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Abstract

The role of the hospital-employed nurse educator is evolving. Factors influencing

this change include the introduction of standards for nurse educators by the College of

Nurses of Ontario (CNO), a change in the way nurses are educated, the emergence of

nursing as a profession, and hospital restructuring as a result of budgetary constraints.

Two of these influencing factors: the introduction of the updated Standards of Practice

for Registered Nurses and Registered Practical Nurses (1996) and hospital restructuring

occurred over the last 7 years at several hospitals in southern Ontario. Current literature

as well as the Standards of Practice (1996) were utilized to examine the current roles and

responsibilities of nurse educators and subsequently develop a questionnaire to study the

impact of these influencing factors on the role of the nurse educator. This questionnaire

was piloted and revised before its distribution at 4 hospitals in southern Ontario.

Twenty-five of the 41 surveys (61%) distributed were returned for analysis. The data

reflected that the Standards of Practice had a positive influence on the role of the nurse

educator, while hospital restructuring had a negative impact. In addition, many of the

roles and responsibilities identified in the literature were indeed part of the current role

of nurse educators, as well as several responsibilities not captured in the literature. The

predictions for the future of this role in its current state were not positive given the

financial status of the health care system as well as the lack of clarity for the role and the

current level ofjob satisfaction among practicing nurse educators. However, a list of

recommendations were generated which, if implemented, could add clarity to the role

and improve job satisfaction. This could enhance the retention of current nurse educators

and the possibility of recruiting competent nurse educators to the role in the future.
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CHAPTER ONE: BACKGROUND

Introduction

The presence of nurse educators in Ontario hospitals has been important to nurses

and to the nursing profession. However, this role has developed considerably over the

last 20 years. Several factors have influenced this development, including the revision of

the Professional Standards by the College ofNurses of Ontario (CNO, 1996; see

Appendix A), a dramatic change in the way nurses are educated, and a change in the

criteria for advancement to the position of nurse educator. Other factors have included

the emergence of nursing as a profession and changes to healthcare funding resulting in a

redesign of the hospital hierarchy v^thin Ontario hospitals. These changes have left

bedside healthcare professionals, hospital administrators, and nurse educators with

varying expectations of the current roles and responsibilities of nurse educators. It was

the intent of this study to identify this changing role by examining the current

responsibilities of nurse educators, the skills required to work as a nurse educator, and

the level of educational preparation expected for nurse educators. These findings were

then compared with current CNO standards for nurse educators and to relevant existing

literature. As well, predictions for further growth and change within the nurse educator

role were identified.

Statement of the Problem and Research Questions

There are several types of nurse educators within the nursing profession. These

divisions occur based on their target population as well as their place of employment.

Target populations include front-line nurses, allied health, support staff, and nursing

students. Meanwhile, places ofemployment may include universities, colleges.





hospitals, and the community. While each group of nurse educators contributes

considerably to the nursing profession and deserves recognition, it was impossible to

study all groups at once because of the variability among their roles. Thus, this study

focused on nurse educators employed by a hospital in a role which focused on providing

education to front-line nurses. However, it must be understood that many nurse

educators in these roles have responsibilities which include educating other staff and

students.

Several factors such as the revision of the Standards of Practice (1996) by the

CNO, hospital restructuring, changes to nursing education, and changes to the criteria for

the advancement to the position of nurse educator influenced the roles of nurse

educators, resulting in changes to their roles and responsibilities. However, the scope of

their new roles was not well defined by the hospital corporation in this study. Thus, these

new roles and responsibilities needed to be examined and articulated so that this essential

hospital resource could be fully maximized and utilized.

This study examined the changing roles ofthe hospital-employed nurse educator

in a hospital corporation in southern Ontario. This corporation was comprised of three

acute care facilities and one chronic care facility. These roles and responsibilities

changed because ofthe impact of the Ontario professional and statutory mandates on the

professional responsibilities ofthe nurse educator. As well, a number of other factors

influenced this change. Within this context, the following questions were asked:

1 . How has the role of the clinical nurse educator at this corporation changed

over the last 7 years (1995- 2002)?





2. What are the factors that have impacted on the roles and responsibilities of the

clinical nurse educator at this corporation?

3. What will the role of the clinical nurse educator look like in 5 years as

perceived by practicing nurse educators?

Background of the Study

Several factors have contributed to this change in the role ofthe nurse educator.

These influencing factors include the revision of Professional Standards by the CNO, a

dramatic change in the way nurses are educated, a change in the criteria for advancement

to the position of nurse educator, the emergence of nursing as a profession, and changes

to healthcare funding leading to a redesign of the hospital hierarchy within Ontario

hospitals. Each of these factors will be discussed individually.

One of these influences originated from the regulatory body for nursing in

Ontario, the CNO. In 1996, the CNO updated the standards for nursing practice in the

province of Ontario. The new Professional Standards of 1996 replaced the Standards of

Practice of 1990. The primary difference was that the new Professional Standards now

emphasized the ethical, public service and self-regulating aspects of the nursing

profession. They included four dimensions of nursing practice: direct clinical practice,

administration, education, and research, whereas the 1990 Standards of Practice had been

written primarily for nurses in direct clinical practice with the assumption that the

development in the nursing roles of educator and researcher and administrator would

follow (College of Nurses of Ontario, 1996a). Thus, there are now standards specifically

designed for nurse educators. The creation of these standards influenced the role of the

nurse educator by formalizing the expectations of individuals practicing in this area of





nursing. The essential question that was asked is, "what is the nature of this influence of

these expectations upon the practice of nurse educators?" Since the CNO standards had

been in existence for several years, it appeared prudent to examine the role of the nurse

educator. Questions raised by the researcher included, who are the individuals in these

roles, what are their responsibilities, and how do they contribute to the organization and

maintenance of good, safe clinical practice?

Another influencing factor upon the role is how nurses are now educated.

Nursing education has progressed extensively since the first nursing schools were opened

in Canada in the late 19^ century. These first hospital training schools involved long

hours ofwork under poor conditions. Any classes offered were taught primarily by

physicians and were scheduled after hospital duties had been completed (Rovers &

Bajnok, 1988; Weir, 1932). Issues of student fatigue, lack of study time, lack of

monitoring of students' health, and excessive housemaid's workload were identified by a

national survey on nursing education by Weir. Unfortunately, since nursing students

provided an inexpensive labour force for hospitals, change was slow. During the late

1960s, the federal government provided funds to increase the enrollment capacity of

nursing schools in Canada (Baumgart, 1988). In addition, by the early 1970s hospital-

based nursing programs in Ontario had been transferred to Colleges ofApplied Arts and

Technology which offered diplomas in nursing education (Registered Nurses'

Association of Ontario, 1986). In addition, universities were offering degree level

preparation for nurses, and postgraduate nursing studies were being developed (Kerr,

199 Id; Kerr 1991c). Initially the majority of nurses graduated from diploma programs.

However, the number of nurses graduating from baccalaureate programs steadily





increased from 1973 to 1986, and this trend continued in the 1990s (Baumgart & Larsen,

1988b; Kerr, 199 Id). This trend will continue as colleges of applied arts and technology

and making articulation agreements with universities. These changes are the result of

new legislation. The CNO has set 2005 as the year that a baccalaureate education

becomes the minimum entry to practice for Registered Nurses in Ontario. In April, 2000,

this recommendation received government approval (www.cno.org). By the year 2005, a

university degree will be the minimum educational requirement for all new nurses

entering the profession. Nursing education has progressed considerably in the last 50

years. Meanwhile, since nurses have increased their educational and academic

backgrounds, it is reasonable to assume that nurse educators are better educated now than

in earlier years. This educational preparation provides nurse educators with the

theoretical knowledge to take on more advanced responsibilities. The question then

becomes, "what are these new responsibilities?" These responsibilities need to be

identified to ensure that nurse educators are using their abilities and expanding their roles

in response to demands resulting from changes in clinical practice and technology. As

nurses, we need to explore new areas to ensure that nursing as a profession continues to

grow.

Another influencing factor is the emergence of nursing as a profession. Nursing

has come a long way from its early days and has struggled to be recognized as a

profession (www.nursingworld.org). Nurses have evolved from an underpaid labour

force with minimal education to well-educated individuals who practice nursing within a

set ofProfessional Standards established by a regulatory body, the CNO. In fact, nursing

now possesses all the attributes of a profession. The attributes associated with being a





profession have been identified by several authors. These attributes have been further

summarized by Baumgart and Larsen, (1988a) and include:

1

.

possessing specialized knowledge and skills, which are usually acquired in

universities, and which are reflected in the approach to professional practice;

2. accepting an ongoing intellectual commitment to improving and updating

one's knowledge and skills;

3. having professional autonomy in decision-making concerning client needs and

services;

4. sharing a set of values about work with clients and colleagues; and

5. having collegial responsibility for setting standards and for discipline and

ethical conduct, (p. 6)

Nursing has made many advances in order to meet these criteria. One of the important

advances required to meet these criteria includes the establishment of the College of

Nurses of Ontario in 1962, providing nursing with a regulatory body. The founding of

this regulatory body allowed nursing to set standards of practice, establish ethical

guidelines, and develop a procedure for disciplinary action for members who failed to

meet these guidelines, thus, self-regulation. Another important advancement for nursing

is its formal education. The CNO has advocated for an educational background of nurses

by recommending that a baccalaureate education be the minimum requirement for entry

to practice by 2005 (College ofNurses of Ontario, 1999). This reconunendation was

approved by the Ontario provincial government in April, 2000 (www.cno.org). Thus, as

of January V\ 2005, the minimum entry to practice for Registered Nurses will be a





baccalaureate education. This academic standard provides nursing with the educational

requirements to be identified as a profession. Another requirement for professionals

involves a commitment to a continuation of learning and updating one's skills. Since

1997, the CNO has required its members to participate in a quality assessment program

(College ofNurses of Ontario, 1996b). In addition, the creation of the roles ofAdvanced

Practice Nurse and Nurse Practitioners in hospital and community settings, as well as the

trend of nurses entering the field of research, suggest that nursing is gradually growing

into a profession. Therefore, even though opinions have varied throughout the 20*

century as to whether or not nursing was a profession, it is clear that by the year 2005

nursing will have met all the necessary professional criteria. This tremendous

achievement means that nursing needs experienced individuals to nurture its junior

graduates and promote both continuing education and lifelong learning. The nurse

educator is an excellent human resource for these roles. However, defining the role and

responsibilities to ensure that these tasks are being considered important is necessary.

The final influencing factor on the role of the nurse educator is budgetary

constraints. Huegel (1989) stated that "budgetary constraints faced by health-care

organizations have affected hospital-based education departments" (p. 39) while Weeks

and Spor stated that "educational departments are expensive, but it is unlikely that

hospitals can survive without structured programs and training for their staff' (1987, p.

34). These articles from the late 1980s depict the trend and the problems facing Ontario

hospitals since the early 1990s. Meanwhile, the federal government cut approximately

$6 billion in transfer payments to the provinces in the early 1990s (Ministry ofHealth

and Long-Term Care, 1999). This reduction in funding forced the provinces, including





Ontario, to reduce funding to hospitals. Hospitals were, in turn, forced to restructure in

order to operate more efficiently. Unfortunately, this restructuring process had a notable

human impact. In some hospitals, many positions were examined and roles redefined.

This resulted in the creation ofnew roles within hospitals, often the result of combining

more than one former position. The roles that were not merged or eliminated were

redefined. Cross-training of professionals was one strategy which allowed hospitals to

perform tasks with fewer personnel. For example. Registered Nurses were educated in

basic ventilator skills while Registered Respiratory Care Practitioners (RRCPs) were

educated in skills such as giving bed baths, turning patients, and blood taking from

arterial lines. For staff not working at the bedside, roles were expanded so that

individuals had more responsibilities. Some of these expanded roles were obvious. For

example, clinical managers were given additional wards or units to supervise. However,

roles such as nurse educator roles were not clearly defined at the corporation where this

study was conducted. This is not surprising since "education is difficult to evaluate"

(Weeks & Spor, p. 34). Thus, the importance of the nurse educator role and its

associated costs were difficult to justify in times of budgetary constraint. This ambiguity

made the clarification of these roles of primary importance, as well as the need for

having supporting data regarding the importance of this role available to administrators

so that informed decisions are made. Since the literature review suggested that this

information was not currently available, the need for research in this area was crucial.

Rationale for the Study

This study needs to be done in order to understand and to promote the importance

of this role to nurses and to the nursing profession. With all the changes to this role as





well as to healthcare in Ontario, it would be easy for the nurse educator role to be lost in

the turmoil. However, its loss would be detrimental to nursing, since nurse educators

have traditionally performed a number of vital tasks within the hospital setting. For

example, nurse educators provide learning opportunities for individuals new to

specialized units or wards. These individuals range from new graduates to experienced

nurses who have changed specialties. In addition, nurse educators are a human resource

for policies and procedures. The report of the Nursing Task Force found that there are

not enough young graduate nurses in full-time positions to ensure that there v^U be an

experienced nurse workforce in Ontario as our population ages (Ministry of Health and

Lx)ng-Term Care, 1999). These findings support the need to protect and expand the role

of nurse educator to ensure that the upcoming nursing workforce that Ontario is

expecting has effective support systems in place to allow for ongoing education and

professional grov^h. In addition, the nurse educator is also an essential human resource

and a catalyst for lifelong learning. With the rapidly changing medical advances as well

as expectations from the CNO that continuing education occurs among nurses practicing

in Ontario, it is imperative that there is front-line support and opportunities for this

activity. The nurse educator is an essential resource in promotion of this learning.

Significance of the Study

The findings of this study are important to several groups of individuals including

nurse educators, front-line staff, hospital administrators, and the nursing profession. Each

of these groups and the impact that this study will have on them will be discussed

individually.
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First, this study is important to nurse educators. The role of nurse educator has

been influenced by several factors, resulting in new responsibilities and demands being

placed on the role. It is important for both new and experienced nurse educators to

understand these demands so that they are able to prioritize their time and meet as many

ofthese new demands as possible. Providing nurse educators with a defined set of

guidelines regarding the responsibilities of their role as well as adequate preparation will

assist individuals in meeting these expectations. Nurse educators will be better prepared

to meet the needs ofboth the bedside practitioners and the hospital as well as experience

career growth within their role, thus fulfilling a requirement of their profession, the

pursuit of lifelong learning.

Second, this study is important to front-line staff. Unfortunately, many bedside

practitioners do not fully comprehend the current role of the nurse educator. This

knowledge deficit is understandable since nurse educators are no longer as visible at the

bedside as they were historically. This trend may be occurring because the role has

changed and grown so that it now is comprised ofmany components such as teaching and

research. By exploring these changes and clarifying the responsibilities associated with

the role, bedside practitioners will be able to gain a better understanding ofthe role of

nurse educator. They may also be able to utilize nurse educators as a source for career

and knowledge growth and development. This new understanding will hopefully result

in an increased utilization of nurse educators as bedside practitioners develop an

understanding of the vast amount of knowledge and expertise that nurse educators

possess.
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Third, this study is important to hospital administrators. The clarification of this

role provides hospital administrators with data to confirm the need for nurse educators.

As administrators struggle to balance budgets and to accomplish more vsdth less funding,

it is important for them to understand the role of each team member in order to be able to

validate each member's position on the team. While the essential nature of bedside

personnel is easy to identify, the role of educators and their importance to the team is not

as easy to describe or to justify. Unfortunately, "educational departments are expensive,

but it is unlikely that hospitals can survive without structured programs and training for

their staff' (Weeks & Spor, 1987, p. 34). However, budgetary constraints faced by

healthcare organizations have affected hospital-based educational departments (Huegel,

1989). Within the hospital corporation where the study was conducted, the educational

department was deployed in redesign, a restructuring process driven by the need to adjust

to a reduction in government funding. This process left individual program directors and

clinical managers with the task of determining the amount of educational support

required by their program while coping with budgetary constraints. However, the

changing role of the nurse educator suggests that these administrators may also have a

lack of understanding as to all the demands of these positions. The purpose of this study

is to clarify this role and provide documentation as to its importance.

Last, this study is important to the nursing profession. The nursing profession

needs to maintain and to create strategies and human resources which provide

opportimities for growth, development, and lifelong learning among its members. The

role of nurse educator is to serve as one ofthese himian resources. Nurse educators

provide guidance and expertise to students, to new graduates, and to experienced nurses.
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Without this important resource, nurses are left without a human resource to promote and

support ongoing professional growth. Thus, a full understanding of the role of nurse

educator is important so that it is protected during these changing times.

Glossary of Terms

These are terms specific to the nursing profession or whose understanding is

important in order to fully comprehend the information presented in this report. For

convenience, they are presented in alphabetical order.

Advanced practice nurse: A Registered Nurse who "has developed knowledge

through formal education and experience and [is] prepared at the master's level or

doctoral levels of practice" (Calkin, 1992, p. 337). Tasks include "facilitating the

acquisition of knowledge by patients, staff and students; consultation regarding care;

research or use of research; program planning activities; or other related tasks in addition

to functioning directly in the care of patients and families" (p. 337).

Bedside practitioner: A Registered Nurse who is providing direct care at the

bedside. This category includes unit leaders (UL) and charge nurses (CN), since they

often provide direct care to patients even though in many areas they are not usually

assigned a patient load.

College of Nurses of Ontario (CNO): The organization which is the regulatory

body for Registered Nurses (RNs) and Registered Practical Nurses (RPNs) in Ontario.

The mission of this organization is to protect the public by setting and enforcing

standards for nursing practice as well as promoting the quality of practice for the nursing

profession and ensuring the continuing competence of nurses. In 1998, there were

approximately 107,000 RNs and 33,800 RPNs registered in Ontario. This organization
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allows the nursing profession to be self-regulating, a privilege which was reconfirmed in

1994 by the Regulated Health Professions Act (RHPA; www.cno.org).

Front-line worker: A professional staffmember who is involved in direct

patient care. This worker may be a member of nursing or any allied health profession.

Examples of front-line workers include Registered Nurses (RN), Registered Practical

Nurses (RPN), Registered Respiratory Care Practitioners (RRCP), Physiotherapists (PT),

and Occupational Therapists (OT).

Indicator: "An illustration ofhow a standard can be applied in a specific

dimension of practice" (College of Nurses of Ontario, 1996a, p. 5). Indicators for

specific standards for nursing practice in the province of Ontario can be found in

Professional Standards for Registered Nurses and Registered Practical Nurses in Ontario,

1996, a publication by the CNO (see Appendix A).

Inservice education: A form of professional development which communicates

the baseline expectations required by the employer and is usually provided by the

employer. Examples of inservice education include how to operate a piece of equipment,

mandatory education, information specific to the institution or unit, and education

sessions that are less than 50 minutes in length (Incalcattera, 1999).

Nurse educator: A Registered Nurse who is employed in a role in the hospital

setting which involves the education ofnew staff and the ongoing development of

experienced staff. This role may also include the education of students. However, the

involvement with students is limited to matching students with preceptors or small

orientation sessions and does not include direct clinical supervision of students.
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Nurse practitioner/Generalist nurse practitioner (NP): "A Registered Nurse

with advanced knowledge and decision-making skills in assessment, diagnosis, and

health care management... .[Their] practice is based on in-depth knowledge of nursing

gained through advanced education and practice" (Wansbrough, 1994, p. 35).

Ontario Nurses' Association (ONA): A trade union which represents 45,000

Registered Nurses and Allied Health Professionals in Ontario. Places of employment for

its members include hospitals, community health, long-term care, homes for the aged.

Red Cross, VON, clinics, industry, and doctors' offices (www.ona.org). Founded in

1973, the main focus ofONA is collective bargaining. However, other functions

performed by ONA on behalf of its members include: processing grievances, lobbying

governments, educating its members in labour relations, assisting members with

professional problems in the workplace, protecting the health and safety of its members

in the workplace, communicating the opinions voiced by its members to professional

associations, the government, and the general public, striving for the standard of care

expected from the regulatory body, and ensuring fair representation for its members

(www.ona.org).

Orientee: An individual who is new to the unit or ward and requires education or

clinical practice in order to be able to function in the new area. The individual may be a

new graduate or may have been practicing for a number of years in a nursing role either

within or outside of the corporation.

Professional Standards for Registered Nurses and Registered Practical

Nurses: A set of guidelines developed by the CNO in 1996. It outlines the six

professional standards and then lists indicators for each standard and for each of four
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dimensions of practice which demonstrate how these standards can be applied in

practice. This document replaces the previous Standards ofNursing Practice for

Registered Nurses and Registered Nursing Assistants (1990) which was mainly for direct

clinical practice. This publication examined four dimensions of practice: clinical

practice, administration, education, and research (College ofNurses of Ontario, 1996a;

see Appendix A).

Registered Nurse (RN): An individual who has successfully completed a 3-year

Diploma in Nursing at a college or who has successfully completed a 4-year

Baccalaureate Degree in Nursing and who holds a valid Certificate of Registration from

the College ofNurses of Ontario. In addition, individuals who received their training in

coimtries other than Canada may have other educational qualifications which allowed

them to obtain their certificate. Registration by the CNO is mandatory in Ontario. There

were about 107, 000 RNs in Ontario in 1998 (www.cno.org).

Redesign: A process that was undertaken at the hospital corporation in southern

Ontario in this study due to a need to reduce hospital spending. It involved the

reorganization of the administrative structure, the changing ofjob titles and their

descriptions, and the amalgamation of positions.

Registered Nurses Association of Ontario (RNAO): The professional

association which represents almost 14,000 Registered Nurses and nursing students in

Ontario on a voluntary membership basis (www.mao.org; www.cno.org). Functions of

this organization include:

• Lobby the government on issues that impact registered nurses and

health-care service
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• Lobby CEOs and senior hospital and community administrators

• Lobby other decision-makers and organizations that affect nursing

practice and health care

• Position registered nurses through proactive media and lobbying

campaigns, (www.mao.org)

Standard: "An authoritative statement that sets out the legal and professional

basis of nursing practice" (College ofNurses of Ontario, 1996a, p. 5). Standards for

nursing practice in the province of Ontario can be found in Professional Standards for

Registered Nurses and Registered Practical Nurses in Ontario , 1996, a publication by the

College ofNurses of Ontario (see Appendix A).

Support staff: The nonprofessional staffwho work on the wards and units in a

hospital setting. These staffmay have some postsecondary education. However, they are

unlicensed and do not report to a regulatory body. Yet, their duties may include both

direct patient care and nondirect patient care services. Staff that are included in this

category include business clerks (BCs), environmental aides (EAs), healthcare aides

(HCs), personal support workers (PSWs), and porters.

Assumptions

There were several assumptions underlying this study. First, this study was based

on the assumption that the role of the nurse educator was an essential component of the

nursing profession. The CNO lent support to this assumption by indicating that there

were four dimensions to nursing practice: clinical practice, administration, education,

and research. In 1990, the CNO published the Standards of Practice for Registered

Nurses and Registered Practical Nurses in Ontario which were directed at clinical
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practice. It was assumed that the dimensions of education, administration, and research

would follow. These guidelines which included all four dimensions were published in

1996 (College ofNurses of Ontario, 1996a; see Appendix A). Thus, the CNO has

demonstrated the importance of the role of education in nursing.

The second assumption was that the role of the nurse educator has changed. This

assumption was based on two observations. First, nurse educators no longer spend the

majority of their time at the bedside assisting new graduates, nor do they spend the

majority of their time providing clinical education to staff in the ward/unit setting. Thus,

there must have been other components to the role. Second, hospital restructuring has

impacted on every role within the hospital setting. The Ministry ofHealth and Long-

Term Care reported that since nurses are the key front-line professionals in health care,

they have been the group most affected by restructuring (1999). Thus, since restructuring

has had such a dramatic impact on nursing, it was assumed that there has been an impact

on the role of nurse educator as well.

The third assumption was that front-line staff did not fully comprehend all the

components to the role of nurse educator. This assumption was based on the fact that

this role, like so many other roles, has changed over the last 5 years as related to hospital

restructuring. Unfortunately, it was impossible to keep staff informed of all the changes

that were occurring, especially in the midst ofmany other changes that have a more

direct influence on the bedside practitioner. Thus, it was assumed that there was a need

to educate front-line staff as to how the role has changed so that they could maximize the

benefits of having nurse educators within their hospital system.
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The fourth assumption was that administrators did not fully understand all the

components of the role of nurse educator. This assumption was also based on the fact

that many roles have changed over the last 5 years, making it impossible to keep

informed of all the changes that had occurred. In addition, many administrators were

new to their current positions, and several ofthem did not have a nursing background.

Thus, it was assumed that there was at least a potential for a knowledge deficit related to

the role of the nurse educator within the new hospital structure.

The fifth assumption was that nurse educators did not fully understand all the

responsibilities connected with their role. This assumption was based on the fact that the

role has changed over the last 5 years. Unfortunately, these changes had occurred while

most nurse educators have been consumed by the demands of redesign, leaving them

little time to examine their new responsibilities. It was possible that experienced nurse

educators could have remained locked in their former patterns of practice while trying to

meet the new demands which had been imposed on them. Meanwhile, it was also

possible that those educators new to the role were expected to function in their new roles

without clear guidelines and expectations. This turmoil could have occurred because

there were no clear guidelines and expectations for them to receive.

The sixth assumption was that all new nurse educators needed time and

experience to grow within their role in order to be comfortable in their position. This

growth was necessary as all new nurse educators start off at a beginning level. However,

each individual was different based on prior bedside experience as well as educational

preparation. These individual differences meant that all new nurse educators did not

enter their roles with the same amount of education preparation and practical experience.
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Thus, when attempting to categorize educators using a scale such as Benner's (1982)

five-step development scale, which ranges from novice to expert, allowances had to be

made for experience as educators, level of educational preparation, and practical

experience.

Scope and Limitations

This study focused on nurse educators who are hospital employees at four sites of

one hospital corporation in a large urban center in southern Ontario and who are

primarily responsible for staff education and staff development. Although it was

understood that there were many diversities to the role of nurse educator, including

patient education, staff education, and nursing student education, this study focused on

nurse educators who were responsible for staff development at the four sites.

There were several limitations to this study. The first limitation was related to the

location of the research. This study was conducted at three acute care teaching hospitals

and one chronic care hospital in Ontario, all of which are part of the same unionized

hospital corporation. Thus, the practices of the nurse educators would have been subject

to the guidelines and expectations set by this corporation as well as by restrictions

imposed by collective bargaining. Other hospitals within Ontario may set different

guidelines for their nurse educators. Therefore, studies at other hospitals in Ontario may

highlight differences in culture and resuh in different roles and responsibilities.

However, the data collected were intended to provide front-line staff and administrators

insight into the current role of the nurse educator as well as to provide a basis for ongoing

research in this area. Although these data can not be generalized to other Ontario
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hospitals, they provide a basis for ongoing research and provide administrators with

valuable information as to the importance of having nurse educators as part of their team.

The second limitation was related to respondent bias. The nurse educators who

completed the questionnaire were all informed that the purpose of this survey was to

examine the role, responsibilities, and demands placed on nurse educators. Thus, their

responses may reflect how they believed their practice should have been or what they

believed administrators would want to hear. Questions were phrased so as to decrease

this bias. In addition, several questions asked were directed at the same area of

information so as to assess for consistency in answers.

The third limitation involved the classifying of nurse educators into their

respected levels of skill. Benner's generalization of the Dre5rfus Model of Skill

Acquisition to practical nursing had beginning nurses starting with similar amounts of

education and clinical experience (Benner, 1982). However, the amount of formal

education as well as clinical experience which nurse educators brought into the role

varied among nurse educators. Thus, individual allowances had to be made for bedside

experience as well as for educational preparation. The weight of an individual's previous

experience and educational needs had to be considered when a place on Benner's scale

was assigned. This consideration allowed room for rater bias. However, it was

important that these two factors were included in the ranking of the nurse educators.

The fourth limitation was the small sample size. Unfortunately, there were a

limited number of nurse educators within the system which might have resulted in a low

rate of return. However, several steps were taken to facilitate a high level of response.

First, all nurse educators were included in the study. Second, the Program Director for
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Education and Development was asked to give support to the study as well as to

encourage staff to respond to the questionnaire that was distributed. Third, the size of the

pool of educators was protected by using two former nurse educators as well two current

nurse educators to test the survey. Fourth, a second questionnaire was distributed to

those educators who had not responded to the initial questionnaire one month after the

initial mailing.

The fifth limitation was that the researcher had not functioned in the role of nurse

educator. Thus, the researcher lacked any knowledge and experience related to the role.

