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CHAPTER 1
INTRODUCTION
Nature and Signilicance of the Problem
Nursing has not achieved full-lledged professional stetus. Evidence on
the part of organized nursing to pursue this goal can be found in the "Nurses
Code" {American Nurses Association [ANA], 1978k "The nurse acts to
safeguard the client and the publle when health care and safety are affected
by incompetent, unethical or illegal practice of any person” {(p. 8). In the
interpretive statements accompanying this edition of the code ol ecthics, the
ehavior is termed "the role of [the nurse asl client advocate.," This public
acknowledgement of a comtnitmenl to the client manifests a significanl slep
toward full-fledged professional status for nursing.
The struggle to attain full-fledged professional status began with the
elfTorts of Florence Nightingale. Faced with a public image of nursing as
represented by the drunken, dirty Sairy Gamp, the nurse depicted in Charles

Dickens', Martin Chizzlewit, Nightingale adopted the discipline of the military

in preparing young women 1o care for ilhe sick, This image of Lhe nurse as
loyal soldier has prevailed in the mind of the publie. Nightingale, in addition,
sotght to provide an adequate educational hasis {or the nurse.

When Nighlingale returned Jrom the Crimea in 1885, she estahblished a
school of nursing that would he a prototype ol early schools in the United
States. These schools were independent of the hospital and sought to maintain
sound educational standards in order to prepare competent practitioners of
nurging.  The standards of practice rvesulting from such educational programs
were professional in nature. The success of such programs was thwarted when
it became common practice to use student nurses as cheap labor to stafl

hospitals, This practice continued well into the twentieth century.
10
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This sftuation, however, odid not prevent nurses from considering
themselves as professionals. The editors described the purpose of the First

professional journal, the American Journal of Nursing, to provide a service to

the emerging group of professional nurses (American Journal of Nursing

[AIN], 1300,

While physicians generally supported the concepl ol nursing as a
prafession, others raised questions as to the possibility of this eccurring. One
such physician compared nursing to the medical profession and in deing do
identified the following as criteria of a profession:

1. Be willing to subject yourselves to critical treatmaent.

2. Be prepared to accept a code of ethics.

1. Tench others to become SuccpesSsors.

4, Deavelop & body of knowledge.

5. Form a professional organization and a preofessional journal.

6. Admit that one does not know everything--that a basic

education is just a beginning.

7. Have a genuine love for the calling.

8. Determine bagle educational requirements apd set standards of

care {Worcester, 1902).
The weakness this physician identified was that nursing generally looked Lo Lhe
physician 1o educate newcomers to nursing. Professional status would only
come as nursing developed a body of knowledge and was able to transmit this
to newcomers,

[n order to assess current prefessional status it is more meaningful to
utilize criteria developed by Abraham Flexner and generally accepted today, as

hallmarks of a profession. Flexner identified five major characteristics of a
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profession: (a) a code of ethics; (b} peer colleagueship; (c} collaboration with
others; {d) autonomy, and {e} a body of knowledge (AMastal, 1985).

Masta! (19853}, in reviewing the progress of nursing in meeting these
eriteria, notes significant progress. Mastal found the greatest weakness, and
at the same time 1he mest difficult to achieve, was autonomy in practice.
While nursing has been able to establish standards of practice and education,
the ability to func¢ilion as auwtonomous professionals has eluded practitioners.
Nurses must be willing to accepl accountahilily and responsihility to the client
hefore significant progress toward autonomy in practice will be achieved.
There is evidence in the literature to demonstrate that for a varlely of
reasons, not all nurses are ready and willing to take this step toward full-
fledged professional recognition (Weiss & Remen, 1%83). This inabitity to
gssume accountabijity and responsibility to the client makes the nurse's role as
client advocate difficult and perhaps impossible to achieve.

Winslow {1984}, in an extensive review of the nursing literature, found a
genera! lack of agreetnent in the interpretation of the role of client advocate
among nurses.  This diversity of interpretation weakens the power nurses have,
as the largest group of health care professionals, to affect quality health cara.
Finding at least seven different ways nurses define their role as clienl
adyocate, Winslow recommends the elarification of the meaning of the client
advocate role.  Unless this takes place, the cenlral moral significanece of the
advocacy role, the power to shape actions intended to protect and enhance the
perschal autocnomy of the client, will not cccur. "Further clarification of this
significance is essential if the metaphor [loyalty to ihe physician te become

advacale for the client] is 1o rise above the lewvel of a sitmple slogan" (p. 28).
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The problem addressed by this study is the need to accurately understand
prominent, contemporary meanings and rationales as a basis [or developing
consensus in nursing of the client advocate role. As a step toward this goal,
this study will attempt to confirm or modify Winslow's typelogy of definitions
and provide an in-depth analysis of these definitinns,
Theoretical Framework

According to Winslow {1884}, nursing is evolving Irom an ethical attitude
ol loyalty to the physician 1o one of advocacy for the client. In this
evolution, however, Winslow found live ambiguities and potentials for criticism.

1. The meaning of advocacy needs clarification.

Winslow found at least seven different ways in which nurses define client
advocacy: {a}) doing what is Dbest Ffor the clienily (b) helping the client to
obtain needed health care; {c) assuring qualily care; {d) serving as liaison
between the client and the health care system; (e} defending the client's
rights; ([} assuring exercise of self-determination on the part of the clignt,
{g} assisting the client to deal with fear., The author does not Idenlify
specifically the source of the majority ol these definitions. The Tirst
definition, doing Llhe best for the cHeni, is a broad, "construcd" way that
cncompasses all nursing actions in general, The next four definitions are types
of specific actions most nurses have in mind in relation to heing a client
advocate. Winslow finds assuring exercise of self-determinztion [or the
client as being the mosl well analyzed of the deflinitions., Gadow (1883} has
written extensively in relation te this definition, and Winslow holds her work
as a pattern 1o be followed in bringing clarification to the other definition.
The last definition, 1=ssisting the client to deal with fear, falls under the
same classiflcation as  those thal nurses recognize as  specific advocacy

behaviors.
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2. State nursing practice acts nced revision {o inctude this behavlor.

Since few stnte nursing practice acts have been revised to include this
behavior, many legal questions erise when the nurse acts as client advocate.
At the present time, threat of retaliation and loss of professional and
economic security are bound t{o have a deterrent effect on the nurse's
willingness to act as client advocate.

3. Palienls and Tamilies are often unprepared to accept the nurse as
advocate.

Winslow finds patients and families view the nurse in the tradltional role
of loyal soldier, substitute parent, assigiant physician, or even handmaiden.
Although nursing laments this fact, the public image of the nurse will not
readily change.

4. Advocacy s [requently associaled with controversy.

Advocacy events are f{raughlt with discord in any profession, The
challenge is to refrain from being upduly contenticus and to prepare new
graduates to deal with the conflict associated with advocacy.

5. The advocacy role resulis in conflicting loyalties and interests.

The mest difficuit aspect of these ambiguities is a dilemma concerring
when the role of advocacy must take precedence over the legitimate concerns
of loyalty. An ethic of advocacy cannot be called adeguate without a place
for ihe virtue ol loyally. Winslow states these five concerns are impediments
that must be overcome il nursing's new ethic of advocacy is to be elfective.

winslow offers no explanation for the divergence of opinions of the client
advocacy role. Since he does not substantiate the existence of such a wide
range of definitions, the purpose of this study iz to determine whether or not

these definitions adequately represent the way in which nurses defline their
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role as clienl advecate. In addition, consideration will he given to the
existence of other contextual Factors Lthat play a part in the lack ol consensus
held by nurses of this role.
Main BResearch Cuestion

Is Winslow's typology of meanings for nurse advocacy adequate to
describe, and serve as a basis Tor explaining, the diversity of meanings given
to it by registered nurses?

Winslow found, in an extensive review of the nursing literature, nurses
define their role as client advocate in a variety of ways. The intent of this
study is to determine whether or not these definitions represent the manner in
which a random sample of registered nurses define the client advocacy role.
A rontemporary approach was used to determine the validity of Winstow's
lindings.

Besearch Questions

Is there evidence in the historical development of the nurses' code of
ethics of elements/characteristics of client advecacy?

The term, client advocate, does not appear in the nursing literature until
the 1976 revigsion of the "Nurses Code." Murses recopnized, however, in the
early years of praciice that confidence in the physician was often not merited
or warranted. in  the past, nurses have deall with this problem by
manipuiating the environment rather than confronting the physician. The
definitions identified by Winslow seem to support this behavior. Such words as
doing the best for the client, obtaining needed care, and assuring quality care
seem lo indicate a pessive response to the client's need. While words such as
defending the client's rights and assuring sell-determination [or the client

indicate a maore active type ol advocacy behavior.
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Advocacy is defined {Webster, 1976) as the act of pleading the cause of
another. An advocate is one who speaks or writes in support of a person or
cause. MNurse authora [Kohnke, 1882; Adams, 1378) define client advocacy as
the act of loving and caring, as defending the rights and best interests of the
client. Traditionally, nurses were responsibhle to the client only through
implementation of Lhe medical care plan. Advocacy refocuses {his
responsibility te the client and, as such, represents a mature professionalism.

Professicnalism has been deflined in o variety of ways. Originally, the
term relorred to the profession of the religious person, During the latter half
of the ninetecenth century, a professional was one who had social status,
education, and may not have worked for a living. [ndustrial soclety portrays a
professlonal as one who scrves a client based on a scientific hody of
knowledge, a peer colleagueship answering to none oulside the profession, and a
private, individual relationship with a client.

Autonomy, a characleristic of proflessionalism, indicates the degree to
which an individual acis as an independent agent. This behavior in turn
indicates an acceptance of responsibilily and accountability to the client.

Does Winslow's typology of definitions accurately and comprehensively
represenl the diversity of advocacy interpretations hy registered nurges?

1. Dnes Winslow's typology include all of the advocacy interpretations
given by registered nurses?

2., Are any of the statements contained in  Winslow's typology
superfluous?

A, 1s there a iendency lor one or more advocacy interpretations to be

dominanl?
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4, IT it does appear, what is responsible fer the discrepancy between
Winsiow's findings and research findings?

5. What f§s the relationship between the {Irequency of selection ol a
particular interpretation and one or more of the following: (a) type of basic
cducational program; {b) age; (c) date of completion of program; (d} level of
educational preparation, and (e} area of practice {over past five years).

A typology is the study of, or study hased on, the study and analysis or
division of humanity based in terms of sccial types (Wehster, 1976).
Typologies are classification systems made uwp ol categories dividing some
aspect ol the world into parts (Patton, 1980, p. 306} In this study, Winslow's
definitions represent the way in which nurses define their role of client
advocate. These definitions represent professional behavior as the actor's
gofinition of human events. Factors influencing these opinions are age, hasic
educational preparation, and area of nursing practice over the past five years.
A consensus around any one deflinition is of interest to the investigalor.

What conlextual factors exist that can help to account for the lack of
consensus among nurses of their role as clienl advocates?

A conlextual factor is a faclor or phenomeron occurring before the 1976
revision of the "Nurses Code," and exists at the present time. Any contextual
factor is relevant to the lack of consensus of nurses of their role as client
advocate. Client advoracy is & complex concept that did not arrive at the
present state of confusion without significant involvement of other factors
aflecting nursing. In analyzing the socinl interactions between nurses and
pther health care prolessionals, a major factor was identified as well as

several contributory Tactors relating to the major [actor.
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Speculative Question

What meaning of advocacy has the most promise to give direction to
nursing practice?

The purpose of gaining consensus of the practlice of elient advocacy in
nursing is 1o improve quality of client care through a clearer understanding of
the obligutions of the role. Can it he assumed that the interpretation chosen
most frequently is alsc the professional behavior that will assure this outcome?
Have nurses chosen this behavior intuitively? What is the relationship between
the interpretation chosen most frequently and the future of nupsing? What is
the relationship with quality client care?

Method of Inguiry

The wvariety of definitions lound by Winslow in his review ol the nursing
literature were submitled {o a random sample of registerad nurses in the state
of Virginia. The purpeose was to determine whether ar not the definitions
found by Winslow were viewed by nurses as delining the role of the nurse as
client advocate, adequately and accurately, Any additional ways nurses hold
for defining 1his role, any definitions more significanl than others, any
definitions fell not to define the role,were determined.

A review of the professional nursing literature was carried out to
identily contextual factars that contributed teo the lack of consensus held by
nurses of their role as client advocate. [n addition, the nurses' code of ethics
was analyzed for elements of client advecacy prior te the delinitive
slatements in the 1976 version.

Contextual factors affecting the variety of definitions cxpressed by
registered nurses included a major factor-~the nurse-physician relationship and

ihe role conflict invelved in this relationship. In addition, certain elements of
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the development of nursing as a& profession were considered as contextual to
the nurse-physician relationship and the variety of opinions held by nurses of
their mole as client advocate,

Contemporary data were collected from a randem sample of nurses
registered to practice in the state of Yirginia, These data determined the
degree to which these nurses agreed with Winslow's typology of definitions and
the ecxpression of additional delinitions. A survey tool was constructed, using
a Likert-type scale to arrive at a numerice!l expression of this agreement.
The tool gave the respondent an opportunity to deflne client advocacy in one's
own words. The responses to these questions were content analyzed using
Winslow's typology as a [ramework. The degree of agreement with the
typology was noted and any additional definitions described. The degree of
agreement  with the typology ol definitions was examined according to
demographic and professional data supplied by the respondent.

Structure of the Choapters

Chapter 1 presents the onature and significance of the problem,
theorotical framework, research guestions and the method ol inquiry. Chapter
2 is a review ol the literature on client advocacy, role theory and
professionalism. Chapter 2 is an analysiz of the development of the npurses'
code of cthics and the identification of clements or characteristics of client
advocacy., Chapter 4 iz an analysis of the findings of the survey ol registered
nurses in the state ol Virginia. Chapter 5 examines cvontextval factors
affecting the deovelopment of the role of the nurse as clienl advocate.
Chapler & swmmarizes the [indings of the socio-hislorical and contemporary

analysis of the tack of consensus of nurses of their role as client advocale.



CHHAPTER 2

REVIEW OF THE LITERATURE

The review of ihe literature will not be limited to 1hat of client
advocacy. Because of the use af the termn "role™ when referring to the nurse
as client advocate, it is appropriate to review the literature of role theory,
particuarly as {i relates to role change. The concept of client advooacy
assumes thal nursing is o profession. Therefore, it is alsc appropriate te
review literature clarifying the professional status of nursing. It is also
pertinent to this study io include a review of the chronological developmant
of the code of ethics by the prolessional nursing oeganwization, and the
revisions of the code.

