Human Research Course
Completion (3 parts)
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Exhibit L2. Completion Report
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Exhibit L3. George Mason University, Office of Research Subject Protections Approval Letters
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Exhibit L4. Informed Consent Form Approval
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