However, the lack of direct experience may have prevented any biases related to

firsthand experience fi'om entering into the final analysis of the data.

Outline of the Document

Chapter One has introduced this study and its significance. In addition, a

background, rationale, and glossary ofterms were provided. As well, limitations were

discussed and assumptions were described. Chapter Two provides a review of the

literature related to the role of the nurse educator. In addition, an overview of nursing in

Ontario over the last 130 years is provided. Finally, a model which will serve as a basis

for data analysis is detailed and adapted to the nurse educator role. Chapter Three

describes the methodology used in conducting the research. Chapter Four analyzes the

data collected and Chapter Five draws conclusions from the data collected and reports

their significance and implications for further research, practice and theory development.





CHAPTER TWO: LITERATURE REVIEW

Introduction

The role of the nurse educator is important to nursing and to the nursing

profession. However, several influences have altered the roles and responsibilities

associated with this occupation within the last 10 years, thus creating an area requiring

exploration. However, before any research could be done, it was necessary to explore

existing literature as well as relevant issues pertaining to this topic. Chapter Two begins

by exploring the history of nursing in Ontario. This exploration was necessary in order to

understand how nursing had struggled but is presently being recognized as a profession

and why it is essential to maintain this status. Next, existing literature regarding the role

of the nurse educator was analyzed. This step was necessary in order to determine how

the literature viewed the nurse educator and to provide a body ofknowledge from which

a survey could be developed. Finally, an existing framework outlining the professional

development of a nurse was discussed and then modified to facilitate application to the

role of the nurse educator. This framework was then used to integrate the data collected

to determine how nurse educators grow within their role.

History of Nursing in Ontario

An understanding of the history of nursing in Ontario was essential, since it is the

evolution of nursing over the last 100 years which has driven the changes to nursing and

has contributed to the creation of expanded nursing roles. While it must be imderstood

that many of the driving forces and meaningfiil events which influenced this evolution

occurred outside of Ontario, the actual detailing of their events and their importance

would be another thesis in itself Thus, although those contributions were recognized as
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important, this section focuses on conditions of nursing in Ontario since the mid-1870s

and the notable milestones which occurred in Ontario within the last 130 years. A

timeline depicting the notable events has been included (see Appendix B).

The 1 870s were identified as a reasonable starting point, since that decade was

the beginning of nursing education in Canada. Unfortunately, both nursing education as

well as some type of selection process for nurses was needed. According to Dr. Clarke

(1913) in his book detailing the history of Toronto General, nurses were neither educated

nor professional in their mannerism. "The women who acted as nurses were, too often,

crude, uneducated, and, not unfrequently, alcoholic in their habits. . . the pay was a mere

pittance and the work so repulsive and hopeless that there was little to attract a different

class" (Clarke, p. 86). In fact, "many nurses could do little more with a pen than write

their names" (p. 87). "The nursing staff were divided into day and night nurses. . . two or

three. . . possessed experience. . . the rest were raw and uncultured. . . all absolutely without

training" (p. 87). These comments clearly present the unprofessional mannerisms of

nursing's ancestors and depict the need for nursing education. Fortunately, Dr. Mack

opened the first training school in Canada for nurses in St. Catharines, Ontario in 1874

(Nutting & Dock, 1907). Criteria for entrance to the program were based on character

and education. "Every woman entering was required to bring satisfactory evidences of

purity of motive, good conduct and character, and of having received the elements of a

plain English education" (Nutting & Dock, p. 355). These requirements, although not

overly demanding by today's standards, were important as they set some limitations

regarding who could be trained as a nurse. The program was initially 3 years in length,

with probationers receiving no compensation for the first 6 months. Thereafter, a stipend
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and uniform were provided. In addition, board was provided when students were not

employed outside the hospital in private duty roles or in other institutions (Nutting &

Dock). By 1900, there were 20 training schools. This number had risen to 70 by 1909

(Duncourson, in Innes, 1970).

Unfortunately, the presence of formal nursing education did not initially assist

nurses professionally. Nursing schools supplied hospitals with inexpensive labour, and

little value was given to providing students with a quality education. Also, graduates

were forced to find work in private homes since hospitals were staffed by student nurses.

Wages, standards of practice, and working conditions for graduate nurses were dependent

on the employer, and there were no sick leave, no pension, and no paid holidays (Jensen,

1988). However, alumnae groups from various schools began to organize in the late

1 890s together with other Canadian and American groups, thus establishing the first

professional nursing organizations. By the turn of the century, Canadian nurses had

separated from their American counterparts as Canada was a foreign member and not

permitted under New York laws (Mussallem, 1988). However, Ontario was able to

successfully organize the alumnae groups, which resulted in the founding of the GNAO

in 1904 and the CNATN in 1908. These groups would later become the RNAO and the

CNA (Canadian Nurses' Association, 1968; Mussallem, 1988; Registered Nurses'

Association of Ontario, 1975, 1988). Unfortunately, while these professional

organizations gave nurses some rights as well as professional status, they provided no

power to improve working conditions and wages.

By 1929, both the medical and nursing professions in Canada were concerned

with the unsatisfactory training of nurses. This prompted a joint committee to
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investigate nursing conditions in Canada. In 1932, the Weir Report was published. This

was a comprehensive study which examined nursing and nursing education in Canada.

Some of the most notable findings include the differentiation between a real nurse and a

practical nurse, the reasons for the nursing surplus, the distribution of the existing nursing

jobs, and the quality of nursing education in Canada (Weir, 1932). Each of these findings

will be discussed individually.

First, there were two types of nurses: "real nurses" and practical nurses. A

practical nurse was "a person of experience who has a great deal ofcommon knowledge

about the care of the sick and is able to make herself useful in emergencies" (Gower,

Wheatly, & Brewer as cited in Weir 1932, p. 51). However, a real nurse had established

training which is the minimum of graduation from a recognized high school and then a 3-

year course in nursing (Weir, p. 51). Unfortunately, practical nurses were permitted to

wear a uniform and to identify themselves as nurses, although they could not use the

titles R.N. or Reg. N. after their names and this lack of distinction caused some confusion

for the public. The general public were not able to differentiate between trained and

untrained nurses (Weir, p. 61). Thus, one of the problems identified was the population

of unlicensed individuals who identified themselves as nurses.

Second, there was a lack of employment for nurses in general, thereby creating a

surplus of individuals competing for the existing nursing jobs. Reasons cited for this

surplus included average citizens being unable to afford nursing care, fewer private duty

positions available due to increased federal funding to increase hospitalization, hospitals

operating training schools because student nurses were inexpensive labour, and an

overproduction of nurses from training schools as no formal enrollment limitations
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existed. Also, a seasonal variation of illness resulted in a fluctuation in the number of

employment opportunities for real nurses. Meanwhile, Canadian nurses who had sought

employment in the United States were being driven home due to lack of employment

opportunities, and married nurses still worked occasionally. Thus, a combination of

overproduction, economic factors, and fluctuating needs resulted in a nursing surplus

(Weir, 1932).

Third, this lack of nursing opportunity was experienced more by the real nurses

than by practical nurses. Good nurses were unemployed about 50% of the time, while

practical nurses received more steady employment than real nurses. Also, private duty

nurses were often replaced by younger, more attractive nurses after age 40. Older nurses

classified themselves as too old to nurse and too young to retire (Weir, 1932). Thus,

opportunities became more limited for older real nurses.

Finally, there were many problems identified with nursing education. These

problems included chronic fatigue among nursing students, too much housemaid's work,

not enough time to study theory, a lack of monitoring of the health of nursing students,

and inadequate preventive training regarding caring for diseased patients.

Recommendations made included the introduction of 8-hour tours of duty, a 2-hour

reduction in the amount of housemaid's work, and the addition ofmore time to study

theory. As well, minimum standards were recommended for nursing schools and for

entrance into a nursing program (Weir, 1932).

The Second World War brought about another important change in nursing

employment in Canada. Nurses joined the army as officers, creating a nursing shortage

in the hospitals. To fill this gap, married nurses were asked to return to the hospital
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setting. The result was a lift in the ban requiring nurses to live on hospital premises.

However, single nurses who moved out into the community found community living

more expensive and, thus, demanded higher salaries (Jensen, 1988).

The years following Worid War n set the stage for change in Canadian nursing. It

was the first time since the Great Depression that there was fiiU employment for nurses,

and the demand actually exceeded the supply. Meanwhile, a study from the United

States reported that nurses were working longer hours, worked more shift work, were

paid lower salaries, received less overtime pay, and had fewer fringe benefits than

workers in industries. The situation was thought to be the same or even worse for

Canadian nurses (Alderson, 1976). As well, the CNA endorsed collective bargaining in

1944 on the condition that the provincial professional association would be the formal

organization that represented nurses (Jensen, 1988). Finally, demands for a shorter work

day were also setting the stage for unionization. In 1965, the Ontario nurses unionized

through their professional association. In 1973, ONA was created as a number of smaller

unions in Ontario merged and the union separated from the professional association,

RNAO (Jensen).

Today there are three main nursing organizations in Ontario: a professional voice,

a regulatory body, and a union. The professional voice is the Registered Nurses

Association of Ontario (RNAO). This organization, comprised of over 14,000 voluntary

members, has a mission which includes the promotion of excellence in nursing practice

(www.mao.org). The regulatory body is the College ofNurses of Ontario (CNO).

Created in 1961 after the nursing profession was granted the privilege of self-regulation,

the CNO is responsible for setting the minimum standards for nursing practice as well as
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protecting the public by investigating any complaints received (Kerr, 1988b; Registered

Nurses' Association of Ontario, 1986). Membership in the CNO is mandatory for

practice in Ontario Finally, the nurses' union is the Ontario Nurses' Association (ONA).

Created in 1973, this union represents 45,000 Registered Nurses and allied health

professionals in a variety of settings. One of the main services of the union is collective

bargaining for its members. The union also provides representation for its members at

licensing body hearings, at workers' compensation hearings, in courts of law, and at

pension hearings (www.ona.org).

In summary, there are now three main nursing organizations in Ontario, though

each one has its own specific tasks. However, only the CNO represents all the nurses in

Ontario who are registered to practice. Membership to the RNAO is voluntary, while

membership to the ONA requires employment in a unionized setting where ONA has a

local union branch.

Defining the Nurse Educator

Another important aspect to consider was the existing literature regarding the

roles and responsibilities of the nurse educator. An examination of this literature was

important for two reasons. First, it provided insight as to how other nurses, educators,

and administrators perceive this role. Second, it provided data from other research that

has been conducted in this area. Third, it provided a basis for research by providing data

and opinions from which themes were extracted and a questionnaire was developed.

A literature review regarding nurse educators responsible for staff development

within the hospital setting suggested that the existing literature has approached this role

in different ways and has focused on specific facets of this role rather than looking at the
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entire role. Specific areas of focus included performance standards (Fitzsimmons,

Piercy, Noel, & Connolly, 1996), development of an orientation program for a nurse

educator (Kotecki & Eddy, 1994), assessment ofnew nurse educators (Naughton &

Strobel, 1996), developing an educational needs assessment (Almquist & Bookbinder,

1990), roles and relationships of staff development educators (Tobin & Beeler, 1988),

and hiring nurse educators (Schoessler & Conedera, 1987). Therefore, the existing

literature examined the role of the nurse educator from several different perspectives.

However, none of this literature focused specifically on the components of the role.

Despite the fact that this literature does not examine the entire role, it does provide

valuable insight into the multiple facets that comprise the role of the nurse educator as

well as describe the technical abilities required by nurse educators. These roles and

technical skills will be discussed separately.

First, there are many role responsibilities which encompass the various broad-

spectrum demands that are placed on nurse educators. Specific themes identified in the

literature include needs assessments, inservice/educational programs, orientation,

program evaluation, publishing, nursing research, committee membership, nursing

student placement, and patient education. Each one will be discussed individually in

terms of existing literature and their relationship to the indicators of professional

standards.

Needs Assessment

The first theme is needs assessment. Several authors agreed that assessing the

needs ofthe staff is one role expectation ofthe nurse educator (Almquist & Bookbinder,

1990; Fitzsimmons et al., 1996; Kotecki & Eddy, 1994). For example, Kotecki and Eddy
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suggest that a nurse educator "assesses staff educational needs and ensures that needs are

met" (p. 303). Meanwhile, Almquist and Bookbinder suggested that assessing the needs

of the staff assists the nurse educator with the planning of inservice programs. Thus, this

important process allows educators to identify the needs of the staff and plan for ongoing

activities. As well, Almquist and Bookbinder suggest that one way of accomplishing

this task is by doing a needs assessment. "A needs assessment provides information for

the educational planning process" (Almquist & Bookbinder, p. 246). Furthermore,

Fitzsimmons et al. recommend that these assessments be given to staff on a biyearly

basis. From this tool, nurse educators are able to determine the needs of the staff and to

plan educational sessions to address these needs. As well, assessing the needs of the staff

enables nurse educators to fulfill one indicator of the professional standards. Indicator

la, which is a determinant of the professional standard, professional service to the public,

states that a nurse educator "helps colleagues and consumers develop life long learning

skills" (College ofNurses of Ontario, 1996a, p. 9). By assessing the needs of the staff, a

nurse educator is able to plan educational activities as well as to guide individuals. This

process allows the individuals to experience lifelong learning as well as determine their

professional goals and to develop a plan to fulfill these goals.

Inservice or Educational Programs

The second theme, inservice/educational programs, is identified by several

authors (Almquist & Bookbinder, 1987; Fitzsimmons et al., 1996; Kotecki & Eddy, 1994;

Soltes, 1994). Fitzsimmons et al. simply list inservice education within the job

description ofthe nurse educator, while Kotecki and Eddy merely list the development

and teaching of educational programs as competencies for nurse educator orientation.
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Meanwhile, Almquist and Bookbinder state, "the nurse educator, in collaboration with

the nurse clinician and nurse manager, may assess the educational needs of the staff to

plan inservice programs" (p. 246). Thus, these three articles merely refer to inservice

education but do not elaborate on the subject. As well, Soltes states that inservice

education is among the responsibilities of nurse educators. However, Soltes elaborates

by stating that "it is the nurse educator's task to prepare employees to function

adequately and comfortably on the unit for which they have been hired" (p. 31). Several

articles recognize educational programs and inservices as part of the role of the nurse

educator. However, most articles fail to elaborate on this topic. Meanwhile, several

standards address the issue of inservice education even though the term "inservice" is not

directly stated in the professional standards. For example, indicator 3b, which is a

determinant of the professional standard, knowledge, states that a nurse educator "is

creative in planning and implementing learning opportunities for consumers" (College of

Nurses of Ontario, 1996a, p. 9). The development and presentation of inservices is one

strategy in which nurse educators are able to fulfill this standard. Another indicator

directly related to inservice education is indicator 3d, which also is a determinant of the

professional standard, knowledge, and states that a nurse educator, "creates an

environment where learning is encouraged" (p. 9). The standard can be interpreted in

two different ways. First, environment can refer to the setting in which the educational

sessions are conducted. Second, environment can refer to the overall atmosphere of the

ward/unit in regards to lifelong learning. A nurse educator who both offers inservices as

well as encourages the pursuit of further education is likely to meet both interpretations

of this standard. The final standard met by inservice programs is explained in indicator
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6a, which is a determinant of the professional standard, professional behaviour -

accountability/ responsibility. Indicator 6a states that a nurse educator "provides learning

opportunities for the RN and RPN consumer to enable them to acquire the knov^ledge,

skills and clinical experience needed to practise" (p. 12). This is the most important

standard for many nurse educators, as it depicts the importance of providing learning

opportunities for front-line staff

Orientation

The third theme, orientation is identified in two of the articles reviewed,

(Fitzsimmons et al, 1996; Kotecki & Eddy, 1994). Kotecki and Eddy state that "one of

the key contributions that staff development educators and clinical [nurse] specialists

make in the recruitment and retention of staff nurses is through the development,

implementation, and evaluation of orientation programs" (p. 301). In addition,

Fitzsimmons et al. refer to orientation as one of the tasks of the nurse educator. They

refer to planning an orientation program and preparing staff to precept new staff to the

unit within the job description ofthe nurse educator. Despite the fact that only two

articles have captured this important area, several indicators are connected with

orientation. First, indicator 3a, which is a determinant of the professional standard,

application of knowledge, states that a nurse educator "helps colleagues and consumers

develop life long learning skills," while indicator 3b, which is a determinant of the

professional standard, application of knowledge, states that a nurse educator "is creative

in planning and implementing learning opportunities for consumers" (College ofNurses

of Ontario, 1996a, p. 9). As well, indicator 3d, which is a determinant of the professional

standard, application of knowledge, states that a nurse educator "creates an environment
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where learning is encouraged" (p. 9). These three indicators are indirectly related to

orientation. They provide educators with some guidelines regarding their responsibilities

to staff, including orientees, who will require a variable amount of guidance depending

on previous experience and educational preparation. As well, indicator 3e also captures

some ofthe responsibilities of nurse educators to new orientees. Indicator 3e, which is a

determinant of the professional standard, application of knowledge, states that a nurse

educator "provides feedback to colleagues and consumers to encourage professional

growth" (College ofNurses of Ontario, p. 9). This indicator suggests that the nurse

educator is responsible for monitoring the performance of orientees, providing them with

feedback regarding their strengths and weaknesses, and then encouraging them to seek

learning opportunities to allow for professional growth. In addition, indicators 6a and 6b,

which depict the professional standard, professional behaviour - accountability/

responsibility, also fit under this theme. Indicator 6a states that a nurse educator

"provides learning opportunities for the RN and RPN consumer to enable them to acquire

the knowledge, skills and clinical experience needed to practise" (College ofNurses of

Ontario, p. 12). This indicator suggests that staff must be provided with learning

opportunities in order to acquire the skills and knowledge to be able to practice. Since

new staffmay not receive sufficient practice ofnew skills and knowledge during an

orientation program, nurse educators must provide orientation programs on the wards or

units in order to meet this need for orientees. Meanwhile, indicator 6b states that a nurse

educator "evaluates learning outcomes for the RN and RPN consumer" (p. 12). This

indicator suggests that the role of the nurse educator extends beyond merely providing

education to evaluating the learning that has occurred. Once again, the needs of the
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orientees must be considered a priority. The contrast in the importance of orientation

between the existing hterature and the indicators of professional standards is noteworthy.

Only two articles have captured this important area, yet six indicators of two standards

refer to this practice. Perhaps this is an area that is understood to be a part of the nurse

educator's role, or is it an area that has been allowed to be minimized? One further

possibility is that the concept of formal orientation is so new that the literature predates

its importance, while the standards and their indicators are more recent and they have

captured its importance. Whatever the reason, this contrast is worth exploring further

once the data are collected and analyzed.

Program Evaluation

The fourth theme, program evaluation, is mentioned by several authors

(Fitzsimmons et al., 1996; Kotecki & Eddy, 1994; Naughton & Strobel, 1996; Schoessler

& Conedera, 1987; Tobin & Beeler, 1988). For example, Schoessler and Conedera

suggest that the minimal education of a Masters degree is important if formal program

evaluation is one of the departmental objectives. Meanwhile, Kotecki and Eddy suggest

that the formulation of an evaluation is part of the overall objectives for a program. In

addition, Tobin and Beeler suggest that "there must be consistent, systematic evaluation

of staff development programming to determine if it is meeting learner needs, being

responsive to organizational changes, and influencing changes in learner behaviors" (p.

95). As well, Fitzsimmons et al. mention program evaluation as one of the tasks of the

nurse educator. Finally, Naughton and Strobel refer to evaluation as one of the skills

needed to be an expert nurse educator and report that "there must be consistent,

systematic evaluation of staff development programming" (p. 95). In addition, several
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indicators of professional standards depict the importance of program evaluation. For

example, indicator 3c, which refers to the professional standard, application of

knowledge, refers to program evaluation. Indicator 3c states that a nurse educator

"critically analyzes and evaluates nursing practice and education" (College ofNurses of

Ontario, 1996a, p. 9). Thus, evaluation is an expectation for nurse educators and should

occur as part of the process of policy, program, and procedure development. As well,

indicator 6b, which refers to the standard, professional behaviour - accountability/

responsibility, states that a nurse educator "evaluates learning outcomes for the RN and

RPN consumer" (College ofNurses of Ontario, p. 12). This indicator directly refers to

the importance of evaluation, thus establishing program evaluation as essential to the role

of nurse educator. Finally, two indicators oftwo different standards capture the same

topic, providing feedback. Indicator 4e, which refers to the standard, application of

knowledge, states that a nurse educator "provides feedback to colleagues and consumers

to encourage professional growth" (p. 9) while indicator 5a, which refers to the standard,

continued competence, "provides feedback to colleagues and consumers about practice

and learning" (p. 11). Both these indicators stress the importance of giving feedback.

However, before feedback can be given, there must first be some evaluation done. Thus,

program evaluation is an important part of the role of the nurse educator.

Nursing Research

The fifth theme, nursing research, is identified by several authors (Fitzsimmons et

al, 1996; Kotecki & Eddy, 1994; Schoessler & Conedera, 1987; Tobin & Beeler, 1988).

However the recurrence of this theme may overemphasize the importance given to this

theme in the existing literature. The literature suggests that the role of the nurse educator
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involves the implementation and use of current literature rather than the conducting of

one's own research. For example, Schoessler and Conedera suggest that one focus of the

nurse educator is "encouraging staff to explore nursing research" (p. 62). In addition, the

article suggests that educational preparation is important "if departmental objectives

include the integration of nursing research into educational programs [or] development of

research" (p. 62). Meanwhile, Kotecki and Eddy refer to current literature research only

as something to be incorporated into the program content when a program is being

developed. Likewise, Tobin and Beeler refer to the use of published research in the

development of learning activities. However, the research issue is extended by the

suggestion that "the identification and analysis of research questions" (p. 95) is pertinent

to the role of the staff development educator. Despite the frequency of the link between

research and the role of the nurse educator, the findings are somewhat surprising since

the literature refers to the utilization of existing research rather than to the development

ofnew research. Since Heyman (1985) reports that the minimum requirement for nurse

educators is a Masters level education, nurse educators should be familiar with

conducting research. This gap in the literature is perplexing. However, what is even

more disturbing is that the one professional standard for educators which acknowledges

research supports this level of research utilization. Indicator 5a, which is a determinant

of the professional standard, continued competence, states that "a nurse in an educator

role identifies and evaluates information sources that are useful for practice" (College of

Nurses of Ontario, 1996a, p. 8). Thus, the current professional standards do not

encourage nurses with graduate school education to utilize their research skills by

conducting research. This is unfortunate, since the development of nursing-based
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research is desperately needed by the nursing profession in order to prove to both the

public and to other healthcare professionals that nursing is truly a profession.

Publishing

The sixth theme, publishing, is another component of the nurse educator role

which has minimal emphasis. Only one article (Schoessler & Conedera, 1987) makes

reference to writing for publication. However, Fitzsimmons et al. refer to scholarly

activity (1996). Unfortunately, this term is not further defined. Yet, it is possible that

writing for publication may be one element of this broad area. In addition, none of the

indicators of the professional standards refer directly to writing for publication. Thus,

there is an absence of writing for publication in both the literature and in the professional

standards. Graduate studies, particularly with a thesis component, often focus on

research and publication. Thus, nurse educators with Masters degrees either completed

or in progress should have the ability to write for publications. Unfortunately, there is an

omission in both the literature and the professional standards regarding writing for

publication. This omission suggests that nurse educators with their Masters degrees may

not be fiiUy utilizing their abilities.

Committee Involvement

The seventh theme, committee involvement, is mentioned in several articles

(Fitzsimmons et al., 1996; Kotecki & Eddy, 1994; Schoessler & Conedera, 1987). For

example, in Kotecki and Eddy's article, job functions were reviewed, with the result

being that "each educator was assigned to different committees, but all were expected to

play a membership or leadership role in that committee" (p. 302). Unfortunately, there is

no fiirther detail regarding where these committees are positioned within the
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organizational structure nor what are the specific roles of the nurse educator. In contrast,

Fitzsimmons et al. are more specific in their analysis by identifying three types of

committee membership: hospital, departmental, and unit. Unfortunately, this amount of

detail is still not sufficient to allow the reader to understand the specific role of the nurse

educator within each committee. Since the balance of peers and influential individuals

varies from one committee to another, the role of the nurse educator must change to meet

the needs of the membership. Specific tasks of the nurse educator might include

communicator, educational consultant, literature reviewer, educational planner,

gatekeeper, and facilitator. However, not every committee would require the nurse

educator to perform every task. Thus, nurse educators must assess each committee to

identify its needs and then assume the role or roles required in order to ensure that the

committee functions at an optimum level. Meanwhile, Schoessler and Conedera view

committee work differently. They suggest that the nurse educator needs to both

participate in committee work and enlist the support of front-line staff in committee

involvement. This information suggests that nurse educators form an important link

between committee work and front-line staff. The expansion of the idea of committee

involvement matches one of the standards of practice for a nurse educator. Indicator 3e,

which is a determinant of the professional standard, application of knowledge, states that

an educator "provides feedback to colleagues and consumers to encourage professional

growth" (College ofNurses of Ontario, 1996a, p. 9). Front-line staff will surely

experience professional growth as they expand their knowledge and participate in

decision-making which will influence their daily practice. In addition, committees which

address issues such as conflict resolution, restraint policy development, and resuscitation
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Standards will allow both staff and educators to explore both conflict and ethical issues.

This exploration will allow the nurse educator to meet standard of practice 4a. This

indicator, which is a determinant of the professional standard, ethics, states that "a nurse

in the educator role encourages and supports critical thinking and dialogue about ethical

conflicts and issues" (p. 10). Individual input on committees which establish policy and

procedures encourages important discussions amongst team members. This inclusion

gives front-line staff ownership over their practice and reinforces professional standards

for nursing, allowing front-line staff to better understand the underlying basis for the

policy and procedures being developed.

Nursing Student Placement

The eighth theme, nursing student placement, is mentioned in only one article

(Fitzsimmons et al., 1996), and these authors do not elaborate beyond the basic reference

to nursing student placement. This may indicate that the placement of nursing students is

an added duty for some nurse educators who focus on staff education but that it is not

routinely part of the role. There is one indicator which addresses this issue. Indicator 3b,

which is a determinant of the professional standard, application of knowledge, states that

a nurse educator "is creative in planning and implementing learning opportunities for

consumers" (College ofNurses of Ontario, 1996a, p. 9). However, in order to make this

indicator applicable, the consumers must be defined. If nurse educators see their

consumers as only front-line staff, then student placements would not be part of their

responsibility. However, if the definition of consumers is broadened, then this task

becomes part of their responsibility. As well, today's students are tomorrow's new

graduate nurses, and often vacant staff positions are filled by graduating students. Thus,
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it may be worthwhile for the nurse educator to invest time in these students before they

become new orientees.

Patient Education

The ninth theme, patient education, is mentioned in only one article (Fitzsimmons

et al, 1996). Unfortunately, this article lists patient education only as an example of the

relationship between responsibilities and nurse educator performance standards set by the

American Nurses Association (ANA). This is surprising, since three indicators have a

link to patient education. Indicator la, which is a determinant ofthe professional

standard, professional service to the public, states that a nurse educator "conducts

programs relevant to the learning needs of consumers" (College ofNurses of Ontario,

1996a, p. 7). Meanwhile, indicator 3a, which is a determinant of the professional

standard, application of knowledge, states that a nurse educator "helps colleagues and

consumers develop life long learning skills" (p. 9). Finally, indicator 3b, which is a

determinant of the professional standard, application of knowledge, states that a nurse

educator "is creative in planning and implementing learning opportunities for

consumers" (p. 9). These three indicators stress the need for education for consumers.

However, once again, the definition of "consumer" must be broadened in order for these

indicators to be applicable. Assuming that this definition is expanded to include patients,

conducting patient education activities is an ideal way for nurse educators to directly

fulfill these standards.

The paucity of existing literature regarding the roles ofthe nurse educator makes

it difficult for professionals to determine the role of the nurse educator. However, there

are obvious clues regarding the history of the role of the nurse educator. The themes that
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have been identified can serve as a basis for research into this role. In addition, the

professional standards for nurse educators also have provided valuable information

regarding the essential components of their roles.

The second portion of the literature addresses the technical skills which are

important for nurse educators to possess. These skills can be organized into several

categories including communication, clinical expertise, adult education, attitude,

flexibility and innovation, leadership skills, team building, and critical thinking skills.

Each of these skills will be addressed separately.