Hole

Biddle (1979} defines the subject matter of role theory “to coneern
behaviors that are characteristic of persons withih contexts and the various
processes that are used to predicl and explain these bhehaviors” (p. 4 ). The
major concepts of role theory are identified by Biddie as behavior, role,
identity, position and expectation. Behavior is defined as things done by a
person, thal can be ohserved. Role consists of those behavicrs characteristic
of one or mare persons in a context. ldentity is & symbol used 1o designate a
human heing, while position s an identity that designates a4 commonly
recognized set of persons and is diflferent from role. Expectations are the
hehaviors expected of persons that fill a social position, These expectations
can be norms, values and/or [eclings. Conway (Hardy & Conway, 1978) views
role theory as representing a colleclion of concepls and a varicty of

hypothelical formulations that predict how actors will perform in a given role,
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or under what circumstances certain iype of behaviors can be expected,
According to {onway, the word role has its roots in theatricel usage, and
refers tc a parlt one plays or is assigned in a drama. [t began to appear in
behavioral science literature as early as the 1020's, its usage increasing
rapidly since that time. There is an associated body of terminoclogy that has
grown up with the concept. At least one author (Fried, 1978) declines to use
the sociological approach to the use of the term "role." F[He does not find any
hidden signilicance to the term hut applies it in the context of his theory of
right amd wrong. Fried sees the termm as drawing attention to two things:
first thal the theory of righl and wrong leaves us discretion to determine how
we shall live our lives; and second, that our cheices do fall inte patterns,
determined in part by recurrent patterns in our circumstances and in part by
the system ol positive and negalive rights, He associates judgment with roles
such as the obligations of friendship or of kinship, the requirement of loyalty
of a doctor ot lawyer to those in his charge, the obligations of public efficials
to those they serve, Once one has assumed a role, il binds with the
obligations of right and wrong.

Talcott Parsons {1851) views the slementary unit of the social system as
the act., The art is a process of interaction between its suthor and other
aclors. Status role is scen as a higher order unit than the act. Stalus role is
the structure of the relations between the actors, and the entire social syste':
a8 a network of such relationships. The processual aspect is what lhe actor
does in his relations with others, seen in ihe context of its functional
significance for the social system. TParsons differeniiates between status and
role, the former is a positional aspect--that of where the act In quesiion is

located in the social system--in relation to the sysiem; role is the orientation



22

to other actors, acting, nnt serving as an object., This is the status-role
bundle, units of the social system.
Profession

Blddle {1979} Ffinds professions are occupations whose roles involve
interaction with human beings, whose performance is hased on a long period of
training and who 1is accounted expert. The associated roles tend to be
pecformed in private and for which an explicit code of conduct in the form of
rules governing the role, are set and enforced by its members. Occupation is
delined as a social position hased upon a role that is performed Ffor
remuneration. Exceptions may exist, but when all er most of the above
criteria are met, Biddle states that the occupation is considered a profession.
Social selection (they choose us) and personal selection {we choose them)
hegins the new identity, Socialization is the process whereby the neophyte
assumes the Dbehaviors characteristic of {he soclal position and the role.
Biddle finds social systems are slow to change.

The nursing literature identifies nursing as a profession as early as
1903, Sadie Heath Cabaniss, in an address given at the 1203 meeting of the
Nurses' Associated Alumnae of the United States (forerunner of the American
Nurses Association), made the [ollowing siatement: '"Possibly each of us has
realized his full meaning; this secms the sentiment of ® professional, the
passing on te our successors ol what we have gained, preserved or treasured.”
While the major topic of the meeting was, "The Science of Right Conduct,”
apmnlication was made to professional dutles and obligations.

Mastal, writing in the Virginia Nurse (Winter 1985-86) states, "Nursing

as a prefession, is only emerging...and the process ol attained professional
maturity is painful™ {p. 43). The primary issue hefore professional nursing

today is organizing ils cducaticnal preparation for practice,
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Ta have nurses educated in an institution of higher learning is a poal
that has been in the forefront of nursing since the early decades of this
century. Economical and political forces continue to divide nursing education
inta three types of settings--the hospital, the community college and the
four-year hbaccalaureale program. Since 1965, the professional! organization
holds the position that the baccalaureate degree should be the entry level into
the profession.

iIn an attempt to elarify the prolessiona! issue, Mastal (1985) discusses
the status of nursing as a profession using in a loose manner, five criteria
attributed to Abraham Flexner--the existence of a code of ethics, peer
colleagueship, collaboration with others, autoncmy and a body of knowledge.
She confirms the exjstence of a code of ethics, finds peer colleagueship has
been attained at least in fhe area of quality of care, identifies the increased
educational preparation as n way ol improving collaboration with others, and
nursing is moving toward autonomous practice and the establishment of a body
of knowledge.

Twao factors are identified as giving assurance of greater autonomy--the
move hy nurses in general to accept principles of authority, responsibility and
accountability, and Lhe emergence of independent practiticners. One indication
of this is seen in {hat during the period from 18731 to 1985, 30 states have
passed reimbursement legislation recognizing the services of a Himited number
ol nurses practicing in specific areas such wag nurse midwives, psychiatric

nurses or nurse anesthetists {The American Nurse, 1986). Others within the

profession see the role of the nurse in an extended or expanded arcna of
practice as the “"Promisc of Nursing." Lorelta Ford, Ed.Dh, R.N., FAAN,

wriling in the same issue of The American Nurse, describes how she and a

pediatrician, [enry Silve, M.D., began a program for what they identified as
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"nurse practitioners" at the University of Colorado Medical Center in 1%65.
They moedeled their program on the characteristics of the nursing profession as
described in the professional journals of the day. MNursing was described as
elinical in nature ({practice and research}, collegial and collaborative in
relating to other professionals, and accountabie and independent, Ford states
that these objectives and roquirementis and this view of nursing are still central
to the purse practitioner movement and to the nursing profession,

Hall (1982) criticizes the "aitribute approach' to defining a profession.
He feels that there are other characteristics that are more contemporary than
the traditional parameters identified by Flexner and others. Hall ldentifies
power, ihe employed professionals and the professional association as the
factors that should be locked at when one is determining the professional
status of an occupational group. Power is paramount, providing the capacity
to eslablish agreed ypon credentials, and to demand and receive reasonable
levels of compensation,  Strains experienced in the work place often cun
counter to the highest standards of professional practice. The nurse often
[inds that there are other professional groups in the work place struggling to
attnin professional status. Power ggrip is identifled as the answer to this
dilemma. Hall identifies the professional association as the only real source
of power For establishing nursing as a professien and supporting its members
ns paid proflessionals.

Sepal (1985), viewing the professionsl issue from a legal standpoint,
identifies advantages ol being held responsible for professional practice that
results in tnalpractice rather than negligence charges. Malpractice charges
involve statute of limitations that govern ihe time Umit during which a

lawsuit may be brought, standards of care upon which the defendeni's acticns
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will be judged, and the calling of an expert witness to aid the court in
determining the proper standard of care. The court does not recognize the
fact that the nurse exetcises any independent judgment on life and death
mallers, nor arethere clearly established standards of care, particularly as they
could relate to scope of practice. At times, the courl will call another nurse
as asn expert witness, but legally all that is required, as the yardstick by
which the nurse’s actions are judged, is conduct that any prudent person would
carry out in a similar situation, Segal makes a point for the establishment of
the baccalaureale degree as the entry level inte professional nursing since
sometimes the educational preparation of the defendent decides the court's
approach to an individual case.
Advocacy

The concept of client advocacy in nursing is supported by ilhe "Nurses
Code” as accepted and promulgated by the American Nurses Association
{1876}, This code contains three statements encouraging the nurse to protect
the client's rights, to saleguard the client and the public against incompetent,
unethical or illegal practice of any persen, and to hold themselves responsible
and accountable for individual tursing judgments apd actions, Silva (1984)
maintains that according to Levy's criteria--statement of purpose, specificity
and inclusiveness. and enforceability-~it is a valid code.

The code was Ffirsl promulgated in 1950, preceded in 1926 by a suggested
code, and in 1940 by a tentative code. These codes more than likely were
inspired by the "Nightingale Pledge," widely used by nursing since the turn of
the century. A briel analysis of these codes as well as A copy of the
Nightingale Pledge are included as Appendix A.

Nursing is not the only profession that functions in an advocacy role.
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Law, social work, and persons who work with the mentally retarded also find
themselves in an advocany role.

Law

In criticism of the adversacial system extant in American courts, Hall

{1961) states thal the lawyer is an advocate for the client, 1In this rele, he
is 1o win if at all possible withoul wviolating the law. Truth and victory are
virtually incompalible, Frank (1869) describes the adversarial system as one
in which the judge is equal to an wmpire and the opposing counsel has final
authority. The adversarigl system is designed to ensure the demise of the
inguisitorial system. Contending forces and cross examination will reveal the
truth. Cataldo (1973) states that the hest answer can only be derived when
two opposing sides are immersed in a real dispute and pit their full faculties

againsi each other.

Social Work

Social workers are [requently placed in a positien in which they serve
as a client advocate in an adversarial process. The soecial worker tries to
persuade a system to decide in favor of a client. This tole is sometimes
incompatible  with their philosophy of self-determination for the client and
social  workers find themselves in an adversarial position with regard to
lawyers, They would like to improve this relationship (O'Neil, 1984). Adams
{1971) finde that it is sometimes necessary to co-opt the services of a
generic agency that is not initiclly receptive to aocepting the client who is
mentally reterded,  Mendolsohn (1980) defines a social work advocats as one
who represents the consumer, often helping another agenvy provide more or
beiter services to a consumer.  As advocate, the social worker experiences

role conflict since he/she represents the patient to the hospital authorities,
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while also having the responsibility of informing the patient of his
confidentiality rights, Siporin {1975) identifies two types of advocacy tasks--
class advocacy action with a group of agency administrators, or case
advocacy, calling attention of a community to the unmet service needs of a
pariicular client or set of clients, This process, Siporin states, can make for
strain and pressure on the professional social worker who is an employee of an
agency. The author advises the worker to bring aboul change by "pyramided
influence" through effective leadership and accountability arrangements--in
face of administrative mismanagement, incompetent supervisors, unresponsive
boards and intracrganizational tension. The social worker is encouraged to
support legislative reform by providing data about social needs and problems.
The Mentally Retarded

Advocacy programs [or the mentally retarded revolve around the goal of
realizing the legal rights protecting dependent persons. Litigation 13 a major
tool for access to  justice, Alternative forums, such as adminisirative
hearings, human rights committee, and other mechanisms {or handling
complaints are also needed to secure access to speedy and efficient remedies.
Consumers, the advocacy movement, and self-advacales should continue to
press for cffective grievance procedures in residential carce or cther service
settings., Threc developments are identified by Birenbaumm and Cohen (19HS5).
First, retarded people, like all others in society, are acknowledged te have
definable legal and human rights. Second, older views thal permitted the
summary divestment of human and legal rights are rejected. Third, organized
society has taken the first step to increase the probahilily that the retarded
will nctluwally enjoy and exercise their legal rights. Yet implementation of
pregrams to protect legal righls can lag behind statutory enactments and, in

general, the support fer quality advecacy has heen wosluily limited.
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Client Adyocacy in Nursing

The position of professional nursing regarding the assumption of the
client advocacy role is similar to social work, identifying and attempting to
meet the necds of the client. This stand also relates to work with the
mentally retarded, assuring their rights are protected, However, nurses are
cautioned when working as a client advocate aot to become adversarial,
Collaboration is stressed rather than confrontation.

The nursing literature puts Torth certain beliefs about the role of the
nurse as client advecate. Gadow {[1983), who has written extensively on the
subrject of advocacy, finds the phencmenon is a partnership, based on the
ethical norm of truth telling, displacing any form of coercion. Curtin {1979)
espouses a humanistic rather than a legalistic appreach. She urges that the
client be provided information how and when it is wanted. According to
Curtin, the client loses humanity by not being able to make decisions and
hecomes less human when independence is lost. Kohnke (1980} agrees bul
urges that the person not only be informed but also be supported in the
choice once it is made. This support s particularly needed when well
meaning lamily and significant others, including the physician, seek to triangle
the nurse into the situation. The nurse is urged to influence the client to
change his/her mind about the decision. TDonahue {1978} is concerned that
assurance is given that the person has input inlo any decision affecling their
health. She seeas the nurse as the client's sponsor, supporter and counselor.

Leddy and Pepper (1985} summarize these concerns by identifying the
primary purpose ol the role of adveocate as supporting the client's rights in
three areas--a right to a nurse-patlient relationship; a right to heallh care;

and a right tu the preservation of responsilbility [or one's own health care.
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These authors view advocacy as the use of the basic principle of truth
telling, and the assurance that the person has the information needed to act
in one's own behall in a free, independent manner.

The literature addresses what happens when the nurse assumes the role
of client advocate. Gadow {1983) states that priority should be given to the
nurse~client relationship because the npurse is acting as a humanitarian. 5She
defines nursing as a moral art and the end or purpose as the wallare of cther
human beings, She states it I3 the nurse's right to intervene and that the
client's right to make informed declsions, in the face of disagreement on the
part af olhers, reinforces the nurse's right.

Kohnke (1980) and Leddy and Pepper [1980) stress the problem of
conflicting loyalties and the threat of repercussions as a result of these
conflicts. These guthors alsc stress maintaining an advocate and npot an
adversarial role. The 1940 code stressed loyalty to the physician. The 1950
olficial code, however, stresses loyalty to the hospital. By 1976, the nurse's
loyalty moves to the client,

Smith (1980} described the hazards associated with acting as clieni
advocate. Noting that the incidence of moerbidity and mortality had risen
sipnificantly in maternal and inlant statistics, Smith conlerred with nurses and
physicians, who agreed that a prohlem might exist. 3mith proceeded to take
steps  to rectily the situation, even though the nurses and physicians
subsequently chose to ignore the potential problem.  When her support melted
#nd she was told she was to be punished for her stand, she resigned her
position.

Stanley (1979) describes the Tuma case of Twin Falls, Idaho., Widely

publicized in the nursing literature, Tuma was deprived of her license and her



30

faculty position because she discussed with a patient dying of leukemia
alternative approaches to treatment.  Although the decision was eventually
reversed by the ldaho Supreme Court, this nurse found her actions resulted jin
a tolal disruption of ber personal and proflessional life.

Nowakowski {1984) describes the success of her offorts to asllow
patients to make decisions hased on what Lhey think is hest for themselves.
Functioning as a faculty person in an acute care setting, sho and her siudents
interact with patients at the request of a stail nurse. Nowakowski uses three
major concepts in her approach to patients--self as doer, awareness and
interpretation, apd accountability., In reviewing her approach, the basis of hor
success is her ability to work within the system, without compromising her
beliels. She congiders the rights of the physician as well as her employer.
ller activity is based on the principle of human interaction, very similar to
thal described by Curtin (1%79).

The literature also idenlilies what ¢an be characterized as beneflits to
the nursing profession, as a result of assuming the client advocacy role.
Leddy and Pepper (1985) see advocacy as a form of scholarly activity, giving
Ingitimacy to nursing as a proflession, and at the same time influencing in a
positive manner the pulkic image of the nurse, This will eventually assure
autonomy and control over practice when advocacy is viewed as an ethical
principle underlying nursing practics,

Curtin {1979) Dbelicves that advocacy is the basic concept of nursing.
The profession, she feels, must take steps 1o change environmenial factors
that prevent the npurse [from sharing information with the client. Donzhue
{1078) sees advocacy #S the cost lhe profession must pay to accept a

leadership role--to sulfer calumny, surrender security, and tisk both reputation
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and fortune, as have nursing leaders of the past, She calls for a philosophical
analysis of the ethical issues involved, addressing the fundamental nature of
the relationship between & person who needs care and one who assumes
responsibility lor rendering that care,

Nursing literature published arcund the time that the ANA promulgated
the 1976 "Nurses Code" focuses on the philosophical aspects of the assumption
of the advocacy role. The more recent nursing literature reveals a trend to
identify how these philesephical statements have affected the practice of
nursing.