Communication

The first category of importance is communication. Components of this category

include speaking skills, interpersonal skills, and writing skills. Several articles have

mentioned this group of technical skills as important to nurse education, (Kotecki &

Eddy, 1994; Schoessler & Conedera, 1987; Tobin & Beeler, 1988). Kotecki and Eddy

identify effective, professional communication in both written and oral formats as

essential competencies of a nurse educator. Meanwhile, Schoessler and Conedera

approach communication style from a slightly different perspective. They suggest that

the communication style of the other educators should be determined prior to hiring a

new nurse educator so that the communication styles of the educators are compatible. It

is suggested that this consideration is important when educators are collaborating on

projects or sharing an office. Tobin and Beeler suggest that communication is important,

but they extend beyond the traditional boundaries of communication. For example, they

suggest that extended visibility beyond the traditional working hours and the

appropriateness ofthe clothing communicates their commitment to educating all staff
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and to teaching at the bedside. Two indicators of professional standards focus on one

aspect of communication, feedback. Indicator 3e, which is a determinant of the

professional standard, application of knowledge, states that a nurse educator "provides

feedback to colleagues and consumers to encourage professional growth" (College of

Nurses of Ontario, 1996a, p. 9). Meanwhile indicator 5a, which is a determinant of the

professional standard, continued competence, states that a nurse educator "provides

feedback to colleagues and consumers about practice and learning" (p. 11). Both these

indicators demonstrate the need for nurse educators to be able to communicate, as giving

feedback, whether it be in a written or oral format, requires competent communication

skills. Positive feedback is usually well received, while constructive criticism or negative

feedback is not always welcomed. However, competent communication skills will, it is

hoped, allow the recipient to use the constructive criticism professionally.

Clinical Expertise

The second category is clinical expertise. Clinical expertise varies depending on

the specialty of the area. For example, clinical expertise for a cardiology ward or unit

would require clinical experience in a cardiology setting, whereas clinical expertise for

an intensive care unit would require some clinical experience in a critical setting.

Several authors suggest that clinical expertise is important (Schoessler & Conedera,

1987; Soltes, 1994). For example, Schoessler and Conedera state that "the clinical

expertise of department members should correspond to the institution's clinical areas of

specialization and emphasis" (p. 61). They further emphasize this point by stating that

"minimal requirements include 2 years experience and formal advanced education in the

desired specialty" (p. 62). In addition, Soltes states that "nurse educators must have a
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thorough knowledge of and teach others in accordance with the accepted standards for

practice and education" (p.3 1 ). Thus, the hterature suggests that a thorough clinical

knowledge is essential. In addition, several indicators of standards require the nurse

educator to have clinical experience or at least suggest that the role would be better

implemented by an educator with clinical expertise. Two examples are indicators which

address the evaluation of nursing practice. Indicator 2a, which is a determinant of the

professional standard, knowledge, states that a nurse educator "identifies and evaluates

information sources that are useful for practice" (College ofNurses of Ontario, 1996a,

p. 8). Meanwhile, indicator 3c, which is a determinant of the professional standard,

application of knowledge, states that a nurse educator "critically analyzes and evaluates

nursing practice and education" (p. 9). These two indicators require the nurse educator to

evaluate clinical practice and knowledge related to clinical practice. This evaluation

process would be facilitated with related clinical experience. A nurse educator

possessing related clinical practice and formal education would be capable of evaluating

clinical practice and related knowledge. As well, indicator 3b, which is a determinant of

the professional standard, application of knowledge, states that a nurse educator " is

creative in planning and implementing learning opportunities for consumers" (p. 9). The

planning and implementation of learning opportunities is enhanced by formal education

which teaches how adults learn and by prior teaching experience. This allows educators

to apply this theoretical knowledge to determine what practices are most effective in the

clinical setting.
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Adult Education

The third category is adult education. Components of this category include prior

teaching experience, educational preparation, knowledge of adult learning theory, and

use of specific tools such as audio/visual equipment. Several authors refer to adult

learning, although each one emphasizes different components (Heyman, 1985; Kotecki &

Eddy, 1994; Naughton & Strobel,1996; Schoessler & Conedera, 1987; Tobin & Beeler,

1988). For example, Heyman suggests that a minimum educational preparation is "a

BSN with a Masters degree in Nursing or Adult Education" (p. 62). Meanwhile,

instructional experience, including audiovisual experience, is also beneficial (Schoessler

& Conedera). As well, theories of adult learning, classroom strategies, and program

development are beneficial (Schoessler & Conedera), while Tobin and Beeler suggest

that part of the role of the nurse educator "focuses on the incorporation of adult learning

principles" (p. 94). Meanwhile, Naughton and Strobel "concluded that the expert nurse

educator needs to be accomplished in a variety of skills including adult education" (p. 9).

Finally, Kotecki and Eddy identify creating audiovisual aids and handouts as part of

developing a program. Despite the fact that the authors select different aspects of adult

education, each ofthem agree on the need for educational theory or learning experience

as being important. One indicator that reflects this category is indicator 3b, which refers

to the professional standard, application of knowledge. Indicator 3b states that a nurse

educator "is creative in planning and implementing learning opportunities for consumers

(College ofNurses of Ontario, 1996a, p. 9). Thus, part of the nurse educator's role

should be to create learning opportunities for staff.
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Attitude

The fourth category is attitude. Components of this category include having a

positive attitude toward learning, motivation, and enthusiasm. Several authors identify

attitude as being important (Kotecki & Eddy, 1994; Schoessler & Conedera, 1987).

Kotecki and Eddy expect "newly hired educators [to] be motivated adult learners" (p.

303). Meanwhile, Schoessler and Conedera suggest that interpersonal skills and

"enthusiasm for teaching and learning" are important since the educator must be able to

maintain the attention of the audience in a classroom setting and must have the support

of administration and front-line staff in regards to projects and committee work. The

importance of the nurse educator's attitude can not be overly emphasized. A positive

attitude is essential for creating an environment conducive to learning. Although several

of the indicators are influenced by attitude, two of the indicators stress the importance of

the nurse educator's attitude. These two indicators address the learning environment and

the provision of learning opportunities. Indicator 3d, which is an indicator of the

professional standard, application of knowledge, states that a nurse educator "creates an

environment where learning is encouraged" (College ofNurses of Ontario, 1996a, p. 9).

Meanwhile, indicator 6a, which indicates the professional standard, professional

behaviour - accountability responsibility, states that a nurse educator "provides learning

opportunities for the RN and RPN consumer to enable them to acquire the knowledge,

skills and clinical experience needed to practice" (p. 12). These two indicators which

address the provision of learning opportunities and the creation of the learning

environment require the nurse educator to possess a positive attitude towards learning

and continuing education.
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Flexibility and Innovation

The fifth category is flexibility and innovation. Only one article identifies

flexibility and innovation as important (Schoessler & Conedera, 1987). Schoessler and

Conedera suggest that flexibility and innovation are important. The educator must be

able to cope with multiple projects as well as adjust schedules to meet staff availability

and class schedules. One indicator stresses the importance of flexibility and innovation

for the nurse educator. Indicator 3b, which is a determinant of the professional standard,

application of knowledge, states that a nurse educator "is creative in planning and

implementing learning opportunities for consumers" (College ofNurses of Ontario,

1996a, p. 9). Creativity is enhanced when the nurse educator is innovative and flexible.

Leadership Skills

The sixth category is leadership skills. Several authors identify leadership skills

as important (Kotecki & Eddy, 1994; Schoessler & Conedera, 1987; Tobin & Beeler,

1988). Schoessler and Conedera suggest that leadership skills are important to the role.

Meanwhile, Tobin and Beeler suggest that educators use leadership skills to "facilitate

the work of others" (p. 94). In addition, Kotecki and Eddy found that several nurse

educators agree that while the types of assigned committees vary, each ofthem were

expected to play a leadership role. Thus , while several authors agree on the need for

nurse educators to possess leadership skills, each ofthem provide different uses for these

leadership skills. The trend carries over into the professional standards. While none of

the indicators specifically mention leadership skills, several ofthem refer to actions

which require leadership. One example is indicator 3a, which is a determinant ofthe

professional standard, application of knowledge. Indicator 3a states that a nurse educator





47

"helps colleagues and consumers develop life long learning skills" (College ofNurses of

Ontario, 1996, p. 9). Leadership skills will allow the nurse educator to guide

professionals into further professional growth and development.

Team Building

The seventh category is team building. Only one article suggests that team

building is important for nurse educators. Naughton and Strobel (1996) conclude that

expert nurse educators need to be proficient in several skills, including team building.

Once again, there are no indicators that deal specifically with this theme. However there

is one indicator which is indirectly linked to team building. Indicator 3d, which is a

determinant of the professional standard, application of knowledge, states that a nurse

educator "creates an environment where learning is encouraged" (College ofNurses of

Ontario, 1996a, p. 9). This learning environment prospers when there is cohesiveness

amongst the team members.

Critical Thinking Skills

The eighth category is critical thinking skills and includes problem-solving,

prioritization, critical thinking, and decision-making. Only one article identifies these

skills as important (Naughton & Strobel, 1996). Naughton and Strobel identify the

importance of problem-solving between departments and within departments. In

addition, they reveal problem analysis, prioritization, and decision-making as being

critical thinking abilities as essential performance expectations for nurse educators.

These skills are useful for nurse educators to fulfill at least one indicator. Indicator 3c,

which is a determinant of the professional standard, application of knowledge, states that

a nurse educator "critically analyzes and evaluates nursing practice and education"
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(College ofNurses of Ontario, 1996a, p. 9). Critical thinking skills allow nurse educators

to critically analyze and establish effective policies and procedures essential to guiding

practice.

In summary, the paucity of existing literature regarding the technical skills of the

nurse educator found in the literature review poses challenges for professionals to

determine what skills would be most helpful to them, particularly new nurse educators.

However, there are indications regarding what skills are most useful, particularly from

the literature which surveyed current nurse educators. The skills that have been

identified serve as a basis for research into this role. In addition, the professional

standards for nurse educators also provide valuable information regarding the essential

components of their roles. From these components, essential skills can be predicted.

This information can be then used as a basis for questionnaire development.

From Novice to Expert

Another important area to explore in the literature is theoretical models. The use

of a model provides a framework in which the collected data can be arranged and

analyzed. Benner (1982) uses to the Dreyfus Model of Skill Acquisition to differentiate

between the novice and the experienced nurse, citing increasing acuity levels and the

proliferation of health care technology as two reasons for the need for highly experienced

nurses. In consideration that in 1996 the CNO established individual professional

standards for nurse educators, it can be extrapolated that the CNO is suggesting to nurses

and to the public that nurse educators have become a highly specialized group of

professionals within the nursing profession. Given this assumption, Benner' s work using

the Dreyfus model can be used to establish the characteristics and abilities of nurse
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educators at each level of proficiency. In the Dreyfus model there are five levels of

proficiency: novice, advanced beginner, competent, proficient, and expert. Each of these

levels mil be described briefly using Benner's application to the nursing profession.

Benner's guidelines and levels will then be used to describe the nurse educator at each

level.

The first level, the novice, refers to beginning practitioners. According to Benner,

"novices have no experience with the situation they face, they must use these context-

free rules to guide their task performance" (1982, p. 403). Thus, novices are nurses who

are prepared with sufficient knowledge to perform the necessary tasks required to fulfill

the job requirements for an entry-level nursing position. However, their success is

limited because "no rule can tell a novice which tasks are most relevant in a real situation

or when an exception to the rule is in order" (Benner, p. 403). These guidelines can be

used to establish criteria for nurse educators. However, there is a substantial difference

between novice nurses and novice nurse educators. Novice nurses have basic educational

knowledge and very limited practical experience. Meanwhile, novice nurse educators

have varying amounts of clinical experience, educational preparation, and possibly some

teaching experience. However, this background of the nurse educator is merely a

foundation upon which experience in the educator role grows and matures. Thus, like

their novice nursing counterparts, novice nurse educators have sufficient knowledge to

function in their role and are able to identify the various responsibilities and tasks

connected with the role of nurse educator. However, they may lack the insight required

to determine which specific activities and tasks best meet the educational needs of the

staff at any given time.
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The second level in the Dreyfus Model of Skill Acquisition is the advanced

beginner. The advanced beginner is able to "formulate guidelines for actions in terms of

attributes and aspects. These action guidelines integrate as many attributes and aspect 2is

possible, but they tend to ignore the differential importance" (Benner, 1982, p. 404).

They are able to identify what needs to be accomplished but they are not able to prioritize

the tasks. When unexpected situations arise, they are not able to prioritize between

routine care and immediate care activities. Based on these criteria, the nurse educator

who is an advanced beginner is able to define the tasks needed to be done in the role but

is unable to prioritize these tasks when time constraints are an issue or when unexpected

demands offset the planned tasks. Thus, they are able to identify educational needs of

the staff and set learning opportunities to meet these needs. However, when other

educational demands arise, they are not able to prioritize between these new demands

and the original demands.

The third level in the Dreyfus Model of Skill Acquisition is competency. This

level is typical of the nurse who "has been on the job two to three years" (Benner, 1982,

p. 404). Competency

develops when the nurse begins to see. . . actions in terms of long-range

plans [and] ... is consciously aware of these plans and the goal or plan

dictates which attributes and aspects of the current and contemplated

future situation are to be considered most important and which can be

ignored. (Benner, p. 404)

Thus, the competency level is characterized by the ability to prioritize. Benner suggests

that nurses at the competency level are efficient, organized, and are able "to cope with





51

and manage the many contingencies of clinical nursing" (Benner, p. 405). It must also be

emphasized that the competency level is viewed as ideal by supervisors and institutions,

as nurses at this level practice within set routines and guidelines. Also, most inservice

education is based on achieving the competency level (Benner). In terms of the nurse

educator, the competency level has been attained when the individual is able to prioritize

the demands of the role and reprioritize these demands when unexpected events occur.

Unexpected events may include changes in CNO guidelines, corporate changes, unit

restructuring, or the introduction ofnew products. Each one of these events requires a

different amount of education and has a different timeline for completion. At this level,

the nurse educator is able to determine which educational needs are most important and

then set educational schedules accordingly.

The fourth level in the Dreyfus Model of Skill Acquisition is the proficiency

level. In this level, individuals "perceive situations as wholes rather than in terms of

aspects. The proficient nurse can now recognize when the expected normal picture does

not present itself—that is, when the normal is absent (Benner, 1982, p. 405). The nurse

is now able to grasp a deeper understanding of a situation and provide care according to

this understanding. Likewise, the proficient nurse educator is able to look past an

isolated situation and, rather, looks at the whole picture. Instead ofjust educating staff

regarding new policies, procedures, and equipment, the nurse educator is now able to

assess the learning of the staff. For example, when a front-line worker has difficulty

completing a given procedure even after receiving proper inservicing, the nurse educator

is able to examine the nurse's performance to identify the root of the problem (e.g., lack
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of knowledge, lack of technical skills, lack of physical ability) and then to facilitate an

individual learning plan to support the nurse in reaching her full potential.

Last, the fifth level in the Dreyfus Model of Skill Acquisition is the expert level.

By now, the nurse "no longer relies on an analytical principle to connect. . . understanding

of the situation to an appropriate action" (Benner, 1982, p. 405). Instead, the expert,

because of an enormous background of experience, "has an intuitive grasp of the

situation and zeros in on the accurate region ofthe problem without wasteful

consideration of a large range of unfruitful possible problem situations" (Benner, p. 405).

Thus, the expert nurse practices based on intuition and experience rather than on

standards and routines. The expert nurse educator, when faced with a front-line staff

member experiencing difficulty performing a procedure, is able to target the area of

deficiency and then can take steps to correct the situation without needing to complete an

in-depth analysis of learning style and possible sources of the problem.

Benner' s (1982) adaptation of the Dreyfus Model of Skill Acquisition can be

further expanded to establish levels of proficiency for nurse educators. However, one

consideration must be acknowledged when developing the criteria for these levels for

nurse educators. Each nurse educator enters this type of nursing with different skills and

education preparation. Thus, even novice nurse educators have a substantial background

of educational preparation and clinical expertise. This variation in prior preparation and

experience may affect the rate at which nurse educators progress through the levels of

proficiency. However, it must also be acknowledged that the transition from n'jrse to

nurse educator "is not an additive process" (Infante, 1986, p. 94). Instead, each one is a

separate role; thus, a change in skills, behaviors, knowledge, and values is required as the
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individual moves from nurse to nurse educator. The primary role of a nurse is nursing,

while the primary role of the nurse educator is teaching (Infante). Thus, determining the

level of the nurse educator must be based on how nurse educators approach their

responsibilities rather than by cumulative years in the role as nurse educator.

In summary. Chapter Two has reviewed the history of nursing in Ontario,

examined the existing literature regarding clinical nurse educators, and has described a

framework in which the data that will be collected. The remaining chapters describe the

methodology, report and analyze the data, and determine the significance of the findings.





CHAPTER THREE: METHODOLOGY AND PROCEDURES

Introduction

The purpose of this study was to determine the roles and responsibilities of nurse

educators at a hospital corporation located in an urban center of southern Ontario. The

hospitals located within the corporation included three acute care facilities and one

chronic care facility. This chapter describes the research design, respondents,

instrumentation, pilot study, administration, analysis, methodological limitations and

assumptions.

Research Design

After examining the existing literature regarding nurse educators, it was decided

that the study should use both quantitative and qualitative data. Quantitative data refer to

"information collected in the course of a study that is in a quantified (numeric) form"

(Polit & Hungler, 1993, p. 444). Some of the benefits of quantitative data include the

objectivity of the collection and analysis of the data and the ability to use statistical

procedures to interpret the data (Polit & Hungler). The use of quantitative data in this

study allows some demographics to be collected, thus providing a sketch of the nurse

educators. Inaddition, the use of quantitative data allows more information to be

gathered as questions were consolidated to reduce the length of the questionnaire as

recommended by the pilot study participants. In contrast, qualitative data refer to

"information collected in the course of a study that is in narrative (non-numeric) form,

such as the transcript of an unstructured interview" (Polit & Hungler, p. 444). Benefits of

qualitative research include the subjectivity of the data and the ability to identify,

understand, and interpret aspects of the human experience. The use of qualitative
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research strategies provided in this study allowed the nurse educators an opportunity to

identify unique responsibilities which may not have been identified in the literature and

contributed towards the understanding of nurse educator roles and responsibilities.

These data were collected through the method of self-report. Self-report is "any

procedure for collecting data that involves a direct report of information by the person

who is being studied" (Polit & Hungler, 1993, p. 446). Advantages of the self-report

method include directness, versatility, and its ability to yield information that is difficult

to gather by other means (Polit & Hungler, 1987, pp. 228-9). Self-report data can be

gathered by questionnaire or by interview. A questionnaire is "a document used to gather

self-report information from respondents through self-administration of questions in a

paper and pencil format" (Polit & Hungler, 1993, p. 444). Advantages of questionnaires

include the ability to survey large groups of individuals at a limited expense, possibility

of complete anonymity, and absence of interviewer bias (Notter & Hott, 1988; Polit &

Hungler, 1987; Polit & Hungler, 1993). These advantages supported the questionnaire

survey as an appropriate method of surveying nurse educators. Using this method, they

were surveyed at a minimal cost and were given an opportunity to provide open

responses without interviewer bias. In contrast, disadvantages to the questionnaire

method include low response rates and the possibility of unclear questions (Notter &

Hott, 1988; Polit & Hungler, 1987, 1993). These disadvantages were reduced by

forwarding a second questionnaire to respondents who did not return the first one and by

enclosing a self-addressed stamped, envelope. Also, disadvantages to the questionnaire

survey were minimized by piloting the questionnaire tool using a small group consisting
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of both former and practicing nurse educators to support that questions were clear and

unbiased and to establish face validity.

Respondents

The use of a questionnaire required the selection of a target population.

However, the target population was the entire group of nurse educators involved in staff

development in Ontario. This diverse population presented three difficulties. First, the

population was too large to accurately identify and it was beyond the scope of a Masters

thesis. Second, there was no accurate way to identify which educators were involved in

staff development and which educators focused on student development. Thus, a

smaller, more manageable sample was required.

A teaching hospital corporation in southern Ontario was identified as an

alternative for several reasons. First, its number of nurse educators involved in staff

development was manageable; thus, all nurse educators could be surveyed. Second, this

corporation recently went through a period of redesign; thus, the impact of this change

could be examined. Third, there was one program director responsible for all nurse

educators. Thus, a comprehensive list of individuals was available. Fourth, the

geographical location of this corporation was convenient for the research.

Instrumentation

A questionnaire was required to gather data from the nurse educators. As there

was no appropriate questionnaire which addressed the focus of the study found in the

existing literature, a new questionnaire was developed based on themes that emerged

from relevant literature. The questionnaire used in the pilot study consisted of 70
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questions and concentrated on three areas: demographics, characteristics, and role

activities (see Appendix C).

The questionnaire was pilot tested with a group of four individuals who were

either former nurse educators who had recently left their roles for advanced clinical

nursing positions or for managerial roles within the same corporation or were practicing

nurse educators. Feedback was received from each of the pilot study participants

regarding the length ofthe questionnaire and the clarity and importance ofthe questions

using a comment sheet which was included in the package given to each pilot study

participant (see Appendix D). Each question was reviewed for clarity, length, and

relevance. Revisions were then made to the questionnaire, resulting in an instrument

which was divided into four sections and contained a total of41 questions (see Appendix

E).

Pilot Study

A pilot study was conducted using a group of four individuals who were either

nurse educators who had recently left their positions to assume either a management or

an advanced clinical practice nursing role within the corporation or practicing nurse

educators. The inclusion of former nurse educators was selected for two reasons. First,

they were knowledgeable about the role of the nurse educator, and they were able to

answer the questions and identify questions which were unclear. Second, the minimal

use of practicing nurse educators reduced the number of nurse educators who had contact

with the pilot questionnaire. This reduced the possibility of discussion among nurse

educators regarding this topic before all nurse educators had an opportunity to complete

the questioimaire on their own.
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Once approval to administer the pilot survey was received from both Brock

University and the ethics committee at the hospital corporation, each of these individuals

was contacted directly by the researcher and asked to assist with the pilot portion of the

study. Once they had agreed to participate, a package containing a pilot questionnaire

(see Appendix C), a letter of intent (see Appendix F), and a comment sheet (see

Appendix D) was personally delivered to each of them. An envelope was provided for

return of the questionnaire using the interhospital mail system. One of the respondents

contacted the researcher asking for a copy of the questionnaire and comment sheet to be

e-mailed the individual as this individual was working from another location. Three pilot

study packages were returned personally to the researcher while the fourth survey and

comment sheet were returned by e-mail. All four responses were returned within a 2-

week period. The responses and comments were used to revise the final survey (see

Appendix E).

Administration

Two weeks prior to the mailing of the questionnaire, a current list of nurse

educators was obtained from the secretary of the Program Director for Education and

Development. Once approval to administer the final survey was received both from the

ethics board at the hospital corporation and from Brock University, the distribution of

the final survey occurred (see Appendix G). A questionnaire package was mailed to each

of the 41 nurse educators within the program. Each package contained a copy of the

revised questionnaire (see Appendix E), a letter of intent (see Appendix H) explaining

the study, a request form for participants to obtain a summary of the findings of the study

(see Appendix I), and a self-addressed, stamped envelope in which the questionnaire
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could be returned to the researcher. Respondents were invited to return the request form

separately via interhospital mail. The researcher requested that the questionnaire be

completed and returned within 4 weeks.

Initially, 23 of the 41 questionnaires were returned. One month following the first

mailing, a follow-up letter (see Appendix J) and another copy ofthe questionnaire were

forwarded to those nurse educators who had not returned the questionnaire. These

follow-up letters and questionnaires were sent to increase the response rate. The final

number of completed surveys returned was 25 (6 1%).

Analysis

The data consisted of demographic information as well as qualitative and

quantitative data obtained from open-ended and close-ended questions. The

demographic data were tabulated and presented in both graphic and table formats.

Meanwhile, the remaining qualitative and quantitative data were reviewed for common

themes one question at a time. These findings were then summarized and used to answer

the three questions asked by the researcher. This analysis included a comparison of the

data to the themes extracted from the literature during the literature review completed at

the beginning of this research project.

Methodological Limitations

There are several limitations in using this approach to answering the research

question. First, there is a possibility of a low response rate as related to the number of

nurse educators within the corporation, and there is always a possibility of a low return

when questionnaires are used to gather data (Wilson, 1989). This limitation was

minimized by sending out a second copy of the questionnaire to those individuals who
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did not respond to the first questionnaire. This yielded a higher response rate, as two

additional questionnaires were received after the second questionnaire was mailed.

Second, although each of the individuals surveyed was a nurse educator employed by the

same corporation, they worked within different programs within the corporation. Thus,

the role expectations related to their individual programs may have influenced how they

met the educational needs of the staff Third, this information was being gathered from

self-report data. Limitations to self-report data include the possibility of a low response

rate and unclear responses (Notter & Hott, 1988; Polit & Hungler, 1987, 1993). These

disadvantages were reduced by enclosing a self-addressed, stamped envelope, sending

out a second copy ofthe questionnaire to those who did not return the first one, and by

first rurming a pilot study to ensure that the questions were clear and unbiased and that

the questionnaire could be completed in under 30 minutes.

Assumptions

There are several assumptions made regarding the methodology used in the data

collection. First, the data reported what nurse educators are currently doing in their

practice, not what they would be doing in the ideal setting. To deter answers which

reflect the ideal world, nurse educators were asked in the cover letter to answer based on

their current practice. In addition, several questions gave them an opportunity to provide

their thoughts as to how they would prioritize their responsibilities in an ideal world.

Second, the questionnaire was to be filled out individually and not as a group effort. To

deter this activity, nurse educators were asked in the cover letter to answer these surveys

individually and not to discuss them with the other nurse educators imtil each one of

them had an opportunity to complete it independently. In addition, responses of nurse
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educators from the same program were compared for similarities. Although some

similarities are expected due to the similar program demands, individual questions

regarding styles and techniques should still provide unique answers.

Summary

Chapter Three has provided a description of the subjects, methodology, and

procedures utilized in this research project. Data collection consisted of questionnaire

development and administration using a pilot study first. Information gathered during the

pilot study was then used to edit and finalize the questionnaire before it was distributed

to the larger group of nurse educators. The data collected from the larger group were

used to address the research questions regarding the roles and responsibilities of the nurse

educator. Specifically, three research questions were asked which the data were used to

address:

1. How has the role of the clinical nurse educator changed over the last 7 years

(1997 - 2002)?

2. What are the influencing factors that have resulted in the changes to the roles

and responsibilities of the clinical nurse educator?

3. What will the role of the clinical nurse educator look like in 5 years as

perceived by practicing nurse educators?

Chapter Four will discuss the findings of the research. Meanwhile, Chapter Five will

summarize the findings, draw conclusions, and discuss the implications of the findings

for nurses educators, administrators, front-line staff, and the nursing profession.





CHAPTER FOUR: FINDINGS

Introduction

The purpose of this study was to identify roles and responsibilities of nurse

educators working at four sites within one hospital corporation located in a large urban

center in southern Ontario. Chapter Four presents the data collected from these

questionnaires. This chapter begins with a demographic description of the participants.

The remaining data are presented under three sections: Current Nurse Educator Roles and

Responsibilities, Past Nurse Educator Roles and Responsibilities, and Future Predictions

for the Role of the Nurse Educator. The data collected are summarized at the end of this

chapter.

Demographic Description of the Participants

The participants were all Education and Development Clinicians and reported to

the same Director ofEducation in the hospital corporation studied. The total number of

participants was 25 (see Table 1). The participants ranged in age from 25-55, with one

age not stated. The majority of the participants were female (n=22, 88%), while a few

participants were male (n= 2, 8%), and one participant (n=l, 4%) did not indicate gender.

The participants became RNs between 1969 and 1994. However, one RN did not provide

this information, and another individual indicated their status was Education Specialist

and that they did not have a nursing background. A decision was made to include the

responses of the Educational Specialist as the role paralleled the role of the nurse

educator despite the lack of a nursing background. As well, this individual reported to

the Director of Education. The employment status of the participants varied and

included permanent full time (n=18, 72%), permanent part time (n=4, 16%), temporary





Table 1

Demographics of Participants
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Category Subcategory n %

Age

Gender

Current status of employment

Years worked as educator

25-35
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full time (n=0, 0%), temporary part time (n=2, 8%), and temporary manager of the

educator group (n=l, 4%). The years the participants worked as educators ranged from

less than 1 year to 24 years. The difference in the time between graduation year and the

years the participants worked as educators ranged between 1 year and 25 years. This

number indicates the years the educators worked at the bedside or held a variety of other

noneducator nursing positions. The participants were not asked to list these positions.

However, the participants were asked to indicate the number of years of bedside nursing

experience in the field of nursing specific to the ward/unit for which they are now the

nurse educators. The responses ranged from to 25 years.

Educational demographics showed a current range of educational preparation

including Diploma in Nursing (n=l, 4%), undergraduate degrees (n= 15, 60%), to

Masters preparation (n=8, 32%), and doctorate level preparation (n= 1, 4%; see Table 2).

The highest level of education that had been attained when the participants initially

became educators ranged from Diploma in Nursing (n=3, 12%) to various undergraduate

degrees including BScN (n=20, 80%), BHSc (n=l; 4%), and BA and BEd (n=l, 4%).

When asked about current enrollment in continuing education programs, 8 participants

(32%) indicated that they were currently enrolled in courses. These courses ranged from

clinically related courses to Masters level courses. The remaining 17 participants (68%)

indicated that they were not currently enrolled in any courses. Also, 20 participants

(80%) indicated that they received education in Adult Learning Theory as part of the

their postsecondary education. The years of bedside nursing in an area related to their

current position ranged from to 25 years. Finally, 2 of the participants indicated on the

questionnaire that they were responsible for all staff education, not just nursing, and the
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Category Subcategory n %

Current highest completed level of

education

Diploma in Nursing

BScN

Other Undergraduate Degree

BScN and Undergraduate

Degree
Masters ofNursing

Masters ofEducation

Masters of Science in

Teaching
Master ofHealth Science

PHD

Highest level of education when first Diploma in Nursing

became educator

BScN
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researcher received one telephone call from a participant regarding clarification of the

same issue.

In summary, the demographics and the educational backgrounds of the

participants have been presented. The next section examines the current roles and

responsibilities ofthe nurse educators.

Current Nurse Educator Roles and Responsibilities

Question # 1; Please indicate which activities are part of your current role.

This section of data examines the roles and responsibilities of the nurse educator.

The first question provided the participants with nine quantitative options along with an

"other" option which allowed the participants to write in a response. The "other" column

generated 13 additional responses (see Table 3). All participants (n=25, 100%) agreed

that staff education and committee meetings were part of their current role. These

activities were followed closely by policy development (n=23, 92%) and literature review

(n=22, 88%). The next set of activities were peer evaluation (n=19, 76%), patient

education (n=19, 76%), and conferences (n=19, 76%). However, one participant

indicated that patient education was minimal, while another participant indicated the

activity was "patient education resources." The last two prestated options were research

(n=17, 68%) and clinical work (n=14, 56%). For the clinical work, one participant

indicated that this activity was minimal, while another participant indicated that it was

"rarely direct patient care." The top activities for the qualitative portion were team

building/team development (n=2, 8%) and participating in staff interviews (n=2, 8%).

The remaining activities only had one respondent (4%),
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Activities Which are Part of the Nurse Educator's Current Role
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Question #2; Please describe your clinical responsibilities.

The second question had space allotted for a written response (see Table 4). The

most prominent theme was staff education (n=18, 72%). This category was used to

incorporate many activities, including educating staff regarding new policy, procedures,

and skills, assisting staff to update skills, recertifications, inservices, bedside education,

facilitating learning opportunities for staff, and assisting staff to identify learning needs.

The second most prominent theme was orientation (n=8, 32%). This theme included

orientation programs and orienting new staff The next most prominent theme was

resource to staff^no direct patient care (n=6, 24%). This theme included being a resource

to staff, assisting with complex cases, and references to no direct patient care. The next

prominent theme was all role development (n=4, 16%). This category was used to

identify the number of participants who indicated that their clinical responsibilities

included all roles, not just nursing. The next two themes were committee representative

(n=3, 12%) and evidence-based practice (n=3, 12%). These themes were followed by

student/preceptorship co-ordination (n=2, 8%) and hospital initiatives (n=2, 8%). The

final responses were indicated by only 1 participant (4%). In addition, 4 participants

(16%) chose not to respond to this question. Also, 1 participant (4%) wrote "as above,"

indicating to see answer to question 1 . Clinical options selected by this participant for

question 1 were included in the categorized data.

Question #3: Please describe your administrative responsibilities.

The third question had space provided for a written response (see Table 5). The

most prominent two themes were co-ordinate/attend meetings (n=6, 24%) and

create/update documents (n=6, 24%). These documents included policy and procedures.
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Clinical responsibilities n %
staff education/inservices

orientation coordination

resource to stafFno direct patient care activities

all role development

evidence-based practice

committee representative

preceptorship co-ordination

hospital initiatives/policy development

eissist on ward

program leadership

incident investigation

develop learning packages

patient education

no answer

18

8

6

4

3

3

2

2

72

32

24

16

12

12

8

8

4

4

4

4

4

16
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Administrative responsibilities %
co-ordinate/attend meetings

create/update documents

scheduling

documentation

collaborate with/support management

interviewing

clerical

teaching corporate education

manage education fund

literature review/data collection

chart audits

problem-solving issues

ensure adequate resources available

respond to staff requests

competency based development systems

review performance issues/behaviours with staff

quality assurance-evaluation

reference checks

24

24

16

16

12

12

12

8

8

8

4

4

4

4

4

4

4

4
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teaching manuals, learning packages, protocols, and guidelines. The second two most

prominent themes were scheduling (n=4, 16%) and documentation (n=4, 16%). The

scheduling theme included scheduling orientation sessions for new staff and scheduling

staff to attend educational sessions, while the documentation theme included maintaining

databases of skills, competencies, and certifications, documenting education provided,

maintaining database of attendees' evaluation of sessions, and keeping learning needs

assessments. The next set ofthemes were collaborate with/support management (n=3,

12%), interviewing (n=3, 12%), and clerical (n=3, 12%). While the first two themes are

self-explanatory, the third theme requires some clarification. The theme, clerical,

includes e-mails, filing, faxing, typing, mailing, and photocopying. The next sets of

responses were teaching corporate education (2), managing the education fund (2), and

literature review/data collection (2). The final responses were identified by only one

participant each (4%).

Question #4; Please describe any responsibilities related to students and the

preceptor program.

The fourth question allotted space for a written response (see Table 6). The most

prominent themes were coordinating student placements (n=13, 52%) and assigning

preceptors (n=13, 52%). The next most prominent theme was assisting students with

projects/learning plans (n=6, 24%). The next set ofthemes were tutor/mentor/ preceptor

(n=5, 20%), educational sessions/ teaching (n=5, 20%), and being a resource to

preceptors (n=5, 20%), followed by assisting with feedback (n=3, 12%). The next set of

responses were student schedules (n=2, 8%), orientation (n=2, 8%), co-op supervision
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Current Responsibilities of the Nurse Educator Related to Students and
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(n=2, 8%), facilitate/evaluate students (n=2, 8%), and liaison with school (n=2, 8%). The

final set of responses were identified by only one participant each (4%).

Question #5; Please describe any duties related to patient education.

The fifth question allotted space for a written response (see Table 7). The most

prominent theme was develop/revise patient education material (n=17, 68%). The

second most prominent theme was pauticipation on the patient education committee

(n=7, 28%), while evaluate material/solicit feedback (n=4, 16%) ranked third. The next

two most prominent themes were promote patient education with staff (n=3, 12%) and

order material/ensure availability (n=3, 12%). The next set of responses were facilitate

patient education classes (n=2, 8%) and review literature (n=2, 8%). The final set of

responses were given by only one participant each (4%).

Question #6; Have you evaluated or critically analyzed any policies, procedures,

programs, or nursing practice within the last year?

The sixth question asked participants for a yes or no response. As well, if they

responded yes, they were asked to specify what they had evaluated within the last year

(see Table 8). Twenty participants (80%) indicated that they had evaluated something

within the last year. Twenty-five examples of specific policies were provided by the

participants including telemetry policy and procedure, restraint policy and procedure,

limibar drain policy and procedure, and morphine drip policy and procedure. Also, one

participant indicated that two other policies needed to be reviewed, "but no time." In

contrast, 4 participants (16%) indicated that they had not evaluated anything within the

last year, and 1 participant (4%) indicated that this question was not applicable.
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Table 7

Nurse Educator Duties Related to Patient Education

Duties n %
develop/revise education material

patient education committee

evaluate material/solicit feedback

promote patient education with staff

order material/ensure availability

facilitate patient education classes

review literature

identify patient education needs

patient teaching

patient education production

none/minimal

17
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Table 8

Have Nurse Educators Evaluated Any Policies^ Procedures, Programs, or Nursing

Practice Within the Last Year?

Response n %

Yes 20 80

No 4 16

N/A 1 4
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Question #7: How many different inservices/educational sessions do you organize

each year?

The seventh question provided participants with five options from which to make

a selection (see Table 9). The majority ofthe participants, 20 (80%), indicated that they

organized more than 12 inservices each year, while 2 (8%) participants indicated that

they organized 9 to 12 inservices each year. One participant (4%) indicated that they

organized between 5 and 8 inservices each year. However, this individual indicated that

10 sessions of each inservice were held to inservice all staff. As well, 1 participant (4%)

indicated that they organized 1 to 4 inservices each year, and one participant (4%)

indicated that they were a temporary educator and were "unable to answer" this question.

Question #8: How many different inservices/educational sessions do you teach each

year?

The eighth question provided participants with five options from which to make a

selection (see Table 10). The majority of the participants, 19 (76%), indicated that they

teach more than 12 inservices each year, while 4 participants (16%) indicated that they

teach 5 to 8 inservices each year. One of these participants also indicated that "ten

sessions were run to capture all staff" In addition, 1 participant indicated that they teach

1 to 4 inservices each year, and 1 participant (4%) indicated that they were a temporary

educator and were "unable to answer" this question.

Question #9: Is the material presented at these inservices evidence based?

The ninth question provided participants with four options: always, usually,

sometimes, and never (see Table 1 1). Ten participants (40%) indicated that the
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Table 9

Number of Inservices/Educational Sessions Orcanized bv Nurse Educators Each
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Table 10

Number of Inservices/Educational Sessions Taught by Nurse Educators Each Year

# of inservices n %
_ _ _

1-4 1 4

5-8 4 16

9-12

12+ 19 76

unable to answer 1 4
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Table 11

Is the Material Presented at These Inservices Evidence Based?

Frequency n %
always 10 40

usually 6 24

sometimes 8 32

never

unable to answer 1 4
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material was always evidence based, while 6 participants (24%) indicated that it was

usually evidence based, and 8 participants (32%) indicated that it was sometimes

evidence-based. One of the participants who selected sometimes indicated that

sometimes it was not, "clinical info[rmation] requiring evidenced based validation." In

addition, 1 participant (4%) indicated that the position was temporary and, thus, was

"unable to answer" this question.

Question #10: How do you determine the educational needs of the staff? (Le., needs

assessment)

The 10th question allotted participants space for a written response (see Table

12). The most prominent theme was needs assessment/survey (n=20, 80%). The second

most prominent theme was incidents/issues arising (n=8, 32%). The next theme was

verbally (n==6, 24%) followed by computer messages (n=5, 20%) including e-mail and

office automation, and individual/small group discussions (n=5, 20%). The next theme

was personal requests (n=4, 16%), followed by new corporate incentives (n=3, 12%),

staff meetings/meetings (n=3, 12%), and learning plans/staff learning needs (n=3, 12%).

The final group of responses were selected by only one participant each (4%).

Question #11: Do you teach any corporate orientation sessions?

The 1 1th question asked participants for a yes or no response only (see Table 13).

The majority ©f participants, 24 (96%), indicated that they did teach corporate orientation

sessions, while 1 participant (4%) indicated that they did not teach corporate orientation

sessions. The participants were not asked to explain their response for this question.
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Method n %
needs assessment/survey

incidents/issues arising

verbally

e-mail/office automation

individual/small group discussion

personal requests

new corporate incentives

learning plans/staff learning needs

staff meetings/meetings

orientation-competency based

observations

new technology

discussions with manager/clinical leader

open communication/keep a log

program changes

evidence-based program changes

audit

review of practice

suggestions from other health professionals

post notices for written ideas

evaluation from workshops/inservices

' case conference

performance appraisals

direct feedback

policy, procedure, or practice changes

20

8

6

5

5

4

3

3

3

80

32

24

20

20

16

12

12

12

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4
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Table 13

Do Nurse Educators Teach Corporate Orientation Sessions?

Response n %

yes 24 96

no 1 4





83

Question #12: Do you conduct or participate in ongoing research as part of your

role as a nurse educator?

The 12th question required participants to provide either a yes or no answer (see

Table 14). Seventeen participants (68%) indicated that research was part of their role,

while 7 participants (28%) indicated that research was not part of their role. However, 1

participant (4%) indicated that they would like to do research but had no time, while

another participant indicated that while they did nothing formally, informal surveys, such

as patient satisfaction, were done. As well, 1 participant (4%) did not answer this

question.

Question #13: How many times have you been a presenter at a conference or

submitted an abstract or poster to a conference since you became a nurse educator?

The 13th question asked participants to select one of five numerical responses

(see Table 15). The numerical responses were then grouped together for analysis

purposes. Eight participants (32%) indicated that they had not presented at a conference

nor submitted a poster or abstract to a conference while in the role of nurse educator.

However, 9 participants (36%) indicated that they had done these activities one to five

times, and 3 participants (12%) indicated they had done these activities 6 to 10 times. As

well, 2 participants (8%) indicated that they had done these activities 1 1 to 15 times, and

two participants (8%) indicated that they had done these activities more than 20 times.

Last, 1 participant (4%) chose not to respond to this question.
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Table 14

Do Nurse Educators Participate in Any Ongoing Research as Part of their Role?

Response n %
yes 17 68^

no 7 28

no response 1 4
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Table 15

Number of Conference Presentations and Abstract and Poster Submissions While in

Role of Nurse Educator

Number of Conferences n %
_ _ _ __.

1-5 9 36

6-10 3 12

11-15 2 8

16-20

over 20 2 8

no answer 1 4
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Question #14; How many publications have you written/cowritten?

The 14th question had a small space for a numerical response (see Table 16).

These responses were then grouped together for analysis purposes. Fourteen participants

(56%) indicated that they had not written/cowritten any publications, while 8 participants

(32%) had written/cowritten 1 to 5 publications, 1 participant (4%) had written/ cowritten

6 to 10 publications, and one participant (4%) had written/cowritten more than 10

publications. In addition, 1 participant (4%) chose not to respond to this question.

Question #15; On how many committees do you actiyely participate?

The 15th question provided participants with five options from which to make a

selection (see Table 17). Eleven participants (44%) indicated that they actively

participated on seven or more committees, while 8 participants (32%) indicated that they

actively participated on five to six committees. As well, 3 participants (12%) indicated

that they actively participate on three to four committees, while another 3 participants

(12%) indicated that they actively participate on one to two committees.

Question #16; Please indicate which of the following skills/abilities are important

for nurse educators to possess.

The 16th question provided the participants with a list of eight possibilities and

asked them to check as many as they believed were important (see Table 18). The eight

options included leadership skills, critical thinking skills, problem solving skills, team

building skills, flexibility, innovation, motivation, and enthusiasm. All 25 participants

(100%) indicated that they believed critical thinking skills, problem solving skills,

flexibility, and innovation were skills/abilities important for a nurse educator to possess.

As well, 24 participants (96%) indicated that they believed leadership skills, team
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Table 16

Number of Publications Written/Cowritten by Nurse Educators

Number n %
_ _ ___

1-5 8 32

6-10 1 4

over 10 1 4

no answer 1 4
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Table 17

Number of Committees on which Nurse Educators Actively Participate

Number of committees n %
0~

1-2 3 12

3-4 3 12

5-6 8 32

7+ 11 44
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Table 18

Skills/Abilities Important for Nurse Educators to Possess as Perceived by Nurse

Educators

Skill Number of selections %
critical thinking skills 25 100

problem solving skills 25 100

flexibility 25 100

innovation 25 100

leadership skills 24 96

team building skills 24 96

motivation 24 96

enthusiasm 24 96

communication skills* 1 4

* Response was written in by participant.
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building skills, motivation, and enthusisism were skills/ abilities important for a nurse

educator to possess. In addition, 1 participant (4%) indicated that communication skills

was missing from the list and chose to add it in, even though no request was made for

additional skills/abilities to be listed by the participants.

Question #17a: Academic qualifications important for newly recruited nurse

educators

The 17th question asked participants to list characteristics and qualifications that

they would want their replacement to possess if they were given a promotion. Space was

provided for a written response. The first subcategory was academic qualifications (see

Table 19). Four participants (16%) indicated that their replacement should have at least

a Masters level or postgraduate education, while 6 participants (24%) indicated that a

degree was a minimal requirement but a Masters was preferred. One participant (4%)

indicated that their replacement should have a degree and a CNA specialty certification,

while 1 1 participants (44%) indicated that a degree should be the minimal requirement.

Only 1 participant (4%) indicated that an RN status should be the minimal requirement.

In addition, 2 participants (8%) chose not to answer this part of the question.

Question #17b: Previous workplace experience important for newly recruited nurse

educators

The second subcategory was previous workplace experience (see Table 20).

Twenty-three participants (92%) indicated clinical experience or a clinical knowledge

base and skills were important for their replacement to possess. Several participants

quantified the minimal amount of time for this experience. These values ranged from 1
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Table 19

Academic Qualifications for a Newly Hired Nurse Educator

Educational level n %
RN minimal 1 4

Degree minimal 11 44

Degree and CNA specialty certification 1 4

Masters preferred (degree minimal) 6 24

Masters 4 16

no answer 2 8
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Table 20

Important Previous WorkPlace Experience for a Newly Hired Nurse Educator

Description n %
clinical or related experience

adult education/facilitation

hard worker/self-directed/people skills

23
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to 5 years. In addition, one participant (4%) indicated that experience "in adult education

[and] facilitation" was important. Also, 1 participant (4%) indicated that being a "hard-

worker, self-directed [and] likes working with people" were important attributes for this

category.

Question #17c; Previous teaching experience important for newly recruited nurse

educators

The third subcategory was previous teaching experience (see Table 21). Eighteen

participants (72%) indicated that previous teaching experience was important for their

replacement to possess. However, the written comments also indicated that teaching

experience is a matter of interpretation. These interpretations include inservices on

ward, preceptorship, teaching in a hospital setting, adult education, continuing education,

involvement with life support classes (i.e., ACLS), and sessional teaching at a college or

university. As well, 2 participants (8%) indicated that creativity was important, while 1

participant (4%) indicated that, "this can be acquired with experience in role and

mentorship." Finally, 3 participants (12%) chose not to respond to this part of the

question, while another participant (4%) indicated that this section was not applicable.

Question #17d; Characteristics important for newly recruited nurse educators

The fourth subcategory was characteristics (see Table 22). The three most

prominent themes were flexible (n=6, 24%), problem solver (n=6, 24%), and enthusiastic

(n=6, 24%). The next most prominent was motivation (n=5, 20%), followed by being

approachable (n=4, 16%), being organized (n=4, 16%), and leadership skills (n=4, 16%).

The next two themes were creative (n=3, 12%) and critical thinking (n=3, 12%). The

next set of responses were being a team player (n=2, 8%), self-directed (n=2, 8%),
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Table 21

Importance of Previous Teaching Experience for a Newly Hired Nurse Educator

Description n %
yes

creativity

can be acquired later

no answer

not applicable

18





Table 22

Important Characteristics for A Newly Hired Nurse Educator to Possess
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Characteristic n %
flexible

problem solver

enthusiastic

motivation

approachable

organized

leadership skills

creative

critical thinking

team player

self-directed

independent

knowledgeable/wise

experienced (clinical and in teaching)

humour
respectful

empathetic

supportive/supports adult learning

intrinsic

keen

goal directed

open
able to "see the big picture"

respected

good communication

remain "down to earth"

interpersonal skills

able to deal with conflict

credible

innovation

resourceful

strong

high energy

good presentation style

dynamic
passion for education

patient

mentoring/coaching

nonthreatening

team building skills

collaborator

fim

staff focused

able to prioritize

no answer

24
24
24
20
16

16

16

12

12

8

8

8

8

8

8

8

8

8

4

4

4

4

4

4

4

4

4

4
4
4
4
4

4
4

4
4
4

4

4

4
4
4

4

4

12
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independent (n=2, 8%), knowledgeable/wise (n=2, 8%), experienced "clinical and in

teaching" (n=2, 8%), humour (n=2, 8%), respectful (n=2, 8%), empathetic (n=2, 8%),

and supportive/supports adult learning (n=2, 8%). The final set of responses were only

identified by one participant each (4%). In addition, 3 participants (12%) chose not to

respond to this portion of the question.

Question #17e; Communication skills important for newly recruited nurse

educators

The fifth subcategory was communication skills (see Table 23). The most

prominent responses were need excellent skills (n=7, 28%), written (n=7, 28%), oral

(n=7, 28%), and clear/clarity of statements (n=7, 28%). The next response was

yes/necessary (n=5, 20%). Participants who chose to insert only a check mark were

included under this theme. The next set of responses were open/approachable/easy to

talk to (n=3, 12%) and interpersonal skills (n=3, 12%) followed by concise (n=2, 8%),

conflict management (n=2, 8%), leadership-mentoring (n=2, 8%), objective (n=2, 8%),

give/receive feedback (n=2, 8%), listener (n=2, 8%), and organized (n=2, 8%). The final

set of responses were only given by one participant each (4%). In addition, 2 participants

(8%) chose not to respond to this question. Also, 1 participant (4%) wrote, "as above"

indicating to see answer to question 1. Clinical options selected by this participant for

question one were included in the categorized data.

Question #18: From the list in question 17, please indicate the three most important

qualifications/characteristics overall.

The final question of this section provide the participants with space for three

responses (see Table 24). These data were classified two ways. First, the data were
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Table 23

Important Communication Skills for a Newly Hired Nurse Educator to Possess

Communication skills n %
need excellent skills

written

oral

clear/clarity of statements

yes/necessary

open/approachable/easy to talk to

interpersonal skills

concise

conflict management

leadership-mentoring

objective

give/receive feedback

listener

organized

friendly

respectful

respect of staff

helping people achieve

public speaking ability

values and encourages input from others

comfortable

intonation of voice

high energy

articulate

convey a strong message

assertive

no answer

28

28

28

28

20

12

12

8

8

8

8

8

8

8

4

4

4

4

4

4

4

4

4

4

4

4

8
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Table 24

Most Important Characteristics for a Nurse Educator by Subcategory

Subcategory n %
previous work experience

characteristics

communication skills

previous teaching experience

academic qualification

20
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classified based on the five subcategories firom question 17: academic qualifications,

previous work experience, previous teaching experience, characteristics, and

communication skills. The data in each category v/ctq then analyzed separately. During

the first portion of the analysis, each participant was limited to one point for each

subcategory. Thus, if a participant chose three characteristics for this question, only one

point would be scored under the characteristics subcategory. The most prominent

subcategory was previous work experience (n=20, 80%), followed by characteristics

(n=17, 68%), and communication skills (n=15, 60%). The last two subcategories were

previous teaching experience (n=10, 40%) and academic qualifications (n=6, 24%).

The second way to classify these data is by individuals' responses (see Table 25).

When the data were analyzed the second way, communication skills/communication

(n=14, 56%) was the most prominent characteristic. The second predominant group of

themes were previous teaching experience/teaching and teaching skills (n=8, 32%),

clinical experience/clinical skills/clinical expertise (n=8, 32%), and previous workplace

experience (n=8, 32%). One participant indicated that "staff need to see you as an expert

prior to you teaching." The next theme was academic qualifications (n=5, 20%),

followed by characteristics (n=4, 16%) and leadership/strong leadership skills (n=4,

16%). The next theme was approachable (n=3, 12%), followed by enthusiasm (n=2,

8%), excellent interpersonal skills/interpersonal, high energy-passion/motivated (n=2,

8%), organized (n=2, 8%), and self-directed (n=2, 8%). The final set of themes were

given by only one participant each (4%).





Table 25

100

Most Important Characteristics for a Nurse Educator
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Past Nurse Educator Roles and Responsibilities

The third section, section C, examined the past roles and responsibilities of nurse

educators. This section was to be answered by nurse educators who had been educators

for 7 years or longer. This criterion was necessary based on the time of the hospital

restructuring and the introduction ofthe revised Standards of Practice by the College of

Nurses of Ontario (1996). Unfortunately, this criterion greatly reduced the number of

qualified participants for this section. In the end, 7 participants responded to this series

of questions.

Question #1: Please indicate which activities were part of your role 7 years ago.

The first question provided participants with nine options and an "other" box in

which other activities could be indicated (see Table 26). All participants agreed that staff

education (n=7, 100%), committee meetings (n=7, 100%), and clinical work (n=7, 100%)

were part ofthe role 7 years ago. The remaining prestated options were also popular

selections: policy development (n=6, 86%), literature review (n=6, 86%), peer evaluation

(n=5, 71%), patient education (n=5, 71%), conferences (n=5, 71%), and research (n=3,

43%). In addition, one participant added a separate response, wound consults (n=l,

14%), and one participant (n=l, 14%) indicated "other" but did not elaborate.

When these data were compared to the data collected in part B from the same 7

participants, the change in the roles of these nurse educators can be examined (see Table

27). While activities such as staff education, committees, peer evaluation, conferences,

and literature review remained constant, a slight increase in research was noted and a

slight decrease in policy development and patient education were noted. The biggest

change reported was in clinical work, with a decrease from 7 participants (100%) to 3
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Table 26

Activities Which Were Part of the Role of the Nurse Educator 7 Years Ago

Activity n %
staff education

committee meetings

clinical work

policy development

literature review

peer evaluation

patient education

conferences

research

wound care consults^

other

^Response was written in by participant.

7
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Table 27

Comparison of Past and Present Activities for Nurse Educators with 7 or More

Years Experience

Activity ' 7 years ago
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participants (43%) reporting this activity. In addition, two new activities were reported in

the current activities: quahty assurance and clinical teaching.

When the activities from 7 years ago are compared with the current activities of

all the participants, the change in the role ofthe nurse educator can be examined. In

order to compare these data, the frequency has been converted to a percentage (see Table

28). While activities such as staff education and committee meetings remain constant, an

increase in research is observed as well as a decrease in clinical work. There are also a

number ofnew activities listed by the current group of participants.

Question #2; Please list three activities or responsibilities that would have been part

of your role 7 years ago but are no longer considered part of your role.

The second question provided the participants with space to list up to three

activities. No prestated options were provided for this question (see Table 29). The top

activity was clearly clinical work/clinical involvement (n=5, 71%). Other responses

included patient education (n=2, 29%), supervision/preceptorship ofnew skills (n=l,

14%), peer evaluation (n=l, 14%), consultation to other clinical areas (n=l, 14%), active

patient caseload (n=l, 14%), and policy development (n=l, 14%).

Question #3: Please describe the type of administrative responsibilities that you

would have had as a nurse educator 7 years ago.

The third question provided the participants with space for an open-ended

response (see Table 30). The responses were organized into themes. The most

prominent theme was managerial (n=3, 43%). Managerial responsibilities include

"collaborating with management," being "more involved with manager for day to day
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Table 28

Comparison of Past and Present Activities Between Nurse Educators 7 Years Ago

and Nurse Educators Today

Activity % 7 years ago

(5=7)

% today

staff education
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Table 29

Activities/Responsibilities which are No Longer Part of the Role of Nurse Educator

Activities/Responsibilities %
clinical work/clinical involvement

patient education

supervision/preceptorship ofnew skills

peer evaluation

consultation to other clinical areas

active patient caseload

policy development

71

29

14

14

14

14

14
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Table 30

Administrative Responsibilities That Nurse Educators Would Have Had 7 Years

Ago

Administrative responsibilities
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running of the clinical unit," and have "similar responsibility/authority." The second

most prominent theme was developing/maintaining policies, procedures, and protocols

(n=2, 29%). Other responsibilities listed included "maintain certification lists" (n=l,

14%), "coaching staff re: behavioural issues" (n=l, 14%), "part of team meetings" (n=l,

14%), and "no interviews" (n=l, 14%).

When these data showing administrative responsibilities are compared to the data

collected in part B using the same 7 participants, the change in the administrative

responsibilities can be examined (see Table 31). While activities such as maintaining

certification lists and coaching staff remain consistent, a decrease is noted in managerial

responsibilities, developing/maintaining policies, procedures, and protocols, team

meetings, and no interviews. As well, new activities include co-ordinating educational

activities, interviewing, reference checks, quality assurance-evaluation, and collaborate

with management.