Swider, McEImurry and Yarling (19R85) examined the priorities reflected
in decisions reported by 775 senior bacrcalaureate nuorsing students when
presented with a moral dilemma. The sample population represented 16
midwestern colleges and universities. Student analysis of the situation were
categorized as patieni-cventered, physician-centered or bureaucratically-
centered.  The investigators drew the conclusion that while the majority of
the students were burenucratically-centered, the students were conflused and
unclear about the end point of the purse’'s responsibility in such situations.
The investigators further suggest that the same moeral dilemma be
administered to practicing nurses to determine simiiarities and/or differences
with the nursing sludents. The investipators [ound that conflicting loyalties
and responsibilities create problems in o arriving at clear answers to moral
dilemmas.

Weiss and Remen {1983} studied a sircatified sample ol nurses,
consumers and physicians.  These subjects met together consistently in a
maltidisciplinary dialogue for 20 months. The general topic for discussion was

the roles and reigtlionships of nurses, physicians and consumers. The subjects
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were to make recommendtions as to how these porsons could function more
effectively, Thair findings revealed that nurses demonstrate a lack of
identification with the nursing profession, lend to invalidate thelr professjonal
expertise, and show a reluctance to assume greater responsibility for their
artions. While the investigaters o not  claim  to  make sweaping

generalizations, they identily a need to carclully examine the beliefs and

behaviors of mainsiream nurses.



CHAPTER 3
THE NEVELOPMENT OF THE NURSE'S CODE OF ETHICS AND
THE PRESENCE OF CLIENT ADVOCACY ELEMENTS
Introduction

The purpose of this chapter is to review the various versions of the code
ol ethics for nurses for the presence of advocacy behaviors prior to the 1976
version of the code. The interpretive statemenis in the 1976 version
recommends that 1he nursc act the role of the client advocate.

A review of these versions of the code revesls that certain aspects of
advocacy behavior ig present in all versions. The presence of these various
aspects is not consistent in the various versions, and this helps to understand
the lack of consensus among nurses ol their role as client advocate.

A Code of Ethics and Modern MNursing Era

Modern nursing hegan with Florence Nightingale and is based on a
professionalism that developed ocut of the need to assure quality care for the
client, Nightingale believed in education of nurses gnd the desirability of a
degree of control over nursing practice., The Nightingale system came to this
country and provided the basis for quality nursing practice. A code of elhies
is wusually indicated to assure the public of the moral intentions of the
profession.  Professicnal nursing, while in its infancy, decided against a code
of ethics bhecause of the experience of the medical profession with the
inslitution of a code of ethics.

The medical profession developed & code in 1847, The code caused much
contention and conflict and failed (o serve adequate purpose. The essence of
the problem arose from an inadequate understanding of such a code and the
ourpose it would serve. A code was felt to be a sct ol rules and regulations
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that, if not followed, called for punitive steps to be taken. Nursing declined
to adopt a code until well nto the twentieth century. However, in the place
ol such a code, a pledge was developed and became known as the Nightingale
Pledge.

The Nightingale Pledge

Little is known about the author or origin of the pledge. It is associated
with the Detroit Hospital School ¢f Nursing, and was first used around the
turn of the century. The pledge is found in Appendix A.

The pledge is divided into nine statements of obligation. The first
statement, "L..will not knowingly administer any harmfut drug," is the first of
two statements that are related to advocacy behavior, Pharmacology, one of
the basic medical sciences, is also hasic to nursing. This information
contributed to the nurse's ability to provide quality nursing care.  The
statement also  indicated the nurse's willingness to accept increased
responsibility and accountability tc the client. There iz no indication of
procecuras {o follow should such a situation arise.

The second relevant statement, "With loyalty 1 will endeavor to..devote
myself to the welfare of those committed to my care,” acknowledges
accountability to the client on the part of the nurse. There are no
axplanatory  or interprelive statements to pgive understanding to these
statements.

A code of ethics was accepted by the ANA in 1950, Prior te this, two
versions were submitied to the Howse of Delegates of the ANA and, in both

instances, were returned to the Commitiee on Ethics for revisions.
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The 1926 Code of Ethics

In 1926, a code was dovoloped in arder "io crystatize Into language those
ethical ptinciples which shall be a pguide to conduct™ (AJN, 1926, p. 589}
This code is divided into broad paragraphs clarifying the relationship between
the nurse angd the patient, the medical profession, allied professions, to other
nurses and 1o "her" profession.

The introductory remarks lo this version of the code point oul 1he
responsibility of the nurse to maintain "her" own physical and mental health.
Economic independence and self-realization are deemed equally important. The
nurse is exhorted to bhecome registered in one slale and to be 2 member of
her professional orgunization.  No nurse should put "remuneration" above the
"ideal of service," Much of this languapge refers to Llhe threat of union
nrganizing activity. The professionnl organi2ation did nat perceived itself as a
union. Consequently, this activity was generally not acceplable to nurses and
to the professional organizaticn. The nurse |5 viewed and views "herself” as &
"publie servant" and union activity was seen as a threat to this service. 1In
later years, collective bargaining would be recognized as & lool the nurse could
use in hecoming A client advocate.

The relationship of the nurse to the physician is described as one ol
mulual respect. The nurse should be aware of the provisions of the medical
practice act in hig/ner own state, Intelligent and skilled nursing service will
assure the nurse of co-worker status with the physician. These situations are
related to client advocacy since two relevant characleristics of the client
advocacy role are pointed out. First, to gain respect of the physician, the
nurse: must act intelligently in providing nursing service, Secondly, the nurse
must be aware of the limitations set by the medical praclice act. Lovalty to

the physician is stressed, but loyally to one's Tellow nurse is also urged.
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The loyalty to one's fellow nurse should not take precedence over loyaity
owed to the larger community, Hence, the nurse should "bring to light any
serious violation of the ideals expressed herein® (AJN, 1928, p. 801}, This is
an indication of client advocacy behavier for the client but directed toward
nursing colleagues.  Loyalty to the client, as such, iz not mentioned. Social
change in the 1930's resulted in a second dralt of a code of ethics,

The 1940 Code of Ethics

The intreduction to the article (AJIN, 1640) presenting this code to
memhers of the profeszion points out thal the reason for a code is that it
would be "uselul to nurses in solving their basic professional problems™ (p.
977).  While these problems are net enumerated, il appears that defining
nursing us a profession is one of the primary problems. The article includes
six characteristics of a professien adapted from an article published in the

Journal of the Nalional Education Association (September, 193%). The AJN

article enumerates some "fundamental attributes" abstracted from the teaching
profession,  These atiributes refer to & sound educational preparation and a
continuing education, service above gain, and a professicnal organization. The
article does not clearly relate these characteristics to nursing, However, it
points to several other factors. First, nursing should assume responsibility to
protect the health of people, Secondly, while the body of nursing knowledge
185 small, it is essential to the whole of health care. Thirdly, the nurse has a
dual function--to nrevent disease and promote health, TFipally, the nurse is
cssentially a teacher, an agent of health regardless of where "she™ works, All
ol these slatements ncknowledge the nurse's responsibility for practice without
specifically indicating loyalty to anyone, and Accountabilily to the client.

This version of the code has eight arlicles dealing with relationship of
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the nurse to the profession, tn the patient, to the medical prefession, other
nurses, employer, public, others and "herself!"

Article A is a general statement of responsibility of the prolession, The
code exhorts nurses to secure and maintain  nursing legislation for ihe
piatection of the patient. The nurse is encouraged to know the legal limits of
the nurse practice act in "her" state. This knowledge sets legal limits to the
artivity of the nurse as a client advocate. These statemenis are relevant to
mactice as a client advocate.

Article B, on relationship of the nurse to the patient, does not refer te
the nurse acting as a client advocate. There 15, however, 5 sense of
cormmitment to the client.

Section 1. The nurse should carry out professional commitments

and activities with meticulous care, with a generous measure of

performance, and with fidelity toward those whom she serves (AJN,

1940, p. 978).

Article C, relationship to the physician, calls for mutual understanding
and respect based on loyally to the physiclan. The npurse is exhorted to
exercise reason and intelligence in carrying out physician's orders, The
articles does not outline a procedure to take when physician's orders conflict
with intelligence and reason of the nurse. Criticism of the physician should be
shared first with "him™ and, il necessary, to the "proper authorities™ or to the
local medical society. This article indicates the responsibility the nurse must
sssume for "her" actions. The nurse is again reminded to work within the
legal limits sat by medical and nurse practice acts.

This version of the code was developed in order 1o provide guidance for
the "professional” nurse until a final edition was developad for acceptance by

the profession. The commitiee developing a code "welcomed comments and
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suggestions.” This version of the code indicates a2 beginming awareness on the
part of the nurse,of the growing sense of responsibility to the client.

The Qfficial Code of Ethics - 1950

The 1950 code, accepted by the ANA House ol Delegates, consists of 17
articles. The following articles relate tc client advocacy.

Article 2 stresses the need for the nurse to be adequalely prepared to
practice, and to maintain that adequacy "with continued reading, study,
observations and investigations” (AJN, 1350, p. 198). This article points out
the need not only for a sound educational basis but also the need to continve
to build on that knowledge. Article 7 points out the need to follow
physician's orders intellipently to "aveid misunderstandings or inaccuracies by
verifying orders” {p. 196},  This article also states that the nurse should
refuse to participate in unethical praclices. This is a new statement and
gives ilhe nurse the right to refuse to participate In morally questiotable
practices. Since there are no interpretive statements with this version of the
code, unethical practices arc not defined nor elaborated.

Article 8 describes ihe loyalty nf the nurse te the physician and other
members of the health care team, Any incompetency or unethical practices
should be exposed “"but only to the proper authority" (AJN, 1950, p, 196).
Again, these lerms are not defined or elaborated. The nurse is required to
achieve a halance between loyalty to the physician, and 10 others, while
deciding whai hehavicrs on the part of these persons come under the category
of incompetent or unethical practice. The article introduces the idea thal the
nurse is responsible to the client when such behavier occurs, and this piainly
supersedes loyally to the physician, This reqoires advocacy behavior on the

nart of the nurse,
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Artictes 15, 16 and 17 describe nurse hehaviors that support the varicus
laws affecting the nurse's practice, and rights and responsibilities as a
professional, with regard to the health needs of the public at “state, national
and international levels™ (AJN, 19530, p. 198}

This published and sccepted code of ethics opened the way for the
uttimate level of advocacy behavior exhorted in laler editions of the code.
The code was developed through research and compilation of approximately
5,000 aplnions of what should be included and what would be reasonable Lo
implement, Interpretive statements would be f{orthcotning if the profession
desired them. HNone of these behaviors called for in this version of the code
of ethics caused any particular consternation on the part of naursing
professionals, and the code was viewed as being implementable,

The First Revision - 1950

This version maintained the 17 articles of the [lirst code. While many of
the articles remained the same, the 1one of the 1960 code of elhics directs
the nurse to assume an increased responsibility for her/his actions.  The
articles referring to the nurse's pacticipation in public affairs is moved from
the lasl to the fifth article. The wording of another article emphasizes the
nurse's responsibliity to the client. The article referring to nurse-physician
relationship  is now included in a statement referring to the ™nursing
association and other members ol ihe health care team, and the physician”
{AJN, 1960, p. 79). This article moves [rom number B to number 16, The
article referring to participation in unethical procedures and the reporting of
incompetence and unethical actions 1o the proper autherities, remains
essentially the same.

This first revision of the code refllects the atlitudes of the 1960's rather

than the preceding era. The ifanguage depicils a nurse who is functioning more
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independently. Article 9 reflects this by pointing out the need for the nurse
to "assume responsibility for indivldual professional actions.” This language
describes Tor the Firgt time the individual functioning of the nurse. The laiter
part of this article continues to support the neaed for the nurse to know and
uphold laws which affect the practice of nursing.

The Second Revision - 1968

Fer the first time, a revision of the code contains interpretive
stalements, There are only 10 articles te this version. Article 3 combines
the recommendation to maintain professional competence and also accept
individual responsibility for actions and judgments. The interpretive statement
outlines the nurse's legal responsibilities for her/his own actions regardless of
physician orders, or employer policies and procedures. This iz a direct
reference to clienl advocacy behavior and accepts that loyalty has moved
away from the physician toward the client., Article 4 slates, "The nurze acts
1o safaguard the patient when his care and safely are affected by
incompetent, unethical or illegal conduet of any person" (AJN, 1968, p. 2582).
The interpretive statement accompanying this article stresses the nurse's
commitment to the patient's care and safety. It groups together for the
first time incompetence, illegal and/or wnethical behavior. "Any person' could
include soecial worker, financial manager, nutritionist, etc. The nurse is urgad
to contact the olher person involved hefore any recourse te appropriate
authority. Should the need arise, a procedure to follow is outlined, Article 5
describes behavior with regard Lo the delegation of responsibility from the
physician to the nurse and by the nurse to others of lesser education. This
article points out the greater responsibility te be aceepted by the nurse.
Article ¢ enjoins the nurse to become politically involved to "meet health care

needs of the poblic.”
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The statements ol this revision are brief. The interpretive statements
are much lengthier and treat many things that will or might occcur in the
implementation of the articles. This revision iz very close to the defined
characteristics of client advocacy behavior. However, nowhere is the word
arivocate used. The nurse's commitment or loyalty, however, i5 oriented maore

clearly to the client,

The Third Revision — 1978

This revision is discussed elsowhere in this study, but it will be helpful
to emphasize several points.  Arlicle 3 is similar to Article 4 of the 1968
revision. An exception is that the patient is now termed the ciient, &nd
protecilion iz extended to the general publie. The interpretive statement
regarding this article broadens the "person” referred te in prior versions to
any member of the health care team or the health care system. The
statement also is much hroader since the behavior is to be recognized in
anyone,regardless ol professional identity, There is also a specific procedure
tr  follow including reporting such behavier to the nurse's professional
organization.

Article 4 glsn presents a unique and new obligation for the nurse to
assume, This arlicle urges the nurse to "assume responsibility  and
accountability for individual nursing judgments and aclions" (ANA, 1376, p. 9k
The interpretive statement here  identifies the nurse as an  autonomous
oractitioner and, as such, is to assume accountability for actions. The
statement also inclules "neither physician's preseriptions nor the employing
agency's policies relieve the nurse of ethical or legal accountability for action
taken and judgmenis made™ {p. 10) These articles and interpretive

staiements represent 1he epiloeme of client advocacy behavior.
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Summary

Table 1.1 identifies the occurrence of client advocacy behaviors in the
Nightingale Pledge and the wvarfous versions of the code of ethics.  This
categorization will be used to discuss the summary of information in this
chapter.

The knowledge base and competency in practice is included in all
veisions. In addition, reference is made after the 1950 version of the code of
ethics 1o the responsibility to participate in and conduct research to add to
the body of knowledge of the discipline of nursing.

Responsibiiity for actions is menlioned in the pledge and in the 1540
suggested code ol ethics. The statement returns 1o the code in 1980, and
remalns in subsequent versions. This may indicate that in earlier times when
nurses cared for the sick in their homes, they may have been mere acutely
awarc ol responsibility for their actions. When nursing moved inte the
institution, the nurse may have felt less directly responsible. This results
when more peopla assume responsibilities for the care of the client. When
after 1960 quality of care may have declined, and clients' rights and other
movements became strong, the nurse felt increased responsibility for
professional actions.

Accountability for actions appears in the Nightingale Pledge and then
does not reappear until the 1976 version of the code. Accouniability for
actions is a very important component of client advocacy behavior, Unti]l this
accountability is accepted by the nurse, the physician, and the public, client
advocacy wiil not be an effective role,

Collegiality with the physician was more noticenble in the early versions.
This collegiality may have been based on loyaliy 1o the | hysician. As the

nurse increased her sense of professionalism, loyalty and collegiality hoth
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Client Advocacy Behaviors and Their Occurrence in 1listorical Verslons of
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thae Code of Ethics for Nurses

Code of Ethics

Behavior Pledge 1026 1940 1950 1960 1968 1976
Knowledge hase X X b X X X X
Responsibility for

actions X X X X X
Acrountability X X
Collegiality X x X

Legal limitations X A

Expose improper

behavior X(1) X(2} X(3) X{4}

(1) ussociates in "her" profession

(2} in othors

{3) of any person

{4) health care team and health care system
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declined, In an effort to attain independent pragtice in nursing, coilegiality
has received less cmphasis.

Legal limitations are ineluded in the 1940 and 1960 versions of the code
ol ethics. [t should he remembered that in 1929 in the Phillipines, a nurse
was found pguiliy of manslaughter in the death of a client. The death
resulted when the nurse carried out a physician®s order that she should have
known was detrimental to the client. This may have precipiteted the
incluslon of such an article in the 1940 code, which was to help nurses deal
with "their basic professional problems" (AJN, 1940, p. 877),  Since the 18960
version hegins to reflect the advent of an increased proflessionalism in nursing,
the code reminds the nurse of the need to be aware of legal limitations. By
1968 and 1976, legality of praclice had become a very generally accepied
responsibility of ihe nurse.

All al the recognized versions of the code of ethics contain relerences
io the nurse's oblipation teo expose harmful behavior on the part of the
individuals, professional wand nonprofessional, as well as the health care
system. The 1950 version refers to "others," the 1968 version refers to "any
person,” and the 1976 version idenlilies any member ol the health care team
ar Lhe health care system. The latter is very broad but reflects a return to
any person involved in the health care of the client.

A review of (hese versions ol the code of ethies reveals thal important
characteristics of client advocacy behavior appears in all of the versions.
Collegiality and legal limitalions do not appesr in the 1978 version. This
omission has boeen discussed above and is reflective of the changing times and

the attitudes of nursing aboul its prolessional status and image.



CHAPTER ¢
SURVEY OF NUHRSES REGISTEREDR TO PRACTICE IN VIRGINTIA
Introduction
The purpose of this survey was to delermine if Winslow's typology of
definitions accurately and comprehensively represent the diversity of advocacy
interpretations held by nurses currently registerad {o practice in the state of
Virginia. (dther questions 1o be answered by 1his survey include: Noes
Winslow's typology include the [ull range of interpretations given by registered
nueses?  Are any of Winslow's definitions superfluous? 15 ihere & tendency for
one ar more interpratations te be dominant and, IF this is true, what is the
explanation? The survey is also designed to elicit from respondents the age,
level of basic cducational preparation, highest degreoe obtained, and area of
practice, Thiz +data it pgathered to delarmine if there are subsiantial
dilferences among respondenis, and the respondents’ agrcement with Winslow's
typology. A copy of Lhe survey, cover letter and follow-up postcard are
included as Appondix B
Methodology
A random sampie was selected from the population of registered nurses
in the state of Virginia. The list of registered nurses was obtained from the
Virginia Repgulatory Board for Nonrsing, The list did nnt utilize any numbering
system so one name was randomly taken from each 48 regisirants. There were
44,758 nurses reglsiered and a one percent sample, or 448 names were selected.
Sufficient extra names were identified to replace any surveys returned because
of incorrect address, After the initial mailing, a postcard follow-up was sent

to those who did not respond within thres weeks. All data were analyzed by
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computing simple frequency c¢ounts and percentage differences to identify
agreement with Winsiow's typology.

The Survey Tool

The survey tool was constructed primarily to identify the degree of
agreement of registered nurses wilth Winslow's typology of definitions of the
client advocacy role in nursing. However, the tool also elicited demographic
and professional data and respondents' personal definitions apd an example of
client advocacy in nursing practice.

The 1ool is composed of demographic and professional dala and Tour
questions. The first question asks the respondent to define the advocacy role.
The secend question asks for an example from clinical practice of the
implemantation of the role. The cover letter contains instructions not to turn
to questions three and four, on the second page, untll the first and second
quesiions are completed, This instruction was given to prevent the information
in questions three and lour from influencing the responses to the First two
questions.

The third question presented examples of the implementation of the
client advocacy role, developed by the investigator from the clinical practice
setting. During the pilot testing of the survey tool, respondents suggested the
inclusion of these situations to help in interpreting the survey. The Tourth
question presented Winslow's typoicgy of definitions to 1he respondent.  Bath
questions three and four usc a Likert scale to enable the respondenl to indicate
the degree of agreement with the statements. A copy of the cover letter atl

the tool is included in Appendix B,
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Results of the Mailing
Four hundred surveys were malled, One hundred thirty-eight responses,
J4%, were eventually returned. Extrinsic factors may have affected the
respotise. Two major snowstorms occurred immediately before mailing the
sucvey, and there were indications of problems in the delivery of mail. Six of
the responses were invalid due to the inactivily in nursing of these
respondents.  These were replaced. Four surveys were returned with & new
forwarding address and were remailed. A copy of the follow-up postcard,
mailed three weeks after the initial survey tool, ig included in Appendix 8.
Data Analysis
The data are analyzed in four parts. Part 1 presents demographic and
professional characteristics of the sample population, age, basic level of
education, highest degree cobtained and area of praclice over the past [ive
years. Part 2 presents a content analysis of response to questions 1 and 2.
Part 3 presents data gathered from responses to quesiions 1 and 4. Part 4
compares the respondents' definitions and practice situations and Winslow's
typology and the investigator's practice situations.

Data Analysis: Part 1. Characteristics of

the Sample Population

Table 4.1 presents demographic data from the sample population.  The
largest percentage of respondents are in the 30 to 39 year age group. The
second largest percentage of respondents are in the 40 lo 4% vear apge group.
These two groups probably represent ilhe largest group of praclicing nurses
according to age.

Tahle 4.2 presents data on level of basic education for practice and

highest dogree obiained.
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Table 4.1

Number and Percentages of Respondents by

Age (N=128)

Ape Number Percent
2n-29 23 18
ag-an 47 37
40-49 14 2t
50-59 14 11

G0+ 10 B
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Takle 4.2

Percentage of Respondents and Hasic Educational

Preparation and [lighest Degree Obtained (N=128)

Numbar Percant
Basic Educational Preparation
Biploma 69 a4
Associate degrae 25 19
Baccalaureate degree 34 26

Highest Degree Obtained

Raccalaureate degree-other 10 7
Master's degree 13 10
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The largest percentage ol respondents obtained educationai preparation for
practice in a diploma school of nursing. The second lergest percentage were
educated in a baccalaureate degree program., The smallest percentage received
a baccalaureate after ancther basic educational program.

Seven percent of the respondents received a baccalaureate degree before
or after their basic nursing education. These degrees were awarded in
disciplines such as saciology or psychology, business, mathematies and music.
Of these 7%, 42% reported having obtained a bachelor's degree in nursing after
their basic nursing education. Thirteen of the respondents, 10%, reported having
a master's degree. Ten of these degrees were in nursing. The three graduate
degrens reparted as not in nursing were in related areas or business.

Area of practlee over the past flve years is presented in Table 4.3, As
sxpected, the largest number ol respondents were from the medical-surgical
nursing area. The second largest group represented a variety of critical care
Areus., The third largest group were community/public health nurses. For
nurpose of discussion and analysis of data, those nurses in practice areas [rom
recovery toom to the end eof Table 4.3, or 16% of the total sample populatien,
were classified as miscellanecus. For purpese of coisparison, respondents to the
present study were comnpared with a similar sample population obtained in

conneclion with another study of registered nurses.
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Table 4.2

Number and Percentage of Respondents by Area of

Clinical Practice Over the Past Five Years (N=121)

Number Percent
Intensive Care 21 19
Publiic Healih 17 14
Pediatrics 14 B
Psych.~Mental Health B T
Medical-Surgical 26 21
Administration 6 1
Obstetrics/Gynecology 6 4
Geriatrics 6 4
Miscellaneous
Recovery Room J 2
Nurse Anesthesia 3 2
Operating Hoom 1 B
Retired P 1.6
Ouipatient Department 2 1.6
Private Duty 2 1.6
Rehabilitation 1 .8
Nutrition Consultant 1 8

Certified Binferdbzok 1 H

Education a 2.0
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Characteristles of the Virginia State Board of Nursing

Study Sample Population

The Virginia State DBeard of Nurse Examiners recently commissioned a
study of registered and licensed practical nurses in Virginia, The major purpose
of the State Board of Nursing study was to examine tasks being performed
between these groups. The sample size, cbtalned by a random selection of
nurses registered to practice in Vicginia, was 2,000,  Seventy-ane percent
returned the survey. Demographic and professional data collected by the State
Board study provided a baseline by which to compare data collected in the
present study. Table 4.4 compares data collected in the State Board and the
present study according toc age, setting of current practice, level of hasic
educational preparation and advanced degrees of respondents.

Comparison of Age of Sample Population

The respondenis to this investigator's study differed in age distribution
[rom the respondents to the State Doard study. The investigater's sample
population consisted of a larger percentage of nurses in the 36 through 40 year
ape group and a smaller percentage in the 50 through 64 year age group. This
tnny demonstrate a greater interest in the investigator's topic of study in the
14 through 49 year age group.

Comparison of Areas of Clinigal Practice of Sample Population

There were fewer responses from nurses in the medical-surgical nursing
area of praclice in the investigator's study than in the respondents to the State
Roard study. All other areas of practice represented in the investigator's study
were larger than the State Board study. The greater percentage diflerence o
the areas ranged from eight percent in critical care nursing to two percent in

psychiatric nursing practice.
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Table 4.4

Percentage of Hespondents to Virginia state Board ol Nusing Study and

Investigator's Study and Professicnal and Demographic Data

[nvestigator's State Board
Study Study
Nata % %
Age
Under 35 34 a5
30-49 45 J9
50-64 15 23
Bh+ 5 4
Setting of Current Practice
Medical-Surgical 21 26
Critical Care 19 1t
Public Health 14 8
Pediatrics 8 2
Psychiatric Wursing 7 ]
Level of Basic Educational
Practlce
Diploema a4 54
Assoriate Degree 19 21

RBaccalauresie Dogree 27 23
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These differences may indicate a lesser degree of interest in or knowledge
abpout client advocacy on the part of the medical-surgicai nurses and a greater
interest in or knowledge about the topic in the other clinlcal practice areas.

Comparison of Basic Educational Preparation of Sample Populations

The percentage of respondenis from diploma programs are the same for
both studies. The investigator's sample has a lower percentage of graduates
from associate degree programs and a higher percoentage of graduates responding
who completed baccalawreale degree programs.

Comparison of Advanced Degrees of Sample Populations

The State Brnard study also gathered data of respondents' possession of an
advanced degree. This is interpreted in the State Board study as a bachelar’s
degree after complating another hasic educational program or a master's degree
in nursing or other area. Table 4.5 presenis data concerning advanced degrees
in baoth sample populations.

There is a substantially higher percentage of respondents having advanced
depgrees in the investigator's sample, in hoth baccalaureate and master's degree.
This may indicate a greater interest in, and Knowledge of, nursing advocacy on
the part of 1hose respondents holding advanced degrees in nursing. This is
consistent with the data from Table 4.4, demonstrating a higher percentage of
baccalaureate graduates responding to the investigator's study than to the Stale
Bonard study.

The State Noard study represents a substantial number of nurses registered
to practice in Virginia. A sample population of 2,000, and a 71% response rate,
supports  this statement. Using State Board data as a nerm, it may be
concluded thal the respondents to the client advocacy study represent a

somewhat distinctive group. Nurses hetween the apges of 36 and 48, with either
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Tabhle 4.5

Percentage of Respondents to Virginia State Board Study

and I[nvestigator's Study by Wighest Degree Obtained

Investigator's State Hoard
Study Study
Degree % %
Dachelor's Degree (Other) B 1
Master's Degree (Nursing) 11 2

Master's Degres (Other) 2 1
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a basic education from a baccalaureate program or an advanced degree seeam to
represent the population group within nursing most concerned about client
advocacy in nursing,

Data Analysis: Part 2. Responses to Questions 1 and 2

Survey guestion ! asked each respondent ta define client advocacy in
nursing.  Question 2 asked each respondent to deseribe a nursing practice
gituation depicting client advocacy in eclinical practice. Winslow's typology ol
definitions were used as a framework for analyzing the responses to these two
questions, The client advocacy definilions identified by Winsiow are:

1. doing what is best for the cllent;

2. helping the client 1o obtain needed health care;

3. assuring quality client care;

4. serving as linison hetween the client and the health care system:

5. defending the client's rights;

6. aszsuring exercise of self-determination for the client, and

7. assisting the clienl to deal with Tear (Winslow, 1984},

In anaiyzing the data, certain key words or phases were used to identify
the respondent's intent in answering question 1. 1T the respondent used words
such as daing best or besl interest, it was recorded rs definition 1, deing what
i# best Tor the client, The second definition, helping the client te obtain
needed health care, was chosen if (he respondent referred client probilems to
the nphysician, The physician is usually 1he nurse's first recourse in obtaining
needed care for 1he client, and it was also necessary to differentiale the
definition of obtainlng needed care for the client rom definition 4, serving as
lialson, Definition 4 was chosen when the respondent indicated interacticn on

the parl of the nurse with members of the health care team other than the

|zhysician,
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If the respondent used the word quality in describing client advocacy
behavior, definition 3 was sejected as indicating advocacy behavior, Any
responses that directliy referred to client's rights, such as informed consent,
were interpreted as definition 5. Although definitlon & is alse an ethical
consideration of client's rights, il was singled out if the respondent indicated
behavior allowing clients to make decisions concerning their care, In those
situations where the respondent used the lerm fear, the advocacy behavier was

interpreted to be zimilar to definition 7.

Respondents Definitions of Advocacy and

Descriptions of Practice Situations

Data presented in Table 4,6 depict respondents’ definiticns and practice
situations categorized according lo Winslow's typology., Seventy percent of the
respondents gave definitions that could be categorized according to the typology
and 739 pgave situations that were categorizable.

When defining client advocacy, respondents most frequently indicatad
obtaining needed care. The second definition given most frequently was acting
in the liaison role, These responses indicate that 47% of the respondents define
the advoracy role as intervening either with the physician or another member
of the health care ieam.

The respondents most frequently described practice situations depicting the
advocacy role as obtaining needed care for the client indicales the respondents
still find advocacy behavior as intervening with the physician, However, 44%
gave situations depicting violation ol client's rights and inability to self-
determine actions as depicting advocacy behavior in action,

There is a substantial difference in respondents' deflinitions and practice

situation in doing besl for the client and assuring quality care. HRespondents
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Table 4.6

Percentage of Hespondents' Practice Situations and

Delinitions (Questions 1 and 2) Categorized Acording

to Winslow's Typology

Definition Situalion

{N=94) (N=01)

Definitlion M % N %
Best For client 16 17 1 1
Ohtaining care 27 29 25 27
Quality care 0 9 1 1
Liaison 17 18 14 15
Client's rights 13 14 22 24
Self-determination 9 10 18 20

Assist wilh lear 3 3 19 11
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less [requently gave sitwations depiciing these behaviers as evidence of client
advocacy hehaviors.