When the administrative responsibilities from 7 years ago are compared with

current activities of all participants (n=25), the change in the administrative

responsibilities can be examined. In order to compare these data, the frequency has been

converted into a percentage (see Table 32). While activities such as create/update

documents and collaborate with/support management remain consistent, there are

noticeable changes in that managerial responsibilities are eliminated and

coordinate/attend meetings, scheduling, documentation, interviewing, and clerical have

been added. As well, there are 1 1 additions, each captured by only 1 or 2 of the

participants.
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Table 31

Comparison of Past and Present Administrative Responsibilities for Nurse

Educators with 7 or More Years Experience

Responsibilities Frequency 7 Frequency

years ago today

(n=7) (n=7)

managerial





no

Table 32

Comparison of Administrative Responsibilities Between Nurse Educators 7 Years

Ago and Nurse Educators Today

Responsibilities % 7 years ago

(a=7)

% today

(n=25)

managerial

create/update documents

maintain certification lists

coaching/reviewing staff re: behaviour issues

team meetings

no interviews

collaborate with/support management

coordinate/attend meetings

scheduling

documentation

interviewing

clerical

teaching/corporate education

manage education fund

literature review/data collection

chart audits

problem-solving issues

ensure adequate resources available

respond to staff requests

competency-based development systems

reference checks

ad hoc

quality assurance-evaluation

no answer

29
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Question #4: Please describe the type of educational/teaching responsibilities that

vou would have had as a nurse educator 7 years ago.

The fourth question provided the participants with space for an open-ended

response (see Table 33). The most prominent responsibility identified was unit-specific

inservices (n=4, 57% ). The second most prominent responsibility was other staff

education (n=3, 43%), which included orientation, critical care orientation, and

continuing education. Other responsibilities listed included "education sessions for

nurses only" (n=l, 14%), "centralized education" (n=l, 14%), "admissions/family

interviews" (n=l, 14%), and "time" (n=l, 14%). The final theme came from a

particip2int who suggested that "education/teaching has not changed but no time to do

this now."

When these data showing educational/teaching responsibilities are compared to

the data collected in part B using the same 7 participants, the change in the educational/

teaching responsibilities can be examined (see Table 34). The main increase is in

inservices, while a decrease in more general staff education is noted. Also, issues of

education for nursing only, centralized education, time allotment, and admissions/family

interviews have been eliminated. Finally, new responsibilities such as co-ordinate

student placements, develop patient education handout, tutor/mentor/precept BScN

students, offer educational sessions to students, patient education committee, resource to

staff and students, liaison with nursing school's Director, identify preceptors, limited

patient teaching, and facilitate patient classes have been added.

When the educational/teaching responsibilities from 7 years ago are compared

with the current educational/teaching responsibilities of all the participants, change in
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Table 33

Educational/Teaching ResDonsibilities That Nurse Educators Would Have Had 7
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Table 34

Comparison of Past and Present Educational/Teaching Responsibilities for Nurse

Educators with 7 or More Years Experience
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educational/teaching responsibilities can be examined. In order to compare these data,

the frequency has been converted into a percentage (see Table 35). There is a noticeable

increase in unit-specific inservices and staff education (all), as well as the addition of

several new responsibilities. New responsibilities indicated by 3 or more participants

include develop/revise education material, co-ordinate placements, assign preceptors,

resource to stafC^no direct patient care, tutor/preceptor/mentor, educational

sessions/teaching for students, resource to preceptors, evaluate material/solicit feedback,

all role development, assist with feedback, promote patient education with staff, order

material/ensure availability, committee representative, and evidence-based practice.

Question #5; Please describe the type of clinical responsibilities that vou would have

had as a nurse educator 7 years ago.

The fifth question provided the participants with space for a written response (see

Table 36). The two most prominent themes were direct patient care/involvement in

clinical areas/relief when short staffed (n=4, 57%) and nonpatient care unit involvement

(n=3, 43%). Direct patient care included "provision of direct care with orientees," "more

involvement in clinical areas,*' and "help out when short-staffed." Nonpatient care unit

involvement included "ran groups on the unit," "attend rounds," "code blue team

member," and "carried an active patient/family caseload." The remaining responses

included "educational sessions for nursing only" (n=l, 14%), "resource to staff"

(n=l,14%), and "co-ordinate/facilitate learning opportunities for staff" (n=l, 14%).

When these data showing clinical responsibilities are compared to the data

collected in part B using the same 7 participants, the change in the clinical

responsibilities can be examined (see Table 37). While coordinate/facilitate learning





115

Table 35

Comparison of Educational/Teaching Responsibilities Between Nurse Educators

Seven Years Ago and Nurse Educators Today

Responsibility

unit-SDCcific inservices

staff education (all)

education for nurses onlv

centralized education

admissions/familv interviews

time allotment

develop/revise education material

co-ordinate placements

assign preceptors

resource to stafiE/no direct patient care

tutor/preceptor/mentor

educational sessions /teaching for students

resource to preceptors

evaluate material/solicit feedback

all role development
assist with feedback

promote patient education with staff

order material/ensure availability

committee representative

evidence-based practice

student schedules

student orientation

co-op supervision

facilitate/evaluate students

liaison with nursing school

facilitate patient education classes

review literature

hospital initiatives

speak to classes on nursing campus
research with students

attend follow-up meetings

meet with students/teachers

recruit students

interviews

teach preceptor classes

identify patient education needs

patient teaching

patient education production

develop learning packages

incident investigation

program leadership

assist on ward

% Frequency 7
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Table 36

Clinical Responsibilities That Nurse Educators Would Have Had 7 Years Ago

Clinical Responsibilities n=7 %

direct patient care/involvement in clinical areas, relief when 4 57

short staffed

nonpatient care unit involvement 3 43

education sessions for nursing only 1 14

resource to staff 1 14

coordinate/facilitate learning opportunities for staff 1 14
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Table 37

Comparison of Past and Present Clinical Responsibilities for Nurse Educators with 7

or More Years Experience

Responsibility Frequency 7 Frequency

years ago (n=7) today (n=7)

direct patient care/involvement in clinical areas, relief 4

when short staffed

nonpatient care unit involvement 3

education sessions for nursing only 1

resource to staff 1 2

co-ordinate/facilitate learning opportunities for staff 1 1

representative on committees 2

inservice development, planning and implementation

demonstrate clinical nursing procedures

coordinate student placements

no direct patient care

staff education

no answer
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opportunities for staff remains unchanged, being a resource to staff increased slightly,

and direct patient care, other unit involvement, 2ind education sessions for nursing only

completely disappeared. Also, being a representative on a committee, inservice

development, demonstrating clinical nursing procedures, co-ordinating student

placements, staff education, and no direct patient care are new clinical responsibilities.

When the clinical responsibilities from 7 years ago are compared with current

clinical responsibilities of all the participants, the change in the clinical responsibilities

can be examined. In order to compare these data, the frequency has been converted into a

percentage (see Table 38). The most noteworthy changes include the large reduction in

direct patient care/involvement in clinical areas/relief when short staffed, and the

elimination of other unit involvement (run groups, rounds, caseload, code blue team

member). The two most noticeable new activities were staff education (n=18, 72%) and

orientation (n=8, 32%), while 3 or more participants indicated that all role development,

committee representative, and evidence-based practice were also new clinical

responsibilities for nurse educators.

Question #6; Please describe how the introduction of Standards for educators by the

College of Nurses of Ontario has impacted on your role and your practice.

The sixth question provided the participants with space for a written response

(see Table 39). The two most prominent responses were clearer direction/role clarity

(n=2, 29%) and none (n=2, 29%). The other responses were eased conscious [sic]-RN's

more accountable (n=l, 14%) and "negated teaching of added nursing skills and number

of DMAs" (n=l, 14%). In addition, 2 participants (29%) elected not to answer this

question.
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Table 38

Comparison of Past and Present Clinical Responsibilities Between Nurse Educators

7 Years Ago and Nurse Educators Today

Responsibilities % years ago % today

(n=7) (n=25)

direct patient care/involvement in clinical areas, 57 4

reliefwhen short staffed

other unit involvement

education sessions for nursing only

resource for staff

coordinate/facilitate learning opportunities for staff

staff education

orientation

all role development

committee representative

evidence-based practice

student/preceptorship coordination

hospital initiatives

program leadership

incident investigation

develop learning packages

patient education

no answer

43
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Table 39

Impact of the Standards of Practice for Educators on the Role and Practice of Nurse

Educators

Impact n=7 %
clearer direction/role clarity

none

eased conscious [sic] - RN's more accountable

negated teaching of added nursing skills and number ofDNA's

no response





121

Question #7: Please describe how the hospital restructuring/redesign impacted on

your role.

The final question of section C provided the participants with space for a written

response (see Table 40). The three most prominent themes were corporate emphasis

(n=3, 43%), change-transitions and priority (n=3, 43%), and increased responsibilities

(n=3, 43%). Another emerging theme was the role no longer being solely nursing

education (n=2, 29%). Finally, other ideas presented included "too many canned text

sessions" (n=l, 14%), "decreased ability to perform role as thoroughly" (n=l, 14%), "less

availability as a clinical resource" (n=l, 14%), "more program focused" (n=l, 14%),
"

job deleted" (n=l, 14%), and "damage to healthcare" (n=l, 14%).

Future Predictions for the Role of the Nurse Educator

The fourth section, section D, examined the future direction of the role of the

nurse educator. This section was answered by all participants.

Question #1: Please describe three ways that you see the role of the nurse educator

changing in the next 5 years.

The first question provided the participants with space for three written responses

(see Table 41). The two most prominent themes were RN turnover/increase in

orientation time/increase number ofnew graduates (n=5, 20%) and more corporate

responsibilities/initiatives (n=5, 20%). The next most prominent themes were an

increased clinical focus (n==4, 16%) and new strategies/constant change/used as a change

agent (n=4, 16%). These themes were followed by a focus on nursing education (n=3,

12%) and preceptors/train the trainers/clinical experts (n=3, 12%). The next set of

responses were less bedside work (n=2, 8%), higher technological knowledge (n=2, 8%),



fvi
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Table 40

Impact Of Hospital Restructuring/Redesign on the Role of the Nurse Educator

Impact n=7

corporate emphasis

responsibilities

change-transition and priority

role no longer solely nursing education

too many "canned text" sessions

ability to perform role as thoroughly

less availability as a clinical resource

more program focused

job deleted

damage to healthcare

43

43

43

29

14

14

14

14

14

14





Table 41

Changes to the Nurse Educator Role in the Next 5 Years
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Changes n=25 %
20"

20

16

16

12

12

8

8

8

8

8

8

4

4

4

4

4

4

4

4

4

4

4

4

16

RN turnover/increase orientation time/increase new grads

more corporate responsibilities/initiatives

increase clinical focus

new strategies/constant change/used as a change agent

focus on nursing education

preceptors/train the trainers/clinical experts

less bedside work

higher technological knowledge

more nursing research

facilitator

central education/share resources

more work/increased managerial duties

increase presenting-professional practice

competency-based objectives

role development-all staff

higher academic qualification

recruitment/retention ofRNs

"big picture"

increased understanding of QA^-reference management

increased committee work

increase policy and procedure management

more bridging the gap emphasis

role may become part of specific program

role fade-out due to finances or APN role

still learning role, no answer

abbreviation provided by participant, no definition provided
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more nursing research (n=2, 8%), facilitator (n=2, 8%), central education/share resources

(n=2, 8%), and more work/increased managerial duties (n=2, 8%). The final responses

were identified by only one participant each (4%). In addition, 3 participants (12%) did

not answer this question, and a fourth participant (4%) indicated that they were "still

learning the role" and that it was "difficult to predict."

Question #2; Please list any factors which you believe may influence or drive these

changes.

The second question provided the participants with space for an open-ended

response. Examples of a nursing shortage and changes to the hospital environment were

given. Space was provided for a written response (see Table 42). The most common

theme reported was financial and resource limitations/cutbacks (n=l 1, 44%). The

second most common theme was the nursing shortage (n=7, 28%). However, it must be

noted that this theme was given as an example to the participants and thus may have

contributed to the large response. The third highest responses were RN turnover-

orientation time (n=3, 12%) and patient population/patient acuity (n=3, 12%), followed

by novice nurses/baby boomer nurses retiring (n=2, 8%) and increase RN focus-

recruitment and retention (n=2, 8%). The other responses were identified by only one

participant each (4%). Also, 6 participants (24%) chose not to answer this question.

Question #3; Do you predict that you will be working in a nurse educator role in the

year 2007?

The third question provided the participants with three options: yes, no, and

unsure. They were then asked to explain their choice (see Table 43). On the positive
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Table 42

Factors Which May Influence or Drive Changes to the Role of the Nurse Educator

Factors n=25 %
financial and resource limitations/cutbacks

nursing shortage

more RN turnover-increase orientation time

patient population/increase patient acuity

novice nurses/baby boomer nurses retiring

increase RN focus-recruitment and retention

professional practice portfolio

amalgamation of numerous sites

decreased staffing

qualifications increase to BScN RN

increase computer use

increase focus on evidence-based practice

less educators

hospital vision and strategic plan

more efficient use of resources

managers not visible on units

increased commitment ofRN's to stay on one clinical unit

older nursing staff

increased demands on educators

too many levels of nursing practice

more lucrative opportunities in the U.S.

no answer

11

7

3

3

2

2

44

28

12

12

8

8

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

24



/<•?
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Table 43

Will You Still Be in the Role of Nurse Educator in 2007?

Response n=25 %

yes 7 28^

no 8 32

unsure 9 36

no answer 1 4
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side, 7 participants (28%) predicted that they would still be in a nurse educator role in

2007. Rationales included liking the job (n=2, 8%), ongoing learning creating a need for

the role (n=l, 4%), and wanting to accomplish goals set by self (n=l, 4%). On the

negative side, 8 participants (32%) predicted that they would not be in a nurse educator

role in 2007. Rationale included retirement goals (n=2, 8%), career advancement (n=2,

8%), and frustration with the current responsibilities related to the role (n=2, 8%). In

addition, 9 participants (36%) were unsure whether or not they would still be in a nurse

educator role in 2007. Rationale included high stress job (n=l, 4%), "lack ofjob

satisfaction due to multiple responsibilities and workload" (n=l, 4%), educational

pursuits (n=l, 4%), career advancement (n=l, 4%), lack of role clarity (n=l, 4%), and

possibility of internal changes related to budget (n=l, 4%). Finally, 1 participant (4%)

chose not to make a selection but did comment that they would prefer to be doing

another role by 2007.

Question #4: How could management assist you to improve the educational

experience for staff?

The fourth question provided the participants with space for a narrative response

(see Table 44). The two most prominent themes were financial support (n=13, 52%) and

backfilling/allowing staff to attend sessions (n=13, 52%). The next most prominent

theme was managerial expectations and follow-up (n=6, 24%). This category included

making education mandatory or an expectation, following up with staffwho do not

attend sessions, incentives for staffwho do attend sessions, and discentives [sic] for staff

who do nothing. The next theme was preceptor/orientation/supertrainer support (n=5,

20%), followed by continue current support and communication (n=2, 8%) and address
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Table 44

How Management could Assist Nurse Educators as Perceived by Nurse Educators

Type of support n=25 %

financial support

backfilling/allowing staff to attend sessions

managerial expectations and follow-up

preceptor/orientator/supertrainer support

continue current support and communication

address morale, staff shortages, turnover

support committee work

provide resources

role clarity

help create teaching tools

nothing will help

no answer

13

13

6

5

2

2

52

52

24

20

8

8

4

4

4

4

4

4
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morale, staff shortages, and turnover (n=2, 8%). The final group of responses were only

identified by one participant each (4%). In addition, 1 participant (4%) chose not to

answer this question.

Question #5: Please list three changes that vou would like to make to your current

responsibilities.

The fifth question provided the participants with space for three responses (see

Table 45). The most prominent theme was more unit involvement/clinical teaching

(n=l 1 , 44%). The next most prominent theme was less corporate work/having a separate

corporate team (n=8, 32%), followed by less clerical work/more administrative support

(n=6, 24%). The next two most prominent themes were having only anRN focus (n=4,

16%) and less committee work (n=4, 16%), followed by having more control over

projects/timelines (n=3, 12%). The next set ofthemes included an improved balance

between corporate and program responsibilities (n=2, 8%), role clarity/orientation to the

role (n=2, 8%), research component/literature searches (n=2, 8%), and less management

responsibilities (n=2, 8%). The final set of responses were identified by only one

participant each (4%). In addition, 1 participant (4%) did not answer this question, and

another participant believed that they should just leave the role.

Question #6: Do vou foresee any of these changes occurring in the next 5 years?

The final question in part D provided the participants with three options: yes, no,

and unsure, as well as an opportunity to explain their response (see Table 46). Four

participants (16%) indicated that they foresaw these changes occurring in the next 5

years. These participants indicated that the "potential hiring of more staff" and the
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Table 45

Changes that Nurse Educators Would Like to See to Current Responsibilities

Changes n=25 %
more unit involvement/clinical teaching

less corporate work/separate corporate team

less clerical work/more administrative support

RN focus

less committee work

more control over projects/timelines

improve balance between corporate and program responsibilities

role clarity/orientation to role

research component/literature searches

less management responsibilities

more patient education

balanced workload amongst educators

corporate direction-strategic plan

more time to do things right

less time devoted to policy

more education to keep educators "up to date"

revise unit orientation program

work at only one site

have people listen to staff

less co-ordination

more time for evaluation of projections/sessions

leave the role

no answer

11

8

6

4

4

3

2

2

2

2

44

32

24

16

16

12

8

8

8

8

4

4

4

4

4

4

4

4

4

4

4

4

4
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Table 46

Do You See Changes Occurring in the Next 5 Years?

Response n=25 %

yes 4 16

no 13 52

unsure 7 28

no response 1 4
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"possibility of the organization becoming more settled" led to this conclusion. One

participant did not explain the answer that was provided. In contrast, 13 participants

(52%) indicated that they did not foresee these changes occurring in the next 5 years.

These participants indicated that "corporate work," "fiscal restraints," feelings of

discouragement and frustration amongst educators, addition ofAPN role, "philosophical

difference between facilitation and teaching," and the fact that "these have been issues

for years" led them to this conclusion. Six participants did not explain their answers. In

addition, 7 participants (28%) indicated that they were unsure as to whether or not these

changes would occur. One participant indicated that they were "not sure of future

internal changes," while the other 6 participants (24%) did not provide an explanation for

their answers. Finally, 1 participant (4%) did not answer this question.

In summary. Chapter Four has presented the data accumulated through the

distribution of surveys to nurse educators. Chapter Five vdll discuss the significance of

these findings as well as provide a set of recommendations which, if implemented, would

provide a foundation for role evaluation and positive changes.





CHAPTER FIVE: DISCUSSION, IMPLICATIONS,

RECOMMENDATIONS, AND CONLUSIONS

Discussion and Implications

Introduction

The presence of nurse educators in Ontario hospitals has been important to nurses

and to the development of nursing as a profession. However, the role of nurse educator

has evolved considerably during the last 20 years. Several factors have influenced this

evolution, including the development ofProfessional Standards by the CNO (1996, see

Appendix A), a dramatic change in the way nurses are educated, a change in the criteria

for advancement to the position of nurse educator, the emergence of nursing as a

profession, changes to healthcare, and changes within hospital structure. Unfortunately,

these changes left front-line healthcare professionals, hospital administrators, and nurse

educators with varying expectations as to the role and responsibilities of nurse educators.

Thus, this study was conducted in order to examine how the role of the nurse educator

has changed over the last 7 years, what factors have impacted on the roles and

responsibilities of the nurse educator, and what the role ofthe nurse educator will look

like in 5 years.

Four assumptions underlie this study. First, it was assumed the role of the nurse

educator was essential the nursing profession. Second, it was assumed that the role of

the nurse educator had changed. Third, it was assumed that front-line staff,

administrators, and nurse educators did not frilly comprehend the role of the nurse

educator. Finally, it was assumed that all new nurse educators needed time and

experience to grow within their new role. In addition, there were five limitations to this
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Study. First, all employees were employed by the same unionized coqxjration; thus, they

would be subject to guidelines and expectations set by the corporation as well as by

restrictions imposed by collective bargaining. Second, there is a possibility of respondent

bias. Third, nurses enter this role at various stages in their career and with various levels

of education; thus, there is room for intrarater bias. Fourth, the sample size was small.

Finally, the researcher had never functioned in the role of nurse educator.

A literature review provided insight into the history of nursing in Ontario,

identification of the roles and responsibilities of the nurse educator, and knowledge

regarding a theoretical model for nursing development. This literature was used to

support assumptions and to create a knowledge of nurse educator roles and

responsibilities from which a survey was developed. The literature will now be used to

supplement the results and assist in explaining their significance. The basis for this

discussion will be the three original questions.

1

.

How has the role of the nurse educator changed over the last 7 years (1995-

2002)?

2. What are the factors that have impacted on the roles and responsibilities of the

nurse educator?

3. What will the role of the nurse educator look like in 5 years as perceived by

practicing nurse educators?

In addition, the current roles and responsibilities of the participating nurse educator were

be compared to the literature which was used to develop the pilot and final surveys used

in this study. This information provided a basis from which the third question, what will

the role of the nurse educator look like in 5 years, can be discussed. Finally, a set of
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recommendations will be generated which will allow the role of nurse educator to be

further defined and suggest strategies for retention as well as provide direction for the

role of the nurse educator.

Question #1: How has the role of the nurse educator changed over the last 7 years?

The first question can be answered by examining and comparing responses to

questions in parts B and C of the survey. In question 1 of part C, participants with 7 or

more years experience were asked to indicate activities which were part of their role 7

years ago. This information can be compared with question 1 of part B, which asks

participants to indicate which activities are part of their current role. When comparing

the activities of the nurse educators 7 years ago with the activities of the same individuals

today, activities such as staff education, committees and peer evaluation, conferences,

and literature review remain consistent. However, a slight increase in research is noted,

with a slight decrease in both policy development and patient education. The most

noticeable change is the decrease in clinical work (from 7 to 3 responses), while quality

assurance and clinical teaching were new additions.

When this comparison is expanded to include the present activities of all

participants, different findings are noted. While staff education and committee meetings

remain constant, there is a noticeable increase in research, minimal increases in peer

evaluation, policy development, patient education, conferences, literature review, and a

noticeable decrease in clinical work. In addition, there appears to be a decrease in

wound care consults; however in both cases the percentage accounts for one participant;

thus this finding may simply indicate that this is a unique responsibility attached to one

nurse educator role. In addition, there are many new responsibilities indicated by this





136

group including clinical teaching, QA [quality assurance], product evaluation/education,

process changes, team development/team building, participating in staff interviews,

mentoring staff, implementation of corporate initiatives, leading various projects, tutor

for BScN students, consultation for equipment purchases, and facilitator. While the

number ofnew activities is intriguing, none of these activities score greater than 8% or 2

participant respondents. Thus, these activities may have been present 7 years ago only

undertaken by nurse educators who are no longer in this role, may be program specific, or

may not have been considered important enough to mention. Thus, the most noticeable

trends from these two comparisons are the decrease in clinical work and the increase in

research.

The decrease in clinical work suggests that the nurse educator role is moving

away from the clinical unit and direct patient care. This movement has both positive and

negative implications. On the positive side, the decrease in direct patient care allows the

nurse educator's time to be directed towards research, teaching, and other related

endeavors. However, on the negative side, it is more difficult to maintain one's skill

competence when one is not a direct practitioner. Thus, nurse educators must be

permitted to allot a portion of their time to activities which allow them to maintain

competency and proficiency in their abilities. This competency is necessary in order to

educate front-line staff and to assist them to develop safe practices. Each nurse educator

should be permitted to use this allotted time to meet their individual goals. Possible

activities include obtaining hands-on experience with new equipment, reviewing policies,

reviewing new medications, and attending workshops. By supporting nurse educators in
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this manner, hospital administrators will ensure that the individuals educating their

professional staff are competent and proficient in their own abilities.

The other noticeable finding is the increase in research. This trend is definitely

exciting for two reasons. First, it surpasses the expectation for research set by the CNO.

Standard 5a, the only standard related to research, states that "a nurse in an educator role

identifies and evaluates information sources that are useful for practice" (College of

Nurses of Ontario, 1996a, p. 8). The expectation is that nurse educators utilize existing

research. The trend suggests that more nurse educators are conducting or participating in

research. In addition, several participants (n=4, 16%) who are not conducting research at

the time of this survey indicated that they would like to do so. The second reason that

this trend is hopeful is that research is one way in which nursing is able to create a body

of knowledge unique to their own profession. The development of this body of

knowledge is important to nurses if nursing is to be respected as a profession since,

although criteria for professionalism vary, there is general agreement that specialized

expertise, autonomy, and service are the basis of professionalism (Kelly & Joel, 1995).

The second question in part C asked participants to list three activities which are

no longer part of their role. Responses included clinical work/involvement, patient

education, supervision/preceptorship ofnew skills, peer evaluation, consultation to other

areas, active patient caseload, and policy development. Four of these activities: clinical

work, patient education, consultations to other wards, and an active patient caseload

suggest that the role of the nurse educator is moving away from direct patient

involvement. Once again this trend has both positive and negative implications. On the

positive side, less direct clinical work allows time for research, teaching, and other
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related endeavors. However, on the negative side, nurse educators must be cognizant of

their skills and changing practices in order to be an effective resource for staff Once

again, a plan must be in place to ensure that nurse educators remain competent and

proficient in their abilities. Thus, the strategy of allotting nurse educators time to meet

their own learning needs as suggested earlier is essential.

The third question in part C asked participants to list administrative

responsibilities which were part of their role 7 years ago. These responses can be

compared to the responses given for question 3 in part B, which asked participants to

describe their current administrative activities. This comparison allows the changes in

administrative responsibilities to be determined. The data show an elimination of

managerial responsibilities and team meetings. As well, there is a notable emergence of

newer activities, both in the experienced nurse educators as well as in the newer group.

Activities such as meetings, scheduling, documentation, interviewing, and clerical work

dominate the new list of activities. In addition, another 1 1 activities were stated by fewer

than 10% of the participants. While the number ofnew activities is noteworthy, it must

also be noted that the data came from questions which asked for open-ended responses

and the word "administrative" was not defined. Thus, there was room for individual

interpretation depending on whether a managerial approach or a clerical approach was

taken. This discrepancy suggests that if a different style of question had been used, the

results might have been higher for some activities.

The fourth question in part C asked participants to list educational/teaching

responsibilities which were part of their role 7 years ago. These responses can be

compared to the responses given for several questions in part B which depict current
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educational and teaching responsibilities of nurse educators to determine the changes in

educational and teaching responsibilities to the role of the nurse educator over the last 7

years. The data show an increasing trend toward unit-specific inservices and staff

education. There is also a noticeable amount ofnew activities related to student

placements and student education. As well, activities regarding literature review and

evidence-based practice are positive signs for the nursing profession. The aspect of

patient education appears to include developing and providing printed material rather

than direct patient education. It is also noteworthy to mention that their role appears to

include all staff education now, rather than a primary nursing focus. This finding is

supported by both written and verbal feedback provided to the researcher by participants

who wished to clarify the fact that they educated a wide variety of staff, not just nurses.

Despite this finding, it is impossible to generalize this responsibility to nurse educators

outside of this corporation, as this structure of educational responsibility may be the

result of budgetary restraints and may not be a true trend for the role of the nurse

educator. In summary, there is a definite trend towards more staff education, a clear

introduction of student placement responsibilities, and a promising introduction towards

evidence-based practice. In addition, the trend of providing resources for patient

education is also promising as long as patient education is being provided by the bedside

nurse. Both hospital administrators and nurse educators need to ensure that front-line

staff understand that patient education and health teaching is now an expectation from

them. Also, an ongoing evaluation of patient education needs to be done to ensure that

patient education needs are being met, given that this responsibility has been transferred

from nurse educators to front-line staff
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The fifth question in part C asked participants to describe the type of clinical

responsibilities they would have had 7 years ago. These data can be compared to data

from question 2 in part B to determine the change in clinical responsibilities for nurse

educators. The data show a definite trend away fi-om both direct patient care and other

unit involvement. As well, activities such as orientation, role development, being a staff

resource, staff education, and committee work are increasing in fi-equency.

Unfortunately, once again, the clarity of the question may be skewing the results.

Although the word "clinical" was intended to depict bedside practice and directly related

activities, participants used the opportunity provided by a fi-ee text method to include

educational and theoretical activities. Thus, a different method of collection might have

resulted in different findings.