It is difficult to determine the reason for the differences in responses
to these open-ended questions. Further research may lead to a hetier
undetstanding of how nurses do define their role as client advecate in definition
and in elinical practice.

Respondents' Definitions and Practice Situations Not

Categorizable Accerding to Winsiow's Typology

Table 4.7 presents data gathered from responses to questlons 1 and 2
that were not categorizable according te Winslow's typology. Twenty
respondents, 17% of the sample population, gave definitions and described
practice situations that could not be related 10 Winslow's typology.

The respondenis most frequently defined client advocacy as achieving
high level of wellness with teaching as a substantial second delinition. 1In
describing practice sitiations, respondents cited teaching most frequently as an
example of client advocacy.

The remaining definitions and siteations couwld not  readily be
categorizable. These deflinitions are preaented Table 4.8, and practice situations
are presented in Tabie 4,9. More definitions were given hy respondents than

were situations that could not be categorized.
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Tahle 4.7

Respondents' Definjtions and Practice Situations Not

Categorizahle According to Winslow's Typology (N=20)

Nefinitions Situations
Categories (N=20) (N=20)
Achieving high level el wellness 7 -
Teaching the client 6 12
Emational supporl 2 1
Unethical! medical behavior - 2
Independence lor client 2 -
Counseling - 2
Rele modeling 1 -
Incompetency {(physician) 1 1
KMedical malpraclice - 1
Autonomous nursing practice - 1

Communicate with tho eclient 1 -
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Tahble 4.B

Respondents' Definitions Not Categorizable According to

Winslow's Typology

Statement:

Sees patient most often therefore cannot act as advocate.
Nurse present lo assist client.
Be sure to answer patient's questions.

Asg a result of long and direct contacl, nurse is in hest
position to determine if righl action is takeh where
NeCESSary.

Protect patienl and nurse as a whole,

Accurate, timely, appropriate, cosi effective care and
purposeful.

Nurse should eventually put hersell out of practice--
make client independent.

Nursing process assures amdvocacy,

Multi-Taceted--primary care with team impiementation.
Network with patient.

Investigates client's compiaints.

Act in behall of patient in matters of physical, emotional
and spiritual eare.
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Table 4.9

Hespondents' Descriptions of Practice Situations Not

Categorizable According 1o Winslow's Typology

Statement:
Bend the rules--gllow tlind man to take his cane to
aperating room.
Adequate home care relerral.
Cambodian family adds animmal protein to diet.

Act as coordinator ol care, especially when client is
not compliant.

Allow Tamily to participate in physical care of
comatase teonager,

Investigate client's complaints.
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There is alsc some evidence to suggest that the respondents frequently
associated the concept of wadvocacy in nursing with being an ombudsman.
Terms such as lnvestigate clients' complaints, determine if right action was
taken, sees patient more often, answers patients’ questions and coordinates care
when cllent is not compliant, are examples ol situations that would require an
ombudsman.

One situation described by a respondent demenstrates the positive outcome
of assuming an advocacy role:

An elderly patient wheo iz still dependent for some self-care
activities is being discharged to her home. The patieni has told the
physictan that she has a household staff to care [or her 'around the
clock.” The nurse knows the patient’s home situation and the fact
that someore comes in to help her twice a week only., The nurse,
as client advocate, speaks to the physician and socia! worker and
together with the patient arrangements are made for the elderly
patient to have home care alter discharge fram the hospital.

A second respondent shared the frustration experienced when an
attempt to act as client advocate fails.

1 work in Labor and Delivery--if 1 had a patient in labor
needing pain medication § would get the patienl to strongly
plead with her physician if [ felt the patient truly needed it,
since !'d be working with the patient and the doctor just
walked in to check on her., Lf this did not work, ['d again ask
the doctor again.

In this situation, it is possible thal the physician may have been

medically correct in the care ol this patient, A [lew words of
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explanation, however, may have convinced the nurse that the physician had the
hest interest of the patient in tind by pursuing such a course of treatment. A
client advocate musl be a negotiator, one who is assertive, not aggressive or
adversarial in the approach to a elirical situation.

Respondents' Definitions and Practice Situatlons According Lo

Respondents’ Ape, Basic Educational Preparation and

Area of Clinical Practice

The data obtained through content analysls of gquestions 1 and 2 were
analyzed according toc the demographic and professional characleristics of the
sample population.

Age of Respondent

Table 4,10 presents data relevant to respondenis' definitions and practice
sitluations by age of respondents. The definitions highest in frequency given by
the 20 to 29 year age group were assuring quality care and acting as liaison.
The 30 to 3% year age group most frequently gave definitions similar to
ohtaining needed care, as did the 40 to 49 year age group and the 50 to 5%
yveur age group. The respondents over 60 mest frequently gave a definition
that depicted the role of liaison as client advocacy in nursing.

The situations described most {requently by respondents in the 20 to 29
vear age group depicted the advocacy tole as defending ihe clients' rights.
The 30 to 3% and 40 to 4% year age groups most frequently deseribed situations
depicting obtaining needed care. The situatiens described by the 50 to 59 year
age group are evenly divided among five of the definilions of Winslow's
typology. These five definitions are: assurce qualily cere; serve as linison;
defend clients' righis; assure sell-determination, and assist client to deal with

fears. The over 60 age group also described silustlions depicting defending
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clients' rights as the role of the nurse as client advocate.

There is little difference in how the various age groups deflined client
advocacy. ‘The youngest and the oldest age groups chose situations invelving
delending clients' rights more freguenlly to describe client adveocacy in nursing.
The 30 to 49 vear old age groups most frequently gave definitions and
described practlee situations depicting client advocacy as obtaining needed
health care for the client, These differences may indicate that young
graduates may be more idealistic and view advocacy in terms of ethical
behavior, while the more mature nurse, having experlenced the [frustrations of
clinical practice, interprets behavior seeking to improve client care as more
realistically defining client advocacy. This difference between younger and
older nurses raises questions about the ability of nursing te become a full-
fledged, autonomous profession, The older respondent may be indicating the
inability to act in practice in an ethical manner.

Basic Educaticnal Freparation

Table 4.11 presents data relevant to the respondents' definitions and
practice situations by their beginning educational preparation. Diploma
graduates' mesl lcequent definition could be categorized as oblaining needed
vare for the client, The associate degree graduate gave definitions in terms
related to doing best for the client and defending the clients' rights. The
largest number of baccalaureate graduates gave definitions relaling to ohtaining
needed care.

Practice situations described by respondents reflected situations depicting
the need to defend the clients' rights. The second most frequentiy described
situation related to obtaining needed care and assuring seif-determination for

the client. The associate degree graduate depicted practice situations most
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Respondents’ Definitions and Practice Situations by Apge of Respondents
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frequently related to an jneident of obtaining needed care as well as
defending the clienis® rights, The largest number of bacralaureate graduates
described practice situations relating io obtaining needed care. It is difficult
to determine amny distinctive pattern between the respondents in relation to
their basic leve! of educational preparation.

Area ol Practice

Table 4.12 presents data relating lhe definitions and practice situations
given by respondents according to the area of praclice over the past Ffive
years,  Hespondents from the medical-surgical area of practice showed no
inclination toward any one definition or practice situstion, depicting client
advocacy in nursing. Critical care nurses and those employed in public health,
psychlatry and administration chose to define client advocacy as obtaining
needed care for the clienl, Pediatric nurses defined the role as assuring
quality care, but leequently defined it as doing besi Tor the clieni, as did the
nbsletric nurses,

Critiral care nurses most  frequently gave situations depicting the
advocncy role s abtaining needed care. Pediatric nurses and those employed
in administrative positions porirayed situationzs of client advocacy as defending
the clients' rights. The remaining groups of nurses did naot choose primarily
onc type of situation relevant to their understanding of client advocacy in
nursing,  Medical-surgical nurses in this study practice on general duty units
{as opposer {o intensive care unils). These units may not encounter as many
incidents involving the need fo acl as client advocate. When such situations
go oceur, the nature of the event will probahly not be life-threatening.

Obtaining needed health care, utilized in this study to describe the

situations when the npurse soughl care from the physician, was chosen hy
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critical care, psychiatric nurses and those in administrative positions. These
practice settings are more crisis-oriented and the nurse has more [requent
physician interaction, Public heallh nurses, who usually function mare
independently of the physician, may he responding to needs of clients in
special practice areas within public health or from previcus clinical practice
seltings.

Pediatric nurses most frequently defined the role as doing best for the
client and ohtaining quality care. Obstetric nurses most frequently defined the
role as doing best for the client.  Pediatric and obstetric nurses may view the
client in a more dependent role and thus chose doing the best for the client.

It is remarkable that the sitluations depicled by & substantial number of
respondenis in all areas of practice were related to defending the clients'
rights. Critical care nurses were the only group not giving substantial suppaort
ta this deseription of the client advocacy roic.

There {s some indication [rom these data that nurses define the advocacy
role in rclationto their area ol practice. This area may benefit Trom [urther
rescarch since the practice situation plays a vital part in the implementation
of the role of the npurse as client advocate. Research questions might be
directed toward whelher or nol advocacy decisions are made more [reguently
on gepneral duty units or in areas associated with crisis situations. This
research wonld strengthen the nuese in carrying out the advocacy role in

clinical practicao.
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Data Analysis: Part 3. Responses to Quesfions J and 4: Respondents’

Degree of Agreement with Winslow's Typology and

Investigalor's Practice Bitvations

Questions 3 and 4 were dasigned to determine respondents' agreement
with Winslow's advocacy typelogy.  Question 3 presented seven situations
describing nurse advocacy in the nursing practice setting, based on Winslow's
typology. Wuestion 4 presented the definitions that Winslow found, in
reviewing the nursing literature, to he the variety of ways nurses define client
advocacy, A Likert scale was used to give the respondents an opportunity lo
indicate {1heir strength of agreemeni with Winslow's {typology and the
investigator's practice situations. The survey also asked the respondents to
rank order those items with which they most strongly agreed.

Before discussing these data il will be helpful to include the definitions
and practice sitoations as presented to the respondent. Table 4.13 presents
Winslow's Llypology of deflinitions and the investigator's practice situations.

The situations were presented to the respondent first. The survey
situations were not in the same ocder as the deflinitions.

Winslow's Typology and Investigator's Practice Situations with which

the Respondenis Strongly Agreed and Ranked First

Tahble 4.14 presents dala concerning the item thal the total respondents
strongly agreed with and rank ordered as number one for both the situations
presented and Winslow's typology ol delinitions.

Among the situations described, the respondents most frequently chose
assuring quality care as behavior indicating client advococy.  Their second

most frequent choice was doing best Tor the client.



Table 4.13

T2

winslow's Typology and the Investigator's Practice Situations

as Presenied io the Respondent

Delinition:

H

CI
.

B

doing what is best lor the client.

helping the client to obtain
nerded health care,

assuring quality client care.

sorving as liaison hetween the

client and the health care system.

defending the clicnt's rights.

assuring axercise for sell-
datormination for ithe cliont.

assisliing the client 1o deal with
fears.

Situation:

a,

sels priority on listening to an
anxious clieni.

investigates the possibility of
rural home health care for the
client.

maintains own competence.

contacis the socisl worker
because the client has
financial prablems.

advises the client of other lorms
of therapeutic intervention that
have not been made known by
olher health care professionals.

encourages client to seek addi-
tional information about pro-
posed surgery.

helps the client to express fears
about impending surgery.
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Table 4.14

bPercentage of HHems of Winslow's Typology and Investigator's

Practice Situations with which Respondents Strongly Apgreed

and Ranked as First Choice

Total
Situation Delinition

Item {N=108) (N=112)

] &
Doing best for cliant a2 18
Obtalning health care 2 11
Assure quality care 34 27
Serve as liaizon 2 16
Delend client's rights ] B
Assure self-determination 2 ]
Assist in dealing with [ear 5 2

No gpinion 14 10
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Among the definitions 1he same pattern emerges. The percentages,
however, are lower and the respondents gave more attention to serving as
liaison and ohbtaining necded health care, Under the definitions, there was not
as strong an indication of any one hehavior as being synonymous with client
advocacy in nursing.

A substantial number of respondents, 14%, had no opinion about the
situations, and 10% had no opinion about the delinitions. This may indicate a
lack of knowledge sbout the meaning of advocacy in nursing.  Assisting the
client to deal with flear was the least likely interpreiation of the client
advocacy role chosen as a definition by the respondenis, These responses
demonstrate that nurses are more likely to choose delinitions and practice
situations that relate to client nursing care rather than those definitions and
practice situations relating to clients' rights.

Age of Hespondenis

Table 4.15 presents the [requency of those responses that showed sirong
agreement with Winslow's typology and were ranked highest by respondents,
gecording to age of the respondents.

[t is apparent from Table 4.15 that there is little substantial difference
among the respondents on the tasis of age. The most frequently chosen
practice situation for all respondenis was either doing best [or the client or
obtaining needed care. The preference lor a  definition depicting client
advocacy in nursing was evenly divided and did not show substantially a trend
toward any one particular definition,  More delinitions that supperted clients’
righls were chosen ns appropriate, especially among the youngest and the
oldest age groups. It is dilficult to attribute any specific reason for these

chiices.
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Basic Educational Preparation

Table 4,16 presenis datm relevant to the percentage aof the respondents
who strongly agreed with Winslow's typclogy and the investigator's practice
situations by level of beginning nursing education,

Iviploma graduates most fregquently chose assuring quality care in the
practice situations. Associate degree gradustes chose most frequenily best for
client and quality of care Trom the practice siluations. The baccalaureate
graduates also chose mest [lrequently quality of care from the practice
situations, Dviploma  graduales most frequently defined client advorcacy as
assuring quallty care, as difd baccalaureaste and associate degree graduates.
However, the latler also showed samie preference For doing hest far the client.

All levels al educalional preparation selected more Trequently the
definilion of the liaison role in the typoleogy of definitions ralher than in the
practice sjtuations, The same response is noted in the definition of obtaining
needed care lor the elient.,  There is no substantial preference for definitions
or praclice situations that relate to clients' rights.

There appears to be no substantial difference in the hasic educational
peogram the respondents attended and their selection of a primary definition.
The brecelaureate graduates did, however, attach more imporiance to the hest
for client deflinition than the cther respondents. Since 53% ol lhese graduates
were in the 20 to 29 year age group, this term may have heen chosen because
it has a rather idealistic connotation,

Area of Clinical Practice

Tatte 4.17 presents dala relevant to responses strongly agreed with and
ranked number one by area of practice of respondents over the past five

YEOIS,
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In respending to the investigetor's practice sltuations, medical-sutgical
nurses most frequently chose doing best for the cllent as the appropriate
portrayal of the advocacy role. These nurses chose quality of care with the
second highest frequency. Nurses employed in critical care areas, public
health, podiatric nurging and psychiateic nursing most  frequently ranked
assuring quality care as the situation most accurately depicting the role of the
nurse as client advocate. Paychiatric nurses and those employed in
adminpistraticn chese most frequently clients' rights and self-determination as
portraying the advocacy role in nursing. Nurses employed in obstetrics and
geriatrics were small in number in the sample population, and it is difficult to
attach much importance to their choice of assisting the c¢lienl to deal with
fear as the sitvation most frequentiy describing advocacy.

Respondents™ choices were more evenly distributed {n relation to
Winslow's typolegy of deflinitions. Respondents did, however, chose most
frequently assuring quality care as their First or second (most frequently)
ranked definition of advocacy in nursing. Pediateic, psychiatric, medical-
surgical and administrative nurses demonstrated support for defending clients!
rights and assuring self-determination for the client over nurses from other
clinical aress of pracltice. Data in this gategory are divided between care for
the client and clients™ rights,

Overall, the respondents chose more frequently those practice situations
and items [rom Winslow's typology that relate to care of the client as
appropriate definitions of client advocacy. There were no substantial

differences based on area of practice.
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Data Analysis: Part 4. Comparison ol Respondents’ Delinitions

and Practice Situations and Winslow's Typology and

Investigator’s Practice Situations

Table 4,18 presents date relevant toe the respondents’ definitions and
practice gitualions and Winslow's Typology ol definitlons and the investigator's
praclice situations.

The respondents' definitions could he classified among five of the
definition categories. The strongest agreement is with the liaison rcle and
doing hest for the client. The respondents gave more [requently deflinitions
matching the definition of client advocacy as defending the clients' righis and
gasuring self-determination Tor the client. Respondents agreed with four of
the definitions in Winslow's typology. llowever, respondents agreed more
strongly with Winzlow's definition ol client advocacy as assuring qualily care
than incidents of respondents giving this definition. Obtaining needed care and
assuring quality of care remains the most freguent defllnition given under both
rireumstances.

The practice situations described most frequently by respondents had to
do with oblaining needed care. The investigator's practice situations chosen
most frequently were doing ithe best for the client and assuring gquality care.
The respondents' practice sitvations, however, were more evenly distributed
and more {requently gave examples of situations depicting defending clicnts?
tights and assuring sell~determination lor the client.

A comparison of these data demonstrales nurses mest [requently, under
both cireumstances, defined and pave or chose siluations depicting adyocacy as
administering nceded care or else procuring needed care. The ong exception

to this is the respondents' prelerence in delining and «describing practice



Table 4.18
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A Comparisgn by Percentages of Respondents' Definitions and Practlce

SBituations and Winslow's Typology and the Investigator's Pragtice

Situalions

Nefinitions Situations
Winslow's
Respondenis' Typology Respondents' Investigator's
Item '3 % % %
[doing hest [for client 17 18 } 12
Obtain care 20 11 27 2
Quality care gt 27 1 iR
Liaison 18 16 15 2
Clients' rights 14 B 24 5
Sell-determination 10 20 2
Assist with [ear 3 2 11 i
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situations relating to client advocacy as relating to ethical perspectives. The
reason for this is not clear, However, nurses may be avoiding use of words
such as defend the cllenis' rights and assure self-determination contained in
Winslow's typology. In their own words, however, nurses are not reluctanl to
describe advocacy behavior as relating to ethical considerations. This
difference may demonstrate ithe need for further research in this area since
this is essential to cstabllshing the client advocacy role in nursing.
Summary

The purpose of this survey was to determine if Winslow’s typology of
definitions accurately and comprehensively represent the diversity of opinions
held by nurses of the definition of the role of the nurse as client advocate.
Other questions asked of the data gathered are:

1. Does Winslow's typology include the full range of interpretations of
advocacy given by registered nurses?

2. Are any of the definitions conlained in Winslow's typology
superfluous?

1. Is there & tcndency for one ar more of the interpretations of
advocacy 1o be deminant? and,

4. TF this iz true, what is the explanation?
NDemographic and professional data were also galhered to determine if
respondents’ interpretations of the role of the nurse as clieni advocate differ
according to their personal and professional status. The following discuszian
responds to each of these questions.

1. DNoes Winslow's typology include the [ull range of interpretations of

the rote of client advocate held by the respondents?



B3

Questions 1 and 2 of the survey asked the respondents to define client
advocacy in nursing and to give an example from a clinical practice situation
depicting the implementation of the rele in clinical practice. Seventy-three
percent of the respondents' situations could be related to Winslow's typology.

Seven nurses gave definitions related to achieving a high level of
wellness for the client, and six nurses defined advocacy as teaching the client.
Twelve nurses described sgituations depicting the advocacy role as teaching the
client.

From 1hese data it can be stated that the majority of respondents
interpreted advocacy according te the definitions given in Winslow's typology.

2. Are any of the definitions contained in  Winslow's typology
superfluous?

The f[irst guestion submitted to the respondents asked for a definition of
client advocacy. These dala were content analyzed using Winslow's typology
of definitions. There were few definitions categorizable as assisting the patient
to deatl with fear. The responses to question 4, which presented Winslow's
typology of definitions to the sample population, indicated assisting the client
to deal with fear was also the definition least freguently chosen, and ranked
first among the definitions with which tha respondents strongly agreed.

Only three percent of the respondents’ definitions of client advocacy in
nursing related to assisting the client to deal with fear. Only two percent of
the responses to opinions about Winslow's definition of client advocacy as
assisting the client 1o deal wilh fear were strongly ugreed with and ranked
first by respondents. While this definition was nol ignored, it did not receive
as much ailention from the respondents as the remainder of the definitions in

the typology. No definitions of Winslow's typology were superflucus.
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3. [s there a tendency for one or more aof the [nterpretaticns to be
dominant?

Respondents'  definitions and practice situations most freguently
imerpreted client advocacy in nursing te he relaled to obtaining needed care
for the «client, When asked for an opinion about Winslow's typology of
definitions, however, the respondents ranked assuring quality care highest, in
both the definitions and the investigator's practice situations. The second
highest frequency in respondents' opinions about client advocacy is related to
doing the best for the clienl. The majority of the respondenis defined client
advocacy in nursing as chtaining needed health care and assuring quality care
for the client, There was no single dominant definition.

4. What is the explanation of the tendency for these definitions to be
daminant?

The two dominant definitions represent firsl, the nurses interaction with
the physician, recognized by the nurse as the person who will most {requently
solve problems arising in the care of the client, The second deminant
dofinition, assuring quality care for the cllent, can be interpreted as the
control the nurse has over clinical practice. These definitions indicate almost
one-third of the respondents' view of the advocacy raole as basic to the
clinical nursing practice situation.

5. Are there any substantial differences in responses given and the age,
hasic educations] preparation and area ef practice of the respondent?

Age. In answering nuestions 1 and 2, respondents in the 20 to 29 year
age proup gave more situations related to Winslow's definition of client
advocacy as defending the client's rights and assuring self-determination fer
the client. The same opinion was given by this age group in response (o
question 4, asking the respondent to rank the definition with which they most

sirongly agreed,
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The nurse in the younger age group recognjzed the Importance of
defending the clients' rights while the nurse in the older age group tended to
define advocacy as relating to direct client care. This again may indicate a
more idealistic mode in the younger, less experienced practitioner and a more
realistic approach mode in the older, more experienced practitioner.

Basic Educational Preparation. The definitions and practice situations

depicted to be advocacy in nursing did not reveal any particular relationship to
basic educational preparation. The opinions of respondents of the
investigatar's practice situations and Winslow's typology of definitions did not
demonstrate any  substantial difference, according 1o basic educational
preparation.

Arca of Practice. In answering questions 1 and 2, those nurses working

in cliniral areas such as obstetrics, psychiatry, public health and pediatrics
defined advocacy In terms of direct client care. Nurses occupied in
administralion and critical care areas ol practice gave situations of advocarcy
behavior relaled to Intervening with others participating in client care. The
latter group also described situations depleling defending clienis' righls and
assuring client self-determination more {requently.

Nurses who work in the clinical practice areas such as psychiatric and
putilic health nursing are tnore frequently in siluations of direci client care
over a long period of time, Obstetries and pediatric nurses are in a more
maternalistic nurturing role,  Nurses practicing in administration and critical
care positions [reyuently interact with other health care professionals and view
themselves as advocates through their interactions with othenl* involved in care
of the elient, These factors may influence the respondents® view of advocacy

hehavior.
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The results of the survey support Winslow's categorization of the variety
of interpretations and oplnions of behavior constituting client advocacy in

nursing.



CHAPTER 5
SOCIAL AND HISTORICAL CONTEXTUAL FACTCRS AND RELATIONSHIP
TO THE LACK OF CONSENSDS OF CLIENT ADVOCACY ROLFE
AMON{G NURBES
Intreduoction

[n an extensive review of the pursing literature, Winslow (1984) found
that nurses define their role as client advocate in a variety of ways. The
major purpose of this study is to determine whether or not Winslow's typelogy
of deflinitions of client advocacy in nursing accurately portray the variety of
opinion of nurses, currently registered to practice in the state of Virginia, of
their role as client advocate. The survey carried out in this study confirmed
Winslow's findings,

A secondary purpose of this study was to identify and examine factors
contributing to the lack of consensus among nurses of lheir role gs client
advocats. This chapter will examine one major and several contributory
factors.

m a review ol the literature, one major contextual [actor, the nurse-
physician relationship, was identifiad. This chapter will deal with the nurse-
physician relationship and the lack of consensus of nurses of their role as
client advocate. Several contributory factors will alse be examined. These
are the history of the nurse-physician relalionship, male-female role behaviors
and the professionalization of nursing. The latter will include the development
of a professional crganization and the educationa. preparation for practice,

These factors will be analyzed primarfly in regard to interaction in the
nurse-physician relationship and the association with a lack of consensus held

by nurses with repard to their role as client advocate.
B7
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History of the Nurse-Physician Relationship

The modern era of the nurse-physician relationship began in the United
States as long ago as the Civil War. This war, fought with modern weaponry,
brought injury and death te a large number of soldiers. Hospitals were quickly
organized and In many instances contributed te, rather than decreasing, the
incidence of disease and death. [In 1862, Abraham Lincoln, recognizing the
need for a more organized, efficient approach to the care of the sick and
wounded, eslablished the U. S. Sanitary Commission. The commission called
upcn Dorothea Dix to organize a group of wemen to care for the soldiers.
Dix was chosen because of her success in organizing care for the needy in
Mew York City. She hecame the Tirst superintendent of women nurses in the
U. 5 Army.

To raize the standard of care, Dix identified the need for trained care
givers and began recruiting candidates for her program. These candidates
ware chasen on the basis of age, 30 tc 40 years of age, pood health ang
cendurance, and & matronly demeanor. iz sought experience and good
character in these women. When selectied, the candidates were sent [lor
training to Dellevue Hospital in New York City.

When these "ladies," as they became known, arrived at the Army
hospitals they were not received with enthusiasm by military medical
personnel, Perhaps due to their increased knowledge, they bacame critical of
the manrer in which care was being delivercd o the soldiers. The "ladies"
wraote to influential friends and the newspapers at home, seeking to improve
condilicns in 1he hospitals, As a result, physicians preferred the religious
sisters to care lor the soldiers. These sisters had Tewer needs and took orders

wilhout question, The "ladies" became the first nurses to act the role of
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client advocate when incompetent care was jeopardizing the lives of the
soldiers, They also became the first nurses to experience conflict with the
physicians whe saw themselves as "captain of the ship" and expected the
nurses to maintain the traditional female role behaviors of acceptance Bnd
campliance (Auslin, 1978).

The current lack of consensus over the role of the nurse as client
advocate may have existed at the time. The seeming compliance of the
religious nurse may have actually been the implementation of a more passive
advocacy role. 1t is hard to believe that these religious women were not also
interested in improving care. They simply may have gonc about their client
advocate roje in a less assertive manner. This situation may alse have led to
the first conflict among nurses as to the manner of acting as client advocate.
The “lady™ nurses chose the more active client adveocate role, while the
religious nurses may have chosen s passive manner of response. No doubt
thers were nurses in holh situations who differed from the majority opinion.

During the same period, in another part of the world, a similar conflict
was occurring, This confliel would also have a lasting effect on the nurse-
physician relationship. The English government was not satisfied with the care
heing reccived by sick and wounded soldiers during the Crimean War, and
called upon TFlorence WNightingale to utilize her skills te improve these
conditions.  The military medical personnel responsible for such conditions did
not welcome Nightingale, who arrived with 40 women trained by her as nurses,
In responding to the povernment's tequest, Nightingale recognized that her
nurses would be assigned to tasks and supervisad by the militnry medical
physician.  Howcver, she maintained control over hiring and dismissal of the

NUrses,
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The relalionship between the situation in the Crimea and the current lack
of consensus of the advecacy role can be related to the introduction into
nursing of a division of responsibilities of the nurse. 1f the nursing supervisor
is responsible for hiring and discharge of nurses and the physician is
responsible for assigning nurses, then conflict in the situation is inevitable.
The ability to employ and dismiss nurses is a strength for nursing.  This
assures the nurse that when acting in the hest interest of the client, from the
nurse's perception, it will not necessarily follow that the nurse will suifer the
loss of employment. In this situation, responsibility to the nursing supervisor
may cncourage nurses to he a more active client advocate,

Nightingale was successful in demonstrating that morbidity and mortality
couid be reduced through more sanitary condilions and a healthier overall
environmeni, When she returned in triumph 1o England, the government
supported 1he cstablishment of a schoo! of nursing under her :direction.

The WNightingale school of nursing provided education for students outside
the hospital setting, Students applied theory in the hospital cnvironment, but
ithe schoel remained independenl ol the hospital. Nightingale, however,
maintained control in the hospital for hiring and dismissal of nurses. There is
little evidence of the manner in which this system was received hy the
physician, hut there is also little doubt that conflict arese when the physician
was not in complete charge of the sitution. Nightingale's reputalion scen
becams known world-wide and nurses from the United States went to England
to henefit [rom 1hese advances in nursing educatlon.

The Nightingale system of nursing education and serviee waz brought to
this couniry during the 1870's, The system stressed two major componenis--
organized education [or nurses outside the practice selting, and some degree of

control ol nursing by nurses. The Nightingale movement in this country was
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rather quickly overtaken by the realization that student nurses were cheap
labor for a burgeoning hospital industry. Schools of nursing multiplied quickly
and the general practice was that the superintendent of the nursing school was
alse the superintendent of the hospital.  This practice continued until the
advent of World War IL

It can be demonstrated that physicians supported and particlpated in the
education of nurses throughout the first hall of the twentieth century.
However, some physicians during the ecarly days, recognized that il nursing was
to achieve true professional status it must assume the major responsibility for
ithe education of newcomers (Worcester, 1902}, Other physicians, however,
held differeni opinions aboyt the educational preparation of nurses. This in
turn affected the manner in which nurses perceived their educational needs.

Suppnirted by physicians, during the period from 1880 through the 1940's,
hospitals were staffed primarily by student nurses. When organized nursing
sought to improve quality of care through standards of education for nurses,
physicians successfully multiplied levels ol education for nurses in shorter
peciods of time and in apprenticeship programs. Eventually, these programs
would lead to 1ihe varigus levels of nursing exisling today--nurses atdes,
licensed vocalinnal nurses and  technicians--in a variety of medical and
specialty areas,

When physicians took a stand such as this, it resulted in increased
divisiveness hetween these iwo professions. The effect of this was felt by
practicing nurses, These nurses found {and still find) themselves aligned with
medicine or their own profession. In the [ormer, nurses maintained a positive
altitude toward the physician and dealt with the nced for the advocacy
hehavior in a passive, "hest interest of the client" mode., Accepting the

educational premise of their profession and seeking te promote their own
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educational preparation, served fo create a negative envirenment, both with
their cclleagues and the physician. This behavior can be related te the more
active, "defending the client's rights,” mode of client advocacy, Thus it can
be demonstrated that this situation contributed to the division among nurses
ahcut their role as ciienl advocate.

During this early period in nursing, the majority of physicians were men
and a larger majority, if nol all, nurses were women. Traditional male-femala
role behaviors have had a lasting effect on the nurse-physician relattonship.