In summary, the role of the nurse educator has changed over the last 7 years. The

most notable changes include a decrease in patient involvement and an increase in

research, staff education, orientation activities, committee work, and being a staff

resource. As well, a decrease in clinical work and an elimination of managerial

responsibilities are also noted. There are also several notable trends, including a

movement of role responsibilities away fi-om direct patient involvement, the addition of

student and student placement responsibilities, the responsibility of educating all staff,

not just nursing, and finally, the development and availability of patient education

material rather than providing patient education.
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Question #2; What are the factors that have impacted on the roles and

responsibilities of the nurse educators?

The second question can be answered by examining the data gathered from

questions 6 and 7 of part C. The sixth and seventh questions in part C attempt to explain

the force driving the changes to the role of the nurse educator. The sixth question asked

participants to describe the impact of the implementation of Standards for educators by

the CNO. Only 3 participants (43%) indicated that these Standards had any impact. This

impact included role clarity, nurses more accountable, and negation of teaching added

nursing skills and some delegated nursing acts. Two participants (29%) indicated these

Standards had no impact. However, 1 of these participants stated that "standards would

have helped me when I first began." Thus, there appears to be some positive impact on

the role of nurse educators by the introduction of these Standards. However, this impact

is difficult to fiilly measure given the small sample size and subjectivity of the question.

The seventh question in part C examines the influence of hospital restructuring on

the role of the nurse educator. The data show several impacts, including a corporate

emphasis, increased responsibilities, change in priorities, change in role to include

educating all staff, more program-focused education, unable to perform role as

thoroughly, and less availability as a clinical resource. As well, one participant reported

that their job was deleted and they had to apply for a job out of their clinical area. This

comment supports the assumption made by several employees that redesign meant that

fewer individuals were available to provide education. This hypothesis is supported by

the data which show increased responsibilities as a result of redesign. Thus, the impact

of hospital restructuring appears to have been negative for the role of the nurse educator.
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In summary, when two of the driving forces behind these changes are examined,

the findings are markedly different. The revised Standards of Practice by the CNO

(1996) provided role clarity and nurse accountability as well as an elimination of

teaching added nursing skills and some delegated medical acts. Unfortunately, hospital

restructuring resulted in a corporate emphasis, additional responsibilities, elimination of

at least one nurse educator position, program-focused education, less availability as a

clinical resource, and less ability to fulfill the role as comprehensively as before. Thus,

these two driving forces appear to have had opposite influences. While the Standards of

Practice from the CNO were positive and resulted in role clarity, the hospital

restructuring was negative in that it resulted in additional responsibilities and less ability

to fulfill job responsibilities as thoroughly as before. Part of the reason for these opposite

influences may be explained by the intent of each driving force. The intent behind the

implementation of the Standards of Practice by the CNO was "to guide Ontario nurses in

their daily practice" (College ofNurses of Ontario, 1996a, p. 2). Thus, these Standards

were meant to provide guidelines for practice for nurses and thus should have had a

positive influence on nurse educators. However, the intent of hospital restructuring was

to reduce financial demands in response to a cut in government funding. Thus, these

changes were driven by financial restraints and were based on the need to make hard

financial decisions. Therefore, one should have expected this impact to have negative

ramifications. As a result, each driving force had a predictable outcome. Unfortunately,

given our current healthcare situation, not every decision made is in the best interest of

all the professional roles affected.
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Question #3: What will the role of the nurse educator look like in 5 years as

perceived by practicing nurse educators?

The third question requires a two-step approach. In the first step, the current roles

and responsibilities of the nurse educator must be identified. Once this process is done,

the data fi"om part D, which asks nurse educators to predict future changes to their roles

and responsibilities, will discussed.

In order to examine the roles and responsibilities of the nurse educator, the

specific themes identified by a literature review will be used as a guide. These themes

include needs assessment, inservice/educational programs, orientation, program

evaluation, nursing research, publishing, committee involvement, nursing student

placement, patient education, communication, clinical expertise, adult education,

attitude, flexibility and innovation, leadership skills, team building, and critical thinking

skills.

Needs assessment The first theme identified is needs assessment. According to

the literature, assessing the needs of the staff is one role of the nurse educator (Almquist

& Bookbinder, 1990; Fitzsimmons et al, 1996; Kotecki & Eddy, 1994). The data show

that nurse educators assess the needs of the staff using a variety of methods. Although

the most popular method is doing a formal needs assessment or written survey, an

approach detailed by Almquist and Bookbinder, there are numerous other methods also

being used, including review of incidents, verbal feedback, electronic feedback,

evidence-based practice, managerial feedback, and personal observations. These

practices enable nurse educators to meet one of the Standards set by the CNO. Indicator

la, which is a determinant of the professional standard, professional service to the public.





144

States that a nurse educator "helps colleagues and consumers develop life long learning

skills" (College ofNurses of Ontario, 1996a, p. 9). Assessing the learning needs of the

staff is the first step in assisting them to develop strategies and educational opportunities

to address these needs. Thus, both the literature and Standards ofPractice support the

use of doing a needs assessment. Meanwhile, many of the participants indicate that a

needs assessment is one of the many methods that they use to identify the needs of the

staff

Inservices/edttcational programs. The second theme identified was inservices

or educational programs. Several authors recognize educational programs and inservices

as part of the role of the nurse educator (Almquist & Bookbinder, 1990; Fitzimmons et

al., 1996; Kotecki & Eddy, 1994; Soltes, 1994). However, there is a clear lack of

elaboration regarding expectations for the nurse educator. This finding is interesting in

that the data collected emphasize the current use of inservices and educational programs

as a method of providing education for the front-line staff. For example, 96% (n=24) of

the participants indicated that they organized and taught at least 1 inservice in a year,

while 88% (n=22) indicated that they organized 9 or more inservices, and 76% (n=19) of

the participants indicated that they taught 12 or more inservices each year. Meanwhile,

96% (n=24) ofthe participants indicated that they taught corporate orientation sessions.

As well, 100% (n=25) of the participants indicated that staff education is part of their

current role, 72% (n=18) of the participants indicated that staff education is part of their

clinical responsibilities and 20% (n=5) of the participants indicated that educational

sessions are one of their current responsibilities, related to student and preceptor
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programs. Thus, there are substantial data to suggest that inservices and educational

programs are occurring on a regular basis.

When the Standards for nurse educators are examined, none ofthem directly

indicate that providing inservices and educational programs are an expectation for nurse

educators. Hov^ever, there are three indicators which address the issue of inservice

education. Indicator 3b, which is a determinant of the professional standard, knowledge,

states that a nurse educator "is creative in planning and implementing learning

opportunities for consumers" (College of Nurses of Ontario, 1996a, p.9). The

development and presentation of inservices is one method in which nurse educators are

able to meet this standard. Another indicator, 3d, which is also a determinant of the

professional standard, knowledge, states that a nurse educator "creates an environment

where learning is encouraged" (p. 9). This Standard can be interpreted in two ways.

First, environment can refer to the setting in which the inservices are being conducted.

Second, environment can refer to the overall atmosphere on the ward/unit regarding

lifelong learning. A nurse educator who both offers inservices and encourages the

pursuit of further educational opportunities is likely to meet both interpretations of this

standard. The final indicator related to inservices is indicator 6a, which is a determinant

of the professional standard, professional behaviour-accountability/responsibility.

Indicator 6a states that a nurse educator "provides learning opportunities for the RN and

RPN consumer to enable them to acquire the knowledge, skills and clinical experience

needed to practice" (p. 12). By providing inservices and educational programs, the nurse

educator is providing learning opportunities for staff and thus is meeting this standard.

While none of these Standards refer directly to inservice education, the ability for nurse
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educators to meet these indicators using inservice education methods is evident. More

important, the widespread use of this method of providing staff education indicates that it

is currently an acceptable practice amongst nurse educators. It may be assumed that it is

an effective method given its wide scale support; however, more research regarding the

effectiveness of inservice education is needed before such a conclusion can be

substantiated. This research needs to be done to ensure that nurses are being educated

effectively, given the widespread use of this method.

Orientation, The third theme identified was orientation. Only two articles

identified this issue (Fitzsimmons et al, 1996; Kotecki & Eddy, 1994). Kotecki and

Eddy suggest that nurse educators make a key contribution to the recruitment and

retention of staff nurses through orientation programs, while Fitzsimmons et al. refer to

orientation as one ofthe tasks of a nurse educator. The data show that 96% (n=24) of the

participants teach corporate orientation sessions. In addition, 32% (n=8) of the

participants indicated that orientation is one of their clinical responsibilities, and 8%

(n=2) of the participants indicated that orientation is one of their responsibilities related

to students and to the preceptor program.

When the Standards for nurse educators are examined, six indicators can be

linked to orientation. First, indicator 3a, which is a determinant of the professional

standard, application ofknowledge, states that a nurse educator "helps colleagues and

consumers develop life long learning skills," while indicator 3b, which is a determinant

of the professional standard, application of knowledge, states that a nurse educator "is

creative in planning and implementing learning opportunities for consumers (College of

Nurses of Ontario, 1996a, p. 9). As well, indicator 3d, which is a determinant ofthe
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professional standard, application of knowledge, states that a nurse educator "creates an

environment where learning is encouraged" (p. 9). These three indicators are indirectly

related to orientation in that they provide educators with some guidelines as to their

responsibilities to staff, including orientees, which will require a variable amount of

guidance depending on previous experience and educational preparation. As well,

indicator 3e also captures responsibilities of nurse educators to all staff which are

particularly important for new orientees. Indicator 3e, which is a determinant ofthe

professional standard, application of knowledge, states that a nurse educator "provides

feedback to colleagues and consumers to encourage professional growth" (p. 9). This

indicator suggests that nurse educators are responsible for providing feedback to staff to

encourage professional growth. Orientees are the most needy group of individuals

regarding this feedback. They need assistance with identifying their strengths and

weaknesses and encouragement to seek learning opportunities to allow for professional

growth.

Finally, indicators 6a and 6b, which depict the professional standard, professional

behaviour-accountability/responsibility, also fit under this theme. Indicator 6a states that

a nurse educator "provides learning opportunities for the RN and RPN consumer to

enable them to acquire the knowledge, skills and clinical experience needed to practice"

(College ofNurses of Ontario, 1996a, p. 12). This indicator suggests that staff must be

provided with learning opportunities in order to acquire the skills and knowledge to be

able to practice. Since new staff would not be able to practice without the acquisition of

the skills and knowledge provided by an orientation program, nurse educators must

conduct orientation programs in order to meet this need for orientees. Finally, indicator
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6b states that a nurse educator "evaluates learning outcomes for the RN and RPN

consumer" (p. 12). This indicator suggests that the role of the nurse educator extends

beyond merely providing education to evaluating the learning that has occurred. Once

again, the needs of the orientees must be considered a priority. When these six indirect

Standards are compared with the data and with the literature, some interesting findings

are revealed. First, although the Standards depict the need for nurse educators to assist

all staff to increase their knowledge, there are no specific standards which address

orientees and orientation responsibilities. Second, there is limited mention of orientation

as a part of the role of the nurse educator. Third, the data show that teaching corporate

orientation sessions is an expectation (n=24, 96%). However, in terms of clinical

responsibilities, a much smaller number of participants (n=8, 32%) indicated that

orientation was part of their role. These findings suggest that although the actual

teaching and provision of orientation sessions is valued, the individual follow-up with

orientees at the ward/imit level may not be optimal. Unfortunately, indicators 3a, 3e, and

6b look beyond the mere provision of orientation sessions to the actual outcomes of these

sessions. Thus, it is important for nurse educators to ensure that orientation occurs at the

ward level. However, from the data, it is difficult to ascertain whether ward orientation

programs are in place because these responsibilities may be placed on preceptors at the

ward level. If this style is being used, it is likely to continue as long as retention and

recruitment remain an issue within the nursing profession.

Program evaluation. The fourth theme identified was program evaluation.

Several authors refer to the need for program evaluation (Fitzsimmons et al., 1996;

Kotecki & Eddy, 1994; Naughton & Strobel, 1996; Schoessler & Conedera, 1987; Tobin
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& Beeler, 1988). However, each one emphasizes a different aspect related to program

evaluation. For example, Kotecki and Eddy suggest that evaluation should be part of any

set of objectives for a program, while Tobin and Beeler suggest that evaluation must be

consistent and systematic in order to determine if needs are being met and to allow for

response to organizational changes. However, both Naughton and Strobel and

Fitzsimmons et al. list program evaluation as one of the skills of the nurse educator.

Finally, Schoessler and Conedera suggest a minimum standard of a Masters degree if

formal program evaluation is one of the objectives. The data show that 80% (n=20) of

the participants had evaluated policies, procedures, or programs within the last year, and

25 specific examples of policies and procedures were provided by the participants. As

well, 92% (n=23) of the participants indicated that policy development was part of their

current role. Thus, despite the lack of a separate question for program and policy

evaluation, it is still possible to ascertain from the data that policy and procedure

development emd evaluation is part of the current role of the nurse educator.

When the Standards for nurse educators are examined, four indicators are related

to program evaluation. First, indicator 3c, which refers to the professional standard,

application of knowledge, states that a nurse educator "critically analyzes and evaluates

nursing practice" (College of Nurses of Ontario, 1996a, p. 9). Thus, evaluation is an

expectation set by the CNO for nurse educators and must be part of the process of policy,

procedure, and program development. The second indicator, 6b, which refers to the

standard, professional behaviour accountability/responsibility, states that a nurse

educator "evaluates learning outcomes for the RN and RPN consumer" (p. 12). This

indicator directly refers to the importance of evaluation, making evaluation of policies.
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procedures, and programs important to the role of the nurse educator. The last two

indicators capture a related issue, providing feedback. Indicator 4e, which refers to the

standard, application of knowledge, states that a nurse educator "provides feedback to

colleagues and consumers to encourage professional growth" (p. 9), while indicator 5a,

which refers to the standard, continued competence, "provides feedback to colleagues

and consumers about practice and learning" (p. 11). Both these indicators stress the

importance of feedback. However, before feedback can be given, there must first be

some evaluation done. Thus, the evaluation component of policy, program, and

procedure development is an essential step. In summary, there is support from both the

literature and from the Standards of Practice for policy, procedure, and program

evaluation. As well, the majority of participants indicated that they had completed some

policy, program, or procedure evaluation within the last year. Unfortunately, the

literature does not define what a program is in reference to program evaluation, thus

making the collection of supporting data more difficult.

Nursing research. The fifth theme identified is nursing research. Several

authors refer to nursing research (Fitzsimmons et al., 1996; Kotecki & Eddy, 1994;

Schoessler & Conedera,1987; Tobin & Beeler, 1988). However, the recurrence of this

theme may overemphasize the importance given to this theme in the existing literature.

The literature suggests that the role of the nurse educator involves the implementation

and use of current literature rather than the conducting of one's own research. For

example, Schoessler and Conedera suggest that one focus of the nurse educator is

"encouraging staff to explore nursing research" (p. 62). In addition, the article suggests

that educational preparation is important "if departmental objectives include the
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integration of nursing research into educational programs [or] development of research"

(Schoessler & Conedera, p. 62). However, Kotecki and Eddy refer to current literature

research only as something to be incorporated into the program content when a program

is being developed. Likewise, Tobin and Beeler refer to the use of published research in

the development of learning activities. However, the research issue is pushed farther by

the suggestion that "the identification and analysis of research questions... is an essential

component of the evaluator/researcher role" (p. 95), one of the role parameters that

Tobin and Beeler suggest is part of the role of the staff development educator. Thus, at

least there is strong support for the utilization of existing literature pertinent to the role of

the staff development educator. Despite the frequency ofthe link between research and

the role of the nurse educator, the findings are somewhat surprising, since the literature

refers to the utilization of existing research rather than to the development ofnew

research.

When the data are reviewed, it is noted that 68% (n=17) of the participants

reported that research was among their current activities and that 68% (n=17) of the

participants indicated that they conducted or participated in ongoing research as part of

their nurse educator role. One participant indicated that they "would like to, no time."

This statement may provide insight into part of the reason why the literature identifies

only the use of research instead of conducting research. Time may be a crucial factor.

Since both the literature and the data identify many activities and responsibilities for the

role of the nurse educator, one must assume that these activities must be prioritized. As

well, research is a time-consuming endeavour; thus, if administrators and managers do

not consider conducting research to be essential, it is easy to eliminate this endeavour for
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Other, less time-consuming tasks for which there are immediate results. Another

interesting result related to research is the utilization of best practice. Ninety-six percent

(n=24) of the participants reported that at least sometimes the material presented at the

inservices is evidence based, and 40% (n=10) of the participants reported that the

material presented at inservices is always evidence based. Unfortunately, the term,

evidence based was not defined for the participants which may have led to different

interpretations among the participants

When the Standards of Practice are reviewed, only one indicator is related to

research. Indicator 5a, which is a determinant of the professional standard, continued

competence, states that "a nurse in an educator role identifies and evaluates information

sources that are useful for practice" (College ofNurses of Ontario 1996a, p. 8). Thus, the

current standard requires nurse educators only to review existing literature, not research

and create new literature. This Standard appears inadequate as 32% (n=8) of the

participants are educated at a Masters level or higher and 56% (n=14) of the participants

are currently working on their Masters or have completed at least one Masters program.

Given the attained levels of education for nurse educators, they should be familiar with

conducting research. Thus, the Standards for nurse educator are not encouraging nurse

educators to use their skills to the fullest potential. This is unfortunate since the

development of nursing-based research is desperately needed by the nursing profession in

order to continue to develop in a professional manner and maintain its professional

status. However, it is important to recognize that separate standards for nurse researchers

exist; thus, perhaps it is an expectation that these individuals will develop the nursing-

based theory and applied research essential for the growth of the nursing profession. It is
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also possible that the CNO recognizes the time demands for both educating and doing

research and is trying to reduce the stress on individuals by having them select one area.

In summary, both the literature and the Standards support research initiatives at

the level of reviewing and utilizing existing literature rather than the creation ofnew

literature. Possible explanations include time restrictions, the need to prioritize between

teaching and research, and the possibility that education and research are two separate,

time-consuming entities and thus nurses must select one focus. Despite these findings,

many participants are conducting and participating in research as well as using existing

literature for staff education. Thus, many participants are going beyond the Standards set

by the CNO as well as the existing literature. This practice needs to be encouraged both

by hospital administrators and by the RNAO and CNO to ensure that further development

occurs.

Publishing. The sixth theme identified is publishing. Only one article makes a

direct reference to writing for publication (Schoessler & Conedera, 1987). However,

Fitzsimmons et al. refer to scholarly activity (1996). Unfortunately, this term is not

further defined; thus, this reference can not be directly linked to publishing. According

to the data, 40% (n=10) of the participants have either written or cowritten at least one

publication. Despite this positive finding, none of the indicators can be directly or

indirectly related to publication. Once again, this finding may be related to separate

standards set for nurse researchers. Nevertheless, there is an absence of reference to

writing for publication in both the literature and in the Standards. Thus, once again the

participants are surpassing both the minimal professional standards and the literature
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findings. This practice needs to be encouraged by both the RNAO and CNO as well as

hospital administrators to ensure that further publication occurs.

Committee involvement The seventh theme identified is committee

involvement. Several articles refer to committee involvement (Fitzsimmons et al., 1996;

Kotecki & Eddy, 1994; Schoessler & Conedera, 1987), For example, in Kotecki and

Eddy, job functions were reviewed, with the result being that "each educator was

assigned to different committees, but all were expected to play a membership or

leadership role in that conmiittee" (p. 302). Unfortunately, there are no further details

provided regarding where these conmiittees are found within the organizational structure

nor what are the specific roles of the nurse educator. In contrast, Fitzsimmons et al. are

more specific by identifying three types of conmiittee membership: hospital,

departmental, and unit. Unfortunately, this amoimt of detail does not allow the reader to

understand the specific role of the nurse educator within each conMnittee. Since the

balance of peers and influential individuals varies from one committee to another, the

educator's role will also change to meet the needs of the committee. Specific tasks may

include communicator, educational consultant, literature reviewer, educational planner,

gatekeeper, and facilitator. However, not every committee would require the nurse

educator to perform every task. Nurse educators must assess each committee to identify

its needs and then assimie the role or roles required to ensure that the conmiittee

functions at an optimal level. Meanwhile, Schoessler and Conedera view committee

work differently. They suggest that the nurse educator needs to participate in committee

work, but also enlist the support of front-line staff in committee involvement. This

information suggests that nurse educators form an important link between committee
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work and front-line staff. The data show that all participants are members of at least one

committee and that 44% {n=ll) of the participants are members on at least seven

committees. As well, all the participants list committee meetings as one of their current

roles, 24% (n=6) of the participants list committee work as one of their administrative

responsibilities, and 12% (n=3) of the participants list committee work as one of their

clinical responsibilities.

When the Standards of Practice for nurse educators are examined, two indicators

are indirectly linked to committee work. First, indicator 3e, which is a determinant of the

professional standard, application of knowledge, states that an educator "provides

feedback to colleagues and consumers to encourage professional growth" (College of

Nurses of Ontario, 1996a, p. 9). Front-line staff will surely experience professional

growth when they receive encouragement from nurse educators to join committees where

they are able to expand their knowledge base as well as participate in decision-making

regarding issues that will influence their daily practice. The other indicator related to

conmiittee work is indicator 4a. This indicator, which is a determinant of the

professional standard, ethics, states that "a nurse in the educator role encourages and

supports critical thinking and dialogue about ethical conflicts and issues" (p. 10).

Committees which address issues such as conflict resolution, restraint policy

development, and resuscitation standards allow nurse educators as well as staff to explore

both conflict and ethical issues. Thus, both the literature and data suggest that committee

work is part of the nurse educator's role. As well, committee work is one important

method for nurse educators to meet two of the indicators of the standards of practice.
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Nursing student placement. The eighth theme identified is nursing student

placement. However, this theme was found in only one article, Fitzsinmions et al.,

(1996), and these authors do not elaborate beyond the basic reference to nursing student

placement. According to the data, 52% (n=13) of the participants indicated that co-

ordinating placements is one of their current responsibilities related to student and

preceptor programs. Also, 52% (n=13) of the participants indicated that assigning

preceptors is one of their responsibilities. Meanwhile, a number of other student

activities were identified. These activities include preceptor education, orientation,

liaison with students and teachers, student evaluations, scheduling, recruitment, and

liaison with students, teachers, and the school. It must also be noted that all participants

listed at least one responsibility related to students and the preceptor program.

When the Standards ofPractice are reviewed, only one indicator addresses this

issue. Indicator 3b, which is a determinant of the professional standard, application of

knowledge, states that a nurse educator "is creative in planning and implementing

learning opportunities for consumers" (College ofNurses of Ontario, 1996a, p. 9).

However, in order to make this indicator applicable, the consumers must be defined. If

nurse educators believe that their consumers are only front-line staff, then student

placements and student-related activities would not be part of their responsibilities.

However, if the definition of consumers is broadened, then this task becomes part of

their responsibility.

In summary, the literature places little emphasis on nursing student placements

and the Standards of Practice include nursing students only if the definition of consumers

is broadened to include students. However, all the participants indicate that they all have
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at least one responsibility related to students and preceptors. Thus, the participants as a

group have made nursing student placements and related student activities a part of the

role of the nurse educator. This trend may be the result of organizational influence or the

fact the organization has a working relationship with both a nearby university and college

which offer nursing programs. Regardless ofthe reason, it is important to recognize the

frequency of student-related activities among the participants. The impact of this

workload needs to be examined to ensure that this set of additional responsibilities is not

impinging on other aspects of the nurse educator role which should take priority.

Patient education. The ninth theme, patient education, is mentioned in only one

article (Fitzsimmons et al., 1996). Unfortunately, this article mentions patient education

only as an example of the relationship between responsibilities and nurse educator

performance standards set by the American Nurses Association (ANA). However, the

data provide more information regarding this responsibility. Seventy-six percent (n=19)

of the participants indicated that patient education is one of their current responsibilities.

Yet, 84% (n=21) of the participants identified at least one specific action related to

patient education. The two most prominent activities are develop/revise education

material (n=17, 68%) and patient education committee (n=7, 28%). Other activities

include evaluate material/solicit feedback, promote patient education with staff, order

material/ensure availability, facilitate patient education classes, review literature, identify

patient education needs, patient teaching, and patient education production.

When the Standards for nurse educators are examined, three indicators have a

link to patient education. Indicator la, which is a determinant of the professional

standard, professional service to the public, states that a nurse educator "conducts
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programs relevant to the learning needs of consumers" (College ofNurses of Ontario,

1996a, p. 7). However, indicator 3a, which is a determinant of the professional standard,

application of knowledge, states that a nurse educator "helps colleagues and consumers

develop life long learning skills" (p. 9). Finally, indicator 3b, which is a determinant of

the professional standard, application ofknowledge, states that a nurse educator "is

creative in planning and implementing learning opportunities for consumers" (p. 9).

Thus, these three indicators stress the need for education for consumers. However, once

again the definition of"consumer" must be broadened in order for these indicators to be

applicable. Assuming that this definition is expanded to include patients, doing patient

education activities is a great way for nurse educators to directly meet these Standards.

In summary, there is minimal reference to patient education found in the

literature. However, the participants indicated that there are many patient education

activities which are currently part of their role. Most of these activities focus on the

development of patient education material and committee work rather than providing

direct patient education. The Standards support this use of the educator's time.

Communication. The 10th theme is conmiunication. Communication includes

speaking skills, interpersonal skills, and writing skills and is mentioned by several

articles (Kotecki & Eddy, 1994; Schoessler & Conedera, 1987; Tobin & Beeler, 1988).

Kotecki and Eddy identify effective, professional communication in both written and oral

formats as essential competencies of a nurse educator, while Schoessler and Conedera

approach the topic of communication from a slightly different perspective. They suggest

that the communication style of the other educators should be determined prior to hiring

a new nurse educator so that the communication styles of the educators are compatible.
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It is suggested that this consideration is important when educators are collaborating on

projects or sharing an office. Meanwhile, Tobin and Beeler suggest that communication

is important, but they extend beyond written and oral communication. They suggest that

extended visibility beyond the traditional working hours and the appropriateness of the

clothing communicate their commitment to educating all staff and to teaching at the

bedside.

When the data are examined, 92% (n=23) of the participants indicated that at

least one communication skill or technique is important for nurse educators. However,

there was a range of ideas as to what these skills should be. Some participants listed oral,

written, and interpersonal skills as being important, while others listed specific skills

such as conflict management, leadership, giving feedback, and public speaking. As well,

some participants listed certain characteristics as being important. These characteristics

include being concise, objective, organized, friendly, a listener, respectful, energetic,

comfortable, assertive, and articulate. Finally, some participants listed certain strategies

as being important such as helping people achieve, encouraging input from others,

intonation of voice, and conveying a strong message. Also, 60% (n=15) of the

participants indicated that communication is one of the three most important

characteristics of a nurse educator.

When the Standards of Practice are reviewed, two indicators relate directly to one

aspect of communication, that being feedback. Indicator 3e, which is a determinant of

the professional standard, application of knowledge, states that a nurse educator

"provides feedback to colleagues and consumers to encourage professional growth"

(College ofNurses of Ontario, 1996a, p. 9) while indicator 5a, which is a determinant of
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the professional standard, continued competence, states that a nurse educator "provides

feedback to colleagues and consumers about practice and learning" (p. 11). Both these

indicators demonstrate the need for nurse educators to be able to conmiunicate, since

giving feedback, whether it be in a written or oral format, requires competent

communication skills. In summary, both the literature and participants agree that

communication skills are extremely important for nurse educators to possess. However,

there is variation between articles as well as amongst participants regarding which skills

are needed, while the Standards of Practice focus on the ability to provide feedback, a

task which requires good communication skills.

Clinical expertise. The 1 1th theme is clinical expertise. Clinical expertise is

defined as a theoretical knowledge or understanding in the specialty of the ward or unit

as well as an ability to perform the skills related to this specialty. These skills are usually

developed by working at the bedside, either on the same ward or imit or on one with a

similar patient population. Several authors suggest that clinical expertise is important

(Schoessler & Conedera, 1987; Soltes, 1994). For example, Schoessler and Conedera

state that "the clinical expertise of department members should correspond to the

institution's areas of specialization and emphasis" (p. 61). They further elaborate this

point by stating that "minimal requirements include two years experience and formal

advanced education in the desired specialty" (p. 62). In addition, Soltes states that "nurse

educators must have a thorough knowledge of and teach others in accordance with the

accepted standards for practice and education" (p. 31). The data show that 92% (n=23)

of the participants would want another nurse educator recruited for their program to have

previous workplace experience. As well, 80% (n=20) of the nurse educators believe that
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previous work experience is one of the three most important characteristics for a nurse

educator to possess. Finally, 88% (n=22) of the participants indicated that they had

worked at the bedside in the field of nursing specific to the ward/unit for which they are

now the nurse educator. This experience ranged fi^om 2 to 25 years.