Muale-Female Role Behaviors

Masculine-feminine roles in society are develeped through a socialization
process, Womenr are socialized to carry out certain hekaviers by familial
relatjonships with mother and sisters and other female role models.  Men are
influenced by father and brothers and other male role models. This process
results in certain learned behaviors respective o each role. 1In society, the
role played by men and women have certain recognized, expected behaviors.
The male role is generally recognized as dominanl, competitive, independent,
aggressive and objective, The female role is traditionaily depicted as
compliant, accepting, dependent, passive and emoticnal (Vance, 1987). The
client advecacy role does not require the nurse te assume male role behaviors,
but to modify traditional [emale roje behaviors. Examining these behaviors
and jdentifying necessary modilications will be helpful in understanding the
client advocacy roie and the nurse-physician relationship.

As client advocate, the nurse accepls and complies with the physician's
care pian as long as this care plan does not, in the opiniorn of the nurse, bring
abhout results that are deirimental te the client. When such an outcome

threatens, the nurse acts independently, in an assertive, nonaggressive manner,

rejecting compliant, accepting role behaviors. [f 1the nurse becomes aggressive,
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then an adversarial encounter can occur. Adversarial roles do not accomplish
a positive outcome for the nurse as client advocate, for ihe nurse-physician
relationship, nor for the betterment of the clienl, The nurse acts from an
anlightened, chjective, emotionalism. Modifying these behaviors often places
ithe nurse in a conflict situalion with the physician.

A unigiue aspect of the male-female role hehaviors arises when each
assumes a hehavior in relation to those for whom the respective party has a
particular responsibility. Physicians are most often paternalistic with regard to
their patients and nurses react in a2 maternalistic manner. Paternalism
sighifies a protective, decision-making hehavior, while malernalism js seen as
nurturing and caring, bul also in a protective mode. Each ol these role
behaviors can have undesirable extremes and these extremes affect the nurse-
physican relationship,

Physicians frequently act in a paternalistic role believing themselves in a
hetter position to make decisions about the course ol treatment than the
client. The client is limited, in the physician's view, by an inability to
understand complex medical problems. In the traditioral lemale maternalistic
role, nurses mre viewed as being concerned primarily for nurturing and caring
for the client, However, the nurse as client advocate is concerned aboit the
client's right to sell-determination. This difference in role concept resulls in
rale conflict for the nurse.

In acting as client advocate, the goal af the nurse is to allow the client
to exercise the right of sell-determination, This effort is often thwaried by
the goal of the physician--to limit this right to decisions the physician has
identified as ones the physician determines the client is able to make., The
nurse secks that ihe client he given the opportunity to make an informed

decision.
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Client advocacy role confusion results when the nurse must choose
between recognizing the physiclan as “captain of the ship" or accepting the
role of accountability to the cllent, The latter hehavior requires the nurse to
assure self-determination for the client. The nurse can retreat from the
situation and recognize the physician as the anly persen accountable to the
client or the nurse can assume a more professional client acccountability.

Lack ol consensus of the client advocacy rtole by nurses reflects these
role conflicts.  The nurse assumes {he degree and characteristic of the client
advocate role that hefshe is comfortable with and whieh seems to bring about
the desired outcome,

The nurse-physician relationship considered historically and from a role
conflict  perspective presents one aspect of the relationship. The
prolessionalization of nursing also has significance when considering the nurse-
physician relationship.

Professional Status of Nursing

A contributory factor to the lack of consensus among nurses of the
client advoracy roice may he feund in the process of the professionalization of
nursing and the nurse-physician relationship.  This increase in professional
statue affects the nurse-physician relationship by preducing a nurse who is
more autenomous in practice and therefore less under the control of the
physician,

The desire to be recognized as a profession began with the modern era
of nursing. Florence Nightingale was instrumental in moving the nursing
jirafession toward Tull-Tledged professional status. Nightingale desired to raise
the standard of care received by the sick and wounded. She was successfal in
demonstrating that this could be accomplished ithrough better education of

nurses,
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To be a professional in England during the latter half of the nineteenth
century nct only meant a sound educational basis bul 1hat the individusls In
the profession were at least from a morally acceptable segment of society.
While Nightingale's early recruits did not come primarity from the same sociai
class as the physician, their moral character was generally acceptable. The
fact that nurses today generally come from a differeni sociceconomic group
than the physician has a detrimental effect on the ability of the nurse to
assume a collegial relationship wilth the physician.

For the purposes of this study the siatus ef nursing as a profession wiil
he discussed through the use ol two generally accepted characteristics of a
profession, These characteristice are the existence ol the professional
organization, and the ecducation of newcemers to the profession, Thase
characleristics will be analyzed with regard to their elfect on nurses and the
nurse-physician relationship, resulting in a variety of opinions held by nurses of
the client advocate role.

The Professional Organization

In 1R%4, direclors of schools of nursing formed the first professicnal
organization, the Association of Superintendents of Schocls of Nursing. This
group realized if they were to have an impaet on quality of «client care,
practicing nurses needed an organization to establish a base from which to
voice the profession's goals to the people served (Styles, 1987 The
Associated Alumnae of Schools of Nursing was ostablished in 1806 by the
Superintendents as the first major professional organization, The organization
moved quickly and published the initial professional journal in 19Dk.  This
journal was to be a vehicle for “communicating needs and problems
encountered in Lhe caring lor the sick™ (AJN, 1000, p. G), It was also to he

i tneans for sharing ways of dealing with these needs and problems,
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As the ability to communicate incressed, nurses became aware of
common problems often rentering around ihe care provided for the client by
the physician. Nurses began to recognize that they were f{requently
scapegoated and/or required io remain loyal to the physician when this loyalty
was not warranted nor was it in the hest interest of the client (Cabaniss,1903;
AIN, 1910). The appearance of these concerns in 1he professional journal
indicated the nurse, through &n increased sense of professionalism, was
heginning to transfer accountability from the physician to the client.

There is nho recorded data on  how this realization alfected the
relationship of the nurse and the physician. The physician played an importani
parl in securing employment for nurses since most clients were cared for in
the home. Nurses were Trequently employed by famlilies on recommendation of
the physician, who knew [rom previpus cases the capabilities of ihe nurse.
Nurses may have deslt with this situation in a passive, covert manner. Job
security prevented the nurse from being an active advocate.

The ability of nurses to communicate with colleagues their concern over
qualily of care has played an importanl part in the recognition of the need
for the client advocacy role. Unfortunately, it has not contrited toward
utiifying nurses so that they are able 1o effectively use this power. Today,
only 30% of regislered nurses bhelong to the official professionsl organization.
Miany nurses belong o other nursing organizations freguently associated with
sitnilar medical organizations and orienied more toward the medical rather
than the nursing aspects of client care problems.  This results in nurses
dealing with the need for the client advocate role in a variety of ways.
MNurses whe have a closer relationship with physiclans are less likely to

challenge or confront the physician in an active advecacy manner.
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I the pioneers of modern nursing were concerned over the organization
of nursing as a profession, they were at least equally preoecupied with an
adequate knowledge base Tor nursing and the manner in which this knowiledge
was passed on to neweomers in the profession.

Educational Preparation for Practice

To be recognized as 4 profession it is necessary to educate newcomers in
the university setting. At the present time, nuarsing presents a confused
educational image not anly to the physician bul also to the general public.
University-based education was added to the existing hospital diploma programs
in 1916. In the 1060's the associatc degree program was established in the
community college. As a resuli, each nurse may voice her concerns over
clients' advocacy needs from a different educational perspective.

Nurses educated in a hospilal-based diplema progream have a closer
relationshipp with the physician. As a result, physicians usually view diploma
school praduates more favorahly., Nurses educated in institutions of higher
learning do not experience the same relationship nor are they held in the same
favorabte regard by physicians.

The ability of nurses to speak with one voice on such issues as the need
for client advecacy is affected by this variety in coducational programs.
Nurses educated in hospital diploma programs may nol be as apl to assume an
aclive clienl advocate rolo, Nurses aducated in a baccalaureate degree
program, because of a hroader educational preparation and an increased ahility
te make sound, rational decisions, sre in a better position to act as active
client advocates. Nurses prepared at lhe associate degree level are doubly
disadvantaged in assuming the client advocacy role since they have neither the

close relationship with the physician, nor the broad educaticnal preparation.
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The survey conducted in the course of this study revealed that nurses
with a higher education degree responded in larger numbers than are present
in the generat nursing population. This indicated an interest in, and a coencern
for the need for, the client advocacy role, The survey alse demonstirated that
eraduates from diploma and associate degree programs most frequently defined
client advocacy in a passive manner and nurses with a higher education degree
responded more frequently in an active advocate role,

Summary

This chapter has examined a major contextual facter alfecting the
opinions of nurses about their role as clienl advocate. This major contextual
factor is the nurse-physician relationship. The nurse-physician relationship is a
major factor because as nurses assume a client advocate tole, they move away
from loyalty to the physician and give primary loyalty and accountahility lo
the client,

As a major contextual factor, the nurse-physician relationship bas severat
contributory  faclors. These include the thistory of the nurse-physician
relationship and the male-female reole conflict. The professionalization of
nursing is alsec a coniributory factor. The professional organization, and
education for practice, are part of the professionalization process.

The masculine-feminine natures of medicine and nursing, respectively,
have specific expecled role behaviors in society., The gssertive nature of the
client advocate deviales from the comptiant, accepting, dependent rele of
women traditionally expeected by society, The paternalislic Tather figure of
the physician does not encourage the nurse {o bre a decision maker as required
by the client advocacy role. These nurse-physician relationship behaviors can
be traced in this country to the Civil War, and in the world to the advent of

the Nightingale system of nursing practice and education. Doth of these
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evenls demonstrate that as nursing incteases its knowledge base, the desire to
improve client care also increases.

The lack of consensus of nurses of their tole as client advocate results
[rom the manner in which these two professions have developed. MNurses have
experienced role conflict in the need for the client advocate role while at the
same time maintaining loyalty to the physician and a satis{fying work situation.
Nurses achieved this balance by responding to the need for the client advocate
role in a passive manner.

A contributing factor to the nurse-physician relationship, and its affect on
the lack of vonsensus of nurses toward their client advocacy role. is the
increased professional status of nursing,. TDuring the early modern period, a
professicnal  organization and a proefessional journal served to  increase
communication of problems and needs among nurses.  Primary in this was the
discovery by nurses that blind obedience 1o the physician was not always
warranted nor desirable, The organization and the journal also supported the
desire to ijmprove the educational preparation of the nurse. This led to an
increase in knowledge in practice and, while at times having a positive effact
op the nurse-physician relationship, also served to increase divisiveness., This
divisiveness was also experienced among the mirses themselves.

Simultaneously with the above, nurses incrensed their knowledge base and
professional status by educating newcomers in a university-based program
leading to a baccalauwreate degree, Prolileration of wvarielics of programs and
levels of nursing personnel have confused the image of nursing with the
physician and the general public as well. The present confused situation doas
not serve lo increase the unity among nurses about the profession. A unified
Basic education will enabte the nurse to function as a client advocate, and will

unify the profession as well.
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Client advocacy in nursing i5s based on the degree of autonomy
experienced by the practitioner. Some beliave that a substantial degree of
autonomy will never be experienced by purses. However, by uniting the
profession through education and practice, it will be possible for nursing to
achieve the degree of autohomy necessary to reach the profession's major goal

of providing quality care for the clienl.



CHAPTER &

GENERAL SUMMARY, RESEARCH PROBLEMS AND CONCLUSIONS

The problem addressed by this study is the lack of consensus of
registered nurses in defining their role as client advocate. Winslow (19R4), in
an extensive review of the nursing literature, determined that nurses define
their role as client advocate in a variety of ways.

The major purpose of this study was toc confirm and/or modify Winslow's
findings that nurzes define their role as client advocate in a variely of ways.
A questionnaire was submitted to a random sample of nurses registered to
practice in the state of Vicginia. The results of the survey confirmed
substantially that nurses do defline their role as client advocate in a variety of
WaYS.

A second purpose of the study was to  examine the hisiorical
development of the code of ethics for nurses. This was done to further explain
the current lack of consensug among nurses about their role as client advocate,
It was delermined in reviewing the various versions of the code, that elements
of client advocacy appear in all versions.

A third purpose of this study was to determine if there is an adequalrn
explanationf/interpretation of this diversity of opilnions by nurses of their role as
client advocate. A major contextual factor, contributing significantly to the
jauck of consensus of the part of the nurse, was identified. This major
contextual factor is determinad to he the nurse-physician relationship.
Contributing contextual factiors are Jound toc be the masculine, paterns]l nalure
of the physician and the Ffeminine, meternal nature of the nurse.  Another
factor associated with the nurse-physician relaticnship is the desire ol the

nursing profession to achieve full-fledped orofeszional status,
a1
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These data reveal that nurses do recognize the need for the client
advocacy role, however, there {s a lack of consensus of definition of the role.
The code of ethics delermines effort on the part of organized nursing to
express the concern about the need for the role. The nurse-physiclan
relationship, however, and the lack ol full-Tledged professional status do not
provide ar environmeni for the effective enactment «l the role.

Accuracy ol Description of Client Advocacy Role by
winslow's Typology of Definitions

Sevenly percent of the sample population surveyed agreed with the
definitions as described by Winslow. Thirty percent disagreed or had no
opinien. The greatest support centered around the definitions dolng the best
for the client, obtaining needed care, and assuring quality care for the client.
{me definition, assisting the client to deal with [lear, received the least
confirmation from the respondents,

Respondents gave situations from clinical nursing practice that most
(requently depicted defending the clents' rights' and assuring self-determination
for ihe client. Two additional deflinitions and practice situations identified by
approximately one percent of the respondents were attaining a high level of
wellness and teaching the client.

Issues and Questions Raised

Thirty-four percent of the survey questionnalres were returned. While
this is a satisfactory response it did not support the concern voiced by many
nurses to the investigator of the neced for the client advocate role, The low
response raises the possibility that nurses are not familiar with the concept of
clienl advocacy.

The survey tool initially asked ihe respondents to define client advocacy

and then to pgive an  example [from clinical practice, describing the



103

implemeniation of the definition, This may have caused a significant number
of respondents to lay the questionnaire aside in order to think about the
answers. Some eventually may not have responded, however, because they were
not familiar encugh with the rale to define or give an example of the behavior
in practice.

Another issue is that the concept of the nurse as client advocate is
found in the "Nurses Code" promulgated by the American Nurses Association.
Approximately 30% of nurses belong to this organization, and yet it is
recognized as the primary professional organization. KMany nurses may be
unaware of the existence or the meaning of a code of ethics for nurses,
Therefore, in order to increase the effectiveness of the client advocate on
heallh care, an effort is needed to familiarize nurses with the existence and
purpase ol the code.

Few respondents 1o the survey chose definjtions or practice situations
depicting client advocacy as defending the client's righis or assuring self-
determination for the client. These definitions, by raising ethival concerns,
depict client advocacy by its most active aspect.,  Such active definitions
identify advocacy hehavior differently from the mcre passive definitions such as
doing the best for the client, obtaining needed care, and assuring quatity care.
Passive deflnillons probably do not enable nurses to contribute to quality of
health care as would the more active delinitions.