When the Standards for nurse educators are examined, two indicators address the

evaluation of nursing practice. Indicator 2a, which is a determinant ofthe professional

standard, knowledge, states that a nurse educator "identifies and evaluates information

sources that are usefiil for practice" (College ofNurses of Ontario, 1996a, p. 8) while

indicator 3c, which is a determinant of the professional standard, application of

knowledge, states that a nurse educator "critically analyzes and evaluates nursing

practice and education" (p. 9). These two indicators require the nurse educator to

identify, analyze, and evaluate information and education related to nursing practice.

The ability to perform these tasks is enhanced when the nurse educator has a clinical

background fi^om which issues can be recalled and to which the literature can be

compared. Thus, there is agreement in the literature, in the data, and in the Standards of

Practice that related clinical experience is beneficial for the nurse educator.

Adult education. The 12th theme is adult education, a theme which includes

educational preparation, knowledge of adult learning theory, and use of specific tools

such as audio/visual equipment. Several articles refer to adult learning, though each one

emphasizes different components (Heyman, 1985; Kotecki & Eddy, 1994; Naughton &

Strobel, 1996; Schoessler & Conedera, 1987; Tobin & Beeler, 1988). For example,

Heyman suggests that a minimum educational preparation is "a bachelor of science in

nursing and master's in nursing education" (p. 80). As well, theories of adult learning
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and program development are beneficial (Schoessler & Conedera), while Tobin and

Beeler suggest that the role of the nurse educator "focuses on the incorporation of adult

learning principles" (p. 94). Meanwhile, Naughton and Strobel "concluded that the

expert nurse educator needs to be accomplished in a variety of skills including adult

education" (p. 9). Despite the fact that these articles have selected different aspects of

adult education, each ofthem agree on the need for educational theory.

A review ofthe demographic data show that 88% (n=22) of the participants had

an undergraduate degree when they first became a nurse educator. However, 96% (n=24)

of the participants now hold at least an undergraduate degree, with 32% (n=8) having a

Masters degree and one participant has a PhD. Meanwhile, 32% (n=8) of the participants

are currently enrolled in a continuing education program and 80% (n=20) of the

participants studied Adult Learning Theory as part of their postsecondaiy education. In

addition, 88% (n=22) of the participants believe that a degree or higher should be the

minimum academic qualification for a newly hired nurse educator, yet only 24% (n=6) of

the participants indicated that academic qualification is one of the three most important

characteristics for a nurse educator.

When the Standards of Practice are reviewed, only one indicator reflects this

category. Indicator 3c, which is a determinant of the professional standard, application

of knowledge, states that a nurse educator "critically analyzes and evaluates nursing

practice and education" (College ofNurses of Ontario, 1996a, p. 9). Academic

preparation is essential for nurse educators in order to effectively analyze and evaluate

nursing education effectively. In summary, both the literature and the educational

achievements of the nurse educators reflect the importance of academic preparation for
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nurse educators. However, only a portion of participants see academic preparation as

being important for newly hired nurse educators. Finally, the Standards of Practice do

not have a predetermined educational requirement, and only one indicator can be

identified as requiring academic preparation in order to meet the standard. Although the

participants are demonstrating the need for academic preparation through continuing

education and the literature is showing support for academic preparation, neither the

rating ofthe need for academic preparation nor the Standards of Practice show strong

support for academic preparation for nurse educators.

Attitude. The 13th theme is attitude. This theme includes having a positive

attitude towards learning, motivation, and enthusiasm. Two articles identify attitude as

being important (Kotecki & Eddy, 1994; Schoessler & Conedera, 1987). Kotecki and

Eddy expect "newly hired educators [to] be motivated adult learners" (p. 303).

Meanwhile, Schoessler and Conedera suggest that interpersonal skills and "enthusiasm

for teaching and learning" are important since the educator must be able to hold the

attention of the audience in a classroom setting and must have the support of

administration and front-line staff in regards to projects and committee work. The data

show that 96% (n=24) of the participants indicated that enthusiasm and motivation are

important skills/abilities for nurse educators to possess. As well, 24% (n=6) of the

participants indicated that being enthusiastic is an important qualification for a newly

hired nurse educator, and 20% (n=80) of the participants indicated that motivation is an

important qualification for a newly hired nurse educator. Finally, 68% (n=17) of the

participants indicated that characteristics in general are one of the three most important

qualifications for a nurse educator. When the Standards of Practice are reviewed, it is
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noted that several Standards are influenced by attitude. However, one indicator stresses

the importance of attitude for a nurse educator. Indicator 3d, which is a determinant of

the professional standard, application ofknowledge, states that a nurse educator "creates

an environment where learning is encouraged" (College ofNurses of Ontario, 1996a, p.

9). Thus, there is evidence in both the literature and the data that a positive attitude is

important for nurse educators. This finding is supported by the Standards of Practice.

Flexibility and innovation. The 14th theme is flexibility and innovation. Only

one article identifies flexibility and innovation as important (Schoessler & Conedera,

1987). Schoessler and Conedera suggest that flexibility and innovation are important as

the educator must be able to manage multiple projects as well as adjust schedules to meet

staff availability and class schedules. The data show that all the participants agree that

flexibility and innovation are skills/abilities which are important for nurse educators to

possess. Also, 24% (n=6) of the participants indicated that flexibility is an important

characteristic for a newly hired nurse educator. This rating was one of the three most

important characteristics. As well, 4% (n=l) of the participants indicated that innovation

was an important characteristic for a newly hired nurse educator. When the Standards of

Practice are reviewed, only one indicator has an indirect link to flexibility and

innovation. Indicator 3b, which is a determinant of the professional standard, application

of knowledge, states that a nurse educator "is creative in planning and implementing

learning opportunities for consumers" (College ofNurses of Ontario, 1996a, p. 9).

Flexibility and innovation are two characteristics which allow the nurse educator to be

creative. In summary, there is minimal support for flexibility and innovation in the

literature and only an indirect link to the Standards of Practice. However, there is
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definite support from the participants that flexibility and innovation are important

characteristics for nurse educators to possess.

Leadership skills. The 15th theme is leadership skills. Several articles identify

leadership skills as being important (Kotecki & Eddy, 1994; Schoessler & Conedera,

1987; Tobin & Beeler, 1988). Schoessler and Conedera suggest that leadership skills are

important to the role, while Tobin and Beeler suggest that educators use leadership skills

to "facilitate the work of others" (p. 94). hi addition, Kotecki and Eddy found that

several nurse educators agree that while the types of assigned committees vary, each of

them were expected to play a leadership role. The data show that 96% (n=24) of the

participants indicated that leadership skills are important skills/articles for nurse

educators to possess and 16% (n==4) of the participants indicated that leadership skills are

important characteristics for a newly hired nurse educator to possess. Also, 8% (n=2) of

the participants indicated that leadership-mentor is an important communication skill for

nurse educators to possess. When the Standards of Practice are reviewed, only one

indicator has an indirect link to leadership skills. Indicator 3a, which is a determinant of

the professional standard, application ofknowledge, states that a nurse educator "helps

colleagues and consumers develop life long learning skills" (College ofNurses of

Ontario, 1996, p. 9). Leadership skills will allow the nurse educator to guide

professionals into further professional growth and development. In summary, both the

literature and participants agree that leadership skills are important for nurse educators to

possess. However, there is only an indirect link to leadership skills in the Standards of

Practice.
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Team building. The 16th theme is team building. Only one article suggests that

team building is important for nurse educators. Naughton and Strobel (1996) conclude

that expert nurse educators need to be proficient in several skills including team building.

The data show that 96% (n=24) of the participants indicated that team building skills are

important skills/abilities for nurse educators to possess and 4% (n=l) of the participants

indicated that team building skills are an important characteristic for newly hired nurse

educators to possess. Also, 8% (n=2) of the participants indicated that team

building/team development is an activity that is part of the nurse educator's current role.

When the Standards of Practice are reviewed, there is only one indicator which is

indirectly linked to team building. Indicator 3d, which is a determinant of the

professional standard, application of knowledge, states that a nurse educator "creates an

environment where learning is encouraged" (College ofNurses of Ontsirio, 1996a, p. 9).

A nurse educator that builds and develops the team helps create an environment where

learning can occur. In summary, the majority of participants indicated that team building

is important. However, there was little support for team building found in the literature

and in the Standards of Practice.

Critical thinking skills. The 17th theme is critical thinking skills. This theme

includes problem-solving, prioritization, critical thinking, and decision-making. Only

one article identifies these skills as important (Naughton & Strobel, 1996). Naughton

and Strobel identify the importance of problem-solving between departments and within

departments. In addition, they state that problem analysis, prioritization, and decision-

making are critical thinking abilities. The data show that all the participants indicated

that both critical thinking skills and problem-solving skills are important skills/abilities
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for nurse educators to possess. Also, 12% (n=3) of the participants indicated that critical

thinking is an important characteristic for newly hired nurse educators to possess. In

addition, 4% (n=l) ofthe participants indicated that problem-solving issues are one of

their current administrative responsibilities. When the Standards of Practice are

reviewed, two indicators demonstrate the need for critical thinking skills. First, indicator

3c, which is a determinant of the professional standard, application of knowledge, states

that a nurse educator "critically analyzes and evaluates nursing practice and education"

(College ofNurses of Ontario, 1996a, p. 9). Also, indicator 4a, which is a determinant of

the professional standard, ethics, states that a nurse educator "encourages and supports

critical thinking and dialogue about ethical conflicts and issues" (p. 10). A nurse

educator must have critical thinking skills in order to critically analyze nursing practice

and education as well as to support critical thinking about ethical conflicts and issues.

Thus, there is support for critical thinking skills for nurse educators from the participants,

in the Standards of Practice, and in the literature. However, the support in the literature

is much less than from the other two sources.

This review of the data has focused on the 17 themes from which the

questionnaire was based. However, a review of the data shows that there are a number of

recurrent themes which were not identified in the literature review. These main themes

include peer evaluation, conferences, and clinical work. Each of these themes and their

relationship to the Standards of Practice will be discussed.

Peer evaluation. The first theme is peer evaluation. Seventy-six percent (n=19)

ofthe participants indicated that peer evaluation is one of activities which is part of their

current role. When peer evaluation is broken down into the following components:
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assess, evaluate, and provide feedback, four indicators of the Standards of Practice can be

applied to peer evaluation. Indicator 3c, which is a determinant of the professional

standard, application of knowledge, states that a nurse educator "critically analyzes and

evaluates nursing practice and education" (College ofNurses of Ontario, 1996a, p. 9),

while indicator 6b, which is a determinant of the professional standard, professional

behaviour-accountability/responsibility, states that a nurse educator "evaluates learning

outcomes for the RN and RPN consumer" (p. 12). These two indicators focus on the

evaluation of nursing practice and learning outcomes, two components to be evaluated

when doing a peer evaluation. In addition, indicator 3e, which is a determinant of the

professional standard, application of knowledge, states that a nurse educator "provides

feedback to colleagues and consumers to encourage professional growth" (p. 9). As well,

indicator 5a, which is an indicator ofthe professional standard, continued competence,

states that a nurse educator "provides feedback to colleagues and consumers about

practice and learning" (p. 11). Completing peer evaluations enables nurse educators to

meet these two standards since providing feedback is an important step in the evaluation

process. In summary, there is agreement between the participants and the Standards of

Practice that peer evaluation is an essential component of the role of the nurse educator

despite the lack of acknowledgment in the literature.

Conferences. The second theme is conferences. Seventy-six percent (n=19) of

the participants indicated that attending conferences is one activity which is part of their

current role as nurse educator. Also, 64% (n=16) of the participants indicated that they

had either presented at a conference or submitted an abstract or poster while in the role

of nurse educator. However, there are no indicators in the Standards of Practice which
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suggest that conference work or attendance is part ofthe role of the nurse educator.

These findings are similar to the findings regarding research, in that although these

activities are common practice among many of the participants, there is no support in the

literature or in the Standards of Practice that they are part of a nurse educator's role.

Clinical work. The third theme is clinical work. Fifty-six percent (n=14) of the

participants indicated that clinical work is one activity which is part of the current role of

the nurse educator. However, when asked to define their clinical responsibilities, only

4% (n=l) ofthe participants indicated that assisting on the ward is part of their clinical

responsibilities. Yet, 16% (n=4) of the participants indicated that having reduced

bedside work is one change that they predict within the role of the nurse educator in 5

years. Thus, it may not be accurate to define clinical work as merely practicing at the

bedside. This variation in definition may account for the absence of reference to clinical

work in both the literature and in the Standards of Practice.

Summary. The roles and responsibilities of the nurse educator have been

examined using the 17 themes identified in the literature. As well, 3 additional recurrent

themes were identified in the data. These 20 themes were then discussed with regards

to any pertinent Standards of Practice. Themes such as needs assessment, orientation,

program evaluation, committee involvement, communication, clinical expertise, attitude,

and critical thinking were supported by the literature, participants, and Standards of

Practice. The use of research received support in the literature and from the Standards,

yet several participants indicated that the conduction of research as well as research

participation was occurring rather than just applying existing research. Also, publishing

received little support in the literature and no support from the Standards, yet several
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participants indicated that they had published articles. Both these trends are exciting as

they indicate that nurse educators are surpassing the minimum standards. The possibility

of crossover between the role of the nurse educator and the role of the nurse researcher

was also considered to be an influencing factor in the findings. The themes student

placement and patient education received support from the participants and minimal

support in the literature. The support from the Standards is debatable, depending upon

the definition of "consumer" in the Standards of Practice. The themes team building and

flexibility and innovation were supported by the participants with minimal support from

the literature and Standards. As well, leadership and adult education received support

from the participants and from the literature. Finally, peer evaluation was supported by

the participants and the Standards, while conferences and clinical work were supported

only by the participants. These findings suggest that a consistent set of guidelines are

needed to fiirther define the roles and responsibilities of the nurse educator. These

guidelines require flexibility so as to consider the autonomy associated with the role as

well as the diversity of the populations supported by the nurse educator.

The second step to answering question 3 involves predicting what the role of the

nurse educator will consist of in 5 years as perceived by practicing nurse educators. This

question can be explored by examining the responses to questions in part D of the survey.

In part D, all participants were asked to predict changes to the role of the nurse educator

and to their own career pathway. These responses will be explored using the following

categories: changing role, factors affecting change, retention, managerial support, and

preferred changes. Each category will be explored individually.
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Changing role of the nurse educator. The first category is the changing role of

the nurse educator. The participants were asked to describe how they predicted their role

would change within the next 5 years. Of interest, there are some common themes, but

no one or two main issues. Some of these themes will be discussed individually.

The first theme is recruitment and retention. Twenty percent (n=5) of the

participants indicated that RN turnover, an increase in orientation time, or an increase in

new graduates is one way in which their role would change. Meanwhile, 8% (n=2) of the

participants indicated that recruitment and retention would become part of this role.

Thus, nurse educators are predicting a turnover of staff and the impact of orientation and

education needs of the hires to impact on their time demands.

The second theme is nursing education. Twelve percent (n=3) of the participants

predict that a preceptor, train the trainer, or clinical expert model will be used, while

16% (n=4) of the participants predicted that there would be an increased clinical focus.

Also, 8% (n=2) of the participants predicted that there would be central education or

shared resources, while 4% (n=l) of the participants predicted that there will be "more

bridging the gap emphasis." Finally, there is a discrepancy noted regarding to which staff

the nurse educators would provide education. While 8% (n=2) of the participants

indicated that they would focus on nursing education, 4% (n=l) of the participants

indicated that they would be responsible for the role development of all staff. Thus, there

is definitely an expectation from the participants that the educational component of their

role will change. However, there is disagreement regarding the future changes.

The third theme is corporate responsibilities. Twenty percent (n=5) of the

participants indicated that they expected to have more corporate responsibilities/
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initiatives, while 8% (n=2) of the participants indicated that central education or shared

resources is a possibility. However, 4% (n=l) of the participants indicated that the role

may become part of a specific program. Once again, these data indicate that there is

some disagreement as to the direction of the role. However, the majority of the

participants who addressed this theme suggested that the role would become more

corporate. No matter what balance is determined acceptable, the corporate influence and

workload demands on the role of the nurse educator need to be examined to identify

strategies which will allow nurse educators to be available for specific issues related to

their ward or program.

The fourth theme is increasing demands on the role ofthe nurse educator. These

demands include more work/managerial duties (n=2, 8%), more nursing research (n=2,

8%), increased presenting-professional practice (n=l, 4%), increased policy and

procedure management (n=l, 4%), and increased conunittee work (n=l, 4%). These data

indicate that the participants expect to have more demands placed upon them. However,

it does not explain where the participants will find the time to accomplish these

additional tasks. The only decrease in demands predicted is less bedside work (n=2,

8%). Unfortunately, this one potential decrease will not balance out these additional

demands, when only 56% (n=14) of the participants indicated that clinical work is part of

their current activities and only 4% (n=l) of the participants indicated that assisting on

the ward is a current clinical responsibility. Given this unequal balance of increased

demands with minimal workload reduction, the questions must be asked: How could

these changes occur? What will be removed fi"om this role? Will more nurse educators

be available, or will new roles assume some of their current tasks? All these questions
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need to be asked while considering the financial state of our healthcare system, the

emergence of nurse practitioner role, and the current workload issues faced by nurse

educators. Thus, the current workload of the nurse educator needs to be examined to

ensure that both current and future expectations are realistic and equal among nurse

educators.

The fifth theme is knowledge. Eight percent (n=2) of the participants indicated

that a higher technological knowledge will be required. While no specific information

was provided, this comment may reflect the advanced computer skills, such as giving a

presentation using power point disk and a computer rather than using overhead projector

and overheads. Also, 4% (n=l) of the participants indicated that they would require high

academic qualification. This comment would have been more helpful if the level of

academic qualification had been indicated. However, there is agreement from the

literature and from the participants that academic preparation is important. Heyman

suggests that a minimum education preparation is "a bachelor of science in nursing and a

master's in nursing education" (1985, p. 80). As well, 88% (n=22) of the participants

indicated that a degree or higher should be the minimum academic qualification for a

newly hired nurse educator. Finally, 4% (n=l) of the participants indicated that they

would require an increased understanding ofQA-reference management. This finding

may be a hint of an upcoming trend or a unique demand on a specific nurse educator.

In sunmiary, there is clear agreement that the role of the nurse educator will

change in the next 5 years. However, there is no agreement regarding the specific

changes which will likely occur. The prominent themes include emphasis on orientation

related to recruitment and retention of nursing education, corporate responsibilities, and
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more demands on the role. The corporate influence and possible increase in workload

suggest the need for closer examination of the current role and workload to ensure that

new demands can be met without infringing on current tasks which are necessary to

ensure that workplace learning continues to occur. There was also a suggestion that

more knowledge will be required by nurse educators. Thus, the role of the nurse

educator needs to be monitored over the next 5 years to ensure that it adapts to change in

a positive manner.

Factors affecting change. The second category is factors affecting change. The

participants were asked to indicate which factors may influence or drive changes to the

role of the nurse educator. The two major themes which emerged were financial and

resource limitations/cutbacks and nursing shortage. For the first theme, 44% (n=l 1) of

the participants indicated that financial and resource limitations/cutbacks may influence

the role of the nurse educator. As well, 4% (n=l) of the participants indicated that more

efficient use of resources would be an influence. Thus, it appears that the participants

expect that financial limitations will have a negative impact on their role.

The second major theme is the nursing shortage. Twenty-eight percent (n=7) of

the participants indicated that the nursing shortage would influence their role. In

addition, there were a number of factors listed which directly or indirectly affect the

nursing shortage. These factors include more RN turnover/increase orientation time

(n=3, 12%), novice nurses^aby boomer nurses retiring (n=2, 8%), increase RN focus-

recruitment and retention (n=2, 8%), decreased staffing (n==l, 4%), increased

conmiitment ofRNs to stay on one clinical unit (n=l, 4%), older nursing staff (n=l, 4%),

and more lucrative opportunities in the U.S. (n=l, 4%). Thus, the majority of factors
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indicate that the nursing shortage will result in a larger turnover in staff. This turnover

will increase the demands on nurse educators, as orientation needs ofnew staff will

absorb a large portion of their time.

Another theme is patient acuity. Twelve percent (n=3) of the peirticipants

indicated that the patient population/increase patient acuity will be another influence.

This prediction may be related to regional strategies which include earlier patient

discharge and encouraging long-term care facilities (LTCFs) to provide more care for

their patients. For example, several regional LTCFs can now run intravenous antibiotics.

This practice allows more stable patients to return to these facilities, thus freeing up

hospital beds for more acute patients (personal correspondence, Connie Cook, Director

of Care). Unfortunately, the participants did not indicate how this change would

influence their role. Possibilities include more skills to teach and less time for staff to

attend educational sessions.

Another theme noticed is corporate influence. Some of these influences include

amalgamation of numerous sites (n=l, 4%), hospital vision and strategic plan (n=l, 4%),

professional practice portfolio (n=l, 4%), and managers not visible on units (n=l, 4%).

Although there is disagreement as to what the corporate influence will be, there is an

indication from the participants that corporate endeavours ultimately impact on their

role.

The final theme is factors directly related to nursing and to the nurse educator

role. These factors include qualifications increase to BScN, RN (n=l, 4%), increased

computer use (n=l, 4%), increased focus on evidence-based practice (n=l, 4%), fewer

educators (n=l, 4%), too many levels of nursing practice (n=l, 4%), and increased
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demands on educators (n=l, 4%). These factors can be further clustered into positive,

negative, and unknown influences. Positive influences include increased qualifications,

increased computer use, and an increased focus on evidence-based practice, while

negative influences include fewer educators. An unknown influence is too many levels

of nursing practice. This influence is unknown because it is difficult to be predict how

these new roles will evolve. The addition of positions such as Advanced Practice Nurses

and Clinical Nurse Specialists is opening up exciting opportunities for nurses as well as

allowing positive growth for the nursing profession. However, the clinical expertise of

these individuals suggests that they need to have some educational responsibilities so that

this knowledge is shared. The effect of the addition of these roles upon the role ofthe

nurse educator is unknown. Thus, these effects must be monitored to ensure that both

roles support and enhance each other.

In summary, the two most prominent factors affecting change are financial and

resource limitations/cutbacks and the nursing shortage. As well, patient acuity, corporate

endeavours, and factors related to nursing and the nurse educator role may also influence

or drive changes to the role of the nurse educator. Unfortunately, many of these changes

will have a negative impact, and it is impossible to predict the type of influence of other

factors. Positive steps for the nursing profession may not be positive for the role of the

nurse educator. Thus, once again, it will be important to monitor these changes and their

effects on the role of the nurse educator to ensure that it is not destroyed by these

influences.

Retention. The third category is retention. Only 28% (n=7) of the participants

predicted that they would be still in the nurse educator role in 2007. Supporting
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comments include, "I love my job" and "I am new to the role and want to accomplish the

goals I have set out for myself." These data suggest that there are some participants who

wish to continue in their present role. Unfortunately, 32% (n=8) of the participants

indicated that they would no longer be working as a nurse educator in 2007. Reasons

provided included different career goals, retirement, and dislike of the trend away from

clinical roles. Finally, 36% (n=9) of the participants were unsure as to whether or not

they would be a nurse educator in 2007. Reasons provided include stress, workload,

other opportunities, lack ofjob satisfaction and budgetary restraints. This third group is

perhaps the most important group in that they have not yet made their decision and there

is still some opportunity for management to listen to their concerns and make some plans

to ensure retention. The retention of nurse educators is important for two reasons. First,

it is costly to orient staff to new positions. Second, Benner (1982) concluded that nurses

with varying degrees of experience make clinical decisions in different ways. While

novice nurses use a set of rules, competent nurses are aware of long-range goals, and

expert nurses use intuition. Since it takes time for nurses to develop their level of

expertise, one can assume that it takes time for nurse educators to develop their level of

expertise. Thus, it is necessary to retain current nurse educators to maintain a level of

expertise among nurse educators.

Managerial support The fourth category is managerial support. Participants

were asked to indicate how management could assist them to improve the educational

experience for staff. Several main themes were identified. The first theme is financial

support. Fifty-two percent (n= 13) of the participants indicated that financial support
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would be helpful, while another 52% (n=13) indicated that backfilling/allowing staff to

attend sessions would be helpful.

The second theme is managerial expectations. Twenty-four percent (n=6) ofthe

participants indicated that managerial expectations and follow-up would be beneficial.

This finding suggests that perhaps not all nurses value continuing education and do not

seek educational opportunities readily, therefore identifying the need for management to

monitor staff participation in education sessions. This finding prompts a professional

concern in that all nursing staff in Ontario report to the CNO, and competency

maintenance is an expectation.

The third theme is support. Twenty percent (n=5) ofthe participants indicated

that support for the preceptor/orientator/supertrainer would be helpful. Thus, the nurse

educators are asking for support for the individuals who help educate the staff and

students. Meanwhile, 4% (n=l) of the participants indicated that they would like support

for committee work. However, no indication was given regarding whether this

suggestion meant support for the nurse educators or for firont-line staff to participate.

Finally, 8% (n=2) of the participants indicated that they would like the current support

and communication to continue. This finding is exciting in that it indicates that some

participants believe that they do receive good managerial support. It would be interesting

to further explore the interaction between these nurse educators and their managers to

understand what strategies are being used that are satisfactory for these nurse educators.

If unique strategies are being used, perhaps these strategies can be used to develop

supportive environments where nurse educators can perform more effectively.
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In summary, the participants indicated that financial support, backfilling,

managerial expectations, and various types of support would be beneficial. In addition, a

small percentage ofthe participants indicated that they wanted the current support that

they receive to continue. This finding suggests that some nurse educators do receive

adequate managerial support which creates an opportunity for further exploration of the

strategies and techniques used.

Preferred changes. The final category, preferred changes, has two parts. In the

first part, participants were asked to indicate what changes they would like to see to their

current responsibilities. The themes identified include more unit involvement/clinical

teaching, less clerical work/more administrative support, corporate changes, workload

issues, and role addition. Each theme will be addressed individually.

The first theme is more unit involvement/clinical teaching. Forty-four percent

(n=l 1) of the participants indicated that they would like more unit involvement/clinical

teaching. Thus, it appears that the nurse educator would like increased involvement on

the units. This strategy would be helpful to reinforce information taught in orientation

sessions.

The second theme is related to clerical work. Twenty-four percent (n=6) of the

participants indicated that they would like less clerical work/more administrative support.

Thus, it appears that some of the nurse educator's time is dedicated to clerical work

which could be accomplished by other staff. One way to support nurse educators would

be to provide them with clerical support to ensure that time is not spent doing clerical

work such as photocopjdng, filing, and assembling educational packages. Unfortunately,

it is difficult to determine fi-om the data whether or not the participants currently receive
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any clerical support. If they do, it needs to be reassessed to ensure that it is sufficient

and, if they do not, the benefits of providing them with this support need to be evaluated.

It must also be considered that clerical support is necessary if research and publishing are

part of managerial expectations for nurse educators. Research and publishing activities

can be greatly enhanced with clerical support.

The third theme, corporate changes, involves several suggestions, all ofwhich are

related to corporate influence. Thirty-two percent of the participants indicated that they

would like less corporate work/separate corporate team, 8% (n=2) of the participants

would like to improve the balance between corporate and program responsibilities, and

4% (n=l) of the participants would like corporate direction/strategic plans. Finally, 4%

(n=l) of the participants suggested that working at one site would be beneficial. Thus,

there are several improvements which could be made. The most important one is

examining the time commitment between corporate and program responsibilities or

assigning a group of educators the corporate responsibilities. As well, ensuring nurse

educators work at one only site would be a cost-effective way to provide them with

additional time.

The fourth theme is workload issues. Twelve percent (n=3) of the participants

would like more control over projects/timelines, while 4% (n=l) of the participants

would like a balanced workload amongst educators. Also, 4% (n=l) of the participants

would like more time to do things right, 4% (n=l) of the participants would like less time

devoted to policy, and 8% (n=2) of the participants would like less management

responsibilities. Finally, 4% (n=l) of the participants would like more time for

evaluation of projects/education sessions, and 16% (n=4) of the participants would like to
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do less committee work. Thus, there are definitely workload issues which prevent nurse

educators from carrying out other tasks which they believe are important. Once again,

the need for a review of the current workload of nurse educators is evident. This review

is necessary to ensure that both current and future expectations are realistic and equal

among nurse educators.

The final theme is role additions. Eight percent (n=2) ofthe participants would

like a research component/literature searches added to their role, while 4% (n=l) of the

participants would like more patient education. Unfortunately, these additions would

mean the reduction or elimination of other components of the role. However, the

literature review indicated that both research and patient education should be part ofthe

role of the nurse educator. Therefore, some adjustment needs to be made to the current

role of the nurse educator to allow time for these activities.

The second part of this section asked participants to indicate whether or not they

expected to see any of these changes in the next 5 years. Only 16% (n=4) of the

participants expected to see any of their changes occur. In contrast, 52% (n=13) of the

participants did not expect to see any ofthese changes occurring in the next 5 years.

Reasons provided include lack of expectation of clinical competency, fiscal restraints,

issues are not new, and corporate workload. As well, 28% (n=7) ofthe participants were

unsure about the implementation ofthese changes. Thus, the majority ofthe participants

do not expect to see any of their suggestions for change implemented. This is an

unfortunate statement. If management were to implement at least some of these

recommendations, the positive impact on job satisfaction and retention of nurse

educators could be remarkable. This impact, in turn, leads to fiscal savings in terms of a
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reduction in orientation costs. Thus, the final recommendation of this study is for

management to examine the resuhs of this study or even conduct their own survey of the

nurse educators to determine what changes could be implemented which might improve

job satisfaction and result in the retention of nurse educators.

In summary, the participants indicated that they would like to have more unit

involvement, less clerical work, less corporate responsibilities, less time demands, and

the opportunity to add several activities including research and patient education, to their

current activities. Unfortunately, the majority of the participants do not expect to see any

of their suggestions implemented.

The future of the role of the nurse educator has been discussed using the

categories of changing role, factors affecting change, retention, managerial support, and

preferred changes. There is clear agreement that the role will change, but there is no

agreement as to what these changes will be. Many factors affecting change have been

identified. As well, several suggestions have been made as to how management could

support nurse educators in their role. It is important for these suggestions to be

considered and for managers and nurse educators to work together to ensure that staff

receive quality education.

Recommendations

An analysis of the data received led to several recommendations being made

throughout this document. A sunmiary of these recommendations are listed below:

1. Nurse educators need to be permitted to allot a portion of their time to pursue

activities related to maintaining competency and proficiency in their skills and abilities.
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2. An ongoing evaluation of patient education needs to be conducted to ensure

that patient education needs are being met, acknowledging that the onus of providing

health teaching and patient education has become the responsibility of the bedside nurse.

3. The effectiveness of providing inservices and educational programs as a

method of educating front-line staffneeds to be studied to ensure that this is an

appropriate method of education delivery.

4. The nurse educator needs to be encouraged to develop some areas of the role.

These areas include literature review, nursing research, and publishing.

5. The impact ofthe additional workload related to students and student

placements needs to be examined to ensure that this additional set of responsibilities is

not affecting other aspects of the role. This assessment is necessary to ensure that there

are adequate resources available to educate front-line staff

6. A set of consistent guidelines which further define the role and responsibilities

of the nurse educator needs to be established. These guidelines need to be flexible so as

to consider the autonomy associated with the role as well as the diversity of the

populations supported by the nurse educator.

7. The corporate influence and workload demands on the role of the nurse

educator need to be examined to identity strategies which allow nurse educators to be

available for issues specific to their ward, unit, and program in a timely manner.

8. The current workload of the nurse educator needs to be examined to ensure

both current and future expectations are realistic and equal among nurse educators.

9. The nurse educator role needs to be monitored over the next 5 years to ensure

that it is influenced in a positive direction.
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10. The impact of the emergence of expanded nursing roles needs to be

examined to determine their effect on the role ofthe nurse educator.

1 1

.

The relationship between the nurse educator and management needs to be

studied so that strategies can be developed to ensure that management provides a

supportive environment in which the nurse educator can perform effectively. One

possible way of identifying these strategies is to study current relationships where both

the nurse educator and management express that the current relationship is both positive

and supportive.

12. The benefits of providing nurse educators with clerical support needs to be

evaluated to ensure that those who currently have clerical support are allotted enough to

meet their needs and those who do not have clerical support are allotted a sufficient

amount. This strategy would reduce the amount of time the nurse educator spends doing

clerical work such as photocopjdng, filing, and assembling educational packages.

13. Nurse educators require their work to be clustered at only one site. This

strategy would reduce the amount of travel time between sites, thus reducing

nonproductive time.

14. Hospital administrators need to examine the findings of this survey or

conduct their own survey of the nurse educators to determine what changes could be

implemented which might improve job satisfaction and contribute to the retention of

nurse educators.

Conclusions

The purpose of this study was to examine the impact of the implementation of the

Standards of Practice by the CNO and hospital restructuring upon the role of nurse
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educators at one hospital corporation with three acute care facilities and one chronic care

facility. This examination included assessing the changes that had occurred, describing

the current roles and responsibilities of the nurse educator, and predicting how the role

will change in the next 5 years. The data demonstrated that the roles and responsibilities

of the nurse educator have changed in the last 7 years. These changes can be linked to

two separate driving forces, each with a different type of influence. The Standards of

Practice have had a positive influence as they provided role clarity, while the hospital

restructuring had a negative influence resulting in additional responsibilities and less

ability to fulfill the role as thoroughly as before. In terms of the roles and

responsibilities, a literature review identified 17 roles and responsibilities for nurse

educators. However, the data showed that not all 17 roles and responsibilities were part

of the participants' current role, nor did all ofthe themes receive strong support fi^om the

participants. In addition, several responsibilities not found in a literature review were

recurrent themes among the data. These responsibilities include peer evaluation,

conference attendance, and clinical work. Therefore, more research is required in order

to further define the roles and responsibilities of the nurse educator. This research needs

to allow for flexibility among nurse educators as related to the population they support.

Finally, there is a prediction fi^om nurse educators that the role may continue to change.

However, this change may not be positive. Fortunately, the participants were able to

identify driving forces and factors which may influence change. The identification of

these two forces is the first step in monitoring the impact on the role to ensure that the

role remains strong despite these changes. In total, 14 recommendations were made

based upon the analysis of the data with support fi-om the literature and the Standards of
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Practice. These recommendations will serve as a guide for hospital administrators as

they provide further understanding of the role of the nurse educator.
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Revised Professional Standards for Registered Nurses and

Registered Practical Nurses in Ontario (1996)

The Professional Standards indicate that there are six profession standards for

nurses in the province of Ontario. Each of these six standards have one or more

indicators for a nurse in an educator role. These are expectations placed on educators

specific to their role within the nursing profession. These standards and their indicators

are as foUow^s:

1) Professional Service to the Public

conducts programs relevant to the learning needs of consumers

2) Knowledge

identifies and evaluates information sources that are useful for practice

3) Application of Knowledge

helps colleagues and consumers develop life long learning skills

is creative in planning and implementing learning opportunities for

consumers

critically analyzes and evaluates nursing practice and education

creates an environment where learning is encouraged

provides feedback to colleagues and consumers to encourage professional

growth

4) Ethics

encourages and supports critical thinking and dialogue about ethical

conflicts and issues
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5) Continued Competence

provides feedback to colleagues and consumers about practice and learning

6) Professional Behaviour - Accountability/Responsibility

provides learning opportunities for the RN and RPN consumer to enable them

to acquire the knowledge, skills and clinical experience needed to practise

evaluates learning outcomes for the RN and RPN consumer

(College ofNurses of Ontario, 1996a)
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Appendix B

Timeline of the History of Nursing in Ontario
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Timeline of the History of Nursing in Ontario

1867
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1922
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1975
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Appendix C

Pilot Questionnaire

Survey of Nurse Educators
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Survey of Nurse Educators

Part A

1) Please indicate the number of years that you have worked as a Clinical Nurse

Educator.

2) What is your current status of employment?

Permanent full-time educator Temporary full-time educator

Permanent part-time educator Temporary part-time educator

Other (please describe)

3) Please indicate the year you became a Registered Nurse.

4) Age <25 years old 25-35 years old 36- 45 years old

46 - 55 years old >55 years old

5) Sex : Male Female

6) What is your current level of completed education?

Diploma in Nursing

BScN
Other Undergraduate Degree (please specify)

Masters in Nursing

Masters in Education

Other Masters degree (please specify)

Doctoral Studies (please specify)

7) Are you currently enrolled in any continuing education programs?

Yes No
If Yes, please specify

8) What was your highest completed level of education when you first became a Nurse

Educator?

9) Did you receive any formal education in adult learning theory as part ofyour post

secondary education? Yes No
If Yes, please list classes or describe content covered
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PartB

1) How many years of bedside nursing experience do you have in the field of nursing

specific to the ward/unit for which you are a nurse educator (i.e. ifyou are a nurse

educator for ICU, how many years did you work in a critical care area as a bedside

nurse?)

2) Please describe in percentage how your time is divided based on last year?

staff education

patient education

committee meetings

committee meeting preparation

research

conferences

clinical work

other

3) Please indicate the percentage ofyour week you spend doing the following tasks:

a) preparing for meetings

b) attending meetings

c) preparing for education sessions for front-line staff

d) giving education sessions to front-line staff

e) preparing for patient education sessions

f) giving patient education sessions

g) trouble-shooting equipment/ policies

h) literature review

i) research related activities

j) other activities (please describe and indicate percentage of time)

4) Please list your 10 most frequent activities in one week.

a) f)

b) g)_

c) h)_

d) i)_

e) j)_

5) Who else educates the staffon the unit to which you are assigned?

other educators (non-nursing)

company representatives

managers

physicians

nurses in expanded roles (i.e. Advanced Practice Nurse)

other (please indicate)
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6) In your opinion what is the best way to determine educational needs of the staff ?

oral communication with staff

staff requests

personal observations

data from incident reports

direction from managers _
needs assessments

other

7) Since you became an educator, how many needs assessments have you conducted

1 2 3 4 5

8) What prevents you from conducting more needs assessments among the staff ?

lack oftime

assessment doesn't yield useful information

staff don't fill them out

lack of experience

other (please specify)

9) How many different inservices / educational sessions do you teach each year?

1-4 5-8 9-12 12+

10) In reference to the number selected in the previous question,

how many are mandatory &/or corporate wide (i.e. whmis, restraints )

how many are at manager's request

1 1) On average, how long does it take you to prepare for a 15 minute inservice? (include

all preparation and presentation time)
.

12) Please describe the current learning environment for front-line staff

13) How do you compensate for any part ofthe learning environment which is not

optimal for front-line staff? Please consider physical layout, location and demands

on the staffbeing educated?
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14) Maintaining the attention of front-line workers is often difficult due to the other

demands placed on them during their shift. What specific strategies do you use to

hold their attention?

15) What strategies do you use to meet the education needs of staffwho work only

evenings, nights or weekends?

16) Which equipment have you used in the last year for inservices?

a) VCR
b) slide projector

c) overhead projector

d) computer (i.e. power point presentations)

e) skills labs

f) other (please specify)

17) Do you teach any corporate orientation sessions?

Yes No

1 8) Have you evaluated or critically analyzed any programs within the last year?

Yes No
If yes, please specify

19) Have you evaluated or critically analyzed any policies or procedures within the last

year?

Yes No
If yes, please specify

20) Have you evsduated or critically analyzed any nursing practice within the last year?

Yes No
If yes, please specify
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21) What specific skills do you have which help you to evaluate programs, policies,

procedures and nursing practice?

22) Do you conduct or participate in any ongoing research as part ofyour role as a nurse

educator? Yes No
If yes, please describe

23) How many conferences did you attend last year?12 3 4+

24) How many times have been a presenter at a conference since you became a nurse

educator?

25) How many publication have you. . .

.

a) written

b) co-written

26) On how many committees do you actively participate?

1-2 3-4 5-6 7+

27) How many of these committees are:

hospital based

program specific

unit specific

28) Please describe your participation on these committees, (i.e. chair; co-chair)

29) What strategies do you use to encourage front-line staff to become members of

committees?

30) Please describe any responsibilities related to students and the preceptor program.
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31) Please describe any duties related to patient education.

32) What strategies do you use to promote life long learning among front-line workers?

33) What strategies do you use to promote cohesiveness among team members?

34) Ifyou were given a promotion and then asked to hire a suitable replacement for your

current role, what characteristics and qualifications would you want the successful

candidate to possess?

a) academic qualifications

b) previous work place experience

c) previous teaching experience

d) characteristics

e) skills

35) From the list in question 36, please indicate the three most important

qualifications/characteristics overall.

a)

b)

c)

36) What are your current administrative responsibilities?

37) What are your current educational responsibilities?
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38) What are your current clinical responsibilities?

Parte

Please only answer part C if you have been a nurse educator for 5 years or longer.

If you have been a nurse educator for less than 5 years, please proceed to part D on

page 8.

1) Please recall the ten most frequent activities that you v^ould have done in one week
five years ago.

a) f)

b) g)

c) h)

d) i)

e) j).

2) Please list three activities or responsibilities that you would have done five years ago

but are no longer required to do

a)

b)

c)

3) Please describe the type of administrative responsibilities that you would have had 5

years ago.

4) Please describe the type of educational responsibilities that you would have had 5

years ago.

5) Please describe the type of clinical responsibilities that you would have had 5 years

ago.
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PartD

All nurse educators please answer

1) Please describe three ways that the role ofthe nurse educator may change in the next

five years.

a)

b)

c)

2) Please list any factors which may influence or drive these changes.

3) Do you see yourself as still being a nurse educator in five years?

Yes No Unsure

Please explain

4) How could management assist you to improve the educational experience for staff.

5) Please list three changes that you would like to make to your current responsibilities.

a)

b)

c)

6) Do you see any possibility of any of these changes occurring in the next five years?

Yes No Unsure

Please explain

Thank you
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Appendix D

Comment Sheet for Pilot Study
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Comment Sheet for Pilot Study

thesis: Changing Roles of Clinical Nurse Educators: The Impact of

Professional and Statutory Mandates in Ontario

1) How long did it take you to complete the questionnaire?

2) Are the questions clear and easy to understand?

Yes No
Please explain

3) Are there any other questions which would provide important information

which have not been included?

4) Are there any questions which appear unnecessary or redundant?

Please explain

5) Please provide any other comments

THANK YOU
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Appendix £

Final Survey of Nurse Educators
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Survey of Nurse Educators

Part A - Demographics

1) Please indicate the number of years that you have worked as a Clinical Nurse

Educator.

2) What is your current status of employment?

Permanent full-time educator Temporary fiill-time educator

Permanent part-time educator Temporary part-time educator

Other (please describe)

3) Please indicate the year that you became a Registered Nurse.

4) Age <25 years old 25-35 years old 36- 45 years old

46 - 55 years old >55 years old

5) Sex : Male Female

6) What is your current level of completed education?

Diploma in Nursing

BScN
Other Undergraduate Degree (please specify)

Masters in Nursing

Masters in Education

Other Masters degree (please specify)

Doctoral Studies (please specify)

7) Are you currently enrolled in any continuing education programs?

Yes No
If Yes, please specify

8) What was your highest completed level of education when you first became a Nurse

Educator?

9) Did you receive any education in adult learning theory as part ofyour post

secondary education? Yes No
If Yes, please list classes or describe content covered

10) How many years of bedside nursing experience do you have in the field of nursing

specific to the ward/unit for which you are a nurse educator (i.e. ifyou are a nurse

educator for ICU, how many years did you work in a critical care area as a bedside

nurse?)
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Part B - Current Activities

1) Please indicate which activities are part ofyour current role (please select all

activities that apply.

staff education patient education

committee meetings conferences

research literature review

peer evaluation clinical work

policy development other

2) Please describe your clinical responsibilities.

3) Please describe your administrative responsibilities.

4) Please describe any responsibilities related to students and the preceptor program.

5) Please describe any duties related to patient education.

6) Have you evaluated or critically analyzed any policies, procedures, programs or

nursing practice within the last year?

Yes No
If yes, please specify

7) How many different inservices / educational sessions do you organize each year?

1-4 5-8 9-12 12+

8) How many different inservices / educational sessions do you teach each year?

1-4 5-8 9-12 12+

9 ) Is the material presented at these inservices evidence based?

Always Usually Sometimes Never
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10) How do you determine the educational needs ofthe staff? (i.e. needs assessment)

1 1) Do you teach any corporate orientation sessions?

Yes No

12) Do you conduct or participate in any ongoing research as part ofyour role as a nurse

educator? Yes No

13) How many times have been a presenter at a conference or submitted an abstract or

poster to a conference since you became a nurse educator?

14) How many publications have you written/co-written?

15) On how many committees do you actively participate?

1-2 3-4 5-6 7+

16) Please indicate which of the following skills/abilities are important for nurse

educators to possess (please check as many as you believe are important)

leadership skills flexibility

critical thinking skills innovation

problem solving skills motivation

team building skills enthusiasm

17) Ifyou were asked to recruit another nurse educator for your program, what

characteristics and qualifications would you want the successful candidate to

possess?

a) academic qualifications

b) previous workplace experience

c) previous teaching experience

d) characteristics

e) communication skills

18) From the list in question 17, please indicate the three most important

qualifications/characteristics overall.

a)

b)

c)





215

Part C - Past Experiences

Please only answer part C if you have been a nurse educator for 7 years or longer.

If you have been a nurse educator for less than 7 years, please proceed to part D on

page 5.

1) Please indicate which activities were part of your role seven years ago (please select

all activities that apply).

staff education patient education

committee meetings conferences

research literature review

peer evaluation clinical work

policy development other

2) Please list three activities or responsibilities that you would have been part of your

role seven years ago but are no longer considered part ofyour role.

a)

b)

c)

3) Please describe the type of administrative responsibilities that you would have had as

a nurse educator seven years ago.

4) Please describe the type of educational/teaching responsibilities that you would have

had as a nurse educator seven years ago.

5) Please describe the type of clinical responsibilities that you would have had as a

nurse educator seven years ago.

6) Please describe how the introduction of standards for educators by the College of

Nurses of Ontario has impacted on your role and your practice.
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7) Please describe how the hospital restructuring/redesign impacted on your role.

Part D - Future Role

All nurse educators please answer

1) Please describe three ways that you see the role of the nurse educator changing in the

next five years.

a)

b)

c)

2) Please list any factors which you believe may influence or drive these changes.

Please consider external changes i.e. nursing shortage and internal changes i.e.

changes to hospital environment.

3) Do you predict that you will be working in a nurse educator role in the year 2007?

Yes No Unsure

Please explain

4) How could management assist you to improve the educational experience for staff.

5) Please list three changes that you would like to make to your current responsibilities.

a)

b)

c)

6) Do you foresee any of these changes occurring in the next five years?

Yes No Unsure

Please explain

Thank you
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Letter to Pilot Study Participants
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Brock University

oilcy <»f Education St Cathariius. Oncario Telephone (905) 688-S55() Hxt. 33^0

radiiate and llndernradiiatc Studies Canada I.2S 3A1 Fax (905) 68H()5^^

February 27^ 2002.

Dear Nurse Educator,

Thank you for agreeing to participate in the pilot study portion ofmy Master of Education

research project. As we discussed earlier, I am studying the role of the nurse educator in the

hospital setting. I believe that this is an important area for research since many factors both

internal and extemal to the hospital have affected the role of the nurse educator. These factors, in

turn have led to a knowledge deficit as to how valuable role of the nurse educator is to the nursing

profession..

This survey and research project entided, "Changing Roles of Clinical Nurse Educators: The
Impact of Professional and Statutory Mandates in Ontario" have been reviewed and received

approval firom the Research Ethics Board at Hamilton Health Sciences (905-527-4322 ext. 42013)

and fi-om Brock University Research Ethics Board (905-688-5550 ext.3035).

In this package you will find a draft of the questionnaire which I am distributing to other nurse

educators as part of this study. For the pilot portion of this project, I am asking you to complete

the questionnaire and answer the following questions on the corrunent page enclosed.

1) How long did it take you to complete the questionnaire?

2) Are the questions clear and easy to understand?

3) Are there any other questions which would provide important information which have not

been included in this survey?

4) Are there any questions which seem uimecessary or redundant ?

5) Do you have any other comments or suggestions regarding the questionnaire?

Your participation in the pilot study is greatly appreciated. Ifyou have any fiirther questions or

conmients please do not hesitate to contact me or my faculty advisor. I can be reached at (905)

527-4322 ext. 42248. My faculty advisor at Brock University is Dr. W. Richard Bond, Director of

the Centre for Adult Studies and Distant Learning and he can be reached at (905) 688-5550

extension 3498. Please return the completed questionnaire and comment sheet to me using the

postage-paid, self-addressed envelope provided before March 10^, 2002. Once again, thank you

for yoiu^ assistance.

Sincerely,

Lori-Ann Phillips RN, BScN
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Appendix G

Approval from Brock University Ethics Board
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Senate Research Ethics Board Extensions 3205/3035, Room C315

FROM: David Butz, Chair

Senate Research Ethics Board (REB)

TO: Richard Bond, Education

Lori Phillips

FILE: 01-168, Phillips

DATE: February 14, 2002

The Brock University Research Ethics Board has reviewed the research proposal:

Changing Roles of Clinical Nurse Educators: The Impact of Professional and
Statutory Mandates in Ontario

The Subcommittee finds that your proposal conforms to the Brock University

guidelines set out for ethical research. Your research proposal has been approved

through the expedited review process for the period ofFebruary 14, 2002 to

October 28, 2002.

Accepted as clarified.

Expedited Review of a research proposal (by 2 members of the Research Ethics

Board and review by the Chair of the REB) is equivalent to approval provided by the

full REB (i.e., it does not mean conditional approval). However, the Chair of the REB
must report to the fiill REB on a monthly basis about any expedited reviews that they

have conducted. At such meetings, the full REB could ask for additional changes to

the research protocols being used in a particular study. If this were to occur, the

decision of the full REB will always over-ride the earlier decision ofthe two REB
members and the Chair.

Please note :

Changes or Modifications to this approved research must be reviewed and approved

by the committee. Please complete form REB-03(2001)Requestfor Clearance ofa

Revision or Modification to an Ongoing Application to Conduct Research with
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Human Participants and submit it to the Chair of the Research Ethics Board.

The Tri-Council. Policy Statement requires that ongoing research be monitored.

Researchers with projects lasting more than one year are required to submit REB-
02(2001) Continuing Review/Final Report annually and at the completion of the

project. The Office ofResearch Services will contact you when this is required. All

projects, with the exception ofimdergraduate projects, will require this form to be

submitted to the Research Ethics Board upon completion ofthe project.

These forms are available from the Office ofResearch Services web site:

DB/dvo

Deborah Van Oosten

Research Ethics Officer

Brock University

phone: (905)688-5550, ext. 3035 fex: (905)688-0748
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Senate Research Ethics Board Extensions 3205/3035, Room C315

FROIWI: David Butz, Chair

Senate Research Ethics Board (REB)

TO: Richard Bond, Education

Lori Phillips

FILE: 01-168, Phillips

DATE: May 09, 2002

The Brock University Research Ethics Board has reviewed the research proposal:

Changing Roles of Clinical Nurse Educators: The Impact ofProfessional and Statutory Mandates in

Ontario

The Research Ethics Board finds that your modification request to an ongoing project involving human
participants conforms to the Brock University guidelines set out for ethical research.

DB/dvo

Deborah Van Oosten

Research Ethics OflScer

Brock University

phone: (905)688-5550, ext. 3035 fax: (905)688-0748
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Appendix H

Letter to Study Participants





224

Brock University

l-atulty of I-ducation Sr Catharines. Ontario Telephone- (905) 688-5550 Ext. 3340

(iniduate and Undergraduate Studies Canada I.2S 3A1 Fax (905) 688-0544

May 31", 2002
~~~

Dear Nurse Educator

I am a graduate student in the Master of Education program at Brock University, in St. Catharines,

Ontario. I am currently working on my diesis which involves examining the role of the nurse

educator in the hospital setting. To date, there is limited research which defines the role and

responsibilities of the nurse educator within the hospital environment. Thus, I am conducting a

survey of all nurse educators within the Hamilton Health Sciences to gain insight into the current

role and responsibilities of the nurse educator. This survey and research project entitled,

"Changing Roles of Clinical Nurse Educators: The Impact of Professional and Statutory Mandates

in Ontario" have been reviewed and received approval fi^om the Research Ethics Board at

Hamilton Health Sciences (905-527-4322 ext. 42013) and from the Brock University Research

Ethics Board (905-688-5550 ext. 3035).

Within this package you will find a survey that asks you to identify your role and various

responsibilities within the Hamilton Health Sciences. Your participation in completing this survey

would be very much appreciated. All information will be kept confidential. The information

gained will important as it will reinforce that valuable asset that nurse educators are to front-line

staff and to nursing as a profession. Completing this survey is completely voluntary and should

take approximately 30 minutes. I would also ask that these questionnaires be completed

individually rather than in groups so that the data reflects the different practices within the various

programs of Hamilton Health Sciences. When completed, please put the survey in the retum

envelope provided and retum to the investigator before June 28*, 2002 \'ia inter-hospital mail.

Thank you very much for taking the time to complete the survey. The results will assist in

identifying the need for nurse educators within hospitals and within the nursing profession. A
summary of the findings will be available in October, 2002. Ifyou would like to receive a

summary of the findings, please complete the request form and retum it to me separately via inter-

hospital mail (attention: Lori Phillips c/o ward 497).

Ifyou have any fiirther questions or need anything clarified, please feel free to contact Lori

Hiillips at (905) 527-4322 extension 42248. My faculty advisor at Brock University is Dr. W.
Richard Bond, Director of the Centre for Adult Studies and Distant Learning. He is available to

speak with you should you wish and he can be reached at (905) 688-5550 extension 3498.

Sincerely,

Lori-Ann Phillips RN, BScN
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Appendix I

Request for a Summary of Study Findings
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Dear Researcher:

I would like to receive a summary of the findings of the study entitled,

"Changing Roles of Clinical Nurse Educators: The hnpact of Professional

and Statutory Mandates in Ontario." Please send this summary to

Thank You
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Appendix J

Follow-up Letter to Study Participants
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Brock University

Faculty of F.ducaiion St Catharines. Ontario Telephone (905) 688-S550 V.xi. 53-i()

(;niduate and Undergraduate Studies Canada I.2S 3A1 Fax (905) 688-0544

July 5*, 2002
~~~

Dear Nurse Educator

Approximately one month ago, you were mailed a questionnaire which assesses the past, present

and ftiture roles and responsibilities ofthe nurse educator in the hospital setting. This letter is a

reminder that your participation in this study is highly valued. A higher response rate will

improve the quality ofthe data received. As I mentioned in the original letter, the intent ofthis

study is to gain insight into the current role and responsibilities of the nurse educator. This survey

and research project entitled, "Changing Roles of Clinical Nurse Educators: The Impact of

Professional and Statutory Mandates in Ontario" have been reviewed and received ^proval from
the Research Ethics Board at Hamilton Health Sciences (905-527-4322 ext. 42013) and from the

Brock University Research Ethics Board (905-688-5550 ext. 3035).

Within this package you will find a survey that asks you to identify your role and various

responsibilities within the Hamilton Health Sciences, a return envelope and a form to request a

summary of the findings of this study. As I mentioned in the first letter, all information will be

kept confidential and participation in this study is completely voluntary. Also, I would also ask

that these questionnaires be completed individually rather than in groups so that the data reflects

the different practices within the various programs of Hamilton Health Sciences. When
completed, please put the survey in the retum envelope provided and retum to the investigator

before July 31'*, 2002 via inter-hospital mail.

Thank you very much for taking the time to complete the survey. The results will assist in

identifying the need for nurse educators within hospitals and within the nursing profession. A
summary of the findings will be available in October, 2002. Ifyou would like to receive a

summary ofthe findings, please complete enclosed the request form and retum it to me separately

via inter-hospital mail (attention: Lori PhilUps c/o ward 497).

Ifyou have any fiirther questions or need anything clarified, please feel free to contact Lori

PhiUips at (905) 527-4322 extension 42248. My faculty advisor at Brock University is Dr. W.
Richard Bond, Director of the Centre for Adult Studies and Distant Learning. He is available to

speak with you should you wish and he can be reached at (905) 688-5550 extension 3498.

Sincerely,

Lori-Ann Phillips RN, BScN



1^73