Demographic and professional data obtained did not affect substantially
the respondents' answers to the survey questionnaire. Nurses who responded to
the Virginia State Board of Nurging study, however, had different demographic
and professional characteristics than the nurses who rtesponded to the current
study questionnaire. Among these differences were (a) a larger number of

nurses with baccalaureate and advanced degrees, (b) a larger number of nursas
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employed in critica} care nursing, and (c} a smaller number of nurses
practicing in medical-surgical nursing,

These data raise the question of whether or not a larger number of
diploma and associate degree graduates from medical-surgical nursing practice
did not respond to the guestionnaire. Since lhese graduates, and the area in
which they practice, represent a significant percentage of client care situations,
their awareness ol the role of the nurse as client advocate should be
investigated. Further clarilication of the role may come from research on ihe
portion of the sample population who did not respond to the survey,

¥inally, another issue is ralsed by the facl that s substantial number of
nurses gave definitions and described practice situatlons of c¢lient advocacy
behavior related to defending the clients' rights and assuring self-determination
for the client. This same group, when choosing definitions and practice
situations, selected the more passive descriptions, such as doing best for the
client and assuring quality care. This may indicate thal nurses recognize the
need for an active advocacy approach but are deterred by use of the words
defend and assure. These behaviors may not be recognized as being within
their scope of control over practice.

Spcial and Historical Perspectives

The study examined social and historical factors that affected or
contririled to the lack of consensus among nurses about their role as client

advocate.

The wversions ol the code of ethies for nurses heginping with the
Nightingale Pledge and continuing through the 1976 revision of lhe code were
cxamined, All versions were found to have elements of client advoracy.

Characteristics of ardvocacy role behaviors lound in the nursing literature were



1C5
used as a guide to determine the exislence of these behaviers in the various
versions of the code,

The appearance of these elements changed when the nurse became an
employee in the hospital. Nurging the cllent in the home portrays a more
independent practice with a greater degree of accountability te the client.
From the versions of the code it can be demonstrated that loyalty to the
physician became Tess evident during an era when it hecome moare acceptable to
support clients’ rights and when nurses, the majority of whom are women, were
becoming more assured of equal rights.

A major contextual factor, the nurse-physician relationship, was
examined [rom an historical and a conlemporary perspective. The concept of
the nurse as the loyal assistant to the physician began in the United States
prior to the time of Flerence Nightingale., Tt began te decrease in the 193(3's,
but is evident today in a strong sense of loyalty to the physician. This
probably is related to the traditional male-female role behaviors which are part
of the general, as wel as the professional, socialization process. Feminine role
hehaviers need to be modified if the nurse is to hecome an eflective client
advocale,

This role change is supported by the desire of nurses to be recognized as
full-fledged professionzals. Complete professional sialus will cnable the nurse to
gain the respect of the physician and all health care workers. Basic to this
complete professional  sietus iz the question of professional  autonomy.
Autonomous praclice is necessary for the nurse to function adequately as a
client advocate. The greatest obstacle in Lhis struggle for professional status
and recognition is the lack of uniform educalional preparation in an institution

ol higher learning,
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Increased professionalism can have both a positive and a negative effect
on the nurse-physican relationship. The nurse whe has s broader and adequate
general education can provide qualily care to the client and professional
assistance to the physician.

This study cencludes that nurses do define their role as client advocate
in a variety of ways. Age, hasic educational preparation and area of clinical
practice have (ittle suhstantial relationship to these opinions. A greater number
ol nurses with advanced degrees, than in the general population, manifested
interest in this issue. FElements of the concept of client advocacy are inciuded
in all versions of the code of ethics for nurses, The major contextual Tactor
the nurse-physican relationship, prohably plays a significant part in the lack of
consensus among nurses of the client advocate role,

This study asked a speculative question concerning the definition of
client advocacy that will influence the future ol nursing practice. The question
is hased on the assumption thet nurses would show substanilal preference for
one definition of cliepl advocacy over the variety of definitiens. This did not
accur, Considering, however, the conclusions cited above, there may be
significant meaning for the develepment of nursing theory within the framework
of eclienl advecacy as parl of nursing practice.

lient Advocacy and the Development ol Nursing Theory

During 1he 1950's, nursing began to recognize the need to define a body
ol knowledge subsequent to being recognized as a Tull-fledged profession. At
the present time, nursing recognizes four areas in which theory was or is being
developed: {a) the art and sciepnce of humanistic nursing, (bl inlerpersonal
relations, (c¢) energy fields, and (d} systems. All proposed nursing theory
involves one or more of the following concepts--man, scctety, health and

nursing.
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The role of the nurse as ctient advocate Is such that it ean have
significant impact on the practice of nursings. To decide whether or not
advocacy is a theory is not the purpose of this study., Client advocacy,
howaver, can serve as a model for nursing practice and as such will bear
examination through use of the four basic concepts invelved in all nursing
theory.
Man

Client advocacy in nursing sccepts the fact that man has certaln rights,
parameount among them being the right to self-determination. Nursing is
frequently depicted as the nurturing wmother and is often criticized [lor
encouraging dependence on the part of the client. [n reality, nursing supports
independence on the part of the client. A substantial number of respondenis to
this study described situations depicting assuring the right of self-determination
as indication of client advocacy behavior,
Society

Society, or the environmment in which the client interaction takes place,
can be considered to be the situalion in which 1he nurse practices as client
advocate, This social interaction involves the nurse and the physician, the
clien{, and the setting. The setting is usually within an institution in which
care is being rendered. The institution frequently supports the rights ol the
client and yet in many instances acts [rom a paternalistic metivation. The
anvironment, therefore, has physical, social and psychological characteristics.
Not least of these are the role behavicrs enacted by all persons involved in the
environmenl, particularly by  virtue of the position they hold in that
environment,  All of these factors must be considered Tor implementation of

the client advocacy roie.
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Nurses

Nurses respending to the survey questionnaire chose assuring quality care
most Ffrequently as defining advocacy.  Maintaining personal competency was
seen by a substantial number of respondents as a clinical practice situation
depicting assuring quality care for the patient. When client advocacy behavior
Is related to professional competency, the achievement of client advocacy role
behaviaors wili be perceived as more realistic by nurses. Competency is felt to
e achieveable hy the nurse and thus the nurse can he in control of the clinical
situation,

Health

The domain of nursing practice lies within the human response to health
gnd illness. Health iz a difficult concept to define. When the concept of
client advocacy is relaled to health, however, it is possible to give relevant
meaning to health. Nurses are committed to assist the client to maintain,
regain health or have & peaceful death. The abjective ol the enactmeni of the
clienl advocacy rale is to enahle the client to achieve s simnilar goal.

This hrlel review of the Ffour concepts deemed essential to  the
developmeni of nursing theory demonstrates the relevance of client advocacy to
these concepts. [l presenis a challenge to the possible deyelopment of such a
theory,

Promising Interpretation of Clienl Advocacy

In his study, Winslow (1984} finds lhat as nursing moves toward client
advocacy, il takes a major step toward full-fledged professional status. Nursing
is cstablishing a sound educational basis for newcomers, founded on & more
adegueately delined body of knowledge. This sound cducational basis will enable

the nurge to assume accountability to the client. As this process takes place,
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state nursing practice acts will be modified to provide legal support for this
full=fledged professional role. The public image of nursing will eventuaily
change as evidence of this role change emerges more clearly. As the nurse
gains respect for practice ability and is more autonomous, the degree of
controversy associated with client advocacy will decrease. The end result will

be improved quality of care for the client.
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FLORENCE NIGHTINGALE PLEDGE

I solemnly pledge myself before God and in the presence of this
assembly to pass my life in purity and to practice my profession faithfully, 1
will abstrain from whatever is deleterious and mischievous and will not take
or knowingly administer any harmful drug. 1 will do all in my power to
maintain and elevate the standard of my profession, and will hold in
confidence ull personal matters committed to my keeping and all Tamily
affairs coming to my knowledge in the practice of my calling. With :oyalty
will 1 endeavor to aid! the physician in his work, and devole mysell to the

wellare of those commiited to my care.

Source: Armerican Journsl ol Nursing, (1911), 11(8}, p. 596,
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Brief Analysis ol Various Editions of Code of Ethics

Year Major Arcas Comments
1926 The relatiouship of the nurse IDscussed at biennial con-
i. to the patient vention. Never adopted.
2. to the medical profession
1. to allied professions
4. to hurse
5. to the proflession
19440 A. General responsibilities of Suggested for use by the
the profession prefession until principles
H. HRelation to the patient are Tormulated and approved
{. Heilation to medical profes- for publication.
sion
M. HRelation of nurse to nurse
E. HRelation to cruployer
F. Hetlation to public
(i. Relation of the nurse to
cthers
19510 17 statements: Accepted by delegates al
1-5 Relationship with patient biennial convention.
-8 HRelationship with physician
9,10  Financial remuneration
11 Golden rule
12 Don't lend name to adver-
tisements
13-15 Parsonal and professional
behavior
16,17 Obligations as a citiren
1940 17 stalements: Revisions needed because of
1-4 Responsibililies to patient development of standards of
5 MResponsibilities as a citizen practice,
6, 7 Responsibilities to profession
8 Maintain prolessional compe-
tence
% Hespoensible [or own actions
10 Establish standards of employ-
ment
11 Participate in legislative
matters
12 Personal hehavior
11 Support commercial research

but do not advertise products
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Year Major Areas Comments
1960 ontinued)
14 May advertise professional
services

15 Delegate only to adeguately
prepared persons

16 Work with physician and
others

17 Refuse to participate in
unethical practices, Expose
incompetence or unethical
conduct "in others.”

1068 10 statements Refined to eliminate non-
1, 2 Dignity of man; maintain ethical statements
4 confidentiality; protect from

incompetent, unethical,

illegal acts of others
3, Nurse maintains competence,
10 no advertising
5, 8 Responsibilities for assistants,
9 omploymeni, public
T

&, 7 Professional responsibilities
1976 11 statements: Directed towsrd present day
1, 2 BRelationship to patient practice. Stresses account-
3 ahility 1o client and, as such,
4, 5 Assumes responsibility for is identified as a change "to
E care given an ethical code."

7-10 Relationship to prolession
11 Relationship to public
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January 16, 1987

Dear Colleague in Nursing:

Since 1975, the Nurses Code of Ethics has recommended nurses act {n lhe role
of client advocate, As a doctoral candidate at the College of William and
Mary, T am interested in determining how nurses interpret the role of the
nurse as a client advocate. 1 would appreciate your taking a few minutes to
answer the enclosed survey and return it to me in the enclosed, stamped, self-
rddressed envelope.

Please answer the cquestions on page 1 before responding to those on page 2.
I would prefer that your respenses to questions 1 and 2 nol be influenced by
the rueslions on the second page.

All information oblained through this survey is confidential and will be treated
as such. If you are interested in learning about the ouwtcomes of the study,
please so indicate on ihe survey amt 1 will be glad to share the results with
yau,

Thank you for your time and interest.

Sincerely,

Ris. Lynn Reil, H.N., M.5.
10520 Claybar Trail
Richmond, Virginia 23236

Enc.
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SURVEY ON CLIENT ADVOCACY IN NORSING

Please complete the following:

Date of bicth:

Level of Nursing Preparation:

1. Basic (initial) nursing preparation {answer onel:
Nate completed

Diploma

Associale Degree

BH.5. in Nursing

2. Advanced education {indicate highest level}
Date comploted Area of concentration
B.5. in Nursging
B.5. in other [lield
ALS. in Nurging
M.5. in other field

Noclorate

Primary arca(s) of nursing practice during the past [live years:

1. How would you defline the role of the nurse as elient advocate?

2. Please give an example ol the role of the nurse as client advocale
in a nursing praclice situation.
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3. In your opinion how much do the situations described helow agree with
your understanding of the role of the nurse as client advecate?

Circle one respense for each of the following ilems:

5A=strongly agree N=no opinion D=disagree
A=agree SD=strongly disagree
Rate*
The nurse: (see below)

a. sets priarity on listening to an SA A N 1} SD
anxious client.

b. maintains own competence S8A A N D 5D

c. encourages clienl to seek SA A N D 5D
additional infarmation about
proposed surgery.

d. helps the client to express SA A N D SD
fcars about impending surgery

e. rcontacts the social worker SA A N D SD

because the client has
financlal problems.

[. investigates the possibility 54 A N D SD
of rural home heszlth care
for the client,

. advises the client of other A A N Db 5D
forms of therapeutic inter-
vention that have not been
made known by other health
vare professionals.

11 youu rate more than one item SA (strongly agree), please indicate which
item you feel BEST describes Lhe cole of the nurse as client advocata.
Rate esach other item that you strongly agreed with in descending order
according to how well each describes the role of the nurse as client
advocale. (1=best description, Z=second best, to #7 if necessary.)

4. Using the same directions under #3, indicate your agreement with the
following delinitions of the role of the nurse as client advocate.

hRato*

. . > he
Client advocacy can be defined as the nurse: {see below)

1. dolng what is best for the 5A A N 1 SD
cliant.
3. helping the client to obilain SA A N D 5D
necded health care.
c. assuring quality client care. A A N D SD
d. serving as liaisom between SA A N D 5D —

etween the cllent and the
health care system.



E-.

*lf you rate more than one item SA (strongly agree), pleasc indicate which
item you feel NEST defines the role of the nurse as client advocate.
each other item that you STRONGLY AGREED with in descending order

according 1o how well sach defines the role of the nurse as client advocate.
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defending the client's rights S8A A N D 5D

assuring exercise of self- SA A N D 8D
detormination for the client.
assisting the ctient to deal 534, A N D 3D

with fears,

{1=best descriptlion, 2=second hest, to #7 if necessary.]

Thank you
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Follow-up Tostcard

Dear {olleague:

[ recently mailed you a survey guestionnaire on client advocacy in
professional nursing. With all the bad weather, perhaps you overlooked it.

[ would appreciate your taking a few minutes to compleie the survey and
return il, [T you are unceriain about answers please tell me this when you
return it.

Thank you,

Lynn Bell
10520 Claybar Trail
Richmond, Virginia 23236
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Abstract

CLIENT ADVOCACY IN NURSING: A CONTEMPORARY PERSPECTIVE

Bertha Roslyn Bell, Ed.D.
The College of William and Mary in Virginia, December 1987
Chairman: Prolessor William F, Losito

The purpose of this study was to determine whether or not Winslow's
typology  of definitions of client advocacy in nursing accurately and
comprehensively represented the manner in which registered nurses defined the
role. The author also hoped to explore contextual Tactors influencing the lack
of consensus among nurses al the client advecacy role,

A survey questionnaire was developed and submitted (o a random sample
of nurses reglstered to practice in the state of Vieginia, The sample
population was asked for a definition of and a clinical situation describing
client advocacy. A Likert scale was used tp determine the degree of
agreement of the sample population with Winslow's typology as well as clinical
practice situntions developed hy the author,

Survey data revealed Winslow's typology of definitions represent the
tnanner in which a substantial number of respondents defined client advocacy.
Demographic and professicnal deta of the sample population was obtained and
analyzed. There was no substantial relationship between these variables and
the opinions of client advocacy definitions.

The relationship to two [actors, the developmeni of the code of ethics
and the nurse-physician relationship, were examined, All versions of the code
of ethics contain elements of client advocacy behaviors. The lack of
ronsensus among purses of the client advocate role is related to male-female
rele conflicts and the desire of the nursing profession to attain full-fledged
professional status,

Further investigation is indicated to determine if tha current lack of
consensus among nurses of the client advocate role, is an indication of the
process of role change the profession must experience 1o realize the
acceptance of any one definition of the clienl advocate role.
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